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Abstract

Background—The objectives of this study are to examine the prevalence of disorder-specific 

mental health service use for mood and anxiety disorders, and relationships between helpseeking 

and age, sex, and psychiatric comorbidity.

Methods—The authors used Wave 2 data from the National Epidemiologic Survey of Alcohol 

and Related Conditions (NESARC), which included 34,653 adults. Cross tabulations provided 

helpseeking prevalence rates for five anxiety disorders and three mood disorders by age and sex, 

as well as for individuals with and without comorbid anxiety and mood disorders. Logistic 

regression analyses explored the likelihood of helpseeking among younger and middle-aged adults 

in comparison to older adults.

Results—The prevalence of helpseeking was highest for panic disorder (45.3%) and dysthymia 

(44.5%) and lowest for specific phobias (7.8%). For each condition except panic disorder service 

use was most likely among middle-aged adults and especially unlikely among older individuals. 

Sex differences in treatment seeking favoring women showed only modest variability with age. 

Finally, the prevalence of helpseeking was generally lower among individuals without comorbid 

anxiety or mood disorders, and the hill-shaped influence of age on service use was attenuated in 

this pure group.

Conclusions—The results of this study highlight the highest prevalence of disorder-specific 

service use among middle-aged adults and women, and among individuals with panic disorder and 
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dysthymia. For purposes of identifying groups who are in need of targeted efforts to increase 

service use, helpseeking was especially unlikely among people suffering from specific phobia, as 

well as among men and older adults.
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Despite increasing rates of mental health service use in recent decades, the majority of 

individuals with clinically significant mental health problems still do not seek professional 

help (1–3). Furthermore, certain demographic groups, such as older adults and men, are 

especially unlikely to seek mental health services. With respect to age, a wealth of data 

suggests a hill-shaped distribution, with middle-aged adults being more likely to seek help 

than younger and especially older adults (4–7). Furthermore, the low likelihood of older 

adults seeking mental health services is evident even after controlling for other 

sociodemographic variables, health insurance coverage, psychiatric disorders, number of 

chronic medical conditions, poor physical health, and perceived need for care (8).

With respect to sex, men consistently use fewer mental health services than women. 

Although sex differences are reliably found in the general population (4, 6, 9), the effects of 

sex on service use in later life is more equivocal. Various studies have found that older 

women are approximately 1.5 times more likely to seek professional help than older men (8, 

10), that there are no significant sex differences in service use in late life (11, 12), or that 

women’s greater likelihood of helpseeking decreases with age, such that men over the age of 

80 are more likely to seek mental health services than women over the age of 80 (13).

In addition to confusion about sex differences in mental health service use later in life, 

existing mental health service use research is limited in two other important ways. First, 

relatively few studies have examined disorder-specific mental health service use. National 

surveys typically ask whether respondents have used a variety of services over the past 12 

months for general problems with emotions or use of substances. Researchers then explore 

the prevalence of helpseeking for these general problems among those with disorders rather 

than examining disorder-specific treatment. This distinction is important given that 

treatment within the past year specifically for panic attacks (14) and social anxiety disorder 

(15) is roughly two thirds less likely than general mental health treatment among individuals 

with those mental health problems. Given the high degree of overlap between mood and 

anxiety disorders (16) a second related limitation is that researchers have not examined 

associations between psychiatric comorbidity and helpseeking for specific disorders. So 

although we know that comorbid mood and anxiety disorders are especially likely to result 

in helpseeking (4, 17), we do not yet understand the associations between psychiatric 

comorbidity and disorder-specific treatment seeking.

The first objective of the current study is to explore the prevalence of disorder-specific 

mental health service use for mood and anxiety disorders using a nationally representative 

sample of community dwelling adults. Our second objective is to investigate differences in 

this service use across the adult lifespan. Our third objective is to examine whether there are 

sex differences in helpseeking by age, and our final objective is to investigate the prevalence 
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of disorder-specific helpseeking for individuals who do not have comorbid mood or anxiety 

disorders. Based on previous research we expect to find especially low estimates of service 

use among individuals with anxiety disorders, older adults, men, and individuals who do not 

have psychiatric comorbidity.

