GENERAL COMMENTARY

PSYCHIATRY

published: 16 October 2014
doi: 10.3389/fpsyt.2014.00144

Corrigendum: How many people have alcohol use
disorders? Using the harmful dysfunction analysis to
rectify prevalence rates in two community surveys
Jerome C. Wakefield 1 * and Mark F. Schmitz 2
1

Silver School of Social Work and Department of Psychiatry, School of Medicine, New York University, New York, NY, USA
School of Social Work,Temple University, Philadelphia, PA, USA
*Correspondence: jw111@nyu.edu
2

Edited by:
Hanna Pickard, University of Oxford, UK
Reviewed by:
Steve Sussman, University of Southern California, USA
Keywords: alcohol use disorder, alcohol dependence, addiction, validity of diagnosis, harmful dysfunction, diagnostic criteria, psychiatric epidemiology,
National Comorbidity Survey
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How many people have alcohol use disorders? Using the harmful dysfunction
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in two community surveys
by Wakefield JC and Schmitz MF. Front Psychiatry (2014) 5:10. doi:10.3389/ fpsyt.2014.
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In this corrigendum, we identify and correct some misleading results concerning 1year alcohol use disorder (AUD) reported
in our earlier publication (1). The problems stem from coding anomalies in the
epidemiological survey from which we
drew data for our secondary analyses. Misinterpretations based on the misleading
results are also corrected.

THE PROBLEM
In our recent paper (1), guided by the
harmful dysfunction (HD) analysis of
mental disorder (2) and the impairedcontrol conception of AUD (3), we calculated new HD-type prevalence estimates for lifetime and 1-year AUD using
data from two community surveys, the
Epidemiological Catchment Area Survey
(ECA) (4) and the National Comorbidity Study (NCS) (5). We compared rates
across studies, and within the NCS, we
compared rates yielded by different AUD
definitions. These included two definitions we constructed for HD AUD and
DSM-5 AUD, as well as standard NCSdefined variables for DSM-IV AUD (abuse
or dependence) and DSM-IV dependence.
We also assessed validity, unmet need,
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and remission based on these competing
definitions.
A provocative finding in the NCS analysis was that the HD remission rate (defined
as the percentage of those having lifetime
AUD that do not also have 1-year AUD) was
lower than remission rates derived using
standard criteria. The finding of lower
remission for HD-defined disorder potentially conflicted with the recent claim that
AUD is not as persistent as traditionally
thought (6, 7). This claimed lack of persistence has been the basis for questioning
the nature of AUD and even whether it is a
disorder at all.
In unpublished work, we attempted to
replicate the NCS remission findings using
another dataset, the National Epidemiologic Survey of Alcohol and Related Conditions (NESARC) (8). However, the lower
HD remission rate was not replicated. HD
remission was high and similar to remission rates using standard NESARC criteria.

SOURCE OF THE PROBLEM
To identify the source of the cross-study
discrepancy in HD AUD remission, we
performed an item-level AUD-symptom
persistence analysis for both the NESARC
and NCS datasets, defining a symptom’s
persistence as the percentage of individuals with the lifetime symptom that also
had 1-year instances of the same symptom. For most symptoms, persistence was
roughly 25–50%. Surprisingly, six NCS
symptoms had 99 or 100% persistence
rates, which made no sense (a seventh
symptom implausibly persisted 0% of
the time). Further exploration led us to

identify problems in the original NCS coding of the six high-persistence symptoms.
These symptom questions had been coded
using exactly, or very nearly exactly, the
same computer syntax for lifetime and
1-year symptoms, thus not allowing for
validly distinguishing lifetime from 1-year
symptoms. For those six symptoms, satisfying lifetime criteria virtually guaranteed
also satisfying 1-year criteria even when the
symptom had not in fact been experienced
during the past year. The resulting inflation
of 1-year rates due to the coding anomalies
necessarily reduced remission rates. The
six anomalously coded symptoms were
disproportionately involved in HD criteria,
yielding misleadingly low HD remission
compared to standard criteria.

