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ABSTRACT

Aims. To evaluate the homogeneity of the elements oStlifestance Dependence Syndrome
(SDS) as applied to benzodiazepines (BZDs) by Rasmtelling.

M easur ements. The Rasch scaling model was applied to data oddady administering the
SCAN (Schedules for Clinical Assessments in Newopisitry) substance dependence
sections. Subsequently, Rasch-homogeneous s&Sbf-11I-R and ICD-10 BZD

dependence criteria were assessed for subjectandliscriminability. To support their
construct validity a theoretical rationale was fatated based on the Rasch scale values.
Participants. A heterogeneous sample of 599 outpatient BZD users.

Findings. Only particular subsets of the DSM-III-R and ICD-BZD dependence criteria

met the requirements for Rasch-homogeneity, whiglears to be due to medical aspects of
BZD use. The subject and item discriminability leswere sufficiently good.

Conclusions. The DSM-III-R and ICD-10 BZD dependence construsts/ need to be
redefined. The use of a BZD dependence severityehfmbsed on a Rasch-homogeneous
scale appears to have greater clinical value thdiohetomous diagnostic model based on an
arbitrary cut-off point. We recommend Rasch modgllio investigate the homogeneity of the

elements of the SDS across other psychoactive audest.
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INTRODUCTION

Since 1981 the WHO has been propagating-8ighstance Dependence Syndreme
(SDS)' a psycho-physiological-social dependence modetgdized across all psychoactive
substances, which was originally put forward in@88 the>Alcohol Dependence Syndrome
by Edwards and GrodsThe SDS has become the prime source of the sudsst@pendence
criteria of the International Classification of Bases, 10th edition (ICD-T0nd the third
revised and fourth editions of the Diagnostic atatiStical Manual of Mental Disorders
(DSM-III-R and DSM-IV) 28 It has been postulated that the elements of tHg &B
homogeneous? which means that they should all reflect the sanmerlying dependence
construct.

The homogeneity of the elements of the SDS has ioeestigated across a number of
psychoactive substances. So far this has beenrdaimty by factor-analytical methods to
demonstrate unidimensionality. Most studies haveentrated on alcohol or opiat&%® and
one on cocain&’. The remaining psychoactive substances have oely Seidied
collectively®%?In the majority of these studies the demonstratiom single dependence
factor supported the unidimensional view, but ireéhof them more factors were
encountered’1%18

The studies in which sedatives, i.e. benzodiazepiBDs) and other sedatives, were
included are all shown in Table 1. The SDS has miegen applied to BZDs specifically, even
though benzodiazepine (BZD) dependence has recaigedat deal of attention in the medical
literature?*?* As far as sedatives in general are concerned)usions about the
unidimensionality of the SDS elements have not heemimous. Kosten et #lfound that the

DSM-III-R dependence criteria formed three faciostead of one. Confirmatory factor
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analysis on seven DSM-1V dependence criteria arelAiddiction Severity Index (ASI)
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Table 1. Studies on the homogeneity of the elements of the Substance Dependence Syndrome
acr oss psychoactive substances, including sedatives

Study Population

Substance(s)

Factor analytical method(s)

Conclusions

Kosten et al., 198'}8

41 inpatients from community
mental health centre, 42
outpatientdrom ambulatory

Alcohol, opiates,
cocaine,stimulants,
hallucinogens, cannabis,

substance-abuse treatment unit sedatives

Hasin et al., 198§9

Morgenstern et al., 199%

treatment unit

Feingold & Rounsaville, 1995 521 subjects; 99 inpatienfiom
22

295 in- and outpatients from 7
alcohol and drugs treatment

centres; 74% inpatients, 28%
patients from veterans alcohol

random sample of 308 inpatients Opiates, cocaine, stimulants,
from alcohol rehabilitation unit

hallucinogens, cannabis,
barbiturates, tranquillizers

Alcohol, opiates,
cocaine,stimulants,
hallucinogens, cannabis,
sedatives

Alcohol, opiates, cocaine,

substance abuse treatment unit, stimulants, marijuana,
103 outpatients opiate/ cocaine sedatives

abuse clinic, 10dutpatients opi-

ate/ alcohol abuse clinic, 109

general psychiatric outpatients,

103 normal subjects

Guttman scaling and factor analysis of Dependence syndrome items (DSM-III-R)

