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Objective: The aims of this study were to examine the rates and corre-
lates of help seeking, perceived need for care, and perceived barriers to
care among people with an alcohol use disorder in a large nationally
representative sample. Methods: Data were drawn from the National
Epidemiologic Survey on Alcohol and Related Conditions for persons
18 years and older (N=43,093). Three main groups were defined: peo-
ple who sought help, people who perceived a need for care but did not
seek help, and people who neither perceived a need nor sought help.
Results: Almost one-third (N=11,843, or 28%) of survey respondents met
DSM-IV criteria for a lifetime alcohol use disorder. Most individuals
with an alcohol use disorder (81%) did not report seeking care or per-
ceiving a need for help. Those who were younger, were married, had
higher income, had higher education, and did not have an adverse gen-
eral medical condition were significantly less likely to perceive a need
for help or to seek help for an alcohol use disorder. Respondents who
did not perceive a need for help or seek it were significantly less likely
to have an additional axis I or axis II disorder. Conclusions: Knowledge
of the factors that influence perceived need for help could aid in devel-
oping interventions directed toward increasing the rates of help seek-
ing among people with an alcohol use disorder. Regular screening for
alcohol use disorders in primary health care settings is recommended.
(Psychiatric Services 61:1223-1231, 2010)

he high rates of alcohol abuse
Tand dependence found in

many countries worldwide in-
dicate that alcohol misuse is a large
public health problem. Epidemiolog-
ical studies estimating the lifetime
prevalence rates of alcohol use disor-
ders within the population report
rates ranging from 12% to 30% (1,2).
A useful summary of studies assessing
the prevalence rates of alcohol use

disorders between the years 1980 and
2000 was done by Somers and col-
leagues (3).

Several studies have shown that
help seeking and perceived need for
treatment of an alcohol use disorder
may be influenced by the occurrence
of a comorbid mental condition (4-7).
Individuals with an alcohol use disor-
der and a concurrent mental disorder
have increased odds of experiencing
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more severe symptoms of alcohol use
disorders (8), and one could hypothe-
size that this would make them more
likely to seek help, because help seek-
ing is shown to be correlated with
severity of alcohol use disorder symp-
toms (9). Because most individuals
with an alcohol use disorder also meet
criteria for an additional axis I or axis
IT diagnosis (10), there is a need for
further investigation of how comor-
bidity influences help seeking for al-
cohol use disorders.

A small body of literature on the
role of self-perceived barriers to care
has accumulated over the past
decade. Self-perceived barriers to
care can be categorized into two
groups, attitudinal barriers and struc-
tural barriers (11). Barriers are con-
sidered to be attitudinal if they are
based on a person’s perception of the
problem and are within the person’s
control—for example, thinking that
the problem will get better on its
own. In contrast, structural barriers
to treatment are outside of a person’s
control and may act to influence help
seeking—for example, the high cost
of treatment. Research on self-per-
ceived barriers to care has shown that
attitudinal barriers to treatment are
endorsed more {requently than struc-
tural barriers (12-15).

There are several limitations of the
previous research on self-perceived
barriers and perceived need for treat-
ment of an alcohol use disorder. First,
there is a lack of literature on the re-
lationship between the comorbidity
of mental disorders and perceived
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need for treatment of alcohol use dis-
orders within the population. Second,
most studies of self-perceived barri-
ers to care examine emotional prob-
lems and alcohol problems simulta-
neously; thus it can be unclear
whether responses reflect barriers to
care for alcohol use or for some other
problem (such as depression).

The first objective of this study
was to determine prevalence rates of
help seeking and perceived need for
care in a nationally representative
sample of persons with an alcohol
use disorder and to compare these
rates with rates of no help seeking
and no perceived need for care. Our
second objective was to examine the
most frequent types of help seeking
and self-perceived barriers to care,
and our third was to identify the so-
ciodemographic and mental disorder
correlates of help seeking, perceived
need for care, and no perceived need
for care for an alcohol use disorder.
This study was conducted with data
from the largest addiction and men-
tal health survey to date, which was
funded by the National Institute on
Alcohol Abuse and Alcoholism and
was designed to assess the rates and
correlates of alcohol use disorders at
the national level. It is the first sur-
vey to assess the rates of both axis I
and axis II disorders in the popula-
tion and to ask questions about per-
ceived barriers to care and help
seeking in the context of alcohol
abuse and dependence.

