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Substance addiction is a signifi-
cant health problem. It resulted
in 132,000 deaths in 1992 alone

and cost American society $276 billion
a year in 1995 (1). Despite the highly
negative effects of substance depend-
ence and the availability of relatively
effective interventions for it (2), few
persons with substance use disorders
actually seek treatment (3). Identify-
ing demographic and clinical variables
that predict use of treatment can assist

providers in understanding and ulti-
mately eliminating barriers to care (4).

Among people with substance
problems, certain demographic vari-
ables have been associated with seek-
ing some type of treatment—namely,
female sex (3,5,6), older age (3,7), un-
employment (3,7), poverty (7), and
having been arrested (6). The picture
is more mixed with regard to ethnici-
ty and marital status (5–8). With re-
spect to clinical variables, having a co-

morbid psychiatric illness substantial-
ly increases the likelihood of obtain-
ing services (5,9,10).

Research has documented the ben-
efits of receiving a treatment that is
specifically designed to address the
unique needs of the individual who
has substance dependence, whether
in isolation or as part of a dual diag-
nosis (11–14). Yet a notable propor-
tion of individuals with substance de-
pendence who obtain mental health
treatment do not seek services that
are designed to address their addic-
tion. Among individuals who have a
substance dependence disorder with-
out a co-occurring psychiatric illness,
4.7 to 14.2 percent are seen in the
mental health system rather than in
settings designed specifically to ad-
dress substance use disorders (10,15). 

The National Comorbidity Survey
found that persons who had alcohol
or drug dependence without a co-oc-
curring mental illness were as likely
or more likely to be seen in mental
health service settings than in special-
ty substance treatment (10). A study
of national expenditures made in
1996 for mental health and substance
abuse treatment found that
$1,638,000 (13 percent) of the money
spent to treat people with a primary
substance abuse diagnosis went to
psychiatric hospitals, psychiatrists,
and other mental health professionals
(16). Persons with dual diagnoses
have been similarly found to obtain
mental health services two or three
times as often as specialty substance
care (10,15,17).

This study used a nationally repre-
sentative sample to examine the role
of a variety of demographic and clini-
cal variables in predicting treatment
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use among individuals whose self-re-
ports indicate that they currently
meet the criteria for substance de-
pendence. Both factors that are pre-
dictive of treatment use in general and
those that identify which subpopula-
tions are most likely to obtain mental
health services, in contrast with spe-
cialty substance care, were explored.

Methods
The National Household Survey on
Drug Abuse (NHSDA) (18) is a na-
tionwide household survey designed
to elucidate national trends in the use
of a wide variety of legal and illicit
substances as well as to query about
related topics, such as treatment. It
uses a multistage sample design to ac-
curately represent the civilian nonin-
stitutionalized population of the Unit-
ed States 12 years of age and older. In
the 1995 survey, 17,747 individuals
were interviewed about their sub-
stance use, which constituted a re-
sponse rate of 80.6 percent. The 1996
survey included 18,269 participants
and had a response rate of 78.6 per-
cent. For this study, the results from
the two surveys were combined, and
only respondents aged 18 years and
older were included; the total sample
comprised 26,883 persons.

Trained nonprofessional interview-
ers privately administered the hour-
long NHSDA instrument. Although
portions of the instrument followed
an oral interview format, the primary
sections used in this study were ad-
ministered as questionnaires that the
participants read, unless the partici-
pant’s reading level or personal pref-
erence dictated otherwise. To ensure
the privacy of participants’ responses,
respondents completed their own an-
swer sheets, which were placed, unre-
viewed by the interviewer, in a sealed
envelope at the end of the interview.

Although self-report drug use ques-
tionnaires have been shown to be gen-
erally accurate (19), they are vulnera-
ble to underreporting (20,21). The
NHSDA has been shown to elicit a
higher reporting rate than non-self-
administered questionnaires (22,23)
or telephone surveys (24). Moreover,
considerable research has been de-
voted to improving item comprehen-
sion on the NHSDA (25). The NHS-
DA’s prevalence estimates are similar

to those of the National Comorbidity
Survey (26).

