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Abstract

Aims—To determine the prevalence of past 12 month DSM-5 alcohol use disorders (AUDs), to
quantify and characterize individuals who remain stably unaffected or affected and those who
diagnostically “switch” between DSM-1V and DSM-5 classifications.

Design—Data from the nationally representative Wave 2 of the National Epidemiological Survey
of Alcohol and Related Conditions (NESARC) collected in 2004—2005.

Setting—General population survey.

Participants—All surveyed participants (N=34,653, aged 21 and older) and 29,993 individuals
reporting lifetime alcohol use across both waves of NESARC.

Measurements—DSM-IV and DSM-5 criteria were coded using proposed guidelines.

Findings—The prevalence of DSM-5 AUDs was 10.8% with the corresponding preval ence of
DSM-1V abuse/dependence being 9.7%, implying amodest 11.3% increase. Those who
diagnostically switched from affected to unaffected (19.6% of DSM-IV affected) were most likely
to have endorsed hazardous use, particularly due to drinking and driving while those who
transitioned from unaffected to affected (3.3% of DSM-IV unaffected) were primarily DSM-IV
diagnostic orphans reporting larger/longer and quit/cut-back. Dropping the legal criterion did not
significantly affect the prevalence while the addition of craving also had arelatively modest
impact on prevalence.

Conclusion—The proposed DSM-5 revisions successfully eliminate individuals previously
diagnosed with DSM-1V alcohol abuse primarily due to hazardous use alone and incorporate
diagnostic orphans into the diagnostic realm. Definitions of craving and importantly, hazardous
use require considerable attention as it is likely that they will contribute to variations in reports of
increased prevalence of AUDs between DSM-IV to DSM-5.
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Theroots of the diagnostic classification of alcohol use disorders (AUDs) liein the early
definitions of Edwards and Gross (1) which distinguished dependence from other substance-
related consequences (e.g. defined later as abuse), thus establishing the bi-axial model of
AUDs which was subsequently extended to all substance use disorders (2). These early
definitions have strongly influenced recent iterations of the Diagnostic and Statistical
Manual’s (DSM) definition of AUDs (3). Recently, the Substance Related Disorders
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Working Group of the DSM-5 taskforce proposed a series of revisions to be implemented in
the diagnosis of substance use disorders for the fifth edition of the DSM (DSM-5)
(www.dsmb5.org). The following recommendations were made for the diagnosis of AUDs
(and aso apply in varying degrees to other psychoactive substances):

a. Alcohol Use Disorder (AUD) would encompass three criteria previoudly attributed
to DSM-1V acohol abuse as well asthe seven DSM-1V dependence criteria. There
would, however, be no distinction between abuse and dependence.

b. The ‘recurrent legal problems’ criterion from DSM-IV abuse would be excluded.

c. Craving or astrong desire or urge to drink alcohol would be introduced as a
criterion.

d. AUDswould be diagnosed on a continuum of severity: those endorsing 0-1
criterion (of atotal of 11) would be classified as unaffected, those endorsing 2—-3
criteriawould have a diagnosis of moderate AUD while endorsement of 4+ criteria
would indicate severe AUD.

These changes (which can be found at: http://www.dsm5.org/ProposedRevisions/Pages/
proposedrevision.aspx?rid=452) are rooted in a growing body of psychometrics literature
(4-16). Despite the appeal of a measurement scheme that has been, and continuesto be, well
validated by state-of-the-art statistical methods, relatively little is known of the impact of the
new diagnostic scheme on diagnosis and re-diagnosis of individuals with AUDs.
Importantly, this revision could lead to individuals with DSM-1V AUDs (abuse or
dependence) being assigned as “DSM-5 diagnosis free” (e.g. an individual reporting one
abuse criterion only would have met criteriafor DSM-IV alcohol abuse but, according to
DSM-5, is unaffected). On the other hand, previously unaffected individuals, particularly
those endorsing 2 dependence criteria (previoudly described as “ diagnostic orphans’
(17;18)), may now be assigned to the ‘Moderate’ AUDs category. If these changes are
dramatic, they may contribute to remarkable incongruence in prevalence of AUDs, their
assessment, diagnosis, comparability, and, perhaps most critically, provision of treatment.