Methods

Sample

Data were drawn from the National
Epidemiologic Survey on Alcohol
and Related Conditions (NESARC)
(16), a nationally representative
sample of the U.S. population. The
survey is cross-sectional in design
and was conducted between August
2001 and May 2002 using computer-
assisted personal interviewing. The
sample included 43,093 respondents
18 years of age and older. Hispanic
and non-Hispanic black households
and persons aged 18-24 were over-
sampled to increase the number of
these respondents. The survey had
an overall response rate of 81%.
Ethical approval was obtained from
the U.S. Census Bureau and the
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U.S. Office of Management and
Budget (17), and respondents gave
informed consent.

Dependent variables

We obtained a subsample of individu-
als who met criteria for a lifetime di-
agnosis of alcohol abuse, depend-
ence, or both (N=11,843). This sam-
ple was further divided into those
who met criteria for lifetime alcohol
abuse (N=7,062), and those who met
criteria for lifetime alcohol depend-
ence (N=4,781). Alcohol abuse and
alcohol dependence were analyzed
separately to clarify attribution of any
patterns of correlates. Alcohol abuse
and dependence are both character-
ized by harmful patterns of drinking,
but alcohol dependence is thought to
be a more severe form of alcohol use
disorder and is characterized by
symptoms such as physiologic toler-
ance and withdrawal (18).

Three main groups were defined.
First, respondents who answered yes
to the question “Have you ever gone
anywhere or seen [a health care pro-
fessional] for a reason that was relat-
ed in any way to your drinking?”
were included in the help-seeking
group. Types of help seeking includ-
ed Alcoholics Anonymous (AA) or
12-step meetings; family services
and social services; detoxification
clinic or ward; inpatient ward; reha-
bilitation program; outpatient, out-
reach, or partial-day treatment pro-
gram; emergency services; halfway
house or therapeutic community;
crisis center; employee assistance
program; clergy, priest, or rabbi;
physician, psychiatrist, psychologist,
or social worker; and other agency or
professional.

Second, respondents who an-
swered yes to the question “Was there
ever a time when you thought you
should see a doctor, counselor, or oth-
er health professional or seek any oth-
er help for your drinking, but didn’t
go?” were included in the perceived
need group. Respondents in the per-
ceived need group could choose from
a list of 26 barriers to care, which we
divided into two categories, structural
barriers and attitudinal barriers (11).

Third, we created a category of in-
dividuals who did not perceive a need
for help and did not seek it. This cat-

egory included individuals who re-
sponded “no” to both of the questions
“Have you ever gone anywhere or
seen [a health care professional] for a
reason that was related in any way to
your drinking?” and “Was there ever a
time when you thought you should
see a doctor, counselor, or other
health professional or seek any other
help for your drinking, but didn’t go?”
Participants with missing data on
these questions were excluded from
the analyses. Respondents with miss-
ing data answered “unknown” to ei-
ther both of the above questions or
answered no to one question and “un-
known” to the other.

Independent variables
Sociodemographic and physical con-
ditions. The following sociodemo-
graphic variables were included in
the analysis: age, race-ethnicity, mar-
ital status, income, and education
level. On the basis of previous work
suggesting that number of health
conditions increases the likelihood
of perceived need and help seeking,
we created a trichotomous variable
to represent no general medical con-
ditions, one general medical condi-
tion, and two or more general med-
ical conditions (7).

Mental disorders. Axis I and axis I1
mental disorders were defined ac-
cording to DSM-IV criteria using the
Alcohol Use Disorders and Associat-
ed Disorders Interview Schedule
(AUDADIS-1IV). Past research (19,
20) has documented the reliability of
the AUDADIS-IV as a diagnostic
tool. Information on the criteria
used to assess for alcohol abuse or
dependence in the NESARC has
been articulated elsewhere (21). We
included individuals who met life-
time criteria for any of the following
axis I or axis I disorders: mania, dys-
thymia, major depression, panic dis-
order, agoraphobia, social phobia,
specific phobia, and generalized anx-
iety disorder. A general category of
drug use disorders (abuse and de-
pendence) was also analyzed. All axis
IT personality disorders were includ-
ed in the analysis with the exception
of borderline, schizotypal, and nar-
cissistic personality disorders, be-
cause these disorders were not in-
cluded in the survey.
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Analysis

All analyses were completed using
the appropriate statistical weights to
ensure that the data were representa-
tive of the national population. We
used SUDAAN software (22) to esti-
mate variances of the odds ratio esti-
mates, and we used stratification and
sample weighting information provid-
ed in the NESARC data set.