The NHSDA’s questions mirror six
of the seven DSM-IV-TR (27) diag-
nostic criteria for substance depend-
ence; only the presence of withdraw-
al symptoms in the previous 12
months was not assessed. In accor-
dance with the DSM-IV-TR diagnos-
tic rules, participants in this study
were classified as currently depend-
ent on a substance if they reported
experiencing any three of the symp-
tom criteria for dependence on that
substance in the previous 12 months.
This approach to classification is

stricter than that used in clinical prac-
tice, because individuals who might
have met diagnostic criteria because
of their withdrawal symptoms would
have to endorse an additional symp-
tom to obtain the three needed for
categorization into this group. Indi-
viduals who endorsed dependence
criteria for cigarettes but not for any
other substance were not included in
this sample.

With the use of this classification
system, a total of 1,893 (7 percent) of
the adults surveyed met the diagnostic
criteria for dependence on at least one
substance, excluding cigarettes. As
Table 1 shows, this group was signifi-
cantly different in many respects from

the non-substance-abusing adults in
the NHSDA sample. They were more
likely to be younger, less educated,
uninsured, never married, and male
and to have lower family incomes.
They were more likely to report in-
volvement with the legal system and
symptoms of depression and anxiety.
Alcohol was the most common sub-
stance of dependence in this group.
Despite currently meeting depend-
ence criteria, relatively few perceived
themselves as currently needing help
for drug or alcohol problems.

The NHSDA also contains a num-
ber of questions that replicate the di-
agnostic criteria for a major depres-
sive episode, as outlined in DSM-IV-
TR (27), except for the symptom of
psychomotor agitation or retardation.
For the purposes of this study, indi-
viduals were classified as being de-
pressed if, in accordance with DSM-
IV-TR, they reported a two-week pe-
riod during which they exhibited four
symptoms characteristic of a major
depressive episode in addition to ei-
ther depressed mood or anhedonia.
According to this categorization rule,
13.3 percent of the dependent group
was also classified as having been de-
pressed in the previous year. Al-
though the NHSDA contains a num-
ber of questions assessing symptoms
characteristic of generalized anxiety
disorder, panic attacks, and agorapho-
bia, too few questions were asked to
permit the classification of individuals
as having any particular anxiety disor-
der. Hence a summary score of the
number of anxiety symptoms experi-
enced during the previous 12 months
was created. Substance-dependent
individuals reported a mean of
1.70±3.63 anxiety symptoms.

Finally, participants were asked a
number of questions about treat-
ment: “How many times in the past
12 months have you received treat-
ment or counseling for your use of al-
cohol or any drug, not counting ciga-
rettes?” “During the past 12 months,
how many times have you stayed
overnight or longer in a hospital to re-
ceive treatment for psychological or
emotional difficulties?” “Have you re-
ceived treatment for psychological
problems or emotional difficulties at a
mental health clinic or by a mental
health professional on an outpatient
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basis in the past 12 months?” In this
study, the latter two items were com-
bined so that participants were count-
ed as receiving care in the mental
health system if they endorsed either
item; receipt of any treatment was de-
fined as responding in the affirmative
to any of the three questions. No min-
imum duration was necessary for the
services to be classified as treatment.

Data analyses
A stepwise logistic regression using
the Wald statistic was used to identify
demographic and clinical variables
that significantly predicted any type
of substance or mental health treat-
ment within the previous year among
individuals classified as having sub-
stance dependence. A similar analytic
strategy was used to investigate the
variables that best predicted the use
of mental health treatment only as
opposed to care that included special-
ized substance abuse services. Uni-
variate tests were used to further de-
scribe the subgroup of persons who
used only mental health treatment.

