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Objectives: Most individuals with alcohol use disorders receive no treat-
ment for their disorder. Past research suggests that a major reason for
this is that individuals with alcohol use disorders do not perceive a need
for treatment. The research presented here had two objectives. First, to
provide updated estimates of the percentage of individuals with alcohol
use disorders who perceive a need for treatment, and among those, the
percentage who receive any treatment for alcohol use disorders. And
second, to investigate the determinants of perceived need for and uti-
lization of treatment for alcohol use disorders. Methods: Secondary data
analyses were performed for two national surveys, the National Epi-
demiologic Survey on Alcohol and Related Conditions (3,305 individu-
als with alcohol use disorders) and the National Survey on Drug Use and
Health (7,009 individuals with alcohol use disorders). Results: In both
surveys fewer than one in nine individuals with an alcohol use disorder
perceived a need for treatment. In predicting perceived need, the ex-
planatory power of diagnostic variables was much greater than that of
demographic variables. Among those with perceived need, two out of
every three persons reported receiving treatment in the past year. Con-
clusions: Our results suggest that failure to perceive need continues to
be the major reason that individuals with alcohol use disorders do not
receive treatment. On the other hand, among those who perceived a
need, a majority received treatment. It is likely that high levels of un-
met need for treatment services for alcohol use disorders will persist as
long as perceived need is low. Efforts are needed to increase levels of
perceived need among those with alcohol use disorders. (Psychiatric
Services 60:1618-1628, 2009)

lcohol use disorders (abuse
Aand dependence) are com-

mon, occurring in 4% to 9% of
the U.S. population in a given year
(1-4), and cause substantial morbidi-
ty (5), accounting for about 5% of all
disability (6). The negative social and
health consequences associated with
alcohol use disorders are protean (7)

and include increased suicidal behav-
iors (8,9), high rates of criminal jus-
tice involvement and violence (10),
and substantial medical and physical
consequences (7,11). The medical
consequences of alcohol use disor-
ders, such as cirrhosis and premature
death, are particularly high among
Hispanics, Native Americans, and
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African Americans, compared with
whites (12,13).

Despite widespread public skepti-
cism regarding treatment services for
alcohol use disorders, there are effec-
tive, evidence-based psychosocial and
pharmacological treatments for alco-
hol use disorders. These include brief
primary care interventions and inter-
ventions based on motivational inter-
viewing (14-19). As with other areas
in medicine, actual treatment may
not be of high quality or concordant
with guidelines (20,21). Treatments
for alcohol use disorders are as effec-
tive as those for other chronic condi-
tions, including heart disease, asthma,
and diabetes (22), although many in-
dividuals experience remission of
their alcohol use disorders without
formal treatment. It has been sug-
gested in an Institute of Medicine
monograph that improving the quali-
ty of treatment for alcohol use disor-
ders and other behavioral health dis-
orders would decrease the mortality,
morbidity, and societal costs of these
disorders (20).

However, a large majority of indi-
viduals with alcohol use disorders re-
ceive no treatment for their disorders
(2). A major reason for this may be
that individuals with alcohol use dis-
orders do not perceive a need for
treatment (23-25); in the 1992 Na-
tional Longitudinal Alcohol Epidemi-
ologic Survey only 12.7% of persons
with alcohol use disorders perceived a
need for treatment (23). This is not
surprising, because a hallmark of al-
cohol use disorders is denial.

Thus it is likely that not perceiving

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ December 2009 Vol. 60 No. 12



a need for treatment for alcohol use
disorders is often a rate-limiting step
in receiving treatment. Further, per-
ceived need is potentially modifiable
through educational efforts, which
could occur anywhere from the clini-
cian-patient interaction to popula-
tion-level-media efforts, as has oc-
curred with direct-to-consumer ad-
vertising for antidepressants.

Although there has been consider-
able research in the past 15 years to
improve detection tools for alcohol
use disorders and develop brief pri-
mary care interventions for alcohol
use disorders (14-18), we do not
know whether rates of perceived
need for treatment for alcohol use
disorders are increasing over time. In
addition, the determinants of perceiv-
ing a need for treatment are not well
understood. If we better understood
the determinants we could possibly
use this information to design educa-
tional efforts to enhance awareness of
alcohol use disorders and increase
perceived need for treatment services
for alcohol use disorders in at-risk
populations. Using data from the Na-
tional Comorbidity Survey, Mojtabai
and colleagues (26) found that males,
persons who are married, those who
are uninsured, those who are younger
(ages 15 to 24), and those with less se-
vere psychiatric illness were less like-
ly than their respective comparison
groups to perceive a need for treat-
ment services for substance use disor-
ders or mental disorders. In our
analysis of Health Care for Commu-
nities data, men, elderly persons,
those with less education, and those
who were married were less likely
than their respective comparison
groups to perceive a need for any
treatment services for substance use
disorders or mental disorders (27).
However, because the determinants
of need for any treatment services for
substance use disorders or mental
disorders were studied as a single out-
come in both of these studies and be-
cause perceived need for mental
health treatment is greater than the
perceived need for treatment of sub-
stance use disorders, the extent to
which these results can be extrapolat-
ed to perceived need for treatment
for drug use or alcohol use disorders
is unknown.

In this study we had two objec-
tives. First, we sought to provide up-
dated estimates of the percentage of
individuals with alcohol use disor-
ders who perceived a need for treat-
ment, and among those, the percent-
age who actually utilized any treat-
ment for alcohol use disorders. And
second, we sought to investigate the
determinants of perceived need for
and utilization of treatment services
for alcohol use disorders. Although
past studies have looked at substance
use and mental health disorders to-
gether as determinants of need, we
were particularly interested in con-
ducting a more detailed analysis of
the effects of individual symptoms of
alcohol use disorders, because we
were interested in whether certain
symptoms made individuals with al-
cohol use disorders more likely to
perceive a need for treatment. Fur-
ther, we were interested in compar-
ing the overall explanatory power of
sociodemographic factors versus
clinical factors in explaining per-
ceived need.

To investigate these issues we used
two large national surveys, the Na-
tional Epidemiologic Survey on Alco-
hol and Related Conditions (NE-
SARC) and the National Survey on
Drug Use and Health (NSDUH).
Several characteristics of these stud-
ies make them ideal for our purposes.
First, investigating the determinants
of perceived need for treatment serv-
ices for alcohol use disorders requires
large samples, because perceived
need for treatment services for alco-
hol use disorders is an infrequent
event in the general population: alco-
hol use disorders occur in about 5%
to 10% of the population, and in past
studies, among individuals with alco-
hol use disorders, perhaps 10% to
15% perceive a need for treatment.
Second, they are nationally represen-
tative. Third, they have detailed
measures of clinical need, along with
sociodemographic measures.