IMPLICATIONS OF ANOMALOUS NCS
1-YEAR CRITERIA
Despite the anomalous 1-year NCS symptom measures, most of our earlier findings (1) remain valid because they concerned lifetime conditions, or report on
standard NCS measures that we did not
reconstruct, or they are otherwise independent of this particular issue. However,
the anomalous coding did have potential consequences for 1-year AUD findings involving some claims about our
own reconstructed criteria. Coding anomalies affected the prevalence of our constructed variables of 1-year HD AUD and
1-year DSM-5 AUD, as well as 1-year
validity comparisons, unmet need estimates, and remission findings. We emphasize that the bulk of results reported in
our original paper, including all lifetime

October 2014 | Volume 5 | Article 144 | 1

Wakefield and Schmitz

Alcohol disorders as harmful dysfunctions

Table 1 | One-year prevalence, 1-year unmet need, and means and percentages (95% confidence intervals) of five validators of 1-year alcohol use
disorder (AUD), compared for five definitions of AUD: National Comorbidity Study (NCS) standard, NCS narrow, NCS dependence, HD, and
DSM-5 AUD.
NCS standard

NCS narrow

NCS

Modified

Modified

AUD

dependence

HD AUD

DSM-5 AUD

AUD

Prevalence (% US population)

Unmet need (% US population)

Mean duration, years

% See mental health professional
about substance use, ever
% Attended AA or NA meetings,
ever

1-year

1-year

1-year

(n = 597)

(n = 213)

(n = 579)

9.9

7.0

7.4

2.7

7.3

(8.9, 11.0)

(6.1, 7.9)

(6.5, 8.4)

(2.1, 3.3)

(6.5, 8.0)

7.4

5.1

5.1

1.3

5.2

(6.5, 8.4)

(4.4, 5.8)

(4.3, 5.9)

(0.9, 1.7)

(4.4, 5.9)

[n = 577]

[n = 381]

[n = 399]

[n = 101]

[n = 396]

10.4a

10.5b

10.5c

12.9a,b,c,d

10.1d

(9.3, 11.4)

(9.3, 11.7)

(9.3, 11.7)

(11.2, 14.6)

(8.9, 11.4)

11.9

11.6

14.7a

24.1a

13.4

(9.1, 14.8)

(8.7, 14.4)

(11.2 18.1)

(18.1, 30.0)

(10.2, 16.7)

20.5

23.3

25.7

47.9

24.4

(18.0, 28.6)

(19.8, 31.7)

(39.1, 56.8)

(18.4, 30.3)

7.8

8.5

9.7a

19.5a,b

9.4b

(5.3, 10.4)

(5.1, 12.0)

(6.6, 12.8)

(12.2, 26.8)

(5.9, 13.0)

50.1a

49.9b

53.9

61.2a,b,c

53.4c

(44.4, 55.8)

(43.2, 56.6)

(48.0, 59.8)

(51.1, 71.3)

(46.4, 60.4)

clinic, ever
% Have any NCS mood or anxiety

a,b,c,d

1-year
(n = 539)

(16.1, 24.9)

% Went to drug or alcohol outpatient

disorder, lifetime

1-year
(n = 793)

Significant differences, using Wald F-test.

Ages 18–54, N = 7,599, NCS data. Weighted and corrected for sampling design. Using modified 1-year alcohol symptom criteria for HD and DSM-5 analyses.

AUD prevalence, validator, and unmet
need analyses, remains valid.

