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Asubstantial number of Ameri-
cans suffer from a mental
health or substance use disor-

der, and a large proportion have co-
morbid disorders. Nearly 50 percent
of respondents to the National Co-
morbidity Survey (NCS) reported at
least one lifetime psychiatric disorder,
and close to 30 percent reported at
least one disorder in the previous year

(1). An estimated 79 percent of the
NCS respondents who reported a
lifetime disorder reported co-occur-
ring disorders—either co-occurring
mental disorders or a mental disorder
and a co-occurring substance use dis-
order (1). Substance abuse or de-
pendence is often associated with
mood or anxiety disorders (2–7).

The literature also suggests sub-

stantial barriers to mental health or
substance abuse treatment (2,8,9).
The National Institute of Mental
Health Epidemiologic Catchment
Area (NIMH-ECA) study found that
84 percent of persons with a six-
month psychiatric disorder had not
received treatment from general
medical or mental health care
providers during the previous six
months (8). Similarly, the NCS re-
ported that about 83 percent of per-
sons with a past-year disorder re-
ceived no mental health or substance
abuse services from either general
medical or mental health care
providers in the previous year (10). 

Persons with panic disorder are the
most likely to receive mental health
services, and those with substance
use disorders or phobias are the least
likely to receive services (10–12). Of
persons with substance dependence,
greater use of mental health services
was noted among those with drug de-
pendence than among those with al-
cohol dependence (10). The co-oc-
currence of mental health and sub-
stance use disorders has been report-
ed to increase rates of use of mental
health services (2–4,9,13).    

Population-based studies have
tended to focus on the use of mental
health services among persons with a
psychiatric diagnosis. In this study, we
capitalized on data from a recent na-
tional survey to determine population
estimates of co-occurring mental syn-
dromes and substance use problems
and the use of substance abuse servic-
es and to examine correlates of serv-
ice use. We were particularly interest-
ed in the extent to which the co-oc-
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Asians and Pacific Islanders, college graduates, persons employed full-
time, persons who abused alcohol only, and persons with substance use
problems who reported no coexisting mental syndromes. Conclusions:
The rate of help seeking among persons with alcohol use problems is
low, which is a public health concern. (Psychiatric Services 54:
363–369, 2003)



currence of mental syndromes and
substance use problems was associat-
ed with the use of substance abuse
services. 

Methods 
Sample
Data for the study were drawn from
the 1997 National Household Survey
on Drug Abuse (NHSDA) (14). The
NHSDA is designed primarily to pro-
vide national estimates of the use of il-
licit drugs, alcohol, and tobacco by the
U.S. civilian, noninstitutionalized pop-
ulation. Targeted populations include
household residents, residents of non-
institutional group residences—for ex-
ample, college dormitories, group
homes, homeless shelters, and room-
ing houses—and civilians dwelling on
military installations (15).

Persons aged 12 years or older
were selected for participation in the
1997 survey on the basis of multistage
area probability sampling. A total of
24,505 individuals completed one-
hour interviews in their homes, which
represented a response rate of 78 per-
cent. Other details of the survey de-
sign and data collection procedures
are reported elsewhere (14). Our
study focused on adults (persons aged
18 years or older) (unweighted
N=16,661), because the 1997 NHS-
DA did not include mental health
questions in the instrument adminis-
tered to adolescents.

Definitions of variables
We examined past-year prevalence of
substance use problems, mental syn-
dromes, and use of both mental
health and substance abuse services.
Of the seven criteria for substance
dependence specified by DSM-IV
(16), six were assessed in the 1997
NHSDA: tolerance; using a given
substance in larger amounts than in-
tended; inability to cut down on or
stop using the substance; spending a
great deal of time getting the sub-
stance; reducing important social, oc-
cupational, or recreational activity be-
cause of substance use; and manifest-
ing health or psychological problems
because of substance use.

In this article, the term “alcohol use
problems” means meeting one or
more of six DSM-IV alcohol depend-
ence criteria in the past year. “Drug

use problems” means meeting one or
more of six DSM-IV drug depend-
ence criteria resulting from the non-
medical use of any of the following
drugs in the previous year: cocaine or
crack, marijuana, inhalants, heroin,
hallucinogens, pain relievers, stimu-
lants, and pain relievers. 

