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Abstract

Despite a well-documented global burden of disease attributable to alcohol use disorder (AUD), 

treatment seeking rates remain low. In this qualitative literature review, we address treatment 

seeking for AUD from a host of perspectives and summarize the literature on key factors. First, 

we summarize the rates of alcohol treatment seeking across various epidemiological surveys, 

spanning decades. Second, we discuss the definition of treatment seeking and ‘what’ is typically 

considered formal treatment. Third, we consider timing and discuss ‘when’ individuals are most 

likely to seek treatment. Fourth, we review the literature on ‘who’ is most likely to seek treatment, 

including demographic and clinical correlates. Fifth, we address the critical question of ‘why’ 

so few people receive clinical services for AUD, relative to the number of individuals affected 

by the disorder, and review barriers to treatment seeking at the treatment- and person-levels of 

analysis. Finally, we identify opportunities to improve treatment seeking rates by focusing on 

tangible points of intervention. Specifically, we recommend a host of adaptations to models of care 

including efforts to make treatment more appealing across stages of AUD severity, accept a range 

of health-enhancing drinking goals as opposed to an abstinence-only model, educate providers and 

consumers about evidence-based behavioral and pharmacological treatments, and incentivize the 

delivery of evidence-based services.
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Introduction

Alcohol use disorder (AUD) is an often chronic and debilitating disorder – characterized by 

continued use despite persistent negative biological, psychological, and social consequences. 

Despite a well-documented global burden of disease (1–3) and disabling sequelae at the 
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individual level (4–7), treatment seeking rates remain surprisingly low. Thus, even in the 

face of the persistent and negative effects associated with heavy alcohol use, both individual 

and societal factors prevent most people with AUD from seeking and receiving clinical 

services.

This review addresses treatment seeking for AUD from a host of perspectives and 

summarizes the literature on key factors associated with treatment seeking in the United 

States. First, we review the rate of treatment seeking across various epidemiological surveys. 

Second, we discuss the very definition of treatment seeking and what is considered formal 

treatment. Third, we consider when individuals are most likely to seek treatment. Fourth, we 

examine who is most likely to seek treatment. Finally, we address the critical question 

of why so few people seek and receive treatment for AUD by identifying barriers to 

treatment seeking at the individual and systems levels. This review is intentionally broad and 

encompasses research reports from various related fields, including epidemiology, public 

health, sociology, medicine, and psychology. Lastly, we provide recommendations for future 

research.

A literature search was performed with an all-fields search using pre-specified terms. To 

obtain AUD prevalence rates and treatment seeking rates for AUD, our searches included 

alcohol use disorder OR alcohol abuse OR alcohol dependence OR treatment OR treatment 
seeking AND epidemiology OR prevalence. Literature on the timeline of treatment seeking 

and barriers to treatment seeking, involved these additional terms: barriers OR individual 
differences. This narrative review is focused on treatment seeking patterns in the United 

States; as such, studies conducted outside of the U.S. were largely excluded. Further, given 

the changing nomenclature over time, we describe aspects of AUD interchangeably with 

alcohol problems, alcohol dependence, and problematic alcohol use throughout this review.

What is the rate of treatment seeking for AUD?

Epidemiological studies have been imperative in characterizing the landscape of AUD 

prevalence and treatment seeking rates in the U.S. In order to summarize the prevalence 

of AUD, treatment seeking, and utilization over time, we considered various epidemiological 

surveys, which include, in chronological order: the Alcohol Supplement of the National 

Household Interview Survey (NHIS) (8), the National Comorbidity Survey (NCS) (9,10), 

the National Institute of Alcohol Abuse and Alcoholism (NIAAA)’s National Longitudinal 

Alcohol Epidemiological Survey (NLAES) (11), the first wave of NIAAA’s National 

Epidemiological Survey on Alcohol and Related Conditions (NESARC-I) (12), the NCS 

Replication (NCS-R) (13–15), waves two and three of NESARC (i.e., NESARC-II, 

NESARC-III) (16,17), and the 2019 National Survey on Drug Use and Health (NSDUH) 

(18). Table 1 summarizes the rates of current, past-year alcohol abuse, dependence, and 

AUD, as well as treatment seeking rates across epidemiological studies. The varying 

operationalization of treatment seeking rates across the studies reviewed led to a wide 

range of treatment seeking estimates; as such, relevant study-level descriptive information is 

described and provided in Table 1.