To address some of these issues, Mewton and colleagues (19) recently conducted a series of
analyses using data from alarge general population sample of Australian adults. In addition
to examining the psychometric properties of the DSM-5 criteria (which they concluded were
excellent), they reported a prevalence of 9.7% (2 or more criteria endorsed) for past 12
month DSM-5 AUDs. The corresponding past 12 month prevalence of DSM-I1V abuse/
dependence was 6.0%, indicating that the transition to DSM-5 resulted in a 61.7% increase
in the prevalence of AUDs.

The goal of this manuscript isto characterize DSM-5 AUDs according to the proposed
revisions and to examine the extent and nature of “ diagnostic-switching” (i.e. moving from
affected viaDSM-IV to unaffected viaDSM-5 and vice versa) using from the second wave
of the National Epidemiological Survey on Alcohol and Related Conditions (NESARC).
These analyses also follow-up the report by Mewton and colleagues (19) and identify the
contributors to potential increasesin AUD diagnoses between DSM-IV and DSM-5.

METHODS

Sample

NESARC(20) began as a nationally representative sample of 43,093 participants aged 18-99
years (at Wave 1) (21). Wave 1 was collected during 2001-2002 by the U.S. Bureau of the
Census on behalf of the National Institute on Alcohol Abuse and Alcoholism and included
data from adult, non-institutionalized U.S. citizens and non-citizens (including Alaska and
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Hawaii). After complete description of the study to the subjects, informed consent was
obtained. Approximately 3 years later, Wave 2 data were collected on 34,653 [including
29,993 lifetime alcohol users] of the Wave 1 subjects, reflecting a cumulative response rates
of 86.7%,(22).

The Alcohol Use Disorders and Associated Disabilities Schedule (AUDADIS-1V)(23) was
used to collect interview data, in person, from all individuals. The reliability and validity of
assessments from the AUDADIS-IV are good and have been discussed in detail elsewhere
(23;24). At Wave 2, data were collected for individual DSM-1V criteriafor AUDs and also
for craving, which is a proposed addition to the DSM-5 diagnosis of AUDs. While subjects
were queried about experiences since the last interview (i.e. the three year follow-up period),
past 12 months reports were also available. To allow for generalizability with other
published estimates, we focus here on past 12 month reports.

Four DSM-IV abuse criteria, seven DSM-1V dependence criteria and craving were defined
asindicated by DSM-5 (dsm5.org) or as previously suggested by DSM-1V. To allow for
future replication, the definition of each criterion is available in Supplemental Table S1.

A range of measures of alcohol consumption, socio-demographic characteristics and indices
of comorbid psychopathology and substance use disorders were used in the characterization
of diagnostic switching from DSM-1V to DSM-5 diagnosis of AUDs.

Statistical Analyses

RESULTS

A diagnosis of past 12 month alcohol abuse and/or dependence (non-hierarchical) was based
on DSM-1V criteria. Those who endorsed one or more abuse criterion were (hierarchically)
diagnosed with DSM-1V alcohol abuse while those reporting three or more dependence
criteriawere diagnosed with DSM-1V alcohol dependence. A diagnosis of DSM-5 AUDs
was made based on the proposed revisions — the sum of 11 criteria (excluding “legal
problems’ and including “ craving™) was used to define moderate (2—3 criteria) and severe
(4+) AUDs in the past 12 months. Cross-tabulations were used to compare diagnostic
assignments using both sets of diagnostic schemes. All analyses were conducted in SAS v8
(25)— where appropriate, the study design of NESARC, including adjustments for weights
(for Wave 1 and/or 2), primary sampling unit (PSU) and strata were included.

