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Objective: The study explored mental health service use patterns and
barriers to care among individuals with comorbid mental and substance
use disorders. Methods: Using data from the National Survey on Drug
Use and Health (2005–2010) for 18,972 adults with past-year major de-
pressive episodes, the study compared mental health service use and
perceived barriers to care among participants with and without co-
occurring alcohol dependence, nonalcohol drug dependence, and both
alcohol and drug dependence. Results: Compared with participants
without comorbid substance dependence, participants with alcohol de-
pendence or both alcohol and nonalcohol drug dependence used more
mental health services of all types, and participants with only comorbid
alcohol dependence used more medication treatments. Participants with
comorbid substance dependence were significantly more likely than
those without comorbid substance dependence to report unmet mental
health treatment need. However, barriers to mental health care were
remarkably similar across groups, with financial barriers being the most
common in all groups. Conclusions: Participants with major depression
comorbid with substance dependence used more mental health services
but also perceived more unmet need for such care than individuals
without such comorbidity. However, barriers to mental health care were
similar across groups with and without comorbidity. Policies aimed at
expanding insurance coverage and mental health parity would likely
benefit individuals with major depression and substance dependence
comorbidity even more than those without such comorbidity. (Psychiat-
ric Services 64:863–870, 2013; doi: 10.1176/appi.ps.201200289)

Substance use disorders com-
monly occur among individuals
with mental disorders (1–6).

Co-occurring disorders have signifi-

cant social and clinical implications
(7–13). Yet research on mental health
treatment seeking among individuals
with co-occurring disorders has pro-

duced mixed results (10,11,13–17).
Whereas some studies found that
individuals with co-occurring disor-
ders seek professional treatment at
significantly higher rates than individ-
uals without co-occurring disorders
(13,14,17), other studies have found
less consistent results (10,15).

However, most previous studies
that examined the impact of comorbid
substance use disorders on mental
health service use did not distinguish
between substance dependence and
substance abuse (14,17). Substance
abuse and dependence have different
courses, outcomes, and clinical corre-
lates (12,18–20). Past studies also
often combined comorbid disorders
that involved alcohol use and comor-
bid disorders that did not involve al-
cohol (10,21), which are associated with
different sociodemographic charac-
teristics (3,18,20,22), comorbid mental
illness (18,20,23,24), and service use
profiles (15,16,25). Finally, past re-
search often combined different ser-
vices and care settings (13,14,16,17).

Some prior research has found that
among individuals with mental disor-
ders, those with comorbid substance
use disorders are more likely to report
an unmet need for mental health care
(23,26,27). A number of studies also
examined barriers to mental health
care, but many failed to distinguish
between perceived mental health
treatment need and perceived sub-
stance use disorder treatment need
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(10,21,26), and little is known re-
garding differences in barriers to
mental health services among individ-
uals with or without substance use
disorders.
To address these limitations, we

analyzed data from the National
Survey on Drug Use and Health
(NSDUH), a representative survey
of the U.S. population, to address
the following questions: Do individu-
als with major depressive episodes
and alcohol or nonalcohol drug de-
pendence use different modalities of
mental health services, such as in-
patient or outpatient treatment and
medications, or use outpatient ser-
vices in different settings, such as
a private office or outpatient medical
clinic, compared with individuals with
major depression and no such comor-
bidity? Do individuals with comor-
bid substance dependence experience
greater unmet treatment need and
different types of barriers to mental
health treatments?
The analyses focused on major de-

pression, the only mental health con-
dition fully assessed by the NSDUH.
It is also a prevalent disorder that
frequently co-occurs with a substance
use disorder. We limited our analy-
ses to substance dependence, a more
severe substance use disorder with
more serious implications for health
outcomes and service use (22,28). The
study built upon a previous study that
used 2005–2006 NSDUH data to
examine access to care and barriers
among individuals with major depres-
sive episodes, irrespective of sub-
stance use disorder comorbidity (29).

Methods
Sample

The NSDUH is sponsored by the
Substance Abuse and Mental Health
Services Administration and is de-
signed to provide estimates of the
prevalence of nonmedical use of legal
and illegal substances in the U.S.
household population ages 12 and
older (30–35). The institutional re-
view board (IRB) of Research Tri-
angle Institute approved the study
procedures prior to data collection.
The analyses of deidentified data for
this paper were deemed exempt from
IRB review. Detailed information
about the sampling and survey meth-

odology of NSDUH is found else-
where (30–35).

