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EARLY ONE -third of individuals in the United
States meet lifetime criteria for an alcohol use disorder
(AUD) (Grant et al., 2015). Fortunately, most individuals
who develop an AUD will eventually resolve their problem,
with “recovery” deﬁned in various ways across studies (Dawson et al., 2005; Tucker et al., 2006, 2009; Witkiewitz et al.,
2019). Having scientiﬁcally sound deﬁnitions of recovery
from AUD that can be shared across population and individual levels of analysis is fundamental to recovery research.
Alcoholics Anonymous (AA; 1939) advanced the seminal
deﬁnition of recovery as a spiritual journey to overcome the
eﬀects of uncontrollable alcohol use and to rebuild one’s
inner and outer life, a lifelong journey for which abstinence
was necessary, but not suﬃcient to eﬀect this life-altering
transformation. Eighty years of subsequent research and
practice in the alcohol ﬁeld has focused nearly exclusively on
the drinking practices dimension (i.e., abstinence) included in
the AA deﬁnition as the deﬁning feature of recovery, to the
neglect of considering improvements in well-being, functioning, and life circumstances. Abstinence may be a necessary
recovery component for some individuals with AUD, yet
research indicates that it is not essential for all, and positive
changes in functioning and well-being often are more fundamental elements. These issues are very much intertwined in
the Fan and colleagues (2019) study, which has many
strengths that advance understanding of positive changes
related to AUD recovery, but also raises questions for future
research and continued development of conceptual and operational deﬁnitions of recovery.
The study by Fan and colleagues (2019) is a ﬁne exemplar
of modern epidemiological research on recovery that replicated and extended previous population-based studies on the

From the Center on Alcoholism, Substance Abuse, and Addictions
(KW, JAT), University of New Mexico, Albuquerque, New Mexico;
Department of Psychology (KW), University of New Mexico, Albuquerque, New Mexico; and Department of Health Education and Behavior (JAT), Center for Behavioral Economic Health Research, University
of Florida, Gainesville, Florida.
Received for publication September 15, 2019; accepted November 5,
2019.
Reprint requests: Katie Witkiewitz, PhD, University of New Mexico,
MSC 03-2220, 1 University of New Mexico, Albuquerque, NM 87131;
Tel: 505-925-2334; Fax: 505-277-1394; E-mail: katiew@unm.edu
Copyright © 2019 by the Research Society on Alcoholism.
DOI: 10.1111/acer.14235
36

topic (Dawson et al, 2005). The study built on Dawson and
colleagues (2005), who examined the past-year prevalence of
recovery from alcohol dependence in the United States using
data from the 2001 to 2002 National Epidemiologic Survey
on Alcohol and Related Conditions (NESARC), a nationally
representative general population survey. Individuals
(n = 4,422) who met Diagnostic and Statistical Manual for
Mental Disorders (DSM), fourth edition (APA, 1994) criteria for alcohol dependence prior to the year preceding the
survey were assessed for current alcohol dependence and
“risk drinking” status. Risk drinking was deﬁned using a
combination of drinking quantity–frequency criteria considered indicative of higher risk drinking practices (any occasions of >14 drinks weekly or >5 drinks daily for men; >7
drinks weekly or >4 drinks daily for women in the past year).
Fan and colleagues (2019) updated the Dawson and colleagues (2005) study by conducting similar analyses using the
NESARC-III data (Grant et al., 2015) and DSM-5 (APA,
2013) diagnostic criteria for AUD. Individuals (n = 7,785)
who met AUD criteria prior to the past year were assessed
for current (past year) AUD and risk drinking status. Most
individuals had some level of problem reduction, and only
34.2% had persistent AUD. Across the 2 studies, the proportion of individuals who achieved non–abstinent recovery
(17.7% in 2001 to 2002; 17.9% in 2012 to 2013) and abstinent recovery (18.2% in 2001 to 2002; 16.0% in 2012 to
2013) were remarkably similar.
