
 
DSM-5 Clinical Assessment:  

Substance Use Disorder 
 

 
 

Item  Question text 

1 During the past 12 months, have you used any drugs like marijuana, cocaine or 
crack, club drugs (like ecstasy), hallucinogens (like LSD), heroin, inhalants or solvents 
(like glue), or methamphetamine (like speed)? 
 Yes 
 No 

2 During the past 12 months, have you used any medicines on your own, that is, 
without a doctor’s prescription, in greater amounts than prescribed, or longer than 
prescribed, such as: painkillers (like Vicodin), stimulants (like Ritalin or Adderall), 
sedatives or tranquilizers (like sleeping pills or Valium)? 
 Yes 
 No 

 
[If #1 = “No” AND #2 = “No”, skip to end of section] 

 
3 During the past 12 months, have you often had more of a drug or medicine than you 

intended? 
 Yes 
 No 

4 During the past 12 months, have you often had a drug or medicine for a longer 
period than you intended? 
 Yes 
 No 

5 During the past 12 months, have you continually wanted to reduce your use of a 
drug or medicine? 
 Yes 
 No 

6 During the past 12 months, have you tried unsuccessfully to reduce your use of a 
drug or medicine? 
 Yes 
 No 

7 During the past 12 months, have you spent a lot of your time obtaining a drug or 
medicine, using a drug or medicine, or recovering from the effects of a drug or 
medicine? 
 Yes 
 No 



 

8 During the past 12 months, have you had cravings or strong urges to use a drug or 
medicine? 
 Yes 
 No 

9 During the past 12 months, have you had problems at work, home or school as a 
result of your drug or medicine use? 
 Yes 
 No 

10 During the past 12 months, have you had social problems as a result of your drug or 
medicine use, but continued to use that drug or medicine anyway? 
 Yes 
 No 

11 During the past 12 months, have you reduced your usual activities because of your 
drug or medicine use? 
 Yes 
 No 

12 During the past 12 months, have you used a drug or medicine in situations where it 
may have been physically dangerous to do so? 
 Yes 
 No 

13 During the past 12 months, have you had physical or mental health problems as a 
result of your drug or medicine use, but continued to use that drug or medicine 
anyway? 
 Yes 
 No 

14 During the past 12 months, have you needed to use much more of a drug or 
medicine to feel intoxicated or feel some other desired effect? 
 Yes 
 No 

15 During the past 12 months, have you felt much less affected by using the same 
amount of a drug or medicine? 
 Yes 
 No 

16 During the past 12 months, after you have stopped using a drug or medicine, have 
you developed symptoms such as: irritability, anger, aggression, feeling sweaty, 
rapid heartbeat, shaky hands, trouble sleeping, nausea, vomiting, diarrhoea, fever, 
seeing or feeling things that aren’t really there, feeling agitated, feeling anxious, 
pupil dilation, muscle aches or having seizures? 
 Yes 
 No 



 

17 During the past 12 months, have you used a drug or medicine to relieve or avoid 
symptoms such as: irritability, anger, aggression, feeling sweaty, rapid heartbeat, 
shaky hands, trouble sleeping, nausea, vomiting, diarrhoea, fever, seeing or feeling 
things that aren’t really there, feeling agitated, feeling anxious, pupil dilation, muscle 
aches or having seizures? 
 Yes 
 No 

 



 
Scoring Criteria 

 

 

• #1 = “Yes” OR #2 = “Yes” 
 

And two or more of the following: 
• #3 = “Yes” or #4 = “Yes” 
• #5 = “Yes” or #6 = “Yes” 
• #7 = “Yes” 
• #8 = “Yes” 
• #9 = “Yes” 
• #10 = “Yes” 
• #11 = “Yes” 
• #12 = “Yes” 
• #13 = “Yes” 
• #14 = “Yes” or #15 = “Yes” 
• #16 = “Yes” or #17 = “Yes” 

 

 

 

 


