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The broken lines represent the thresholds at which significant group differences were shown. Traditionally psychiatric diagnoses have also been defined within clinical samples. Fundamental to these diagnostic decisions is the way in which diagnostic thresholds are defined.To date, diagnostic thresholds in psychiatry have been defined relatively arbitrarily based on clinician opinion (Angst and Merikangas, 2001; Vanyukov et al., 2003). Poisson regression analyses were conducted for the number of days out of role and number of
health professional consultations received. Statistical analyses Regression analyses were conducted to search for linear associations between the number of symptoms of alcohol dependence and abuse and each external validator. Dimensions and categories are not mutually exclusive. (1996) looked at criterion weighting in alcohol dependence and found that internal coherence and weighting performance cannot be conceptualized within the same algorithm. Similarly, Melzer and others (2002) used best-fitting curve analyses to
identify whether symptom counts for common mental disorders provide distinct case groups above epidemiological cut-offs. Previous research outlines a linear association for alcohol dependence with no clear natural boundaries in two epidemiological surveys, the National Longitudinal Alcohol Epidemiologic Survey (NLAES) and the National Epidemiologic Survey of Alcohol and Related Conditions (NESARC) (Hasin et al., 2006b). CONCLUSIONS The current study sought to establish group differences above and below each
potential diagnostic threshold for DSM-IV alcohol dependence and abuse while accounting for the linear association between symptoms and external indicators of diagnosis such as mental health, psychological distress, functional impairment, disability, service use, suicidality and early age of drinking onset. Amongst those who met the threshold of three criteria for alcohol dependence, 41% also endorsed one or more abuse criteria. Higher scores on the BDQ and K10 reflect greater levels of impairment.Previous research has
demonstrated that the number of short-term days out of role is associated with symptoms of major depression (Kessler et al., 1999). However, it seems much more likely that the criteria for alcohol dependence and abuse will be combined in some way to reflect varying severity levels and provide a new dimension along which to define diagnostic thresholds. The BDQ, a measure of functional disability, asks respondents whether daily activities in social, occupational and general functioning domains have been limited by their
health (Von Korff et al., 1996). For example, in line with the DSM-III, a requirement of physiological dependence through endorsing either tolerance or withdrawal to obtain a diagnosis of alcohol dependence could be set. There were also significant group differences on the BDQ at a threshold of six and for early age of drinking onset at two. Similarly, Hasin and Beseler (2009) note that a disorder may potentially take a categorical form under a threshold and be continuous above it or vice versa. Although the focus of the current
study was within the DSM-IV framework, it would be beneficial to include ICD-10 dependence syndrome and harmful use in future studies.There are a number of further caveats associated with the study. Open in new tabDownload slidePotential relationships between the number of alcohol abuse criteria and external validators of diagnosis. Regression analyses were conducted to assess group differences at each threshold for each epidemiological indicator. A linear term for the number of symptoms and the presence of any
other mental or physical disorder were included as covariates in each model. A high frequency of endorsement of hazardous use may account for the lower level of impairment amongst this group. This analysis provided limited evidence for a linear association between external validators and the combined diagnostic criteria. There were a number of indicators that displayed multiple significant effects for different thresholds with the BDQ and the K10 showing group differences at a threshold of five. Similarly, no clear thresholds
were apparent with significant group differences ranging from a cut-off of two to eight or more symptoms.Although the scope of this paper was to assess thresholds for alcohol abuse and dependence within the current DSM-IV framework there are other potential frameworks for combining criteria and allocating diagnostic thresholds. Methods and general findings for this survey have been reported elsewhere (Andrews et al., 2001).The CIDI contains items that operationalize the seven DSM-IV alcohol dependence and four
alcohol abuse criteria. Suicidality and early age of drinking onset were modelled with logistic regression. BIC values are presented with a rank order from 1–6 for dependence and 1–3 for abuse, 1 representing the smallest value that is associated with a better model fit. The four alcohol abuse criteria relate to interference with role obligations, use in hazardous situations, legal consequences and social problems. The CIDI contains items that exclusively assess diagnostic criteria, so no new potential criteria assessing the problems