Despite the somewhat steady rates of alcohol abuse and dependence, the rate of past-year 

treatment seeking has declined over time. At its highest point, treatment seeking for alcohol 
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abuse via any service utilization in the past year was estimated to be approximately 37% 

from 2001–2003, while the treatment seeking estimate for past-year alcohol dependence 

was approximately 38% in NCS-R. Yet, rates of healthcare service utilization via NCS-R 

estimates were somewhat lower, with 25.6% meeting criteria for alcohol abuse and 35.1% 

of those meeting criteria for dependence, seeking healthcare-specific services (13–15). 

However, the most recent assessment of past-year treatment seeking via NSDUH estimates 

that only 1.5% of individuals with any substance use disorder (SUD) received treatment 

in 2019 (18). Regarding alcohol specifically, NESARC-III estimated past-year treatment 

seeking to be 7.7% in 2012–2013 (17) – a rate much lower than previous reports.

A recent meta-analysis of treatment-seeking rates for AUD worldwide concluded that a large 

treatment gap exists. Specifically, they found that the pooled treatment rate of AUD, in 

which individuals sought any type of treatment (i.e., formal healthcare or non-healthcare 

settings), was 17.3% (19). Alternatively, for those who met DSM-IV criteria for alcohol 

abuse and dependence, the pooled treatment rate was 14.3% and 16.5%, respectively. These 

rates vary widely around the globe, with the lowest treatment seeking rates in low- and 

lower-middle-income countries. In high income countries in Europe and North America, less 

than 10% of those meeting criteria for AUD receive formal treatment (20). Governments 

are considered the primary payers for drug and alcohol treatment in Europe, covering 

most of the costs associated treatment (21). Despite apparent increased access to specialty 

treatment, utilization rates in these countries are similarly low. This review seeks to elucidate 

explanatory variables to the documented low treatment seeking rates for AUD with a focus 

on U.S.-based studies. A more global perspective is deemed beyond the scope of this review.

In brief, rates of AUD have remained relatively steady or increased modestly, over time. 

On the other hand, although AUD diagnosis remains highly prevalent, rates of treatment 

seeking have decreased, or stagnated at best. The extent to which AUD rates and treatment 

seeking rates have fluctuated over time as a consequence of diagnostic changes in the criteria 

itself, and subsequently AUD severity, has not been sufficiently addressed. Nonetheless, 

concerningly low rates of alcohol treatment utilization present a considerable public health 

concern in light of well-documented adverse consequences of AUD.

What constitutes treatment for AUD?

There are multiple psychosocial and pharmacological treatment options for AUD 

(22). Psychosocial treatments with the largest evidence base and utilization include 

cognitive behavioral therapies, brief interventions, motivational interviewing or motivational 

enhancement therapy, contingency management, and twelve-step therapies. Pharmacological 

treatment options are far less abundant, with only three FDA-approved medications for 

the treatment of AUD (i.e., disulfiram, naltrexone, and acamprosate). Despite the dearth 

of FDA-approved medications, a number of additional off-label compounds have been 

examined with promising results. In addition to having relatively few pharmacological 

treatment options, the uptake of medications in general practice is notably low (23–25); in 

fact, it has been estimated that less than 10% of all individuals seeking treatment for an 

AUD are treated with pharmacotherapy (26,27).
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In the context of epidemiological research for AUD, the gold-standard assessment for 

measuring the extent to which individuals utilize treatment is the Alcohol Use Disorder and 

Associated Disabilities Interview Schedule – Diagnostic and Statistical Manual of Mental 

Disorders (AUDADIS) (28). Much of what we know about treatment seeking for AUD 

has been informed by the AUDADIS. It is thus useful to consider how treatment seeking 

is framed in this instrument. According to NESARC-III data, which uses the AUDADIS, 

among those with current, past 12-month AUD diagnoses, the most commonly reported 

treatment modalities included 12-step programs (4.5%), healthcare providers (3.6%), 

outpatient substance abuse treatment (2.0%), emergency departments (1.4%), various family 

and social services (1.4%), inpatient detoxification (1.3%), and other inpatient programs 

(1.2%) (29). Those with lifetime versus current AUD diagnoses reported similar patterns 

of treatment engagement; however, it is notable that a higher percentage (15.4%) engaged 

in 12-step programs. Other commonly utilized treatment modalities included rehabilitation 

programs (9.1%) and physicians and other healthcare professionals (8.7%) (29).

