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Illicit drug and alcohol abuse and
dependence (substance use dis-
orders) have harmful effects on

individuals and society (1). Individu-
als with substance use disorders have
higher rates of suicide attempts than
individuals in the general population
(2–5), high health care expenses (6),
and significant disability (7). In the
U.S. population age 12 and over, 8%

reported illicit drug use and 23% re-
ported binge drinking in the past
month (8). In racial-ethnic minority
populations, blacks have higher rates
of illicit drug use than whites and sim-
ilar rates of alcohol abuse, and Lati-
nos have rates of illicit drug use and
alcohol abuse that are similar to those
of whites (9).

Studies have consistently found dis-

parities in access to and utilization
and quality of mental health care
(10–13) and other types of health
services (14–16). However, findings
on substance abuse treatment dispar-
ities have been mixed. Studies using
data from the National Survey on
Drug Use and Health (NSDUH)
have identified Latino-white dispari-
ties in rates of substance abuse treat-
ment for certain years (17) but not
others (18,19). Other studies of spe-
cific populations have identified
black-white and Latino-white dispari-
ties in needed treatment among the
uninsured population (20) and black-
white disparities among problem
drinkers (21). These discrepant re-
sults are partly a result of differing
populations and definitions of need
and receipt of substance abuse treat-
ment (22), but they are also related to
differences in accounting for the con-
founding of the relationship between
race-ethnicity and substance abuse
treatment by income, severity of the
disorder, insurance, participation in
social service systems, and interaction
with the criminal justice system.

Further exploration of the associa-
tion between race-ethnicity and sub-
stance abuse treatment may help to
shed light on these inconsistent find-
ings. In this study, we assessed
whether criminal history and socioe-
conomic status reduce or contribute
to disparities. We describe a concep-
tual framework to ground the meas-
urement of racial-ethnic disparities in
substance abuse treatment.

The need to support drug use leads
some individuals to resort to petty
theft or other crimes that initiate
contact with the criminal justice sys-
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tem (23). Individuals who have been
incarcerated are likely to have a his-
tory of illicit drug or alcohol abuse
(24,25), and, as expected, illicit drug
abusers are more likely than non-
abusers to have been arrested for
committing a crime (26). Eighty per-
cent of state prisoners and 70% of
federal prisoners reported ever using
illicit drugs, and 50% of state and
federal prisoners reported using al-
cohol or drugs when they committed
their offense (24,25).

Many individuals receive substance
abuse treatment only after commit-
ting a criminal offense—via court
mandate, as a condition of parole or
probation supervision, or as a condi-
tion of regaining employment after
conviction (27–30). In 2003, 36% of
all substance abuse treatment admis-
sions, 40% of all alcohol abuse treat-
ment admissions, and 57% of all mar-
ijuana abuse treatment admissions
were referrals from the criminal jus-
tice system (31). Within this context,
persons from racial-ethnic minority
groups are more likely to commit
crimes that cause them to interact
with the criminal justice system (32)
and are more likely than whites to be
mandated to treatment by the crimi-
nal justice system (33).

Studies have found a negative cor-
relation between socioeconomic sta-
tus and receipt of substance abuse
treatment (18,21). For example, indi-
viduals with less than a high school
education were found to be nearly six
times as likely as college graduates to
receive substance abuse treatment
(18). One potential explanation is that
individuals with substance use disor-
ders may be more likely to “drift”
downward (34) into disadvantaged
communities that have limited access
to preventive care but greater expo-
sure to substance abuse services of-
fered by government agencies or cor-
rectional systems.

The Institute of Medicine (IOM)
definition of racial-ethnic disparities
in health care (15) provides a concep-
tual framework that can be applied to
the measurement of racial-ethnic dis-
parities in receipt of substance abuse
treatment and provides guidance on
how to account for criminal history
and socioeconomic status in the
measurement of disparities. Accord-

ing to the IOM, disparities exclude
differences that result from clinical
appropriateness and need and patient
preferences but include differences
that result from the operation of
health care systems and the legal and
regulatory climate, as well as from
discrimination. Differences attributa-
ble to need for services should not be
considered as constituting a disparity,
but differences attributable to socioe-
conomic status and other factors that
are affected differentially by the
health care, legal, or regulatory sys-
tems should be considered as con-
tributing to the disparity. Differences
that result from discrimination,
whether because of biases, prejudice,
or statistical discrimination, should
also be considered as disparities.