First, rates of lifetime alcohol abuse
and alcohol dependence within the
entire sample were calculated. Sec-
ond, the prevalence of each type of
help seeking, stratified by gender, was
calculated. Previous research has
documented gender differences in
types of help seeking (23). A chi
square analysis was performed to de-
termine significant differences be-
tween males and females. Third,
multinomial logistic regression analy-
ses were used to compare help seek-
ing, perceived need, no help seeking
or perceived need, and sociodemo-
graphic characteristics. No help seek-
ing or perceived need was used as the

reference group, and odds ratios were
used to compare the different so-
ciodemographic correlates associated
with the three groups. Because the
study required multiple comparisons,
we used a more conservative alpha of
.01. Fourth, multiple logistic regres-
sion analyses were used to compare
help seeking, perceived need, no help
seeking or perceived need, and men-
tal disorders. Odds ratios were adjust-
ed for all significant sociodemograph-
ic variables. The group that did not
seek help or perceive a need for it re-
mained as the reference group, and
significance was again tested at p<.01.
Fifth, we calculated the prevalence of
each perceived barrier to care strati-
fied across gender. A chi square
analysis was performed to determine
significant differences between men
and women.

Results

Of the 43,093 survey respondents,
11,843 (28%) met criteria for a life-
time diagnosis of alcohol abuse or de-

pendence. Of the total respondents,
7,062 (16%) met criteria for lifetime
alcohol abuse, and 4,781 (11%) met
criteria for lifetime alcohol depend-
ence. Of the respondents who met
criteria for a lifetime alcohol use dis-
order, 9,535 (81%) did not perceive a
need for help or seek it.

Help seeking

Table 1 shows the prevalence of help
seeking among individuals with life-
time alcohol abuse or dependence.
Rates of help seeking were low among
individuals with alcohol abuse (7.5%)
and higher for individuals with alcohol
dependence (24.7%). Several types of
help seeking differed significantly be-
tween men and women with alcohol
abuse and dependence. Among those
with alcohol abuse, these included AA
or 12-step meetings, detoxification
clinic, rehabilitation program, and
other agency or professional. Individ-
uals with alcohol dependence also had
significant results for those types of
help seeking, plus outpatient, out-

Table 1

Prevalence of help-seeking among individuals with lifetime alcohol abuse and dependence®

Individuals with lifetime alcohol abuse

Individuals with lifetime alcohol dependence

(N=7,062) (N=4,781)
Total Male Female Total Male Female
Type of help sought
and perceived need N % N % N % y N % N % N % el
Type of help sought
Any help 585 7.5 424 85 161 5.5 1599%* 1254 247 867 269 387 203 18.91**
Alcoholics Anonymous or
12-step meetings 417 53 303 6.0 114 39 9.75* 982 19.0 679 20.8 303 155 16.56***
Family services 108 13 81 15 27 11 191 302 59 192 6.1 110 5.3 1.12
Detoxification clinic or ward 140 1.7 97 20 43 12 5.36* 491 94 340 102 151 7.6 8.50**
Inpatient ward 93 1.1 63 13 30 8 222 364 6.8 236 7.1 128 6.3 .90
Rehabilitation program 201 26 152 31 49 15 1357 631 124 453 13.8 178 9.6 15.75"*
Outpatient 110 14 70 15 40 12 .60 427 8.1 299 91 128 6.1 12.63**
Emergency department 95 12 67 14 28 9 279 385 7.5 269 82 116 6.2 5.36%
Halfway house 43 5 28 5 15 5 .01 114 23 7725 37 1.8 1.74
Crisis center 13 1 8 1 5 1 15 72 1.1 42 1.1 30 1.2 31
Employee assistance program 30 50023 5 7 3 1.63 108 2.1 76 2.4 32 14 4.32*%
Clergy, priest, or rabbi 45 5 30 4 15 5 22 225 46 155 49 70 41 145
Physician, psychiatrist,
or psychologist 130 16 8 1.7 44 1.6 .03 556 11.2 357 11.2 199 11.1 .02
Other agency or professional 55 8 43 1.0 12 3 8.54* 166 3.3 126 4.0 40 2.0 13.10%**
Perceived need for help® 195 26 131 27 64 23 .88 858 18.0 550 184 308 17.3 52
Either perceived a need for
help or sought it 697 9.1 499 100 198 7.1 14.31™* 1,611 328 1,081 346 530 29.1 8.96**
* All Ns are unweighted; all percentages are weighted.
b df=1
¢ Individuals who perceived a need for help but did not seek help
p<.05
“p<.01
*p<.001
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reach, or partial-day treatment pro-
gram; emergency care; and employee
assistance program.

Sociodemograpbic correlates of
belp seeking and perceived need
Table 2 displays the results of a multi-
nomial logistic regression analysis il-
lustrating the differences in sociode-
mographic variables among individu-
als who perceived a need for help,
sought help, or did neither. Among
individuals with lifetime alcohol
abuse, men were significantly less
likely than women to seek help. Sig-
nificantly more likely than others to
seek help were individuals aged
45-64; those who were widowed, sep-
arated, divorced, or never married;
those with a lower income; those with
less education; those who were black
or Hispanic-Latino; and those with
two or more general medical condi-
tions.