In sum, treatment is typically defined as various psychosocial and pharmacological 

interventions. Psychosocial treatments are perhaps the more widely utilized avenue for 

intervention and have substantial empirical support, whereas the use of pharmacotherapy 

in practice is much less common. Mutual help groups constitute their own category with 

a notably high utilization, compared to other help-seeking alternatives. When it comes to 

deciding on a treatment approach, what is considered optimal treatment varies by level of 

AUD severity (22). As discussed in more detail next, matching treatment approach to each 

patient’s needs and desires may be critical to enhancing overall treatment-seeking rates for 

AUD.

When do individuals seek treatment for AUD?

Estimates of the latency of time from an AUD diagnosis to an episode of treatment seeking 

vary in the literature. NESARC-II estimated that there was an average lag of approximately 

eight years between the onset of AUD and one’s first instance of treatment seeking (12). 

Conversely, individuals who enrolled in the COMBINE research study reported an average 

length of 14 years from AUD diagnosis onset to eventual treatment seeking (30), suggesting 

that the gap between the onset of AUD and treatment seeking may be longer than previously 

reported (12,17).

In addition, a large body of evidence suggests that a substantial number of individuals 

successfully recover from AUD without undergoing formal treatment – a process often 

termed “natural recovery” (31) or “self-change” (32). During emerging adulthood, this 

process is also referred to as “maturing out,” whereby a normative decline in alcohol 

problems across the mid-to-late twenties is attributed to individuals’ assuming greater 

responsibilities and fulfilling adult roles, such as marriage and parenthood (33–36). Natural 

recovery is one of the most commonly reported modes of problem amelioration associated 

with alcohol misuse (37); in fact, a recent study estimated that approximately 70% of those 

with an AUD and/or alcohol-related problems improve without formal intervention (37–39). 

Further, those who recover naturally from alcohol problems can maintain positive changes 

for up to six years (40).
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Studies of natural recovery also suggest that environmental factors influence the decision 

to seek formal treatment (e.g., health-, finance-, family-, social-, and work-related factors, 

religiosity, and lifestyle changes) (41,42). In fact, social support is a fundamental aspect of 

successful recovery. Individuals with high levels of “social capital,” indicating low levels 

of social problems and high levels of support, generally fare better than those with low 

levels when it comes to natural recovery, as they can rely on psychosocial resources to 

reach their drinking goals (43,44). Research on this topic shows that those with low overall 

levels of AUD severity, high levels of social capital, and abstinence-related goals have 

a higher chance of naturally recovering from problematic drinking. Moderated drinking 

can be achieved among those with lower levels of AUD severity and those who drink 

heavily but do not experience associated consequences (45). Low risk drinking outcomes are 

more consistently seen among untreated samples, potentially highlighting the lesser overall 

severity of these groups (37). However, it is widely accepted that those who are treated 

largely fare better than their untreated counterparts (46–48).

Another critical factor to consider for when individuals seek treatment is age. Studies 

recruiting individuals across a variety of settings generally show an inverted U function with 

respect to age and treatment seeking rates, with rates peaking around middle adulthood but 

declining in late adulthood (30,49–53). Adults aged 35–54 have the greatest likelihood of 

seeking treatment, while elderly individuals are the least likely (54,55). Young adults show 

low treatment seeking rates as well, despite reporting the highest rates of binge drinking 

and AUD (56). Further, the average age of treatment seeking participants in the COMBINE 

study was 44 years old (30). Recent data suggest that the elderly represent a growing 

proportion of patients being admitted to substance use treatment programs, particularly for 

alcohol use (57). This changing demographic suggests an increased need for AUD programs 

tailored for elderly individuals (e.g., integrated care). In brief, treatment seeking is highest 

among middle-aged adults and lowest among individuals in early and late adulthood.

Taken together, the literature converges to suggest a considerable time lag between the 

diagnosis of AUD and treatment seeking. One of the main reasons for that lag may be that 

many individuals do not feel that they need formal treatment, and instead rely on their own 

efforts to engage in behavior change. The extent to which perceiving a lack of need for 

treatment is better characterized as a treatment barrier, can be debated. Nonetheless, natural 

recovery is a feasible pathway for many individuals with AUD, although not all. For those 

who do seek treatment, there is substantial evidence that severity of AUD-related problems 

plays a role in identifying the necessity for and eventual utilization of formal treatment. 

Lastly, the literature largely shows a pattern by which middle-aged individuals show the 

highest rates of treatment seeking.

Who seeks treatment for AUD?

