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ABSTRACT

Introduction: We aimed to evaluate the psychometric characteristics of the Turkish
translation of the Addiction Severity Index (ASI) in 115 male alcohol-dependent patients.
Method: The reliability of the instrument was assessed by measuring test-retest,
interrater and internal reliabilities. In the validity analysis, the correlation coefficients
between corresponding severity ratings and composite scores of each subscale and
concurrent validity were assessed. Moreover, the discriminant validity and concurrent
validity scores were calculated.

Results: The test-retest reliability of the ASI scores ranged from .79 t0 .91. The interrater
reliability assigned by three raters was high (.74 to .99). Cronbach's alpha coefficient
for internal consistency was .85 for all scales, and it varied between .64 and .77 for
the subscales. The Beck Depression Inventory moderately correlated with the Psychatric
status, and the MacAndrew Alcoholism Scale correlated with the Alcohol and Drug Use
subscales of the Addiction Severity Index (ASI).The correlation coefficient was .91 for
the alcohol use subscale.

Condusion: The results obtained in this study suggest that the Turkish version of the ASI
could be used as areliable and valid instrumentin alcohol-dependent patients. (Archives of
Neuropsychiatry 2014; 51: 216-221)
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OzZET

Giris: Bagimlilk Siddetini Belirleme Olgegi'nin (BSBO) Tiirkge formunun psikometrik
ozelliklerini degerlendirmek amaciyla 115 alkol bagimlisi erkek hastada degerlendirmek
amaclanmistir.

Yontem: Olcegin giivenirligi; test-tekrar test, goriismeciler arasi giivenirlik ve i tutarliik
giivenirlik katsayisiile degerlendirilmistir. Gecerlik analizinde, élgeklerin bilesik puanlarinin
siddet puanlariyla korelasyonlari hesaplanmis ve benzer dlgekler gecerligi belirlenmistir.
Ayrica ayirt edici gegerlik ve dlgiite dayali gecerlik puanlari hesaplanmistrr.

Bulgular: Bagimlilk Siddetini Belirleme Oleginin test-tekrar test giivenirlik puanlan
korelasyonlari 0,79-0,91 arasinda yer almaktadir. Ug hakemin degerlendirmesinden olusan
goriismeciler arasi giivenirlik yiiksek (0,74-0,99 ) bulunmustur. I¢ tutarliik korelasyon
katsayis, tiim 6lcek icin 0,85 ve alt dlgekler icin 0,64-0,77 arasinda degismektedir. Beck
Depresyon Envanteri ile BSBﬁ'nUn Psikiyatrik alt dlcegi, Mac Andrew Alkolizm f]lgegi
ile BSBO'niin Alkol kullanimi alt élgegi ile arasindaki korelasyon orta diizeydedir. Alkol
kullanim alt élcegi korelasyon katsayisi 0,91'dir.

Sonug: Bu calismanin bulgulan, Bagimhik Siddetini Belideme Olgegimin Tiirkce
formunun, alkol bagimlist hastalarda kullanilabilecek gecerli ve giivenilir bir arag oldugunu
gostermektedir. (Noropsikiyatri Arsivi 2014; 51: 216-221)

Anahtar kelimeler: Bagimlilik Siddeti indeksi, alkol bagimliliy, giivenirlik, gegerlilik

Cikar catismasi: Yazarlar bu makale ile ilgili olarak herhangi bir cikar catismasi
bildirmemislerdir.

Introduction

Alcohol dependence can be defined as a network of
problems in terms of biological, psychological, genetic and socio-
cultural factors (1,2). It leads to serious complications in health,
productivityand sociallife (3,4). Alcohol use disorders constitute an
increasingly significant clinical problem and, specific intervention
schedules are required for every single patient. Such intervention
schedules require the determination of severity of problems
related to consequences of alcohol dependence. On the other

hand, to initiate clinical treatment trials and to evaluate results of
treatment, an appropriate way of measurement is essential. Thus,
the Addiction Severity Index (ASI) is an appropriate instrument
for the following clinical purposes: i) to determine problem areas,
ii) to provide a structured interview technique, iii) to assess
subjective need for treatment in various areas.

