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Abstract

Background—Existing information on consequences of the DSM-5 revision for diagnosis of
alcohol use disorders (AUD) has gaps, including missing information critical to understanding
implications of the revision for clinical practice.

Methods—Data from Wave 2 of the National Epidemiologic Survey on Alcohol and Related
Conditions were used to compare AUD severity, alcohol consumption and treatment,
sociodemographic and health characteristics and psychiatric comorbidity among individuals with
DSM-1V abuse versus DSM-5 moderate AUD and DSM-IV dependence versus DSM-5 severe
AUD. For each pair of disorders, we additionally compared three mutually exclusive groups:
individuals positive solely for the DSM-1V disorder, those positive solely for the DSM-5 disorder
and those positive for both.

Results—Whereas 80.5% of individuals positive for DSM-IV dependence were positive for
DSM-5 severe AUD, only 58.0% of those positive for abuse were positive for moderate AUD.
The profiles of individuals with DSM-IV dependence and DSM-5 severe AUD were almost
identical. The only significant (p<.005) difference, more AUD criteria among the former, reflected
the higher criterion threshold (=4 vs. =3) for severe AUD relative to dependence. In contrast, the
profiles of individuals with DSM-5 moderate AUD and DSM-1V abuse differed substantially. The
former endorsed more AUD criteria, had higher rates of physiological dependence, were less
likely to be White and male, had lower incomes, were less likely to have private and more likely
to have public health insurance, and had higher levels of comorbid anxiety disorders than the
latter.

Conclusions—Similarities between the profiles of DSM-IV and DSM-5 AUD far outweigh
differences; however, clinicians may face some changes with respect to appropriate screening and
referral for cases at the milder end of the AUD severity spectrum, and the mechanisms through
which these will be reimbursed may shift slightly from the private to public sector.
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INTRODUCTION

The proposed DSM-5 revision (http://www.dsm5.org) of the criteria for alcohol use
disorders (AUD)represents a conceptual shift from the biaxial distinction between alcohol
abuse and dependence to a unitary construct of AUD varying only in terms of severity. This
shift was informed by studies supporting a single underlying latent AUD construct (Borges
et al., 2010; Kahler and Strong, 2006: McBride et al., 2011; Saha et al., 2006; Smulewitz et
al., 2010) and demonstrating that the DSM-1V abuse and dependence criteria (American
Psychiatric Association, 1994) were interspersed in terms of severity (Harford et al., 2009;
Ray et al., 2008; Saha et al., 2006), by calls for dimensional as well as categorical
representations of AUD (Helzer et al., 2006), and by evidence that abuse did not necessarily
precede the incidence of dependence (Grant et al., 2009; Vérgeset al., 2010). In the DSM-5
revision, the criterion of alcohol-related legal problems was dropped because of its low
prevalence and poor psychometric properties (Saha et al., 2006), and a new craving criterion
was added, consistent with its inclusion in the International Classification of Disease criteria
for alcohol dependence (World Health Organization, 1992). Thus, the total number of AUD
criteria remained at 11 (Figure 1). However, whereas DSM-1V abuse and dependence were
based on discrete sets of diagnostic criteria (four for abuse and seven for dependence), all 11
criteria apply towards DSM-5 AUD (2-3 required for moderate AUD and >4 required for
severe AUD). These changes resulted in cases of AUD lost, gained and shifted in severity
under the DSM-5 revision. For example, individuals who were positive for DSM-1V abuse
by virtue of having endorsed a single abuse criterion would no longer qualify for a diagnosis
of AUD under the DSM-5 (unless they also endorsed at least one of the former dependence
criteria). However, individuals endorsing just two of the former DSM-1V dependence
criteria, formerly diagnostic or phans (Hasin and Paykin, 1998), would qualify for a
diagnosis of DSM-5 moderate AUD.