Methods

Sample

The NESARC was conducted by the
National Institute on Alcohol Abuse
and Alcoholism (NIAAA) in 2001-
2002 to provide data for the adult
U.S. population on alcohol and drug
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use, abuse and dependence, and as-
sociated psychiatric and physical co-
morbidities (2). Potential respon-
dents were selected by multistage
probability sampling from the Cen-
sus 2000— 2001 Supplementary Sur-
vey and the Census 2000 Group
Quarters Inventory. NESARC had a
sample of 43,093 individuals in pri-
vate residences and certain types of
group housing and a response rate of
81%. NESARC oversampled His-
panics, non-Hispanic blacks, and
younger adults (age 18 to 24). Face-
to-face interviews were conducted by
trained lay interviewers from the
Census Bureau.

The NSDUH is an annual survey
sponsored by the Substance Abuse
and Mental Health Services Adminis-
tration (SAMHSA) (28-30) to pro-
vide national data on the incidence
and prevalence of illicit drug, alcohol,
and tobacco use. Each year roughly
80,000 individuals are selected by
multistage probability sampling to be
representative of the U.S. civilian,
noninstitutionalized population aged
12 and older. Face-to-face interviews
are conducted. Data from the 2004
and 2005 surveys were used for this
study.

The response rate for the 2004 sur-
vey was 75%, with a total sample of
67,760 individuals. In 2004 a split-
sample design was implemented,
where adult respondents were divid-
ed into two samples. Adults in sample
A were administered the Adult Men-
tal Health Module but not the Adult
Depression Module. Adults in sample
B were administered the Adult De-
pression Module but only six core
questions from the Adult Mental
Health module. For this study, sam-
ple B was used. The overall response
rate for the 2005 sample was 74.4%,
with a total sample of 68,308.

Because we were interested in in-
vestigating the determinants of per-
ceived need for alcohol treatment
services among adults, we limited our
samples to adults (age 18 and older)
who met criteria for alcohol abuse or
dependence in the past year (N=
3,305 for NESARC and N=7,009 for
NSDUH). The study was approved
by the University of Arkansas for
Medical Sciences Institutional Re-
view Board.
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Measures

Dependent variables. In NESARC,
respondents were classified as having
12-month perceived need for alcohol
treatment if they either reported
thinking they should have received
treatment but did not go or reported
receiving treatment in the past 12
months. This is similar to the defini-
tion Mojtabai and colleagues (26)
used in his definition of perceived
need for alcohol, drug, and mental
health problems. To determine per-
ceived unmet need, the respondents
were asked “Was there ever a time
you thought you should see a doctor,
counselor, or other health profession-
al or seek any other help for your
drinking, but you didn’t?” Respon-
dents needed to also affirm that this
perceived need happened in the past
12 months.

To determine receipt of treatment
in the past 12 months, the respondent
was asked about seeking treatment
from the following 13 sources: Alco-
holics Anonymous or Narcotics or
Cocaine Anonymous; family services
or other social service agency; alcohol
or drug detoxification ward or clinic;
inpatient ward of a psychiatric or gen-
eral hospital or community mental
health program; outpatient clinic, in-
cluding outreach programs and day or
partial patient programs; alcohol or
drug rehabilitation program; emer-
gency room for any reason related to
drinking; halfway house, including
therapeutic communities; crisis cen-
ter for any reason related to drinking;
employee assistance program; clergy-
man, priest, or rabbi for any reason re-
lated to drinking; private physician,
psychiatrist, psychologist, social work-
er, or other professional; or any other
agency or professional.

The NSDUH measure of perceived
need for alcohol treatment was de-
rived in a similar fashion: first,
whether in the past 12 months the re-
spondent reported a need for treat-
ment or counseling or additional
treatment or counseling for alcohol
use or, second, whether the respon-
dent reported receiving treatment or
counseling in the past 12 months for
alcohol use at an inpatient hospital,
residential drug or alcohol rehabilita-
tion center, outpatient drug or alcohol
rehabilitation facility, outpatient
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mental health center or facility; emer-
gency room, private doctors office,
prison or jail, or a self-help group.

Independent variables. NESARC
utilizes the NTAAA Alcohol Use Dis-
order and Associated Disabilities In-
terview Schedule-DSM-IV Version
(AUDADIS-IV), a structured inter-
view designed to be administered by
lay interviewers. Studies have dem-
onstrated generally good to excel-
lent reliability and validity (2,31
33). The alcohol diagnostic section
from NESARC contains 35 ques-
tions to assess the seven alcohol de-
pendence criteria and the four
abuse criteria. Thus there are multi-
ple questions for each dependence
and abuse criterion.

For each set of questions corre-
sponding to a particular dependence
or abuse criterion the number of af-
firmative responses was summed. For
example, in NESARC respondents
were asked four questions for the tol-
erance to alcohol criterion, and thus
they could endorse zero, one, two,
three, or four alcohol tolerance symp-
toms. These different levels were
then coded with binary indicator vari-
ables. To create a more parsimonious
model (decrease the number of de-
grees of freedom) for these abuse and
dependence symptoms, when odds
ratio (OR) estimates were similar for
two values, they were collapsed into
fewer categories. For example, the
symptom count for tolerance to alco-
hol was entered into the final model
as zero, one or two, or three or more
symptoms.

In NSDUH each alcohol and abuse
criterion was generally assessed with
a single question, which was coded
with a binary indicator in our analy-
ses. The use of a single question
(rather than multiple questions) for
each criterion could be seen as a lim-
itation, although many sophisticated,
validated instruments used for re-
search and clinical care for behavioral
disorders utilize only one question to
assess each criterion.

The NESARC AUDADIS-IV in-
strument contains measures of 12-
month and lifetime mental disor-
ders: major depression, dysthymia,
mania and hypomania, generalized
anxiety, panic disorder (with and
without agoraphobia), agoraphobia

without panic disorder, social pho-
bia, specific phobias, posttraumatic
stress disorder, retrospective child-
hood attention-deficit hyperactivity
disorder, and self-report of schizo-
phrenia or psychosis. For our analy-
ses we utilized measures of the
number of mental disorders in the
past 12 months (zero, one, two, or
three or more). Personality disor-
ders included paranoid, schizoid,
antisocial, histrionic, avoidant, de-
pendent, and obsessive compulsive.
We coded the presence of a cluster
A personality disorder (paranoid or
schizoid), the presence of a cluster
B personality disorder (antisocial or
histrionic), and cluster C personality
disorder (avoidant, dependent, or
obsessive-compulsive) with binary
indicators.