The ASI is one of the most widely used tools in substance
abuse settings and in addiction research. The ASI was developed
in 1980 by McLellan et al. (5). A modified version, the ASI-5 was
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introduced in 1992. The ASI is a semi-structured interview for
substance abuse assessment and treatment planning. “One of
the things that distinguishes the ASI from most other addiction
assessment tools is its focus on the “big picture”. Instead of
just considering the client’s substance use, the ASI also aims its
spotlight on the individual’'s medical, employment, legal, family,
social and psychiatric status. This wide angle view is designed
to help clinician and patient to get a better understanding not
just of the substance use, but also other problems that affect the
client and his or her recovery” (6). The most important function
of the ASI has been in breaking down the general resistance of
treatment professionals against the collection of systematic data.
Mental health professions generally use the ASI for monitoring
progress, outcomes and to develop treatment plans (7,8,9).

According to the literature, the ASI has been translated into
a number of languages and adapted for use in various national
circumstances (8,10,11,12,13,14,15). In the present study, we
aimed to evaluate the psychometric characteristics of the Turkish
translation of the Addiction Severity Index-Fifth Edition (ASI) in
alcohol dependent patients.

Method

Subjects

The sample consists of 115 consecutively admitted male
patients diagnosed with alcohol dependence according to the
DSM-IV (Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition criteria). Subjects with a diagnosis of psychotic
disorder or organic psychiatric disorder were excluded from the
study. Only male patients were included in the sample, as the
number of female patients who had applied for treatment was
few. The present study was approved by the Ankara University
Psychiatry Clinic, Alcohol and Substance Abuse Treatment Unit.
Informed consent was obtained from the participants after giving
information about the study procedure.

The mean ages+standard deviation (sd) of the sample was
43.0+8.1 years with an age range of 18 to 65 years. Seventeen
patients were in 18-34 age group, whereas 51 patients were in 35-
54 and 47 patients were in 55-65 age groups. The characteristics
of the patients are given in Table 1.

The age atfirst alcohol use ranged between 14 and 17, and 31.3%
of the patients reported that they had first drunk alcohol at the age
of 19 or later. Of the whole population, 32.2% reported that they used
to consume around 16 drinks per day and 21.7% used to consume
around 8 drinks per day. Since a 5-year period had been reported
to be the optimal length of time to alcohol dependence (16), the
data of the present study were based on 5-year intervals for each
patient. Sixty percent of the sample were determined to consume
alcohol at the dependence level for more than 10 years, whereas
28.7% and 11.3% have been consuming alcohol at dependence level
for 6 to 10 years and for less than 5 years, respectively. At the time
of admission, 16.5% of patients were abstinent from alcohol for at
least 6 months, and the rest were still drinking.

Instruments

The ASI (Fifth Edition) which was developed by McLellan et al.
(4) is a relatively brief, semi-structured interview scale made up

of 140 items. It is a multidimensional instrument assessing six life
domains; medical, employment/support, legal, drug and alcohol
use, family/social relationships, and psychiatric status (4,17). The
distribution of the items over 6 subscales is as follows: 11 items for
the Medical Status subscale, 24 items for the Employment/Support
Status subscale, 30 items for the Legal Status subscale, 27 items
for the Drug/Alcohol Abuse subscale, 26 items for Family/Social
Relationships subscale, and 22 items for the Psychiatric Status
subscale. These subscales reflect the severity and significance of
each problem area as subjectively reported both for lifetime and
for the last 30 days. Higher scores signify more need for treatment
or counseling (5,18). The ASI provides two types of overall scores
for respective problem areas to rate the severity of the problem,
including the severity rating and composite score. The severity
rating is the subjective rating of severity of both life-time and current
problem. The problem severity is rated on a 0 to 9 scale with higher
points denoting a higher severity of the problem. The composite
score is an objective score which measures problem severity,
estimated by summing up the scores after the evaluation of the
individual’s behaviors within the 30 days prior to the interview. The
composite score calculated through a weighted formula designed to
provide an equal contribution from each item and rating is between
0 and 1. Here, again higher scores indicate higher severity of the
problem. This rating is useful for treatment outcome studies (17,19).