associated with alcohol use could be included for analysis. Future research would benefit from looking at which individual diagnostic criteria along the continuum are more predictive of outcome and how these relate to severity and thresholds of dependence and abuse as well as further exploring this complex issue of criterion weighting.The nature of the diagnostic instrument is also problematic. The number of health professional consultations included consultations with a general practitioner, nurse, psychiatrist, psychologist,
social worker, counsellor, dentist, chiropractor, chemist or healer.Previous research has demonstrated that onset of drinking at 14 years or younger is associated with an elevated risk for the development of an alcohol use disorder (Grant and Dawson, 1997; Prescott and Kendler, 1999; Grant et al., 2001b). Conceptualizing alcohol use disorders within the ICD-10 framework may also provide differing results. Distinctive markers that make it easy to determine the presence of a particular syndrome are lacking in the case of most
psychiatric disorders (Kendell, 1989). Open in new tabDownload slidePlots of each external validator for alcohol abuse. However, amongst those who endorsed one or more abuse criteria 42% endorsed hazardous use, 44% failed to fulfil major role obligations, 27% continued use despite social problems and 25% continued use despite legal problems. In order to progress through the alcohol use module, respondents needed to have consumed at least 12 drinks in the past year and at least 3 drinks on at least one single day in the
last 12 months. However, although a continuum approach is appropriate in a research context and for understanding the phenotypic characteristics of a disorder, in other circumstances, particularly for diagnostic decisions, it may not be as useful. The validity of this criterion has been questioned due to its highly frequent pattern of endorsement as well as its relationship with socio-economic status (Babor and Caetano, 2008; Keyes and Hasin, 2008). The multistage sampling process yielded a 78% response rate, the total sample
containing 10,641 individuals aged 18 and above. Firstly, whilst it was possible to search for differences on external validators in relation to the number of criteria endorsed, there was no way to assess which particular criteria were associated with higher levels of impairment. Previous research has suggested that some individual diagnostic criteria may be more predictive of impairment and severity than others (Langenbucher et al., 1996, 2004; Martin et al., 2006; Proudfoot et al., 2006; Saha et al., 2006; Sakashita et al.,
2007).Moreover, given the wide variety of symptom combinations that could qualify for DSM-IV diagnoses of alcohol use disorders (Grant, 2000), this could also contribute to the ambiguity in the findings. To assess whether this may also be the case for alcohol use disorders, the number of days out of role was calculated. The sample was weighted to account for the multistage sampling process utilized in the survey and to match the age and sex distribution of the Australian population. There is a longstanding debate concerning
whether psychiatric disorders, including alcohol use disorders, should be conceptualized as categorical or dimensional constructs. The broken lines represent the thresholds at which significant group differences were identified. There is growing evidence in support of incorporating both categorical and dimensional approaches to alcohol use disorders in DSM-V and ICD-11 (Hasin et al., 2006b; Helzer et al., 2006, 2007; Muthén, 2006). Although results were widely varied in the current study, a threshold of three provided
consistent results across five of the seven indicators with BIC values indicating superior model fit. A number of other cut-offs also showed consistent variation for both disorders. This has led to the use of epidemiological indicators such as family history, patterns of comorbidity, subjective distress, and occupational and social impairment (Angst and Merikangas, 2001). DISCUSSION The current study examined, in depth, each potential diagnostic threshold for DSM-IV alcohol dependence and abuse. Design information was
included in the form of replicate weights.Due to the inclusion of a linear term in each model, estimated coefficients from regression models are difficult to interpret and were therefore not included in the presentation of results. Two covariates reflecting the presence of any other mental or physical problems were therefore included in all statistical analyses. This is highly problematic as it does not provide any clear indication as to where a diagnostic threshold might easily be placed. Similarities across individuals on these
external variables may provide clues as to where standardized thresholds may be placed. Symptoms of alcohol dependence include tolerance, withdrawal, drinking larger amounts or for a longer period than intended, attempts or desire to cut down, significant amount of time spent drinking or getting over the effects of alcohol, giving up important activities and continued use despite a physiological or psychological problem. Combining these disorders in some way may also prove useful as well as including other potential