REANALYSIS STRATEGY
We performed reanalyses testing whether
our basic conclusions and results were
maintained when coding problems were
corrected. We modified only our constructed HD and DSM-5 AUD criteria.
As in our original article, we did not
attempt to reconstruct standard NCS variables, including the NCS standard 1-year
AUD that includes abuse and dependence
with at least one symptom in the last
year, NCS narrow 1-year AUD that requires
all symptoms occur in the past year, and
NCS dependence [see Ref. (1) for fuller
descriptions of criteria]. We continue to
use these standard NCS variables as comparison baselines in evaluating HD criteria.
However, the coding problems we uncovered do suggest that standard NCS 1-year
estimates are ultimately problematic.
We first recoded all NCS 1-year alcohol symptoms used in the HD and DSM-5
analyses, simplifying the coding structure
so that they directly assessed the issue of

whether the specific symptom occurred
during the past year. For five of the seven
problematic symptoms, this resolved the
problem; testing revealed plausible persistence levels in the same range as other
symptoms. To be consistent, we applied the
same simplified structure to all items used
in the criteria. We found that this alteration did not affect the persistence of the
non-problematic symptoms.
However, for two problematic symptoms, the NCS questionnaire did not ask
about the last occurrence, which was the
basis for our past-year assessment. The
items were: “Did you continue to use alcohol after you had accidentally injured yourself while under the influence of alcohol?”
and “Did you use alcohol to make these
withdrawal symptoms go away or to keep
from having them?” Thus, there was no
way to reconstruct the criteria to distinguish 1-year from lifetime occurrence of
these symptoms. Both of these symptoms
were components of our HD AUD criteria, in which the “injury” symptom is a
harm and the “prevent withdrawal” symptom is a dysfunction. Thus, an individual
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having these two lifetime symptoms and no
1-year symptoms would be mistakenly classified as having 1-year HD disorder. The
same problem afflicted our DSM-5 criteria, which also required two symptoms for
AUD diagnosis. The “injury” item satisfied
DSM-5’s “continued use” criterion and the
“prevent withdrawal” item satisfied DSM5’s “withdrawal” criterion, thus allowing
1-year DSM-5 AUD to be diagnosed on the
basis of the two lifetime symptoms alone.
So, second, we adjusted the HD and
DSM-5 1-year criteria so as to remain as
close as possible to the original HD and
DSM-5 AUD categories while ensuring that
1-year disorder always involved at least one
valid 1-year symptom. For HD, we adjusted
the 1-year criteria to allow the lifetime
“injury”symptom to qualify as 1-year harm
only if there was also a 1-year dysfunction
other than “prevent withdrawal,” and similarly we allowed “prevent withdrawal” to
be a qualifying 1-year dysfunction only if
there was a 1-year harm other than“injury.”
We similarly adjusted DSM-5 criteria so
that an individual could not be diagnosed
with 1-year disorder on the basis of the two
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lifetime symptoms alone, but must have
at least one explicitly 1-year symptom for
1-year diagnosis. We used these modified
HD and DSM-5 criteria in the reanalyses
reported below.

RESULTS OF REANALYSES
Demographic characteristics of the two
modified groups did not change from
previously published values (1). Revised
prevalence, validator, and unmet need
estimates using the modified HD and
DSM-5 1-year AUD criteria are shown in
Table 1, including comparisons to results
using NCS standard criteria reported in the
original paper.
As expected, the HD and DSM-5 1year prevalence estimates using the modified criteria are considerably lower than the
earlier values (1). HD prevalence remains
significantly and substantially below other
estimates, decreasing from 4.3% to the
modified rate of 2.7%. DSM-5 decreased
from 9.8% to the modified rate of 7.3%.
Despite the changed prevalences, validator levels and results of validator comparisons remained roughly the same. When
we calculated the modified categories’ validator levels, in no case was the modified 1-year HD or DSM-5 validator level
significantly different from the previously
published level. The results of the comparison of validator levels across AUD definitions also remained essentially the same
as previously published. Across all five
of our validators (duration, three service
use indicators, and comorbidity), 1-year
HD AUD continued to show significantly
greater pathology levels than 1-year standard NCS AUD, standard NCS narrowlydefined AUD, standard NCS dependence,
and modified DSM-5 AUD, with one exception; 1-year HD AUD is no longer significantly higher than 1-year NCS dependence
in comorbid mood or anxiety disorders.
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With lower prevalence and high service use
rates, HD 1-year unmet need decreased
from the already low 1.8% to the modified rate of 1.3% of the adult population.
DSM-5 1-year unmet need decreased from
6.3 to 5.2%.