In this section, we consider a host of factors underlying the likelihood of accessing treatment 

services for AUD, including various demographic features, alcohol use severity, and mental 

health comorbidities.
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Gender—Findings show consistent differences in the proportion of men and women 

who utilize alcohol treatment services, such that women are less likely than men to seek 

treatment (49,54,58–62). Lifetime estimates of AUD treatment receipt is 23% for men and 

15% for women (54,63), with women having half the odds of utilizing any services (64). 

Interestingly, multivariate findings from NESARC-II show that among individuals with 

alcohol abuse, males were more likely to seek treatment (59) but among respondents with 

alcohol dependence, females were more likely (59). Women enrolled in treatment programs 

tend to show more severe functional consequences of AUD than men (62,63) as well as 

younger age, higher parental stress, and lower education and income (65). This suggests 

a “telescoping” effect in women, whereby they progress more quickly from problematic 

substance use to treatment utilization (66). Alternatively, it may be that women who seek 

treatment are among those more vulnerable to developing severe AUD, and more swiftly 

(62). Women with alcohol-related problems are more likely to report co-occurrence of 

psychiatric conditions, including mood disorders, personality disorders, and post-traumatic 

stress disorder (PTSD), which can contribute to the development of AUD (67–69). Women 

may be more likely to endorse other mental health symptoms and present for treatment to 

adress these symptoms, as opposed to problems with alcohol use, more readily than men. 

This trend may account for gender differences in treatment setting, such that women are 

more likely than men to seek treatment in primary care and mental health settings versus 

specialty substance use programs (60,64). Contrary to other findings, among AUD samples 

enrolled in laboratory studies, women were more likely to identify as treatment seeking (70). 

Overall, the literature indicates that there are gender disparities in treatment receipt, whereby 

women with AUD are less likely to seek treatment for AUD and receive specialty AUD 

treatment services than men.

Race and ethnicity—Research on this topic is limited but suggests that treatment 

utilization rates vary by race and ethnicity (51,58,71). Among Black and Latinx individuals, 

findings have been mixed and vary based on treatment setting (50,58,72), disorder severity 

(73), gender (58,73,74), and time to treatment entry (75). Among adults enrolled in 

residential treatment programs, White participants displayed quicker transitions from the 

start of problematic drinking to treatment entry (75), while Black participants reported 

longer windows. These disparities were not better accounted for by socioeconomic factors 

and have the potential to negatively affect long-term health outcomes (75). Consistent with 

findings on age and gender differences in treatment utilization rates, older Black women in 

particular may face substantial barriers to AUD treatment (58). Similarly, Latina and Black 

women had significantly lower service utilization rates than White women, but these same 

disparities were not apparent among Latino or Black men (74).

Black and Latinx respondents with higher levels of problem severity were less likely than 

White respondents to receive alcohol services (58,73) and were less likely to utilize services 

provided by health professionals (49,73). Data from primary care centers showed that 

being White was associated with a higher likelihood of receiving evidence-based treatment 

for AUD (50). Latinx individuals utilize specialty treatment services at very low rates, 

which may be particularly related to attitudes and subjective norms toward treatment 

(76). Contrastingly, immigrants were no less likely to seek alcohol treatment services 
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than U.S. natives, after controlling for alcohol use patterns (77). Finally, NESARC-II 

results demonstrate substantial racial disparities in treatment seeking rates among Native 

Americans, who are least likely to access AUD services (59). Altogether, understanding the 

impact of race and ethnicity on receipt of services warrants greater attention and will require 

a fine-grained approach considering quality of services, time to treatment entry, severity, 

gender, and social and cultural considerations.

AUD severity—Disorder severity is one of the most robust factors associated with seeking 

treatment for AUD (17,30,51,52,55,59,70,78,79). Early research on this topic suggests that 

one’s perceived severity of their drinking problem plays a key role in treatment entry and 

is associated with greater depressive levels, alcohol dependence symptoms, and negative life 

events (80). In an analysis of NESARC-II data, 19% of individuals with alcohol dependence 

and 5% of those with alcohol abuse sought treatment ten years after disorder onset (59). 

Treatment seeking rates similarly increase with greater AUD diagnosis severity, with rates 

for mild, moderate, and severe AUD being 3%, 5%, and 21%, respectively (17). Those on 

the mild end of the AUD spectrum may not perceive a need for specialized AUD treatment, 

as discussed in this review.

Taken together, among clinical research study participants, identifying as treatment seeking 

was associated with heavier drinking, longer duration of AUD, and greater craving and 

severity levels than identifying as non-treatment seeking (30,52,70). Thus, severity and 

problem recognition are consistently related to higher rates of alcohol treatment seeking, and 

efforts to engage individuals at earlier stages of AUD should be considered.