DIS items

Principal component factor analysis of
DIS items

a) LISCOMP (factor analysis with
comprehensive measurement modél)
goodness of fit coefficients

b) Principal component factor analysis
of CIDI-SAM items

PRELIS and LISREL (SPSS)
confirmatory factor analysis with-
goodness of fit coefficients of CIDI
items adapted to DSM-IV

formed 1 factor for alcohol, opiates and
cocaine; 2 for stimulants and 3 for cannabis
and sedatives

Selection of dependence syndrome items
(DSM-III-R) and related disabilities loaded
on 1 factor

Dependence syndrome items (DSM-IV) form
strong single factofor all substances except
hallucinogens

Dependence items (DSM-1V) unidimensional
and factorially distinct from measures of the
consequences for all drug groups as shown by
fairly good_%-goodness of fit coefficients
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composite scores by Feingold and Rouns&ilfelded a two-factor solution, reflecting
>dependenceand>abuse consequencedbut failed to show goodness-of-fit (Chi squdres
0.05). However, in the study on the DSM-IV deperugecriteria by Morgenstern et 4t.the fit
of the one-factor model was not rejected. Considgttiese conflicting results with respect to
sedatives in general and the lack of any specd#ta with respect to BZDs, further studies on
the SDS elements are required.

Unidimensionality is a basic requirement of scalinodels?®?’ It implies that the
dependence criteria should be scalable on a camtiraf BZD dependence severity.
Additionally, in the DSM-III-R and ICD-10 dependenconstructs, each dependence
criterion is assigned the same weight, becausesamyscore of three or more positive criteria
yields the diagnosis of BZD dependence. This wilydold true if the criteria have equal
discriminative power. This equi-discriminabilityq@rement is not taken into account by
factor-analysis, but is specified in the Raschisgahodel. Kosten et &f.investigated the
equi-discriminability of the DSM-III-R dependenceteria by means of a Guttman scale, but
this is a deterministic scaling model, which implrejection by a single violation. The use of
the Rasch model is more appropriate, becauseaipisbabilistic variant of the Guttman scale
and will therefore tolerate some violations of thedel due to chance. Rasch modelling is
also suitable for the dichotomous DSM-I1I-R and KID data and test statistics are available
to test the goodness- of-fit*° Furthermore, Rasch analysis yields estimateseotiale
values of the dependence criteria, which might lelptheoretical understanding of
substance dependence, as will be explained beltweiiMethod section.

Rasch modelling has been applied to the studyaiflem drinking® but has not yet been
used to test the homogeneity of the elements oBI8. The present study concentrated on

the BZD Dependence Syndrome, as there are obviffasetices between BZDs and other
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psychotropic substances due to the medical conterbst BZD use. Unlike most other
psychoactive substances, BZDs are prescribed yefgalmedical complaints. The
maintenance of BZD use depends on the self-coatrible patient, the clinical judgement of
the prescribing physician and the interaction betwgatient and physician. Long-term BZD
use may conceal some signs of dependence and waetually patients experience
symptoms after an attempt to discontinue their RiZP it is often unclear whether these are
due to withdrawal, re-emergence of the originagdise symptoms or bothi** Considering
these special aspects of BZDs as compared to psiyehoactive substances, it remains to be
seen whether the general SDS is still valid. Torowp our conceptual understanding of BZD
dependence and to evaluate the present DSM-IIIeR@DB-10 classification systems the
Rasch model was used to assess the homogendity sfibstance dependence criteria with

respect to BZDs.

METHOD

Settings and subjects

This study was conducted on patients from nine igémpeactices, seven psychiatric
outpatient departments, two self-help groups corezkwith addictive medication use and
six community-based outpatient addiction centrd8XCs). Contrary to the patient samples
in former studies on the homogeneity of the sultgtatependence criteri&*?>#vhich
mainly consisted of outpatients and inpatients feuistance abuse treatment settings (see
Table 1), the present sample was more heterogenasut comprised more customary BZD

users from general practices and psychiatric ogipladiepartments who rarely receive any
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additional treatment for substance abuse or depeerde