The Beck Depression Inventory (BDI)

This is a self-rating scale determining the level of depression.
It consists of 21 items, each of which contains four statements. It
was originally developed by Beck (20) and adapted to the Turkish
population by Hisli (21). Higher scores in the BDI reflect a higher
level of depression.

Table 1. Characteristics of the patients (n=115)

Characteristics n %
Marital status

Single n 9.6
Married/Remarried 81 704
Widowed/Separated/Divorced 23 20.0
Level of Education

Primary School 24 209
Secondary School 26 226
High school 42 36.5
University/College 23 20.0
Employment status

Employed 97 84.4
Unemployed 4 35
Retired 14 122
Type of Treatment

Inpatient 21 235
Outpatient 88 76.5
Alcohol treatment history

None 54 47.0
Once before 29 25.2
More than once before 32 218
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The MacAndrew Alcoholism Scale (MAC)

This scale was first developed by MacAndrew (22), and
its validity and reliability studies for the Turkish population
were carried out by Ceyhun et al. (23). The MAC is one of the
supplemental scales of the Minnesota Multiphasic Personality
Inventory (MMPI). It consists of 49 items and is used to
discriminate between alcoholic and nonalcoholic patients.
High scores should alert clinicians to obtain corroborating data
regarding the possibility of substance abuse.

Procedure

Five professionals (3 psychologists and 2 psychiatrists), who
knew English language well, and experienced in the field of alcohol
and substance use disorders first translated the original form of the
ASlI-Fifth Edition from English to Turkish. These five translations were
compared and similarly translated corresponding items as well as
dissimilar ones were evaluated through back-translation. After the
back-translations of the corresponding dissimilar items were again
translated to Turkish by a translator. Finally the items that represented
the original best were selected. Simplicity and credibility of the
phrases were also considered during the final evaluation.

When the patients were admitted to treatment, the interview
was made. A brief introduction to the interview, in which the
interviewer explained the design of the ASI and the use of the
patient rating scale, was considered necessary to validate the
interview. The ASI was administered by a psychologist (the first
author of this study) who was an expert in alcohol and substance
use disorders. The psychologist read the ASI manual carefully,
and learned the interview methods by herself. The average time
required for administration varied between 45 and 60 minutes in
one session.

Statistical Analysis

The reliability of the instrumentwas assessed by measuring the
test-retest, interrater and internal reliabilities. The test-retest and
interrater reliability were assessed using the Spearman-Brown
correlation coefficient. Cronbach’s alpha correlation coefficients
were calculated to find out the internal consistency. In the validity
analysis, correlation coefficients between corresponding severity
ratings and composite scores of each subscale and concurrent
validity were calculated. Moreover, discriminant validity was
assessed by comparing the scores from the ASI with those
obtained from the psychological instruments, the BDI and the
MAC. An Analysis of Variance (ANOVA) was done for validity study.

Results

Reliability Studies

In the reliability studies, test-retest, the interrater and internal
reliabilities were used. Test-retest reliability analysis was done

with a 10-day interval with randomly selected 30 subjects. An initial
ASI interview was performed on a subject and then the subject
was recontacted 10 days later for a second interview by the same
interviewer. During the second interview, the subjects were asked
notto try to recall answers fromthe previous interview, butto focus
on the current answers of the questions. Questions asked during
the ASI retest were framed to represent the same 30-day period
as the initial ASI. Spearman’s p correlations for each subscale
were as follows: .85 for medical status, .79 for employment-
support status, .84 for legal status, .85 for alcohol use status, .83 for
family-social relations status, and .91 for psychiatric status.

The interrater reliability is the extent of agreement among
different judges using the same information (17). Ratings made
on randomly selected 33 subjects by two psychologists, who
completed doctorate degree, and a psychiatrist, who had several
years of psychiatric clinic experience, were compared for interrater
reliability analysis. All the interviewers were trained about how
to interpret a response. Each interview was videotaped and
subsequently viewed by the three judges. The severity ratings
on the six problem areas were compared among the judges and
across all patients (Table 2).