Mental health comorbidities—Mental health comorbidities are associated with 

increased rates of treatment seeking for AUD (54,55,78,81,82). Using machine learning 

to classify treatment versus non-treatment seekers with AUD, depressive symptomatology 

and comorbid substance dependence emerged as predictors of treatment seeking status 

(82). Similarly, college students are more likely to seek treatment if reporting comorbid 

depression or anxiety (81). Studies show that these comorbidities are associated with 

greater alcohol disorder severity (83,84), impairment, and suicidality (85). Thus, increased 

help-seeking among individuals with comorbid mental health disorders may be partially 

attributable to overall greater psychiatric impairment. For instance, treatment-seeking 

individuals with comorbid alcohol dependence and PTSD showed more severe presentations 

than those with alcohol dependence only (86). The temporal onset of SUDs versus other 

psychiatric disorders is not uniform and depends on several factors, including shared genetic 

or environmental vulnerability, substance-specific effects, and substance use as a coping 

mechanism (85).

Mental health disorders among adults with AUD are not only related to increased odds 

of treatment seeking for AUD, but also increased odds of mental health treatment seeking 

generally (78). Primary care and medical settings are increasingly leveraged to screen and 

refer for AUD (50,87) and this process is related to increased odds of subsequent SUD 

treatment in medical settings over self-help groups only (87). These results indicate that 

mental health comorbidities are associated with treatment seeking for AUD.
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The literature reviewed herein provides several indicators of who is most likely to seek 

treatment services for AUD, with severity emerging as the most robust predictor. Higher 

severity reflects more substance-related consequences and can increase an individual’s 

perceived need for treatment. Individuals in middle adulthood, men, and those with 

psychiatric comorbidities are more likely to seek treatment for AUD. Among racial and 

ethnic minority groups, although research is limited, several studies denote health disparities 

in treatment seeking, particularly in regard to access to and quality of care.

Why are so few people seeking treatment for AUD?

A large majority of individuals with AUD do not seek treatment or postpone pursuing 

treatment (88). To better understand the treatment seeking process, it is critical to consider 

the potential barriers to treatment utilization. This section is organized by two distinct 

subtypes of barriers: (a) person-related treatment barriers and (b) treatment-related barriers, 

as summarized in Figure 1.

Person-related barriers

Attitudes and beliefs—Estimates from the NESARC and NSDUH surveys suggest that 

fewer than 1 in 9 individuals with AUD perceive the need for treatment (89). Numerous 

studies using the AUDADIS to assess treatment barriers demonstrate that attitudinal barriers 

are among the most frequently endorsed (29,90). Commonly cited attitudes include the 

beliefs: “the problem will get better by itself” (91–93), “I should be strong enough to 

handle this alone” (50,94,95), and “my drinking isn’t serious enough” (94,95). This lack of 

perceived need can be mirrored in social networks and judicial systems, further reducing the 

likelihood of treatment seeking. The notion that treatment utilization changes depending on 

attitudes of self-reliance suggests that misconceptions about treatment are a critical target for 

intervention as a majority of individuals with AUD do not recover without treatment (54).

Stigma—Another important person-centered barrier is stigma. Adding to general mental 

health stigma, those with AUD may feel particularly stigmatized (96–98). In fact, a 

systematic review of population-based studies on public beliefs about mental health found 

that those suffering from AUD are held more responsible for their condition, are more likely 

to provoke negative reactions, and are at particular risk of being structurally discriminated 

against (96). Shifting viewpoints on the nature of AUD is not enough to reduce the stigma 

associated with the disease. Pescosolido and colleagues (99) found that public responses 

demonstrated increased support for medical treatment for AUD between 1996 and 2006, 

showing a growing acceptance of the neurobiological understanding of AUD. However, no 

significant decreases in public stigma were found, with a majority of the public remaining 

unwilling to work closely or socialize with a person with AUD (99). Public stigma 

represents an important barrier to treatment as public attitudes shape treatment utilization 

(100) as well as policy decisions, accessibility of services, and funding. Experiences of 

stigma may directly impact one’s own beliefs and attitudes toward treatment seeking for 

AUD, such that they preclude treatment seeking and impact the quality of treatment received 

(101,102). Internalization of stigmatizing experiences at the hands of colleagues, family 

members, friends, or even healthcare providers, may result in continued alignment with 
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substance-using culture, mistrust of service providers, and general reticence or unwillingness 

to access services (103).