Extending this definition to sub-
stance abuse treatment requires care-
ful consideration of variables that
represent clinical appropriateness
and need. Adherence to the IOM
definition further requires adjust-
ment for patient preferences, al-
though this is difficult to implement
in surveys, which rarely capture fully
informed preferences (35,36). On the
other hand, the differential treatment
of persons who have committed a
criminal offense should be consid-
ered as a disparity under this frame-
work, because this difference results
from the operation of the legal sys-
tem. In substance abuse treatment,
unlike other health care services, the
legal system may provide more treat-
ment to vulnerable populations than
to those without vulnerability.

To operationalize the IOM defini-
tion, we assessed racial and ethnic no
disparities in treatment of individuals
with substance use disorders after ad-
justment for level of substance use
and mental health status. We also ex-
plored how criminal history and so-
cioeconomic status reduce or con-
tribute to these service disparities.

Methods
Data
We pooled five years of NSDUH data
(2005–2009) to create a nationally
representative sample (N=25,159) of
18,565 white, 2,782 black, and 3,812
Latino adults reporting illicit drug or
alcohol abuse or dependence in the
past year. The NSDUH provides na-

tional estimates of the prevalence of
illicit drug and alcohol use and infor-
mation on substance abuse treatment
and sociodemographic characteris-
tics. For the purposes of this study, in-
dividuals of any race claiming to be of
Latino or Hispanic origin were iden-
tified as Latino. Other respondents
were classified as black or non-Latino
white on the basis of responses to the
question about race. Because of small
samples of Asian Americans and Na-
tive Americans, we were unable to as-
sess disparities for these groups and
did not include them in our analyses.

The first dependent variable of in-
terest, any substance abuse treatment
in the past year, indicates treatment
for a substance use disorder in a hos-
pital, rehabilitation center, communi-
ty mental health center, emergency
room, physician’s office, and jail or
prison, but not treatment in a self-
help group (for example, Alcoholics
Anonymous). The second dependent
variable, any specialty substance
abuse treatment, indicates inpatient
treatment in a hospital, inpatient or
outpatient treatment in a rehabilita-
tion facility, or inpatient treatment in
a mental health center.

We based our selection of variables
in theoretical frameworks that explain
disparities in help seeking for and uti-
lization of behavioral health services
(37,38). Variables are related to pre-
disposing factors, such as demograph-
ic characteristics, enabling factors,
such as income and health insurance,
and need factors, such as level of
need and severity of symptoms. On
the basis of previous studies (18,21,
39), we hypothesized that lower so-
cioeconomic status and greater need
and severity would predict receipt of
substance abuse treatment. We also
hypothesized that respondents living
in urban settings would be more like-
ly than those in rural settings to ac-
cess substance abuse treatment (40)
and that women would be less likely
than men to access services for fear of
losing their children and the greater
stigma of substance abuse among
women (41).

To implement the IOM definition
of disparities, independent variables
were classified into two categories—
those to be adjusted for (need) and
those allowed to enter into the dispar-
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ity calculation (socioeconomic status
and criminal history). Need variables
used were indicators of a diagnosis of
a substance use disorder (categorized
into illicit drug dependence, illicit
drug abuse, alcohol dependence, and
alcohol abuse), any functional limita-
tion at work, self-rated health status
(excellent, very good, good, fair, or
poor), serious psychological distress,
and major depressive episode. Seri-
ous psychological distress was meas-
ured by the K-6 (42), a clinically vali-
dated scale measuring respondents’
frequency of experiencing feelings
such as nervousness, hopelessness,
restlessness, and depression. Major
depressive episode was assessed by
DSM-IV criteria (43), measuring
whether a respondent had five or
more of nine symptoms related to de-
pression nearly every day in a two-
week period, with at least one of the
symptoms being depressed mood or
loss of interest or pleasure in daily ac-
tivities. Age, gender, and marital sta-
tus were also adjusted for because
there are significant differences in
need among the categories captured
by each of these variables. Adjust-
ment was also made for year to ac-
count for secular time trends in the
multiple-year data set.

