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ABSTRACT

Aim: We examined prevalence and factors associated with receiving perceived helpful alcohol use disorder (AUD)
treatment, and persistence in help-seeking after earlier unhelpful treatment.

Methods: Data came from 27 community epidemiologic surveys of adults in 24 countries using the World Health
Organization World Mental Health surveys (n = 93,843). Participants with a lifetime history of treated AUD were
asked if they ever received helpful AUD treatment, and how many professionals they had talked to up to and
including the first time they received helpful treatment (or how many ever, if they had not received helpful
treatment).

Results: 11.8% of respondents with lifetime AUD reported ever obtaining treatment (n = 9378); of these, 44%
reported that treatment was helpful. The probability of obtaining helpful treatment from the first professional
seen was 21.8%; the conditional probability of subsequent professionals being helpful after earlier unhelpful
treatment tended to decrease as more professionals were seen. The cumulative probability of receiving helpful
treatment at least once increased from 21.8% after the first professional to 79.7% after the seventh professional
seen, following earlier unhelpful treatment. However, the cumulative probability of persisting with up to seven
professionals in the face of prior treatments being unhelpful was only 13.2%.

Conclusion: Fewer than half of people with AUDs who sought treatment found treatment helpful; the most
important factor was persistence in seeking further treatment if a previous professional had not helped. Future
research should examine how to increase the likelihood that AUD treatment is found to be helpful on any given

contact.

1. Introduction

Globally, alcohol use disorders (AUD) were estimated to have
occurred in perhaps 100 million people in 2016 (an age-standardised
rate of 1320 per 100,000 people) (Degenhardt et al., 2018); AUDs
may affect approximately one in 12 people across their lifetime (Glantz
et al., 2020). AUDs are an important contributor to the global burden of
disease (Degenhardt et al., 2018).

There are interventions for AUDs for which there is evidence for
short-term benefit(Connor, Haber, & Hall, 2016). These include
non-pharmacological interventions such as cognitive behaviour therapy
and motivational enhancement therapy, and a range of medications
including acamprosate(Connor et al., 2016); 12-step programmes
(peer-based self-help groups) are also used by people in many countries.

There is increasing recognition of the need for a public health
approach to SUDs(Volkow, Poznyak, Saxena, Gerra, & Network, 2017),
clearly evident in the United Nations’ Sustainable Development Goals
(SDGs) for 2030, where prevention and treatment of SUDs features in
the targets(United Nations, 2015), particularly 3.5 - Strengthen preven-
tion and treatment of substance use disorders including opioid use and
harmful use of alcohol. Despite this, the estimated level of treatment for
AUDs is very low globally (Degenhardt et al., 2017; Mekonen et al.,
2020; World Health Organization, 2010a).

The importance of perceived helpfulness in potentially retaining
people in treatment is acknowledged in key UN guidelines around
treatment for substance use(World Health Organization & United Na-
tions Office on Drugs and Crime, 2020). Studies have found that people
who expressed positive feelings about the treatments they received have
reduced substance use(Davis et al., 2020; Lee et al., 2007; Zhiwei,
Gerstein, & Friedmann, 2008), reduced psychological distress(Davis
et al., 2020), improved quality of life(Miiller et al., 2020) and longer
treatment retention (Davis et al., 2020; Raney, Magaletta, & Hubbert,
2005). This evidence comes from small cross-sectional or cohort studies
of clinical samples in specialist treatment settings, however (Davis et al.,

2020), limiting generalisability to people receiving treatment in other
settings, and over the longer term. The other concern about these studies
is that they focus on a given treatment currently being received, and do
not provide information about treatment patterns over the life course,
and across multiple potential different treatment settings.

This is important because for many people, treatment is repeatedly
sought across different settings over an extended period of time. Over
the course of a person’s life (during the time when they have an active
AUD) it is possible for an individual to seek assistance from varied forms
of treatment or different professionals delivering the same treatment.
Treatment is not always experienced as helpful, and an individual may
be prompted to seek care from another professional in the same or
another setting. To examine this trajectory or ‘pathway’ to helpful
treatment (as reported by the individual), it is necessary to consider the
sequence of help-seeking from different health professionals following
the onset of disorder. Taking this approach, the probability of an indi-
vidual ever receiving helpful treatment is the product of two aspects: the
probability of perceiving a given treatment provider as helpful, and the
probability that the individual will persist in seeking help after they
receive unhelpful treatment (Hora, Dodd, & Hora, 1993). Both are
important and could be affected by different factors (Harris et al., 2020;
Nierenberg et al., 2021; Stein et al., 2020; Stein et al., in press).