MODIFIED REMISSION RESULTS
The original remission analysis (1) indicated a lower remission rate for HD AUD
(37%) than for standard NCS (60%) or
DSM-5 (50%) AUD. This, we observed,
appeared to suggest that tighter criteria
may yield lower remission. However, these
results and implications are disconfirmed
by the modified analysis reported here. The
modified HD remission rate (60%) is about
the same as the standard NCS rate (60%)
and the modified DSM-5 rate (58%). Contrary to earlier claims, more conceptually
valid HD criteria with higher validator
levels do not yield lower remission. The
broader implications of these corrected
results must await future discussion.
CONCLUSION
Problems identified in NCS coding of 1year symptoms were corrected in modified analyses. The modified results support
all of the conclusions and interpretations
regarding prevalence comparisons, validator levels, and unmet need reported in
our original analysis (1), with one important exception. HD AUD does not have
lower remission rates than standardly measured AUD.
REFERENCES
1. Wakefield JC, Schmitz MF. How many people have
alcohol use disorders? Using the harmful dysfunction analysis to reconcile prevalence estimates in two
community surveys. Front Psychiatry (2014) 5:10.
doi:10.3389/fpsyt.2014.00010
2. Wakefield JC. The concept of mental disorder: on
the boundary between biological facts and social
values. Am Psychol (1992) 47:373–88. doi:10.1037/
0003-066X.47.3.373

3. Edwards G. The alcohol dependence syndrome:
a concept as stimulus to enquiry. Br J Addict
(1986) 81:171–83. doi:10.1111/j.1360-0443.1986.
tb00313.x
4. Robins LN, Regier DA. Psychiatric Disorders in
America. New York: Free Press (1991).
5. Kessler RC, McGonagle KA, Zhao S, Nelson CB,
Eshelman S, Wittchen HU, et al. Lifetime and 12month prevalence of DSM-III-R psychiatric disorders in the United States: results from the
national comorbidity survey. Arch Gen Psychiatry (1994) 51:8–19. doi:10.1001/archpsyc.1994.
03950010008002
6. Heyman GM. Addiction and choice: theory and
new data. Front Psychiatry (2013) 4:31. doi:10.3389/
fpsyt.2013.00031
7. Heyman GM. Quitting drugs: quantitative and
qualitative features. Annu Rev Clin Psychol (2013)
9:29–59.
doi:10.1146/annurev-clinpsy-032511143041
8. Grant BF, Goldstein RB, Chou SP, Huang B, Stinson FS, Dawson DA, et al. Sociodemographic and
psychopathologic predictors of first incidence of
DSM-IV substance use, mood and anxiety disorders: results from the wave 2 national epidemiologic survey on alcohol and related conditions.
Mol Psychiatry (2009) 14:1051–66. doi:10.1038/mp.
2008.41

Conflict of Interest Statement: The authors declare
that the research was conducted in the absence of any
commercial or financial relationships that could be
construed as a potential conflict of interest.
Received: 05 July 2014; accepted: 26 September 2014;
published online: 16 October 2014.
Citation: Wakefield JC and Schmitz MF (2014) Corrigendum: How many people have alcohol use disorders?
Using the harmful dysfunction analysis to rectify prevalence rates in two community surveys. Front. Psychiatry
5:144. doi: 10.3389/fpsyt.2014.00144
This article was submitted to Addictive Disorders and
Behavioral Dyscontrol, a section of the journal Frontiers
in Psychiatry.
Copyright © 2014 Wakefield and Schmitz. This is an
open-access article distributed under the terms of the
Creative Commons Attribution License (CC BY). The
use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are
credited and that the original publication in this journal
is cited, in accordance with accepted academic practice.
No use, distribution or reproduction is permitted which
does not comply with these terms.

October 2014 | Volume 5 | Article 144 | 3