Among individuals with lifetime al-
cohol dependence, men, individuals
aged 18-29, those who had never
been married, and those who were
Asian, Hawaiian, or Pacific Islander
were less likely to seek help. Signifi-
cantly more likely to seek help were
those who were widowed, separated,

or divorced; who had a lower income
or less education; or who were Amer-
ican Indian or Alaskan Native were.
Individuals with a general medical
condition were significantly more
likely to have perceived a need and to
have sought help for it.

Mental disorder correlates of belp
seeking and perceived need

The mental disorder correlates of
perceived need for care, help seeking,
and no perceived need for care or
help seeking are presented in Table 3.
Among individuals with alcohol
abuse, those with mania, dysthymia,
and major depression were signifi-
cantly more likely to seek help. Re-
spondents with panic disorder were
significantly more likely to have per-
ceived need but were not more likely
to seek help. Among the axis II per-
sonality disorders, those with antiso-
cial personality disorder were signifi-
cantly more likely to seek help, and
those with histrionic personality dis-
order were significantly more likely to
have perceived a need for help but
not sought it. Individuals with a drug
use disorder were significantly more
likely to seek help for an alcohol use
disorder.

Among respondents with alcohol
dependence, those who had mania,
dysthymia, major depression, and
panic disorder were more likely to
have perceived a need for care and to
have sought help. Respondents with
generalized anxiety disorder were
more likely to have perceived a need
for care but not to have sought help.
Most axis II disorders were associated
with an increased likelihood of help
seeking. Last, individuals with a drug
use disorder were more likely to have
both perceived a need for care and to
have sought help.

Self-perceived barriers to care

Table 4 shows the prevalence of self-
perceived barriers to care among in-
dividuals with an alcohol use disor-
der. Three percent (N=195) of re-
spondents with alcohol abuse had
perceived a need for help for an alco-
hol use disorder but had not sought
help, and 18% (N=858) of those with
alcohol dependence had perceived a
need for help without seeking it.
Among individuals with alcohol de-
pendence, men and women differed
significantly on several self-perceived
barriers. Perceived barriers to care
with the highest levels of endorse-

Table 2

Multinomial logistic regression analysis of sociodemographic predictors of help seeking, no perceived need or help seeking,

and perceived need?

No perceived need

Sought help or help seeking Perceived need for help
Variable N % ORP 95% CI1 N % N % ORP 95% CI
Individuals with lifetime
alcohol abuse (N=7,062) 585 6,290 112
Gender
Male 424 75.1 63%* .50-.79 3,956 65.5 75 67.1 .93 55-1.57
Female 161 24.9 1.00 — 2,334 34.5 37 32.9 1.00 —
Age
g18—29 73 14.7 1.26 .78-2.03 983 16.0 8 10.0 94 31-2.84
3044 223 38.5 1.42 98-2.04 2322 37.1 39 32.0 1.29 .60-2.79
45-64 230 38.1 1.48* 1.06-2.08 2,138 35.1 52 50.1 2.13 1.00-4.56
=65 59 8.6 1.00 — 847 11.8 13 7.9 1.00 —
Race-ethnicity
White 351 74.4 1.00 — 4,402 81.5 63 71.9 1.00 —
Black 106 11.0 1.67 1.20-2.32 825 72 20 9.0 1.40 .78-2.52
American Indian or Alaska
Native 13 2.6 1.07 .58-1.96 136 2.7 6 7.0 2.99*  1.08-8.28
Asian, Hawaiian, or
Pacific Islander 4 7 57 .18-1.80 75 1.4 3 3.1 2.50 77-8.14
Hispanic or Latino 111 11.3 1.73** 1.25-2.40 852 72 20 9.1 1.44 .65-3.22
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Table 2