Besides, internal reliability was found for the responses of
115 patients and Chronbach’s alpha correlation coefficients
were calculated for 94 items, as the rest of the items were
not appropriate to be scored by a continuous numeric value.
Chronbach’s alpha values showed that acceptable internal
consistency for the whole scale was .85, and Chronbach’s alpha
values for each subscale are shown in Table 3.

Validity Studies

Correlation coefficients between corresponding severity
ratings and composite scores of the same problem area were
as follows: .89 for medical status, .54 for employment/support
status, .87 for legal status, .59 for alcohol use status, .61 for
family-social relations status, and .81 for psychiatric status.
All severity ratings and composite scores except employment/
support status had significantly high correlations (p<.0001).
The employment/support status failed to demonstrate good
correlation coefficient in this sample of patients.

The discriminant validity of psychiatric status was tested
using the Turkish version of the BDI and alcohol use was tested
using the MAC. The correlation between the total BDI score and
the severity rating of psychiatric status subscale was moderate
(r=.45; p=.001). The correlation of the alcohol use score with
MAC was .31 (p=.026). In addition, DSM-IV diagnosis of alcohol
dependence was taken as a “criterion”, and alcohol use subscale
scores were taken as “predictive scores” and the correlation
coefficient between these two was found to be .91 (p=.0001).

The concurrent validity analysis for severity scores was
done by dividing the sample into three groups based on their

Table 2. Inter-rater Reliability Coefficients (n=33)

Interviewers Medical Employment Legal Alcohol Family/Social Psychiatric
Interviewer 1 .95% .98* 15% 94 93* 94
Interviewer 2 .99* .92% 97* .90* .76* .89*
Interviewer 3 93* 93* T4 88* T 88*

*p<.0001
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ratings in each of the ASI problem areas: low (0-3), moderate
(4-6), and high (7-9) severity scored groups. The judges were
asked to identify how much each item would best represent the
subscale it belongs. These three groups were then compared on
items which were clear indicators of problem status in each area
using ANOVA. The results of the comparisons are presented
in Table 4. There were differences between the groups in the
number of subjects due to differences in the pattern of scale
ratings. For example, very few of these subjects had moderate
medical problems (n=21). The results of the between group
analyses showed .05 and .01 levels of significance (Table 4).
These results indicated that the ASI has concurrent validity.

Table 3. Correlation coefficients (n=115)

Discussion

This study found that the Turkish version of the ASI has a good
reliability, validity and utility in the assessment of male alcohol-
dependent patients. Both the test-retest and interrater reliabilities
of the Turkish version of the ASI were found high. The three
raters made the ratings in this study and these raters had a wide
clinical experience with alcohol-dependent patients. In addition,
high reliabilities were obtained with a very intensive training of
interviewers. In a similar study carried out by Daeppen et al. (10),
the interrater reliability analysis was done with 6 raters alcohol-
dependent patients in French-speaking Switzerland. They also
assessed internal consistency in a similar way to this study and
their internal consistency varied from .58 to .81. Similarly, a
study focused on drug-dependent patients demonstrated that in
the Chinese version of the ASI, test-retest correlation coefficients

ASl scales o ranged from .68 to .84, and the interrater correlations ranged
Medical 74 from .74 to .98 (13). The results of another study pointed out
Employment 64 the high correlation coefficient (5). On the other hand, some of
] 70 the previous studies reported that legal, dru_g and. family/social
Acohol 59 scale (12)', and employment, Iegaliand famllly/somal scqle (24)

have low internal consistency. In this study, internal consistency
Family/social 64 with Cronbach’s alpha values was significantly high for the total
Psychiatric 71 score, whereas Cronbach’s alpha values of the subscales were at
Table 4. Concurrent validity of the ASI