To participate in the investigation the subjectd ttameet the following inclusion criteria:
1) actual BZD use; 2) average frequency of BZDafsa least once a week; 3) age between
17 and 70 years; 4) ability to speak and read Duthk patients who visited the general
practices, psychiatric outpatient departments;tsaid meetings or outpatient addiction
centres during the period of investigation, or$b#-help patients who had individual contact
with a self-help team member, were screened acuptdithese inclusion criteria. Eligible
patients were invited to participate by a represtrd from the treatment or self-help team.
The majority of eligible subjects agreed to takd.daformed consent was obtained from
65% (217 out of 336) of the general practice (GRjgmts, 68% (250 out of 367) of the
psychiatric outpatients, 70% (33 out of the 47dhef self-help patients and 76% (99 out of
131) of the outpatients from CBACSs. The latter tesge rate was probably somewhat higher
due to a modest financial reward, which was recebsethe patients in this group if they
completed the entire investigation. A small numiiemethadone users in this group did not
comply with the above-mentioned selection procedunct therefore could not be included in

our database. The total sample of participantsistausof 599 subjects.

Study design

The present study formed part of a larger projeatdpconducted by the University of
Nijmegen Research Group on Addictive BehavioursiRAB) in The Netherlands on the
detection and diagnosis of BZD dependence. Theystadulation participated in two
interviews, described in full in an earlier repdrin which sociodemographic data were
gathered and several questionnaires were admieistercluding the SCAN (Schedules for

Clinical Assessments in Neuropsychiatf¥).
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The SCAN, in which both the DSM-III-R and ICD-1dteria are operationalized in a
semi-structured format, were developed in\t¢O/NIH (US National Institutes of Health)
Joint Project on Diagnosis and Classification of Mental Disorders and Alcohol- and Drug-
related Problems.®"*®We administered the sectioralcohol= and>Use of psychoactive
substances other than alcohélom the SCAN in the official Dutch translatidhhile
reserving the categomsedatives for BZDs only. The DSM-III-R and ICD-10 past year
(PY) and lifetime (LT) diagnoses of BZD dependenesze computed using the algorithms
which are also being used in tWHO/NIH Reliability and Validity Study on Alcohol and
Drugs, an international multi-centre trial which is aemtly under way in the Amsterdam

Institute for Addiction Research (AIAR) and othentres.

Item Scalability
In this study we investigated the Rasch-homogerditwo BZD dependence scales,
which are the sum scores of the dichotomous regsasthe DSM-11I-R and the ICD-10
criteria. By using these sum scores, assumptiansmade which are specified in the Rasch
model. To justify the use of the sum scores thesaraptions must be tested, which implies
that the Rasch model should hold true. Accordingisahet® the Rasch model can be derived
from the following assumptions:
(1) Unidimensionality. All items are functionally dependent upon only amelerlying
continuum,u.
(2) Monotonicity. All item characteristic functions are strictly naanic in the latent traity.
The item characteristic function describes the abdliy of a predefined response as a
function of the latent traiu.

(3) Local stochastic independence. Every person has a certain probability of giving a
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predefined response to each item and this probalslindependent of the answers given
to the preceding items.
(4) Sufficiency of a simple sum statistic. The number of predefined responses is a sufficient
statistic for the latent parameter,
(5) Dichotomy of the items. For each item there are only two different respsnfor example,
positive and negative.
The Rasch model requires that an additive structnderlies the observed data. This additive
structure applies to the logit of pwhere p is the probability that subject i will give a
predefined response to item j, being the sum olgest scale value tand an item scale
value y, i.e.: In(g/1- pj) =u +v.
While the item responses depend on the probakiiiie@ random way, the response
probabilities depend in a deterministic way ongbbject and item scale values. This additive
structure implies that both subjects and itemshmaarrayed on a unidimensional scale and
that the items have equal discriminative powerstlaas developed two statistical tests for
the dichotomous Rasch model, which are known aari@llR2. The statistic R1 is especially
sensitive to the property of equi-discriminabilgd R2 to unidimensionality and local
stochastic independence. If R1 is not signific&w (0.01) the null hypothesis that all the
items have equal discriminative power cannot bectefd and equi-discriminability can be
assumed. Similarly, unidimensionality and locakk@stic independence hold true when R2
is not significant P > 0.01). Rasch-homogeneity is demonstrated if Btatistics hold true,
meaning that the sum score across items is a ufistatistic for the subject scale and that
the sum score across subjects is a sufficiensstator the underlying item scale. To compute
R1 and R2 for our DSM-III-R and ICD-10 data we usiael Rasch Scaling Program

(RSP)#041
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Scale Discriminability