Results
Among individuals who were classi-
fied as currently substance depend-
ent, only 18.3 percent reported re-
ceiving any type of treatment in the
previous 12 months. A stepwise logis-
tic regression using the Wald statistic
found several variables to be predic-
tive of treatment, yielding an overall
classification rate of 89.2 percent
(χ2=179.50, df=10, p<.001). As out-
lined in Table 2, sex and income each
played a significant role. Women
were more likely than men to be en-
rolled in treatment (odds ratio
[OR]=1.76). Persons with an annual
family income above $75,000 were
three times as likely to be enrolled in
some type of treatment as those
whose annual income was less than
$9,000. Having a history of being
booked or arrested was associated
with a higher likelihood of receiving
care, as was the number of substances
on which the person was dependent.
The presence of symptoms of depres-
sion or anxiety were associated with a
higher likelihood of receiving some
type of treatment. Those who were
classified as concurrently depressed
were more than twice as likely to re-
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Demographic and clinical characteristics of a sample of adults with and without
substance dependence 

Not substance 
Substance de- dependent 
pendent (N=1,893) (N=24,990)

N or N or
Characteristic mean % mean % Test statistic df

Sex χ2=409.60∗ 26,883
Male 1,181 62.4 9,675 38.6
Female 712 37.6 15,315 61.4

Ethnicity χ2=2.59 26,883
White 1,315 69.5 17,794 71.2
Nonwhite 578 30.5 7,196 28.8

Marital status χ2=418.68∗ 26,883
Married 470 24.8 11,706 46.8
Separated, divorced,

or widowed 276 14.6 3,817 15.3
Never married 1,147 60.6 9,467 37.9

Family income χ2=37.43∗ 26,883
Less than $9,000 305 16.1 3,014 12.1
$9,000–$19,999 437 23.1 5,634 22.5
$20,000–$39,999 612 32.3 7,992 32.0
$40,000–$74,999 409 21.6 6,185 24.7
More than $75,000 130 6.9 2,165 8.7

Employment status χ2=1.42 26,883
Full-time 1,017 53.7 13,751 55.0
Part-time 270 14.3 3,382 13.5
Unemployed 606 32.0 7,857 31.4

Insurance χ2=110.25∗ 25,595
None 674 36.8 6,158 25.9
Public 246 13.4 3,173 13.4
Private 910 49.7 14,434 60.7

History of being
booked or arrested χ2=1040.15∗ 26,439

Yes 611 32.9 2,202 9.0
No 1,247 67.1 22,379 91.0

Depressed χ2=195.84∗ 26,883
Yes 251 13.3 1,344 5.4
No 1,642 86.7 23,646 94.6

Usual source of
health care χ2=108.60∗ 26,644

Yes 1,401 74.5 20,754 83.8
No 480 25.5 4,009 16.2

Age (mean±SD 
years) 28.41±9.10 33.19±12.82 t=15.95∗ 26,881

Education  
(mean±SD years) 12.17±2.25 12.42±2.97 t=3.53∗ 26,881

Number of  anxiety
symptoms 1.70±3.63 0.64±2.13 t=–19.46∗ 26,881

Substance of 
dependence

Alcohol 1,209 63.9
Marijuana 166 8.8
Other illicit 

substances   84 4.4
Polysubstance 434 22.9

Perceived need for
substance abuse 
treatment 
(previous year)

Yes 194 11.6
No 1,480 88.4

Number of 
substances
(mean±SD) 1.33±0.79

∗ p<.001



ceive services as those who were not
depressed. Substance-dependent in-
dividuals were three times as likely to
obtain any type of care if they per-
ceived themselves as currently need-
ing treatment for addiction.

Among those who received care,
the type of care they received was
also interesting. About a third (34.1
percent) of the respondents whose
self-reported current symptoms indi-
cated substance dependence report-
ed having received only mental health
care in the previous year rather than
substance abuse treatment. The re-
maining respondents reported receiv-
ing treatment specifically for sub-
stance abuse (46.2 percent) or receiv-
ing both substance and mental health
services (19.7 percent) during the
previous year.

To determine whether any of the
same array of variables outlined in the
previous analysis were predictive of
the type of care used in the previous
year, a stepwise logistic regression us-
ing the Wald statistic was used. Four
factors were found to be significantly
associated with the likelihood that the
substance-dependent individual would
obtain only mental health treatment
(χ2=83.95, df=5, p<.001). Compared
with persons who had private insur-
ance, those who used public insurance
or were uninsured were significantly
less likely to be treated in a service
system characterized as having solely
a mental health focus (OR=.27, 95
percent confidence interval [CI]=.10
to .76 and OR=.33, CI=.14 to .77, re-
spectively). Having a history of being
booked or arrested (OR=.28, CI=.13
to .60) or perceiving oneself as need-
ing help with drug or alcohol prob-
lems (OR=.12, CI=.05 to .28) also
were associated with lower odds of re-
ceiving mental health treatment. A
higher educational level, in contrast,
was associated with a higher likeli-
hood of obtaining mental health treat-
ment only (OR=1.22, CI=1.03 to
1.44). The combination of these vari-
ables yielded an overall classification
rate of 80.3 percent.

