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Abstract
This article examines factors associated with adolescents receiving treatment for drug-related
problems. Data on adolescents (aged 12–17) from the 1995 and 1996 National Household Survey
on Drug Abuse (NHSDA, N = 9133) were used. Information was obtained concerning adolescent
drug use, smoking, drinking and related problems, as well as sociodemographics. Many
adolescents with drug-related problems did not receive treatment. Among predisposing factors,
gender and age were associated with drug treatment. Severity of drug problems and comorbid
emotional and health problems also predicted seeking treatment. The results call for an improved
service delivery system. Screening for drug problems in primary care settings, at school, and in
mental health programs will help in the early identification and treatment of drug use disorders in
youth.

Recent findings from several national studies have shown that drug use among adolescents
continues to be of great concern to the public.1,2 It is, therefore, important to improve
understanding of both the adolescent need for drug treatment services and the patterns of
service use. To date, however, few studies have assessed adolescent use of specialized drug-
related treatment services. Furthermore, very little is known about service need and service
use by adolescents with drug-related problems, as well as factors affecting their use of
treatment services.

Studies of adults have found unmet service needs among individuals with drug-related
problems.3–5 For example, the Epidemiologic Catchment Area (ECA) study estimated that
more than two thirds of people with current drug use disorders did not receive any help for
their problems in the year prior to the interview. Among those who received some help, only
half received specialty mental health or addictive services.5

Few adult studies have been conducted to examine factors that affect receiving treatment for
substance use problems.3,6–14 It has been found that individuals with lower educational
levels and from minority groups were less likely to receive treatment for alcohol or drug use
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problems.3,7 Males were found to be twice as likely as females to have received any
treatment for substance abuse treatment.2 Lack of financial resources, unemployment,
stigma, and lack of confidence in the treatment system and its effectiveness were identified
as barriers to alcohol treatment.7,8,12 Also, legal coercion influenced drug treatment entry.9
In terms of service need, severity of substance use disorders and comorbid psychological
problems were found to predict entering alcohol or drug treatment.7,15

Few studies have been conducted to assess adolescent use of drug treatment services.16–18

Beschner and Friedman reported that adolescents in drug treatment usually had a higher
incidence of family problems and were more likely to present a multiplicity of problems
beyond drug use.16 It has also been found that adolescents with drug problems tend to have
other psychiatric disorders,19–22 and use more mental health services than those who have
no drug-related problems.17 However, most of these studies were based on small clinical
samples.16,17,19,20

Using data from the National Household Survey on Drug Abuse, this paper (1) examines
adolescents’ need and utilization of drug treatment services, and (2) identifies factors
associated with their use of drug treatment services. A Behavioral Model of Health Services,
developed by Andersen and colleagues, is used as the theoretical framework for service
utilization.23,24 The model suggests that use of health services is a function of (a)
predisposition (demographics, social structure, health beliefs, etc), (b) factors which enable
or impede people’s use (family income, health insurance, regular source of care, etc), and (c)
people’s need (severity of drug problems, comorbid health or mental health conditions) for
services.

It was hypothesized that (1) youth entering drug treatment would be more likely to have
severe drug use problems and other related (comorbid) problems (eg, alcohol, psychiatric or
medical problems) than youth not receiving drug treatment; (2) youth from minority groups
would be less likely to receive drug treatment than Whites; (3) boys would be more likely to
enter drug treatment than girls; (4) family resources (eg, health insurance, family income,
and urbanicity) would be positively associated with receiving drug treatment.

Information about adolescent service needs, including unmet need for drug treatment, and
identification of factors associated with seeking treatment, should be of value to clinicians
and policymakers seeking to improve service delivery to adolescent drug users and abusers.

Methods
Sample and data

Data on adolescents (age 12–17) from the 1995 and 1996 National Household Survey on
Drug Abuse (NHSDA, N = 9133) are used in this study. The target population for the
NHSDA survey is defined as the civilian, noninstitutionalized population of the 50 United
States (including civilians living on military bases), who are 12 years of age and older. The
survey was based on a stratified, multistage, area probability sample. The data set
incorporates adjustments to the sampling weights to account for both person and dwelling
unit nonresponse. The completion rates for adolescents (age 12–17) were 83% in 1995 and
82% in 1996.25 The details of survey methodology, such as sample design and weighting
procedures, are discussed elsewhere.2 Trained interviewers interviewed respondents in
person, in their homes. To maximize accurate reporting of drug use, self-administered
answer sheets were used for all questions about drug, alcohol, and tobacco use. As the rate
of receiving drug treatment is very low in the community, data from two different years is
utilized as a way to increase the study’s statistical power. This is possible because the same
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sampling procedure was used in both years, and the questions on substance use, abuse and
dependence, and treatment for drug problems were identical in 1995 and 1996.2