Prevalence of DSM-5 AUDs

The prevalence of past 12 month DSM-5 AUDs s presented in Table 1 for the full sample
and also for the subset of individuals who reported using acohol at least once during their
lifetime (either at Wave 1 or Wave 2). The latter reflects exclusion of lifetime abstainers
who can be considered “missing” or ineligible for adiagnosis of AUDs. Of the full sample,
10.8% met criteriafor DSM-5 AUDs corresponding to 12.3% of lifetime alcohol users.
These estimates were comparable with past 12 month DSM-1V abuse/dependence (9.7% for
full sample and 11.1% of lifetime alcohol users) suggesting only avery modest (11.3% and
10.8%) increasein overall diagnoses.
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Rates of Diagnostic Switching

Table 2 shows stability and change (i.e. “ diagnostic-switching”) in affection status
attributable to application of proposed DSM-5 revisions. Reassuringly, 96.7% of those not
meeting criteriafor DSM-IV abuse/dependence remained unaffected upon application of
DSM-5 criteria. Likewise 80.4% of those meeting criteriafor DSM-IV abuse or dependence
were diagnosed with moderate or severe AUDs per DSM-5. However, 3.3% (3.9% of
alcohol users) of those who did not have aDSM-1V diagnosis were diagnosed with
moderate DSM-5 AUDs while 19.6% of those diagnosed with DSM-IV abuse/dependence
no longer met criteriafor DSM-5 AUDs.

Endorsement of criteria in those stably affected versus diagnostic switches

Based on their DSM-IV and DSM-5 diagnoses, lifetime alcohol-using individuals could be
classified into four groups, as shown in Tables 3A and 3B. The largest group consisted of
those who were stably unaffected and were neither diagnosed with DSM-1V nor with
DSM-5 AUDs, followed by those who met criteriafor AUDs using both DSM-1V and
DSM-5 schemes (i.e. stably affected). These two groups showed stability while the two
smaller groups represent diagnostic switching between DSM-IV and DSM-5. Table 3A and
3B summarize selected socio-demographic, drinking and psychiatric characteristics of those
in these four groups. In Table 3A, we present the prevalence of individual DSM-5 criteria
(and also DSM-1V legal problems) across the four groups. Of the 608 individuals who
switched from “ Affected” to “ Unaffected”, 96.5% reported hazardous use (with 581 only
reporting this criterion). A majority of these individuals (92.7%) endorsed drinking and
driving. A larger number (N=989) of individuals switched from “ Unaffected” to “ Affected”
(i.e. from no DSM-IV to a DSM-5 diagnosis). These individuals met criteriafor DSM-5
moderate AUD, primarily due to the endorsement of 2 DSM-IV dependence criteria. Larger/
longer (60.7%) and quit/cut back (54.0%) were the most commonly endorsed criteria. While
craving was unique to DSM-5, its addition contributed to only 16.1% of switches with this
percentage being further reduced when a stringent definition of craving was applied).

Characteristics of diagnostic stability and switches

Other characteristics of these groups are presented in Table 3B. Not surprisingly, lifetime
alcohol users who remained stably unaffected reported the least involvement with alcohol
(only 74% drank in the past 12 months), with fewer acoholic drinks (consumed, on average
2 drinks/day) and alower drinking frequency (0.7% drinking twice a day) while those who
remained stably affected reported an average of 5 drinks/day consumed in the past 12
months. Over half of those stably affected reported weekly “risky” drinking (4+ drinksin
women/5+ drinksin men), tended to report afamily history of alcohol problems (43.5%)
and to meet lifetime criteriafor other psychiatric and substance use disorders (mean
disordersl.3).

Ideally, those switching from “ Affected” to “Unaffected” should be similar to those
individuals who are stably unaffected. However, thisis not the case. These individuals tend
to drink greater amounts and more frequently than those who remain stably unaffected —for
instance, 24% of those in the Affected to Unaffected group report drinking 4+/5+ drinks/day
in the past 12 months compared with only 4.3% of those who remain stably unaffected.
However, the prevalence of drinking in this group is actually more comparable to the
prevalence in the “Unaffected” to “ Affected” group. Those transitioning from Affected to
Unaffected also reported higher income (18.4%).
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The deletion of legal problems

Two important changes have been implemented in DSM-5. First, the legal criterion has been
suggested for exclusion. In our analyses excluding this criterion only negligibly affected the
proportion of individuals diagnosed with DSM-5 AUDs as an overwhelming majority of
those endorsing legal problems endorsed two or more additional symptoms. Only 157
individuals endorsed the legal criterion. Of the 2935 individuals who endorse 1 of 11
DSM-5 (excluding legal) criteria, only 8 would be diagnosed with moderate (2 symptoms)
DSM-5 AUD via additional endorsement of legal problems.