The ﬁndings of Fan and colleagues (2019) are consistent
with prior work, including the high rates of recovery and, in
particular, the high rates of non–abstinent recovery that
occurs outside of the context of treatment. In this commentary, we summarize what we view as the primary strengths of
Fan and colleagues (2019). We also discuss study limitations
relevant to reﬁning deﬁnitions of recovery, with a particular
focus on advancing research on recovery from AUD.

MEASURING RECOVERY FROM ALCOHOL USE
DISORDER IN THE GENERAL POPULATION
One of the most important contributions of Fan and colleagues (2019) is examining AUD and recovery patterns in a
nationally representative general adult population sample.
Building on Dawson and colleagues (2005), Fan and colleagues (2019) investigated the behavioral epidemiology of
recovery and relationships with treatment seeking and AUD
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severity, which help contextualize and qualify the large clinical literature on treatment-assisted recoveries. The Fan and
colleagues (2019) results were consistent with many established features of AUD, including:
1. Alcohol consumption and AUD occur on severity continua, and the majority of individuals who engage in harmful
alcohol use either do not meet criteria for AUD or meet
criteria for a mild disorder based on having relatively
lower levels of symptomology. As shown in Fig. 1 based
on data from the 2015 National Survey on Drug Use and
Health (Substance Abuse and Mental Health Services
Administration [SAMSHA], 2016), about two-thirds of
persons with AUD in the past year reported only 2 to 3
symptoms (i.e., “mild” AUD) based on the DSM-5 diagnostic system. Notably, 55.4% of respondents in the Fan
and colleagues (2019) sample were in asymptomatic drinker or abstainer outcome status groups based on the preceding year. This adds to evidence that alcohol use and
AUD severity lie on continua and that the majority of
individuals with history of AUD in nationally representative samples are in the asymptomatic or mild range of
AUD.
2. Although recovery deﬁnitions vary across studies (Dawson et al., 2005; Tucker et al., 2006, 2009; Witkiewitz
et al., 2019), most individuals who develop an AUD will
ultimately resolve their alcohol-related problems. In the
Fan et al. study, most participants with prior to past-year
AUD had some level of problem reduction during the
past year, and only 34% had persistent AUD. It is unclear
from the reporting by Fan et al. whether the 66% who did
not have persistent AUD experienced greater recovery of
functioning and well-being, broadly conceived, although
they did have reduced clinical symptomology. Recent
research with the NESARC wave 1 and wave 2 data has
found that drinking reductions among individuals in
NESARC, including those with AUD, are associated with
signiﬁcant improvements in broader health functioning
(Hasin et al., 2017; Knox et al., 2019).
3. Associations among AUD severity, treatment seeking,
and recovery status are complex and heterogeneous. Most
individuals with AUD never receive treatment; those who
do are a self-selected (or other-selected, in the case of

Fig. 1. Past-year alcohol use disorder symptoms among those meeting
diagnostic criteria for an alcohol use disorder in the 2015 National Survey
on Drug Use and Health General Population Survey (n = 5,124) (Substance Abuse and Mental Health Services Administration, 2016).
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mandated treatment) group of individuals who tend to be
at the higher end of the AUD severity continuum; recoveries occur with and without treatment (Tucker and Simpson, 2011); persons with more severe AUD tend to be
more successful with abstinence than moderation drinking (Tucker et al., 2009); and non–abstinent recoveries are
relatively more common in natural recovery attempts, in
part because persons seeking treatment tend to have more
severe AUD and most treatment programs in the United
States are abstinence-based. Fan et al. found that only
23% of their sample reported having ever received alcohol
treatment, and treated participants tended to fall into persistent AUD (26.1%) or abstinent (43.3%) outcome
groups that are typically associated with higher problem
severity. Low-risk drinking with or without symptoms
was more common among never-treated than treated
respondents. Given the diﬀerences between those who do
and do not receive treatment, it is critically important to
study recovery among treatment-seeking and non–treatment-seeking population segments (Tucker and Simpson,
2011) and to expand the deﬁnition and assessment of
recovery beyond a singular focus on drinking practices
and achievement of stable abstinence.