Although the DSM-5 revision addressed concerns about individuals being inappropriately
classified with an AUD solely for endorsing impaired driving (Agrawal et al., 2010; Babor
and Caetano, 2008), it has been criticized on other grounds. The predominant criticisms
were that the revision was overly reliant on statistical evaluations of the dimensionality and
severity of AUD criteria based on insufficiently validated symptom item indicators, that it
combined core characteristics of AUD with its consequences and that it did not do enough to
create a diagnosis that would correspond to a need for treatment or provide guidance for
clinicians (Babor, 2011; Poznyak et al., 2011; Room, 2011).

Two recent studies examined the impact of the DSM-5 proposed revision on the prevalence
of AUD in the general population. In a study based on the Australian National Survey of
Mental Health and Well-Being, the past-year prevalence of DSM-1V abuse or dependence
was considerably lower than that of DSM-5 AUD, 6.0% versus 9.7% (Mewton et al., 2011).
Findings indicated that 56.2% of the DSM-IV abuse cases would be retained in DSM-5
moderate AUD and that 69.2% of the DSM-IV dependence cases would be retained in
DSM-5 severe AUD. This study focused on the dimensionality of AUD, which was very
similar under the DSM-1V and DSM-5, but it did not compare profiles of individuals with
DSM-1V and DSM-5 disorders.

In a similar U.S. study based on Wave 2 of the National Epidemiologic Survey on Alcohol
and Related Conditions (NESARC), the overall rates of DSM-1V and DSM-5 past-year
AUD were of similar magnitude, 9.7 and 10.8%(Agrawal et al., 2011). Thus, the rate of
DSM-5 AUD was similar to that reported by Mewton et al., but the rate of DSM-IV AUD
was higher. One reason offered by the authors as an explanation for this inconsistency is that
the NESARC used impaired driving as an indicator of hazardous use, whereas the Australian
study did not. The findings of the two studies were more congruent when impaired driving
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was excluded as an indicator of hazardous use in the U.S. study. Agrawal et al. (2011)
reported that 58.0% of the DSM-IV abuse cases would be retained in DSM-5 moderate
AUD and that 80.5% of the DSM-1V dependence cases would be retained in DSM-5 severe
AUD. Compared to cases lost altogether under the DSM-5 revision (those positive for any
DSM-IV AUD but no DSM-5 AUD), cases gained (positive for DSM-5 but not DSM-1V
AUD) were younger, more likely to be female and non-Caucasian, less likely to have high
incomes and more likely to be below the poverty level. In addition, cases gained were more
likely to drink 5+/4+ (men/women) drinks on a weekly basis, reported larger usual drink
quantities, endorsed more DSM-5 criteria, were more likely to have physiological
dependence (tolerance or withdrawal), and had more lifetime psychiatric disorders than
cases lost.

These studies provided an important first look at the implications of the DSM-5 revision for
the prevalence of AUD and its clinical profile. However, neither study compared the
characteristics of individuals with abuse relative to those with moderate AUD, nor of those
with dependence relative to those with severe AUD. Moreover, neither examined the
differences under the DSM-IV and DSM-5 in alcohol treatment utilization or potentially
related factors such as type of health insurance coverage, usual source of medical care,
medical conditions, and responsibility for alcohol-related injuries. These comparisons are
important for addressing concerns that the DSM-5 revision is inadequately tied to clinical
practice and need for treatment. Accordingly, the primary objectives of this study were 1) to
compare and assess the statistical significance of differences in past-year prevalence for
DSM-1V and DSM-5 abuse/moderate AUD and dependence/severe AUD in a nationally
representative sample of U.S. adults; and 2) to compare and statistically test differences in
sociodemographic and health characteristics, psychiatric and other substance use
comorbidity, alcohol consumption, AUD severity and treatment utilization for individuals
meeting the DSM-IV and DSM-5 diagnoses.