The 1997 NHSDA assessed the
presence of four mental syndromes in
the previous year: depression, panic
attack, agoraphobia, and generalized
anxiety syndrome (17,18). Definitions
for each self-reported disorder were
designed to operationalize the criteria
from the DSM-III-R diagnosis (17).
In brief, depression was measured by
using 27 items that asked respondents
to report whether they felt either sad
or depressed or experienced a loss of
interest or pleasure in all or almost all
activities for most of the day over a
two-week period. Panic attack (eight
items) was defined as a discrete
episode of intense fear or discomfort
with at least four accompanying
symptoms. Agoraphobia (seven
items) was defined as unreasonably
strong fears about being in places or
situations in which most people
would not be afraid. Generalized anx-
iety syndrome (11 items) was defined
as having unrealistic or excessive anx-
iety about two or more life circum-
stances for at least six months.

Substance abuse service use was
defined broadly as receipt of any serv-
ice for alcohol or illicit drug use at any
location in the previous year—in a
hospital, drug or alcohol rehabilita-
tion facility, mental health center or
facility, private doctor’s office, prison
or jail, or self-help group. Mental
health service use was defined nar-
rowly as receipt of treatment in the
previous year for psychological or
emotional problems at a mental
health clinic, in a hospital, or by a
mental health professional in an out-
patient setting.

Social and demographic variables
studied included gender, race or eth-
nicity, age, education, employment
status, and marital status. Four cate-
gories of employment status were de-
fined (14): full-time, (at least 35 hours
a week), part-time (fewer than 35
hours a week), unemployed, and oth-
er (for persons who were retired, dis-
abled, homemakers, or students). 

Data analyses
Because the study data were obtained
through a multistage probability sam-
pling design, SUDAAN software (19),
which applies a Taylor series lin-
earization method to account for
complex design features of the NHS-
DA, was used for weighted statistical
analyses. Weighted estimates of men-
tal syndromes and substance use
problems were based on the entire
sample of 16,661 adult respondents.
Estimates of substance abuse service
use were based on a subsample of
3,474 respondents who reported at
least one DSM-IV alcohol or drug use
problem in the previous year. Odds
ratios were used to describe corre-
lates of this population and to denote
the relative odds of service use as a
function of the covariates examined
in the model. 

Results
The demographic characteristics of
the 16,661 adults in the 1997 NHS-
DA sample are summarized in Table
1. Prevalence estimates of mental
syndromes and substance use prob-
lems are given in Table 2. Approxi-
mately 15 percent of all adults report-
ed at least one alcohol use problem,
and 4 percent reported at least one
drug use problem. Altogether, 3,474
(17 percent) reported at least one al-
cohol or drug use problem in the year
before the survey. Close to 2 percent
of the respondents—or 6 percent of
those who had at least one alcohol or
drug use problem—reported receiv-
ing any substance abuse service for
their use of alcohol or illicit drugs in
any setting in the previous year. Only
.8 percent of those with no substance
use problems received such services
in the previous year.

Overall, 1,929 respondents (11 per-
cent) reported at least one of the four
mental syndromes in the previous
year. The syndrome with the highest
prevalence was depression (8 per-
cent). Close to 5 percent of all re-
spondents, or 23 percent of those
with at least one mental syndrome,
reported receiving treatment from
specialty sectors for mental health
problems in the previous year.

One-year prevalence estimates of
mental syndrome by substance use
status are shown in Table 3. Signifi-
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cantly higher rates of mental syn-
dromes were noted among persons
who reported any substance use
problems than among those who re-
ported no problems; those who re-
ported at least three substance use
problems were particularly likely to
report a mental syndrome. For exam-
ple, 10 percent of persons with no al-
cohol use problem reported having at
least one mental syndrome, com-
pared with almost 19 percent of those
with at least three alcohol use prob-
lems. Similarly, one in ten persons
with no use drug use problems re-
ported having at least one mental syn-
drome, compared with about three in
ten who had at least three drug use
problems.