Measures
Treatment for drug-related problems—Adolescents were asked if they received any
treatment for the use of drugs (excluding cigarettes and alcohol) in the year prior to the
interview. They were also asked about the type of place where drug treatment was offered,
including a drug or alcohol rehabilitation facility, mental health center, hospital inpatient,
emergency room, doctor’s office, and self-help group.

Predisposing and enabling factors—Adolescent age, gender, and ethnicity were
included as predisposing factors. Enabling factors included geographic region of residence
(urban vs rural), family income, and health insurance status. The definition of an urban or
rural region is based on the 1990 U.S. Census. Low family income is defined as an annual
income less than $15 000 (one standard deviation below the mean). Three health insurance
categories are (1) no insurance, (2) public insurance (eg, Medicaid), and (3) private
insurance.

Service needs
Drug use and related problems: Adolescents were asked about their lifetime and last year
drug use, including the frequency and quantity of use. The major drugs included in the 1995
and 1996 NHSDA surveys were marijuana, cocaine, crack, inhalants, hallucinogens, heroin,
stimulants, sedatives, tranquilizers, analgesics, and nonmedical use of any psychotherapeutic
drugs.2

In addition, the surveys covered substance abuse/dependence symptoms among these
adolescents, such as using drugs more than intended; spending a great deal of time getting
the drugs; building up tolerance for drugs; failing to cut down on drug use; drug use causing
emotional or health problems; and drug use keeping the person from going to school (or
work) and from engaging in other activities. For the current study, the past year drug users
were divided into 3 groups according to the number of symptoms reported for any 1 drug:
(1) no drug-related problems; (2) 1 or 2 problems, and (3) 3 or more problems. The same
procedure was used to create “3 or more drinking problems” and “3 or more smoking
problems.”

Measures of mental and physical health: Youth emotional, behavioral, and social
problems in the past 6 months were measured by 119 items in the Youth Self-Report
(YSR).26 In addition, 5 syndromes were used in the analysis: anxious/depressed (16 items),
withdrawn (7 items), somatic complaints (9 items), delinquent behavior (11 items), and
aggressive behavior (19 items). These syndrome scores were dichotomized according to a
clinical cutoff T score of 70 (or higher), as recommended by Achenbach.26 Also, an
internalizing problems variable was created based on 3 syndromes: anxious/depressed,
withdrawn, and somatic complaints. An externalizing problems variable was created based
on 2 syndromes: delinquent and aggressive behavior.

Adolescents were also asked to rate their own health in general. A health variable was
created with “1” for youth who rated their health as poor/fair and “0” for those who rated
their health as good/very good/excellent.

Analysis—First, descriptive statistics were used to examine patterns of drug use, abuse and
dependence in adolescents, as well as the demographic distribution by drug use status across
the total sample.
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Second, adolescents who reported using drugs in the year prior to the interview (N = 1701)
were selected for further study. The relationships of drug use status with other possible
comorbid drinking and smoking-related problems, mental problems, and medical problems
were examined to help us better understand adolescent need and use of drug treatment
services.

Third, the impacts of predisposing, enabling, and service need factors on adolescents
receiving drug treatment were assessed at both the univariate and the multivariate level. At
the multivariate level, logistic regression analyses predicting adolescent service utilization
for alcohol problems were conducted hierarchically. In model 1, predisposing and enabling
factors were entered into the equation. In model 2, the level of drug-related problems (no
problems, 1–2 problems, and 3+ problems) and multiple drug use were added to the
equation. In model 3, the individual drug dependence symptoms, rather than the level of
drug-related problems, were entered into the equation to assess which symptoms predict
service use. In the last model, in addition to all the variables in model 3, other comorbid
problems, such as adolescent drinking and smoking problems, behavioral problems, and
perceived health status were entered to better understand the pathway to services.

Finally, to better understand adolescent patterns of service utilization for drug-related
problems, types of treatment services received among those adolescents who received
treatment in the year prior to the interview were examined.