Population-based surveys have the capacity to generate data from
broader populations, yet to date there has been limited data from such
studies. To our knowledge, no study has ever looked at the proportion of
people with lifetime substance use disorders who ever receive helpful
treatment and the number of iterations required before helpful treat-
ment is found. Using a cross-national, representative community sample
of individuals with a lifetime history of AUD treatment, we examined the
prevalence and factors associated with receiving helpful AUD treatment,
and persistence in help-seeking after initially obtaining unhelpful
treatment, as the two main components for a person eventually finding
treatment they consider helpful.
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2. Material and methods
2.1. Samples

The World Health Organization (WHO) World Mental Health (WMH)
surveys are a coordinated set of community epidemiological surveys
administered to probability samples of the noninstitutionalised house-
hold population in countries throughout the world (Kessler & Ustiin,
2004; The World Mental Health Survey Initiative, 2021). Data for the
current report came from 27 WMH surveys carried out in 24 countries
between 2001 and 2017 — 16 surveys in countries classified by the World
Bank as high-income countries (Argentina, Australia, Belgium, France,
Germany, Israel, Italy, Japan, Murcia — Spain, Netherlands, New Zea-
land, Northern Ireland, Poland, Portugal, Spain, and United States) and
11 surveys in countries classified as low- and middle-income countries
(Colombia, Nigeria, Peru, Sao Paulo - Brazil, Bulgaria (2 surveys),
Lebanon, Medellin — Colombia, Mexico, Romania, and South Africa). In
Bulgaria, the first national survey was conducted from 2002 to 2006 and
this was followed by a new national survey in 2016-2017. Colombia and
Spain each administered both a national survey (in 2001-2002 in Spain

Table 1
WMH sample characteristics by World Bank income categories®.
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and in 2003 in Colombia) and a later regional survey (in Murcia, Spain
from 2010 to 2012 and in Medellin, Colombia from 2011 to 2012).
Eighteen surveys were based on nationally representative samples,
whereas three were representative of selected Metropolitan areas (Sao
Paulo - Brazil, Medellin — Colombia, and eleven metropolitan areas in
Japan), three were representative of selected regions (Nigeria, Peru, and
Murcia — Spain), and three were representative of all urbanised areas
(Argentina, Colombia, and Mexico). Response rates ranged from 45.9%
(France) to 97.2% (Medellin, Colombia) and averaged 68% across sur-
veys (see Table 1).

The interview schedule was developed in English and translated into
other languages using a standardised WHO translation, back-translation,
and harmonisation protocol(Harkness et al., 2008). Interviews were
administered face-to-face in respondents’ homes after obtaining
informed consent using procedures approved by local Institutional Re-
view Boards. Interviews were generally administered in two parts. Part I
was administered to all 131,309 respondents and assessed core Diag-
nostic and Statistical Manual of Mental Disorders (DSM-IV) mental
disorders. Part II assessed additional disorders and correlates and was
administered to all respondents who met lifetime criteria for any Part I