The addition of craving

The second key changein DSM-5 isthe inclusion of craving defined by the working group
as“Craving or astrong desire or urge to use a specific substance”. In NESARC (wave 2
only), two items were used to assess craving: “wanting adrink so badly you couldn’t think
about anything else” (endorsed by 183 individuals) and “feeling a very strong desire to
drink” (endorsed by 889 individuals). A total of 924 individuals reported craving attributed
to either of these two items, with only 35 stemming solely from endorsement of the less
common item. Thus, the DSM-5 proposed phrasing of “strong desire or urge” resultsin the
inclusion of moreindividuals than if “want adrink so badly” were used. However, this
addition is exceedingly modest. Of the 3026 individuals who endorsed one of 10 DSM-5
criteria (i.e. not including craving), an additional 124 (4.1%) receive adiagnosis of DSM-5
AUDs due to their endorsement of craving alone.

Consistency with Mewton and colleagues

Recently, Mewton et a (19) reported that transitioning from DSM-1V (6.0%) to DSM-5
(9.7%) had contributed to a 61.7% increase in the prevalence of AUDs. In contrast, our
results found a more modest increase of 11%. As our prevalence of DSM-5 AUDSs (10.8%;
10.2% un-weighted) is highly comparable to theirs, we speculated that differencesin DSM-
IV diagnoses of abuse or dependence contributed to this difference. While our prevalence of
DSM-IV dependence (4.4%, or 5% of lifetime users) is highly comparable to theirs (4.1%),
our rate of hierarchically defined abuse was much higher (5.3% vs. 1.9%). While failure to
fulfill role obligations (2.1% vs 1.4%), legal problems (1.1% vs 0.9%) and interpersonal
conflict (1.2% vs 3.1%) were comparable across the NSMHWB and similar individuals
(N=17,535, see Table S2) in NESARC, the prevalence of hazardous use was considerably
higher (13.9%) in NESARC when compared to NSMHWB (2.1%).

In NESARC, we diagnosed hazardous use using three items:
a. morethan once driving a vehicle while drinking, endorsed by 1,584 individuals,

b. more than once driving a vehicle after drinking too much, endorsed by 1,272
individuals;

c. getinto situations which increased chances of getting hurt while drinking or after
drinking, endorsed by 499 individuals.

Item (c) is most comparable to the item used by Mewton et a (recurrent use in physically
dangerous situations). Thus, we re-defined hazardous use using this single item and were
able to approximate the prevalence of hazardous use reported in NSMHWB (2.1%) with
NESARC (3.2%). Correspondingly, this recoding reduced the past 12 month prevalence of
hierarchical abusein the full sample to 1.3%, the latter being highly comparable to the report
by Mewton et al. This produced areduced DSM-IV abuse/ dependence prevalence of 5.7%,
aDSM-5 AUDs prevalence of 9.4% and a corresponding increase in prevalence of AUDs
from DSM-1V to DSM-5 of 65%, all of which reconcile well with Mewton et al.
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It should be noted that the two items of drinking and driving (items (a) and (b)) are
controversial in research and individuals who endorse these items (but not item (c)) are less
likely to endorse other abuse/dependence criteria. Of those who diagnostically “ switched”
from being DSM-IV affected to being DSM-5 unaffected, 89.5% reported either item (@) or
(b) but not (c). However, not all individuals reporting either one of the items (a) or (b), but
not (c), were unaffected using DSM-5 diagnoses — in fact 60.2% of these individuals
continued to meet criteriafor DSM-5 AUDs.

Finally, while it was not the goal of this study to conduct psychometric (item response)
modeling of the proposed DSM-5 criteria, for comparability, Supplemental Table S2
presents weighted prevalence and factor loadings for the 1 factor confirmatory factor
analysis. Analyses were conducted in a subset of 17,355 subjects reporting 12 drinks in the
past months and using the WLSMV estimator in MPlus (26) to allow for direct
comparability with Mewton et al. Results suggest remarkable consistency across the studies
in the architecture of DSM-5 AUDs.