To characterize more fully the
group who reported current symp-
toms of substance dependence but
did not obtain treatment that specifi-
cally contained a substance depend-
ence component, univariate analyses

were conducted. As Table 3 shows, in
addition to having the aforemen-
tioned characteristics, these individu-
als were more likely to be married
women who were employed full-
time. Their family income was sub-
stantially higher on average, with
nearly 40 percent of those using only
the mental health service system hav-
ing an annual family income of
$40,000 or more. By contrast, 50 per-
cent of those who received services
with a substance dependence compo-
nent had annual family incomes be-
low $20,000. Finally, those who used
only the mental health system tended
to report more problems with alcohol
or marijuana than with other illicit
drugs or with polysubstance abuse.
Neither being classified as having de-
pression nor the number of symp-
toms of anxiety was associated with
the likelihood that an individual
would obtain care from only the men-
tal health system.

Discussion
In a nationally representative house-
hold sample, 7 percent of adults sur-
veyed met the diagnostic criteria for
dependence on at least one sub-
stance, excluding cigarettes, in the
previous year. This rate is similar to

those found in other comparable
samples (28). Of this group, only 18.3
percent reported receiving any type
of treatment in the previous 12
months.

Consistent with other findings re-
ported in the literature (3,5,6,9,10),
female sex, depression, presence of a
number of anxiety symptoms, and a
history of being booked or arrested all
were associated with a higher likeli-
hood of receiving treatment. Very
high income as compared with very
low income also was predictive of
treatment use. This finding is in con-
trast with the findings of previous
work (7), although the apparent dis-
crepancy may be attributable simply
to the greater differentiation at the
upper end of the NHSDA income
scale than in the measurement instru-
ments used in other work. Substance-
relevant factors that predicted treat-
ment use were the number of sub-
stances on which the individual was
dependent and the individual’s per-
ception of needing help for drug or
alcohol problems.

Just as interesting as the factors
that motivate an individual to seek
any care, however, are the factors that
predict the type of care they receive.
This study suggests that some pa-
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Stepwise logistic regression of variables predictive of receiving any type of care
during the previous year among adults with current symptoms of substance de-
pendence (N=1,596)a

Equation variables β Odds ratio 95% CI p      

Female sex .57 1.76 1.24–2.52 .002
Annual family incomeb

Less than $9,000 versus
More than $75,000 1.17 3.22 1.67–6.21 <.001

History of being 
booked or arrested .74 2.10 1.47–3.02 <.001

Depression .79 2.20 1.42–3.40 <.001
Number of anxiety symptoms .11 1.12 1.08–1.16 <.001
Number of substances

dependent on .175 1.19 1.01–1.41 .039
Perceived need

for treatment 1.10 3.00 1.99–4.53 <.001

a Any care is defined as either mental health services only or services that include a substance treat-
ment component. Variables not entered in the equation were age, ethnicity (white versus non-
white), marital status (separated, divorced, or widowed versus married; never married versus mar-
ried), education, employment (full-time versus unemployed; part-time versus unemployed), usu-
al source of health care insurance (none versus private; public versus private), and type of sub-
stance dependence (alcohol versus marijuana; alcohol versus other illicit drugs; alcohol versus
polysubstance abuse).

b Comparison of incomes below $9,000 with all other income categories was not a significant pre-
dictor.



tients’ care should be redirected or
reconceptualized, because nearly a
third of the respondents with sub-
stance dependence in this sample
were in treatment that they reported
was not designed specifically to ad-
dress addiction. When a variety of de-
mographic and clinical variables are
taken into account, a picture emerges
of the individual who reports symp-
tom consistent with substance de-
pendence yet seeks mental health
care that does not include an explicit
substance abuse treatment compo-
nent. This individual is more likely to
be a married female of higher socioe-
conomic standing. There is less likely
to be a history of involvement with the
legal system. The problematic sub-
stances are more likely to be alcohol
and marijuana than other, potentially
more socially stigmatizing, illicit drugs
or polysubstance abuse. In this sam-
ple, 90 percent of those receiving only
mental health care denied the need
for help with drug or alcohol prob-
lems.