Even if the DSM-III-R and ICD-10 benzodiazepine eegence scales are Rasch
homogeneous, their clinical utility depends onrtldgcriminative power in appropriate
patient samples. This scale discriminability carsbledivided into subject and item
discriminability. The subjects as well as the iteshsuld systematically differ, i.e. the
variation between subjects and between items shmildrger than the variation due to
random error. The subject discriminability of thenkhodiazepine dependence scales was
tested by means of the Kuder-Richardson-20 coefftadf internal consistency (KR-20). The
size of KR-20 reflects the reliability of the scabecause the error variance of the estimator
decreases if KR-20 increases. The item discrimiitgvas tested by Cochras Q test for
repeated measur&sA significant test result implies that each iteam e considered to

occupy a distinct point on the scale.

Construct Validity

In addition to the above-requirements, the conswtiBZD dependence has to be
specified. This requires a theoretical rationalewlthe underlying biopsychosocial process
of dependence, which determines the actual respamisieh are given by the subject. So far,
such a rationale is not available, as the SDS &an Herived empirically from clinical
experiencérather than from a basic theory of substance digrere. However, the scale
values of a set of Rasch homogeneous dependetegacprovide the clue for a theoretical
rationale. As these scale values will reflect défe levels of dependence severity, there is
only one specific order of the dependence criteh&h will reflect an increasing dependence

severity. Therefore, a rationale for BZD dependesttauld explain that specific order of the
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dependence criteria on the Rasch scale in coritrasty other order, to promote a more
profound theoretical understanding of the undedydependence concept. This study
attempted to describe such a rationale for the DIHR-and ICD-10 BZD dependence

constructs.

RESULTS

Group characteristics

The data in Table 2 show the different characiessif the subgroups in the sample. One
of the most striking features was the differencsveen the female:male ratios. In general
there was a clear overrepresentation of womenyv&hehigh female:male ratio in the self-
help sample (85:15) was partly caused by the Fattdne of the self-help groups was
restricted to women only. The men outnumbered the@n only in the outpatients from the
CBACs. Contrary to the women, the men appearee@ tmdre inclined towards BZD use in a
context of general illicit polydrug use. Anothenmarkable feature of the CBAC patients was
their high-dose BZD use, reflected by the MDD/DDingan daily BZD dose/defined daily
BZD dose). The highest figures for the duration of BZD ube, number of positive DSM-
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Table 2. Sociodemographic variables, aspects of BZD use and past year diagnostic data on BZD dependence

Subject variables and ~ GP patients Psychiatric Self-Help Patients  Outpatients from Total Sample
past-year diagnostic (n=217) Outpatients (n=33) CBACs” (n=99") (n=599")
data (n=250)
Sex (%)
male 27 42 15 70 40
female 73 58 85 30 60
Mean age (yrs)J sd 510012 470 11 440711 380 10 47012
MDD/DDD’ v 1.1 1.3 2.5 1.2
Quartiles 2-5-10 5-.9-15 5-1.0-20 .8-15-3.0 4-8-15
Mean duration of
BZD use (months) 86 51 103 69 70
Quatrtiles 12 - 48 -120 6-18-60 20 - 90 -152 12 -36-120 9 -30-102
Mean number of
positive criteria in
the past year sd
DSM-III-R 1.801.8 2.602.0 49027 3.702.6 2.602.2
ICD-10 22015 2901.6 44015 3.401.7 2.801.6
Past-year diagnosis
of BZD dependence
DSM-1II-R (%) 30 49 82 59 46
ICD-10 (%) 41 61 88 71 57

Note to Table 2:

"GP: General PracticéCBACs: Community-Based Addiction Centres; n*: = with respect to the diagnostic data due to 1 dnaip-
YMDD/DDD: mean daily BZD dose/defined daily BZD dosklean duration of BZD use: based on the longest Bzl
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R and ICD-10 BZD dependence criteria and the paat-prevalence of BZD dependence
were observed in the self-help sample, which wadeenly due to self-selection with regard
to BZD dependence. However, in all the groups teg-gear prevalence of BZD dependence

was very high; the ICD-10 consistently yielded swinat higher values than the DSM-I11I-R.