This study uses data from the Wave 2 of the National Epidemiologic Survey on Alcohol and
Related Conditions (NESARC), the 3-year follow-up of a nationally representative sample
of U.S. adults. The 2001-2002 Wave 1 sample contained 43,093 respondents 18 and older
living in households and noninstitutional group quarters (response rate = 81.0%). At the
2004-2005 Wave 2 follow-up, 34,653 of the original respondents were reinterviewed
(86.7% of those eligible for reinterview, cumulative response rate = 70.2%). Detailed
information on the sample design and weighting is reported elsewhere (Grant et al., 2003a,
2007a, 2009) Informed consent was obtained after potential respondents were informed in
writing about the nature of the survey, uses of the survey data, voluntary nature of their
participation and confidentiality of identifiable survey information. The research protocol
received full ethical review and approval. In this analysis, prevalence estimates of past-year
DSM-IV and DSM-5 AUD were based on the full Wave 2 sample (n=34,653). Clinical
profiles of DSM-1V and DSM-5 AUD were based on individuals who met the criteria for
these disorders in the year immediately preceding the Wave 2 follow-up interval (n=108 to
1,734, see Analysis for details).

DSM-1V and DSM-5 alcohol use disorders—A diagnosis of past-year DSM-IV
dependence required endorsement of >3 dependence criteria (Figure 1) in the year
immediately preceding the Wave 2 interview, whereas a diagnosis of past-year DSM-1V
abuse required anendorsement of at least one abuse criterion. The DSM-IV AUD diagnoses
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are highly reliable, e.g. kappa = .74 for past-year AUD (Grant et al., 2003b). To be positive
for past-year DSM-5 moderate AUD, respondents had to endorse 2-3 of the 11 DSM-5
AUD criteria (Figure 1)during the year preceding the Wave 2 interview. Past-year DSM-5
severe AUD required endorsement of >4 criteria.

Past-year alcohol use, AUD severity and treatment—Number of AUD criteria
refers to the number of criteria endorsed in the year preceding the Wave 2 interview, out of
the 12 criteria used for either DSM-1V or DSM-5 AUD, i.e., including both legal problems
and craving. Physiological dependence was defined as endorsing the criteria for tolerance
and/or withdrawal. VVolume of ethanol intake (Dawson, 2003) reflected the larger of the sum
of four beverage-specific volumes or the volume for all types of alcoholic drinks combined.
Frequency of drinking 5+ drinks in a single day was converted to days per year using
midpoints of response categories. Both consumption measures demonstrated good to
excellent test-retest reliability, with intraclass coefficients of .68 to .83 (Grant et al., 2003b).
Alcohol treatment was broadly defined to include past-year utilization of inpatient or
outpatient treatment from alcohol specialty or general medical sources, rehabilitation or
detoxification programs, nonmedical sources such as family services agencies, clergy and
employee assistance programs, and participation in 12-step programs.

Background characteristics—Background characteristics refer to the year preceding
the Wave 2 interview unless otherwise noted. Sociodemographic characteristics included
age, race/ethnicity, marital status (married/cohabiting vs. not), educational attainment
(attended/completed college vs. not), employment, and family income <$20,000 vs. =
$20,000. Other measures included health insurance coverage (private, public, and none),
usual source of medical care (private doctor, HMO doctor, clinic/emergency department,
and none), number of medical conditions based on 17 conditions (e.g., diabetes, liver
cirrhosis, hypertension) for which respondents had to report confirmation by a health
professional, and number of major life stressors from a list of 14 (Dawson et al., 2005).
Psychological and physical functioning comprised the norm-based mental and physical
component scales (NBMCS and NBPCS) of the Short Form 12-Item Health Survey
(SF-12v2) (Ware et al., 2002), rescaled to a mean of 50 and a standard deviation of 10 in the
U.S. general population. Higher scores indicate better functioning. Age at first drink
excluded tastes or sips of someone else’s drink. First-degree familial alcoholism comprised
respondent-reported alcohol problems in biological parents, full siblings and/or biological
children.