The K6 is a measure of psycholog-
ical distress that was developed for
use in the National Health Interview
Survey and subsequently included in
the NSDUH (34,35). The K6 in-
cludes six questions that measure on
a 0-to-4 scale how frequently re-
spondents experience symptoms of
psychological distress (nervousness,
hopelessness, restlessness, feeling
depressed, feeling worthless, or feel-
ing that everything is an effort) dur-
ing the month in the past year when
they were feeling their worst emo-
tionally. Respondents with scores of
13 and higher based on a simple
count of the endorsed items are con-
sidered to have serious psychological
distress (28,29). NSDUH also con-
tains a depression module, which al-
lows for the construction of a vari-
able measuring major depression in
the past 12 months.

Sociodemographic variables in-
cluded gender, age, race, income, ed-
ucation, marital status, and insurance
status.

Analysis

Our analytical plan was identical in
the NESARC and NSDUH samples.
First, we used a logistic regression to
assess the effects of our predictors on
perceived need. The analytical sam-
ple was individuals with a diagnosis of
alcohol abuse or dependence. Then
among those with perceived need, we
regressed any alcohol treatment on
the same set of predictors. To meas-
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ure strength of association, we used
the generalized coefficient of deter-
mination (R?) described by Cox and
Snell (36).

Results

NSDUH

Table 1 shows the characteristics of
the NSDUH sample. In NSDUH
10.4% of individuals with alcohol use
disorders had any perceived need for
treatment in the past year (Table 1).
Table 2 shows the multivariate pre-
dictors of any perceived need. In a
multiple logistic regression, the ex-

planatory power of the diagnostic
variables (partial pseudo-R?=.13) was
much greater than the explanatory
power of the demographic variables
(partial pseudo-R?=.01). Five of the
seven dependence criteria and three
of the four abuse criteria significantly
predicted perceived need, and the re-
sults were generally highly significant
(that is, p<.001). The effect of each
symptom was moderate to strong
(that is, ORs greater than 1.30). The
strongest predictor of perceived need
was recurrent alcohol-related legal
problems (OR=4.82, 95% CI=3.82—

6.09, p<.001). Symptoms not related
to perceived need were tolerance to
alcohol, alcohol taken in larger
amounts or over a longer period of
time than intended, and recurrent
use of alcohol in situations where it is
physically hazardous. Individuals with
serious psychological distress were
more likely than those without such
distress to perceive need (OR=1.76,
CI=1.42-2.18, p<.001). Among the
sociodemographic variables, race was
a significant predictor of perceived
need (y?=16.1, df=3, p=.001), with
whites having the highest rates of per-

Table 1
Characteristics of 7,009 persons sampled in the 2004 and 2005 National Survey on Drug Use and Health sample
% %
Variable N (weighted) Variable N (weighted)
Perceived a need for treatment Unsuccessful efforts to control use
No 6,320 89.6 No 5764 782
Yes 689 104 Yes 1,245 21.8
Sociodemographic characteristic Large amount of time spent
Sex obtaining or using alcohol
Male 4322 67.8 No 2401 39.8
Female 2,687 322 Yes 4,608 60.2
Marital status Social activities reduced because
Married 1,174 31.7 of alcohol
Not married 5,835  68.3 No 5,072 733
Education Yes 1,937 26.7
Less than high school 1,260 16.0 Continued use despite physical
High school 2215 29.8 or psychological problems
Some college 2,339  29.8 No 5,092  69.8
College graduate 1,195 244 Yes 1917 302
Income Alcohol abuse symptoms
<$20,000 2,300 22.8 Failure to fulfill obligations
$20,000—-$49,999 2461 35.0 because of abuse
$50,000-$74,999 955 157 No 5394 79.1
=$75,000 1,293 26.6 Yes 1,615 20.9
Health insurance Use in physically hazardous situations
Covered 5162 77.1 No 2,215 345
Not covered 1,847 229 Yes 4,794 65.5
Age (years) Recurrent alcohol-related legal problems
18-25 4858 32.7 No 6,188 90.1
26-34 934 225 Yes 821 9.9
=35 1,217 448 Continued use despite persistent
Race or ethnicity social problems
White 4892 T71.8 No 5392 758
Black 622 10.1 Yes 1,617 242
Hispanic 939 132 Other characteristics
Other 556 49 Overall health
Alcohol dependence symptoms Excellent 1,629 22.3
Tolerance Very good 2,925 392
No 3,181 51.5 Good 1,885 28.9
Yes 3,828 485 Fair or poor 570 9.7
Withdrawal Major depression in the past year
No 5517 778 Yes 1,164 14.6
Yes 1,492 222 No 5,845 854
Large amounts or long periods Serious psychological distress
of use in the past year
No 5436 73.8 No 4995 75.7
Yes 1,573 26.2 Yes 2014 243
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Table 2

Multiple logistic regression predictors of perceived need for alcohol use disorder treatment and treatment among those
with perceived need in the 2004 and 2005 National Survey on Drug Use and Health sample