DISCUSSION

Applying DSM-5 criteriafor AUDsto anationally representative U.S. sampleresulted in a
modest 11.3% increase (from 9.7% to 10.8%) in AUDs. Analysesindicated “diagnostic
switching' occurred only rarely with those switching from affected to unaffected (3.3% of
DSM-IV affected) primarily endorsing hazardous use and those switching from unaffected
to affected (19.6% of DSM-1V unaffected) most frequently endorsing larger/longer or quit/
cut back. Both groups of “diagnostic switches’ represent less involved drinking with those
switching from unaffected to affected drinking somewhat more frequently.

Our results diverge from those reported by Mewton and colleagues (19) — while they
reported a 61.7% increase in the prevalence of AUDs using DSM-5 criteria, we find the
increase to be modest. We demonstrate here that the discrepancy is likely attributable, not to
DSM-5 definitions but due to the increased prevalence of DSM-1V abuse in our sample, due
to items assessing drinking and driving. We also note that while the prevalence of the
remaining AUD criteriawere highly comparable across the samples, rates of withdrawal
were considerably elevated in NESARC (3.3% vs 9.9%, reduced to 6.0% if impairment is
included), which was defined by us as either (a) endorsement of 2 or more withdrawal
symptoms or (b) use of alcohol or other substances for withdrawal relief. We are uncertain
as to the exact phraseology of withdrawal in the NSMHWB, however astheir DSM-IV
prevalence of dependence was highly comparable with ours, it is unlikely that this
contributed to changes. Furthermore, craving was defined by us using two items — using the
more stringent (less common) of these two items provides a DSM-5 AUDs prevalence of
10.5% (9.9% un-weighted) which is nearly identical to that reported by Mewton et al.

Reiterating the dubious role of hazardous use as a diagnostic criterion, an overwhelming
majority of those who switched from DSM-IV affected to DSM-5 unaffected endorsed
hazardous use (27). Thisis also consistent with our previous publication (28), using the
same dataset, demonstrating that abuse due to hazardous use represented a less severe form
of alcohol abuse. Consistent with prior research, while these individuals drank more heavily
and more frequently than those who remained stably unaffected, they appear to be less
involved drinkers than those who remain stably affected, reflecting intermediate
vulnerability.

The challenges associated with hazardous use as a diagnostic criterion are well known. For
instance, Hasin & Paykin (29) found that 63.6% of those meeting criteria for current and
lifetime DSM-1V abuse did so via endorsement of hazardous use aone with a substantial
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majority of these respondents identifying drinking and driving as the contributing item. In
addition to the general low reliability (30—32) and validity (33) of acohol abuse, Keyes and
Hasin (34) have noted that endorsement of hazardous use varies as a function of socio-
economic status: individuals with a past year personal income of $70,000+ were twice as
likely to report hazardous use compared with individuals with a past year personal income
of less than $20,000. This increase was largely attributable to increased reports of drinking
and driving in higher income categories — we replicate this effect as well. Babor and
Caetano (35) have commented that inclusion of drinking and driving in estimates of
hazardous use, and consequently abuse, inflate the combined prevalence of abuse/
dependence. We note this to be the case, however, it appears to be less of a concern with
DSM-5 which excludes individuals endorsing a single criterion from a diagnosis of AUDs.
Asregards DSM-1V, while our analyses also demonstrate that drinking and driving inflates
estimates of alcohol abuse (which appears to not be the case for Mewton and colleagues
(19)), we are hesitant to remove it from our operational definition of DSM-1V abuse as
DSM-IV criteriado include drinking and driving as an element of hazardous use. Thus, we
opt for the approach outlined by Babor and Cagetano (36) and report the prevalence of
hazardous use separately.

As noted here, addition or exclusion of amore frequently endorsed aspect of a criterion set
(e.g. drinking and driving) can result in across-study heterogeneity. This concern is not
specific to AUD diagnoses. Psychometric work on DSM-1V maniafound that nuanced
differencesin item phraseology could produce pronounced variations in the architecture of
the construct (37). For DSM-5, these challenges could be overcome with further guidance
from the working group regarding how individual criteriaare to be operationalized.

DSM-5 has seen two major criterion changes. First, the DSM-IV abuse criterion of recurrent
legal problems was excluded due to poor discrimination (as indexed by low factor loadings)
and infrequent endorsement in some populations. In this study, only eight additional subjects
would be diagnosed with DSM-5 AUDs if the legal criterion had not been excluded.