A number of explanations for this
mismatch between patient and serv-
ice sector have been proposed, focus-
ing variously on issues of availability,
referral, perception of need for sub-
stance abuse treatment services, and
out-of-pocket expenditures. Hoff and
Rosenheck (29) argued that cost-cut-
ting trends in health care may reduce
the availability of certain types of spe-
cialty care, with the result that certain
patients are shifted to more general-
ized psychiatric care. Although the
annual growth rate in spending for
mental health between 1986 and
1996 exceeded that of alcohol treat-
ment (7.3 percent compared with 1.7
percent), this was not the case for pri-
mary drug or combined drug and al-
cohol services (13.2 percent) (16).

Others suggest a system referral
bias. Research has shown that people
who have dual diagnoses are more
likely to be referred for mental health
care than for substance abuse care
(14,30), and some authors have spec-
ulated that the psychiatric compo-
nent in many individuals’ symptoms
so dominates that it has led to funnel-
ing—by patients or by profession-
als—into the mental health treatment
system rather than into the substance
abuse treatment system (10). Howev-
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Demographic and clinical differences between persons with substance depend-
ence who received mental health treatment or substance-specific treatment in the
previous year (N=346)

Mental health Substance
treatment treatment

N or N or Test
Characteristic mean % mean % statistic p

Sex
Male 55 46.6 141 61.8 χ2=7.35 .007
Female 63 53.4 87 38.2

Race
White 91 77.1 160 70.2 χ2=1.88 ns
Nonwhite 27 22.9 68 29.8

Employment
Full-time 65 55.1 90 39.5 χ2=12.12 .002
Part-time 19 16.1 28 12.3
Unemployed 34 28.8 110 48.2

Insurancea

None 30 27.0 92 42.8 χ2=16.08 .001
Public 16 14.4 47 21.9
Private 65 58.6 76 35.3

History of being
booked or arrestedb

Yes 31 27.2 158 69.6 χ2=55.25 .001
No 83 72.8 69 30.4

Marital status
Married 33 28.0 43 18.9 χ2=8.52 .014
Separated, divorced, 

or widowed 16 13.6 59 25.9
Never married 69 58.5 126 55.3 

Family income
Less than $9,000 14 11.9 54 23.7 χ2=18.18 .001
$9,000–$19,999 21 17.8 60 26.3
$20,000–$39,999 36 30.5 65 28.5
$40,000–$74,999 31 26.3 36 15.8
More than $75,000 16 13.6 13 5.7

Type of substance 
dependence

Alcohol 64 54.2 99 43.4 χ2=14.44 .002
Marijuana 14 11.9 10 4.4
Other illicit substances 6 5.1 25 11.0
Polysubstance 34 28.8 94 41.2

Number of substances
(mean±SD) 1.50±1.06 1.67±1.05 t=–1.44 ns

Perceived need for 
drug or alcohol
treatment in past yearc

Yes 11 9.8 52 56.5 χ2=51.61 <.001
No 101 90.2 40 43.5

Usual source of 
health cared

Yes 91 79.1 170 74.6 χ2=2.83 ns
No 22 19.1 57 25.0

Depressed
Yes 40 33.9 66 28.9 χ2=0.90 ns
No 78 66.1 162 71.1

Age (mean±SD years) 28.69±9.46 29.56±7.37 t=–0.93 ns
Education level 

(mean±SD years) 12.78±2.46 11.68±2.29 t=4.12 <.001
Number of anxiety

symptoms (mean
±SD) 4.14±5.75 3.60±5.39 t=0.90 ns

a N=326
b N=341
c N=204
d N=343



er, the fact that persons in this sample
who obtained only mental health care
were not more likely to be classified
as depressed or to report more anxi-
ety symptoms seems, to some extent,
to counter the hypothesis that such
funneling is occurring.