Socioeconomic status—Socioeconomic status is associated with various barriers to 

treatment, such as stigma (104–106), perceived need for services (92,93), and access to 

care (94,107). An analysis of influential factors of alcohol treatment utilization using the 

1992 NLAES survey found that unemployment status and low education level serve as 

major barriers to treatment (108). Results from NESARC-I data showed the opposite, 

such that those with less education and lower income were significantly more likely to 

seek treatment (89,91). Thus, higher socioeconomic status may increase positive beliefs of 

self-reliance and reduce the likelihood of individuals viewing their drinking as problematic. 

Help-seeking behaviors are also shown to be stymied by stigma (109). This has been 

especially salient among pregnant women, ethnic/racial minorities, young people, military 

and health professionals, and various other identities (104).

Central to understanding barriers to treatment seeking, the AUDADIS poses the following 

question: “Was there ever a time when you thought you should see a doctor, counselor, 

or other health professional or seek any other help for your drinking, but you didn’t go?.” 

Table 2 outlines various responses to this question (i.e., reasons for not seeking treatment). 

These barriers highlight ambivalence toward potential treatment outcomes, both based on 

prior experience and lack of understanding of what treatment may entail. The AUDADIS 

further highlights general ambivalence toward behavior change itself. In sum, understanding 

the multifaceted nature of person-related barriers to treatment-seeking for AUD represents a 

critical step toward mitigating those barriers and ultimately increasing service utilization.

Treatment-related barriers

Lack of treatment knowledge and options—Both patients and providers can show a 

lack of knowledge surrounding the range and content of treatment options, and providers 

may also have limited training in how to identify problematic use and a patient’s 

need for treatment. At the patient level, lacking an understanding of AUD treatment is 

frequently endorsed as a barrier to seeking care. Numerous studies show that individuals 

are often unaware of the breadth of treatment options and what treatment entails (110–

112). Research shows that lack of access to specialty substance use treatment may 

serve as a barrier to provider referral and prevent individuals from receiving AUD care 

(113). Moreover, pharmacotherapies are widely underutilized, largely due to little direct-to-

consumer advertising, patient hesitation, affordability, and provider concerns over efficacy 

and side effects (89,114).

Mismatch between patients’ drinking goals and required treatment outcomes can pose a 

barrier to treatment utilization. Abstinence continues to be the dominant approach to alcohol 

treatment. However, there is growing evidence that abstinence as the primary treatment 

outcome poses limitations to engagement, as it fails to enlist individuals with non-abstinence 

goals (115–118). Abstinence programs may too narrowly focus on drinking cessation and 

fail to fully address associated problems of living. While non-abstinent treatment strategies 

have shown comparable efficacy to standard abstinence-based treatment models in reducing 
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alcohol consumption and alcohol-related consequences (119,120), they carry the added 

benefit of reaching individuals with wider variety of drinking goals, a powerful predictor of 

treatment outcomes (121,122). Therefore, the field has been prompted to consider alternative 

clinical outcomes, such as low risk drinking, and more flexible and responsive treatment 

options. Researchers also emphasize the need for treatment options that are readily available 

(e.g., same-day appointments for evaluations), are integrated with primary care and mental 

health services, focus on the social determinants of health, and proactively counteract stigma 

(113,123,124). These more responsive and opportunistic treatments may be particularly 

important to engage individuals with lower AUD severity and minoritized populations. 

Therefore, implementing more responsive treatment options and increasing public education 

on the variety of treatments available and range of attainable drinking goals may attract more 

individuals to AUD care.

The lack of knowledge surrounding AUD treatments and discomfort with discussing 

substance use occurs at the provider level as well. Evidence shows that screening and 

brief intervention programs are strongly associated with increased treatment engagement 

(87,125); however, these services are often underutilized in healthcare settings. Data from 

NSDUH surveys revealed that the prevalence of screening for alcohol problems was only 

52.5% among individuals with AUD, and the delivery of brief interventions was even lower, 

at 13.5% (87). Despite widespread efforts to increase these services in health care settings 

(e.g., Screening, Brief Intervention, and Referral to Treatment (SBIRT)) (126), there is 

still low implementation. Providers overwhelmingly agree that substance use screening in 

primary care has value, but they cite numerous implementation barriers, including limited 

provider knowledge, insufficient training, time constraints, and limited options for treatment 

referral (113,127–129).