diagnostic criteria in future research. Data were collected face-to-face by trained interviewers from the Australian Bureau of Statistics using a computerized version of the instrument. Major group differences are indicated in bold. Significant group differences at different cut-offs for alcohol dependence and abuse provide the potential for locating defensible thresholds along these continua. Each validator was plotted against the number of abuse and dependence criteria (see Figs. All analyses were conducted using Stata version
10 (Stata, 2007).Significant group differences at different cut-offs for alcohol dependence and abuse provide the potential for locating defensible thresholds along these continua. Whilst others have looked at statistical models with linear terms and discontinuities (Kendler and Gardner, 1998; Sakashita et al., 2007; Hasin and Beseler, 2009), few studies have assessed the relative performance of each diagnostic threshold for a specific disorder.Specifically, this type of research explores all potential diagnostic thresholds for a
given disorder and attempts to locate defensible cut-offs, whilst controlling for the linear association that is so prolific in these types of analyses. Langenbucher et al. Items relating to diagnostic criteria in the 1997 NSMHWB also referred to the 12-month period before the interview. 2).Similarly, no clear threshold was established for alcohol abuse with both one and two or more criteria displaying significant variation on all indicators excluding service use and early age of drinking onset. Other mental disorders included panic
disorder, agoraphobia, social phobia, generalized anxiety disorder, obsessive compulsive disorder, posttraumatic stress disorder, depression and dysthymia. This subsample (n = 4920) was utilized in all statistical analyses. Suicidality was operationalized as the presence of suicidal ideation or attempts over the past 12 months.All validators, excluding suicidality and early age of drinking onset, were estimated within the 4-week period prior to interview. The current study addresses this dearth in the literature by exploring each
potential diagnostic threshold for DSM-IV alcohol dependence and abuse to assess whether there are differential relationships between various thresholds and external validators of diagnosis. Following this, analyses were conducted in this study to search for diagnostic thresholds using all 11 criteria associated with alcohol use disorders (data not presented). Table 1Frequency of endorsement of DSM-IV alcohol dependence criteria derived from items in the alcohol use section of the Composite International Diagnostic Interview
(CIDI) . Endorsement . Criteria . N . % . Tolerance 737 15.0 Withdrawal 261 5.3 Larger 1145 23.3 Cut down 925 18.8 Time spent 208 4.2 Give up 89 1.8 Continue 310 6.3 Number of criteria endorsed 0 3009 61.2 1 1010 20.5 2 464 9.4 3 220 4.5 4 98 2.0 5 59 1.2 6 30 0.6 7 30 0.6 Table 2Frequency of endorsement of DSM-IV alcohol abuse criteria derived from items in the alcohol use section of the Composite International Diagnostic Interview (CIDI) . Endorsement . Criteria . N . % . Major
role 160 3.3 Hazard 152 3.1 Legal 89 1.8 Social 97 2.0 Number of criteria endorsed 0 4556 92.6 1 262 5.3 2 75 1.5 3 22 0.5 4 5 0.1 External validators Individuals who display symptoms of alcohol dependence or abuse are likely to exhibit some form of impairment across a number of areas of functioning. Patterns of criterion endorsement are given in Tables 1 and 2 for alcohol dependence and abuse, respectively. Related beta coefficients are not presented due to interpretational difficulties given the inclusion of a linear term
in each model. 2 and 3). The BDQ is similar in content to the SF-12 as it was derived from a precursor to the long form of the survey. As perhaps would be expected, experiencing a greater number of alcohol dependence symptoms predicted greater change on external indicators. However, there is not much evidence to suggest that these criteria are more predictive of outcome or severity (Carroll et al., 1994; Hasin et al., 2000), with limited evidence that withdrawal predicts poorer outcome (Schuckit et al., 1998; Hasin et al.,
2000).Similarly, it has been suggested that the inclusion of consumption criteria may influence the construct validity of diagnoses of alcohol dependence and abuse (Li et al., 2007; Saha et al., 2007; Martin et al., 2008; Hasin and Beseler, 2009). The current study aimed to validate the current diagnostic thresholds for alcohol dependence and abuse using epidemiological indicators including mental health, disability, psychological distress, functional impairment, service use, suicidality and early age of drinking onset. However, a
threshold of one showed less variability as well as smaller BIC values in four out of five cases (see Table 4).One explanation for the large number of significant group effects at a cut-off of two for alcohol abuse may lie in the proportion of people meeting the diagnostic threshold solely through endorsement of the hazardous use criterion. Aims: The expected release of the DSM-V in 2012 has renewed the longstanding debate around whether alcohol use disorders are best conceptualized as dimensional or categorical constructs.