continued from previous page

No perceived need

Sought help or help seeking Perceived need for help
Variable N % ORP 95% CI1 N % N % ORP 95% CI
Marital status
Married 263 52.0 1.00 — 3,655 68.7 68 70.7 1.00 —
Widowed, divorced, or
separated 183 26.4 2.28**  1.78-2.92 1,418 15.3 25 15.2 .96 .55-1.70
Never married 139 21.7 1.78%* 1.32-2.40 1,217 16.1 19 14.1 .85 41-1.80
Income
$0—-$19,000 161 22.5 2.66"*  2.00-3.52 1,109 14.0 29 18.5 1.38 .72-2.63
$20,000-$34,999 151 25.5 2.45%** 1.84-3.27 1,233 17.2 24 24.6 1.50 .78-2.88
$35,000—-$59,999 156 27.1 1.62** 1.22-2.16 1,737 27.6 23 174 .66 .35-1.24
=>$60,000 117 25 1.00 — 2211 41.3 36 39.5 1.00 —
Education
Less than high school 116 19.6 2.38***  1.80-3.16 794 11.1 24 17.7 1.93*  1.02-3.65
High school 197 34.1 1.76%*  1.41-2.19 1,651 26.2 31 30.7 1.42 .82-2.46
Some college or university 272 46.3 1.00 — 3,845 62.7 57 51.6 1.00 —
General medical condition
None 319 58.2 1.00 — 3,675 60.3 43 40.5 1.00 —
One 123 22.0 .95 72-1.26 1,460 24.0 30 26.4 1.64 91-2.97
Two or more 123 19.7 1.30% 1.02-1.66 1,029 15.7 35 33.1 3.14** 1.75-5.63
Individuals with lifetime
alcohol dependence (N=4,781) 1,254 3,147 357
Gender
Male 867 72.6 70 .59-.82 1,879 649 214 63.5 1.06 .78-1.45
Female 387 27.4 1.00 — 1,268 35.1 143 36.5 1.00 —
Age
g18729 211 18.6 38F 25-57 1,030 35.1 88 25.5 1.01 .56-1.83
30-44 488 39.2 75 49-1.14 1,213 37.8 130 35.8 1.31 .72-2.40
45-64 467 36.6 1.14 76-1.71 746 23.1 120 35.8 2.15%  1.18-3.90
=65 88 5.7 1.00 — 158 4.1 19 2.9 1.00 —
Race-ethnicity
White 843 77.6 1.00 — 2,140 78.9 225 76.4 1.00 —
Black 168 7.9 1.10 .85-1.43 406 7.3 55 7.7 1.09 T7-1.54
American Indian or Alaska
Native 57 5.6 247 1.49-4.08 62 2.3 16 5.6 2.49** 1.30-4.74
Asian, Hawaiian, or
Pacific Islander 13 1.2 45* 21-99 70 2.6 4 8 32 .10-1.03
Hispanic or Latino 173 7.8 .88 70-1.12 469 8.9 57 9.6 1.11 .74-1.65
Marital status
Married 516 50.9 1.00 — 1,481 54.6 168 58.1 1.00 —
Widowed, divorced, or
Separated 426 26.6 2.13%* 1.75-2.60 595 13.4 106 22 .4 1.44* 1.03-2.00
Never married 312 22.5 75%* .62-.92 1,071 32.1 83 21.5 .63* 44-.89
Income
$0-$19,000 408 26.2 2.02%** 1.64-2.50 673 17.7 82 17.1 1.07 73-1.57
$20,000-$34,999 281 21.6 1.48** 1.18-1.85 669 19.9 82 20.4 1.13 .76-1.70
$35,000—-$59,999 289 25.7 1.33* 1.07-1.65 821 26.4 91 30.0 1.26 91-1.74
=>$60,000 276 26.5 1.00 — 984 36.1 102 32.6 1.00 —
Education
Less than high school 235 17.9 2.13***  1.71-2.66 353 10.2 64 174 2.02%** 1.38-2.96
High school 373 30.6 1.39**  1.16-1.67 824 26.9 107 29.7 1.32 .94-1.85
Some college or
university 646 51.5 1.00 — 1,970 62.9 186 52.9 1.00 —
General medical condition
None 588 50.2 1.00 — 1,924 64.2 183 52.9 1.00 —
One 273 23.8 1.54% 1.24-1.90 621 19.8 70 21.6 1.32 91-1.92
Two or more 331 25.9 2.08%** 1.70-2.54 522 16.0 94 25.5 1.94** 1.38-2.72

* All Ns are unweighted; all percentages are weighted. Participants with missing data were excluded from the analyses. Numbers for perceived need for
help include individuals who perceived a need for help but had never sought it.
b Reference group: no perceived need or help seeking
"p<.05
“p<.01
#*p< 001
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Table 3

Multiple logistic regression analysis of mental disorders as predictors of help seeking, no perceived need or help seeking,

and perceived need?