Variables not related to need to
work criminal history, income as a
percentage of the federal poverty lev-
el (<100%, 100%–124%, 125%–
199%, 200%–399%, and 400%), edu-
cation (less than high school, high
school graduate, any college, and col-
lege graduate), employment status
(employed or not), health insurance
(private insurance, Medicare, Medic-
aid or State Children’s Health Insur-
ance Program SCHIP, other public
insurance, and uninsured), and ur-
banicity (metropolitan statistical area
population greater than 1,000,000,
between 250,000 and 1,000,000, and
less than 250,000). The criminal his-
tory variable used was a positive indi-
cator of one of the following: a life-
time arrest or conviction of a crime
and past-year probation or parole, su-
pervised release, or other conditional
release from prison in the past year.

Statistical analysis
In an unadjusted analysis, we as-
sessed the significance of differences

by race-ethnicity in receipt of sub-
stance abuse treatment, need, socioe-
conomic status and criminal history
variables. In addition, we measured
unadjusted rates of criminal history
among only individuals who had re-
ceived substance abuse treatment in
the past year.

For each dependent variable, three
staged logistic regression models
were used to identify disparities con-
cordant with the IOM definition,
mechanisms underlying racial-ethnic
differences in treatment, and corre-
lates of treatment. To measure IOM-
concordant disparities, we assessed
the significance of the racial-ethnic
indicator variable in a statistical mod-
el (model 1) that included only need
variables and interactions between
race-ethnicity and sex, age, self-re-
ported health, and dependence on an
illicit drug or alcohol. In this reduced
model, unjustifiable differences be-
tween variables unrelated to need
that should be counted toward the
disparity according to the IOM defi-
nition (differences resulting from sys-
tems-related factors and discrimina-
tion) are captured by the race-ethnic-
ity indicator variables.

To assess the extent to which ad-
justment for criminal history in-
creased disparities, we estimated a
second model that included the co-
variates in model 1 plus an indicator
of any criminal history (model 2).
Next we assessed the extent to which
adjustment for socioeconomic status
increased disparities, and we identi-
fied the full set of significant corre-
lates of receipt of substance abuse
treatment by estimating a third mod-
el that included model 2 covariates
plus education, income, employment
status, health insurance, and urbanic-
ity (model 3). We focused on the
change in black-white and Latino-
white odds ratios (ORs) across these
three models to assess the direction
and magnitude of influence of crimi-
nal history and socioeconomic status
on the association between race-eth-
nicity and substance abuse treatment
(44). This is similar to a traditional
test of mediation (44), except, follow-
ing recommendations of Shrout and
Bolger (45) in the presence of small
effect sizes and possible suppression
effects, we ignored the requirement

that there be a significant direct ef-
fect between the independent vari-
able (race-ethnicity) and the out-
come (receipt of substance abuse
treatment).

In addition, we tested the signifi-
cance of suppressor or mediating ef-
fects of six variables (any criminal his-
tory, Medicaid enrollment, being
uninsured, college graduate, income
greater than 400% of the federal
poverty level, and being employed) in
the fully specified model using the
Sobel test (46,47). This test incorpo-
rated the association between race-
ethnicity and the mechanisms of in-
terest as well as the association be-
tween the mechanism and substance
abuse treatment, conditional on other
covariates. We estimated variances
for model coefficients and unadjusted
rates using Stata software, version 10,
that accounted for survey weights, the
complex sampling design, and nonre-
sponse rates of the NSDUH.

Results
In unadjusted analyses, blacks were
significantly more likely than non-
Latino whites to receive any sub-
stance abuse treatment and any spe-
cialty substance abuse treatment in
the past year (Table 1). Blacks had
higher rates of alcohol dependence,
illicit drug abuse, and illicit drug de-
pendence than whites but lower rates
of alcohol abuse. Compared with
whites, Latinos had higher rates of al-
cohol dependence and illicit drug
abuse but lower rates of alcohol
abuse. Blacks were more likely than
whites to have a criminal history (22%
compared with 17%).

Several other important racial-eth-
nic differences were found. Blacks
and whites reported similar mental
health status; however, as measured
by percentage of the federal poverty
level, blacks’ socioeconomic status
was lower than whites. Compared
with whites, Latinos were less likely
to be privately insured and more like-
ly to be uninsured, enrolled in Medic-
aid, and to have lower socioeconomic
status.

Figure 1 shows the criminal history
of individuals who received any sub-
stance abuse treatment in the past
year. Approximately 70% of whites,
blacks, and Latinos had ever been ar-
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rested or booked for a criminal of-
fense. Blacks were significantly less
likely to be on probation in the past
year and more likely to be on parole
or release in the past year than
whites. Latinos were more likely than
whites to be on parole or supervised
release in the past year.