Methods

Sample

We used data from Wave 2 of the National Epidemiologic Survey on Alcohol and Related 

Conditions (NESARC) (18), conducted by the U.S. National Institute on Alcohol Abuse and 

Alcoholism. Wave 1 of the NESARC is described in detail elsewhere (19, 20). The first 

wave was collected in 2001–2002, had a 81.0% response rate, and included 43,093 

respondents from a representative sample of community-dwelling adults aged 18 years and 

older residing in the United States. The Wave 2 NESARC is a longitudinal follow-up to 

Wave 1 and was collected between August 2004 and September 2005. We chose to analyze 

data from Wave 2 because the first wave did not assess post-traumatic stress disorder. The 

NESARC oversampled adults aged 18–24, Non-Hispanic Black, and Hispanic respondents. 

The data are weighted to account for this oversampling, to reflect the survey’s complex 

sampling design, and to accurately reflect the U.S. population in terms of age, sex, race/

ethnicity, and region of the country. A total of 34,653 adults aged 20 years and older 

completed the second wave interviews, with a response rate of 86.7%. The overall response 

rate from both waves was 70.2%.

Measures

Sociodemographic Variables—Our analyses included age, sex, marital status, 

household income and race/ethnicity. We classified age into seven categories (20–24, 25–

34, 45–44, 45–54, 55–64, 65–74, 75+) for cross-tabulations and into three categories (20–

34, 35–64, 65+) for logistic regression analyses. We classified marital status into three 

categories (married/common law, widowed/separated/divorced, and never married), 

household income into four categories ($0–$19,999; $20,000–$34,999; $35,000–$59,999; 

and $60,000+), and race/ethnicity into four categories (non-Hispanic White; Black; 

Hispanic; and Asian and Native American).

Mental Disorders—Trained U.S. Census Bureau Field Representatives conducted face-to-

face computer-assisted personal interviews in respondents’ homes. The NESARC employs 

an interleafed survey format (21) where respondents who answered affirmatively to disorder 

screening questions throughout the survey then answered detailed questions about both 

psychiatric disorders and use of professional services for those disorders. Disorders were 

diagnosed using the Alcohol Use Disorder and Associated Disabilities Interview Schedule 

(AUDADIS-IV) (22) according to Diagnostic and Statistical Manual of Mental Disorders 4th 

edition criteria (23). Consistent with the DSM-IV, disorder diagnoses are primary and 

exclude those due to general medical conditions or substances. The AUDADIS-IV exhibits 

fair to good test-retest reliability (kappa = 0.40–0.77) for mood and anxiety disorders in 

community-dwelling populations (22, 24). We examined past-year diagnosis of specific 

mood and anxiety disorders because of methodological limitations associated with lifetime 
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diagnoses (25) and to maintain consistency with past-year helpseeking variables. In addition 

to past year variables for each mood (major depression, dysthymia and mania) and anxiety 

(generalized anxiety disorder, panic disorder with and without agoraphobia, social phobia, 

specific phobia and post-traumatic stress disorder) disorder assessed in the NESARC we 

created composite “any mood” and “any anxiety” disorder variables. We also created “pure” 

individual and composite past-year mood and anxiety variables by removing individuals 

who had another mood or anxiety disorder in addition to the disorder of interest.

Helpseeking—We examined the prevalence of past-year disorder-specific helpseeking for 

mood and anxiety disorders. For each disorder module respondents screened into, they 

indicated if, with respect to each mental disorder, they: (1) saw “any kind of counselor, 

therapist, doctor, psychologist, or any person like that”, (2) “were a patient in a hospital for 

at least one night”, (3) went to “an emergency room for help”, or (4) had “a doctor prescribe 

any medicines or drugs”. Respondents who answered affirmatively to one or more of these 

questions within each disorder module then answered the following questions, which we 

used to identify past-year helpseeking: Major Depression – “During the last 12 months, did 

you go anywhere or see anyone to get help for feeling sad, blue, depressed or down/not 

caring about things or enjoying things?”; Dysthymia – “Did you go anywhere or see anyone 

to get help to improve your mood or to feel better in the last 12 months?”; Mania – “During 

the last 12 months, did you go anywhere or see anyone to get help for feeling extremely 

excited, elated or hyper/irritable or easily annoyed?”; Generalized Anxiety Disorder (GAD) 