We analyzed combined data from
the NSDUH public use data files for
2005 to 2010 (N=336,003). We re-
stricted our sample to adult partic-
ipants ages 18 or older (N=227,123)
who met the criteria for 12-month
major depressive episodes (N=18,972).
We excluded participants under age 18
because NSDUH assesses service use
by adults and adolescents differently
and does not assess barriers to care
among adolescents.

Assessment

Major depressive episodes were as-
certained by using a structured in-
terview based on DSM-IV criteria
(36). The diagnostic assessment was
modeled after the Composite Inter-
national Diagnostic Interview (CIDI)
as implemented in the National Com-
orbidity Survey Replication (37,38).

Functional impairment associated
with depressive symptoms was as-
sessed by using the Sheehan Disabil-
ity Scale (39). Participants were asked
to recall the time in the past 12
months when problems with mood
were the worst and to rate the degree
of impairment in performance of
household chores, ability to do well
at school or work, ability to get along
with family, and social life on a scale
from 0 to 10, with 0 indicating no
impairment; 1–3, mild impairment;
4–6, moderate impairment; 7–9, se-
vere impairment; and 10, very severe
impairment. An overall role impair-
ment score is defined as the highest
rating in any of the four domains.

Substance dependence in the past
12 months was also assessed by using
structured interviews based on DSM-
IV criteria (36). We further divided
substance dependence into alcohol
dependence and nonalcohol drug
dependence (marijuana, crack or co-
caine, heroin, hallucinogens, inhal-
ants, pain relievers, tranquilizers,
stimulants, and sedatives).

Mental health service use was
assessed by a series of questions
regarding treatment or counseling
specifically for problems with emo-
tions, “nerves,” or mental health in
outpatient or inpatient settings in the
past 12 months. Outpatient care
settings included an outpatient men-

tal health clinic or center; the office of
a private therapist, psychologist, psy-
chiatrist, social worker, or counselor;
a doctor’s office; a medical clinic; and
a partial-day hospital or day treatment
program. A question was also asked
regarding use of medications pre-
scribed to treat a mental or emotional
condition. To further limit assessment
of mental health service use to treat-
ment seeking for mental health rea-
sons, each question ended with the
following statement: “Please do not
include treatment for alcohol or drug
use.” In addition, the questions were
preceded by the following preamble:
“These next questions are about treat-
ment and counseling for problems
with emotions, nerves, or mental health.
Please do not include treatment for
alcohol or drug use.”

Perceived unmet need for mental
health treatment was assessed as a
positive response to the question, “Dur-
ing the past 12 months, was there any
time when you needed mental health
treatment or counseling for yourself
but didn’t get it?” This question was
asked after the series of questions
about treatment seeking for problems
with emotions, nerves, or mental
health.

Barriers to mental health treatment
were assessed by asking participants
who reported unmet mental health
treatment need in the past 12 months
to choose from a list of reasons for
not receiving the needed care. We
categorized these reasons into four
groups: financial reasons, perceived
stigma, attitudinal reasons, and struc-
tural reasons. [The list of reasons is
available online as a data supplement
to this article.]

Sociodemographic characteristics
included gender, age group (18–25,
26–34, 35–50, or .50), race-ethnicity
(white, black, Hispanic, or other), mar-
ital status (married; divorced, sepa-
rated, or widowed; or never married),
employment status (partial or full em-
ployment, unemployed, or not in la-
bor force), education (less than high
school, high school, or college and
above), annual household income
(#$19,999, $20,000–$34,999, $35,000–
$69,999, or$$70,000), health insurance
status (none, private insurance, Medi-
care, Medicaid or state program,
CHAMPUS or military insurance, or
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other), and population density of the
area of residence (metropolitan, sub-
urban, or rural).

Data analysis

Analyses focused on comparing four
groups of participants, all of whom
met criteria for major depressive epi-
sodes. These groups included partic-
ipants without substance dependence
comorbidity and those with comorbid
alcohol dependence, nonalcohol drug
dependence, or both. We used a se-
ries of multivariate logistic regression
models to compare the groups with
regard to use of mental health services
in different modalities and settings,
perceived unmet need for mental
health treatment, and reasons for not
seeking needed mental health ser-
vices. The group without substance
dependence comorbidity was the re-
ference group. In addition, compar-
isons among comorbid groups were
conducted. The multivariate models
adjusted for age, gender, race-ethnicity,
education, marital status, employment
status, household income, type of
health insurance, functional impair-
ment, and population density of area
of residence.
We used Taylor series linearization

to take into account the complex sur-
vey design of NSDUH. Stata 11 was
used for all analyses. All percentages
reported are weighted.

