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Introduction 

In this paper I argue that a disease model of addiction has significant costs for problem 

recognition and stigma in the context of alcohol use and problems. This argument applies 

broadly to disease model understandings through which people are seen as fundamentally 

different (i.e., ‘alcoholics’ versus other drinkers), but particularly when this difference is 

underpinned by perceived biological difference, notably in the brain disease model of 

addiction. Whilst the presented case may apply similarly to other addictions and indeed 

mental health issues, and draws on literature not limited to alcohol, I focus here on alcohol as 

the most widely used and socially sanctioned addictive drug. Yet despite widespread 

acceptance of perceived ‘non-problematic’ drinking, public attitudes consistently show 

alcohol problems to be one of the most – if not the most – stigmatized of common conditions 

(e.g., Kilian et al., 2021; Schomerus et al., 2011). For instance, problem drinkers are widely 

seen and portrayed as being a danger to others, unpredictable, having themselves to blame, 

being in denial, or being of weak or deficient character (Crisp et al., 2005; Nieweglowski et 

al., 2018). Such prejudicial attitudes are deeply embedded within a characterization of 

‘problem drinking’ as a severe condition, particularly embodied by the ‘disease of 

alcoholism’. Indeed, simple use of the label ‘alcoholic’ prompts greater implicit and explicit 

stigma reactions compared with the term ‘alcohol use disorder’ (Ashford et al., 2018). 

Associated with the public image of alcohol problems as severe in nature, disease model 

stereotypes reify an alcoholism concept in which there are two distinct groups: ‘normal’ 

drinkers, and alcoholics who have an ‘allergy’ to alcohol (Alcoholics Anonymous, 2001). 

Whilst there is notable variation in the ways in which both individuals and academics alike 

interpret or apply disease models, there is little doubt that common alcoholism stereotypes 

prevail in problem drinking discourse as a key component of stigma (Schomerus et al., 2014). 

Notions such as denial, rock bottom, and the idea that abstinence is the only route to recovery 

are therefore embedded within public belief systems pertaining to who qualifies as a problem 

drinker (Witkiewitz et al., 2021).   

Stigma and shame are consistently identified as the most pervasive barriers to seeking alcohol 

treatment and support (May et al., 2019), such that people “fear being labelled alcoholics and 

subsequently experiencing loss of status and discrimination” (Schomerus et al., 2011, p.105). 

In turn, many heavy drinkers construct a ‘problem free’ drinking identity by emphasizing 

control over their drinking and responsibilities, as contrasted with the diseased and 
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dysfunctional ‘alcoholic other’. This practice of othering is seen in many health and social 

contexts where threats to the self – either as health, social or stigma consequences – are 

managed by emphasizing a clear boundary between one’s own ‘safe’ and ‘responsible’ 

practices and those of the inauspicious other (Powell & Menedian, 2016). Indeed, a number 

of drinking groups have been shown to point to other types of drinker as ‘the problem’, for 

instance projecting on to the excess of hedonistic ‘binge drinkers’, or to the uncontrolled 

physically dependent ‘alcoholic’ (Parke et al., 2018; Wilson et al., 2013). In tandem, harmful 

drinkers display extreme levels of unrealistic optimism in dismissing their own susceptibility 

to alcohol harms and addiction (Morris et al., 2020; Weinstein, 1980).  

Accordingly, low problem recognition as a lack of explicit recognition of one’s own harmful 

drinking is evident amongst non-help seeking problem drinkers (May et al., 2019; Morris et 

al., 2020). However, in the context of common public and recovery-oriented narratives, low 

problem recognition is commonly termed denial (Dare & Derigne, 2010). Yet the denial 

concept again operates on the basis of a severe characterization – a schematic that siphons 

thoughts towards the ‘alcoholic in denial’ who, despite so obviously having ‘lost control’ to 

all observers, refuses to accept or change their predicament. The prerequisite for overcoming 

denial is therefore assumed to be ‘hitting bottom’, such that pretense can no longer be 

maintained and the drinker finally makes resolution to change (Humphreys, 2000).  