This is particularly highlighted by the fact that a threshold of five or six showed the largest difference across a number of indicators. A low score on the MCS-12 indicates a high level of impairment. Whilst the results do not provide a simple, clear-cut solution, they do suggest that maintaining the current diagnostic thresholds of three for alcohol dependence and one for abuse seems feasible. RESULTS Model fit statistics are presented in Table 3 for dependence and Table 4 for abuse. The initial introduction of categorical
conceptualizations of mental disorders to DSM-III and ICD-10 has meant better diagnostic agreement, ease of communication among clinicians and researchers, norms for research and teaching of an international system (Kendell and Jablensky, 2003). Methods: Dichotomous variables were created to allocate a representative sample of Australian adult drinkers (n = 4920) above and below each possible threshold for both disorders. There was no association between any diagnostic threshold and service use. These potential
relationships may also hold for alcohol dependence. The current diagnostic thresholds for alcohol dependence and abuse are adequate but require further validation using a variety of methods and external indicators. Although these benefits must be recognized, it is important not to discount the problems and inadequacies of a binary system.Ongoing oppositions to categorical representations of psychiatric disorders are motivated by the absence of natural boundaries within and between disorders, the fluid nature of disorders
over time as well as similar treatments being effective for theoretically distinct entities (Kendell, 1975; Tyrer, 1985; Widiger and Clark, 2000; Melzer et al., 2002). However, a recent paper shows that inclusion of a risky drinking criterion affects particular socio-demographic groups (Keyes et al., 2009). Open in new tabDownload slidePlots of each external validator for alcohol dependence. There are a number of potential relationships that may exist between these disorders and external indicators. Table 3Model fit statistics for
discontinuity analyses for alcohol dependence and seven external validators of diagnosis, controlling for a linear association and the presence of any other mental or physical health disorders in the Australian NSMHWB . Mental Health . Brief Disability . . Number of days . . . . . Summary Scale . Questionnaire . Kessler 10 . out of role . Service use . Suicidality . Early age of onset . Threshold . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank
. 1 13,122.07 6 13,204.83 6 12,781.73 6 28,751.37 3 13,822.48 4 1327.24 6 −12,469.57 6 2 13,115.27 4 13,203.23 5 12,772.50 4 28,809.21 6 13,824.32 6 1324.99 4 −12,473.62 3 3 13,089.18 1 13,186.67 1 12,742.16 1 28,785.48 4 13,819.92 2 1313.02 1 −12,474.10 2 4 13,118.66 5 13,200.41 4 12,773.61 5 28,791.54 5 13,817.90 1 1325.93 5 −12,471.28 5 5 13,101.53 3 13,191.87 3 12,747.24 2 28,686.35 1 13,823.88 5 1323.42 2 −12,472.31 4 6 13,100.95 2 13,187.15 2 12,754.19 3 28,688.8 2 13,821.88 3 1324.74 3 −12,484.42 1
Table 4Model fit statistics for discontinuity analyses for alcohol abuse and seven external validators of diagnosis, controlling for a linear association and the presence of any other mental or physical health disorders in the Australian NSMHWB . Mental Health . Brief Disability . . Number of days . . . . . Summary Scale . Questionnaire . Kessler 10 . out of role . Service use . Suicidality . Early age of onset . Threshold . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank . BIC . Rank
. 1 13,080.41 1 13,198.14 1 12,751.15 1 28,665.45 1 13,811.27 1 1328.53 2 −12,470.58 3 2 13,098.32 2 13,199.58 2 12,795.99 2 28,668.97 2 13,816.91 2 1323.97 1 −12,471.39 2 3 13,129.18 3 13,211.7 3 12,809.66 3 28,822.06 3 13,818.46 3 1336.02 3 −12,473.20 1 Minimal evidence was obtained for a diagnostic threshold for alcohol dependence. Public access to these diagnostic systems has also increased understanding and communication for non-clinicians including government agencies, healthcare workers and clients
themselves (Kendell and Jablensky, 2003). There have also been attempts to search for discontinuities in the distribution of alcohol dependence (Hasin et al., 2006b; Hasin and Beseler, 2009) and abuse (Morey et al., 1984; Schuckit et al., 2005) using external correlates such as early age of drinking onset, functional impairment, family history and treatment.The majority of the work outlined above concludes that there is no more than a linear relationship between the constructs examined. More recent studies have used this
