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Abstract

The Japanese new diagnostic and treatment guideline for alcohol and drug use
disorders was published in 2018, 15 years after the previous guideline had been first
distributed in Japan. Among the substantial changes in the new guideline is the
recommendation for goal setting in individuals with alcohol use disorder. Traditionally,
almost all treatment facilities in Japan had prioritized the goal of abstinence, and moving
toward a non-abstinent goal was regarded as a maltreatment for both therapists and
clients. Numerous individuals with alcohol use disorder who were unwilling to maintain
abstinence had been excluded from interventions provided at treatment facilities and
health services. As such, we often lost opportunities to establish connections with
individuals who wanted to solve their problems induced by alcohol use but who did not
want to quit drinking. The new guideline suggests that the optimal goal is abstinence, but
it accepts the choice of clients. Clients can adopt a strategy of reducing their alcohol
consumption initially to prevent dropping out from treatment, especially in the cases
where the client with alcohol use disorder has a severe symptom or comorbidities, faces
serious family or social problems leading them to reject the goal of abstinence, or
disagrees with the recommendation for abstinence. Moreover, individuals with mild
symptoms of alcohol use disorder and without comorbidities can opt for a moderate
drinking goal, except when they are required to set abstinence as their goal for any
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specific reason. The possibility of applying a treatment goal that does not require only
abstinence in individuals with alcohol use disorder had been discussed since the 1970s.
Beginning in the 2000s, diagnostic and treatment guidelines for alcohol use disorder
published in several countries began to adopt the new concepts of goal setting, such as
reduced drinking and harm reduction. An advantage to accepting reduction as treatment
goal for alcohol use disorder is that it decreases the resistance to visiting treatment
facilities or accessing social health services among individuals with mild alcohol use
disorder and those diagnosed as having harmful alcohol use. These individuals with mild
alcohol use disorder tend to regard an abstinent goal as excessive for themselves and
their alcohol habit as not requiring consultation. In addition, reduction in alcohol use has
been shown to decrease problems induced by drinking, including physical and functional
disabilities. Even in the case of individuals with severe alcohol use disorder or
comorbidities complicated by their background, reduction in alcohol use can decrease
health risks related to alcohol use and enable various interventions to be provided until
these individuals can begin their preparation toward an abstinent goal. These
advantages regarding the acceptance of reduction treatment should be considered in
shaping attitudes toward alcohol use disorder. In line with these guidelines in other
nations, the latest guideline published in Japan includes the concept that therapists
should recognize individuals with alcohol use disorder as capable of choosing their
treatment goal by themselves and as clients who should not be forced to take the singular
route toward an abstinent goal based on the belief of therapists. The concept of reduction
treatment goals should be spread among both therapists and clients in Japan. Increased
interest in people's alcohol habit could contribute to preventing the harms induced by
alcohol use.

Keywords :diagnostic and treatment guideline, alcohol use disorder, abstinence, harm
reduction, reduction in alcohol consumption

Introduction Drug Related Disorders" were compiled
Guidelines for the Diagnosis and in 2002 by the "Research Group on the
Treatment of Alcohol and Drug Pathophysiology and Treatment of

Dependence in Japan have not been
updated since the "Guidelines for the
Diagnosis and Treatment of Alcohol and

Alcohol and
commissioned by the Ministry of Health,
Labour and Welfare. In the less than 20

Drug Dependence"
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years since then, the guidelines have
not been updated.

Also, in the less than 20 years since
then, the diagnostic system has changed
with the introduction of DSM-5, and
new treatment principles, psychosocial
Iinterventions, and pharmacotherapy
have emerged from new perspectives,
increasing the diversity of treatment
options in Japan. In addition, as a
change in the legal system, the Basic
Law on Alcohol and Health Disorders
was enacted in 2014, and national
measures against alcohol and health
disorders are attracting attention. In
2016, a partial stay of execution system
was introduced for drug use disorders,
and medical professionals are required
to disseminate knowledge about
medical care and legal responses to
people with drug use disorders. In
addition, the health hazards and social
problems caused by substance use
disorders are attracting more attention
in the press and public opinion, and
their impact on the general population
is increasing in magnitude. Therefore,
education based on accurate knowledge
from the medical field can help reduce
stigma against people with substance
use disorders and lower the hurdles to
seeking medical consultation.