No perceived need

Sought help or help seeking Perceived need for help

Mental disorder N % AORP  95% CI N % AORPN % AORP  95% CI

Persons with lifetime alcohol

abuse (N=7,062) 585 6,290 112
Any mood disorder 140 25.0 1.35* 1.03-1.77 1276 19.1 1.00 33 288 1.46 T7-2.74
Mania 42 8.2 257" 1.60-4.14 193 2.8 1.00 7 5.2 1.26 .46-3.46
Dysthymia 42 8.3  2.14"* 143-3.22 271 4.0 1.00 9 9.6 1.91 .80—4.56
Major depression 123 226  1.36" 1.02-1.81 1,154 17.3 1.00 30 272 1.56 .81-2.98
Any anxiety disorder 98 15.5 76 B57-1.02 1246 194 1.00 30 245 1.08 .63-1.87
Panic disorder 29 4.4 1.10 .69-1.75 266 4.3 1.00 9 112 2.18* 1.02—4.66
Agoraphobia® R — — — 7 2 100 — — — —
Social phobia 26 4.2 .68 41-1.14 380 59 1.00 16 11.1 1.54 .84-2.85
Specific phobia 46 74 72 49-1.06 671 10.3 1.00 15 10.1 77 37-1.59
Generalized anxiety disorder 29 52 112 .68-1.86 294 44 1.00 6 5.1 .87 27-2.80
Any personality disorder 130 242 1.41* 1.08-1.84 1,112 173 1.00 35 321 1.96* 1.18-3.25
Antisocial personality disorder 57 10.7 1.84* 1.27-2.68 320 51 1.00 9 85 1.46 .58-3.67
Avoidant personality disorder® 14 3.6 187 .97-3.59 105 16 1.00 — — — —
Dependent personality disorder® - — — 20 3 100 — — — —
Obsessive personality disorder 54 104 1.14 .79-1.64 600 9.7 100 17 164 149 79-2.81
Paranoid personality disorder 32 6.1 1.23 .75-2.03 299 3.9 1.00 12 88 1.71 .67-4.33
Schizoid personality disorder® 25 46 115 .68-1.94 227 33 100 — — — —
Histrionic personality disorder 16 25 131 67-2.57 130 1.8 1.00 7 8.0 4.06"™ 1.76-9.37
Drug use disorder 178 321 210" 1.65-2.68 1,116 17.1 1.00 28 233 1.58 .90-2.79

Persons with lifetime alcohol

dependence (N=4,781) 1,254 3,147 357
Any mood disorder 572 440 1.53** 1.24-1.89 1,135 33.7 1.00 182 48.1 1.76** 1.27-2.43
Mania 186 13.5  1.50" 1.13-1.98 291 93 100 56 148 1.54* 1.02-2.33
Dysthymia 210 15.0 1.98* 1.50-2.61 264 7.6 1.00 64 16.9 2.31*** 1.50-3.56
Major depression 489 37.9 141 1.14-1.75 994 29.6 1.00 161 419 1.62* 1.17-2.24
Any anxiety disorder 413 334 1.08 .90-1.29 940 30.2 1.00 145 432 1.58* 1.13-2.22
Panic disorder 147 11.6 1.73*** 1.33-2.26 213 6.6 1.00 48 142 2.08*  1.32-3.30
Agoraphobia® R — — — 14 5 100 — — — —
Social phobia 140 114 1.01 77-1.33 303 104 1.00 43 137 1.18 .73-1.92
Specific phobia 210 174 .99 79-1.23 547 17.2 1.00 79 225 1.25 .87-1.81
Generalized anxiety disorder 128 9.2 .96 72-1.27 256 80 1.00 60 154 1.86* 1.22-2.83
Any personality disorder 535 43.0 1.66"* 1.40-1.98 973 303 1.00 158 43.3 1.51* 1.11-2.05
Antisocial personality disorder 270 229  2.31"* 1.81-2.93 340 108 1.00 57 178 1.50* 1.01-2.24
Avoidant personality disorder 111 8.7 1.73** 127-2.35 159 4.7 1.00 31 74 14 .79-2.48
Dependent personality disorder 30 3.0  3.90** 1.98-7.68 29 6 1.00 8 1.5 1.96 77-5.02
Obsessive personality disorder 218 171 112 .88-1.44 471 149 1.00 79 209 142 .98-2.07
Paranoid personality disorder 189 143  1.41* 1.05-1.90 329 9.7 100 78 201 2.09** 1.37-3.17
Schizoid personality disorder 126 99 141" 1.01-1.98 201 62 1.00 39 81 112 .69-1.80
Histrionic personality disorder 92 81 157 1.09-2.26 187 54 1.00 29 71 1.36 .81-2.27
Drug use disorder 680 559 2.79%* 231-3.37 1,034 342 1.00 162 44.6 1.70%* 1.30-2.22

4 All Ns are unweighted; all percentages are weighted. Participants with missing data were excluded from the analyses. Numbers for perceived need for
help include individuals who perceived a need for help but had never sought it.
b Adjusted for sex, age, race-ethnicity, marital status, income level, education level, and general medical illness

¢ In cells where N<5, data are not reported.
“p<.05

“p<.01

p<.001

ment were “thought the problem
would get better by itself” and
“thought I should be strong enough
to handle alone.” Attitudinal barriers
to care were endorsed more fre-
quently than structural barriers to
care among respondents with alcohol
abuse or dependence.
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Discussion

With this study, we sought to deter-
mine the prevalence and correlates
of perceived need for care and help
seeking among respondents with
lifetime alcohol abuse or depend-
ence from a nationally representa-
tive sample.