Comorbidity—Past-year mood disorder (major depressive, bipolar | or 1l disorders,
dysthymia or hypomania), anxiety disorder (panic disorder with or without agoraphobia,
social or specific phobia, generalized anxiety disorder and posttraumatic stress disorder),
nicotine dependence and drug use disorder (DUD) for any of 10 types of illicit drugs were
measured in accordance with DSM-IV criteria, as was lifetime personality disorder (PD)
(antisocial, paranoid, schizoid, schizotypal, borderline, histrionic, narcissistic, avoidant,
dependent or obsessive-compulsive). The derivation, fair to good reliability (kappa =.40to .
79) and validity of these diagnoses have been reported elsewhere (Grant et al., 2003, 2004a,
2004b, 2004c; Pietrzak et al., 2011; Pulay et al., 2010; Ruan et al., 2008; Stinson et al.,
2005).

Analysis—Differences in the prevalence rates of past-year DSM-IV and DSM-5 AUD
diagnoses were tested in the full sample, using the SAS McNemar test statistic for
differences of proportions in paired data, (http://support.sas.com/documentation/cdl/en/
procstat/63104/HTML/default/viewer.htm#procstat_freq_sect008.htm). This statistic
accounts for the inherent positive correlation of each individual’s DSM-IV and
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corresponding DSM-5 diagnoses resulting from the many common symptom item indicators
shared by the two sets of criteria. All other statistical analyses employed SUDAAN software
(Research Triangle Institute, 2008) to adjust variance estimates for the complex, multi-stage
sample design of the NESARC.

We employed t-tests of means and proportions to compare characteristics of all individuals
in three mutually exclusive groups: 1) individuals positive solely for the DSM-1V disorder in
question, 2) those positive solely for the DSM-5 disorder and 3) those positive for both. For
comparing overall differences in clinical profiles, the substantial diagnostic overlap (cases
positive for DSM-IV and DSM-5 AUD)precluded using statistical tests designed for
independent samples. Statistical procedures for testing differences in overlapping samples
(Thompson, 1995) are intended to compare two different variables, e.g., income at time 1
and time 2, within an overlapping sample of the type where portions of the respondents
rotate in and out in any given year. These procedures are not appropriate for testing
differences in a single variable (e.g., age) across overlapping groups. Accordingly, we used
a partial split sample design to create the largest possible mutually exclusive samples of
individuals with DSM-IV and DSM-5 diagnoses. Using abuse/moderate AUD as an
example, the sample for DSM-1V abuse comprised all respondents who were positive solely
for abuse (group 1 above) and half of those positive for both abuse and moderate AUD
(group 3), the latter upweighted by a constant adjustment factor of ~2 (the inverse of the
split group 3 sample size divided by the full group 3 sample size) to be representative of its
full unsplit prevalence. The sample for DSM-5 moderate AUD consisted of all respondents
who were positive solely for moderate AUD (group 2) and the remaining half of those
positive for both abuse and moderate AUD (group 3), the latter again upweighted to its full
prevalence.(Without upweighting, the profiles of DSM-IV and DSM-5 AUD would have
overrepresented individuals positive solely for the disorder in question, all of whom
contributed to the profile compared with only half of those positive for both disorders.) The
same approach was used to create mutually exclusive samples for DSM-1V dependence and
DSM-5 severe AUD. In order to create the two random half samples required for this
approach, we applied even case identification numbers towards the DSM-5 diagnoses and
odd case identification numbers towards the DSM-IV diagnoses. Case identification
numbers were randomly generated when the Wave 1 and Wave 2 NESARC data sets were
merged. We were then able to use t-tests of differences in independent samples to compare
the clinical profiles of the DSM-1V and DSM-5 diagnoses. In order to account for multiple
comparisons, we applied a p-value of <.005 for citing differences as statistically significant.