Perceived a need for treatment

Sought treatment, among those who
perceived a need

Variable OR 95% CI p OR 95% CI p
Sociodemographic characteristic
Female (reference: male) 91 75-1.12 38 .87 .58-1.30 48
Not married (reference: married) 1.52 1.21-1.91 <.001 1.62 1.01-2.60 .04
Education (reference: less than high school)
High school .86 .66-1.11 24 1.47 .88-2.48 14
Some college .79 .60-1.04 .09 .84 49-1.44 52
College graduate .76 55-1.05 .10 74 .38-1.43 37
Income (reference: <$20,000)
$20,000—-$49,999 1.06 .85-1.33 .60 .58 .38-.90 .01
$50,000—-$74,999 .59 42— 81 .001 .65 .32-1.30 22
=$75,000 61 45-.82 <.001 1.25 .68-2.30 A7
Covered by health insurance
(reference: not covered) .93 76-1.15 51 1.44 .96-2.15 .08
Age (reference: 18-25)
26-34 1.18 90-1.55 22 1.00 58-1.72 995
=35 2.09 1.65-2.64 <.001 1.08 .68-1.73 74
Race or ethnicity (reference: white)
Black 77 .56-1.04 .08 75 42-1.34 .34
Hispanic 76 .58-.99 .04 1.10 .66-1.84 71
Other 46 27-78 .004 48 .16-1.48 .20
Alcohol dependence symptoms
Tolerance (reference: no) .88 72-1.07 18 .92 .61-1.39 .70
Withdrawal (reference: no) 1.61 1.32-1.97 <.001 1.88 1.25-2.83 .002
Large amounts or long periods of use
(reference: no) 1.17 .95-1.43 .14 2.85 1.86-4.36 <.001
Desire or unsuccessful efforts
to control use (reference: no) 1.40 1.13-1.73 .002 45 .29-.68 <.001
Large amount of time used on alcohol
(reference: no) 1.33 1.06-1.68 .02 1.32 79-2.21 .30
Social activities reduced because
of alcohol (reference: no) 1.87 1.51-2.32 <.001 54 .33-.87 .01
Continued use despite physical or psychological
problems (reference: no) 1.92 1.56-2.35 <.001 58 37-92 .02
Alcohol abuse symptoms
Failure to fulfill obligations because
of abuse (reference: no) 1.82 1.46-2.27 <.001 1.35 .87-2.09 18
Use in physically hazardous situations
(reference: no) 1.15 .95-1.40 .16 46 29-72 <.001
Recurrent alcohol-related legal problems
(reference: no) 4.82 3.82-6.09 <.001 2.00 1.29-3.08 .002
Continued use despite persistent
social problems (reference: no) 1.35 1.10-1.65 .004 91 .59-1.39 65
Other characteristics
Overall health (reference: excellent)
Very good 2.33 1.72-3.15 <.001 1.52 .82-2.83 .19
Good 1.97 1.44-2.68 <.001 1.52 .82-2.80 .19
Fair or poor 1.47 1.02-2.14 .04 2.20 1.05-4.60 .04
Major depression in the past year
(reference: yes) .70 55-.88 .003 1.04 .68-1.61 .85
Serious psychological distress in the past
year (reference: no) 1.76 1.42-2.18 <.001 .60 40-.91 .02

ceived need. Individuals with low in-
come (y?=23.2, df=3, p<.001) and
those who were unmarried (OR=
1.52, CI=1.21-1.91, p<.004) were
more likely than their respective
comparison groups to have perceived
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need. Age was a highly significant
predictor of need (y?=42.9, df=2,
p<.001); perceived need increased
with age. Gender, education, and in-
surance status were not significant.
Among those with perceived need

in NSDUH, 70% (weighted) report-
ed receiving any treatment in the past
12 months. Again, in a multiple logis-
tic regression, clinical factors had the
greatest explanatory power (partial
pseudo-R?=.13), compared with so-
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Table 3

Characteristics of 3,305 persons in the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions

% %0
Variable N (weighted) Variable N (weighted)
Perceived a need for treatment Large amount of time using or
No 2,927  89.0 obtaining alcohol
Yes 378 11.0 No symptoms 2,658 80.4
Sociodemographic characteristic 1 symptom 507 154
Sex 2 symptoms 140 4.2
Male 2,198  69.9 Social activities reduced because
Female 1,107  30.1 of alcohol
Marital status No symptoms 3,076 93.0
Married 1,228  44.0 1 symptom 105 3.5
Not married 2,077  56.0 2 symptoms 124 3.5
Age (years) Continued use despite physical or
<35 1,718 543 psychological problems
=35 1,587 45.7 No symptoms 2,595 72.3
Race or ethnicity 1 symptom 567 17.7
White 2,093 74.9 2 or 3 symptoms 343 10.0
Black 478 9.0 Alcohol abuse symptoms
Hispanic 591 10.8 Failure to fulfill obligations because
Other 143 5.3 of abuse
Income No symptoms 3,024 91.0
<$20,000 1,385 427 1 symptom 220 72
$20,000-$34,999 870 25.4 2 symptoms 61 1.8
>$35,000 1,050 318 Use in physically hazardous situations
Education No 639 18.1
Less than high school 456 13.0 Yes 2,666 81.9
High school 959  28.6 Recurrent alcohol-related legal
At least some college 1,890 585 problems
Health insurance No 3,063 92.6
Not covered 849 259 Yes 242 7.4
Covered 2456 741 Continued use despite persistent
Metropolitan statistical area social problems
Central city 1,226 31.6 No symptoms 2,665 80.0
Not in central city 1,468 479 1 symptom 528 16.7
Not in metropolitan statistical area 611 20.5 2 symptoms 112 3.3
Other drug abuse Personality disorders
No 2,903 87.5 Cluster A
Yes 402 12.5 No 2,848 87.4
Other drug dependence Yes 457 12.6
No 3,143 95.0 Cluster B
Yes 162 5.0 No 2,752 83.5
Alcohol dependence symptoms Yes 553 16.5
Number of tolerance symptoms Cluster C
0 2,053 61.5 No 2,810 85.1
lor2 879 26.4 Yes 495 14.9
>3 373 12.1 Other characteristics
Five or more withdrawal symptoms Number of mental disorders
No 2,973 89.3 0 2,296 70.2
Yes 332 10.7 1 591 17.3
Large amounts or long periods of use 2 238 7.4
No symptoms 1,511 44.6 3 180 5.0
1 symptom 732 21.9 Self-reported health
2 symptoms 1,062  33.6 Excellent or very good 2,064 639
Desire to quit Good, fair, or poor 1,241 36.1
No symptoms 1,940  59.0 Relative with alcohol abuse
1 symptom 1,042 31.6 diagnosis
2 symptoms 323 9.3 No 1,635 50.9
Yes 1,670 49.1

ciodemographic characteristics (par-
tial pseudo-R?=.03). In the logistic re-
gression, among the diagnostic symp-
toms, two of the seven dependence
criteria and one of the four abuse cri-
teria were positively and significantly
associated with receiving treatment,

and three of the dependence criteria
and one of the abuse criteria were
negatively and significantly associated
with receiving treatment. Individuals
with low income (y?=13.1, df=3, p=
.004) were less likely than their re-
spective comparison groups to re-
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ceive treatment, and individuals who
were not married were more likely
than those who were to receive treat-
ment (OR=1.62, CI=1.01-2.60, p=
.04). Gender, education, race, marital
status, and age were not significant
predictors of receiving treatment.
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NESARC

Table 3 shows the characteristics of
the NESARC sample. Similar to the
NSDUH findings, in NESARC a
small percentage of individuals with
alcohol use disorders in the past year
perceived a need for alcohol treat-
ment (11.0%) (Table 3). Also, as with
findings from NSDUH, in a logistic
regression investigating perceived
need in NESARC, diagnostic factors
had the greatest explanatory power
(partial pseudo-R®=.20), compared
with demographic factors (partial
pseudo-R?=.01). In the logistic re-
gression most of the abuse and de-
pendence symptom variables were
significant (Table 4). The following
diagnostic factors were not signifi-
cant predictors of perceived need:
tolerance, drinking in larger quanti-
ties or for longer periods than antic-
ipated, reduced social activities from
alcohol use, failure to fulfill role ob-
ligations, and recurrent use in which
it was physically hazardous. On the
other hand, among the sociodemo-
graphic factors, age was the only sig-
nificant predictor, with younger indi-
viduals significantly less likely than
older individuals to perceive a need
for treatment (y2=19.7, df=1,
p<.001). Race, which was significant
in our NSDUH analyses, was not sig-
nificant in our NESARC analyses.
Gender, income, education, insur-
ance, marital status, urbanicity, and
self-rated health were all also non-
significant.