Low Moderate High
Problem Areas and ltems (0-3) (4-6) (7-9) F
n n n

Medical Status
Days of medical problems n 21 23 58.70*
Employment/Support
Usual employment pattern, past 3 years 62 29 24 4.37*
Days paid for working 62 29 24 3.70*
Days experienced employment problems 62 29 24 15.19*
Legal Status
Serious of present legal problems 13 2 - 19.73*
Alcohol Use
Years problem drinking 20 14 81 64.25%
Days intoxicated 20 14 81 12.64*
Days experienced alcohol problems 20 14 81 51.07*
Family/Social Relations Status
Emotionally abuse 41 35 39 19.93*
Days family conflicts 4 35 39 10.46*
Psychiatric Status
Experienced serious depression 19 40 56 23.90*
Experienced serious anxiety/tension 19 40 56 37.08*
Experienced controlling violent behavior 19 40 56 4.48*
Days of psychiatric problems 19 40 56 18.35%
*p<.05, **p<.01
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a statistically acceptable level (.74 and .77). A high correlation
was found for only medical status, and psychiatric status (>.70).
These results suggest that all of the subscales had satisfying
indices of homogeneity and the reliability of both the patient
information and the interviewers’ ratings of problem severity
were at a satisfactory level.

The correlations between composite score of the ASI and
each of the severity scores of the subscales were at statistically
acceptable levels with the exception of the employment/support
status (.54). A high correlation was found between three of the
six subscales; medical status, legal status, and psychiatric status.
Moreover, the internal consistency for employment/support
status was somewhat low (.64). This was a similar result with
that of Mc Lellan et al. (17). Scheurich et al. (15) and Haraguchi
et al. (8) also reached similar findings. In their studies, each
correlation coefficient between the corresponding severity
ratings and composite scores ranged from .22 to .93. Applby et
al. (25), pointed out the necessity of revising the employment
study subscale of the ASI. This conclusion is supported by the
findings of the present study as well. There was a limitation of
items about retirement in the ASI. Because of a younger standard
age of retirementin Turkey, it can be suggested that a patient does
not have significant problems at work, although this would not
always be the case. For our country, the next step should be to
add items related to retirement problems to this subscale.

In this study, the discriminant validity of the ASI was
determined for psychiatric status and alcohol use subscales. The
results supported that the alcohol-dependent population has a
number of psychiatric problems other than their use of alcohol
and that these problems are not necessarily related to the severity
of their alcohol use. Dixon et al. (26) also found a significant
relationship between psychiatric status subscale of the ASI and
either substance abuse or mood and anxiety disorders. Similarly,
a study focused on homeless substance users demonstrated that
the correlation of the alcohol score with the Michigan Alcoholism
Screening Test was .31 (27). Specifically, the validity levels of
alcohol use and psychiatric status subscales were consistent
with the results of the previous studies (15,17). However,
further validity studies of the other subscales with consistent
psychological instruments would add to the validity of the ASI as
a whole. Moreover, this study demonstrated that severity score
of the ASI alcohol use was strongly correlated with diagnostic
determination. Another study reported that a strong correlation
was found between ASI alcohol composite scores and a DSM-IV
alcohol dependence diagnosis (28).

In this study, the concurrent validity analysis was done similar
to the study of Mc Lellan et al. (17) and a significant relationship
was detected between the identified items and the related
problem area at the end of ANOVA. It should be pointed out that
the relationship of the patient’s subjective assessments to the
more objective items varies from one area to the next (7).

This study has some limitations. All the patients were male.
Therefore, this study can be conducted with female alcohol-
dependent patients. Additionally, because the number of drug-
and substance-dependent patients was limited, they were not
included in the study. Further validation studies of the ASI on
drug and substance abusers would also be appropriate. The

discriminant validity of the ASI can be determined using different
psychological instruments.

In conclusion, this study suggests that the ASl is a reliable and
valid instrument in comprehensive evaluation of biological, social
and psychiatric status of patients as well as being an appropriate
instrument for giving information and counseling to alcohol-
abusing patients besides alcohol dependent ones. In addition, the
ASI can be applied to different types of mentally ill patients with
concurrent substance abuse problems. Moreover, Hubicka et al.
(29) and Haraguchi et al. (8) stated that the ASI profile has some
prognostic value for relapse. Therefore, further research might
be attempted to compare the types of treatment, to measure
treatment outcome and to assess relapse-remission. In addition,
the ASI can be renewed after some items added to employment/
support status about retired people in Turkish cultural context.
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