Prevalence and concordance of DSM-IV and DSM-5 AUD

As shown in Table 1, the prevalence of past-year DSM-5 moderate AUD was higher than
the prevalence of past-year DSM-1V abuse, 6.9% versus 5.3% (McNemar’stest statistic =
153.3, df=1, p<.0001). Of individuals positive for any DSM-IV abuse, 42.0% did not satisfy
the criteria for a DSM-5 moderate AUD. These were primarily composed (84.8%) of
individuals who had satisfied a single DSM-1V abuse criterion, almost always hazardous use
(data not shown). An additional 0.8% had satisfied two DSM-IV abuse symptoms, one of
which was legal problems, which did not count towards a DSM-5 diagnosis, and 14.4%
were individuals with two or fewer DSM-IV dependence whose combination of abuse and
dependence symptoms was sufficiently large (=4) to for a diagnosis of severe AUD.

Among individuals positive for a DSM-5 moderate AUD, 55.7% had not satisfied the DSM-
IV criteria for abuse. The majority, 71.7%, comprised former diagnostic orphans who had
been positive for two DSM-1V dependence criteria but no abuse criteria (data not shown).
An additional 6.2% had been positive for just one DSM-IV dependence criterion but were
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also positive for craving, bringing their total DSM-5 criterion count to two. The remainder,
22.1%, had been positive for three DSM-1V dependence criteria and remained positive for
three DSM-5 criteria. These individuals were downgraded from the more severe DSM-IV

diagnostic category of dependence into the less severe DSM-5 category of moderate AUD.

The rate of past-year DSM-5 severe AUD was slightly lower than that for past-year DSM-
IV dependence, 3.9% versus 4.4% (McNemar’s test statistic = 84.7, df=1, p<.0001). Of
individuals positive for dependence, 19.5% were not positive for severe AUD. Almost all
(98.3%) of these cases consisted of individuals with three positive dependence and no abuse
criteria, although a small proportion (1.7%) had three positive dependence criteria coupled
with legal problems, an abuse criterion that did not count towards DSM-5 AUD (data not
shown). The dependence criteria most often endorsed by these cases were drinking in larger
quantities or for longer than intended (81.8%) and persistent desire/unsuccessful attempts to
stop or reduce drinking (71.6%). All of these cases were downgraded into the less severe
category of moderate AUD; none were lost altogether in terms of a DSM-5 diagnosis. Of
cases positive for DSM-5 severe AUD, 8.3% were not positive for DSM-1V dependence.
These consisted of individuals with one or two dependence criteria, whose total number of
DSM-5 criteria was >4 as a result of positive abuse criteria and/or craving. More than half
(57.1%) of these cases would have fallen into the category of moderate AUD without the
addition of craving as a criterion under the DSM-5.

Comparison of DSM-IV abuse and DSM-5 moderate AUD

As indicated in Table 2, individuals positive solely for DSM-5 moderate AUD (column 2)
had more positive AUD criteria and a higher prevalence of physiological dependence than
those positive solely for DSM-1V abuse(column 1). In addition, those positive solely for
moderate AUD were younger, less likely to be White but more likely to be Black or
Hispanic, less likely to be male and married, more likely to have low incomes, less likely to
have private but more likely to have public health insurance coverage, and less likely to
report a private physician but more likely to cite clinics or emergency departments as their
main source of medical care than those positive solely for abuse. They also had more major
life stressors, lower scores for psychological functioning, and higher rates of psychiatric
comorbidity and nicotine dependence but lower rates of comorbid DUD. Individuals who
were positive for both abuse and moderate AUD (column 3) differed in numerous ways
from those with abuse only or moderate AUD only. Their values for physical health and
comorbidity measures tended to lie between those of the latter two groups, whereas their
values for AUD measures tended to indicate greater severity than those for either of the
other two groups.

Many of the differences between columns 1 and 2 were reflected in the overall profiles of
DSM-1V abuse and DSM-5 moderate AUD (columns 4 and 5). Individuals with moderate
AUD endorsed more AUD criteria, were more likely to have physiological dependence,
were less likely to be White, male, and privately insured, were more likely to have low
incomes and public health insurance and had higher rates of anxiety disorder than those with
abuse.