Second, craving was added to the remaining 10 DSM-1V criteria, largely motivated by
favorable psychometric properties of this criterion in general (38—40) and clinic populations
(41). Craving is an element of the ICD-10 (42) classification, is frequently observed in clinic
samples (43) and has been well documented to have biological significance (44;45). In our
analyses, the inclusion of craving did not substantively contribute to diagnostic switching
and the modest degree of switching was largely attributable to the less stringent item on
“very strong desire to drink”. In prior analyses of asimilarly large and nationally
representative dataset, Keyes et a (38) defined craving using the less common “ ever wanted
adrink so badly” item, which yielded a comparable prevalence of 1.3%. However, as
DSM-5 specifically includes “ strong desire or urge” in its proposed definition of craving, we
utilized both itemsin these analyses.

The switch from unaffected to affected was largely attributable to the reassignment of prior
“diagnostic orphans’ (no abuse and one or two DSM-1V dependence criteria)(46;47) to the
moderately affected DSM-5 category. Not surprisingly, over 90% of these switches were
due to the more commonly endorsed criteria of larger/longer or quit/cut-back, either together
or with another criterion, such astolerance. In terms of their drinking behavior, those
switching from unaffected to affected reflected intermediate levels of drinking, quite similar
to those switching from affected to unaffected. Consistent with their assignment to the
moderately affected category of DSM-5 AUDs, they appear to be less severely affected than
those who remained stably affected. The inclusion of these subjects as affected is important
as several studies have indicated that diagnostic orphans are at high risk for developing

Addiction. Author manuscript; available in PMC 2012 November 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Agrawal et al. Page 8

AUDs (48-52). It is noteworthy here that Martin argues that the 2+ cut-point for DSM-5
may be too lenient and produce heterogeneity in the pool of affecteds (53).

In conclusion, estimates of the prevalence of AUDs based on the DSM-5 proposed revisions
appear to be largely consistent with estimates from DSM-1V while adding a small subset of
less severely affected individuals who were previously classified as diagnostic orphans.
While DSM-5 classification of moderate versus severe AUDs is more dimensional than
DSM-IV and has the advantage of capturing individuals with fewer criteria, it islimited in
distinguishing at higher levels of vulnerability. The assumption that individuals with 4+
criteriaare equally affected may not be accurate and future efforts may wish to distinguish
amongst those diagnosed with “severe” DSM-5 AUDs with greater refinement. In addition,
our analyses underscore the importance of revisiting the definitions of certain criteria, such
as hazardous use and craving. With this opportunity to clarify the content of these criteria,
we may be able to improve, not only upon the scope of diagnosis of AUDs, but also
individual criteria which have been known to have psychometric inconsistencies.
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Stability of diaghosis and transitions from past 12 month DSM-1V to DSM-5 diagnostic categories (weighted

%) in the full sample (N=34,653) and in lifetime alcohol users (N=29,993).

In thefull sample (N=34,653)

Unaffected (0-1)
DSM-IV abuse (without dependence)
Unaffected 92.2
Affected 36.0
DSM-IV dependence
Unaffected 93.3
Affected 0.0
DSM-IV abuse/dependence
Unaffected 96.7

Affected 196"

DSM-IV abuse (without dependence)
Unaffected 91.0

Affected 36.0

DSM-IV dependence

Unaffected 92.3

Affected 0.0

DSM-IV abuse/dependence
Unaffected 96.1

Affected 19.6*

Proposed DSM-5 diagnosis

M oder ate (2-3)

41
58.0

6.4
19.5

*

33
40.5

47
58.0

7.3
195

*

39
40.5

Severe (4+)

37
6.0

0.3
80.5

0.0

39.9

In those reporting consuming at least one drink across the lifetime (N=29,993)

43
6.0

0.4
80.5

0.0

39.9

Reflects atransition in affection status from DSM-1V to DSM-5

Addiction. Author manuscript; available in PMC 2012 November 01.
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N