We assessed IOM-concordant
racial-ethnic disparities in a regres-
sion model of any substance abuse
treatment with need covariates only.
No significant differences between
blacks and Latinos were found (Table
2, model 1). When the analysis ad-
justed for the full set of predictors of
substance abuse treatment (Table 2,
model 3), black-white and Latino-
white disparities were significant. In-
dividuals with a diagnosis of depend-
ence on alcohol or illicit drugs were
more likely to receive any substance
abuse treatment than those with a di-
agnosis of abuse of alcohol or illicit
drugs. Those with severe psychologi-
cal distress were more likely than
those without it to receive any sub-
stance abuse treatment. Other posi-
tive predictors of treatment receipt
for all groups were having any func-
tional limitation at work, being older
(age 35 or older compared with age
25 to 34), having a criminal history,
and being enrolled in Medicaid. Neg-
ative predictors were having income
above 400% of the federal poverty
level (compared with having income
below the poverty level) and being fe-
male, married, and employed.

To describe mechanisms that ex-
plained the substance abuse treat-
ment disparities seen in fully adjusted
models, we assessed the change in
ORs for blacks and Latinos from
model 1 to model 2 to model 3 (Table
2). When criminal history was added
to the IOM-concordant model, the
OR for receiving substance abuse
treatment was significantly reduced
for blacks compared with whites—
from .82 to .75; however, it was not
significantly reduced for Latinos
(from .81 to .80). In the third extend-
ed model, which also included socioe-
conomic status variables, the OR for
blacks was reduced further to .64
compared with whites, and the OR
for Latinos was reduced to .67 com-
pared with whites; both differences
represent significant racial-ethnic dis-
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Characteristics of 25,159 adult respondents to the 2005–2009 National Survey of
Drug Use and Health with any illicit drug or alcohol dependence or abuse, by
racial-ethnic group (in percentages)a

Non-Latino
white Black Latino

Characteristic (N=18,565) (N=2,782) (N=3,812)

Use of substance abuse treatment in the past yearb

Any treatment 9.0 11.4∗ 8.1
Any specialty treatment 6.8 9.4∗ 5.3

Severity of substance use disorder in the past yearc

Any alcohol abuse 48.6 35.4∗ 43.9∗

Any alcohol dependence 37.0 43.3∗ 42.9∗

Any illicit drug abuse 7.4 9.9∗ 9.6∗

Any illicit drug dependence 19.3 28.8∗ 17.5
Criminal history: lifetime arrest or probation 

or parole in the past year 16.8 21.7∗ 16.4
Mental health status

Serious mental illness 26.5 26.9 25.4
Major depressive episode 17.6 17.3 15.0

Other health status
Any functional limitation at work 12.5 13.2 10.2
Self-rated health

Excellent 20.7 17.1 18.2
Very good 41.9 32.2∗ 30.4∗

Good 27.4 34.5∗ 34.0∗

Fair 7.7 13.2∗ 15.9∗

Poor 2.2 2.9 1.6
Other covariates

Age
18–24 33.9 28.5∗ 35.8
25–34 21.3 25.6∗ 30.8∗

≥35 44.9 45.9 33.5∗

Female 35.4 31.6∗ 25.1∗

Health insurance
Private 66.5 41.6∗ 43.5∗

Medicare 5.1 6.5 2.8∗

Medicaid or State Children’s Health 
Insurance Program 6.9 20.8∗ 11.0∗

Other public 3.3 5.5∗ 1.9∗

Uninsured 21.8 30.2∗ 41.8∗

Income as a percentage of the federal 
poverty level

<100% 17.9 33.8∗ 25.5∗

100%–124% 4.3 7.8∗ 8.6∗

125%–199% 12.1 17.8∗ 22.6∗

200%–399% 26.2 25.0 21.1∗

≥400% 39.5 15.6∗ 22.2∗

Education 
Less than high school 13.2 23.1∗ 36.4∗

High school graduate 30.4 39.1∗ 30.1
Any college 30.4 27.2 22.8∗

College graduate 26.1 10.7∗ 10.7∗

Employed 76.7 65.6∗ 77.6
Urbanicityd

MSA >1,000,000 48.4 64.4∗ 67.2∗

MSA 250,000 to <1,000,000 45.1 32.5∗ 31.4∗

Non-MSA (<250,000) 6.5 3.1∗ 1.4∗

Married 33.7 21.5∗ 32.0

a Percentages are weighted to reflect the U.S. adult noninstitutionalized population age 18 and old-
er with substance use disorders.