Whilst the subjectivity of “hitting rock bottom” has been identified within recovery narratives 

(Young, 2011b), public beliefs are synonymous with the more extreme negative stereotypes 

of so-called alcoholism. The denial concept has thus been critiqued as failing to address the 

myriad reasons why people may not openly ‘admit’ to their drinking problem (Pickard, 

2016), though there has been limited exploration of alcohol problem recognition as a more 

nuanced process across different groups. For instance, whilst a lack of awareness or a state of 

ambivalence have been periodically identified as barriers to treatment, there has been limited 

exploration of the range of factors that may influence problem recognition and, indeed, to 

what extent it may be an important component of behavior change at various degrees of 

problem severity (Morris et al., 2020; Young, 2011a).  

Before ‘rock bottom’ 

In the UK, harmful drinkers are categorized as regularly drinking at levels of above 35 units 

per week for women or 50 units per week for men, based on epidemiological data indicating 

the presence of physiological or psychological harms at this level (Royal College of 
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Psychiatrists, 1987; WHO, 2018). Harmful drinkers are also commonly identified as scoring 

above 16 on the Alcohol Use Disorders Identification Test (AUDIT) whilst those with 

moderate or severe dependence are commonly distinguished as the group ‘in need’ of 

treatment (NICE, 2011; Public Health England, 2017). Harmful drinkers, however, 

outnumber the target treatment population by more than 2:1 (Public Health England, 2019), 

yet receive limited interventions and may be less likely to benefit from community brief 

interventions than those with lower severity ‘hazardous’ drinking (Khadjesari et al., 2018; 

McCambridge & Saitz, 2017).  

A public health gap therefore exists for a population of harmful drinkers who are highly 

motivated to construct their drinking as ‘non-problematic’ and are readily able to do so by 

drawing on stereotypes of the alcoholic other. Harmful drinkers, despite the existence of 

negative effects on their health or well-being, are still functioning sufficiently to avoid the 

social categorization of problem drinking. As such, they have been described as existing in 

the “grey area between normal social drinking and being a smelly tramp” (Khadjesari et al., 

2015; p.6). However, these drinkers know they are not ‘alcoholics’ and value alcohol highly, 

both in terms of their social identities and its important functional roles such as an important 

‘de-stressor’ (Orford et al., 2009; Parke et al., 2018). In turn, they are acutely resistant to 

implications that their drinking is problematic and, understandably in the context of the 

arguments above, do not see a need to seek treatment or pursue sobriety. Whilst some public 

policy changes may be seen as recognizing the problematic false dichotomization of problem 

drinking – notably via DSM-5’s shift to assess alcohol use disorder severity – there is clearly 

much further to go in shifting the public heuristic at large.  

Negotiating the grey area? 

How might such drinkers be prompted to re-evaluate low problem recognition such that they 

might reduce their alcohol consumption, or at least more objectively consider its risks and 

future consequences? In line with the alcoholism model, they logically identify themselves as 

far from ‘rock bottom’ or ‘needing’ treatment, particularly as the consequences of heavy 

consumption may not be evident or obviously associated with their alcohol use (e.g., high 

blood pressure as a prevalent alcohol-attributable factor). As such, a binary disease model of 

alcoholism allows heavy drinkers to legitimately cast their own drinking status as non-

problematic: a type of “valid denial” (Morris et al., 2020). Even those with degrees of 

dependence but yet to adopt a problem drinking identity appear to project onto more 

stereotyped images of ‘alcoholics’ as true problem drinkers (Wallhed Finn et al., 2014).  
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Offering potential to counter low problem recognition are alternative framings that directly 

counter the binary schematic of a disease model. Continuum beliefs, for example, frame 

alcohol use and harms as existing on a spectrum whereby there are no clear distinctions or 

categories between problem and non-problem drinkers. Continuum beliefs have been found 

to be associated with higher levels of problem recognition amongst harmful drinkers 

compared with a binary disease model or control, potentially because continuum beliefs 

reduce the perceived threats posed by problem drinking stigma (Morris et al., 2020). One 

study has found that a similar psychosocial model of alcohol problems fared favorably 

against a disease model framing on a number of measures relevant to recovery amongst lower 

severity dependent drinkers (Wiens & Walker, 2015). Similarly, another study found that a 

psychological framing of alcohol problems was associated with lower stigma versus disease 

and moral models (Rundle et al., 2021). A compensatory growth message promoting the 

malleability of addiction, when compared to a disease model reflecting a fixed nature, was 

associated with greater self-efficacy and help-seeking behaviors (Burnette et al., 2019).  