In this study, respondents who per-
ceived a need for care but did not
seek help endorsed attitudinal barri-
ers to care more frequently than
structural barriers, and this finding is
consistent with previous research
(12-15). Given that attitudinal barri-
ers are consistently reported as the
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Table 4

Prevalence of perceived barriers to care in the past 12 months among individuals with lifetime alcohol abuse and

dependence who had not sought help®

Lifetime alcohol abuse and
perceived need for help (N=195)

Lifetime alcohol dependence
and perceived need for help (N=858)

Male Female Male Female

Type of perceived barrier in past year N % N % 4 N % N % 72

Structural barrier
Health insurance did not cover 5 1 5 1 38 51 1.6 27 1.4 29
Didn’t know any place to go for help 13 3 4 2 35 33 1.1 28 1.6 1.44
Couldn’t afford to pay the bill 10 Nl 7 4 149 76 2.4 55 3.5 2.94
Didn’t have any way to get there 6 1 3 1 .03 19 .6 17 9 1.52
Didn’t have time 10 2 4 1 1.90 57 1.9 19 9 5.26*
The hours were inconvenient 0o — 2 <1 194 19 7 7 3 5.09%
A member of my family objected 0o — 0o — .00 1 <.1 10 .6 7.02*
Can’t speak English very well 0o — 0 — .00 3 <1 1 <1 27
Couldn’t arrange for child care 0o — 2 — 2.00 0 — 5 2 4.28*
Had to wait too long to get into a program j /— 1 <1 .82 9 3 4 1 1.12
Friends or family helped me stop drinking 6 1 4 2 .69 19 7 22 1.1 1.91
Stopped drinking on my own 14 3 9 2 .65 107 3.5 68 4.3 .92

Attitudinal barrier
Didn’t think anyone could help 17 3 7 3 .00 78 2.2 55 3.3 2.88
Thought the problem would get better by itself 37 7 16 4 181 179 6.1 111 6.2 .00
Too embarrassed to discuss it with anyone 17 3 9 3 .02 98 3.2 76 4.2 2.07
Afraid of what others would think 8 1 3 1 1.32 49 1.5 34 1.9 57
Thought I should be strong enough to handle alone 37 .8 27 1.0 61 214 7.3 150 8.4 1.07
Afraid they would put me into the hospital 9 2 4 1 1.29 32 1.3 38 25  441*
Afraid of the treatment they would give me 6 1 4 1 15 35 1.4 37 2.1 2.09
Hated answering personal questions 12 3 8 2 41 57 2.0 37 2.4 54
Family thought I should go, but I didn’t

think it was necessary 7 1 4 1 13 63 2.2 36 2.4 .06

Afraid I would lose my job 3 <1 0o — 2.26 18 .6 10 5 .10
Wanted to keep drinking or got drunk 11 3 6 1 112 95 3.0 59 3.5 54
Didn’t think drinking problem was serious enough 18 4 11 4 14 105 3.5 71 4.5 1.76
Didn’t want to go 13 2 8 3 .03 101 3.6 50 3.1 .59
Tried getting help before, and it didn’t work 4 1 5 1 27 28 1.0 19 1.2 1.13
Other reason 14 3 6 2 .29 44 15 17 9 227

@ All Ns are unweighted; all percentages are weighted. Numbers for perceived need for help include individuals who perceived a need for help but had
never sought it. Findings are restricted by small samples for several barrier questions, particularly among individuals with alcohol abuse who had low-

er levels of perceived need.
b df=1
“p<.05

most common barriers to care, public
perceptions about alcohol use disor-
ders should be targeted as an area of
intervention for increasing rates of
help seeking. One study of the effec-
tiveness of a community-level mailing
of pamphlets containing information
on the effects of alcohol and guide-
lines for monitoring drinking showed
that alcohol abusers reduced their
drinking and were more likely to seek
help over a one-year period (24). In
this study, we found that men were
less likely than women to seek help
for alcohol use disorders. As docu-
mented in previous studies, men
were more likely to have an alcohol
use disorder but were less likely to

seek help for it (25). Regular screen-
ing for alcohol use disorders, along
with changed public perceptions to-
ward help seeking for alcohol use dis-
orders would likely lead to a decrease
in the gender gap.