Comparison of DSM-IV dependence and DSM-5 severe AUD

As shown in Table 3, individuals positive solely for DSM-5 dependence(column 2) endorsed
more AUD criteria despite lower rates of physiological dependence, were more likely to be
male, to have private health insurance coverage and to have a comorbid drug use disorder,
and reported fewer medical conditions than the those positive solely for DSM-1V
dependence (column 1). Individuals positive for both DSM-IV dependence and DSM-5
severe AUD reported more AUD criteria, had higher rates of alcohol treatment and had
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lower levels of psychological functioning than those meeting only a single diagnosis.
Compared to individuals positive solely for dependence, they were heavier drinkers, were
more likely to have been responsible for an alcohol-related injury and had more life stressors
and higher rates of DUD. Compared to individuals positive solely for severe AUD, they
were more likely to endorse physiological dependence, had lower rates of private but higher
rates of public health insurance coverage, and reported more medical conditions. The overall
clinical profiles of dependence (column 4) and severe AUD(column 5) were very similar,
the only significant difference being that individuals with severe AUD endorsed more AUD
criteria.

DISCUSSION

In a general population sample of U.S adults, the proposed DSM-5 cutpoint of >4 positive
criteria for severe AUD vyielded a diagnosis that closely corresponded to DSM-1V
dependence in terms of alcohol consumption, treatment utilization, sociodemographic
profile, psychosocial impairment and comorbidity. The only significant difference between
the two profiles, the higher mean number of AUD criteria endorsed by individuals positive
for severe AUD, reflected the higher number of positive criteria required for the DSM-5
diagnosis. A marginally higher proportion of individuals reporting alcohol-related injuries
under DSM-5 severe AUD (p =.017) resulted from abuse criteria counting towards severe
AUD but not dependence. Among individuals positive for severe AUD but not dependence,
more than 80% of those reporting alcohol-related injuries endorsed the criterion of
hazardous use and had been classified with abuse rather than dependence under the DSM-
V.

These slight differences in the clinical profiles of dependence and severe AUD suggest no
need for major change in adapting existing clinical practices to suit the needs of individuals
with DSM-5 severe AUD, with one possible exception. Some of the individuals who screen
positive for AUD in primary care or emergency department settings may be classified with a
more severe disorder under the DSM-5(severe AUD) than under the DSM-IV (abuse). Thus,
some of the individuals who likely would have received a brief intervention under the DSM-
IV may now be considered candidates for more intensive treatment modalities. An important
area for future research will be to determine whether these individuals respond to
recommendations for treatment and whether it offers any benefits beyond those conferred by
brief interventions, which have demonstrated effectiveness in reducing harmful drinking
practices and associated costs (Fleming, 2000; Havard et al., 2011; Solberg, 2008).

In contrast to the high level of concordance between DSM-IV alcohol dependence and
DSM-5 severe AUD, (80.5%) there was a considerably lower level of concordance between
DSM-1V alcohol abuse and DSM-5 moderate AUD (58%). Discrepancies reflect both the
criteria upon which the two disorders are based — which include core characteristics of AUD
such as tolerance, withdrawal, craving and impaired control for moderate AUD but not
abuse — and the requirement of two positive criteria for moderate AUD compared to one
positive criterion for abuse. When individuals with DSM-5 moderate AUD were compared
to those with DSM-1V abuse, there were striking reductions in the proportions of Whites and
males and a striking increase in the proportion of low-income individuals, reflecting gender,
race/ethnic and income disparities (Harford et al., 2009; Kahler and Strong, 2006; Keyes and
Hasin, 2008; Saha et al., 2006) in the endorsement of hazardous use, which was sufficient in
itself to establish a diagnosis of DSM-1V abuse but not DSM-5 moderate AUD. These
findings closely mirrored those of Agrawal et al. (2011), reflecting the fact that all the cases
lost for overall AUD under the DSM-5 came from the DSM-1V category of abuse. The
higher proportions of women and race/ethnic minorities in the category of moderate AUD
indicate a need to examine screening and treatment approaches formerly targeted at DSM-
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IV abuse for their appropriateness to a more diverse audience. In addition, the higher rates of
anxiety disorder, physiological dependence and craving within DSM-5 moderate AUD
relative to abuse suggest that the revised disorder would derive greater benefit from
screening for dual diagnoses and may be more amenable to medication for all eviating
craving and withdrawal symptoms. Finally, the lower proportion of cases with private health
insurance coverage may have some ramifications for reimbursement; however, rates of
treatment for those with either abuse or moderate AUD are so low that any shift in coverage
would likely have a minimal impact.