Because the NHSDA was a multistage survey, the observations were weighted to account
for the probability of selection at each sampling stage in the survey. Analyses were
conducted using the LOGISTIC procedure in SUDAAN,27 which took into account the
complex features of the NHSDA sampling design to obtain correct variance estimates.2

Results
Sociodemographics

Among 9133 adolescents, 77% (N = 7034) had never used any drugs, 4% (N = 398) had
used drugs in their lifetime but not in the year prior to the interview, and 19% (N = 1701)
reported that they used drugs in the last year. Among 1701 last year drug users, 49% (N =
838) reported no drug-related problems, 23% (N = 392) reported only 1 or 2 problems for
each drug, and 28% (N = 471) reported 3 or more problems with any drug.

Table 1 compares the sociodemographic status of the adolescents across groups with
different drug use status. No significant gender differences were found. As expected, older
adolescents were more likely to use drugs than younger adolescents. White adolescents were
more likely to report drug-related problems than were any of the minority groups. Drug use
in adolescents was slightly more prevalent in urban than in rural areas. A comparison of
family income indicated that adolescents from poor families were, in general, more likely to
use drugs than were others. However, when the level of drug-related problems was taken
into consideration, adolescents reporting 3 or more drug-related problems were less likely to
come from low income families than nonusers and users reporting none or fewer drug-
related problems.

Individual characteristics by drug-related problems
These analyses focus on the 1701 adolescents who used drugs in the year prior to the
interview. Table 2 shows the comparison of individual characteristics among adolescents at
different levels of drug-related problems. Because persons with drug-related problems are
more likely to have other comorbid psychiatric and health problems, it is important to know
the patterns of comorbidity, which in turn will inform us about adolescents treatment
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seeking for drug-related problems. As expected, multiple drug users were more likely to
report drug-related problems than single drug users. In terms of smoking and drinking
problems, adolescents reporting any drug-related problems (regardless of the number of
problems) were much more likely to have drinking and smoking-related problems than were
those with no drug-related problems. However, higher rates of drinking and smoking were
found in adolescents with milder drug problems (1–2 problems for any drug) than among
those with 3 or more problems. This is possibly explained by the developmental stages in
the progression of drug involvement (from legal drugs to illicit drugs) in adolescents. The
level of drug-related problems was significantly associated with externalizing problems,
such as delinquency and aggression. The level of drug-related problems do not appear to be
associated with internalizing problems nor perceived health status.

Factors associated with adolescents drug treatment
Bivariate analysis—Among adolescents who used any drug in the year prior to the
interview (N = 1701), adolescents who received treatment for drug problems (N = 73) and
those who did not (N = 1628) were compared on family and individual characteristics. The
results are reported in Tables 3 and 4. Two predisposing factors associated with receiving
treatment for drug-related problems are age and ethnicity. Older adolescents were more
likely to receive treatment than younger adolescents. Compared with minority adolescents,
Whites were more likely to receive treatment than non-Whites (Table 3).

Table 4 presents the associations between drug treatment and service needs. As expected,
the more drug problems adolescents reported, the more likely they were to have received
drug treatment. Adolescents receiving treatment were also more likely to be multiple drug
users, and to have comorbid drinking, smoking, emotional, and behavioral problems, than
those who did not receive any treatment for their drug-related problems. Adolescents
receiving drug treatment were also more likely to report poor health.

Multivariate analyses—Because of the associations among some socio-demographic
factors and service need variables (see Tables 1 and 2), univariate analyses would be limited
and the results could be misleading. Logistical regression analyses were conducted to
evaluate the degree to which each factor contributed to receiving drug treatment, adjusting
for the effects of the other factors (Table 5).

In Model 1, only predisposing and enabling variables were entered into the regression
equation. Demographic factors predicting the receipt of drug treatment were being older
(AOR = 4.6, P < .001) and being White (AOR = 2.6, P < .001). Among enabling factors,
adolescents with public insurance, compared with adolescents without health insurance,
were more likely to receive treatment for drug-related problems (AOR = 2.8, P < .05).

In the subsequent models, service need variables were added into the equation. In model 2,
the level of drug-related problems and multiple drug use were added to the equation. The
results show that having drug-related problems (AOR = 6.5, P < .001 for 1–2 problems and
AOR = 10.3, P < .001 for 3+ problems), as well as using multiple drugs (AOR = 2.4, P < .
01), significantly predict receiving treatment.