In response to these changes in
medical care for substance use disorders

and the demands of society, there was a

need to revamp the guidelines to meet

the current situation 1in dJapan,
including a new diagnostic system and
new treatment methods. A guideline
working group was formed by the
Health and Labour Sciences Research
"Study  on the
Medical

Alcoholism" (Higuchi Group), and a new

Provision  of
Comprehensive Care for
guideline was developed. The guideline
covers all aspects of substance use
disorders, from basic responses to
applied measures, so that it can be
useful in all situations involving
substance use disorders in daily clinical
settings. The content is intended to be
useful to a wide range of readers,
including non-specialists and residents
in substance use disorders, physicians
involved in primary care and
occupational health, and daily care
providers.

This

perspective added to the treatment

article focuses on the new

goals for alcohol wuse disorders,

including  reduction of  alcohol
consumption, as a result of the guideline

update.

I. Structure of the New Guidelines

The new guidelines consist of the
following four chapters 18).

A. "General Introduction" discusses
the concept of addiction, diagnosis, and
treatment of addiction in general,
epidemiology, legal matters, and the

skills required of supporters and the
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basics of family support.

B. "Initial Response" describes the
situations in which people with
substance use disorders are most likely
to come to the hospital, using case
examples, and is intended for primary
care physicians and residents who are
mainly involved in the initial response.

C. "Problem-specific Response" divides
the problems that people with
substance use disorders are likely to
have into four categories: I. Response by
Severity of Substance Use Disorder, II.
Social Problems, III. Physical Problems,
and IV. Mental Problems, and explains
how to respond to each problem
separately.

D. In the "Reference Materials" section,
information on medical institutions and
recovery facilities is included as a list of
social resources.

In particular, the section on "General
Introduction" describes the setting of
treatment goals, a point that has been
renewed in the aforementioned new
guideline.

The new guideline does not differ from
the direction of conventional treatment
goals in that the goal of treatment for
alcohol dependence is, in principle, to
achieve and maintain abstinence, but
the new concept takes into account the
"severity of dependence" and indicates
the direction of treatment by treatment
target. As with existing international

guidelines, in cases where the difficulty

in controlling drinking is severe or the
background factors are complex, the
goal of treatment should in principle be
abstinence from alcohol, but if the
patient does not agree to abstinence
from alcohol, it is better to first try to
persuade the patient and, if persuasion
is unsuccessful, to avoid dropping out of
treatment for that reason. One option is
to start with the goal of reducing alcohol
consumption, and if that does not work,
to switch to abstinence. In the case of
mild

comorbidities,

dependence and no clear

reduction 1in alcohol
consumption may also be a goal, unless
the patient wants or has other

circumstances that necessitate
abstinence from alcohol. The guideline

recommendations are listed in Table 1.

II. Historical Changes in Treatment
Goals for Alcohol Use Disorders

The applicability of options other than
"abstinence from alcohol" to treatment
goals for alcohol use disorder is evident
worldwide.

Looking back in history, the "craving
for drinking" and "difficulty in
controlling”, which form the current
concept of alcohol wuse disorder
(addiction), were described by Rush, B.
in 1784 10). Over time, recognition of
alcoholism as a disease began to spread
around the 1930s. According to the
commentary on the philosophy of

Alcoholics Anonymous (AA), which
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came into existence in the late 1930s, a

disease model of alcoholism was
established that emphasized the goal of
abstinence from alcohol, as seen in
expressions such as "Alcoholism is
progressive and never cured", "There is
no return to the normal way of
drinking", and "The only way to prevent
the development of alcoholism is to
abstain from alcohol in any form, even
in very small amounts" 1).