Prevalence estimates of substance

abuse service use among adults with
at least one alcohol or drug use prob-
lem are given in Table 4. Significant
bivariate associations were observed
between use of substance abuse serv-
ices and each of the variables related
to alcohol or illicit drug use problems,
mental syndromes, and past-year use
of mental health services. Persons
who reported three or more drug use
problems were much more likely to
use substance abuse services than
those who reported fewer or no prob-
lems. A very low prevalence of service
use (3 percent) was noted for respon-
dents who reported having alcohol
use problems only.

The co-occurrence of mental syn-
dromes and substance use problems
proved to be highly associated with
help-seeking behavior; 13 percent of
substance-abusing respondents who
reported depression used substance
abuse treatment services, compared
with 5 percent who did not report de-
pression. Similarly, co-occurring pan-
ic attack and the presence of general-
ized anxiety syndrome and agorapho-
bia were each strongly associated with
higher rates of substance abuse serv-
ice use among substance-abusing per-
sons. The number of mental syn-
dromes reported by individual re-
spondents was also strongly associat-
ed with use of substance abuse servic-
es. In addition, persons with sub-
stance abuse who recently received
treatment for mental health problems
were much more likely to use sub-
stance abuse services during the same
one-year period.

The final logistic regression model
assessed whether the association be-
tween use of substance abuse treat-
ment services and mental health and
substance use variables was inde-
pendent of demographic characteris-
tics. The results are summarized in
Table 5. The model included signifi-
cant correlates found in the bivariate
analysis—race or ethnicity, educa-
tional level, employment status, and
marital status—as well as age, gender,
alcohol or drug use problems, mental
syndromes, and use of mental health
services. 

This adjusted model showed that
men were twice as likely as women to
seek services. Compared with white
persons, American Indians and Alas-

ka Natives were much more likely
and Asians and Pacific Islanders were
much less likely to use substance
abuse services. Level of education
was strongly and inversely associated
with service use. Persons with sub-
stance use problems who worked full-
time were much less likely to use
services than those who did not work
full-time. Neither age nor marital sta-
tus was related to service use.

With statistical adjustment for
these specified demographic charac-
teristics, the reported number of
drug use problems (but not alcohol
use problems) was strongly associat-
ed with service use. Again, recent
use of mental health services was
strongly associated with use of sub-
stance abuse services. Persons who
reported one coexisting mental syn-
drome were about two times as like-
ly to seek substance abuse services as
those who did not report a coexisting
syndrome. 

PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � March 2003   Vol. 54   No. 3 336655

TTaabbllee  11

Social and demographic characteris-
tics of all adults in the 1997 National
Household Survey on Drug Abuse
(unweighted N=16,661)

Weighted 
Characteristic percentage

Age in years
18 to 25 14.3
26 to 34 18.2
35 to 49 31.5
Over 50 36.0

Gender
Male 47.8
Female 52.2

Race or ethnicity
Non-Hispanic white 75.4
Non-Hispanic black 10.9
Hispanic 9.6
Asian or Pacific Islander 3.4
American Indian or 

Alaska Native .7
Education

Less than high school 18.9
High school graduate 33.7
Some college 23.7
College graduate 23.8

Current employment
Full-time, working up 

to 35 hours per week 53.2
Part-time, working less 

than 35 hours per week 10.9
Unemployed or laid off 4.4
Othera 31.5

Marital status
Never married 21.5
Separated, divorced, 

or widowed 17.1
Currently married 61.4

a Retirees, disabled persons, homemakers, or
students

TTaabbllee  22

One-year prevalence estimates of sub-
stance use and mental health prob-
lems among adults in the 1997 Nation-
al Household Survey on Drug Abuse
(unweighted N=16,661)