To examine whether different symptoms are related to treatment differentially, 6 specific
symptoms were entered into the equation (model 3). The results revealed that adolescents
were more likely to receive treatment for drug-related problems when they believed that
their drug use had caused emotional and health problems (AOR = 3.5, P < .01) and when
they used drugs more often or in larger amounts than they intended (AOR = 2.6, P < .01).
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The last model (model 4) took comorbidity into consideration, based on the assumption that
adolescents with other problems (drinking, smoking, mental and physical health status) are
more likely to see health professionals and therefore are more likely to be referred to a drug
treatment facility. However, when drug-related problems were controlled for, only perceived
health status significantly predicted treatment for drug problems (AOR = 2.5, P < .05).
Comparing model 4 with model 1, after controlling for the service need variables, the effects
of several socio-demographic factors changed. Adolescent males were more likely to receive
treatment than adolescent females (AOR = 1.8, P < .05). Also, the effect of ethnicity was no
longer statistically significant.

Types of treatment services received
To better understand the pattern of adolescent service utilization for drug-related problems,
types of treatment services were examined among those who received any treatment for
drug-related problems (N = 73). About half of these adolescents used multiple services and
the mean number of services used was 2.8 (Table 6). The most commonly used service was
a drug or an alcohol rehabilitation outpatient facility (47%). As mentioned above, adolescent
males were more likely to receive treatment. However, when types of services were assessed
by gender, adolescent females used a significantly larger number of different services (mean
number of services = 3.7) than did adolescent males (mean number of services = 2.2). Also,
females were more likely to receive drug treatment in a mental health setting (61% vs 10%),
in a doctor’s private office (55% vs 21%), and in a self-help group (57% vs 21%) than were
males.

Discussion
Using data from a national community survey, this paper examines adolescent need for drug
treatment services, as well as factors influencing their receiving services for drug-related
problems. As this is an understudied area, the findings from this paper should provide useful
information to policymakers and clinicians in their efforts to prevent drug abuse, and to
improve treatment services for adolescents with drug use disorders.

Most studies of drug treatment service use are based on clinical populations.28,29 Little
information is available about adolescents who need treatment for drug-related problems but
who never seek help. The results of these analyses indicate that about 5% of adolescents
reported 3 or more drug-related problems and were, therefore, very likely to be in need of
treatment. Among these, however, only about 9% received any treatment for their drug-
related problems in the year prior to the interview. In addition, elevated rates of drinking,
smoking, and behavioral problems were found among adolescents with drug-related
problems, a finding which is consistent with previous studies.30–33 These findings call for
the improvements in screening and case finding approaches, especially outreach services, to
reach and identify this needy population.

The findings also indicate that 3 predisposing factors in the model were associated with
receiving treatment. Older adolescents were more likely to receive treatment, even when all
other socioeconomic factors, severity of drug problems, and other comorbid disorders were
controlled for. In other words, younger adolescents were less likely to receive treatment,
even when their drug-related problems were as severe as those of the older adolescents. This
finding could indicate a serious failure to recognize (or accept) early indicators of substance
use among younger adolescents by parents, teachers, doctors, and other service providers. It
might also imply a knowing unwillingness to pursue services by these adults on behalf of the
child, thinking such early drug use is simply experimental and something that will not
progress. In either case, this finding strongly supports the need for drug education and
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education regarding drug treatment for younger adolescents and those responsible for their
care.

When all other factors were controlled for in the model, adolescent males were more likely
to receive treatment for drug-related problems than adolescent females, which is consistent
with earlier studies on alcohol treatment and mental health service utilization among
children and adolescents. This may be partially due to parents’ different perceptions of child
service needs between boys and girls.34–36 However, these analyses also showed that among
adolescents who received treatment for drug problems, females were more likely to receive
treatment from multiple service settings than were males. Also, females were more likely
than males to receive drug treatment in mental health settings, in a doctor’s private office, or
in self-help groups. Similar findings were reported in adult studies. For example, the ECA
study showed that female alcohol abusers were more likely to utilize general mental health
services than were males.37 These gender differences suggest that there may be different
patterns and pathways to drug treatment for females and males. It is possible that among
adolescent females, the treatment for drug problems is more likely to be on a voluntary
basis, for example, through a self-help group or doctor’s private office, whereas among
adolescent males, the treatment may more likely be on an involuntary basis. However, more
studies are needed to examine gender differences.

Compared with minorities, adolescent Whites were more likely to receive treatment for
drug-related problems. This ethnic difference was independent from family socioeconomic
status and was similar to studies on drug treatment among adults,3 adolescent alcohol
treatment,34 and adolescent mental health services.35,36,38 However, this difference
diminished when severity of drug-related problems and comorbid health problems were
controlled for, indicating that the difference in rates of drug treatment was mainly explained
by differences in drug use between White adolescents and others. The findings about
predisposing factors show the need to improve service delivery to adolescents with multiple
drug problems, especially among younger adolescents and females.