Failure to fulfill obligations
Interpersonal conflict
Recurrent hazardous use

- drinking and driving

- physically dangerous

Legal problems (DSM-IV only)
Tolerance

Withdrawal

Larger/Longer

Quit/cut back

Time spent

Give up activities
Physical/psychological problems
Craving (DSM-5 only)

- very strong desire

- wanting adrink so badly

Remain
unaffected

25,862
0.0
0.0
0.0
0.0
0.0
0.0
17
11
2.8
29
0.04
0.01
0.3
0.4
0.3
0.05

Remain
affected

2,534
9.2
20.7
70.6
62.3
195
57
40.8
46.7
74.2
56.7
23.4
8.2
37.6
26.4
25.6
6.1

A. Weighted prevalence (%) of individual past 12 month DSM-1V and DSM-5 abuse and dependence criteria based DSM-IV and
DSM-5 diagnoses of alcohol use disordersin 29,993 lifetime alcohol users.

Unaffected to
Affected

989
0.0
0.0
0.0
0.0
0.0
0.0
331
26.5
60.7
54.0
55
0.6
117
16.1
153
15

Affected to
Unaffected

608
0.3
17
96.5
92.7
7.7
2.6
0.1
0.0
0.0
0.0
0.0
0.0
0.0
0.1
0.1
0.0

N

Sex (Female)

Age (20-35)

Age (36-47)

Age (48-61)

Caucasian

Living below poverty line at W2

Past year persona income
($70,000+)

Drank at least 1 drink in past 12 months
Physiological dependence

Drank daily

Weekly drank maximum drinks/day
Weekly drank twice a day.

Weekly drank 4+/5+ drinks/day.

First degree relative has acohol problem.

Remain
unaffected

25,862
52.3

24.9
25,60
26.2
85.0
11.0

10.02

74.2

6.5
8.9
0.7
43

34.84

Remain
affected

2,534
28.64
50.84
26.64

18.94
85.4

12.64

10.02

100
79.24
255
17.84
8.6

53.0
435

B. Drinking correlates and other characteristics of 29,993 lifetime alcohol user s based on their past 12 month DSM-1V and subsequent
DSM-5 diagnosis of alcohol use disorders.

Unaffected to
Affected

989
416
47.24
27.380

18.74
80.7

15.24

9.34

100
7414
18.04
17.284

414
27.6

36.74

Addiction. Author manuscript; available in PMC 2012 November 01.

Affected to
Unaffected

608
28.44
33.2
31.34
24.0

90.9
8.3

18.4

100
11.7

16.24
13.1

3.24
24.0

33.64
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DSM-5 diagnosis of alcohol use disorders.

Mean age at 1% drink

Mean and range of DSM-5 criteria endorsed
Mean drinks/day (typical).

Mean drinks/day (max)

Mean DSM-IV psychiatric disorders
(lifetime) ™.

Mean DSM-1V substance use disorders
(lifetime) ™™,

Remain
unaffected

205[8.2]

0.1[0-1]
2.0[15]
36[3.0]

0.8[1.3]

0.4[0.9]

Remain
affected

17.8[5.0/4
4.1[2-11]
5.1[34]
11.2[6.8]

1.3[1.6]

13[15]

Unaffected to
Affected

18.3[5.014
2.1[2-3]
3.6[2.5]
7.6[4.8]14
1.0[1.6]

0.7[1.014

B. Drinking correlates and other characteristics of 29,993 lifetime alcohol users based on their past 12 month DSM-1V and subsequent

Affected to
Unaffected

18.3[5.94
1[0-1]
3.3[1.8]
7.1[4.1)2
0.6[1.0]

0.6[1.1]2

Note: Reported as a percentage unless otherwise noted. For means, numbers in parentheses reflect standard errors or range.

abdenotes prevalence could be equated across groups with same alphabetical superscript.

*
DSM-IV lifetime history of major depression, mania, panic disorder (with and without agoraphobia), social phobia, specific phobia, posttraumatic
stress disorder, generalized anxiety disorder and antisocial personality disorder.

*

dependence.

Addiction. Author manuscript; available in PMC 2012 November 01.

*
DSM-IV lifetime history of cannabis, cocaine, sedatives, tranquilizers, opiates, heroin, amphetamine, hallucinogen and other drug abuse/