Variable Weighted % SE

Number of alcohol 
use problems

None 85.1 .58
One 7.0 .44
Two 3.3 .24
Three or more 4.7 .31

Number of drug 
use problems

None 95.8 .29
One 1.4 .16
Two .9 .12
Three or more 2.0 .20

Any alcohol or drug 
use problem 16.6 .6

Depression
Yes 7.9 .49
No 92.1 .49

Panic attack
Yes 3.0 .30
No 97.0 .30

Generalized anxiety 
syndrome

Yes 2.1 .21
No 97.9 .21

Agoraphobia
Yes 1.8 .19
No 98.2 .19

Any mental syndrome 11.1 .59



Discussion and conclusions
We examined the co-occurring men-
tal syndromes and substance use
problems and factors related to the
use of substance abuse treatment
services in a national sample of adults.
We found that 9 percent and 4 per-
cent reported at least one DSM-IV al-
cohol or drug use problem, respec-
tively, in the previous year. Overall, 11
percent of the respondents reported
at least one of the four NHSDA-spec-
ified mental syndromes in the previ-
ous year—depression, panic attack,
agoraphobia, or generalized anxiety
syndrome. Approximately one-third
of respondents who had at least three
drug use problems also reported at
least one mental syndrome during a
one-year period. Almost one-fifth of
respondents who had at least three al-
cohol use problems also reported at
least one mental syndrome.

The use of substance abuse treat-
ment services among persons with
one or more coexisting mental syn-
dromes was estimated at 16 percent,
whereas only 4 percent of those with-
out a coexisting mental syndrome re-
ceived services. Adjusted logistic re-
gression analyses of data from respon-
dents who reported at least one alco-
hol or drug use problem indicated
that the use of substance abuse treat-
ment services was associated with the
presence of drug use problems (but
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One-year prevalence estimates of mental syndromes among adults by substance use status in the 1997 National Household
Survey on Drug Abusea

Two or more 
Any mental health syndrome One mental health syndrome mental syndromes

Substance use problems Row % SE Row % SE Row % SE

Number of alcohol use problems
None 10.4 .65 7.9 .54 2.6 .26
One 12.0 1.37 8.6 1.19 3.5 1.13
Two 14.0 3.05 11.4 3.05 2.6 .64
Three or more 18.6 2.38 13.5 2.07 5.1 1.26

Number of drug use problems
None 10.4 .58 7.9 .48 2.5 .24
One 18.8 3.48 13.5 3.38 5.3 1.93
Two 29.0 6.04 21.9 6.27 7.3 2.76
Three or more 31.4 3.50 19.3 2.39 12.1 2.83

Any alcohol or drug use problem
No 10.0 .64 7.6 .54 2.4 .25
Yes 16.4 1.13 11.7 1.00 4.7 .59

a Four mental syndromes were assessed: depression, panic attack, agoraphobia, and generalized anxiety syndrome. The results of chi square tests for
each pair of mental syndrome and substance use status were significant.

TTaabbllee  44

One-year prevalence estimates of substance abuse service use among adults with
at least one alcohol or drug use problem in the 1997 National Household Survey
on Drug Abuse (unweighted N=3,474)

Substance
abuse service Unadjusted

Variable use (row %) odds ratio 95% CI p

Number of alcohol use problems
One 3.0 .27 .13–.59 .001
Two 3.1 .28 .12–.68 .005
Three 10.0 .98 .55–1.76 ns
None (that is, at least one 

drug use problem) 10.2 1.00
Number of drug use problems

One 2.3 .69 .24–2.02 ns
Two 10.6 3.47 1.36–8.87 .009
Three 21.3 7.98 4.93–12.61 <.001
None (that is, at least one 

alcohol use problem) 3.3 1.00
Depression

Yes 12.8 2.88 1.64–5.05 <.001
No 4.8 1.00

Panic attack
Yes 17.9 4.08 2.00–8.34 <.001
No 5.1 1.00

Generalized anxiety syndrome
Yes 17.7 3.82 1.75–8.34 <.001
No 5.3 1.00

Agoraphobia
Yes 21.4 4.84 1.45–16.21 .011
No 5.3 1.00

Number of mental syndromes
One 11.3 2.82 1.48–5.36 .002
Two or more 17.6 4.74 1.87–12.01 .001
None 4.3 1.00

Use of mental health services
Yes 17.6 4.38 2.40–8.01 <.001
No 4.7 1.00



not alcohol use problems), coexisting
mental syndromes, and recent use of
mental health treatment services.  

