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Abstract

PURPOSE—This study compared the prevalence and patterns of treatment seeking and barriers
to alcohol treatment among individuals with alcohol use disorders (AUD) with and without
comorbid mood or anxiety disorders.

METHODS—We used data from the National Epidemiologic Survey on Alcohol and Related
Conditions to examine alcohol treatment seeking, treatment settings and providers, perceived
unmet need for treatment and barriers to such treatment. Our sample consisted of 5,003
individuals with AUD with a comorbid mood or anxiety disorder and 6,734 individuals with AUD
but without mood or anxiety disorder comorbidity.

RESULTS—Ouverall, the group with mood or anxiety disorder comorbidity was more likely to
seek alcohol treatment than the group without such comorbidity (18% vs. 12%, p<0.001). The
comorbid group was also more likely to perceive an unmet need for such treatment (8% vs. 3%,
p<0.001) and to report a larger number of barriers (2.81 vs. 2.20, p=0.031). Individuals with AUD
with comorbid mood or anxiety disorders were more likely than those without to report financial
barriers to alcohol treatment (19% vs. 10%, p=0.032).

CONCLUSIONS—Individuals with AUD and comorbid mood or anxiety disorders would likely
benefit from the expansion of financial access to alcohol treatments and integration of services
envisioned under the Affordable Care Act.
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INTRODUCTION

It is widely recognized that patients in psychiatric and substance disorder treatment settings
commonly present with comorbid substance and psychiatric disorders [1-5]. For example,
44% of patients in psychiatric clinics in U.K. urban settings were also diagnosed with a
substance use disorder, and 75% of patients in drug disorder services as well as 85% of
patients in alcohol disorder services also had a mood or anxiety disorder [6]. The
comorbidity is also common in community settings. For example, Grant and her colleagues
reported that 20% of individuals with a mood disorder and 18% of individuals with an
anxiety disorder in the National Epidemiologic Survey on Alcohol and Related Conditions
also had a substance use disorder [3]. The comorbidity of these disorders makes treatment
more challenging due to competing treatment needs of these individuals [7]. In addition,
state policies and reimbursement restrictions have historically made it difficult for treatment
services for substance and psychiatric disorders to offer integrated care [8, 9]. As a result,
many patients with substance disorders and comorbid psychiatric disorders fail to receive
the quality care that they need and are at increased risk for relapse and other adverse health
outcomes [10-12].

The risk for relapse and adverse outcomes is especially a concern for individuals who
misuse alcohol, a substance which is readily available and is the most common substance of
abuse in the United States after nicotine [13]. For example, in the National Comorbidity
Survey-Replication, about 13% of the US adult population were estimated to have a lifetime
history of alcohol abuse and over 5% were estimated to have a lifetime history of alcohol
dependence [14].

Substance disorder treatments, especially when integrated with psychiatric treatments, have
shown promising results in improving the outcomes of patients with comorbid substance and
psychiatric disorders [15, 16]. However, relatively little is known about the usual pattern of
care and barriers to care for these comorbid conditions in community settings. Past research
has found a higher prevalence of treatment seeking among individuals with comorbid
disorders [17], perhaps reflecting the greater severity of substance use disorders in these
individuals. Past research has also identified a higher prevalence of perceived unmet need
for care in individuals with comorbid conditions [18, 19], suggesting that individuals with
these comorbid conditions may either face a different set of barriers or a greater number of
barriers to treatment.

In this study we examined the prevalence of treatment seeking and types of treatment
settings and providers accessed for alcohol problems. We also examined perceived unmet
need and barriers to such treatments among individuals with alcohol use disorders (AUD)
with and without comorbid mood or anxiety disorders in the National Epidemiologic Study
on Alcohol and Related Conditions (NESARC)—a large representative survey of the US
general population.

Our study draws on Andersen’s Model of health service utilization [20] to determine the
influence of predisposing factors (e.g., socio-demographic and clinical characteristics),
enabling factors (e.g., health insurance, financial resources to seek treatment), and need
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factors (e.qg., type of substance disorder), on alcohol use treatment utilization. The study
further builds on two previous studies of treatment seeking and barriers to treatment among
NESARC participants with alcohol disorders [21, 22]; and extends the findings from these
studies by comparing service settings and providers accessed, perceived unmet need for
treatment and barriers to treatment in participants with and without comorbid mood or
anxiety disorders.