Contrary to Hypothesis 4 that family resources would be positively associated with
receiving drug treatment, family income, having private insurance, or living in urban areas
were not related to receiving drug treatment. Only having public insurance (on Medicaid)
was positively associated with treatment. This finding could be related to a greater
availability of drug and alcohol treatment services in the public sector, the major provider
for Medicaid recipients.

Consistent with previous studies on alcohol and drug treatment,3,7,12,15,34 service need
factors were also found to significantly contribute to receiving treatment. Receiving drug
treatment was predicted by the severity of drug-related problems. Multiple drug use also
predicted seeking treatment. Adolescents receiving drug treatment were more likely than
others to have comorbid drinking, smoking, emotional, behavioral, and health problems.
Among all reported drug-related problems, “drug use causing emotional or health problems”
had the strongest association with receiving treatment for drug-related problems. In addition,
adolescent perception of poorer health status also independently predicted drug treatment.

The strengths of this study include using national data from a general population sample,
rather than a clinical sample, which provides important information on the unmet service
need of adolescent drug users. Also, the study assesses numerous factors potentially
influencing treatment for drug-related problems. However, the study is limited by the fact
that measures of drug abuse/dependent problems were based on a limited number of
questions and may not be the best indicators of service needs, as well as its lack of
information on important factors at the service system and community level. For example,
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the undertreatment of adolescent drug-related problems is likely to be due to limited
resources, inadequate numbers of age-appropriate programs, as well as the lack of a broad
consensus on treatment strategies.39 Future research is needed not only to examine how
factors at the individual level predict receiving treatment, but also to assess the
interrelationship of factors from multiple domains.

Implications for Behavioral Health Services
Using a community sample, the findings of the study indicate an unmet need of drug
treatment among adolescents in the community. They call for an improvement of service
delivery system to meet the treatment needs of adolescents with drug-related problems,
especially young and female drug abusers, or those with comorbid psychiatric problems.
The findings also highlight the importance of screening for drug and other psychiatric
problems in primary care settings and in other service systems for youth, starting at an early
age. As this study is only cross-sectional, it is not possible to know the developmental
sequences and causal relationships of drug abuse and other comorbid problems.
Longitudinal study is needed to further examine the pathways to drug use, abuse, and
treatment, which will help to further improve understanding of the patterns of treatment
seeking for adolescent drug abusers, and how to facilitate care.

Acknowledgments
Work on this article was supported by a grant to the first author from the National Institute on Drug Abuse
(DA11435-02).

References
1. Johnston, LD.; O’Malley, PM.; Bachman, JG. National Survey Results on Drug Use from The

Monitoring the Future Study, 1975–1997, Vol. 1: Secondary School Students. Rockville, Md:
National Institute on Drug Abuse; 1998.

2. Substance and Mental Health Services Administration. National Household Survey On Drug Abuse:
Main Findings 1996. Rockville, Md: Office of Applied Studies, SAMHSA; 1998.

3. Longshore D, Hsieh S, Anglin MD, et al. Ethnic patterns in drug abuse treatment utilization. The
Journal of Mental Health Administration. 1992; 19:268–277.

4. Narrow WE, Regier DA, Rae DS. Use of services by persons with mental and addictive disorders:
findings from the National Institute of Mental Health Epidemiologic Catchment Area Program.
Archives of General Psychiatry. 1993; 50:95–107. [PubMed: 8381266]

5. Regier DA, Narrow WE, Rae DS, et al. The de facto US mental and addictive disorders service
system: Epidemiologic Catchment prospective 1-year prevalence rates of disorders and services.
Archives of General Psychiatry. 1993; 50:85–94. [PubMed: 8427558]

6. Beckman LJ, Amaro H. Personal and social difficulties faced by women and men entering
alcoholism treatment. Journal of Studies on Alcohol. 1986; 47:135–145. [PubMed: 3713175]

7. Grant BF. Toward an alcohol treatment model: A comparison of treated and untreated respondents
with DSM-IV alcohol use disorders in the general population. Alcoholism: Clinical and
Experimental Research. 1996; 20:372–378.