In NESARC, among those with
perceived need, 64% (weighted) re-
ported receiving some treatment for
alcohol use disorders in the past year.
Again, diagnostic factors had the
greatest explanatory power (partial
pseudo-R?=.14), compared with so-
ciodemographic factors (partial pseu-
do-R?=.09). Several sociodemograph-
ic groups were significantly less likely
than their comparison groups to re-
ceive treatment, including persons
without insurance, Hispanics, and
those who were married.

Discussion

We used two different nationally rep-
resentative surveys to investigate per-
ceived need for treatment services for
alcohol use disorders. Taking into
consideration the methodological dif-
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ferences inherent across all surveys,
the similarity in the results between
the two studies is striking. In both
surveys we found that fewer than one
in nine individuals with alcohol use
disorders perceived a need for treat-
ment. Further, we used a liberal defi-
nition of perceived need, based on
whether the individual reported
thinking he or she needed treatment
in the past year or whether treatment
was actually received. It likely includ-
ed individuals in treatment not be-
cause they felt they needed treatment
but at the behest of family, friends, or
the legal system. In both surveys we
found that the explanatory power of
diagnostic variables was substantially
larger than the explanatory power of
sociodemographic factors.

The issue of improving treatment
for alcohol use disorders and other
behavioral health conditions has re-
ceived considerable attention, includ-
ing a recent report from the Institute
of Medicine (20). It has been suggest-
ed that improving the quality of treat-
ment for alcohol use disorders (and
other substance use and mental disor-
ders) could decrease the mortality,
morbidity, and societal cost of these
disorders. However, because a large
majority of individuals with alcohol
use disorders receives no treatment at
all, improving the quality of care for
alcohol use disorders while not in-
creasing the proportion of individuals
who receive services might have only
a modest impact on morbidity, mor-
tality, and societal costs on the popu-
lation level.

Our results suggest that the user’s
failure to perceive need continues to
be the major reason that individuals
with alcohol use disorders do not re-
ceive treatment, because only a small
proportion of individuals with alcohol
use disorders perceived need. On the
other hand, among those with per-
ceived need, a majority received
treatment. Further, our results offer
little reason for optimism concerning
perceived need, because the percent-
age of persons with perceived need in
the National Longitudinal Alcohol
Epidemiologic Survey (NLAES),
which was conducted in the early
1990s, was slightly higher than the
percentage we found, indicating no
progress on this important front.

Factors related to access to alcohol
treatment, such as insurance parity
for the treatment of substance use
disorders, have received considerable
attention in the past decade. One
concern is that lack of parity con-
tributes significantly to unmet need.
However, in our analyses, insurance
status did not predict perceived need,
but it did predict receiving treatment
only among the relatively few who ac-
tually perceived a need for treatment.
This suggests that attempts to make
treatment services for alcohol use dis-
orders more accessible through ef-
forts such as parity legislation will at
best increase modestly the number of
individuals receiving treatment serv-
ices for alcohol use disorders. Howev-
er, this should not be seen as a reason
not to implement parity. On the other
hand, our results suggest that even
modest success in increasing the per-
centage of individuals with perceived
need would dramatically increase the
number of individuals in treatment.
For example, currently more than
eight out of nine individuals do not
perceive a need for a treatment.
Thus, if efforts to increase perceived
need were successful for one out of
eight individuals, the overall number
of people receiving treatment servic-
es for alcohol use disorders could al-
most double, an increase that would
likely overwhelm the capacity of the
treatment system for alcohol use dis-
orders. Because of this, if efforts to
increase perceived need were suc-
cessful, either treatment would have
to be better targeted to those with
the most severe disorders or the ca-
pacity of the treatment system for al-
cohol use disorders would need to be
expanded.

The proportion of individuals with
alcohol use disorders who perceive a
need for treatment could be increased
in several ways. First, in a situation
where individuals do not perceive a
need for treatment, primary care
screening, as recommended by the
U.S. Preventive Services Task Force
(37), is essential in detecting disorders.
For policy purposes, it is important to
know what proportion of individuals is
screened; if screening rates are already
high, then there may be little room for
improvement. Unfortunately, screen-
ing rate estimates of alcohol use disor-
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Table 4

Multiple logistic regression predictors of perceived need for alcohol use disorder treatment and treatment received among
those with perceived need in the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions

Sought treatment, among

Perceived a need for treatment those who perceived a need
Variable OR 95% CI p OR 95% CI p
Sociodemographic characteristic
Female (reference: male) .90 .64-1.27 55 74 .38-1.42 37
Not married (reference: married) 1.07 78-1.47 .68 1.85 1.02-3.34 .04
Aged 35 years or older (reference: <35 years) 2.10 1.51-2.92 <.001 1.12 59-2.14 73
Race (reference: white)
Black 1.03 .64-1.65 91 .53 .22-1.26 15
Hispanic 1.40 .89-2.18 13 42 .18-.99 .05
Other 1.56 .88-2.79 15 .56 21-1.51 25
Income (reference: <$20,000)
$20,000-$34,999 1.27 .89-1.80 .19 .92 A48-1.77 .81
=>$35,000 .86 .56-1.32 49 .62 27-1.40 25
Education (reference: less than high school)
High school 1.15 76-1.75 51 91 42-1.96 .80
At least some college 1.07 71-1.64 74 1.64 .76-3.54 21
Covered by health insurance (reference: not
covered) 1.32 95-1.85 .10 3.80 2.03-7.11 <.001
Metropolitan statistical area (reference:
in central city)
Not in central city 1.14 .81-1.60 A7 51 .26-1.00 .05
Not in metropolitan statistical area 1.39 .93-2.08 A1 1.04 47-2.30 .93
Alcohol dependence symptoms
Number of tolerance symptoms (reference: 0)
lor2 1.10 78-1.52 .64 1.43 .70-2.93 33
=3 76 48-1.20 .24 1.10 47-2.54 .83
5 or more withdrawal symptoms (reference: no) ~ 2.09 1.42-3.07 <.001 .96 47-1.94 91
Large amounts or long periods of use
(reference: no symptoms)
1 symptom 1.18 78-1.76 43 1.14 .46-.82 .78
2 symptoms 1.05 .71-1.56 81 .60 .26-1.45 27
Desire to quit (reference: no symptoms)
1 symptom 2.60 1.84-3.68 <.001 .79 35-1.75 55
2 symptoms 7.57 4.92-11.66 <.001 .60 25-1.45 .26
Large amount of time used on alcohol
(reference: no symptoms)
1 symptom 1.61 1.11-2.34 01 40 .20-.78 .007
2 symptoms 2.04 1.13-3.70 .02 A48 .20-1.16 .10
Social activities reduced because
of alcohol (reference: no symptoms)
1 symptom 65 35-121 17 75 27-2.06 58
2 symptoms 1.23 .66-2.29 51 1.86 .76-4.58 18
Continued use despite physical or psychological
problems (reference: no symptoms)
1 symptom 1.78 1.24-2.56 .002 .68 32-1.42 .30
2 or 3 symptoms 2.46 1.56-3.87 <.001 .67 .29-1.54 34
Alcohol abuse symptoms
Failure to fulfill obligations because
of abuse (reference: no symptoms)
1 symptom 1.50 .96-2.36 .08 2.07 1.03-4.19 .04
2 symptoms 1.92 .86-4.31 11 1.86 .64-5.40 25
Use in physically hazardous situations
(reference: no) .94 .67-1.33 72 .76 38-1.51 43
Recurrent alcohol-related legal problems
(reference: no) 8.36 5.63-12.42 <.001 1.90 97-3.72 .06
Continued use despite persistent social
problems (reference: no symptoms)
1 symptom 2.43 1.74-3.40 <.001 2.08 1.07—4.03 .03
2 symptoms 2.97 1.61-5.48 <.001 3.51 1.32-9.38 01
Personality disorders
Cluster A (reference: no) 72 A47-1.12 14 AT .22-1.02 .06

Continues on next page
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Table 4

Continued from previous page

Perceived a need for treatment

Sought treatment, among
those who perceived a need

Variable OR 95% CI p OR 95% CI p
Cluster B (reference: no) 1.20 .83-1.73 34 1.25 .65-2.39 51
Cluster C (reference: no) 1.12 74-1.70 .61 2.34 1.04-5.27 .04

Other characteristics
Number of mental disorders (reference: 0)

1 1.27 .87-1.86 22 .80 .38-1.73 .59

2 1.26 .76-2.10 .38 44 .18-1.06 .07

=3 1.65 .92-2.96 .10 1.09 .40-3.02 .86
Self-reported health good, fair, or poor

(reference: excellent or very good) 1.00 74-1.37 .96 61 .34-1.09 .09
Relative with alcohol abuse diagnosis

(reference: no) 1.63 1.19-2.22 .002 53 .28-1.02 .06
Other drug abuse (reference: no) i 46-1.23 .26 2.20 .86-5.63 .10
Other drug dependence (reference: no) 1.80 .98-3.30 .06 1.09 .38-3.12 .88

ders in primary care settings vary
widely. Clinician surveys suggest that
screening occurs {requently (38,39);
patient surveys offer less reason for
optimism (40-42). However, studies
that indicate that about half of primary
care patients with alcohol abuse or de-
pendence are known by the clinician
to have an alcohol problem (43-45)
suggest that patient surveys might be
more accurate than physician surveys.
Similarly, it is important to know
whether screening rates are increas-
ing, decreasing, or static, but we know
of no study that assesses this important
question.

Clinical studies suggest that ap-
proximately half of the patients with a
mental health or substance use disor-
der who are recognized by their clini-
cian as having a disorder receive
treatment (43-51), although the pro-
portion receiving guideline-concor-
dant treatment is likely lower. Thus
screening does not necessarily lead to
high-quality care. Primary care screen-
ing could be followed by brief pri-
mary care alcohol interventions or
specialty referrals for those with rela-
tively severe disorders. The develop-
ment of screening instruments and
brief interventions has been the sub-
ject of intense research efforts in the
past 15 years, although most efforts
have focused on efficacy and effec-
tiveness studies. We believe that the
next logical step is to develop efforts
that will widely implement these evi-
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dence-based screening and brief in-
terventions in community settings.

Along with efforts to increase
screening, we also need more effec-
tive public health efforts to increase
perceived need on a population basis
among individuals with alcohol use
disorders and their families. Although
we know of no experimental data on
this issue, such efforts appear to have
been effective for depression. For ex-
ample, use of antidepressants in-
creased dramatically during the 1990s
(52-55), and it is believed that direct-
to-consumer advertising both in-
creased recognition of the symptoms
of depression and diminished stigma
associated with the disease, resulting
in higher treatment rates (53).

However, increasing perceived
need among individuals with alcohol
use disorders is likely to be more dif-
ficult than increasing perceived need
for depression treatment. First, al-
though there are medications ap-
proved by the U.S. Food and Drug
Administration for the treatment of
alcohol use disorders (for example,
acamprosate, naltrexone, and disulfi-
ram), there has been no significant di-
rect-to-consumer advertising for
these products or even detailing to
physicians. Second, the stigma associ-
ated with alcohol use disorders may
be greater than that related to de-
pression. Third, alcohol use disorders
are addictive disorders, whereas de-
pression is not.

It would be useful to know which
sociodemographic groups are most
likely not to perceive a need for treat-
ment, in order to better target these
groups with appropriate interven-
tions. We found that in both NSDUH
and NESARC the explanatory power
of the sociodemographic variables in
predicting perceived need was rela-
tively small, especially compared with
the explanatory power of the diagnos-
tic variables. Age was the only signifi-
cant sociodemographic predictor of
perceived need in both NSDUH and
NESARC, although all sociodemo-
graphic groups had high levels of not
perceiving need for treatment. This
suggests that efforts to increase rates
of perceived need should be targeted
broadly to all sociodemographic
groups, although the problem of per-
ceived need is particularly acute
among younger individuals.