The NESARC is a nationally representative survey of the US general population sponsored
by the National Institute on Alcohol Abuse and Alcoholism (NIAAA). Details of the study
design and sampling are provided elsewhere [3, 23, 24]. The survey was conducted in two
waves 3 years apart. In this report we only used data from wave 1 conducted in 2001-2002.
The purpose of the NESARC was to explore the prevalence and correlates of AUD and other
substance use and psychiatric disorders in a diverse nationally representative sample of the
US population. The NESARC oversampled racial/ethnic minorities and young adults, and
weighted the data to adjust for the unequal probabilities of selection and to provide
nationally representative estimates. The response rate for NESARC wave 1 was 81%.

Study Sample

The sample for this study included 11,737 NESARC wave 1 participants who met DSM-IV
diagnostic criteria for a lifetime AUD (i.e., alcohol abuse and/or dependence) and had
responded to questions about seeking alcohol treatment. Of these, 5,003 (42%) also met the
criteria for at least one comorbid lifetime DSM-1V mood or anxiety disorder.

Measurements

NESARC used the Alcohol Use Disorder and Associated Disabilities Interview Schedule—
DSM-IV Version (AUDADIS-1V) to ascertain diagnoses of mood, anxiety, and substance
use disorders. For this study, lifetime mood and anxiety disorders included major depressive
episode, manic episode, dysthymia, hypomanic episode, panic disorder with or without
agoraphobia, social phobia, specific phobia, and generalized anxiety disorder. The
AUDADIS-1V is a structured interview that is designed to produce diagnoses of common
mental and substance disorders and can be administered by lay interviewers [25-28]. To
receive a DSM-IV diagnosis, participants had to endorse the DSM-IV symptom criteria for
that disorder as well as affirming distress or social/occupational dysfunction as a result of
the disorder. The AUDADIS-IV assesses both lifetime and past-year DSM-IV Axis | and
substance use disorders, as well as lifetime history of select personality disorders (antisocial,
avoidant, dependent, obsessive compulsive, paranoid, schizoid and histrionic personality
disorders). The reliability and validity of AUDADIS-IV has been previously reported [23,
25-31].

This study focused on individuals with lifetime history of alcohol disorders. In addition,
alcohol disorder type (abuse only, dependence with/without abuse), and non-alcohol drug
use disorders (any, none) were included in the analyses. Non-alcohol drugs included
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amphetamines, opioids, sedatives, tranquilizers, cocaine, inhalants/solvents, hallucinogens,
cannabis, heroin, and other drugs. Lifetime history of personality disorders was
dichotomized (any vs. none).

NESARC participants who reported ever having drunk alcohol were asked whether they had
“ever sought help” because of drinking. Those who gave an affirmative answer were
subsequently asked about their use of a number of treatment settings and providers
commonly used in treatment of alcohol disorders. These included: Alcoholics Anonymous,
family services, alcohol detoxification clinics, inpatient wards, outpatient clinics, alcoholism
rehabilitation services, emergency rooms, halfway houses, crisis centers, employee
assistance programs, clergy, health professionals, or other services.

To assess perceived unmet need for treatment, NESARC participants who reported ever
having drunk alcohol were asked, “Have you ever thought you should seek help for
drinking, but you didn’t go?” Those giving an affirmative response were queried about the
reasons for not seeking treatment. Based partly on past research [21, 32], we categorized
these barriers into financial, structural, attitudinal, and other.

We also used a number of demographic and clinical characteristics in our analyses,
including gender, age (18-29, 30-39, 40-49, 50+ years), race/ethnicity (non-Hispanic white,
non-Hispanic black, Hispanic, other), annual income (<$20,000, $20,000-$34,999, $35,000-
$69,999, $70,000+), urban/rural setting, education (high school diploma or lower, greater
than a high school diploma), marital status (married/living with partner, widowed/divorced/
separated, never married), and health insurance (any, none).

Statistical Analyses

We compared three mutually exclusive groups of individuals: those who did not seek
alcohol treatment and did not perceive a need, those who did not seek treatment and
perceived a need for such treatment (perceived unmet need), and those who sought treatment
whether or not they also reported perceiving a need for such treatment.

Comparisons of socio-demographic characteristics were conducted in the group of
participants with AUD with and without comorbid mood or anxiety disorders separately.
Treatment-seekers as well as those with perceived unmet need were each compared to the
non-treatment-seekers as the reference category using separate logistic regression models.
Both unadjusted and adjusted analyses were conducted. Adjusted models controlled for
gender, age, race/ethnicity, income, urban/rural setting, education, marital status, health
insurance, personality disorders, alcohol disorder type, and any non-alcohol drug use
disorder.