Results
Characteristics of groups

A total of 15,089 (84.5%) of the
18,972 NSDUH participants did not
meet the criteria for any substance
dependence comorbidity, 1,932 (8.5%)
met the criteria for alcohol depen-
dence comorbidity, 1,266 (4.8%) for
nonalcohol drug dependence comor-
bidity, and 685 (2.2%) for both
alcohol and nonalcohol drug depen-
dence comorbidity (Table 1). Com-
pared with participants with major
depressive episodes only, those with
substance dependence comorbidity
were more likely to be male; to be
younger; to be single or divorced,
separated, or widowed; to be un-
employed or not in the labor force;
to be uninsured; to have a family
income less than $20,000; and to have
greater functional impairment. Par-
ticipants with nonalcohol drug de-

pendence and those with both alcohol
and nonalcohol drug dependence
comorbidities were more likely to be
African American and to have less
education than participants without
such comorbidities.

Use of services and

unmet treatment need

Slightly more than half of the partic-
ipants, irrespective of comorbidity
status, reported having receivedmen-
tal health care in the past year (Table
2). After adjustment for sociodemo-
graphic characteristics, the likelihood
of mental health service use was clearly
higher among thosewith comorbid sub-
stance dependence than among par-
ticipants without such comorbidity.
Participants with comorbid nonalco-
hol drug dependence and with both
alcohol and nonalcohol drug depen-
dence were more likely to report using
inpatient care. In addition, participants
with both alcohol and nonalcohol drug
dependence were more likely than
those without a comorbid substance
use disorder to report outpatient care.

In comparisons among groups with
comorbid disorders, participants with
both alcohol and nonalcohol drug
dependence comorbidity were more
likely than those with either comor-
bidity alone to report using inpatient
care (adjusted risk ratio [ARR]=2.31,
95% confidence interval [CI]=1.34–
3.99, p,.01, and ARR=1.55, CI=1.00–
2.39, p,.05, respectively) and were
more likely than those with comorbid
alcohol dependence alone to report
outpatient care (ARR=1.53, CI=1.15–
2.05, p,.01). None of the other com-
parisons among groups with comorbid
disorders were statistically significant.
However, all comparisons of service
use between participants with both
alcohol and nonalcohol drug depen-
dence and participants with either
comorbidity produced risk ratios
greater than one, indicating greater
likelihood of using services among
participants with both comorbidities.
[A table for comparing the likelihood
of using mental health services by
comorbid substance use disorder is
available online as a data supplement
to this article.]

The groups also differed with
regard to outpatient settings where
they received care. Participants with

nonalcohol drug dependence and
those with both alcohol and nonal-
cohol drug dependence were more
likely than participants without a
comorbid disorder to seek outpatient
treatment from a mental health clinic
or center (Table 2).

Participants with comorbid sub-
stance dependence were more likely
than those without a comorbidity to re-
port an unmet need for mental health
treatment. Whereas only 28.6% of
participants without comorbid sub-
stance dependence perceived an un-
met need for mental health care,
43.0% of participants with comorbid
alcohol dependence, 53.6% of partic-
ipants with comorbid nonalcohol drug
dependence, and 54.8% of participants
with both alcohol and nonalcohol drug
dependence comorbidity experienced
unmet treatment need. Among groups
with comorbid disorders, participants
with both alcohol and nonalcohol drug
dependence comorbidity were more
likely than participants with alcohol
dependence alone to perceive an un-
met need (ARR=1.48, CI=1.09–2.07,
p,.05). [The likelihood of perceived
unmet need for mental health treat-
ment by comorbid substance use
disorder is summarized in the table
available online as a data supplement
to this article.]

Treatment barriers

Reasons for not seeking mental health
treatment were remarkably similar
among groups (Table 3). The most
common category of treatment bar-
rier across the four groups was
financial. Not being able to afford
treatment was reported by approxi-
mately half of all participants who
reported an unmet need for mental
health treatment. The second leading
category of treatment barrier was
attitudinal—specifically, the belief that
the participant could handle the prob-
lem without help.