Elsewhere, disease model framings have been associated with a number of negative effects, 

both in the context of addiction and mental health. Endorsement of disease model or 

associated beliefs such as ‘one drink, one drunk’ have long been associated with self-

fulfilling prophecy type effects concerning poorer treatment outcomes (Heather et al., 1982; 

Miller et al., 1996), with more recent studies also pointing to the negative implications of 

perceptions of uncontrollability as per a disease model (Spada & Wells, 2010). Believing 

oneself to be genetically susceptible to ‘alcoholism’ has been associated with less perceived 

personal control, mediated by higher negative and lower positive affect (Dar-Nimrod et al., 

2013), likely reflecting the self-stigma of internalizing disease model aligned stereotypes 

(Corrigan et al., 2016). 

Despite claims, the disease model does not reduce stigma 

Evidence therefore continues to build that a disease model is insufficient – and likely counter-

productive – to stigma reduction at large. Irrespective of how self-labelling interacts with 

stigma within recovery contexts, public stigma towards people with mental health or 

addiction issues has failed to recede over recent decades, despite growing endorsement of 

these as biogenetic conditions (Pescosolido et al., 2010; Schomerus et al., 2011). Yet Nora 

Volkow, director of the National Institute on Drug Abuse, states:  

“If we embrace the concept of addiction as a chronic disease in which drugs have 

disrupted the most fundamental brain circuits that enable us to do something that we 
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take for granted—make a decision and follow it through—we will be able to decrease 

the stigma…Once people understand the underlying pathology of addiction, people 

with the disease…will simply, nonjudgmentally, receive the help they need, like a 

child with diabetes or a person with heart disease or cancer. They won’t have to feel 

that shame, or feel inferior, because people understand that they are suffering from a 

disease that should be treated like any other” (Volkow, 2015, NIDA website). 

Central to this addiction as disease stigma reduction argument lies blame, the stereotype by 

which ‘addicts’ are deemed morally responsible for their condition. According to attribution 

theory, the perceived controllability of a condition predicts the level of blameworthiness, 

such that less control equals less blame and in turn less stigma. Thus, portraying addiction as 

a ‘disease like any other’ is an ostensibly logical approach and indeed partially supported via 

a narrow blame-focused view of stigma. However, as a rationale for public stigma reduction, 

this argument suffers from major conceptual flaws, as borne out in the broader empirical 

stigma literature.  

Notably, addiction stigma compromises far more than a single stereotype of blame, but  

rather is a process of social devaluation resulting in discrimination at individual and structural 

levels (Link & Phelan, 2001). A person labelled as an alcoholic does not need to be blamed to 

be stigmatized; indeed attitudes are commonly mistaken as directly related to discrimination 

in ostensibly ‘anti-stigma’ programs (Rolling, 2020). For example, a person may not blame 

an individual for their condition, but still desire social distance and treat them differently. 

Indeed, even diseases where there is less blame still invoke significant stigma because the 

awareness of disease in itself evokes emotive responses such as fear (Else-Quest & Jackson, 

2013). As such, whilst meta-analysis has that found biogenetic attributions towards people 

with mental health or addiction problems are associated with less blame, they are also 

associated with greater perceived danger, more desire for social distance, and lower belief in 

a person’s potential to recover (Kvaale et al., 2013). These two-way effects have been termed 

the ‘mixed blessing’ model (Haslam & Kvaale, 2015). However, framing these effects as a 

‘mixed blessing’ seems generous when accounting for the net stigma effects which appear to 

confer more negative than positive implications, particularly when focusing on the enacted 

consequences of stigma such as discrimination (Goldberg, 2017). Further, a meta-analysis of 

neuroscientific attributions found the same negative effects of social distance, perceived 

dangerousness and prognostic pessimism, but no effect on reduced blame (Loughman & 

Haslam, 2018). 
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It is therefore evident that a significant public stigma surrounding problem drinking persists 

and, rather than reducing it, empirical evidence shows disease model attributions are deeply 

embedded within the problem. At its core, a disease model emphasizes difference, which in 

turn promotes separation – two central stages of the stigma process (Link & Phelan, 2001). 