Next, the use of different alcohol treatment settings and providers were compared among
participants with AUD with and without comorbid mood or anxiety disorders using logistic
regression models. Unadjusted and adjusted analyses similar to the ones described above
were conducted. Adjusted analyses controlled for the same variables as previously
mentioned. These analyses were limited to participants who reported having sought
treatment.
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Finally, we used logistic regression models to compare the barriers to treatment among
participants with AUD with and without comorbid mood or anxiety disorders. These
analyses were limited to participants who reported having perceived an unmet need for
alcohol treatment.

Socio-demographic and psychiatric characteristics of participants with alcohol use

disorder

Of the 11,737 individuals with AUD in our sample, 58% (N=6,734) met the criteria for
AUD without mood or anxiety disorder comorbidity, and 42% (N=5,003) additionally met
the DSM-IV criteria for at least one mood or anxiety disorder. The majority of participants
with AUD without mood or anxiety comorbidity were male, 40 years old or older, white,
had an income greater or equal to $35,000, lived in an urban environment, had a high school
diploma or more advanced schooling, were married or lived with a partner, and had health
insurance. Individuals with AUD with comorbid mood or anxiety disorders were more likely
than those without such comorbidity to be female, to be widowed, divorced or separated, to
have no health insurance, to meet the criteria for a personality disorder, for comorbid non-
alcohol drug use disorders, and to meet the criteria for alcohol dependence rather than only
abuse. Those with comorbid mood or anxiety disorders were also less likely to be age 50
years or older, to be non-Hispanic black or Hispanic, and to have an income greater than
$20,000 per year (data not shown).

Prevalence of alcohol use and perceived unmet need for treatment

Only 15% (N=1,831) of individuals with AUD reported seeking alcohol treatment, and 4%
(N=469) reported perceiving an unmet need for such treatment. Figure 1 presents the
patterns of treatment seeking and perceived unmet need for treatment in adults with AUD
according to type of AUD and comorbidity. Compared to individuals with AUD without
mood or anxiety comorbidity, those with such comorbidity were both more likely to seek
alcohol treatment (18% vs. 12%, odd ratio [OR] = 1.61, 95% confidence interval [CI] =
1.40-1.85, p<0.001) and to report unmet need for such treatment (8% vs. 3%, OR = 2.71,
95% CI = 2.12-3.46, p<0.001).

Treatment seeking also varied according to the type of AUD (i.e., abuse vs. dependence).
Compared to individuals with alcohol abuse, those with alcohol dependence were more
likely to seek alcohol treatment (25% vs. 7%, OR = 4.07, 95% CI = 3.53-4.69, p<0.001),
and to perceive an unmet need for such treatment (11% vs. 2%, OR = 6.76, 95% CI = 5.02—
9.09, p<0.001).

Correlates of treatment seeking and perceived unmet need for treatment

Analyses were conducted separately among individuals with AUD with and without mood
or anxiety comorbidity. Among individuals with AUD without comorbid mood or anxiety
disorders, those who perceived an unmet need for alcohol treatment were more likely than
those who did not perceive such need or did not seek treatment to be in the 40-49 years age
range, to have a personality disorder, and to have alcohol dependence compared to alcohol
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abuse; but less likely to make $70,000+ per year (Tables 1 and 2). Also, among individuals
with AUD without comorbid mood or anxiety disorders, those who sought treatment were
less likely to be female, to make $35,000+ annually, and to have more than a high school
education, but were more likely to be in the 30+ years age group, to be widowed, divorced,
or separated, to have a personality disorder, to meet the criteria for alcohol dependence vs.
abuse, and to have a comorbid non-alcohol drug-use disorder (Tables 1 and 2). Similar
patterns with minor differences were observed in participants with AUD with comorbid
mood or anxiety disorders.

Treatment settings and providers

Analysis of types of treatment settings and providers accessed was limited to participants
who reported seeking any treatment for their alcohol problem. Compared to individuals with
AUD without comorbid mood or anxiety disorders, those with AUD with mood or anxiety
disorder comorbidity were overall more likely to use most types of settings and providers
(Table 3). After adjusting for potential confounders, individuals with AUD and comorbid
mood or anxiety disorders reported a higher prevalence of use of inpatient services,
outpatient clinics, halfway houses, employee assistance programs, religious counselors, and
private physicians or other medical/mental health professionals. Alcoholics Anonymous
(AA) was the most commonly used type of service in both groups (Table 3). In unadjusted
analyses, AA was more commonly used by the comorbid group than the group without
mood or anxiety disorder comorbidity. However, this difference did not persist in adjusted
analysis (Table 3).