b Any treatment refers to all substance abuse treatment except self-help programs. Specialty treat-
ment refers to inpatient treatment in a hospital, inpatient or outpatient treatment in a rehabilita-
tion facility, or inpatient treatment in a mental health center.

c Percentages for each racial-ethnic group sum to greater than 100% because a respondent could
have co-occurring alcohol and drug use disorders (the categories are mutually exclusive within
substance type).

d MSA, metropolitan statistical area
∗p<.05 for the difference between the indicated group and non-Latino whites



parities. Sobel tests of mediation
identified adjustment for racial-eth-
nic differences in criminal history as
significantly increasing black-white
differences in receipt of substance
abuse treatment. Adjustment for
racial-ethnic differences in being in
the highest income category and en-
rolled in Medicaid significantly in-
creased black-white and Latino-white
disparities in receipt of substance
abuse treatment. Adjustment for em-
ployment, college education, and be-
ing uninsured did not significantly
change racial-ethnic disparities in re-
ceipt of treatment.

When the three staged regression
models were re-estimated using re-
ceipt of any specialty substance abuse
treatment— inpatient treatment in a
hospital, inpatient or outpatient treat-
ment in a rehabilitation facility, or in-
patient treatment in a mental health
center—we identified Latino-white
disparities across all models and
black-white disparities in the fully
specified model (Table 3). Significant
correlates of receipt of any specialty
treatment and mechanisms con-
tributing to disparities were very sim-
ilar to those identified for receipt of
any substance abuse treatment. Ad-
justment for criminal history in-
creased black-white disparities in re-
ceipt of specialty treatment, and ad-
justment for income and Medicaid
enrollment increased black-white and
Latino-white disparities.

Discussion
We measured black-white and Lati-
no-white disparities in receipt of sub-
stance abuse treatment and assessed
criminal history and socioeconomic
status as mechanisms explaining the
relationship between race-ethnicity
and receipt of such treatment. As in
previous studies by others (18,48), we
did not find black-white or Latino-
white disparities in receipt of any sub-
stance abuse treatment when the
IOM definition of racial-ethnic dis-
parities was used. However, black-
white disparities were significant af-
ter adjustment for variables related to
criminal history and socioeconomic
status, and Latino-white disparities
were significant after adjustment for
socioeconomic status. Of particular
concern was that Latino-white dispar-

ities in receipt of specialty substance
abuse treatment were significant in
regression models that adjusted for
need, and the odds of Latinos receiv-
ing treatment were less than half
those of whites in models that adjust-
ed for criminal history and socioeco-
nomic status.

As in other studies (13,18), we
found that across racial-ethnic
groups, a small proportion of individ-
uals with substance use disorders (ap-
proximately 10%) sought treatment.
Because of data limitations, we were
not able to report on racial-ethnic dis-
parities in the quality of the treat-
ment, and we can only speculate that
the effectiveness of treatment is
markedly different for individuals
who are coerced into treatment be-
cause of prison or parole require-
ments compared with those who seek
treatment voluntarily in the tradition-
al health care system (49). We were
not able to identify from the data set
the exact legal circumstances under
which treatment was received, and
future research should examine this
area using other data. A further limi-
tation is that the NSDUH does not
contain direct measures of severity,
such as the count of DSM-IV symp-
toms of dependence, scores on the
Addiction Severity Index (50), or
treatment history. However, when es-
timating disparities, we adjusted for a
number of variables associated with
severity, including dependence (ver-

sus abuse), comorbid mental and gen-
eral medical illness, and activity limi-
tation. Another possible limitation is
that it was necessary to pool five years
of data to make meaningful compar-
isons between racial-ethnic groups.
Even though we controlled for survey
year in regression models and the sta-
bility of rates of substance use and
treatment in our sample (analysis not
shown), unobserved time trends over
the five-year period may still have
confounded our findings.