The study design had some limita-
tions. First, the NHSDA uses a cross-
sectional design, so causality cannot
be inferred. Our analyses were based
on self-reported data, which may be
affected by recall bias, memory er-
rors, and respondents’ reluctance to
answer sensitive questions. Both
mental health and substance use
problems may have been underre-
ported. Second, the sampling frame
of the NHSDA is limited to civilian,
noninstitutionalized persons. Higher
rates of drug use have been observed
among homeless persons and individ-
uals living in institutional group quar-
ters (20). 

Third, assessments of self-reported
mental syndromes were restricted to
the four syndromes specified in the
NHSDA. Fourth, the lack of assess-
ments related to the withdrawal crite-
rion for substance dependence is like-
ly to have underestimated substance
use problems, particularly the preva-
lence of alcohol dependence—that is,
persons who reported three or more
symptoms of dependence. Although
withdrawal is one of the specified cri-
teria for the DSM-IV diagnosis of al-
cohol dependence, the diagnosis of
marijuana dependence does not spec-
ify the presence of withdrawal (16),
the most common illicit drug of de-
pendence in the general population
(21). Nevertheless, our focus on self-
reported substance use problems as
defined by DSM-IV may have missed
some persons with substance use
problems who needed services but
who reported no problem, perhaps
denying that they had a substance use
problem or believing that their sub-
stance use was under control (22).

Finally, the survey questions that
tapped use of substance abuse treat-
ment services cast a much wider net
than those that assessed mental
health treatment. For example, sub-
stance abuse services included self-
help groups, such as Alcoholics
Anonymous, and other social servic-
es, whereas mental health services
were restricted to services delivered
by specialty providers. Because of this
broad definition of substance abuse
services, our estimates of substance

abuse service use are based on adults
who reported one or more alcohol or
drug use problems. Our analyses
might also have identified some sub-
groups who did not perceive the need
for such services. Nevertheless, these
estimates of co-occurrence represent
an advance over those based on clini-

cal samples, which may yield inflated
estimates given that persons who
have multiple ailments are more like-
ly to seek treatment (23). 

Perhaps the most salient finding of
this study concerns the proportion of
adults in the general population who
reported at least one DSM-IV sub-
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Adjusted odds ratios in the final multiple logistic regression model of substance
abuse service use among adults with at least one alcohol or drug use problem (un-
weighted N=3,474) 

Adjusted 
Variable odds ratio 95% CI p

Age in years
18 to 25 .53 .15–1.91 ns
26 to 34 1.49 .55–4.02 ns
35 to 49 2.28 .78–6.69 ns
50 or older 1.00

Gender
Male 1.73 1.02–2.92 .042
Female 1.00

Race or ethnicity
Non-Hispanic black .73 .33–1.59 ns
Hispanic .59 .27–1.30 ns
American Indian or Alaska Native 4.74 1.88–11.98 .001
Asian or Pacific Islander .28 .11–.70 .007
Non-Hispanic white 1.00

Education
Less than high school 5.93 2.01–17.49 .001
High school graduate 3.03 1.18–7.74 .021
Some college 2.97 .93–9.46 ns
College graduate 1.00

Employment
Full-time .43 .19–.96 .039
Part-time 1.04 .40–2.71 ns
Unemployed 1.47 .62–3.48 ns
Othera 1.00

Marital status
Never married 1.90 .93–3.88 ns
Separated, divorced, or widowed 1.50 .69–3.26 ns
Currently married 1.00

Number of past-year drug use problems
One .56 .16–1.95 ns
Two 2.65 1.05–6.68 .039
Three or more 5.28 2.95–9.45 <.001
None (that is, at least one alcohol 

use problem) 1.00
Number of past-year alcohol use problems

One .99 .33–2.98 ns
Two 1.08 .37–3.14 ns
Three or more 1.91 .83–4.39 ns
None (that is, at least one drug

use problem) 1.00
Number of past-year mental 
syndromes

One 1.86 1.01–3.43 .046
Two or more 1.38 .49–3.92 ns
None 1.00

Past-year use of mental health services
Yes 3.21 1.64–6.31 <.001
No 1.00

a Retirees, disabled persons, homemakers, or students



stance use problem—almost one in
six—and the very small number of
them who received any substance
abuse service. This finding must be
tempered with the recognition that
the presence of a solitary problem
may not constitute sufficient reason
for seeking help. On the other hand,
the definition of substance abuse
services as operationalized by the
NHSDA is sufficiently wide to cap-
ture a variety of nonclinical settings,
including self-help groups.