Barriers to alcohol treatment among participants who perceived an unmet need

Reasons for not seeking alcohol treatment in the two groups are presented in Table 4. On
average, participants with AUD without mood or anxiety disorder comorbidity experienced
a mean of 2.20 barriers, while the comorbid group experienced a mean of 2.81 barriers
(B=0.61, SE=0.26, p=0.031). The most common barriers to alcohol treatment were
attitudinal barriers for both the AUD with and without comorbid mood or anxiety disorder
groups. Individuals with comorbid disorders were significantly more likely to experience
financial barriers than individuals without mood or anxiety comorbidity (Table 4). While all
other barriers assessed were more commonly reported in the comorbid group, no other
barriers were more commonly reported at a statistically significantly level (Table 4).

DISCUSSION

This study assessed differences in alcohol treatment-seeking, treatment settings and
providers accessed, perceived unmet need for treatment and barriers to alcohol treatment
among individuals with AUD with and without a comorbid mood or anxiety disorder. We
found that individuals with AUD and a comorbid mood or anxiety disorder were more likely
to seek alcohol treatment. This finding is consistent with past research [17, 33] and suggests
that individuals with comorbid AUD and common mood or anxiety disorders may
experience a more severe form of AUD, a possibility that is borne by the finding of a higher
prevalence of alcohol dependence vs. abuse, comorbid non-alcohol drug use disorders and
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personality disorders in individuals with comorbid AUD and mood or anxiety disorder
compared with the AUD group without such comorbidity.

We also found a higher prevalence of perceived unmet need for treatment in the AUD with
comorbid mood or anxiety disorder group. This finding is also consistent with past research
and suggests that while experiencing a greater level of need for alcohol treatment,
individuals with comorbid AUD and mood or anxiety disorders also experience a greater
number or different types of barriers. A finding of a specific profile of barriers to treatment
among individuals with AUD with mood or anxiety disorder comorbidity would have
implications for design of services and policies to improve access to alcohol treatment in the
large group of individuals with comorbid disorders. Indeed, socio-demographic differences
between the AUD groups with and without mood or anxiety disorder comorbidity suggest
possible differences in barriers. Individuals without mood or anxiety comorbidity were more
likely to be male, belong to the white racial/ethnic group, have a higher education, earn
$35,000 or more annually, live in an urban setting and have health insurance. In contrast,
individuals with AUD with mood or anxiety comorbidity were more likely to be female,
earn less than $20,000 and to have other psychiatric and substance disorder comorbidity.
These differences in predisposing (gender, race/ethnicity), enabling (insurance, income,
urbanicity), and need factors (type of AUD, other comorbid conditions) suggest different
patterns of treatment seeking behavior and different barriers to treatment [20]. Individuals
with lower income and no health insurance as well as those who live in rural areas face a
greater number of barriers to substance disorder services and other health services. Indeed,
we found a larger number of barriers among the comorbid group. However, the association
of comorbidity with perceived unmet need persisted in the adjusted model controlling for
socio-demographic and clinical characteristics. It is possible that the persisting difference
among the AUD groups with and without comorbidity is due to unmeasured differences
between the two groups in severity or impairment in functioning.

Despite the marked difference in the level of perceived unmet need between the individuals
with AUD with and without mood or anxiety comorbidity, and the differences in the number
of barriers, the types of barriers reported by the two groups were for the most part similar,
with the exception of financial barriers which were more commonly reported by the
comorbid group. This difference is likely at least partly attributable to the larger percentage
of participants without insurance in the comorbid group. In total, 30.9% of individuals with
AUD and comorbid mood or anxiety disorders who reported a perceived unmet need for
substance disorder treatment indicated that they did not have health insurance, compared to
15.9% of those without such comorbidity (Table 1). Improved financial access to AUD
treatments through expansion of Medicaid insurance as envisioned in the Affordable Care
Act and expansion of coverage to substance disorder treatments through the Mental Health
Parity Act would likely reduce the level of unmet need for treatment due to financial barriers
among participants with AUD and comorbid mood or anxiety disorders.