– “During the last 12 months, did you go anywhere or see anyone to get help for feeling 

tense, nervous or worried?”; Panic Disorder – “During the last 12 months, did you go 

anywhere or see anyone to get help for your panic attacks?”; Social Phobia – “During the 

last 12 months, did you go anywhere or see anyone to get help for your fear or avoidance of 

social situations?”; Specific Phobia – “During the last 12 months, did you go anywhere or 

see anyone to get help for your fear or avoidance of any of these objects or situations?”; and 

Post Traumatic Stress Disorder (PTSD) – “Did you go anywhere or see anyone to get help 

for your reactions in the past 12 months?” We examined helpseeking for respondents with 

each mood and anxiety disorder, and we ran separate models for those with each “pure” 

disorder. We also created composite variables for past year helpseeking for any anxiety and 

any mood disorder including and excluding comorbid disorder diagnoses. Positive 

helpseeking status was limited to respondents with a past year diagnosis of the specific 

mood or anxiety disorder being examined.

Analytic strategy

We used the Taylor Series Linearization method (26) in SUDAAN 10.0.1 (27) for variance 

estimation to account for the complex sampling design of the NESARC. We applied 

statistical weights and stratification information from the NESARC in all analyses to ensure 

that data are representative of the U.S. adult population. Cross-tabulations provided 

prevalence estimates of helpseeking across the adult lifespan for each disorder, and for the 

“any mood” and “any anxiety” groups. Pearson Chi-squared analyses examined the 

influence of age on the likelihood of seeking help for the individual and composite 

diagnoses. Cross-tabulations also provided helpseeking prevalences across the adult lifespan 

for men versus women, and for those with “pure” disorders. In both of these cases we 
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provide Chi-squared analyses only for the composite “any mood” and “any anxiety” 

variables due to small cell sizes across age for the individual disorders. Finally, we explored 

the relationship between age and helpseeking for specific mood and anxiety disorders, and 

the composite mood and anxiety variables, using logistic regression analyses. In these 

analyses we compared the likelihood of seeking help in younger (20–34) and middle-aged 

(35–64) adults to the older (65+) reference group with an unadjusted model as well a model 

adjusted for sex, marital status, household income, and race/ethnicity.

Results

The disorder-specific helpseeking prevalence data can be found in Table 1. Overall, 19.3% 

of individuals with an anxiety disorder sought help for their disorder, as did 36.8% of those 

with a mood disorder. There was also tremendous variability in rates of helpseeking for 

specific disorders, ranging from only 7.8% of those with specific phobias to 45.3% of those 

with panic disorder.

Our second objective was to examine mental health service use prevalence estimates across 

seven age cohorts. As shown in Table 1, each disorder except panic disorder showed a 

significant hill-shaped distribution with the highest prevalence of use among adults 35 to 54 

years of age. The logistic regression analyses presented in Table 2 provide further support 

for this hill-shaped distribution. After adjusting for sex, age, marital status, household 

income and race/ethnicity, older adults were significantly less likely than younger adults to 

seek help for four of the eight disorders (OR range from 1.76 to 4.26) and significantly less 

likely than middle-aged adults to seek help for seven of eight disorders (OR range from 1.91 

to 6.92).

Table 3 presents the prevalence of treatment seeking by sex across the seven age groups. A 

significant age by sex by helpseeking Chi-squared analysis for the "any anxiety disorder" 

group is due to especially large sex differences (favoring women) for younger (20–44) and 

older (65+) adults. Sex differences did not vary by age for the "any mood disorder" group.

Finally, Table 4 provides data to examine our fourth objective of exploring disorder-specific 

helpseeking among individuals who do not have another comorbid anxiety or mood 

disorder. The pattern of findings for the any anxiety and any mood groups are shown in 

Figure 1clearly indicating: (a) a much lower likelihood of seeking help among the “pure” 

disorder groups, as well as (b) an attenuation or flattening of the hill-shaped age distribution. 