THE LIMITED UTILITY OF USING ALCOHOL
CONSUMPTION THRESHOLDS TO DEFINE
RECOVERY
Both Fan and colleagues (2019) and Dawson and colleagues (2005) used a 4+/5 + drinks per day cutoﬀ for deﬁning “high-risk” drinking. This cutoﬀ has numerous
limitations when applied to examining recovery from AUD
(see Pearson et al., 2017a for a review). First, alcohol consumption levels are not used as a criterion in accepted diagnostic schemes for AUD (APA, 2013), and it is therefore
unclear why a drinking practices dimension would be
included in deﬁnitions of recovery from AUD. Diagnostic
schemes instead emphasize drinking in harmful ways and
under conditions that increase risk for adverse consequences
in alcohol-related functioning and development of tolerance
and physical dependence. The 4+/5 + consumption cutpoints
were originally developed to screen for AUD risk in general
and medical populations, and incorporating them into deﬁnitions of recovery, particularly as superordinate evidence of
recovery, is a newer development of unproven scientiﬁc and
clinical utility.
Second, research using the NESARC-III data found that
risk of AUD continues to increase well beyond the 4+/
5 + cutpoints, with risk increasing through approximately 10
drinks for women and 11 drinks for men (Linden-Carmichael et al., 2019). Thus, the 4+/5 + drink threshold does not
oﬀer a useful dimension to characterize levels of AUD severity, as emphasized in DSM-5 diagnostic criteria, and, conversely, it is inadequate to characterize risk reduction during
a recovery attempt.
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Third, consumption-based thresholds have not been wellvalidated in clinical or general population samples. Research
has found that consumption cutoﬀs lack sensitivity and
speciﬁcity for predicting problems related to alcohol use and
they do not diﬀerentiate individuals based on other measures
of health or functioning (Pearson et al., 2017a; Wilson et al.,
2016). Cutpoints also ignore the inﬂuence of weight, sex, and
health status in determining the eﬀects of diﬀerent levels of
alcohol consumption (e.g., blood alcohol level) (Pearson
et al., 2017a) and are based on single-episode drinking,
whereas recovery is better conceptualized as a process of
change (SAMSHA, 2011).
Fourth, research on the risks of alcohol consumption is
more complex than the common generalization that any
drinking is harmful to health. Increased volume of alcohol
consumption is monotonically associated with greater relative risk of morbidity for many health conditions (Rehm
et al., 2017; Wood et al., 2018); however, the association
between alcohol consumption and alcohol-related consequences (including health consequences) tends to be modest
(i.e., correlations less than .35; Pearson et al., 2017b), lower
consumption levels are associated with relative reductions in
health risks for some prevalent disorders (e.g., ischemic diseases, diabetes, myocardial infarction) (Rehm et al., 2017;
Wood et al., 2018), and emerging evidence suggests that
excessive infrequent drinking is associated with greater risk
than stable levels of consumption (Grønbaek, 2009). Thus,
the temporal patterning and manner of drinking over time
merit consideration when evaluating the role of drinking
practices in risk and recovery. To date, however, most relevant studies used summary measures of alcohol volume that
precluded explication of how patterning and manner of
drinking aﬀect health risks or variables considered important
in recovery.
CONTEXTUAL FACTORS AND BROADENING
DEFINITIONS OF RECOVERY TO INCLUDE
FUNCTIONING
In line with the AA (1939) seminal deﬁnition, recent deﬁnitions of recovery, including a working deﬁnition from
SAMHSA (2011), have focused on the importance of functioning, including a common concern with general well-being
in deﬁning recovery. The AUD symptoms of DSM-5 are certainly relevant for determining functioning related to alcohol
use, but neither the DSM-5 nor consumption-based criteria
provide speciﬁc information about general or physical wellbeing, social or occupational functioning, or quality of life.