Past research has suggested that individuals with substance disorders are much more likely
to receive treatment in mental health treatment settings than in substance disorder treatment
settings [34], pointing to potential benefits of integrating substance disorder treatments in
mental health care services. The results from the present study further highlight the need for
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integration of these services. Over the years, a number of states have initiated such
integrated programs [35-37]. However, there are financial, structural and attitudinal barriers
to integration of these services [8]. Successful integration of mental health and substance
disorder services as well as general medical services for patients with comorbid conditions
remains a challenge for the upcoming reform of the health care system in the US.

The findings from this study should be interpreted in the context of its limitations. First, data
gathered from the NESARC are based on self-reports by participants and therefore subject to
recall and social desirability bias. Second, the small sample size of participants who reported
barriers to treatment may have reduced the power to detect meaningful differences between
the AUD groups with and without mood or anxiety disorder comorbidity. More targeted
studies about barriers to treatment among individuals with AUD are warranted to fully
understand differences in barriers faced by those with comorbidity and those without. Third,
the list of barriers probed was limited and some barriers that may be especially important for
individuals with comorbid disorders were likely missing. For example, many individuals
with AUD with comorbid mood or anxiety disorders might have decided not to use services
because the types of services that they desired or found helpful (e.g., integrated mental
health and AUD services) were not available to them.

Despite these limitations, this study extends findings from previous studies [21, 22] on
treatment-seeking and treatment barriers in substance disorders and furthers our knowledge
of the use of alcohol treatments among individuals with comorbid alcohol and psychiatric
disorders. This large subgroup of individuals with AUD reports a greater level of unmet
need for alcohol treatment, faces a greater number of barriers to such treatment, and is
especially faced with financial barriers to needed care. These individuals likely stand to
benefit most from integration of psychiatric and substance disorder services [15, 34]. As the
health care system of the country evolves, it would be important to continue monitoring
treatment use and treatment barriers in this group of individuals.
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Figure 1.

Service use and perceived unmet need for substance use services among participants with
alcohol use disorders (AUD) with or without comorbid mood or anxiety disorders in the
National Epidemiologic Survey of Alcohol and Related Conditions, 2001-02

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 September 01.



Page 12

Kaufmann et al.

v'9L  8SL 09. lzz LLL 966'T 508 SzL TT8 O9vT 68L 895 ueqn
leany/ueqin
b LT zeT 7€ 09 TlZ v¥8  xxs'OT  geT 9g€z /& TTE 1957 +000'0/$
w30 10z eV 98  9€E 6ECT #8808  Zoz 6GE  ¥S 6€E  GE6'T 666'69$-000'GES
w3 00 402 88T S9 00z VI8 S5z Tee L0z Oy LT YITT 666'vE$-000'02$
gTe  8GE L'z €8 €61 158 Ve 6ve 00z ¥ ¥9T 60T 000'02$>
awioou|
89 85 ZL T 7S €SI L'y 62 £L T e 06T 1BYO
0L LTT 26 Sv  ZL 20§ 00T og7 00T 2€ T8 618 aluedsiH
TL LT1 g, 8y 99 9zr  «t00 o1 T8 lZz Ll <08 9e|q 21uedsIH-UON
6L 699 LS. v8T TT8 199'C LSl 0SS 8y, 0T €08 Gl8'€ alym d1uedsiH-uoN
Anoiuyejeoey
96 90g 86z 28 097 €207 S67 282 882 95 808 /98T +0§
008 197 T€Z 2. 852 826 060 6z T62 8¢ &€ 98T 60
<€ ozz 29z 0L €vZ 6v6 TvZ 602 06Z Sr  0vZ  TLET 65-0
9T VST 05z 0. 6€ 88 v'IT  OET LT 92 LT S9T'T 62-8T
by
b L€ 188 Tvr 9ET S8V VIE'T v’ SV 00T TIZ ¥ 092 8297 aJewaS
629 V.S 865 8ST GTS VLLT 9v8  OTL 68, TET TV¥. 190 TN
13pusn)
e% N e% N % N e% N e% N e% N olydesbowag
(T96=N) (¥62=N) (8vL'e=N) (0£8=N) (5L1=N) (689'5=N)
juswileadl pa3su lJswiun pasu lswun juswileadl pasu lJswun pa3su lJswiun
1ybnos SETNERIER] EINEWIED| ybnos PanIddlad EINERIED|
40 Juswijeall J0 juswiesad}
»98s J0u pIQ 399s 10U pIQ
(€00'5=N) (veL'9=N)
sJapJosip sJapJosip A1sixue