Over time, since the days when
abstinence from alcohol was considered
the only direction, there have been
many discussions and clinical studies on
"controlled drinking vs. abstinence from
alcohol". The results of the most well-
known comparative study that sought a
direction other than abstinence from
alcohol were published by Sobell, M.B.
et al. in 1973 19). According to this study,
70 alcoholics were divided into two
groups, one with the goal of controlling
drinking and the other with the goal of
abstaining from alcohol consumption,
and the effects of

behavioral therapy (IBT) based on

individualized

operant conditioning theory were
examined. During a one-year follow-up
period, the group that received IBT
functioned better on significantly more
days than the control group in terms of
emotional stability and job satisfaction,
suggesting that even the goal of
controlling drinking can be achieved
if training is

with good results

conducted. In addition, a survey of
RAND
Corporation in the U.S. since the early
1970s that

alcoholics, continued to drink

alcoholics  conducted by

reported
22%

moderately within 18 months after

among 758

abstinence-centered treatment at a
treatment facility, and 18% continued to
drink without problems during the
following 4 years 17), leading to the
conclusion that some alcoholics can
return to problem-free drinking.

According to a 2004 paper by Cox,
W.M.,,

treatment

et al. and others, long-term

outcome  results  for
controlled and moderate drinking, such
as these, indicate that a significant
number of problem drinkers in and out
of treatment are capable of moderate
drinking, as many have indicated since
the 1980s. They argue that the debate
about controlled drinking is no longer
about whether to accept its existence as
a treatment goal, but rather about the
background and characteristics of
problem drinkers who are capable of
achieving moderate drinking 3). The
applicability of moderate drinking as a
treatment goal includes low levels of
dependence 6) and the absence of

serious problems caused by drinking 20).

ITII. Response to Guidelines of each
Country
The application of treatment options

other than abstinence from alcohol has
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been reflected in treatment guidelines
for alcohol use disorders in various
regions of the world. The first guideline
in the world to express acceptance of
reduced drinking for alcoholics who do
not wish to abstain from alcohol was
probably the National Institute on
Alcohol Abuse and Alcoholism (NTAAA)
Clinical Guide, published in 2005. The
text states, "Abstinence is the safest
path for most people with alcohol use
disorders. However, it 1s best to work
with the patient in goal setting. Some
patients may not accept abstinence as a
goal in the early stages. If the alcoholic
agrees to reduce his or her alcohol
consumption sufficiently, it would be
best to set a goal of reducing alcohol
consumption while demonstrating that
abstinence is the best path 14). The
guidelines issued by the Australian
Government Department of Health and
2009 also that

"Abstinence is the most ideal goal for

Ageing in state
those with severe alcohol dependence
and certain levels of comorbidity. On the
other hand, these patients may be
hesitant to abstain from alcohol and
should be

suggestions for

persuaded, including

moderate drinking,

toward eventual abstinence.", being
similar to the NIAAA guide 5).

Subsequently, the 2011 National
Institute for Health and Care

Excellence (NICE) guidelines for the

treatment of alcohol use disorders in the

U.K. modified the above guidelines,
recommending that the patient's goals
should be

assessment stage 13). According to the

agreed at the initial
NICE guidelines, "For most alcoholics,

abstinence from alcohol is an
appropriate goal. If there is no harmful
drinking or mild dependence, no specific
complications, adequate social support,
and the patient chooses to reduce
alcohol consumption, this desire should
be considered. A Harm Reduction
Program should be considered for those
with severe alcohol dependence or
mental or physical comorbidities that
make them unsuitable for abstinence.
However, abstinence as the ultimate
goal should be recommended." It states
that while abstinence is the best option,
for those who are mildly ill and have no
comorbidities or complicating factors,
maintaining the goal of alcohol
reduction is an option that can be
adopted in accordance with the patient's
wishes. It also emphasizes the

application of harm reduction to
severely ill patients 13). The above
NICE guideline policy has also been
adopted in the alcohol use disorder
guidelines of other countries, such as
France and Germany. While these
guidelines state that abstinence from
alcohol is the safest treatment goal for
alcohol dependence, they also
demonstrate that the approach of

reducing alcohol consumption can also
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be a treatment option for alcohol
dependence.

Thus, it 1s safe to say that there is a
worldwide trend toward the inclusion of
options other than abstinence, such as
"controlled drinking," "reduced
drinking," and "moderate drinking," as

options.