technique to search for discontinuities within specific disorders including depression (Kendler and Gardner, 1998; Angst and Merikangas, 2001; Sakashita et al., 2007). Further validation of such measures would benefit future research. In order to assess impairment across a range of areas of functioning, the following measures were used: the mental component summary scale of the Short Form (SF)-12 Health Survey (MCS-12; Ware et al., 1996; Gill et al., 2007), the Brief Disability Questionnaire (BDQ; Von Korff et al., 1996),
the Kessler Psychological Distress Scale (K10; Kessler et al., 2002), number of days out of role, number of health professional consultations, the presence of suicidality and early age of drinking onset.The MCS-12 is a brief health measure that is useful in determining mental health status as well as predicting depression and anxiety in epidemiological surveys (Gill et al., 2007). Muthén and Asparouhov (2006) argue that hybrid models that allow for dimensional and categorical representations of psychiatric disorders
simultaneously are essential to understand the inherent nature of such constructs. Dichotomous variables were created to allocate respondents above and below each possible threshold. Consistent differences across such indicators suggest the existence of discrete groups in classification.There have been a number of attempts to identify discontinuities in the symptomatology of various psychiatric disorders in order to establish valid diagnostic thresholds. Consistent with the literature (Kessler et al., 1999; Sakashita et al.,
2007), a new summary measure was created by adding the number of days out of role to 0.4 times the number of days cut back. This measure included both the number of full days absent as well as the number of days an individual cut back on their role due to their state of health. The distinction made in the DSM-IV between alcohol dependence and abuse is a contentious issue in the literature. However, there is substantial evidence to suggest that examining the utility of diagnostic criteria in general population samples is
needed in order to develop rigorous classification systems (Cottler and Grant, 2006; Schuckit and Saunders, 2006; Ruscio, in press; Saunders and Cottler, 2007). The Bayesian information criterion (BIC; Schwarz, 1978; Raftery, 1995), also known as the Schwarz criterion, was calculated for each analysis. In line with previous research (Hasin and Paykin, 1998, 1999; Hoffmann and Hoffmann, 2003; Walters, 2008), this suggests that maintaining the current diagnostic threshold of three may be appropriate until further validation
of alternative diagnostic thresholds is completed.The large number of significant differences at various thresholds may be reflective of cut-offs that correspond to varying levels of severity, for example mild, moderate and severe dependence. This group also displayed more variability than those endorsing one or more criteria (see Fig. Individuals who did not meet these consumption criteria were screened out of the section. 3). However, a threshold of three demonstrated consistent discrimination across mental health, disability,
psychological distress, suicidality and early age of drinking onset. Early age of drinking onset was therefore dichotomized at 14 years or younger versus all others. Smaller BIC values are indicative of a better model fit, with differences of greater than 10 between two models indicative of significantly better fit. Individuals with one, five and six criteria had significantly more days out of role than others but there was no relationship between this indicator and a threshold of three. Significant group differences from the regression
analyses are indicated in bold. Physical disorders included asthma, bronchitis, anaemia, blood pressure, heart trouble, arthritis, kidney disease, diabetes, cancer, stomach or duodenal ulcer, liver or gallbladder trouble, and hernia or rupture. Linear relationships were confirmed for all indicators for both disorders. In answering the items relating to the above validators, respondents were permitted to attribute their answers to any health problem including alcohol use. Instead, an overall measure of a model fit was used to
compare the relative performance of each diagnostic threshold. A stepped approach to diagnosis reflecting differing severity levels may be useful.However, these findings may also indicate that alcohol dependence is not an appropriate diagnostic category. METHODS Sample and diagnostic interview The data were obtained from the 1997 Australian National Survey of Mental Health and Wellbeing (NSMHWB), a national household survey comprising version 2.1 of the Composite International Diagnostic Interview (CIDI; World