One of the concerns with the DSM-5 revision has been whether individuals excluded from a
diagnosis but formerly positive for an AUD, i.e., those positive for a single abuse criterion
(usually hazardous use), will be adversely affected by no longer having a diagnosable
condition for which the costs of treatment or brief intervention can be reimbursed. Although
the prior study by Agrawal et al. (2011) presented a profile of this group of individuals, it
did not examine treatment utilization. Whereas the present analysis provided a profile of
cases that were positive for abuse but not moderate AUD, not all of the individuals in this
category were excluded from a DSM-5 diagnosis; a small proportion were upgraded into the
category of DSM-5 severe AUD. In post-hoc analyses of treatment utilization among
individuals who went from positive to negative for any AUD under the DSM-5 (data not
shown), only 1.3% had received help for alcohol problems in the past year, and the majority
of these had sought help solely from nonmedical sources (e.g., 12-step programs, etc.).
Thus, it would appear that few individuals will miss out on treatment that they otherwise
would have received because of the DSM-5 exclusion of cases with a single abuse criterion.

In addition to having implications for clinicians, the results of this study have relevance for
psychometricians. As noted previously, individuals who were positive solely for DSM-5
severe AUD had /ower levels of physiological dependence, despite otherwise greater
severity of AUD, than those positive solely for DSM-1V dependence. When this counter
intuitive finding was explored in post-hoc analyses, the difference reflected less frequent
endorsement among cases gained of sleep problems and vomiting, the mildest and most
commonly endorsed withdrawal symptoms(Dawson et al., 2010; Kahler and Strong, 2006).
Although these differences were marginally significant at the individual symptom level (p
=.048 and .050), they resulted in a highly significant difference in the overall prevalence of
physiological dependence (p <.001) for cases lost and gained. This suggests a
psychometrically undesirable property of the withdrawal criterion, i.e., a tendency to be
inversely related to other indicators of AUD severity when defined solely in terms of its
mildest symptoms. This observation is consistent with findings reported elsewhere (Harford
et al., 2009; Kahler and Strong, 2006) that the withdrawal criterion had a low discrimination
score and wide dispersion relative to AUD severity, particularly among young age groups.
Kahler and Strong (2006) also reported that both sleep problems and vomiting exhibited
differential item functioning with respect to sex, reflecting greater severity among women
than men, reinforcing the negative psychometric properties of these symptoms as sole
indicators of withdrawal.

This study was limited by the fact that DSM-1V and DSM-5 AUD were classified in largely
overlapping rather than independent populations. As a result, comparisons of the clinical
profiles of the disorders required partially split sample analyses that reduced the statistical
power to discern differences in the profiles. Moreover, many highly relevant aspects of
clinical course could not be addressed in this study. For example, questions on age at onset
of AUD in the NESARC were asked with respect to the symptoms that defined DSM-1V
AUD and could not be extrapolated to the corresponding DSM-5 AUD. Similarly, the
questions that as certained chronological clustering of symptoms, necessary to establish a
diagnosis for disorders prevalent in first two years of the follow-up interval, could not be
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extrapolated to the DSM-5 disorders. Because we were unable to create valid measures of
DSM-5 AUD for the earlier time period, we were unable to compare the course of AUD
(i.e., chronicity, remission, progression to more severe AUD) under the DSM-1V and
DSM-5.