Age differences are no longer significant for the any “pure” mood disorder group, due in 

part to the larger band of error at each age point in comparison to the any “pure” anxiety 

disorder group.

Discussion

With respect our first objective, exploring the prevalence of disorder-specific mental health 

service use, there is a dearth of directly comparable prior research. Our finding that 45% of 

respondents with panic disorder sought help for panic is very similar to Kessler and 

colleagues’ (14) finding of 12-month panic-specific treatment among 44% and 53% of 

National Comorbidity Survey (NCS) respondents with panic disorder without and panic 
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disorder with agoraphobia, respectively. In contrast, our finding that 27% of respondents 

with social phobia sought treatment is higher than the 17% of respondents who sought social 

phobia-specific treatment in the NCS replication (NCS-R) (15). This difference may be due 

to either variability in the NCS-R and NESARC samples (e.g., the NESARC has a much 

larger sample size and oversampled younger adults and ethnic minorities), or to 

methodological differences in the way that disorders and/or helpseeking were assessed both 

between and within the two surveys. With respect to disorder diagnoses, the NESARC uses 

the AUDADIS whereas the NCS-R uses the World Health Organization Composite 

International Diagnostic Interview. With respect to helpseeking, as outlined in the methods 

section, the NESARC uses four specific questions and a summary question to assess service 

use for each mood and anxiety disorder. The NCS-R provides a much richer source of 

questions pertaining to service use, including several questions at the end of each disorder 

module as well as an entire module devoted to comprehensive assessment of general help 

with emotions, nerves, mental health, or use of alcohol or drugs.

Importantly, the studies by Kessler (14) and Ruscio (15) examined both disorder-specific 

treatment prevalence and any 12-month treatment seeking and found much higher rates of 

general treatment seeking. While it is true that disorder-specific treatment prevalence 

estimates may underestimate actual helpseeking because mental disorders are often 

comorbid and most treatments for them target a broad range of anxiety and mood symptoms, 

findings from these studies highlight the importance of understanding both general 

helpseeking for mental health problems, as well as mental health service use tied directly to 

specific disorders.

The disorder-specific treatment seeking prevalence findings in this study replicate two 

important findings from prior research focusing on general helpseeking. First, consistent 

with past research (4, 7, 8, 10, 28) NESARC respondents were much more likely to seek 

help for mood than anxiety disorders – nearly twice as likely when comparing the overall 

rate of 19% for any anxiety disorder to 37% for any mood disorder. Second, the rank order 

of disorder-specific mental health use in this study is exactly the same as the rank order of 

general treatment seeking among individuals with disorders from Part II of the NCS (7). 

Specifically, panic disorder was the most likely anxiety disorder to result in treatment 

seeking in both studies, followed by generalized anxiety disorder, social phobia, and finally 

specific phobia. For the mood disorders, dysthymia was most likely to result in helpseeking 

in both surveys, followed by major depression and mania/bipolar disorder.

It is noteworthy that panic disorder and dysthymia are the psychiatric diagnoses that were 

most likely to lead individuals to seek professional help in both this study and the NCS. The 

relatively high likelihood of helpseeking for panic disorder makes sense when considering 

that its course is typically chronic and relapsing (29) and its severe symptom profile is 

especially likely to bring sufferers in contact with the healthcare system, even if there are 

often significant delays in accurately diagnosing the problem as psychological (30, 31). 

What is particularly interesting is that panic disorder is the only diagnosis that did not result 

in different rates of helpseeking across the adult lifespan, and its influence on helpseeking 

was largely unaffected by psychiatric comorbidity. Individuals with this disorder may be 

relatively likely to seek mental health services, regardless of age or psychiatric comorbidity, 
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as a result of openness to both attributing a psychological cause to panic symptoms and to 

seeking mental health treatment (32). In contrast to the intuitive nature of helpseeking for 

panic, a similarly high likelihood of seeking professional help for dysthymia is somewhat 

less intuitive considering that it is, by definition, less severe than major depression. One 

potential explanation, that many individuals with this disorder seek help because of 

comorbid anxiety or mood problems (33), is not supported by our data. Dysthymia remained 

the second most likely disorder to result in service use when limiting our sample to those 

without comorbid diagnoses. The most probable explanation for prevalent helpseeking 

among those with dysthymia is that chronic depression is more likely than acute depression 

to impair quality of life (34) and result in suicide attempts and hospitalizations (35). Our 

data suggest a need to explore these possibilities and to address the current dearth of 

research focusing on dysthymia and helpseeking.