This finding thus speaks convinc-
ingly to the need for primary health
care providers or family physicians to
conduct routine screenings for sub-
stance use problems, to make refer-
rals to prevention or treatment spe-
cialists as appropriate, and to follow
up on these referrals and their effects
on subsequent visits. The finding also
suggests that purchasers of health
services in the public and private sec-
tors who are truly interested in the
well-being of those covered by their
policies should induce the managed
care organizations with which they do
business to support these practices.

Our results also indicate that some
subgroups may need substance abuse
services but not receive them, includ-
ing women, Asians and Pacific Is-
landers, college graduates, persons
who are employed full-time, persons
with alcohol abuse only, and persons
with substance abuse who report no
coexisting mental syndromes. These
findings suggest that these subgroups
should be targeted by prevention spe-
cialists’ outreach efforts. More re-
search is needed to examine the na-
ture and extent of barriers to sub-
stance abuse treatment.

Also of interest is the much lower
use of substance abuse services by
substance abusers who did not report
a mental syndrome or use of mental
health services. This finding, which is
similar to that reported by the
NIMH-ECA (3) and others (9,24),
suggests that help-seeking behavior
may be less stigmatized for persons
with mental health syndromes than
for those with substance use prob-
lems alone. It is also possible that,
relative to substance abuse services,
mental health services are more avail-
able or more easily reimbursed. We
may also conjecture that persons with

a dual diagnosis may be more in need
of services than those with a sub-
stance use disorder alone, because
their substance abuse may be more
severe or may be exacerbated by
mental illness (25).

It is also possible that persons with
substance use problems who seek or
receive services are—or become—
more aware of their mental health
problems and thus are more likely to
report them retrospectively. If this
hypothesis is correct, receipt of sub-
stance abuse services may tend to
generate a dual diagnosis even among
persons with discrete substance use
or mental disorders (26). Of course,
outside of a prospective study, the
causal relationships between sub-
stance use and mental health prob-
lems and the processes by which an
understanding of one may lead to
recognition of the other cannot be
disentangled (26).   

Overall, our findings indicate that
the severity of substance use prob-
lems plays a significant role in help
seeking. It appears that many persons
with substance use problems received
no help until multiple substance use
or other mental health problems af-
fected their daily life. Delaying help
seeking might have a negative impact
on the course of substance abuse or
might lead to the development or ex-
acerbation of a comorbid mental dis-
order and increase health care costs.
If behavioral health care systems
were designed to increase access to
early prevention and treatment inter-
ventions for persons with substance
use problems, the rate of comorbidity
and the cost of treating problems re-
lated to substance use might be lower. 

The results of this study have sever-
al additional implications. First, the
nature and pathways to use of alcohol
treatment services deserve more fo-
cused investigation. Although alcohol
use problems are more prevalent
than other drug use problems, per-
sons with an alcohol use problem
alone were not likely to use substance
abuse services. Because of societal
sanctions and cultural norms of alco-
hol use, some adults with alcohol use
problems might not perceive their al-
cohol use behaviors as problematic.
Studies need to identify factors that
enhance or impede the likelihood of

service use, particularly among the
underserved populations we identi-
fied. Some of these factors may be re-
lated to specific cultural or gender is-
sues, whereas others may be linked to
perceived stigma, attitudes toward
treatment services, service availabili-
ty, costs, and accessibility.

Second, primary health care and
prevention providers should also be
aware that persons with substance
use problems who do not also report
or manifest mental problems may be
less visible and thus more likely to be
undetected and underserved. Prima-
ry health care providers should be
trained to detect substance use prob-
lems and refer patients with these
problems to appropriate services. Fi-
nally, our findings suggest the need to
develop and implement strategies to
increase the use of treatment services
among persons with substance use
problems. �
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