Despite these limitations, this study demonstrated, in a large, nationally representative
sample, important aspects of the clinical characteristics of AUD for two versions of the
DSM. On the whole, the similarities in profiles of DSM-1V and DSM-5 AUD far
outweighed the differences. However, clinicians may face some changes with respect to
appropriate screening and referral for cases at the milder end of the AUD severity spectrum,
and in terms of the extent to which these will be reimbursed. That is, the implications of the
revision appear to be far more serious for screening and brief intervention than for intensive
alcohol treatment.
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DSM-IV Alcohol Use Disorder

DSM-5 Alcohol Use Disorder

Two distinct but hierarchical constructs; alcohol abuse
diagnosed only in absence of alcohol dependence

A single unitary construct, with moderate and severe
diagnoses distinguished on the basis of number of
criteria endorsed

Alcohol abuse: 1+ abuse criteria required
Alcohol dependence: 3+ dependence criteria required

Any AUD: Abuse or dependence required

Moderate AUD: 2-3 criteria required
Severe AUD: 4+ criteria required

Any AUD: 2+ criteria required

Abuse criteria:

e Recurrent drinking resulting in failure to fulfill
role obligations

e Recurrent drinking resulting in failure to fulfill
role obligations

e Recurrent drinking in hazardous situations

e Recurrent drinking in hazardous situations

e Recurrent alcohol-related legal problems

e Continued drinking despite alcohol-related
social or interpersonal problems

e Continued drinking despite alcohol-related
social or interpersonal problems

Dependence criteria

e Tolerance

e Tolerance

e  Withdrawal or substance use for
relief/avoidance of withdrawal

e  Withdrawal or substance use for
relief/avoidance of withdrawal

e Drinking in larger amounts or for longer than
intended

e Drinking in larger amounts or for longer than
intended

e Persistent desire/unsuccessful attempts to stop
or reduce drinking

e Persistent desire/unsuccessful attempts to stop
or reduce drinking

e  Great deal of time spent obtaining, using, or
recovering from alcohol

e  Great deal of time spent obtaining, using, or
recovering from alcohol

e Important activities given up/reduced because
of drinking

e Important activities given up/reduced because of
drinking

e Continued drinking despite knowledge of
physical or psychological problems caused by
alcohol

e Continued drinking despite knowledge of
physical or psychological problems caused by
alcohol

e Alcohol craving

Figure 1.

Classification of alcohol use disorder under the DSM-5 and proposed DSM-V criteria

Alcohol Clin Exp Res. Author manuscript; available in PMC 2014 January 01.




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

wduosnue Joyiny vd-HIN

Dawson et al.

Table 1

Prevalence of DSM-IV and DSM-5 past-year alcohol use disorders (AUD)

Page 13

Among those prevalent for past-year disorder, percentage who wer e positive for:

Disorder Past-year DSM-1V but not DSM-5 but not DSM-1V and
prevalence of corresponding DSM-5 corresponding DSM-1V corresponding DSM-5

disorder diagnosis diagnosis diagnosis

Moderate AUD:

DSM-1V alcohol abuse 5.3(0.2) 420 (1.4) 0.0 (0.0) 58.0 (1.4)

DSM-5 moderate AUD 6.9 (0.2) 0.0 (0.0) 55.7 (1.4) 44.3 (1.4)

Severe AUD:

DSM-1V alcohol dependence 4.4(0.2) 19.5(1.3) 0.0 (0.0) 80.5(1.3)

DSM-5 severe AUD 3.9(0.2) 0.0 (0.0) 8.3(0.9) 91.7 (0.9)

Note: Figures in parentheses are standard errors of estimates.
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