In contrast to the high prevalence of mental health service use for panic disorder and 

dysthymia, treatment seeking was least likely for specific phobia. This finding deserves 

special attention considering that although it may be less disabling than other disorders, 

exposure-based treatments for it are exceptionally effective (36). The fact that only 8% of 

individuals with specific phobias sought help suggests the need for public education about 

these phobias and the availability of relatively quick and highly effective psychological 

treatments for it.

With respect to our second objective concerning the relationship between age cohorts and 

service use specifically tied to disorders, this study replicated the hill-shaped distribution of 

helpseeking across the adult lifespan reported in previous research (7). Novel findings from 

this study include the lack of age effects on helpseeking specifically for panic disorder, some 

evidence of leveling off of treatment seeking rates after age 65, and less dramatic age effects 

when examining mental health service use for “pure” disorders. In fact, the hill-shaped 

distribution for pure mood disorders was not significant in this study. Finally, we found that 

after adjusting for sociodemographic variables, older adults were nearly two times less likely 

than middle-aged adults to seek help for any mood disorder and nearly three times less likely 

than middle-aged adults to seek help for any anxiety disorder. The especially low prevalence 

of mental health service by older adults therefore remains a significant and growing public 

health concern as older individuals continue to make up an increasingly large portion of the 

population in the coming decades (37).

Our third objective was to explore sex differences in service use across the lifespan, with 

particular attention to sex differences in helpseeking among older adults. Consistent with 

previous studies (8, 10) older women in this study were more likely than older men to seek 

help. Women’s greater likelihood of treatment seeking remained similar across the adult 

lifespan for mood disorders but not for anxiety disorders, where they were more likely than 

men to seek help if they were younger (20–44) or older (65+).

Finally, this study explored associations between helpseeking and comorbid mood and 

anxiety disorders. As expected, individuals who did not have comorbid mood or anxiety 

disorders were less likely to seek help overall, likely because their symptom presentations 

were less complex and severe than those with comorbid psychiatric problems. After 
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removing the effect of comorbidity, helpseeking for the any mood category dropped from 

37% to 25%, and helpseeking for the any anxiety category dropped from 19% to 11%. 

Perhaps most striking was the drop in treatment seeking for those with phobias. More than 

one quarter of individuals with social phobia sought professional help, whereas only 9% of 

individuals with social phobia and no other mood or anxiety disorder sought help. Similarly, 

rates of treatment seeking among those with specific phobias dropped from 8% to 3%. This 

finding further suggests the need for mental health literacy surrounding these highly 

treatable conditions.

The results of this study should be considered in light of a number of limitations. First, the 

prevalence data presented in this study does not include people with subthreshold disorders; 

it only represents individuals with diagnosed disorders who sought help for those disorders. 

Second, although the NESARC is a nationally representative sample, it does not include 

institutionalized individuals and therefore does not generalize to those populations. Third, 

the NESARC does not provide information about what kinds of services people received 

(e.g., pharmacotherapy versus psychotherapy) or whether the services received are evidence 

based or meet minimum standards for adequacy (38). Fourth, in our analyses exploring the 

role of psychiatric comorbidity we focused on mood and anxiety disorders. It is quite 

possible that individuals in our “pure” disorder analyses may have had other psychiatric 

comorbidities, including substance problems, psychosis, and personality disorders. Fifth, in 

addition to the reasons outlined earlier for why estimates of disorder-specific treatment may 

underestimate the true prevalence of helpseeking, survey conditioning also likely resulted in 

underestimates of treatment seeking. Specifically, Duan and colleagues (21) have 

demonstrated that when mental health service use screening questions are placed at the 

beginning of long surveys, as opposed to being “interleafed” throughout along with follow-

up branch questions (as they are in the NESARC), substantially greater and arguably more 

accurate service rates are reported. Finally, given that the prevalence of both psychiatric 

disorders and helpseeking for those disorders decreases with age, small cell sizes for 

estimates of helpseeking for specific disorders later in life prevented us from analyzing age 

and sex effects for some of our specific disorder variables.