Health Organization, 1997). Although there is growing evidence to suggest that these disorders are best conceptualized along a single continuum, in order to assess the validity of existing DSM-IV diagnostic thresholds the two individual disorders were examined separately. This significantly reduces the number of individuals with a diagnosis of alcohol abuse, given the mutual exclusivity of these two disorders. Others have also attempted to search for a boundary between schizoaffective and major mood disorders (Peralta and
Cuesta, 2008). Similarly, Hasin and Beseler (2009) were unable to identify more than a linear association between alcohol dependence and two validating variables, family history and early age of drinking onset. It is a generic measure that does not target a specific age, disease or treatment group and is therefore a useful measure within this general population sample. Whilst there is some evidence to suggest that alcohol abuse as a diagnostic category does have a certain degree of prognostic utility (Grant et al., 2001a;
Schuckit et al., 2008), others argue that abuse has low validity and that the hierarchical, mutually exclusive relationship between abuse and dependence outlined in the DSM does not hold (Harford and Muthén, 2001; Hasin, 2003; Hasin et al., 2006a; Grant et al., 2007). It would also be beneficial to search for thresholds along a dimension of alcohol use disorders, which includes both symptoms of dependence and abuse and takes into account the differential weighting of each diagnostic criterion. This may be due to the large
amount of variability within this item (see Fig. References , , . Prevalence, comorbidity, disability and service utilisation: overview of the Australian National Mental Health Survey, , , vol. (pg. -), . Characteristics of nosologically informative data sets that address key diagnostic issues facing the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-V) and International Classification of Diseases, eleventh edition (ICD-11) substance use disorders workgroups, , , vol. (pg. -), , , et al. Validity of the mental
health component scale of the 12-item Short-Form Health Survey (MCS-12) as a measure of common mental disorders in the general population, , , vol. (pg. -), . Age at onset of alcohol use and its association with DSM-IV alcohol abuse and dependence: results from the National Longitudinal Alcohol Epidemiologic Survey, , , vol. (pg. -), , , et al. The 12-month prevalence of substance use and ICD-10 substance use disorders in Australian adults: findings from the National Survey of Mental Health and Well-Being, , , vol. (pg. -),
. The dimensionality of alcohol abuse and dependence: a multivariate analysis of DSM-IV symptom items in the National Longitudinal Survey of Youth, , , vol. (pg. -), . The co-occurrence of DSM-IV alcohol abuse in DSM-IV alcohol dependence: results of the National Epidemiologic Survey on Alcohol and Related Conditions on heterogeneity that differ by population subgroup, , , vol. (pg. -), , , et al. Substance use disorders: diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV) and International
Classification of Diseases, tenth edition (ICD-10), , , vol. (pg. -), , , et al. Withdrawal and tolerance: prognostic significance in DSM-IV alcohol dependence, , , vol. (pg. -), . A Rasch model analysis of DSM-IV alcohol abuse and dependence items in the National Epidemiological Survey on Alcohol and Related Conditions, , , vol. (pg. -), , , et al. Short screening scales to monitor population prevalences and trends in non-specific psychological distress, , , vol. (pg. -), , , et al. Influence of a drinking quantity and frequency measure
on the prevalence and demographic correlates of DSM-IV alcohol dependence, , , vol. (pg. -), . Socio-economic status and problem alcohol use: the positive relationship between income and the DSM-IV alcohol abuse diagnosis, , , vol. (pg. -), , , et al. An application of item response theory analysis to alcohol, cannabis and cocaine criteria in DSM-IV, , , vol. (pg. -), , . Is there a future for quantifying drinking in the diagnosis, treatment, and prevention of alcohol use disorders?, , , vol. (pg. -), , , et al. Item response theory
analysis of diagnostic criteria for alcohol and cannabis use disorders in adolescents: implications for DSM-V, , , vol. (pg. -), , , et al. Common mental disorder symptom counts in populations: are there distinct case groups above epidemiological cut-offs?, , , vol. (pg. -), . Genetic and environmental contributions to alcohol abuse and dependence in a population-based sample of male twins, , , vol. (pg. -), , . Toward an alcohol use disorder continuum using item response theory: results from the National Epidemiologic Survey on