DSM-5 and consumption-based criteria also do not provide
any utility in measuring the cognitions, attitudes, beliefs, and
lifestyle factors that are critically important in predicting
long-term recovery (Kelly et al., 2019; Moos and Moos,
2007). The same is true of the Fan et al. (2019) study, which
focused exclusively on DSM-5 diagnosis and levels of consumption with no consideration given to functioning, cognitions, attitudes, beliefs, or contextual, social, and

environmental factors that may be more important when
deﬁning recovery (Moos and Moos, 2007).
An individual may be abstaining from alcohol and not
meet DSM-5 criteria for AUD, but be a miserable “dry
drunk” (Pattison, 1968) with little or no improvement in
functioning or well-being. According to the Fan et al. (2019)
deﬁnition of recovery, an abstinent individual who is struggling with abstinence, experiencing considerable distress, and
who disengages with their social environment would be considered “recovered,” solely because he or she is abstaining
and does not meet criteria for AUD. This is an overly limited
view of recovery based solely on drinking practices and
DSM-5 symptomology and fails to reﬂect recovery as
broadly conceived by AA (1939), recent consensus deﬁnitions (e.g., Substance Abuse and Mental Health Services
Administration, 2011), and empirical ﬁndings (Witkiewitz
et al., 2019).
RECOVERY AS A PROCESS OF BEHAVIOR CHANGE
A ﬁnal limitation of the Fan and colleagues (2019) study
is the reliance on cross-sectional data to characterize a
dynamic process of behavior change. Despite their crosssectional design that did not assess status changes over
time, the authors speculated how individuals in NESARCIII may be expected to progress. Speciﬁcally, “high-risk
drinkers may be in the path [of] developing more severe
AUD or in the transitionary stage toward recovery.” The
analyses of the NESARC wave 1 and wave 2 data (Dawson
et al., 2007) provided a glimpse at what would likely happen if the NESARC-III sample was followed prospectively.
First, consistent with a “sick quitter” eﬀect (i.e., individuals
who abstain because their health is too poor to continue
drinking; Sarich et al., 2019), Dawson and colleagues
(2007) found that, among abstainers at wave 1, there was a
relatively greater loss to follow-up at wave 2 due to death,
institutionalization, or incapacitation. They also reported
remarkable stability of recovery status and found that it
was far more likely for asymptomatic high-risk drinkers to
remain asymptomatic (31.3%) or transition to low-risk
(21.4%) or abstainer (7.4%) status than to develop AUD
(6%) at wave 2. Therefore, we can predict that, over time,
the high-risk drinkers in Fan and colleagues (2019) will be
more likely to have positive outcomes than a worsening of
AUD symptoms.
SUMMARY AND FUTURE DIRECTIONS
Fan and colleagues (2019) provided an important replication of prior work by Dawson and colleagues (2005) by
showing that many individuals with AUD in a nationally
representative sample achieve recovery and that some
achieve a non–abstinent recovery, often without treatment.
Despite the study’s strengths and contributions, the results
warrant qualiﬁcation with respect to: (i) the conﬂation of
alcohol consumption with AUD diagnosis in deﬁning
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recovery; (ii) the lack of assessment of contextual factors,
general functioning, and well-being in determining recovery
status; and (iii) the use of a cross-sectional design and retrospective data to investigate a dynamic process of behavior
change that unfolds over time.
Broadening the conceptualization of recovery to include
both “low-risk” and even some “high-risk” asymptomatic
drinking would have potentially increased the impact of Fan
and colleagues (2019) by examining those individuals who
are able to experience substantial recovery of functioning,
regardless of the amount they are drinking. This work could
also be extended by following nationally representative samples over time to gain a better understanding of the various
pathways to recovery, including recovery in the context of
treatment, recovery that occurs outside of the treatment context, and recovery among those who engage in occasional
heavy drinking and still achieve a fulﬁlling life (Witkiewitz
et al., 2019). Studying the temporal course and patterning of
drinking, and associated functional consequences, over
longer intervals is critical for characterizing and supporting
the multiple heterogeneous pathways to recovery from an
AUD. Deﬁnitions of recovery based on occasional episodes
of heavy drinking are likely less important than deﬁnitions
that consider changes over time in the patterns of drinking,
functioning in other areas of life health, and overall well-being and life satisfaction.
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