Under a disease model, problem drinkers are seen in the eyes of society as a distinct and 

spoiled outgroup, which the majority group are implicitly motivated to reify and ‘other’ to 

normalize and protect their own ‘problem free’ drinking status (Schomerus et al., 2011). This 

is not to comment on the role of alcoholic self-labelling or disease model beliefs as a personal 

process of sense-making or recovery as seen within Alcoholics Anonymous, other than to 

note that the task of resolving or managing the stigmatized alcoholic identity appears an 

important one both within and outside recovery contexts (Hill & Leeming, 2014; Romo et al., 

2016). However, as long as the problem drinking identity remains one in which the problem 

is marked as severe, uncontrollable and as a disease in some form, the false binary between 

‘alcoholics’ and everyone else will remain salient, damaging levels of public stigma will 

persist, and the threshold for problem recognition will be high.  

Diversifying problem drinking narratives 

To reiterate, it should be made clear here that I do not intend to critique the role of the disease 

model within recovery contexts in which self-labelling and disease concepts are integral. As 

implied above, such narratives form part of the sense-making process that often comes with 

identifying and resolving ‘illness’ and self-stigma (Cruwys & Gunaseelan, 2016; Leventhal & 

Meyer, 1980). Indeed, scholars point to varied and metaphorical ways in which disease model 

ideas are or were intended to be used, such as alcoholism as a folk disease or as a uniquely 

personal spiritual process (Dossett & Metcalf-White, 2019; Rodin, 1981). Rather, the point is 

that the conceptualization of problem drinking as alcoholism has ubiquitously saturated 

problem drinking discourse and sense-making across society at large. As such, many 

inferences about problem drinking misappropriate the terminology of alcoholism and its 

embedded meanings as a severe, irreversible and uncontrollable disease.  

The shades of grey that form the continuum of alcohol use and problems are therefore largely 

unavailable to the public mindset. However, laying the blame at the door of the disease model 

itself would be unfair, given both the innate human necessity for cognitive simplification in 

sense-making processes, and the long history and evolution of the alcoholism concept 

(Levine, 1978). Nonetheless, an explanatory vacuum (Oettingen et al., 2006) exists and 

policy makers and others with influence should acknowledge that a public health aligned 
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continuum model is yet to hold sufficient space. This likely accounts in part for the failure of 

public health policies such as attempts to routinise alcohol brief interventions for lower 

severity AUD groups (Aira et al., 2003). Similarly, the widespread dismissal of low risk 

drinking guidelines also appears to reflect a failure to facilitate recognition that not being an 

alcoholic does not mean immunity from alcohol harm or dependence. Instead, drinkers 

commonly state they ‘know their own limits’, again highlighting conformity to norms of 

control and meeting responsibilities as a mechanism of self-exemption (Khadjesari et al., 

2018; Lovatt et al., 2015; Parke et al., 2018). 

How best to foster a more nuanced conceptualization of the alcohol use and harm continuum 

that may help enhance problem recognition and reduce stigma? Studies have shown that short 

vignettes are capable of shifting such beliefs in experimental studies (Morris et al., 2020). 

Within these, contact with individuals, even via short video clips, can foster greater 

continuum beliefs compared to equivalent factually-delivered messages, and in turn reduce 

stigma (Corrigan, et al., 2017). Broadly, such vignettes draw on mechanisms of narrative 

persuasion, where by identification with a character can reduce defensive reactions and 

enable more objective message processing (Shen et al., 2015). As such, perceived similarity 

with a person experiencing problems may enhance problem recognition and decrease stigma, 

potentially mediated by reduced anxiety and increased empathy (Pettigrew & Tropp, 2008). 

Whilst the precise mechanisms require further investigation, it seems that enabling people to 

conceptualize alcohol problems on a continuum, particularly via relatable and non-

threatening narratives, is beneficial for problem recognition. Indeed, further evidence of this 

has been demonstrated by a recent natural experiment resulting in what has been described as 

the ‘Adrian Chiles effect’ after the British TV broadcaster and journalist publicly explored 

his alcohol use in 2018 BBC documentary entitled ‘Drinkers like me’. In the program, Chiles 

meets with a number of experts and people with varying lived experiences of problem 

drinking, and openly discusses the many possible explanations, causes and routes to 

‘recovery’. In doing so, the program demonstrates a nuanced picture of alcohol use and 

harms, essentially dissecting the limitations of the simplistic inferences commonly drawn 

from disease model stereotypes (Morris & Melia, 2019). In the wake of the show and amidst 

an apparent positive media and audience reaction, alcohol services and support apps reported 

significant surges in demand (Garnett et al., 2021).  
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One further advantage of promoting a continuum model may be to foster routes to recovery 

that do not require shifts in social identity. In recent years the role of social identity transition, 

i.e., from seeing oneself as a ‘drinker’ to someone ‘in recovery’, has been proposed as 

integral to successful treatment and recovery (Best et al., 2016; Frings & Albery, 2016; 