Scalability of the dependence criteria

The Rasch analyses of the DSM-III-R and the ICCed@ria by RSP yielded R1 and R2
values which were all significant (see Table 3)erEfore, the original DSM-III-R and ICD-
10 scales for BZD dependence were not Rasch-horeogenSubsequently, we looked for
subsets of DSM-III-R and ICD-10 criteria, contagias many criteria as possible, which
would satisfy the requirements of the Rasch mod®t. results of the Rasch analyses of the
original sets of criteria indicated which critehad to be removed in order to achieve Rasch-
homogeneity. The Rasch analyses of the resultibgets of DSM-III-R and ICD-10 criteria
yielded non-significant R1 and R2 statistics, asloa seen in Table 3, which implied that
they were Rasch-homogeneous.

The SCAN items>-BZD withdrawal problenms and>BZD use to relieve withdrawal
problems:, as separate criteria (DSM-11I-R) or a combineitecion (ICD-10), had to be left
out of both sets of criteria. Additionally, to olstaa Rasch-homogeneous set of DSM-111-R
criteria>impaired capacity to abstain or cut BZD assd>time involved in BZD-related
activitiess had to be removed. In the ICD-10 construct thesas were not rejected by the
Rasch model due to the fact that they are comhwtdlanother item into one criterion and

analysed as such.
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Table 3. Test results of Rasch analysison the DSM-111-R and ICD-10 BZD dependence

criteria by means of RSP

Diagnostic Scale [ R1 df p g R2 df p n
DSM-1II-R 9 9120 24 <001 4 22495 32 <.001 466
ICD-10 6 38.07 15 <.001 4 4562 12 <.001 508
Revised DSM-III-R* 5 6.57 4 A6 2 17.25 8 .03 301
Revised ICD-10* 5 19.04 8 01 3 16.04 8 .04 500
BZD : Benzodiazepine
RSP : Rasch Scaling Progrém

R1 and R2 :test statistics of Rasch anafysis
i : hnumber of items in the scale

df : degrees of freedom

p . p-value

g : number of subgroups

n : number of subjects left in the analysis

: see the revised sets of criteria in Table 5
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Discriminability of the revised dependence scales

Based on the fact that we were dealing with sheates of 5 dichotomous criteria, the KR-
20 values in Table 4 indicate that the subjectrargnability of the revised DSM-III-R and
the ICD-10 scales was acceptable with respectatdatal sample. In the subgroups, the lower
KR-20 values in the GP patients and psychiatripatignts reflect moderate reliability of the
revised dependence scales, while the higher KRai@eg in the patients from the self-help
groups and the CBAC:s indicate good reliabilitythese subgroups the latter might be due to
greater variance of the property which is beingsuead by the scales.

The item discriminability was sufficient in all tlggoups of patients, as is shown by the
significant results of Cochras Q test in Table 4, except for the revised DSMRlI$cale in
the self-help patients which yielded a non-sigaificresult P = .26). As this single exception
occurred in the smallest subgroup (33 subjectsja# considered to be due to insufficient
statistical power. On the whole, the acceptablgestilbliscriminability and the good item
discriminability indicate that the clinical utilityf the revised DSM-III-R and the ICD-10

scales is satisfactory.
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Table 4. Subject and item discriminability of the Rasch-homogeneous subsets of
DSM-I11-R and 1CD-10 BZD dependence criteria

Subject & Item  GP patients Psychiatric ~ Self-Help  Outpatients Total
Discriminability (n=217) Outpatients  Patients  from CBACS’ Sample

(n=250) (n=33) (n=98) (n=598)
DAM-III-R
Reliability
KR-20° 57 54 74 .69 .66
Cochrams Q
test 33.69 35.08 5.25 25.01 56,40
Q <.01 <.01 .26 <.01 <.01
Y
ICD-10
Reliability
KR-20° 55 52 62 .62 .60
Cochrams Q
test 385.98 322.63 25.26 112.68 812.20
Q <.01 <.01 <.01 <.01 <.01
p
"GP: General Practice
“CBACs: Community-Based Addiction Centres
# KR-20: Kuder-Richardson-20 coefficient of intericahsistency
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Theoretical rationale for the revised dependence constructs