8. Grant BF. Barriers to alcoholism treatment: reasons for not seeking treatment in a general
population sample. Journal of Studies on Alcohol. 1997; 58:365–371. [PubMed: 9203117]

9. Hser Y, Maglione M, Polinsky ML, Anglin MD. Predicting drug treatment entry among treatment-
seeking individuals. Journal of Substance Abuse Treatment. 1998; 15(3):213–220. [PubMed:
9633033]

10. Anglin MD, Hser Y, Booth MW. Sex differences in addict careers, IV: Treatment. American
Journal of Drug Alcohol Abuse. 1987; 13(3):253–280.

11. Thom B. Sex difference in help-seeking for alcohol problems, I: The barriers to help-seeking.
British Journal of Addiction. 1986; 81:777–788. [PubMed: 3467777]

Wu et al. Page 8

J Behav Health Serv Res. Author manuscript; available in PMC 2011 May 9.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



12. Weisner C. Toward an alcohol treatment entry model: a comparison of problem drinkers in the
general population and in treatment. Alcoholism: Clinical and Experimental Research. 1993;
17:746–752.

13. Weisner C. The epidemiology of combined alcohol and drug use within treatment agencies: a
comparison by gender. Journal of Studies on Alcohol. 1993; 54:268–273. [PubMed: 8387614]

14. Weisner C, Greenfield T, Room R. Trends in the treatment of alcohol problems in the US general
population, 1979 through 1990. American Journal of Public Health. 1995; 85:55–60. [PubMed:
7832262]

15. Wu, P.; Hoven, CW.; Fan, B., et al. Need and use of services for drug related problems in the USA.
Paper presented at: 9th International Congress of the World Federation of Public Health
Associations; September 2000; Beijing, China.

16. Beschner GM, Friedman AS. Treatment of adolescent drug abusers. The International Journal of
the Addiction. 1985; 20:971–993.

17. Needle R, Brown P, Lavee Y, et al. Costs and consequences of drug use: a comparison of health
care utilization and social–psychological consequences for clinical and nonclinical adolescents and
their families. The International Journal of the Addictions. 1988; 23:1125–1143. [PubMed:
3235227]

18. Newcomb MD, Bentler PM. The impact of late adolescent substance use on young adult health
status and utilization of health services: a structural equation model over four years. Social Science
and Medicine. 1987; 24:71–82. [PubMed: 3823999]

19. Bukstein OG, Glancy LJ, Kaminer Y. Patterns of affective comorbidity in a clinical population of
dually-diagnosed adolescent substance abusers. Journal of the American Academy of Child and
Adolescent Psychiatry. 1992; 31:1041–1045. [PubMed: 1429402]

20. DeMilio L. Psychiatric syndromes in adolescent substance abusers. American Journal of
Psychiatry. 1989; 146:1212–1214. [PubMed: 2788369]

21. Kaminer, Y. Adolescent Substance Abuse: A Comprehensive Guide to Theory and Practice. New
York: Plenum; 1994.

22. Lavik NJ, Onstad S. Drug use and psychiatric symptoms in adolescents. Acta Psychiatrica
Scandinavica. 1987; 73:437–440. [PubMed: 3728070]

23. Andersen RM. Revisiting the behavioral model and access to medical care: does it matter? Journal
of Health and Social Behavior. 1995; 36:1–10. [PubMed: 7738325]

24. Andersen RM, Newman JF. Societal and individual determinants of medical care utilization in the
United States. Milbank Quarterly. 1973; 51:95–123.

25. Greenblatt, JC. Analyses of Substance Abuse and Treatment Need Issues. Rockville, Md: Office of
Applied Studies, SAMHSA; 1998. Adolescent self-reported behaviors and their association with
marijuana use.

26. Achenbach, TM. Manual for the Youth Self-Report and 1991 Profile. Burlington, VT: Department
of Psychiatry, University of Vermont; 1991.

27. Shah, BV.; Barnwell, BG.; Bieler, GS. SUDAAN User’s Manual: Release 7.0. Research Triangle
Park, NC: Research Triangle Institute; 1996.

28. Anglin MD, Hser YI, Grella CE. Drug addiction and treatment careers among clients in the Drug
Abuse Treatment Outcome Study (DATOS). Psychology of Addictive Behaviors. 1997; 11:308–
323.

29. Scott, JE. Alcoholism and alcohol abuse services research. In: Levin, BL.; Petrila, J., editors.
Mental Health Services: A Public Health Perspective. New York: Oxford University Press; 1996.