A third explanation is that certain
groups, particularly women, find the
idea of psychiatric problems more
palatable than that of substance abuse
problems and hence gravitate toward
mental health services (30–32). In this
sample, respondents with dependence
who reported receiving mental health
care without a substance abuse treat-
ment component were more likely to
be married women whose problems
were with alcohol or marijuana rather
than with the use of multiple sub-
stances or other illicit drugs. Very few
reported themselves as currently
needing help with a drug or alcohol
problem. Moreover, these individuals
were more likely to be from more af-
fluent socioeconomic backgrounds,
which would be consistent with previ-
ous studies that have shown that per-
sons who obtain mental health treat-
ment generally must provide a larger
percentage of out-of-pocket expendi-
tures than those who receive sub-
stance abuse treatment (16). 

It may be that persons in this sub-
population tend to use mental health
services because they realize that they
have a problem but are unable to see
themselves as “alcoholics” or “drug ad-
dicts,” given their mental image of
such individuals. Their greater eco-
nomic resources enable them to use
the mental health services that are
more palatable to them. If further re-
search bears out these speculations, it
would suggest the need to alert mental
health practitioners to the needs of
this type of patient so that treatment
strategies can be used that might en-
able these patients to address their
substance problems more overtly.

Several limitations, mostly having to
do with the structure of the NHSDA
questions, must be noted. Although
they closely mirror the DSM-IV-TR
criteria for substance dependence and
major depressive disorder, the ques-
tions in the NHSDA do not duplicate
them exactly, which could lead to
some degree of misclassification.
Moreover, because other psychiatric

disorders are not addressed in the
NHSDA, the full role of comorbid
psychiatric illness cannot be explored.
Greater precision in the timing of
events would also have been helpful.
Although the substance dependence,
psychopathology, and treatment ques-
tions used the previous 12 months as
the time frame, the NHSDA did not
allow for greater specificity.

The NHSDA also did not contain
any items specifically inquiring
whether the individual’s substance
use had been discussed in any way in
mental-health-only treatment. The
NHSDA relies on the individual’s
perceptions of which type of treat-
ment they used rather than on a for-
mal definition of each type of service.
However, the item order would seem
to have assisted in differentiating the
types of service. The mental health
treatment questions in the NHSDA
follow an item that asks whether sub-
stance abuse services had been re-
ceived in a mental health clinic. Fi-
nally, as alluded to earlier, self-report
questionnaires about substance use
are susceptible to some underreport-
ing biases.

Conclusions
Longitudinal studies that could track
individuals’ routes of service contacts
and conceptualization of the nature of
their problems, including their per-
ception of need, would likely shed
light on how to better provide more
specific treatment services for per-
sons with substance dependence.
This study represents a first step to-
ward understanding the role of demo-
graphic and clinical variables in ac-
cess to care among substance-de-
pendent individuals. �
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The editor of Psychiatric Services’ Child & Adolescent Psychiatry, Charles
Huffine, M.D., invites papers focusing on systems of care for children and ado-
lescents with serious and complex mental and behavioral disorders. In recent
years great progress has been made in developing methods of addressing serious
disorders in this population. In 2002, the journal began publishing a quarterly
column in hopes of providing a forum for introducing some of these innovations
to a broad mental health readership. 

Dr. Huffine is soliciting reports of collaborative work on behalf of children’s
mental health among pediatric medical care systems, social service agencies, spe-
cial education programs, the juvenile justice system, drug and alcohol treatment
programs, and family advocacy groups. The column will feature papers that de-
scribe innovations in programming and new clinical methods to address the com-
plex social and developmental problems of seriously emotionally disturbed chil-
dren and adolescents. Papers should describe innovative clinical programs that
are mindful of contextual issues, training that prepares psychiatrists to work in
changing systems of care, clinical issues that arise in cross-agency collaborative
work, and a broad range of related topics. 

Papers should be no more than 1,600 words and should be submitted directly
to Dr. Huffine. For more information about the new column or to propose a sub-
mission, please contact Dr. Huffine by e-mail (chuffine@u.washington.edu) or by
mail (3123 Fairview Avenue East, Seattle, Washington 98102). 

For general information on formatting, visit the journal’s Web site at www.psy-
chiatryonline.org. Click on the cover of the journal and scroll down to Informa-
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