NESARC and NSDUH are both
ongoing studies and thus are valuable
for assessing the evolution of per-
ceived need. Repeated cross-section-
al waves, as employed in NSDUH,
are the preferred methodology for as-
sessing whether a belief or character-
istic, such as perceived need, is in-
creasing over time in a population
(56). On the other hand, the panel de-
sign of the NESARC survey will allow
us to investigate how perceived need
for treatment changes among individ-
uals over time. However, neither sur-
vey is able to give us detailed insight
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into the important issue of why indi-
viduals do not perceive need for
treatment, an issue that we believe is
best addressed initially with qualita-
tive interviews.

Conclusions

It is likely that high levels of unmet
need for treatment services for alco-
hol use disorders will continue to per-
sist as long as perceived need is low.
Efforts are needed both to increase
levels of perceived need among those
with alcohol use disorders and to im-
prove the quality of care they receive.

Acknowledgments and disclosures

This study was supported by grant ROI1-
AA016299 from the National Institute on Alco-
hol Abuse and Alcoholism.

The authors report no competing interests.

References

1.

9.

Kessler RC, Chiu WT, Demler O, et al:
Prevalence, severity, and comorbidity of
12-month DSM-IV disorders in the Na-
tional Comorbidity Survey Replication.
Archives of General Psychiatry 62:617-627,
2005

Grant BF, Stinson FS, Dawson DA, et al:
Prevalence and co-occurrence of substance
use disorders and independent mood and
anxiety disorders: results from the National
Epidemiologic Survey on Alcohol and Re-
lated Conditions. Archives of General Psy-
chiatry 61:807-816, 2004

Summary of Findings from the 2000 Na-
tional Household Survey on Drug Abuse.
Rockville, Md, Substance Abuse Mental
Health Services Administration, Office of
Applied Studies, 2000

Kessler RC, Berglund P, Demler O, et al:
Lifetime prevalence and age-of-onset dis-
tributions of DSM-IV disorders in the Na-
tional Comorbidity Survey Replication.
Archives of General Psychiatry 62:593-602,
2005

Murray C, Lopez A: The Global Burden of
Disease: A Comprehensive Assessment of
Mortality and Disability From Diseases, In-
juries, and Risk Factors in 1990 and Pro-
jected to 2020. Boston, Harvard School of
Public Health, 1996

Murray CJ, Lopez AD: Evidence-based
health policy: lessons from the Global Bur-
den of Disease Study. Science 274:740—
743, 1996

Room R, Babor T, Rehm J: Alcohol and
public health. Lancet 365:519-530, 2005

Borges G, Walters EE, Kessler RC: Associ-
ations of substance use, abuse, and depend-
ence with subsequent suicidal behavior.
American Journal of Epidemiology 151:
781-789, 2000

Conner KR, Hesselbrock VM, Meldrum

10.

1

—

13.

14.

15.

16.

17.

18.

19.

20.

(=}

21.

22.

23.

24.

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢

SC, et al: Transitions to, and correlates of,
suicidal ideation, plans, and unplanned and
planned suicide attempts among 3,729 men
and women with alcohol dependence. Jour-
nal of Studies on Alcohol and Drugs
68:654-662, 2007

Special issue: Alcohol and Violence. Alco-
hol Research and Health 25:1-79, 2001

. McGinnis JM, Foege WH: Actual causes of

death in the United States. JAMA 270:
2207-2212, 1993

. Plan to Address Health Disparities Initia-

tives. Bethesda, Md, National Institute on
Alcohol Abuse and Alcoholism, 2006. Avail-
able at pubs.niaaa.nih.gov/publications/
HealthDisparities/Strategic.html

Caetano R: Alcohol-related health dispari-
ties and treatment-related epidemiological
findings among whites, blacks, and Hispan-
ics in the United States. Alcoholism: Clini-
cal and Experimental Research 27:1337-
1339, 2003

Babor TF, Higgins-Biddle JC, Saunders | B,
et al: The Alcohol Use Disorders Identifi-
cation Test (AUDIT): Guidelines for Use in
Primary Health Care. Geneva, Switzerland,
World Health Organization, 1992

Walsh DC, Hingson RW, Merrigan DM, et
al: The impact of a physician’s warning on
recovery after alcoholism treatment. JAMA
267:663-667, 1992

Wallace P, Cutler S, Haines A: Randomised
controlled trial of general practitioner in-
tervention in patients with excessive alco-
hol consumption. British Medical Journal
297:663-668, 1988

Fleming MF, Barry KL, Manwell LB, et al:
Brief physician advice for problem alcohol
drinkers: a randomized controlled trial in
community-based primary care practices.
JAMA 277:1039-1045, 1997

Fleming MF, Mundt MP, French MT, et al:
Brief physician advice for problem
drinkers: long-term efficacy and benefit-
cost analysis. Alcoholism, Clinical and Ex-
perimental Research 26:36—43, 2002

Miller WR, Rollnick S: Motivational Inter-
viewing: Preparing People for Change, 2nd
ed. New York, Guilford, 2002

Institute of Medicine: Improving the Qual-
ity of Health Care for Mental and Sub-
stance-Use Conditions. Washington DC,
National Academies Press, 2006

McLellan AT, Carise D, Kleber HD: Can
the national addiction treatment infrastruc-
ture support the public’s demand for quali-
ty care? Journal of Substance Abuse Treat-
ment 25:117-121, 2003

McLellan AT, Lewis DC, O’Brien CP, et al:
Drug dependence, a chronic medical ill-
ness: implications for treatment, insurance,
and outcomes evaluation. JAMA 284:1689—
1695, 2000

Grant BF: Barriers to alcoholism treat-
ment: reasons for not seeking treatment in
a general population sample. Journal of
Studies on Alcohol 58:365-371, 1997

Falck RS, Wang |, Carlson RG, et al: Per-

December 2009 Vol. 60 No. 12

25.

27.

30.

31.

32.

33.

34.

35.

36.