Country Sampling Field dates Age range Sample size Response rate
Part 1 Part 2
Low and middle income countries
Colombia All urban areas of the country (about 73% of the total national 2003 18-65 4426 2381 87.70%
population)
Nigeria 21 of the 36 states in the country (about 57% of the national population) ~ 2002-4 18-100 6752 2143 79.30%
Peru Five urban areas of the country (about 38% of the total national 2004-5 18-65 3930 1801 90.20%
population).
Brazil Sao Paulo metropolitan area 2005-8 18-93 5037 2942 81.30%
Bulgaria Nationally representative 2002-6 18-98 5318 2233 72.00%
Bulgaria 2 Nationally representative 2016-17 18-91 1508 578 61.0%
Colombia- Medellin metropolitan area 2011-12 19-65 3261 1673 97.20%
Medellin
Lebanon Nationally representative 2002-3 18-94 2857 1031 70.00%
Mexico All urban areas of the country (about 75% of the total national 2001-2 18-65 5782 2362 76.60%
population)
Romania Nationally representative 2005-6 18-96 2357 2357 70.90%
South Africa Nationally representative 2002-4 18-92 4315 4315 87.10%
Total 45,543 23,816  79.6
High income countries
Argentina Eight largest urban areas of the country (approximately 50% of the total 2015 18-98 3927 2116 77.30%
national population)
Australia Nationally representative 2007 18-85 8463 8463 60.00%
Belgium Nationally representative 2001-2 18-95 2419 1043 50.60%
France Nationally representative 2001-2 18-97 2894 1436 45.90%
Germany Nationally representative 2002-3 19-95 3555 1323 57.80%
Israel Nationally representative 2003-4 21-98 4859 4859 72.60%
Italy Nationally representative 2001-2 18-100 4712 1779 71.30%
Japan Eleven metropolitan areas 2002-6 20-98 4129 1682 55.10%
The Netherlands Nationally representative 2002-3 18-95 2372 1094 56.40%
New Zealand Nationally representative 2004-5 18-98 12,790 7312 73.30%
Northern Ireland ~ Nationally representative 2005-8 18-97 4340 1986 68.40%
Poland Nationally representative 2010-11 18-65 10,081 4000 50.40%
Portugal Nationally representative 2008-9 18-81 3849 2060 57.30%
Spain Nationally representative 2001-2 18-98 5473 2121 78.60%
Spain-Murcia Murcia region 2010-12 18-96 2621 1459 67.40%
United States Nationally representative 2001-3 18-99 9282 5692 70.90%
Total 85,766 48,425  63.10%
Overall sample 131,309 72,241 68.00%

# The World Bank (2012) Data. Accessed May 12, 2012 at: http://data.worldbank.org/country. Some of the WMH countries have moved into new income categories
since the surveys were conducted. The income groupings above reflect the status of each country at the time of data collection. The current income category of each
country is available at the preceding URL. Most WMH surveys are based on stratified multistage clustered area probability household samples in which samples of areas
equivalent to counties or municipalities in the US were selected in the first stage followed by one or more subsequent stages of geographic sampling (e.g., towns within
counties, blocks within towns, households within blocks) to arrive at a sample of households, in each of which a listing of household members was created and one or
two people were selected from this listing to be interviewed. No substitution was allowed when the originally sampled household resident could not be interviewed.
These household samples were selected from Census area data in all countries other than France (where telephone directories were used to select households) and the

Netherlands (where postal registries were used to select households).
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disorder and to a probability subsample of other Part I respondents
(n = 72,241 respondents).

2.2. Measures

2.2.1. Alcohol use disorder

Diagnoses were based on Version 3.0 of the WHO’s Composite In-
ternational Diagnostic Interview (CIDI)(Kessler & Ustiin, 2004), a fully
structured lay-administered diagnostic interview. The DSM-IV criteria
were used to define alcohol abuse and alcohol dependence. Lifetime
AUD was defined as having a history of either alcohol abuse or alcohol
dependence (Degenhardt et al., 2019; Grant et al., 2017). Clinical
reappraisal interviews were carried out in several countries in
conjunction with WMH surveys using the lifetime nonpatient version of
the Structured Clinical Interview for DSM-IV(First, Spitzer, Gibbon, &
Williams, 2002) as the criterion standard. Moderate to substantial
agreement was found between diagnoses of alcohol abuse and alcohol
dependence based on the CIDI and those based on blinded Structured
Clinical Interview clinician-administered reappraisal interviews(Haro
et al., 2006).

In the following early WMH surveys (Colombia, Nigeria, Peru,
Bulgaria (2002-6), Lebanon, Mexico, South Africa, Japan, Israel, New
Zealand, and United States), respondents who did not endorse any of the
four alcohol abuse criteria were not asked questions related to alcohol
dependence. Alcohol dependence data was imputed for these countries
using data from more recently completed surveys without the skip
pattern(Lago et al., 2017).