IV. Advantages of Adopting Options
Other than Alcohol Abstinence

We have discussed the expansion of
treatment options other than
abstinence for alcohol use disorders.
What are the benefits of doing so?

One is the effect on improving the
treatment gap. The small number of
people who seek medical care for
alcohol-related problems is on the same
level as in other countries around the
world, and it has been pointed out that
this is low. In Japan, the number of
lifetime alcoholics is estimated to be
1.07 million 16), while the number of
alcoholics who seek medical care is
about 40,000 according to the Ministry
of Health, Labour and Welfare Patient
Survey (2011), suggesting that there is
a significant number of people who meet
the diagnosis of alcoholism but do not
seek medical care. The treatment gap is
the same worldwide. The WHO survey
on the treatment gap in Europe shows
that the percentage of people who need

treatment but do not receive it is as high

as 92% for alcohol abuse/dependence,

which is higher than for other mental
disorders 9) (Figure).

While many people who fit the
diagnosis of alcoholism are considered
to benefit from treatment, what are the
reasons why they do not seek
treatment? It has been reported that
"about half of those who do not seek
treatment want to continue drinking"
11). Therefore, it is hoped that
presenting alcohol use disorder patients
with the option of reducing their alcohol
consumption will facilitate access to
treatment for many people who have not
yet made up their minds to abstain from
alcohol use. This is an opportunity to
interact with people who would have
been excluded from treatment in the
past, when it was said that "treatment
begins when a person is ready to get

sober. "

V. Items Expected to Improve with
Reduced Alcohol Consumption

The effect of reduced alcohol
consumption 1is evident from the
assoclation between alcohol

consumption and mortality. There is a J-
curve argument for this, in which
mortality is lower among those with a
small drinking habit, and the existence
of the J-curve continues to be tested,
including adjustment for confounding
factors. A systematic analysis of alcohol-
related deaths and disability adjusted

life years (DALYs) due to drinking in

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author



195 countries and regions worldwide
published in the in 2018

concluded that the amount of alcohol

Lancet

consumed that minimizes the health
consequences of drinking is zero 4). In
studies have
that the

mortality rate increases in proportion to

any case, numerous

commonly pointed out

the amount of alcohol consumed above a
certain level.

In a study wusing the WHO risk
classification by alcohol intake (Table 2),
there was no difference in utilization of
medical services or medical costs
between a low-risk drinking group
(men: 1-40 g, women: 1-20 g) and
abstinence group at 6 months after
treatment for persons with alcohol use
disorder 7). Furthermore, the low-risk
drinking group and abstinence group
had less mental, family, and social
problems than the heavy drinkers, and
the low-risk drinking group, like the
had a good

that could be

abstinence  group,

psychosocial status
maintained for 9 years 8).

Furthermore, there is a large body of
evidence  that reducing alcohol
consumption improves various alcohol-
related disorders. A review of 63 studies
discussing interventions involving
reduced alcohol consumption cited the
benefits of reduced alcohol consumption
in a variety of settings, including

reduced alcohol-related injuries,

improved blood pressure, weight loss,

slowing the progression of alcohol-

induced liver fibrosis, improved
depression and anxiety, and improved

physical and mental quality of life 2).

VI. Harm Reduction Perspective

Harm reduction is defined as "the
reduction of the adverse health, social,
and economic effects of substance use
without necessarily reducing the
amount of the substance used" and is a
concept developed from a drug policy
perspective. The use of harm reduction
for alcohol use has been discussed in the
literature. For example, Marlatt, G.A.,
et al. recognize the existence of alcohol
of the

initiatives of harm reduction, arguing

reduction as one specific
that harm reduction can be viewed as an
alternative to abstinence and includes
alcohol reduction as an effective and
important treatment target 12). Other
literature also acknowledges that "harm
reduction does not = anti-alcoholism"
and that while abstinence is ideal for
reducing alcohol harm, for those who
drink or will drink in the future, harm
balanced
skills to

reduce alcohol harm that abstinence

reduction provides a

perspective and practical

(zero tolerance) cannot provide 15).
While acknowledging that abstinence is
best, the authors recommend the use of
harm reduction as a complementary
role, not a concept at odds with

abstinence.
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Conclusion

The trend toward recognizing the
diversity of treatment goals for alcohol
use disorders is a direction that should
be accepted based on the guidelines of
various countries and their merits. It is
hoped that new guidelines including
this point will be utilized in Japan to
lower the barriers to intervention for
people with alcohol use disorders, and
that options other than the direction of
abstinence will play a role in supporting
that

areas cannot be covered by

abstinence treatment.
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213, BRERGEBELIRETHS.