Our findings show that individuals
with an alcohol use disorder who
were at an advantage in other areas
(such as having a higher socioeco-
nomic status, more education, or an
absence of any comorbid general
medical conditions) were less likely to
notice that their drinking was a prob-
lem. This finding, along with the find-
ing that 81% of individuals with a life-
time alcohol use disorder did not per-
ceive a need for care or engage in

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ December 2010 Vol. 61 No. 12

seeking help, suggests that it may be
beneficial to regularly screen for alco-
hol use disorders in primary health
care settings. Primary care settings
commonly have low rates of screen-
ing for alcohol use disorders. Howev-
er, several studies have documented
the benefits of regular screening for
alcohol use disorders in these settings
(26-29). Proper screening in primary
health care settings could also lead to
interventions geared toward increas-
ing education about levels of healthy
drinking, reducing stigma associated
wtih help seeking, and providing mo-
tivation for seeking help.

Persons with an alcohol use disor-
der and a comorbid mood disorder
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or personality disorder had signifi-
cantly increased odds of perceived
need for care and help seeking, even
after adjustment for sociodemo-
graphic differences. Conversely,
those with an alcohol use disorder
and a concurrent anxiety disorder
did not have increased odds of per-
ceiving a need for care or seeking
help. It is not clear why the anxiety
disorders did not fit this pattern.
Perhaps many individuals with anxi-
ety disorders perceived that alcohol
use was an effective way of coping
with their anxiety symptoms.

As has been discussed in previous
research, individuals with co-occur-
ring disorders tend to experience
greater clinical severity (8), and indi-
viduals with an alcohol use disorder
and an additional axis I or IT mental
disorder also have a greater likeli-
hood of experiencing a more severe
alcohol use disorder (20). The sever-
ity of an alcohol use disorder also
strongly predicts an individual’s per-
ceived need for help and motivation
to seek help (9). Individuals with an
alcohol use disorder and additional
psychopathology have decreased
functioning and increased symp-
toms, which results in alcohol use
that is more maladaptive and in-
creases the odds of having perceived
need for care or help seeking. Those
with an alcohol use disorder who do
not have a concurrent mental disor-
der have decreased odds of per-
ceived need or help seeking and may
not have the decrease in functioning
necessary to encourage help seeking.
Because individuals without a co-oc-
curring disorder are less likely to
perceive that care for an alcohol use
disorder is needed, regular screen-
ing for alcohol use disorders should
be broader and be conducted in pri-
mary health care settings, not just
mental health care settings.

The results of this study must be in-
terpreted in the context of the follow-
ing limitations. First, the survey ques-
tions are retrospective and analyses
focused on lifetime alcohol use disor-
ders; therefore, responses are subject
to possible recall bias. Second, the
NESARC design is cross-sectional,
which allows investigation of the
prevalence and correlates of help
seeking and alcohol use disorders at
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only one specific point in time. Third,
diagnoses were made by lay inter-
viewers and not by clinicians, which
may affect the rates of reported men-
tal illness. Fourth, the time frame for
incidence of alcohol use disorders
and for help seeking and perceived
need was lifetime, which does not ac-
count for individuals with a lifetime
alcohol use disorder who may have
recovered without formal treatment
at the time of the survey. Past re-
search has demonstrated the rates
and correlates of natural recovery
from alcohol use disorders within the
population (21).

Conclusions

In summary, only a small percentage
of individuals who met criteria for an
alcohol use disorder perceived that
they needed care. People were more
likely to perceive their drinking as
problematic if they were older, of a
lower socioeconomic status, had less
education, had one or more general
medical conditions, had never mar-
ried, were widowed or divorced, or
met criteria for some additional axis I
or axis II disorder. Regular screening
for alcohol use disorders in primary
health care settings is recommended
to target the large proportion of indi-
viduals who do not perceive a need
for care.
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Submit Management Problems to an Interactive Column

Readers of Psychiatric Services are invited to submit management problems en-
countered at their work site to the journal’s new interactive column, Case Stud-
ies in Public-Sector Leadership.

The editors of the column, Jules M. Ranz, M.D., and Susan M. Deakins, M.D.,
director and associate director, respectively, of the Columbia University Public
Psychiatry Fellowship (PPF) will use an electronic mailing list (e-list) to present
the problem to PPF fellows and alumni. The fellowship, which prepares psychi-
atrists for leadership roles in the public sector, emphasizes the importance of un-
derstanding systems and working in teams to solve problems, and the PPF e-list
has proved useful as a tool to generate a collaborative problem-solving process.
The first column, published in the October 2009 issue, addressed obstacles en-
countered at a community outpatient clinic during implementation of an initia-
tive to monitor the metabolic effects of second-generation antipsychotics.

Please send a description of the problem, along with contact information, to Dr.
Ranz at jmrl@columbia.edu.
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