The significance of income as a
mechanism underlying racial-ethnic
differences in receipt of substance
abuse treatment resulted from two
trends in the data: individuals with
lower income were more likely to use
substance abuse treatment, and
blacks and Latinos were more likely
to be in these impoverished groups.
The first of these phenomena is not
representative of other areas of health
care (14,51) and mental health care
(11,36). Mental health treatment for
individuals with substance use disor-
ders may be less available to those in
traditionally impoverished socioeco-
nomic status groups, whereas these
individuals may have greater expo-
sure to government-sponsored sub-
stance abuse treatment services that
are typically located in more disad-
vantaged neighborhoods. Enrollment
in Medicaid also significantly
changed the black-white difference in
receipt of substance abuse treatment.
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Criminal history of individuals who received any substance abuse treatment in
the past year (N=3,561)a
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This finding is consistent with that of
a previous study that found that pub-
lic insurance (blacks are more likely
than whites to be insured by public
programs) was a more significant pre-
dictor of substance abuse treatment
than private insurance among individ-
uals who were dependent on alcohol
or drugs in the past year (20).

The high percentage of referrals to

substance abuse treatment from the
criminal justice system and as a result
of charges of driving under the influ-
ence (31) and the strong correlation
between involvement in the criminal
justice system and receipt of sub-
stance abuse treatment found in this
study suggest that more efforts at dis-
entangling criminal activity and sub-
stance abuse is warranted. Our explo-

ration of this area was limited be-
cause the NSDUH does not include
individuals who are in jails or prisons.
However, we found that approxi-
mately 70% of the noninstitutional-
ized population that used substance
abuse treatment services in the past
year had a criminal history, which is
similar to findings of other studies
that a majority of individuals who re-
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Logistic regression models of receipt of any substance abuse treatment among adult respondents with a substance use 
disorder in the 2005–2009 National Survey of Drug Use and Healtha

Need and Need, criminal history,
Need criminal history and socioeconomic 
(model 1) (model 2) status (model 3)

Variable OR SE OR SE OR SE

Race-ethnicity (reference: non-Latino white)b

Black .82 .13 .75 .12 .64∗ .11
Latino .81 .11 .80 .10 .67∗ .09

Severity of substance use disorder
Alcohol dependence (reference: alcohol abuse) 1.90∗ .18 1.80∗ .17 1.83∗ .18
Illicit drug dependence (reference: illicit drug abuse) 3.17∗ .22 2.83∗ .20 2.62∗ .19

Mental health status
Severe psychological distress (reference: absent) 1.60∗ .15 1.61∗ .15 1.56∗ .14
Major depressive episode (reference: absent) 1.00 .17 .99 .17 .98 .17

Other health status
Any functional limitation at work (reference: none) 1.60∗ .28 1.68∗ .30 1.60∗ .28
Self-rated health (reference: excellent)

Very good 1.14 .14 1.08 .14 1.09 .14
Good 1.47∗ .18 1.35∗ .17 1.23 .16
Fair 1.43∗ .24 1.22 .21 .99 .18
Poor 1.28 .33 1.10 .31 .71 .22

Other covariates
Age (reference: 25–34)

18–24 .82 .08 .99 .10 .95 .10
≥35 1.51∗ .19 1.52∗ .20 1.43∗ .19

Female (reference: male) .63∗ .06 .84 .08 .78∗ .08
Married (reference: not married) .56∗ .08 .65∗ .09 .69∗ .09
Criminal history: lifetime arrest or probation or parole

in the past year (reference: absent) 3.97∗ .36 3.84∗ .36
Health insurance (reference: private)

Medicare 1.21 .25
Medicaid or State Children’s Health Insurance Program 1.57∗ .18
Other public 1.42 .33
Uninsured 1.00 .10

Income as a percentage of the federal poverty level
(reference: <100%)

100%–124% .81 .15
125%–199% .77∗ .09
200%–399% .85 .10
≥400% .72∗ .09

Education (reference: less than high school)
High school graduate 1.02 .13
Any college 1.02 .14
College graduate .85 .15

Employed (reference: not employed) .69∗ .06
Rural residence (reference: urban) .84 .12

a Models controlled for need, criminal history, and socioeconomic status.
b Coefficients of interaction variables (race-ethnicity by age, gender, self-rated health status, income, and education) are not reported here. All variables

used in interactions are centered around zero, allowing main effects to be interpreted as the effect of the variable given the mean values of other in-
teracting variables.