2.2.2. Perceived helpfulness of treatment

Respondents who met lifetime DSM-IV criteria for AUD were asked
about age at onset and were then asked: “Did you ever in your life talk to
a medical doctor or other professional about your use of (alcohol/drugs/
alcohol or drugs)?”. If respondents answered yes, they were asked “How
old were you the first time you talked to a professional about your use of
(alcohol/drugs/alcohol or drugs)?”. “Other professionals” were defined
broadly to include psychologists, counsellors, spiritual advisors, herb-
alists, acupuncturists, and other healing professionals. Respondents
were then asked whether they ever got treatment for their AUD that they
considered “helpful or effective”. If they responded yes, they were asked
“How many professionals did you ever talk to about your use of
(alcohol/drugs/alcohol or drugs), up to and including the first time you
got helpful treatment?”; if they responded no, they were asked “How
many professionals did you ever talk to about your use of (alcohol/
drugs/alcohol or drugs)?”. Respondents were asked whether they ever
got a prescription or medicine for their mental health. If they respondent
yes, they were asked “How old were you the first time (you were given
this sort of prescription or medicine)?”. Data on the helpfulness of spe-
cific types of treatment providers and prescriptions or medications
received were not collected.

Respondents with lifetime AUD and who also met lifetime DSM-IV
criteria for drug use disorder answered the above questions in relation
to both their alcohol and drug use. To evaluate the prevalence of and
factors associated with AUD treatment only, sensitivity analyses were
conducted among the subset of respondents that had an alcohol use
disorder and no drug use disorder.

Only respondents who reported receiving treatment for their AUD
were included in the analyses. The few with item missing values on age
of first treatment, age of first helpful treatment and number of pro-
fessionals seen for each country were analysed based on regression-
based imputations of the missing items that took into account scores
on the reported items as well as other individual reported characteristics
(see Appendix Table 1).

2.2.3. Factors associated with perceived helpfulness
Socioeconomic characteristics included age at first AUD treatment
(continuous), sex, marital status (never married, married, or previously
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married at the time of first AUD treatment), and education level (in
quartiles defined by within-country distributions) at the time of first
treatment. Lifetime comorbid conditions included number of anxiety
disorders, mood, and substance use disorders with first onsets before the
age the respondent first sought treatment. Anxiety disorders included
generalized anxiety disorder, panic disorder, agoraphobia with or
without panic disorder, posttraumatic stress disorder, specific phobia,
and social phobia. Substance use disorders included alcohol and drug
abuse and dependence.

Childhood adversities (CAs) occurring before age 18 years were
assessed retrospectively and included CAs related to family dysfunction
(physical abuse, sexual abuse, neglect, parent mental disorder, parent
substance use disorder, parent criminal behaviour and family violence),
and well as others (parent died, parent divorced, other parent loss,
physical illness, and economic adversity).

Treatment type was defined as the cross-classification of variables for
(a) whether the respondent reported receiving medication, talk therapy,
or both, as of the age of first AUD treatment; and; (b) types of treatment
providers seen as of that age, including mental health specialists (psy-
chiatrist, psychiatric nurse, psychologist, psychiatric social worker,
mental health counsellor) with or without pharmacotherapy, primary
care providers, human services providers (social worker or counsellor in
a social services agency, spiritual advisor), and complementary/alter-
native medicine (other type of healer or self-help group). Treatment
timing included a dichotomous measure for whether the respondent’s
first attempt to seek treatment occurred before 2000 or subsequently
and a continuous variable for length of delay in years between age-of-
onset of AUD and age of initially seeking treatment. The year 2000
corresponds to the midpoint when treatment was first received by
people in the analysis sample.

2.3. Analysis methods

To investigate the two components of helpful treatment separately,
we used discrete-time survival analysis to calculate the conditional and
cumulative probabilities of (1) obtaining helpful treatment after seeing
between one and seven professionals and (2) persisting in seeking
treatment with between two and seven professionals after obtaining
prior unhelpful treatment. We followed up with clients through to seven
professionals because this was the last number where at least 30 clients
received treatment. We then carried out parallel survival analyses of the
factors associated with these two component outcomes using standard
discrete-time methods and a logistic link function, followed by a person-
level model of overall probability of ever receiving helpful treatment
regardless of the number of professionals seen.