Alcohol and Related Conditions, , , vol. (pg. -), . The development of the Diagnostic and Statistical Manual of Mental Disorders Version V substance use disorders section: establishing the research framework, , , vol. (pg. -), . The empirical basis of substance use disorders diagnosis: research recommendations for the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-V), , , vol. (pg. -), , , et al. Five-year clinical course associated with DSM-IV alcohol abuse or dependence in a large group of men and
women, , , vol. (pg. -). The latent structure of alcohol use disorders: a taxometric analysis of structured interview data obtained from male federal prison inmates, , , vol. (pg. -) ASSESSMENT AND DETECTION Results emphasize that the identification of diagnostic thresholds is not a simple task, with a number of ambiguous results obtained for both disorders. An early attempt at such work was carried out by Kendell and Brockington (1980) who proposed that if a genuine natural boundary exists between disorders, then it can
be detected by demonstrating a non-linear relationship between the symptoms of that disorder and a second independent variable such as outcome. The survey assessed the prevalence of a number of DSM-IV and ICD-10 psychiatric disorders including alcohol dependence and abuse (ICD-10 harmful use). Similarly, the CIDI does not assess all psychiatric and physical disorders, so the inclusion of more rigorous covariates was not possible. (a) Linear association with no discontinuity, (b) discontinuity at a threshold of one, (c)
discontinuity at a threshold of two, (d) discontinuity at a threshold of three. Six new variables were created for dependence corresponding to endorsing one or more through to six or more criteria. There is now evidence to suggest that abuse does not necessarily precede dependence (Hasin et al., 1997; Grant et al., 2001a; Schuckit et al., 2001, 2008; Hasin and Grant, 2004) and that a number of diagnostic criteria for dependence are less severe than those for abuse (Langenbucher et al., 2004; Saha et al., 2006).The distribution
of criterion endorsement also provides some information as to whether it is likely that these two disorders are conceptually distinct. Three equivalent variables were created for abuse.Linear, Poisson and logistic regression analyses were conducted, where appropriate, for each indicator at each threshold separately for abuse and dependence. It appears in this case that hazardous use is not likely to be confounding the results.Consistent with previous research (Cottler et al., 1995; Schuckit et al., 2005), the current findings
suggest that if alcohol abuse is to be retained as a diagnostic category in the DSM-V then a threshold of one would be most appropriate. However, it provides an interesting comparison as, unlike the MCS-12, it does not use weighted scale scores. The bold line indicates the largest difference between groups. Results: There was some albeit limited support for the current diagnostic threshold of three criteria for alcohol dependence and one criterion for abuse. However, model fit indices were larger for four out of five models for a
threshold of two or more criteria. The CIDI is widely utilized in large epidemiological studies and has been shown to have adequate test–retest and inter-rater reliability in assessing substance use (Hall et al., 1999). This debate has been given renewed relevance by the expected release of DSM-V and ICD-11 in 2012 and 2015, respectively. Natural boundaries may exist for a disorder that is continuous in nature.There is already a push towards conceptualizing alcohol use problems along a continuum (Kahler et al., 2004; Krueger
et al., 2004; Langenbucher et al., 2004; Kahler and Strong, 2006; Martin et al., 2006; Proudfoot et al., 2006; Saha et al., 2006). Examples of these relationships for alcohol abuse are depicted graphically in Fig. It is questionable whether this appropriately reflects dependence as the more serious alcohol use disorder, or whether this is an important diagnostic group.In this study, alcohol abuse showed significant group differences for a threshold of both one and two or more criteria across all indicators excluding service use and
early age of drinking onset. 1. Conclusions: It is essential to define diagnostic thresholds in a systematic way. However, further research using different measures and different indicators of alcohol use disorder diagnoses is warranted. The K10 has been widely used in epidemiological studies as a short measure of non-specific psychological distress based on items measuring symptoms of anxiety and depression (Kessler et al., 2002). Each individual analysis searched for group differences above and below the threshold being
assessed. Group differences above and below each potential cut-off on indicators including disability, functional impairment, psychological distress, mental health, service use, suicidality and early age of drinking onset were assessed.
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