A181XUe pUR POOW PIGIOWOd YHM ANV BWIIaT

10 POOW PIGLIOWOD INOYNM QN Wyl

'Z0—-T00Z ‘SuonIpuo) pale|ay pue |oyod|y Uuo AsAIng d16ojo1wapid3 [euoiieN 8yl Ul Jusliieal) yoans 1oy 1swun ue paalsaled
10 1UBWIEal] [0yodfe 1YBNos oym sIapIosip A1BIXUE 10 POOLW PIGIOLLIOD INOYIM pue YIIM (QNY) SI9pJosIp asn [0LY0I[e LIIM S[eNPIAIpUI JO SONSLIBIoRIRYD

T alqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 September 01.



Page 13

Kaufmann et al.

dnoub pasu 1owiun aAIsalad 10 JusWIeaI]

388 10U PIp,, 31 0} pasedwos Ajeretedss yiog ate sdnoib Juswiess) 1yBnos,, pue ,pasu 1wun paalsaiad,, 8yl ‘s|opow uoissalfas onsiBol paisnipeun wWouy s|aAs] 8ouedIIubIS [2o1ISIIRIS 81BIIPUI SIBlS (910N

€09 prS @8V 9pT 908 92T'T  «xsBL€  yIE 95z vy T8I +20'T SOA
A 875 8T ¥69 229C 129 95§ Sy. TET 618 G997 ON
JapJosi@ asn Bnuq |oyod|y-UoN Auy
w008 g1 998 ey P €29T €05 wBr  «al V9 VIT  6UT  ¥ZST asNge INoyHM/yHM souspuadaq
00z 10T Vvl 1§ LSS SeT'T 80y  9/¢ €58 19 T2l ST Auo asngy
adA J48pJiosiq |oyod|y
e/ 7S g0 0TS Z5T  vie OTF'T  «xa€6T 19T €€ v gTT g9 ofuv
95y  8Sy 06y evT 929 8EET 108  60L 9. VYET 788  vI0'S aUON
saspJosiq Aljeuosdad
L 07z 808 g 8T 189 L0 g1 6ST €€ 6GT .06 aUON
08L ¥l T69 612 LT8 190'€ 0L 859 T8 ovT T8 8Ly qluv
aoueansu| yijesH
w8 2ye L'6T 19 6TC w6 LTz 102 T0Z G& €T¢ whe'T PaLLIBIN JanaN
wxal €008 122 06 TST OV6  «xal T It SET  Tr  ¥eT  L90T peesedas/paoIOAId/PBMOPIAN
TOV  6GE §/S /ST 009 8S8'T 995  9TY 99 66 €99 8.2 Jaunied yum Buin/patieN
sMeIs [elte
ewoidig
w9€9 506 W TTS TST v'e9 4687 w0 SV OTH 7SS 26 €79 8St'E [00Y2S YbIH<
ewoidig
oy oSy 68y €¥T 99 T6E'T T%S 097 gvy €8 LIE  T€CT 100y2S YbIHS
uolyeanp3
98z £0C ove 19 €2C TSl S6T  SYT 68T 62 ¢z T2T'T [eany
e% N e% N % N e% N e% N e% N olydesbowaqg
(196=N) (¥62=N) (8vL'e=N) (028=N) (SLT=N) (689'5=N)
Jjuswiieall pa3su lJswiun pasu lswun juswiieall P3su lJswun p3su lJswun
1ybnos SEINERIER] EINERIED| 1ybnos PanIddLad EINERIED|
40 juswiesany J0 Juswileall
»98s J0u pIQ 399s 10U pIQ
(€00'G=N) (¥€2'9=N)
sJapJosip saapJosip A1aixue

A181XUe pUER POOW PIGIOWOd YIM ANV BWIIaT

10 POOW PIGLIOWOD INOYNM QN Wy

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 September 01.



Page 14

Kaufmann et al.

'sJapJosip Aijeuostad o1uoLisiy pue ‘ploziyds ‘prouesed ‘8AIS|Ndwod-anIssasqo ‘Juapuadap ‘JueploAe ‘|e1oosiue sapnjaul JapJosip Ajeuossad >c<o
"90ueINSUl a1eAld Jo ‘pajejas Arenjiw ‘PredlpalA ‘asedIpajAl SapN|oul adueINSUl Yifeay >c<g
‘ubisap Apnis xajdwod ay} Joj 3unodde pue uoneindod "S'N €10} 8Y} JO dAIRIUBSaIdal Bq 03 parybiam are mmmScmemn_d

100°0>d

¥

10°0>d

¥

G0'0>d

X

NIH-PA Author Manuscript NIH-PA Author Manuscript

NIH-PA Author Manuscript

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 September 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN

Kaufmann et al.