Cost of treatment—Cost is a significant deterrent to treatment utilization. Examples of 

financial concerns preventing treatment seeking, as identified on the AUDADIS, include 

“wanted to go, but health insurance didn’t cover,” “couldn’t afford to pay the bill,” and “was 

afraid I would lose my job” (29). Sareen and colleagues (92) were the first to systematically 

demonstrate that low-income respondents in the U.S. are more likely to report financial 

barriers to mental health services (92). These results are consistent with previous work 

demonstrating that individuals in the U.S. are more likely to cite financial barriers to 

treatment (130). In response, the U.S. government passed the Mental Health Parity and 

Addiction Equity Act of 2008, which requires insurance to offer coverage for mental health 

and addiction services in a comparable manner to medical services. This enactment of law 

lessened the burden of mental health care costs on individuals; however, significant barriers 

to healthcare utilization remain for those who are uninsured (54,131,132). Individuals aged 

19–24 are the least likely to be insured, which may explain, in part, the low AUD treatment 

utilization among this age group (54). Nevertheless, recent work to increase the availability 

of public entitlements and government funding for AUD treatment has improved access to 

care for those without health insurance (133).

In sum, there are several potential explanations as to why so few people seek treatment. 

Person-related barriers (i.e., attitudinal beliefs and stigma) are among the most commonly 

cited reasons for not seeking treatment and further work is needed to change public 
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misconceptions about AUD, which in turn may improve rates of treatment utilization. 

Treatment-related barriers are important to consider and provide insight into structural 

issues diminishing treatment seeking. Efforts to enhance problem recognition among both 

patients and providers, as well as expanding the breadth of accessible treatment options, are 

warranted.

Conclusions

This qualitative literature review focuses on treatment seeking patterns for AUD, 

including its definition, prevalence, correlates, timing, and perceived barriers. Results from 

epidemiological studies show a rather stable, or slightly increasing, prevalence of AUD over 

the years. In contrast, rates of treatment seeking have not only been consistently low, but 

have also decreased modestly over time, with some estimates suggesting that less than 10% 

of individuals with current AUD will seek treatment over their lifetime (9,10). In regard 

to lifetime prevalence, rates of treatment seeking across various epidemiological surveys 

remain generally consistent, while past-year treatment seeking rates vary more widely. 

While the reasons for such variability remain opaque, it is fair to say that perceived barriers 

to treatment seeking explain a large portion of the low treatment-seeking rates for AUD 

observed across multiple epidemiological surveys and instruments.

The definition of treatment for AUD in the literature remains broad and includes 12-

step groups, religious counseling, rehabilitation programs, consultation with doctors or 

counselors (28). Despite this broad spectrum, the conclusion remains that only a small 

percentage of individuals with current AUD seek treatment. A sizable portion of individuals 

may engage their own motivation and behavioral strategies to reduce their alcohol use, or 

abstain completely, without seeking formal treatment. Natural recovery represents a feasible 

pathway to recovery for many, but not all. That is especially true for those with higher levels 

of severity, who typically require formal treatment to reach recovery. Despite the episodic 

nature of AUD and the fact that individuals may recover without formal treatment, many 

questions about treatment seeking patterns remain.

This review examined temporal patterns as to “when” individuals may seek treatment. 

Results suggest a lag of approximately 10 years between the first onset of AUD and the 

decision to seek formal treatment (12). Regarding “who” is most likely to seek treatment, 

the literature suggests that men are more likely to seek treatment than women (49,54,58–62), 

along with individuals with more severe AUD presentations (17,30,51,52,55,59,70,78,79). 

Some health disparities are noted in regard to “who” seeks treatment, with minority groups 

facing delays to treatment and receiving lower quality care. A key question is then “why” 

individuals do not seek treatment. In simple terms, the literature and clinical lore agree 

that most individuals do not seek treatment because they do not perceive the need for it 

(29). In addition to beliefs and attitudes that preclude treatment seeking, stigma also plays 

a significant role in reducing the likelihood of seeking services (96–98). Structural factors 

were also discussed as reasons why individuals may not receive alcohol treatment, including 

lack of patient (89,110–112) and provider (87,127–129) knowledge about treatment options, 

lack of flexible and opportunistic treatment options, socioeconomic status (104–106), and 

treatment costs (29,92,130).
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Upon taking a comprehensive approach to the question of treatment seeking patterns, we 

arrived at a number of opportunities to address the surprisingly low rates of treatment 

seeking (summarized in Table 3). Perhaps the most important recognition is that once 

individuals perceive a value in treatment, they may be more likely to seek it (134). 