37.

ceived need for substance abuse treatment
among illicit stimulant drug users in rural
areas of Ohio, Arkansas, and Kentucky.
Drug and Alcohol Dependence 91:107—
114, 2007

Wu LT, Pilowsky DJ, Schlenger WE, et al:
Alcohol use disorders and the use of treat-
ment services among college-age young
adults. Psychiatric Services 58:192-200,
2007

. Mojtabai R, Olfson M, Mechanic D: Per-

ceived need and help-seeking in adults with
mood, anxiety, or substance use disorders.
Archives of General Psychiatry 59:77-84,
2002

Edlund MJ, Uniitzer ], Curran GM: Per-
ceived need for alcohol, drug, and mental
health treatment. Social Psychiatry and
Psychiatric  Epidemiology 41:480-487,
2006

. Summary of Findings From the 2003 Na-

tional Household Survey on Drug Abuse:
Technical Appendices and Selected Data
Tables: Vol II. Rockville, Md, Substance
Abuse and Mental Health Services Admin-
istration, Office of Applied Studies, 2004

. Summary of Findings From the 2001 Na-

tional Household Survey on Drug Abuse:
Technical Appendices and Selected Tables:
Vol I1. Rockville, Md, Substance Abuse and
Mental Health Services Administration,
Office of Applied Studies, 2002

Summary of Findings From the 2001 Na-
tional Household Survey on Drug Abuse.
Rockville, Md, Rockville, Md, Substance
Abuse and Mental Health Services Admin-
istration, Office of Applied Studies, 2003

Hasin D, Carpenter KM, McCloud S, et al:
The Alcohol Use Disorder and Associated
Disabilities Interview Schedule (AUDADIS):
reliability of alcohol and drug modules in a
clinical sample. Drug and Alcohol Depen-
dence 44:133-141, 1997

Grant BF, Harford TC, Dawson DA, et al:
The Alcohol Use Disorder and Associated
Disabilities Interview Schedule (AUDADIS):
reliability of alcohol and drug modules in a
general population sample. Drug and Alco-
hol Dependence 39:37-44, 1995

Grant BF, Dawson DA, Stinson F'S, et al: The
Alcohol Use Disorder and Associated Dis-
abilities Interview Schedule—IV (AUDADIS-
IV): reliability of alcohol consumption, to-
bacco use, family history of depression, and
psychiatric diagnostic modules in a general
population sample. Drug and Alcohol De-
pendence 71:7-16, 2003

Kessler RC, Barker PR, Colpe LJ, et al:
Screening for serious mental illness in the
general population. Archives of General
Psychiatry 60:184-189, 2003

Kessler RC, Andrews G, Colpe L], et al:
Short screening scales to monitor popula-
tion prevalences and trends in non-specific
psychological distress. Psychological Medi-
cine 32:959-976, 2002

Cox DR, Snell EJ: Analysis of Binary Data.
New York, Chapman and Hall, 1989
US Preventive Services Task Force: Guide

to Clinical Preventive Services. Baltimore,
Williams and Wilkins, 1996

1627



38.

39.

40.

=1

41.

42.

43.

Friedmann PD, McCullough D, Chin MH,
et al: Screening and intervention for alco-
hol problems: a national survey of primary
care physicians and psychiatrists. Journal of
General Internal Medicine 15:84-91, 2000

Bradley KA, Curry SJ, Koepsell TD, et al:
Primary and secondary prevention of alco-
hol problems: US internist attitudes and
practices. Journal of General Internal Med-
icine 10:67-72, 1995

Edlund MJ, Uniitzer ], Wells KB: Clinician
screening and treatment of alcohol, drug,
and mental problems in primary care: re-
sults from Healthcare for Communities.
Medical Care 42:1158-1166, 2004

D’Amico EJ, Paddock SM, Burnam A, et al:
Identification of and guidance for problem
drinking by general medical providers: re-
sults from a national survey. Medical Care
43:229-236, 2005

Deitz D, Rohde F, Bertolucci D, et al:
NIAAAs Epidemiologic Bulletin No 34:
prevalence of screening for alcohol use by
physicians during routine physical examina-
tions. Alcohol Health and Research World
18:162-168, 1994

Spitzer RL, Kroenke K, Williams JBW: Val-
idation and utility of a self-report version of
PRIME-MD: the PHQ primary care study.
JAMA 282:1737-1744, 1999

44.

45.

46.

47.

48.

49.

50.

Cleary PD, Miller M, Bush BT, et al: Preva-
lence and recognition of alcohol abuse in a
primary care population. American ]ournal

of Medicine 85:466—471, 1988

Buchsbaum DG, Buchanan RG, Poses RM,
et al: Physician detection of drinking prob-
lems in patients attending a general medi-
cine practice. Journal of General Internal
Medicine 7:517-521, 1992

Crum RM, Ford DE: The effect of psychi-
atric symptoms on the recognition of alco-
hol disorders in primary care patients. In-
ternational Journal of Psychiatry in Medi-
cine 24:63-82, 1994

Shapiro S, German PS, Skinner EA, et al:
An experiment to change detection and
management of mental morbidity in pri-

mary care. Medical Care 25:327-339, 1987

Kirmayer L], Robbins JM, Dworkind M, et
al: Somatization and the recognition of de-
pression and anxiety in primary care. Ameri-

can Journal of Psychiatry 150:734-741, 1993

Rumpf HJ, Bohlmann |, Hill A, et al: Physi-
cians’ low detection rates of alcohol de-
pendence or abuse: a matter of method-
ological shortcomings? General Hospital
Psychiatry 23:133-137, 2001

Mathias SD, Fifer SK, Mazonson PD, et al:
Necessary but not sufficient: the effect of
screening and feedback on outcomes of

Coming in January

52

53.

56.

primary care patients with untreated anxi-
ety. Journal of General Internal Medicine
9:606-615, 1994

. Callahan CM, Hendrie HC, Dittus RS, et

al: Improving treatment of late life depres-
sion in primary care: a randomized clinical
trial. Journal of the American Geriatrics So-
ciety 42:839-846, 1994

. Pincus HA, Tanielian TL, Marcus SC, et al:

Prescribing trends in psychotropic medica-
tions: primary care, psychiatry, and other
medical specialties. JAMA 279:526-531,
1998

Olfson M, Marcus SC, Druss B, et al: Na-
tional trends in the outpatient treatment of
depression, JAMA 287:203-209, 2002

.Harman JS, Crystal S, Walkup ], et al:

Trends in elderly patients” office visits for
the treatment of depression according to
physician specialty: 1985-1999. Journal of
Behavioral Health Services and Research
30:332-341, 2003

. Harman JS, Mulsant BH, Kelleher K], et al:

Narrowing the gap in treatment of depres-
sion. International Journal of Psychiatry in
Medicine 31:239-253, 2001

Murray DM: Design and Analysis of
Group-Randomized Trials. New York, Ox-
ford University Press, 1998

¢ How did specific information in FDA warnings
affect antidepressant treatment patterns?

¢ Policies to promote providers’ return to their
communities after disasters

¢ General medical problems of incarcerated persons
with severe mental illness

¢ Liability issues associated with referrals to self-help

groups

1628

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ December 2009 Vol. 60 No. 12




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (Apple RGB)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
    /Symbol
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Use these settings to create PDF's if you are not downloading low Res ads from AdSpring.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