Table 2

Page 15

Adjusted comparison of individuals with alcohol use disorders (AUD) with and without comorbid mood or
anxiety disorders who sought alcohol treatment or perceived an unmet need for such treatment in the National

Epidemiologic Survey on Alcohol and Related Conditions, 2001-02.

Demographic

Lifetime AUD without comoribid mood
or anxiety disorders

(N=6,734)
Perceived unmet Sought treatment
need
Vs, Vs,

did not perceive
unmet need or seek
treatment

AOR® (95% Cl)

did not perceive
unmet need or seek
treatment

AOR2 (95% Cl)

Lifetime AUD with comorbid mood and
anxiety disorders
(N=5,003)

Perceived unmet
need

VS.

did not perceive
unmet need or use
services

AOR2 (95% Cl)

Sought treatment

VS.

did not perceive
unmet need or use
services

AOR2 (95% CI)

Gender
Male
Female

Age
18-29
30-39
40-49
50+

Race/ethnicity
Non-Hispanic white
Non-Hispanic black
Hispanic
Other

Income
<$20,000
$20,000-$34,999
$35,000-$69,999
$70,000+

Urban/Rural
Urban
Rural

Education
<High School Diploma
>High School Diploma

Marital Status

Married/Living with Partner

Widowed/Divorced/Separated

Never Married

Ref
0.91 (0.54-1.55)

Ref
1.76 (0.87-3.57)

*

2.48 (1.28-4.84)"
2.06 (0.97-4.35)

Ref
0.97 (0.59-1.58)
1.16 (0.70-1.91)
1.78 (0.86-3.66)

Ref
0.86 (0.44-1.69)

0.75 (0.42-1.33)

0.52 (0.28-0.97)"

Ref
0.75 (0.48-1.18)

Ref
0.87 (0.55-1.37)

Ref

0.89 (0.56-1.42)
0.79 (0.46-1.37)

Ref

0.59 (0.46-0.75)"**

Ref
1.76 (1.21-2.57)"
2.25 (1.54-3.30)" "

2.05 (1.36-3.08)"

Ref
1.15 (0.90-1.47)
1.28 (0.95-1.73)
1.03 (0.64-1.68)

Ref
1.06 (0.78-1.42)
0.71 (0.55-0.93)"

0.53 (0.38-0.75)""*

Ref
0.79 (0.60-1.03)

Ref

0.66 (0.53-0.82)"""

Ref

1.67 (1.33-2.11)"**
0.98 (0.71-1.36)

Ref
1.02 (0.73-1.42)

Ref
1.24 (0.82-1.87)

1.11 (0.72-1.71)

1.86 (1.18-2.91)""

Ref
1.22 (0.81-1.83)
1.15 (0.72-1.82)
1.48 (0.76-2.89)

Ref
0.88 (0.58-1.35)

1.22 (0.79-1.89)

1.29 (0.81-2.04)

Ref
1.02 (0.72-1.46)

Ref

0.68 (0.47-0.98)"
Ref

1.18 (0.81-1.72)
0.72 (0.48-1.07)

Ref

0.72 (0.59-0.89)"

Ref
1.87 (1.36-2.57)"""
)***

2.54 (1.82-3.53

3.62 (2.53-5.18)" "

Ref
0.89 (0.64-1.24)
0.96 (0.65-1.41)
1.25 (0.77-2.02)

Ref
0.68 (0.52-0.89)"
0.69 (0.53-0.90)"*

0.56 (0.41-0.76)"""

Ref
1.01 (0.80-1.29)

Ref

0.79 (0.64-0.97)"

Ref

*

1.77 (1.38-2.28)""

1.34 (1.02-1.76)"
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Demographic

Lifetime AUD without comoribid mood
or anxiety disorders

(N=6,734)
Perceived unmet Sought treatment
need
VS, Vs.

did not perceive
unmet need or seek
treatment

AOR2 (95% CI)

did not perceive
unmet need or seek
treatment

AOR2 (95% Cl)

Lifetime AUD with comorbid mood and
anxiety disorders
(N=5,003)

Perceived unmet
need

VS.

did not perceive
unmet need or use
services

AOR2 (95% Cl)

Sought treatment

VS.