Table 5 shows the subsets of DSM-III-R and ICD-&pa&hdence criteria in their SCAN
format. The criteria are ranked according to theesgalues yielded by the Rasch analyses. At
first sight, the DSM-III-R and ICD-10 scales apptabe very different, as similar criteria
occupy different positions. However, there are ssgstematic differences which have to be
taken into account. In contrast with the DSM-IlkeRteria, two of the ICD-10 criteria are
reflected by a combination of two SCAN items, ilepaired capacity to control BZD use
once started, or to abstain or cut BZD use' aradieice of BZD activities or time involved in
BZD-related activities'. In these combinations 8@AN item which yields the most positive
responses will mainly determine the position onl@B-10 Rasch scale. Furthermore, the
ICD-10 sets a lower cut-off point for 'tolerandemn the DSM-I1I-R; it requires a 'some but
not marked' decrease in the effect of the BZD(safpositive score, while the DSM-III-R
demands 'marked tolerance' for which 'at least B@%@ should be tolerated than previously'.
Due to this higher thresholdtolerance has got the highest scale value on the revised-DSM
llI-R Rasch scale, which reflects the highest lefelependence severity. However, besides
all these systematic differences there is alsocteag similarity. The criteriorPersistence in
BZD use despite harmwhich reflects the highest dependence severithenCD-10
continuum, is also identically represented in thédie of the DSM-III-R continuum. The
DSM-III-R Rasch scale therefore appears to refleltively higher levels of BZD
dependence severity than the ICD-10 scale.

Despite the above-mentioned differences, we felt titre item-order of both revised scales
was reflected best bsthe degree to which BZD use and BZD-related behaviour adversely

affect the BZD user and hig’her environment=. Due to the general character of the substance
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Table 5. Rasch-homogeneous DSM-111-R and ICD-10 BZD dependence scalesand a
rationale which reflectsthe order of thecriteria as provided by the Rasch scale values

Rasch-homogeneous DSM-III-R* (B)  Rasch-homogeneous ICD-10* (B)

Criteria I ncluded: Criteria Included:
Social harm or repeated risk-taking Craving (-2.35)
behaviour (-.71)

Salience of BZD activities (.00) Impaired capacity to control BZD use once
started, or to abstain or cut BZD use (-1.19)

Persistence in use despite harm (.12) Tolerance (.57)

Impaired capacity to control BZD use  Salience of BZD activities or time involved

once started (.14) in BZD-related activities (1.24)
Tolerance (.45) Persistence in use despite harm (1.74)
Criteria Excluded: Criteria Excluded:

Withdrawal Symptoms Withdrawal Symptoms or BZD use to

relieve withdrawal symptoms
BZD use to relieve withdrawal symptoms
Time Involved in BZD-related activities

Impaired capacity to abstain or cut BZD
use

Rationale: The degree to which BZD use and BZD-related behaviour adversely affect
the BZD user and his/her environment

*: Criteria are shown in the SCAfNrmat
(B): Scale value produced by the Rasch Scalingrand§

57



dependence criteria it remains very difficult toxceetize the phraseadversely affeét, but
important aspects are the continuity and predonc@arf the effect on the physical-mental

state and social functioning of the BZD user, rdtgss of the harm that is being inflicted.

DISCUSSION

The present study was the first to investigatenttraogeneity of the DSM-I11I-R and ICD-
10 dependence criteria specifically for BZDs arelfilst to use Rasch modelling for this
purpose. After some of the criteria had been remdnem the original sets, the remaining
DSM-III-R and ICD-10 BZD dependence criteria med tequirements of the Rasch model
and their psychometric scale properties provecetadzeptable for clinical use.

In the interpretation of these results, we consideur total sample to be representative of
the heterogeneous population of BZD users in dinicactice; in agreement with earlier

report§>+*

the BZD users drawn from the general practicespaydhiatric outpatient
departments (the majority of the total sample) coseol more women than than those from
the CBACs and they were using lower mean BZD daségge Table 2).

To improve the conceptual understanding of BZDethelence, insight is required into the
reasons why the Rasch model was violated by péaticuiteria. Tetrachoric correlations
between the rejected criteria and the remainingéence criteria were too low to suspect
that stochastic dependence was responsible farrdrabval. Violations of unidimensionality
and equi-discriminability might well be the resaftpoor validity of these criteria in some

frequently occurring situations. The removal of Bf8M-111-R criterion>an impaired

capacity to abstain or cut BZD usean be explained by the fact that it will not Ipplécable
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as long as a patient strictly follows a medicalsprgtion. Similarly, it is questionable
whether>the time involved in BZD-related activitesan be a good indicator of BZD
dependence, because large or frequent doses wanedid be takerto lose more time than
you can afforet. So the clear face-validity of these criteria wiéspect to other substances
disappears when BZD use is assessed. The resportbese criteria therefore might not
always reflect BZD dependence adequately.