For purposes of pooled estimates, we combined surveys based on
sample sizes rather than the sizes of the populations of the countries
analysed. Pooled prevalence estimates therefore represent the weighted
mean across our surveys, where weights are based on survey sample
size. We also controlled for dummy control variables for survey in all
models so that coefficients for other predictors could be interpreted as
pooled within-survey coefficients. This approach implicitly assumes that
slopes are constant across countries and allows for multiple national,
regional, and mix of national and regional surveys in each country.

Individual weights were applied to adjust for probability of selection,
nonresponse, and poststratification. In addition, data from part 2 re-
spondents were weighted to adjust for differential probabilities of se-
lection into part 2 and deviations between the sample population
demographic-geographic distributions. Because the WMH sample de-
signs used weighting and clustering, all statistical analyses were carried
out using the Taylor series linearisation method(Wolter, 1985), a
design-based method implemented in SAS 9.4 program(SAS Institute
Inc, 2020). Logistic regression coefficients and + 2 of their design-based
standard errors (SEs) were exponentiated to create odds ratios (ORs) and
95% confidence intervals (CIs). The significance of the sets of co-
efficients was evaluated with Wald y2 tests based on design-corrected
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coefficient variance-covariance matrices. Statistical significance was
evaluated using 2-sided design based.05 probability level tests. We fol-
lowed the Strengthening the Reporting of Observational Studies in
Epidemiology(Von Elm et al., 2007) (see Appendix).

3. Results
3.1. Perceived helpfulness of treatment

Lifetime prevalence (SE) of AUD was 11.5% (0.2%) in high-income
countries, 6.7% (0.2%) in low- and middle-income countries, and
9.5% (0.1%) in the total sample. Across all countries combined, 11.8%
of respondents with lifetime AUD reported ever obtaining treatment; in
high-income countries (14.2% [0.7%]) this was more than twice that of
low/middle income countries (6.4% [0.8%]).

Of those treated, 44.5% (2.3%) reported ever obtaining treatment
that they considered helpful, with the proportions similar in high and
low/middle income countries (44.0% [2.5%] and 46.8% [5.3%],
respectively). Thus, only around one in twenty people with a lifetime
AUD received treatment they perceived to be helpful (5.3% [0.3%]),
with higher rates among those in high- than in low/middle income
countries (6.2% [0.4%] and 3.0% [0.4%], respectively).

3.2. Helpful alcohol use disorder treatment by number of professionals
seen

Across all countries, the probability of obtaining helpful AUD treat-
ment from the first professional seen was 21.8% (2.0%). The conditional
probability of a second professional being helpful after initial unhelpful
treatment was 21.5% (1.8%). Conditional probabilities of subsequent
professionals being helpful if they were seen after earlier unhelpful
treatment were in the range of 7.8% (1.6%) after the seventh profes-
sional to 36.5% (5.6%) after the fifth professional.

Survival analysis based on these conditional probabilities suggested
that the cumulative probability of receiving helpful treatment from at
least one treatment provider would increase from 21.8% (2.0%) after
the first professional was seen to 38.6% (2.5%) when treatment clients
persevered in trying a second professional after unhelpful treatment
from the first. The cumulative probability would increase to an esti-
mated 79.7% (3.2%) if all treatment clients persevered in trying up to
seven professionals after earlier ones were unhelpful (see Fig. 1). Pat-
terns and probabilities were generally similar across country income
levels. Table 2.

90
80
70
60
50
40
30
20
10

Cumulative probabilities

1 2 3 4 5 6 7

No. of professional seen
after which treatment was perceived as helpful

Fig. 1. Cumulative probabilities of alcohol abuse and/or dependence disorder
treatment being perceived as helpful after each professional seen, among re-
spondents with lifetime DSM-IV alcohol abuse and/or dependence disorder who
obtained treatment.
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3.3. Persistence with alcohol use disorder help-seeking following
treatment failure

Among treatment clients who were not helped by the first profes-
sional seen, 61.5% (1.6%) persisted in seeing a second professional.
Further persistence after unhelpful treatments from between the third
and seventh professionals ranged from 64.0% (3.2%) to 94.2% (1.1%).
However, because not all people persisted after each unhelpful treat-
ment, the cumulative probability of persisting with up to seven pro-
fessionals in the face of prior treatments being unhelpful was 13.2%
(2.3%). Patterns were generally similar across country income levels.
Table 3.