In the context of these overall
similarities, there were a few differ-
ences among comorbidity groups.
Compared with participants without
comorbid substance dependence,
those with alcohol dependence were
less likely to report lack of insurance
as a barrier, and participants with
nonalcohol drug dependence and
both alcohol and nonalcohol drug
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Table 1

Sociodemographic characteristics of 18,972 adults with past-year major depressive episodes and association with
comorbid substance use disordersa

Characteristic

No
comorbidity
(N=15,089)

Alcohol
dependence
(N=1,932)

Nonalcohol drug
dependence
(N=1,266)

Alcohol and nonalcohol
drug dependence
(N=685)

N % N % OR 95% CI N % OR 95% CI N % OR 95% CI

Gender
Male 4,376 32.2 827 50.4 1.00 — 463 41.9 1.00 — 318 57.5 1.00 —
Female 10,713 67.9 1,105 49.7 .47 .41–.53*** 803 58.1 .66 .55–.78*** 367 42.6 .35 .27–.45***

Age
18–25 7,477 16.3 1,161 25.8 1.00 — 866 33.5 1.00 — 506 42.4 1.00 —
26–34 2,406 17.6 307 22.8 .82 .69–.98* 169 21.4 .59 .45–.78*** 85 22.7 .50 .36–.68***
35–50 3,513 33.0 365 32.9 .63 .53–.74*** 194 31.2 .46 .38–.57*** 80 25.7 .30 .22–.42***
.50 1,693 33.1 99 18.5 .35 .26–.48*** 37 13.9 .20 .13–.32*** 14 9.3 .11 .06–.20***

Race-ethnicity
White 10,467 74.6 1,301 71.9 1.00 — 880 74.2 1.00 — 461 68.6 1.00 —
Black 1,545 9.4 178 11.3 1.24 .92–1.66 154 13.5 1.44 1.04–2.00* 84 17.2 1.98 1.35–2.91**
Hispanic 1,864 11.0 288 12.4 1.17 .88–1.57 129 9.2 .84 .55–1.29 90 11.4 1.13 .76–1.68
Other 1,213 5.0 165 4.4 .90 .63–1.29 103 3.1 .62 .41–.92* 50 2.8 .60 .33–1.08

Marital status
Married 4,648 43.4 308 25.6 1.00 — 180 20.9 1.00 — 58 13.8 1.00 —
Divorced, separated,
or widowed 2,596 27.1 325 28.5 1.78 1.39–2.27*** 161 2.6 1.97 1.39–2.79*** 89 23.2 2.69 1.59–4.56***

Never married 7,845 29.5 1,299 45.9 2.64 2.14–3.25*** 925 53.4 3.76 2.85–4.96*** 538 63.1 6.74 4.59–9.90***
Education
Less than high school 2,513 15.1 323 16.4 1.00 — 286 20.2 1.00 — 186 24.8 1.00 —
High school 4,773 30.1 629 31.9 .98 .75–1.28 446 36.1 .90 .68–1.17 259 39.6 .80 .58–1.10
College and above 7,803 54.8 980 51.8 .87 .69–1.10 534 43.7 .60 .45–.79*** 240 35.6 .39 .29–.54***

Household income
#$19,999 4,632 24.6 695 32.2 1.00 — 508 37.1 1.00 — 253 37.3 1.00 —
$20,000–$34,999 5,429 35.3 651 31.5 .68 .54–.85** 425 36.9 .69 .55–.87** 239 35.9 .67 .50–.90*
$35,000–$69,999 2,274 17.4 240 13.7 .60 .45–.79** 161 12.4 .47 .34–.65*** 78 10.2 .39 .25–.59***
$$70,000 2,754 22.7 346 22.6 .76 .59–.97* 172 13.7 .40 .28–.57*** 115 16.7 .48 .34–.68***

Health insurance
None 3,332 17.8 538 25.5 1.00 — 368 29.3 1.00 — 255 37.2 1.00 —
Private 7,620 51.4 929 47.2 .64 .53–.77*** 491 34.3 .41 .31–.53*** 254 33.1 .31 .23–.41***
Medicare 602 9.5 28 3.4 .25 .15–.42*** 20 3.2 .20 .12–.34*** 8 2.0 .10 .04–.26***
Medicaid or state 2,540 14.4 274 14.0 .68 .53–.87** 303 24.6 1.04 .76–1.42 117 18.8 .63 .44–.89**
CHAMPUS or
military 576 5.1 83 6.8 .93 .60–1.40 32 4.8 .57 .29–1.12* 24 6.6 .62 .32–1.22