did not perceive
unmet need or use
services

AOR2 (95% CI)

Health Insurance
Anyb
None

Personality Disorders
None
AnyC

Alcohol Disorder Type
Abuse Only

Dependence with/without abuse

Any Non-Alcohol Drug use Disorder

No
Yes

Ref

0.83 (0.47-1.44)

Ref

1.85 (1.08-3.18)"

Ref

5.03 (3.17-7.97)"""

Ref
1.14 (0.67-1.93)

Ref

1.15 (0.88-1.50)

Ref

1.26 (1.00-1.59)"

Ref

3.50 (2.85-4.29)"

Ref

2.21 (L.77-2.77)""F

Ref

1.65 (1.16-2.36)"

Ref
1.30 (0.93-1.84)

Ref

*

7.48 (5.02-11.14)""

Ref

1.65 (1.23-2.22)""

Ref

0.90 (0.71-1.14)

Ref

*kk
)

1.45(1.19-1.77

Ref

4.66 (3.79-5.74)"*"

Ref

2.73 (2.26-3.30)" ™"

*
Note: p<0.05

*

p<0.01

*%

p<0.001

aOdds ratios are weighted to be representative of the total U.S. population and account for the complex study design. All odds ratios are adjusted

for all other variables in the table.

Any health insurance includes Medicare, Medicaid, military related, or private insurance.

Any personality disorder includes antisocial, avoidant, dependent, obsessive-compulsive, paranoid, schizoid, and histrionic personality disorders.
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Barriers to alcohol treatment among individuals with alcohol use disorders (AUD) with and without
depression and anxiety disorder comorbidity who perceived an unmet need for alcohol treatment in the
National Epidemiologic Survey on Alcohol and Related Conditions, 2001-02.

Table 4

Barrier to AUD Lifetime Lifetime AUD with  Bivariate Analysis
treatment AUD comorbid mood and ORC (95% CI)
Only anxiety disorders
(N=175) (N=294)
N2 (%00) N2 (%P0)
Financial Barriers 21(9.8) 53(19.2) 2.18 (1.08-4.41)"
Health insurance didn’t cover 10 21
Couldn’t afford to pay the bill 16 45
Structural Barriers 36 (22.0) 45 (14.4) 0.60 (0.32-1.13)
Didn’t know where to go 15 22
Didn’t have any way to get there 5 7
Didn’t have time 17 19
The hours were inconvenient 6 6
Can’t speak English very well 2 1
Couldn’t arrange for child care 0 2
Had to wait too long to get into a program 0 1
Attitudinal Barriers (Treatment) 69 (38.3) 143 (48.4) 1.51 (0.92-2.47)
Didn’t think anyone could help 19 27
Was afraid they would put me into the hospital 6 23
Was afraid of the treatment they would give me 5 23
Hated answering personal questions 10 36
Didn’t want to go 16 35
Stopped drinking on my own 35 78
Friends or family helped me stop drinking 5 23
Tried getting help before and it didn’t work 1 0
Attitudinal Barriers (Disorder) 108 (69.6) 211 (72.1) 1.13 (0.65-1.94)
Thought the problem would get better by itself 55 89
Thought it was something | should be strong enough to handle alone 62 145
My family thought I should go but I didn’t think it was necessary 12 17
Wanted to keep drinking or got drunk 11 25
Didn’t think drinking problem was serious enough 27 64
Attitudinal Barriers (Stigma) 28 (17.8) 66 (22.7) 1.36 (0.68-2.70)
Was too embarrassed to discuss it with anyone 24 54
Was afraid of what my boss, friends, family, or others would think 8 17
A member of my family objected 0 2
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Barrier to AUD

Lifetime Lifetime AUD with

Bivariate Analysis

treatment AUD comorbid mood and ORC (95% ClI)
Only anxiety disorders
(N=175) (N=294)
Na (%b0) N2 (%P0)
Was afraid | would lose my job 3 4
Other reason 12 (7.0) 17 (5.3) 0.74 (0.24-2.26)

*
Note:p<0.05

*

*
p<0.01

*%

*
p<0.001

Page 19

a . . . . Lo . .
Individuals could report multiple barriers. Therefore, the number of individuals reporting each barrier adds up to more than the total number of

individuals reporting barriers in each category.

b . . Lo .
Percentages are only provided for category totals because of low sample sizes for each individual barrier.

C, . . ’ . .
Percentages and odds ratios are weighted to be representative of the total U.S. population and account for the complex study design.
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