∗p<.05



ceive treatment were in mandated
treatment programs for parole or
probation requirements (52,53). This
is understandable given that individ-
uals in the throes of substance abuse
and dependence are unlikely to vol-
untarily enter treatment (54). In ad-
dition, in mandated care, outcomes
related to substance abuse and legal
outcomes are as good as or better

than those in voluntary care (55,56),
and treatment programs in prisons
have been shown to be successful
and are likely to provide treatment to
many persons who would not other-
wise receive it (57–60).

On the other hand, it is unfortunate
that blacks’ greater interaction with
the criminal justice system (61) is an
underlying reason for their having un-

adjusted rates of substance abuse
treatment equal to or greater than
those of individuals who receive man-
dated treatment; such treatment is
more likely to be perceived as coer-
cive and dehumanizing (62). This
finding suggests the need to identify
clinical and policy interventions and
treatment programs (for example,
anonymous workplace treatment serv-
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Logistic regression models of receipt of specialty substance abuse treatment among adult respondents with a substance use
disorder in the 2005–2009 National Survey of Drug Use and Healtha

Need and Need, criminal history,
Need criminal history and socioeconomic 
(model 1) (model 2) status (model 3)

Variable OR SE OR SE OR SE

Race-ethnicity (reference: non-Latino white)b

Black .94 .16 .85 .14 .69∗ .13
Latino .59∗ .10 .59∗ .10 .46∗ .10

Severity of substance use disorder
Alcohol dependence (reference: alcohol abuse) 1.94∗ .19 1.81∗ .18 1.84∗ .19
Illicit drug dependence (reference: illicit drug abuse) 3.67∗ .32 3.26∗ .30 2.97∗ .28

Mental health status
Severe psychological distress (reference: absent) 1.67∗ .18 1.68∗ .18 1.60∗ .17
Major depressive episode (reference: absent) .89 .17 .88 .17 .85 .16

Other health status
Any functional limitation at work (reference: none) 1.89∗ .36 1.99∗ .38 1.91∗ .36
Self-rated health (reference: excellent)

Very good 1.21 .20 1.16 .19 1.17 .19
Good 1.51∗ .24 1.39∗ .22 1.27 .20
Fair 1.50∗ .31 1.28 .26 1.02 .21
Poor 1.21 .37 1.05 .33 .67 .25

Other covariates
Age (reference: 25–34)

18–24 .74∗ .09 .88 .11 .87 .11
≥35 1.68∗ .22 1.70∗ .24 1.63∗ .23

Female (reference: male) .64∗ .06 .86 .08 .78∗ .08
Married (reference: not married) .53∗ .09 .62∗ .10 .68∗ .11
Criminal history: lifetime arrest or probation or parole

in the past year (reference: absent) 4.20∗ .53 3.95∗ .50
Health insurance (reference: private)

Medicare 1.09 .28
Medicaid or State Children’s Health Insurance Program 1.80∗ .25
Other public 1.51 .39
Uninsured 1.13 .13

Income as a percentage of the federal poverty level
(reference: <100%)

100%–124% .85 .19
125%–199% .73∗ .11
200%–399% .88 .11
≥400% .65∗ .09

Education (reference: less than high school)
High school graduate 1.07 .16
Any college 1.14 .17
College graduate .94 .19

Employed (reference: not employed) .62∗ .06
Rural residence (reference: urban) .88 .15

a Models controlled for need, criminal history, and socioeconomic status.
b Coefficients of interaction variables (race-ethnicity by age, gender, self-rated health status, income, and education) are not reported here. All variables

used in interactions are centered around zero, allowing main effects to be interpreted as the effect of the variable given the mean values of other in-
teracting variables.

∗p<.05



ices and employer treatment man-
dates for persons who disregard em-
ployee drug and alcohol policies) that
increase motivation for voluntarily ac-
cessing treatment before dependence
reaches the point at which an individ-
ual is likely to become involved with
the criminal justice system.

Conclusions
Significant black-white and Latino-
white disparities in both receipt of
any substance abuse treatment and of
specialty substance abuse treatment
were identified only after controlling
for blacks’ higher rates of criminal
history and both groups’ lower socioe-
conomic status compared with
whites. The intersection of race-eth-
nicity, socioeconomic status, and
criminal history is particularly impor-
tant to understanding substance
abuse treatment disparities and
should not be overlooked in future
studies.
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