30. Gfroerer J, Brodsky M. Frequent cocaine users and their use of treatment. American Journal of
Public Health. 1993; 83:1149–1154. [PubMed: 8342725]

31. Kessler RC, Nelson CB, McGonagle KA, et al. The epidemiology of co-occurring additive and
mental disorders: implications for prevention and service utilization. American Journal of
Orthopsychiatry. 1996; 66:17–31. [PubMed: 8720638]

32. Regier DA, Fanner ME, Rae DS, et al. Comorbidity of mental disorders with alcohol and other
drug abuse: results from the Epidemiological Catchment Area (ECA) Study. JAMA. 1990;
264:2511–2518. [PubMed: 2232018]

Wu et al. Page 9

J Behav Health Serv Res. Author manuscript; available in PMC 2011 May 9.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



33. Merikangas KR, Stevens DE, Fenton B, et al. Co-morbidity and familial aggregation of alcoholism
and anxiety disorders. Psychological Medicine. 1998; 28:773–788. [PubMed: 9723135]

34. Wu, P.; Hoven, CW.; Bird, HR., et al. Utilization of alcohol and drug treatment services in US
adolescents. Paper presented at: 44th Annual Meeting of the American Academy of Child and
Adolescent Psychiatry; 1997; Toronto, Canada.

35. Cuffe SP, Waller JL, Cuccaro ML, et al. Race and gender differences in the treatment of
psychiatric disorders in young adolescents. Journal of the American Academy of Child and
Adolescent Psychiatry. 1995; 34:1536–1543. [PubMed: 8543522]

36. Zahner GEP, Daskalakis MS. Factors associated with mental health, general health, and school-
based service use for child psychopathology. American Journal of Public Health. 1997; 87:1440–
1448. [PubMed: 9314794]

37. Helzer JE, Pryzbeck TR. The co-occurrence of alcoholism with other psychiatric disorders in the
general population and its impact on treatment. Journal of Studies on Alcohol. 1988; 49:219–224.
[PubMed: 3374135]

38. Wu P, Hoven CW, Bird HR, et al. Depressive and disruptive disorders and mental health service
utilization in children and adolescents. Journal of the American Academy of Child and Adolescent
Psychiatry. 1999; 38:1081–1090. [PubMed: 10504806]

39. Kaminer Y. Adolescent substance abuse treatment: where do we go from here? Psychiatric
Services. 2001; 52:147. [PubMed: 11157107]

Wu et al. Page 10

J Behav Health Serv Res. Author manuscript; available in PMC 2011 May 9.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wu et al. Page 11

Ta
bl

e 
1

So
ci

od
em

og
ra

ph
ic

 c
ha

ra
ct

er
is

tic
s b

y 
dr

ug
 u

se
 st

at
us

 y
ou

th
 a

ge
s 1

2–
17

, N
H

SD
A

 1
99

5–
19

96
 (N

 =
 9

13
3)

U
se

d 
in

 th
e 

la
st

 y
ea

r 
(N

 =
 1

70
1)

N
ev

er
 u

se
d

(n
 =

 7
03

4)
(%

)

U
se

d,
 n

ot
 la

st
ye

ar
 (n

 =
 3

98
)

(%
)

N
o 

dr
ug

pr
ob

le
m

s
(n

 =
 8

38
)

1–
2 

dr
ug

pr
ob

le
m

s
(n

 =
 3

92
)

3+
 d

ru
g

pr
ob

le
m

s
(n

 =
 4

71
)

T
ot

al
(n

 =
 9

13
3)

G
en

de
r

 
Fe

m
al

e
49

.3
44

.9
46

.9
47

.8
49

.4
48

.8

 
M

al
e

50
.7

55
.1

53
.1

52
.2

50
.6

51
.2

A
ge

‡

 
<1

5
56

.6
32

.5
30

.1
23

.0
30

.0
50

.3

 
15

–1
7

43
.4

67
.6

69
.9

77
.0

70
.0

49
.7

Et
hn

ic
ity

*

 
W

hi
te

67
.2

69
.7

68
.6

72
.9

72
.8

67
.9

 
B

la
ck

15
.1

10
.8

15
.0

12
.1

10
.2

14
.5

 
H

is
pa

ni
c

12
.9

13
.2

12
.3

11
.9

12
.0

12
.8

 
O

th
er

4.
8

6.
4

4.
1

3.
1

5.
0

4.
8

R
es

id
en

ce
*

 
R

ur
al

27
.4

25
.2

22
.7

22
.5

25
.5

26
.5

 
U

rb
an

72
.6

74
.8

77
.3

77
.5

74
.5

73
.5

Lo
w

 in
co

m
e†

 
(<

$1
5 

00
0)

14
.3

17
.3

16
.0

19
.8

11
.6

14
.7

* P 
< 

.0
5.