ERBOESBT—ATH-TE, BEHLVWEICHE CBEVWES
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T, ZTOEHICARIG ROV T 7O RNT2HEETERT
%, —OORREBEELT, FIWEREREBHEELT, 5
FLWHBIINESETEICYINEA 5% H 5.

- BEOREE CHRAAHEEE LAV S —RTIE, BE
HEPEZ 2T BEPHBEEZLTLE T HZDMBOEHA L VR
N, WERESLBRMILEN S S,

- BAMICIE, BHETIZ BEFS40g UTOMRE wiETIE
¥4 20 g U TORENFREREMDBERICHE D ¥,

 LFEBRICHHDSHY, RARDETIE, HICERLGR
REEPHS - REBBEOERICOLHS.

M REEOEERICHT 2M—NERIZR. ICD-10 D2
HEEH LS AUDIT DAL ENSE(ITLS,

¥ COBERIE, BEEHBEICLIE-RBEBE 21 O [4£5F
BEROV RV LIfH2808] OBREESL EIZER L.

(Tt 18 & —#BZE L T51H)

Table 1: Recommendations on treatment goals for alcoholism

‘The goal of treatment for alcohol dependence is, in principle, to achieve and
maintain abstinence.

‘In cases of severe alcohol dependence, cases with definite physical or mental
complications, or cases with serious family or social problems, the goal of treatment
should be abstinence.

-Even in these cases, if the patient refuses to abstain from alcohol, the first step is
to try to persuade him or her to do so. If persuasion is unsuccessful, the patient
should not drop out of treatment for that reason. One option is to start with the goal
of reducing alcohol consumption, and if that does not work, to switch to abstinence.
-In cases of mild dependence*1 with no obvious complications, reduction in alcohol
consumption can be a goal unless the patient wants to stop drinking or there are
other circumstances that require abstinence.

-Ideally, the goal should be to reduce alcohol consumption to an average of 40 g or

less per day for men and 20 g or less per day for women*2.
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‘Regardless of the above guidelines, a reduction in alcohol consumption will lead to
a reduction in health problems and social and family problems related to alcohol
consumption.

*1 There is no unified view on the severity of dependence, and the number of ICD-
10 diagnostic items met or the AUDIT score can be used as a reference.

*2 This guideline was developed based on the criteria for "alcohol consumption that
increases the risk of lifestyle-related diseases" in the Second Healthy Japan 21 by
the Ministry of Health, Labour and Welfare.

(Cited with some modifications from Ref. 18)

(%)

70 - 62%
45% 47%

50 - 40%

WHO Europe region O#&ERER¥vrv 7
BREX vy 7 RKEBEDBREDEELELTVWSIADMERRIAREAZII TV ADOHED
=,
(oZ@k 9 & D ERR)

Figure: WHO Europe Region Mental Illness Treatment Gap
Treatment gap: the difference between the number of people in need of treatment

for a disease and the number of people actually receiving treatment.
(Compiled from Ref. 9)
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£2 ZN0NaA-I)LENRICEDIVRI9E (WHO)

DRL B g
EYRY 1~40g 1~20g
RYRY 41~60g 21~40g
HYRY 61~100g 41~60g
EDEY, 101 g~ 61g~

DRL : Drinking Risk Level

Table 2: Risk classification by alcohol intake (WHO)
DRL / Male / Female

Low risk 1-40 g, 1-20 g

Intermediate risk 41-60 g, 21-40 g

High risk 61-100 g, 41-60 g

Very high risk 101 g~ 61 g~

DRL: Drinking Risk Level
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