Education of consumers and providers about identification of hazardous drinking levels 

and AUD treatment options is clearly an important scientific and health services goal. 

Enhancing the value of treatment, supporting patients’ harm-reduction goals, and reducing 

stigma associated with treatment may remove some of the person-level barriers identified 

herein. Many patients may want to address their drinking, yet do not subscribe to an 

abstinence-only model of treatment (117,118). Hence, a broader conception of recovery 

and an openness to controlled drinking has great potential to remove person-level barriers. 

Furthermore, structural barriers such as treatment cost and the lack of information about 

treatment resources can also be targeted. Notably, AUD treatment is most often happening 

at the more severe stages of the disorder. One can debate about whether this means that 

the definition of the disorder is itself too broad, or that by treating individuals at very 

high levels of severity, the clinical outcomes are less favorable. Identifying and treating 

individuals at earlier stages may improve clinical outcomes. For example, programs such as 

SBIRT have been implemented in community settings, emergency departments, and primary 

care and are effective at extending clinical care across the AUD-severity spectrum (126). 

As such, the field should strive to enhance accessible and early interventions, as timely 

treatment can reduce the burden of negative alcohol-related outcomes. Mental health clinics 

represent an important setting for alcohol screening and intervention, especially for women, 

as individuals with comorbid psychiatric conditions are more likely to be treatment seeking.

Another salient consideration is the very definition of recovery. Defining what constitutes 

successful recovery from AUD has been an area of continued investigation and of great 

importance to alcohol researchers and to NIAAA (37,135). Recently, NIAAA proposed a 

definition of recovery as a process by which an individual is able to not only reach remission 

from AUD, but also cease to engage in heavy drinking (i.e., no more than 14 standard drinks 

per week or 4 drinks on a single day for men and no more than 7 drinks per week or 3 

drinks on a single day for women), and that these changes are sustained over time. Further, 

NIAAA acknowledges that recovery from AUD is often marked by important functional 

improvements in alcohol-related social, medical, and psychological sequelae, along with 

overall quality of life (116,120,136).

In closing, the issue of treatment seeking for AUD is complex. This review identifies 

tangible ways in which the low treatment seeking rates represent a confluence of factors 

including societal and individual-level beliefs about substance use and treatment, consumer 

and provider education, and structural barriers. Looking beyond the low treatment seeking 

rates, and into the factors that have maintained these rates for decades, clinical researchers 

can more readily identify opportunities to improve the landscape of AUD treatments 

and to reduce its burden to individuals, families, and communities. To that end, it is 

imperative to address a host of barriers to treatment engagement including but not limited 

to, patient education about treatment resources, early and responsive interventions, adoption 

of evidence-based treatments that include both pharmacotherapy and psychotherapy, and 

treatments that recognize non-abstinence goals as viable and health-enhancing. Until the 
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treatment landscape is updated to adequately meet the needs and goals of the individuals 

struggling with AUD and to provide them with evidence-based care, reluctance to engage in 

treatment is likely to remain high. On the other hand, a treatment landscape that includes a 

variety of evidence-based psychotherapies and pharmacotherapies as well as flexible modes 

of treatment delivery, holds great promise to engage a wider range of individuals with AUD 

and to reduce the substantial burden of disease associated with this chronic and debilitating 

disorder.
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Figure 1. 
Commonly reported barriers to alcohol use disorder (AUD) treatment-seeking. The degree 

to which each barrier contributes to the low AUD treatment-seeking rates remains unknown 

and the proportions presented in this figure are for illustrative purposes only.
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Table 3.

Recommendations to address perceived barriers to treatment seeking.

Identified Barrier Recommendations for Change

Do not perceive the need for treatment for AUD Make treatments more engaging and appealing to consumers across a wide range of 
AUD stages

Do not subscribe to abstinence as a treatment goal Engage patients across a range of health-enhancing drinking changes and goals, 
including conditional abstinence and controlled drinking

Do not know what treatment entails and has an outdated 
view that it is detoxification-focused

Update the landscape of AUD treatment by educating consumers about a range of 
treatment options in the outpatient levels of care and across a range of treatment 
goals

Do not have access to evidence-based treatments 
including pharmacotherapy and evidence-based 
psychotherapy

Incentivize providers in various settings to deliver evidence-based practices, 
including requirements for the reimbursement of care

Do not support the use of pharmacotherapies for relapse 
prevention

Educate consumers and providers about pharmacotherapy as an evidence-based 
practice, incentivize the delivery of evidence-based pharmacotherapy for AUD
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