† P 
< 

.0
1.

‡ P 
< 

.0
01

.

J Behav Health Serv Res. Author manuscript; available in PMC 2011 May 9.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wu et al. Page 12

Table 2

Individual characteristics by drug abuse status among past year drug users youth ages 12–17, NHSDA 1995–
1996 (N = 1701)

No drug
problems
(n = 838)

(%)

1–2 drug
problems
(n = 392)

(%)

3+ drug
problems
(n = 471)

(%)

Total
(n = 1701)

(%)

Substance use

 Multiple drug use* 22.8 55.6 64.7 42.0

 3+ drinking problems* 7.3 40.2 23.0 19.2

 3+ smoking problems* 15.9 47.8 39.9 29.9

Emotional & Behavioral problems

 Internalizing Problems

  Withdrawn 2.2 2.3 3.2 2.5

  Somatic 6.5 7.8 7.5 7.1

  Anxious/depressed 4.0 5.2 4.6 4.4

 Externalizing Problems

  Delinquent behavior* 11.0 26.6 19.9 17.1

  Aggression* 6.2 12.2 6.5 7.6

Perceived general health

 Not in good health 5.2 6.1 7.4 6.0

*
P < .001.
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Table 3

Predisposing and enabling factors by drug treatment status among past year drug users youth ages 12–17,
NHSDA 1995–1996 (N = 1701)

No treatment
(n = 1,628)

(%)

Treated
(n = 73)

(%)

Predisposing factors

 Male 52.0 58.1

 Age (15 and over) 70.7 91.7*

 Ethnicity†

  White 70.1 84.7

  Black 13.2 9.2

  Hispanic 12.5 3.4

  Other 4.2 2.7

Enabling factors

 Urban 76.6 76.5

 Low income (<$15 000) 15.8 11.5

 Insurance

  None 16.0 10.5

  Public insurance 12.8 16.3

  Private insurance 71.2 73.2

*
P < .001.

†
P < .05.
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Table 4

Service need by drug treatment status among past year drug users youth ages 12–17, NHSDA 1995–1996 (N =
1701)

No treatment
(n = 1628)

(%)

Treated
(n = 73)

(%)

Drug-related problems‡

 No problems 51.1 7.7

 1–2 problems 22.6 33.4

 3+ problems 26.3 58.9

 Used more than intended 21.3 70.0‡

 Spent a lot of time getting/using drug 26.8 68.7‡

 Built up tolerance for drug 19.3 59.1‡

 Failed to cut down 19.2 42.5‡

 Drug use caused emotional or health problems 20.7 67.7‡

 Drug use reduced important activities 9.7 40.8‡

 Multiple drug use 40.4 75.7‡

Drinking & smoking

 3+ drinking problems 17.9 47.8‡

 3+ smoking problems 28.5 60.7‡

Emotional & behavioral problems

 Internalizing problems

  Withdrawn 2.3 6.4*

  Somatic 6.8 14.0*

  Anxious/depressed 4.1 11.8‡

 Externalizing Problems

  Delinquent behavior 16.0 41.0‡

  Aggressive 7.4 11.9

Perceived general health

 Not in good health 5.6 14.1†

*
P < .05.

†
P < .01.

‡
P < .001.
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Table 6

Types of treatment services received for drug-related problems among past year service users, by gender youth
ages 12–17, NHSDA 1995–1996 (N = 73)

Treatment
servicesa

Total
(N = 73)

(%)

Male
(N = 42)

(%)

Female
(N = 31)

(%)

Hospital overnight 27.6 26.4 29.2

Drug or alcohol rehabilitation facility, inpatient 36.6 37.5 35.4

Drug or alcohol rehabilitation facility, outpatient 47.3 37.9 60.4*

Mental health facility, outpatient 31.4 10.1 61.0†

Emergency room 28.5 23.8 35.0

Private doctor’s office 34.9 20.6 54.5‡

Prison or jail 7.1 6.5 7.8

Self-help group 36.3 21.4 57.0‡

Mean number of types of services 2.8 2.2 3.7‡

*
P < .10.

†
P < .001.

‡
P < .01.

a
These service categories are not mutually exclusive.
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