The removal of the withdrawal criteria from botle tASM-III-R and the ICD-10 sets, in
order to meet the requirements of the Rasch mddek not repudiate the existence of BZD
withdrawal. Numerous reports have demonstratedniallly that BZD withdrawal is the
major clinical manifestation of physical BZD depende®**“°Originally, withdrawal and
tolerance were the cardinal diagnostic elemenssib§tance dependence in the DSMIII.
Although it is possible that BZD withdrawal constés a separate dimension, it is more likely
that the withdrawal items in the SCAN (which contthe unfortunate termill-effects= to
delineate withdrawal symptoms) are sensitive tooadber range of symptoms which emerge
after the reduction or discontinuation of BZD ugan withdrawal symptoms only. Many
studies which aimed to differentiate between tritedvawal symptoms and the re-emergence
of the original disease symptoms have shown tlisrémains a complicated matfer>344¢
Sensitivity to other than withdrawal symptoms cdigaiolates the axiom of
unidimensionality of the Rasch model.

According to the results of this study, some ofd¢laments of the DSM-III-R and ICD-10
BZD Dependence Syndrome should be removed to megtdstulate of homogeneity. This
can only be avoided if the criteria in question @f@rmulated in such a way that they satisfy
the Rasch model. Owing to the above-mentionedcditfy of operationalizing the BZD

withdrawal criteria so that they properly refleB dependence, this approach will probably

59



fail. If the original DSM-11I-R and ICD-10 criteriaets have to be revised, this implies
rejection of the construct validity of the DSM-R-and ICD-10 BZD dependence diagnoses
and the appropriate past-year prevalence figuréshwadre shown in Table 2. Consequently,
the diagnosis of BZD dependence should then bedaas¢éhe Rasch-homogeneous DSM-III-
R and ICD-10 scales which are shown in Table 5aBge of the fact that the criterion
>persistence in BZD use despite hariw positioned in the middle of the DSM-III-R
continuum and at the upper end of the ICD-10 caomin, the DSM-III-R Rasch scale appears
to reflect higher levels of BZD dependence sevehan the ICD-10 scale. In clinical
practice, the DSM-III-R Rasch scale would therefoeeespecially suited to differentiating
between BZD users with higher levels of BZD depewdeseverity, while the ICD-10 scale
would be more suitable for BZD users with lowerdisvof BZD dependence severity. The
most suitable continuum can be chosen dependitigeosetting and the type of population
involved. Once having established that both clasgibns can be described as Rasch-
homogeneous continua, it would be a waste of usafimimation to choose an arbitrary cut-
off point in these scales to diagnose BZD depeneleWhether a particular level of BZD
dependence severity is considered to be a problechwas to be dealt with, will depend on
the perspective from which it is evaluated. Fropuhlic health point of view a single
positive criterion might be considered problematibgereas from the point of view of crime,
elevated crime rates might only be associated Wothgexample, three or more positive

criteria.
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Rasch-modelling shows promise for substances thlaerBZDs. To improve our
conceptual understanding of substance dependegseents important to find out whether
Rasch analyses on DSM-III-R, DSM-IV and ICD-10 daléained from users of other
psychoactive substances would yield the same §&asth-homogeneous dependence
criteria as those found for BZD dependence, oedtifit sets of criteria depending on the
substance in question. If Rasch analysis of tha datpsychoactive substances other than
BZDs also leads to the removal of the withdrawééaa in order to obtain Rasch-
homogeneous dependence scales, this would suppogkistence of a distinct withdrawal
dimension, assuming that there are no re-emergsggase symptoms for non-BZDs.
However, the latter assumption is disputed by>$ef-medication hypothesis'’ which has
been put forward as a major mechanism that migiger the use of addictive substances. On
the other hand, if the withdrawal criteria of otsebstances can remain among the Rasch-
homogeneous criteria, this would indicate a speoifierationalization problem with respect
to BZD withdrawal.

It can be expected that the composition of Raschdgeneous sets of dependence criteria
obtained in further studies on other psychoactidestances, especially the relative scale
positions of the criteria which reflect differeewkls of dependence severity, will provide a

better conceptual understanding of the SDS aciiffesetht substances.
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