Other 391 1.9 74 3.1 1.17 .78–1.75 47 3.9 1.27 .76–2.13 25 2.2 .57 .28–1.16
Employment
Part- or full-time 9,579 60.3 1,316 66.2 1.00 — 729 50.8 1.00 — 411 56.4 1.00 —
Unemployed 1,318 6.7 211 9.9 1.36 1.02–1.81* 173 12.8 2.27 1.65–.14*** 118 15.2 2.43 1.78–3.32***
Not in labor force 4,192 33.0 405 23.9 .66 .54–.81*** 364 36.4 1.31 1.07–.60* 156 28.5 .92 .70–1.22

Disabilityb

None 92 .7 6 .4 1.00 — 2 .1 1.00 — 1 .1 1.00 —
Mild 1,048 7.5 88 4.5 .99 .24–4.13 49 4.2 5.41 1.08–6.97* 15 2.2 1.73 .20–15.27
Moderate 4,492 30.5 533 28.4 1.52 .39–5.96 258 16.2 5.16 1.11–23.89* 137 20.6 4.05 .52–31.54
Severe 6,682 42.3 950 48.2 1.87 .47–7.41*** 625 50.6 11.60 2.45–54.82** 365 58.4 8.29 1.09–62.84*
Very severe 2,701 19.1 336 18.5 1.59 .39–6.53*** 325 29.0 14.77 3.09–70.59** 163 18.8 5.93 .76–46.49

Population density of
area of residence
Metropolitan 5,964 49.1 774 53.4 1.00 — 552 49.7 1.00 — 300 53.9 1.00 —
Suburban 7,798 43.9 1,001 40.1 .84 .70–1.00 623 44.2 .99 .81–1.22 340 42.4 .88 .65–1.19
Rural 1327 7.0 157 6.5 .85 .60–1.21 91 6.2 .87 .56–1.35 45 3.8 .49 .27–.89*

a Adults with no comorbidity were the reference group.
b Based on self-ratings on the Sheehan Disability Scale for performing household chores, ability to do well at school or work and get along with family,
and social life

*p,.05, **p,.01, ***p,.001
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dependence were less likely to report
a desire to handle the problem on
their own as a barrier. Participants
with nonalcohol drug dependence
and those with both alcohol and
nonalcohol drug dependence were
also less likely than those without
comorbid substance dependence to
report structural barriers. Specifically,
participants with substance depen-
dence comorbidity were less likely
than the group without it to report
lack of time as a barrier to treatment.

Discussion
There were three main findings in this
study. First, individuals with major
depressive episodes and comorbid
substance dependence (either alcohol
or nonalcohol drug dependence or
both) had higher rates of mental
health service use than individuals
without such comorbidity. Similar find-
ings were shown in several national
surveys from the late 1990s to early
2000s (13,14,25), although not all
studies showed such a relationship
(10,15). These mixed results could be
due to the design of some past studies,
which aggregated all substance use
disorders without distinguishing be-
tween substance abuse and depen-
dence or between alcohol and
nonalcohol drug disorders. Further-
more, past research found significant
variations between mood and anxiety
disorders and comorbidity of sub-
stance use disorders (12,40,41). In
this study, we focused on major de-
pression and comorbid substance de-
pendence. We also chose to examine
alcohol and nonalcohol drug depen-
dence comorbidities separately.
Whereas comorbid major depres-

sion and substance dependence was
associated with increased likelihood of
mental health service use across the
board, there were also some variations
in the modality and setting of services
among groups. Individuals with non-
alcohol drug dependence as well as
those with both alcohol and non-
alcohol drug dependence were more
likely to have used both inpatient
services and psychiatric medications
and to have received outpatient care
in mental health clinics or centers,
partial-day hospitals, or day treat-
ment programs. Individuals with co-
morbid alcohol dependence had only T
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increased use of only medication
treatments. The greater use of in-
patient and day treatment services
likely reflects the greater severity of
mental health problems among indi-
viduals with nonalcohol drug depen-
dence. We also found a greater
likelihood of use of inpatient services
among participants with both alcohol
and nonalcohol drug dependence
compared with participants with ei-
ther type of comorbidity, which may
simply reflect the impact of the
number of substances (23,25) or the
synergistic effects of alcohol and non-
alcohol drug dependence. Although
the analyses adjusted for functional
impairment, comorbid mental health
disorders besides major depressive
episodes were not captured in the
NSDUH data.