3.4. Factors associated with helpful alcohol use disorder treatment

Logistic regression results of three multivariate models assessing
whether treatment was helpful pooled across all professionals seen by
each person (model 1), whether people persisted in help-seeking after
previous unhelpful treatment pooled across subsequent professionals
seen after an earlier unhelpful professional (model 2), and whether
helpful treatment was obtained at the person level regardless of number
of treatment professionals seen (model 3) are shown in Table 4.

Adjusting for all other variables in the model, the relative odds of
treatment being perceived as helpful at the person level were lower
among people who were female (OR 0.68; 95%CI, 0.49-0.94) and a
student (OR 0.41; 95%CI, 0.20-0.82 vs a person who had obtained a
high education level) at the time of treatment. Decomposition into the
two components of helpful treatment showed that gender was associated
with significantly reduced relative odds of treatment from a given pro-
fessional being helpful (OR 0.75; 95%CI, 0.57-0.97) rather than an as-
sociation with persistence after unhelpful treatment (OR 0.78; 95%CI
0.60-1.01).

Treatment provided by general medical, complementary or alterna-
tive medicine, or a mental health specialist combined with psycho-
therapy were associated with increased relative odds of treatment being
perceived as helpful at the person level (treatment type: general medical
OR 1.62; 95%CI 1.08-2.43; complementary or alternative medicine OR
1.58, 95%CI 1.10-2.28; mental health specialist combined with psy-
chotherapy OR 2.62; 95%CI 1.63-4.21 vs human services). Decompo-
sition showed that the associations for treatment provided by general
medical or complementary or alternative medicine were due to
increased persistence after unhelpful treatment rather than to these
factors showing increased odds of treatment from a given professional
being perceived as helpful. Treatment provided by a mental health
specialist combined with medication was positively associated with
persistence but negatively associated with helpful treatment from a
given professional, resulting in no significant association at the person
level.

Both alcohol dependence and drug abuse were associated with
increased relative odds of treatment being perceived as helpful at the
person level (substance disorder: alcohol dependence OR 1.64, 95%CI
1.19-2.27; drug abuse OR 2.10, 95%CI 1.44-3.07). These associations
were due to increased persistence after unhelpful treatment rather than
to a given professional being perceived as helpful. Other childhood
adversities were positively associated with persistence (OR 1.53, 95%CI
1.13-2.08) but were not associated with treatment from a given pro-
fessional or treatment being perceived as helpful.

Additional analyses were conducted to determine whether signifi-
cant predictors varied in importance, either by country income group or
historical time. A stronger association was observed between treatment
provided by a mental health specialist and increased odds of perceived
helpfulness of treatment at the person level in low/middle income
countries compared to high income countries. With respect to time
trends, low-average or high-average education levels were associated
with increased odds of perceived helpfulness of treatment at the person
level for treatment received in 2000 or later but not before (see
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Table 2
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Lifetime prevalence of DSM-IV alcohol abuse and/or dependence disorder (AUD), proportion of cases with lifetime alcohol abuse and/or dependence disorder who
obtained treatment, and proportion of treated cases who perceived treatment as helpful.