Moos, 2007). However, social identity shifts may be more applicable where alcohol problems 

are more severe and more likely to require building recovery capital such as abstinence or 

recovery-oriented peer networks. Indeed, a key barrier to problem recognition as an important 

first step to recovery may be the identity threat to one’s current positive drinking self-view, 

and the subsequent implications of giving up alcohol or needing to engage in treatment 

(Morris et al., 2021). In turn, people may deflect a problem drinking label to protect 

themselves both from stigma and the consequences of identifying oneself as having a 

problem (Morris et al., 2021; Thoits, 2016; Young, 2011a). A continuum model, in which a 

distinct problem group does not exist, may therefore promote problem recognition by 

averting the need for identity deflection or shifts, particularly where drinking reduction goals 

and natural recovery can be achieved (Witkiewitz et al., 2020; 2021). 

Evidence based stigma-reduction: moving beyond the disease model  

The arguments set out here against a disease model of alcoholism are therefore made on the 

basis of two key but interrelated arguments. First, that a disease model creates a false binary 

in the public mindset between ‘alcoholics’ and everyone else, hindering problem recognition 

by enabling separation from the alcoholic other. This in turn inadvertently feeds public 

stigma, within which disease model aligned negative stereotypes drive processes of 

separation, difference and discrimination. These two issues are mutually reinforcing: higher 

stigma equates to greater difference of the stigmatized outgroup, in turn heightening the 

threshold and costs of adopting a problem drinking identity. In contrast, continuum aligned 

alternatives emphasize similarity over difference, presenting a self-evaluative framework that 

alleviates threat-provoking defensive responses such as fear and anxiety in response to 

identity threat (Morris et al., 2021; So et al., 2019). 

This argument is consistent with urgent calls for evidence-based approaches to address 

addiction stigma. Key strategies have been identified as promoting person-first language, 

communicating prognostic optimism, sharing humanizing narratives, and emphasizing 

societal rather than individual causes of addiction problems (McGinty & Barry, 2020). 

Person-first language involves abandoning reductionist labels such as ‘alcoholic’ as deeply 

embedded within disease model stereotypes. Enhancing the public’s belief in the potential for 
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people to recover is advocated as part of stigma reduction owing to the harmful consequences 

of seeing addiction as chronic and persistent (Witte et al., 2019). Equally, prognostic 

optimism is essential for recovery given the role of self-efficacy, again found to be 

undermined when seeing problems as an ‘uncontrollable’ disease. Sharing humanizing 

narratives is the aim of many well-intentioned anti-stigma campaigns which foster the use of 

personal testimonies as a potentially effective strategy. However, many such campaigns 

potentially reinforce stigmatizing ideas via disease model narratives in which separation and 

difference are integral. These well-meaning campaigns may be inadvertently delivering a 

mixed blessing effect, and potentially increasing enacted stigma. Finally, calls to emphasize 

societal rather than individual causes of addiction problems are logically undermined by 

disease model framings in which alcoholism is seen as a biogenetic problem located within 

the individual or their brain. Accordingly, the individual is seen as fundamentally different 

due to their pathology, leaving environmental factors (which are also associated with less 

blame, e.g., Weine et al., 2016) overlooked. 

In conclusion, a disease model of alcoholism, irrespective of its scientific validity, is argued 

to be counter to public health goals of alcohol stigma reduction, problem recognition, natural 

recovery and treatment engagement. Once more, this is not to say people should not self-

identify with disease model concepts or to suggest Alcoholics Anonymous should cease to 

exist, but that, outside of these contexts, an increasingly robust evidence base demonstrates 

the negative consequences of disease model attributions. Whilst further research is required 

to understand the extent of and mechanisms underlying these effects, it is now time to press 

forward with evidence-led strategies to reduce the pervasive stigma around alcohol problems. 

This means that professional and academic bodies must lead the way in challenging disease 

model conceptualizations, renaming ‘alcoholism’-named journals or bodies, and fostering a 

diverse range of lived experiences and policy measures that emphasize the continuum of 

alcohol use and harm.  
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