Second, although participants with
comorbid substance dependence had
higher rates of mental health service
utilization, they were also more likely
to perceive unmet need for mental
health treatment. Several studies
from the United States and other
countries have shown that individuals
with co-occurring mental and sub-
stance use disorders are more likely to
perceive an unmet need for mental
health care compared with individuals
with either type of disorder alone
(23,26,27), although some of these
studies did not distinguish between
perceived need for mental health
treatment and perceived need for
substance use disorder treatment
(10,21,26). Our analyses adjusted for
the level of functional impairment and
enabling factors such as insurance,
income, and geographical access.
Thus, the finding of greater perceived
unmet need among the comorbid
group suggests that individuals with
comorbid disorders either experience
a greater number of barriers to care or
different types of barriers.

A third finding of the study was
the similarity in the types of barriers
to mental health treatment across
groups. Substance dependence com-
orbidity was not associated with spe-
cific types of barriers to mental health
care. This finding is somewhat surpris-
ing, given that comorbid substance
dependence was associated with pre-
dictors of difficulty with access to care,
such as lack of health care insuranceT
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and lower income. Furthermore, co-
morbidity was associated with greater
functional impairment, and past re-
search has found an association
between severity of mental health
problems and types of barriers to
mental health care (42). However,
our analyses adjusted for these vari-
ables and were conditioned on per-
ceived unmet need, given that only
participants who reported unmet
treatment need were asked about
barriers.
Financial barriers were quite com-

mon in this sample, with 50% to 60%
of participants across the four study
groups reporting financial difficulties
as a barrier. This finding was consis-
tent with previous cross-national stud-
ies showing that financial barriers may
be more pronounced in the United
States than in other countries (27,43).
A number of recent initiatives, in-
cluding the Mental Health Parity Act
of 2008 and the Affordable Care Act
of 2010, have sought to address the
financial barriers to mental health
care. Given the uniformly high prev-
alence of these barriers across all
groups and the higher level of per-
ceived treatment need among indi-
viduals with comorbid mental health
disorders and substance dependence,
these initiatives would be expected to
have a more pronounced impact on
access to mental health care among
persons with comorbid disorders.
Our findings should be interpreted

in the context of the study’s limita-
tions. First, recall bias might have
affected our results because of the
retrospective assessment. Self-reports
of service use generally underestimate
actual use (44–46). Second, it is
difficult to establish temporal order
between substance use problems and
major depression in the cross-sectional
NSDUH data. This sequence may
have implications for engagement
and attitudes toward mental health
treatment seeking. Third, the list of
reasons for not seeking treatment
was limited. It is possible that other
reasons, such as lack of available in-
tegrated treatment programs, stopped
individuals with comorbid disorders
from seeking treatment. Fourth, in-
formation on whether the mental
health treatment program was affili-
ated with or part of a substance use

disorder treatment program was not
available in NSDUH. Fifth, although
NSDUH questions related to mental
health services specifically ask about
treatment for emotions, “nerves,” or
mental health, some participants with
comorbid disorders might have diffi-
culty in distinguishing treatment pro-
vided for mental health reasons from
treatment for substance use disorders.
Sixth, we combined all nonalcohol
drug dependence disorders into one
category. It is possible that depen-
dence on particular drugs or specific
combinations of drugs has significant
implications for service use and bar-
riers (42,47).

Conclusions
Notwithstanding these limitations, this
study provides a broad overview of
service use patterns and perceived
barriers to mental health care among
individuals with comorbid major de-
pression and substance dependence.
Despite a higher prevalence of per-
ceived treatment need among individ-
uals with comorbid major depressive
episodes and substance dependence,
the profiles of barriers tomental health
care were remarkably similar between
groups, with financial reasons being
the most common type of barrier re-
ported by all groups. In the context of
unfolding health policy initiatives in
the United States aimed at improving
financial access to mental health care,
it would be important to continuemon-
itoring access to care and service use
patterns among the sizeable group of
individuals with comorbid disorders.
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