Despite these limitations, this is the first study to examine and present in a single, unified 

paper the prevalence of disorder-specific mental health services for mood and anxiety 

disorders, and associations between helpseeking and age, sex, and psychiatric comorbidity 

using a large nationally representative sample. Other research using the NESARC has 

explored mood and anxiety disorder-specific mental health treatment as a secondary aim of 

research focusing on chronic and nonchronic major depressive disorder (34), PTSD (39), 

panic disorder and agoraphobia (40), bipolar disorder with or without alcohol use (41), GAD 

(42, 43), hypomania (44), and co-occurring substance use disorders (45). Our study clearly 

highlights disorders that are more likely to result in professional treatment (panic disorder 

and dysthymia) as well as those that especially unlikely to result in helpseeking (specific 

phobias). It also emphasizes that men, older adults, and individuals with a single mood or 

anxiety disorder are especially unlikely to seek mental health services. Identifying groups of 

individuals who need treatment but are unlikely to receive it is an effective method of 

targeting prevention and treatment efforts to reduce the burden of mental disorders.
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Figure 1. 
Prevalence of disorder-specific professional helpseeking across the adult lifespan for those 

with any anxiety and any mood disorder (including comorbidity) and for those with any 

“pure” anxiety and any “pure” mood disorders (excluding comorbidity).
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Table 2

Odds Ratios (with 95% CIs) of Seeking Disorder-Specific Treatment for Anxiety and Mood Disorders Among 

Younger and Middle-Aged Adults in Comparison to the Older (65+) Adult Reference Group

Unadjusted Model Adjusted Model

Young (20–34)
Adults

Middle-Aged (35–64)
Adults

Young (20–34)
Adults

Middle-Aged (35–64)
Adults

Anxiety Disorders

   Generalized Anxiety Disorder 1.24 (.70–2.17) 2.03 (1.20–3.44)** 1.46 (0.79–2.70) 2.09 (1.20–3.64)*

   Posttraumatic Stress Disorder 2.46 (1.30–4.66)** 3.03 (1.71–5.37)*** 2.94 (1.51–5.73)** 3.26 (1.84–5.81)***

   Panic Disorder 1.06 (.54–2.10) 1.47 (0.75–2.86) 1.24 (0.61–2.55) 1.66 (0.83–3.34)

   Social Phobia 2.15 (0.94–4.92) 2.50 (1.14–5.49)* 2.29 (0.97–5.41) 2.73 (1.24–6.01)*

   Specific Phobia 2.38 (1.06–5.34)* 3.07 (1.40–6.72)** 3.61 (1.49–8.71)** 3.97 (1.70–9.28)**

   Any Anxiety Disorder 1.91 (1.37–2.67)*** 2.28 (1.66–3.14)*** 2.74 (1.88–3.97)*** 2.88 (2.05–4.05)***

Mood Disorders

   Major Depression 1.33 (0.98–1.82) 1.73 (1.30–2.30)*** 1.76 (1.25–2.48)** 1.91 (1.41–2.57)***

   Dysthymia 1.69 (0.72–3.95) 3.43 (1.57–7.47)** 1.95 (0.73–5.19) 4.07 (1.82–9.12)**

   Mania 4.64 (1.20–17.95)* 7.00 (1.90–25.71)** 4.26 (1.08–16.73)* 6.92 (1.88–25.45)**

   Any Mood Disorder 1.33 (0.99–1.78) 1.78 (1.35–2.35)*** 1.68 (1.21–2.33)** 1.96 (1.47–2.62)***

Note: Adjusted model includes sex, age, marital status, household income and race.

*
p < .05,

**
p < .01,

***
p < .001
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