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The primary function of diagnosis is to give a label to an
abnormality of structure or function to help determine
how it is best addressed. In the case of diagnosing
someone with ‘addiction/dependence’ it forms the basis
for considering some form of ‘treatment’ instead of
relying solely on punishment or persuasion to change his
or her behaviour. Arguably, such a diagnosis should be
given to anyone engaging in, or at significant risk of
returning to, harmful use of drugs or behaviours known
to have significant addictive potential. If so, do we need
the more complex and differentiated diagnostic criteria
embodied in DSM?

This issue of Addiction includes a number of papers on the
challenges and issues associated with the upcoming
changes to the Diagnostic and Statistical Manual of the
American Psychiatric Association (DSM-V). There are
many different elements to this discussion. O’Brien [1]
has provided an excellent centrepiece, while others have
contributed commentaries which explore the issue from
many different viewpoints. This editorial sets the scene
with a question that some may find controversial. It sug-
gests that if one were not ‘starting from here’, one might
perhaps adopt a simpler and more pragmatic approach
than is embodied in DSM to the question: how should we
decide whether an individual is currently suffering from
‘addiction’?

Medical diagnosis involves assigning a category label
to a putative condition which differentiates it from other
conditions and ascribes it certain features [2]. Its primary
function is to establish whether and what kind of medical
treatment or care may be appropriate. It also establishes a
prognosis so that people affected by a condition can make
whatever adjustments may be needed, and provides a
basis for studies to determine the extent and nature of
a problem, its causation, prevention and optimum
management.

It is helpful to keep these purposes in mind when devis-
ing a set of diagnostic criteria. In the case of addiction or
dependence (using the terms interchangeably here), we
have no definitive anatomical or physiological delineating
features and there is significant cultural and individual
variation with regard to the definition [3]. (Of course, this
is true of almost all psychiatric, and many other types, of
diagnoses.) Therefore, it is all the more important not to

lose sight of the main purpose and to recognize that there
are important choices to be made in the light of this.

Consider John, who injects heroin several times a day
and whose health is suffering because of neglect and
unhygienic injection practices. He does not have a job and
deals and steals in order to fund his life-style. John
expresses no interest in changing his behaviour and
makes it clear that he prefers this way of life to an alter-
native that, to him, looks bleaker. In his eyes he is making
an informed choice.

Consider now Robert, who has not smoked any form of
tobacco for 3 months. Most of the time he is fine but every
now and then he gets a strong urge to smoke. He also feels
that something is missing from his life and believes that
smoking is helpful in coping with stress.

Let us turn to Pete, a frequent gambler. He spends
about 40% of his disposable income on gaming
machines. His family has to go without holidays and
many of life’s comforts because of lack of money and he
has been known to raid his wife’s purse for money when
he is short. He is highly conflicted about his behaviour
and vacillates between determination to ‘cut down’ on his
gambling and unrestrained spending on this activity.

Finally, we have Tom. He drinks 40 units of alcohol
each week and usually starts around lunchtime. He feels
anxious when he does not drink, but otherwise he feels
reasonably well. He is not convinced that he is drinking
too much, but some people have started to comment that
his work is not up to scratch and he has frequent argu-
ments at home.

Thinking about the purposes of diagnosis, it would be
rational to classify all these individuals as addicted. They
could all potentially benefit from treatment and a diagno-
sis would be informative about their future behavioural
and health trajectory; yet, for different reasons, these
individuals could easily fall outside the current DSM
classification system [4].

What they have in common is that they engage in, or
have recently engaged in, behaviours which research has
found often leads to a pathological distortion of the moti-
vational system [5]. Further, there is evidence of signifi-
cant harm or potential harm. Requiring them to
recognize that they have a problem (or even feel con-
flicted) denies the reality that many addicts believe
that their behaviour is serving a function (such as the
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amelioration of trauma symptoms). Requiring them
to experience cravings or to have failed in attempts
to control their behaviour presumes that they have
abstained or felt sufficiently motivated to try to abstain.

Thus, perhaps all that is required for a diagnosis is the
mere fact that an individual is engaging in, or is at risk of
returning to, a particular behaviour pattern (injecting
heroin daily, having recently smoked, spending a lot of
money of gaming machines, drinking heavily) that is
known to have addictive potential. Whether or not the
addict admits it, there is a reasonable presumption that
significant harm will ensue if the behaviour pattern con-
tinues or resumes. Other information may be helpful
in determining what kind of help or support to offer or
provide, but it is not relevant to the main diagnosis.

As is evident from the discussions around DSM-V,
one cannot escape from consideration of severity when
forming a diagnosis [6]. The problem is, of course, that
there are potentially many dimensions of severity, includ-
ing the strength of the motivation to engage in the behav-
iour, the extent of overall distortion of the motivational
system (which may include impairment of capacity for
inhibition) and the degree of harm. Then there is the
question of where to set thresholds. When one adds to
this the fact that we lack accurate reliable measures of
many of these key dimensions, one is perhaps forced to a
more pragmatic view of the kind being proposed in this
editorial which relies on a judgement of significant
current or potential harm from engaging in a behaviour
with known addictive potential.

The issue of severity can, and probably should, be
addressed separately. The extent of distortion of the moti-
vational system can potentially be measured by strength
of urges or length of time that the individual can manage
comfortably without engaging in the behaviour, as in the
case of cigarettes [7]. Simple measures of frequency of
the activity or level of consumption may be appropriate in
the case of other addictions. However, this must be sepa-
rated from severity in the sense of the extent and type of
harm being caused, or potentially caused, by the behav-
iour. Assessing this is complex and depends on a large
number of contextual factors, including whether the
activity is illegal [8].

One needs to go beyond diagnosis when it comes to
determining how best to help addicted individuals—
whether they need medical support, advice and help
regarding housing, in-patient treatment, one or another
form of counselling, etc. This is not solely about a diag-
nosis of dependence but about obtaining a comprehen-
sive clinical picture.

Finally, when it comes to the research agenda, it is
hard to escape the view that questions such as ‘how
many people in the world are addicted to tobacco,
alcohol, gambling and heroin?’ can only be answered

with regard to arbitrary definitions and that different defi-
nitions can lead to wildly varying estimates. Instead of
pretending that we can answer such questions in abso-
lute terms, it would be more helpful to use more objective
metrics: how many daily smokers are there; how many
people drink above recommended alcohol limits; how
many injecting heroin users are there; how many people
gamble more than x% of their disposable income?

To summarize, when one considers the purposes of
diagnosis, the criteria for diagnosing addiction or depen-
dence can perhaps be simplified to the questions: is the
individual engaging in, or is s/he at risk of returning to,
a behaviour that is known to have addictive potential
and is this leading to harm or likely to lead to harm? If
so, this potentially puts them in the frame for treatment.
After this, judgements have to be made by considering
severity, the precise nature of the problem being experi-
ences and what treatment options are needed.

Of course, the question posed in this editorial takes no
account of the social, political and scientific context. We
are not starting with a blank slate, and when it comes to
revising diagnostic criteria there are considerations of
continuity with the past and a need for addiction science
to possess a credible technology. The other papers in this
issue of Addiction recognize these and other important
considerations. In so doing they will help to refine the
process of diagnosis of addiction in a way that makes
it more useful. This editorial merely offers a small piece of
‘grit in the oyster’.
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