% of lifetime AUD in % obtained treatment® % with treatment % perceived treatment as
the entire sample among respondents with  perceived to be helpful2 hell:)ful2 among cases that
lifetime AUD among respondents with obtained lifetime AUD
lifetime AUD treatment’
n % SE n % SE n % SE n % SE
Low- and Middle-Income Countries 39,940 6.7 0.2 2511 6.4 0.8 2511 3.0 0.4 163 46.8 5.3
Colombia 4426 9.4 0.6 336 38 15 336 19 1.2 14 51.0 19.3
Nigeria 6752 2.2 0.2 171 28 15 171 1.5 1.1 5 54.3  26.2
Peru 3930 5.7 0.4 209 5.9 2.0 209 4.9 1.8 12 83.9 9.7
Sao Paulo, Brazil 5037 9.8 0.6 476 148 3.1 476 55 1.2 66 37.3 7.8
Bulgaria 2811 35 04 138 42 17 138 24 15 11 58.0 17.5
Lebanon 2857 1.6 0.3 39 5.7 3.9 39 5.7 3.9 3 100.0 0.0
Medellin, Colombia 1673 128 1.4 238 29 1.0 238 1.9 09 11 66.6 15.7
Mexico 5782 8.0 0.6 383 44 1.3 383 1.8 07 18 40.7 147
Romania 2357 31 03 80 9.3 42 80 28 28 6 299 238
South Africa 4315 11.5 0.8 441 4.9 1.2 441 2.4 0.6 17 48.6 13.7
X245 between low- and middle-income countries 525.8 28.2 14.7 366.8
High Income Countries 53,903 11.5 0.2 6867 142 0.7 6867 6.2 0.4 974 44.0 2.5
Argentina 2116 8.2 0.7 240 2.8 1.4 240 2.1 1.0 14 76.4 8.2
Australia 8463 22.7 0.6 1806 155 1.6 1806 6.2 1.1 251 39.8 5.9
Belgium 1043 86 1.3 110 51 15 110 1.2 1.0 10 240 17.6
France 1436 57 0.8 106 43 17 106 0.4 0.4 8 9.7 120
Germany 1323 6.8 0.9 99 114 4.1 99 50 3.0 10 43.4 205
Israel 4859 43 03 217 32 1.2 217 1.4 08 8 439 184
Italy 1779 1.0 0.2 31 2.1 2.1 31 2.1 2.1 1 100.0 0.0
Japan 1682 7.3 07 168 40 1.9 168 3.2 19 6 79.3 153
Murcia, Spain 1459 6.4 0.6 93 86 3.1 93 86 3.2 10 99.3 0.7
Netherlands 1094 7.9 1.1 112 8.1 4.0 112 1.4 0.9 10 17.1 12.5
New Zealand 12,790 121 0.4 1723 18.0 1.2 1723 7.2 0.8 319 39.9 3.7
Northern Ireland 1986 132 1.0 276 142 3.0 276 50 1.6 44 35.1 8.4
Poland 4000 111 0.5 521 140 22 521 103 1.7 75 73.6 5.3
Portugal 2060 10.0 1.0 221 10.7 2.2 221 4.8 1.5 29 44.6 10.4
Spain 2121 37 1.0 66 24 16 66 1.0 0.8 3 415 298
US 5692 13.8 0.6 1078 165 1.3 1078 79 1.0 176 47.8 4.6
X?5 between high income countries  1000.2 93.1 54.9 189.7
All countries 93,843 9.5 0.1 9378 11.8 0.5 9378 5.3 0.3 1137 44.5 2.3
X%s  2019.2 185.5 95.6 532.4
X% between low/middle-income countries vs. High- ~ 290.4 40.8 23.5 0.2

income countries

Abbreviations: SE, standard error; n, denominator 1 Cases are based on three conditions: (i) Respondents obtained AUD treatment; (ii) Year of first AUD treatment was
1990 or later; and (iii) Age at onset of AUD was the year of first AUD treatment or earlier.

2 Cases are based on four conditions: (i) Respondents obtained AUD treatment; (ii) Year of first AUD treatment was 1990 or later; (iii) Age at onset of AUD was the year
of first AUD treatment or earlier; and (iv) Respondents obtained helpful treatment.

Table 3

Conditional and cumulative probability of persistence with treatment after previous unhelpful attempts, among respondents with lifetime DSM-IV alcohol abuse and/

or dependence disorder who obtained treatment.

No. of professionals seen if not helped by the
previous one

1. Conditional probabilities

II. Cumulative probabilities

All High-income Low/middle income All High- Low/
countries countries (n = 896) income middle
countries income
(n =774) countries
(n =122)
n % (SE) n % (SE) n % (SE) % (SE) % (SE) % (SE)
2 896 61.5 1.6 774 62.9 1.8 122 53.9 2.8 61.5 1.6 62.9 1.8 53.9 2.8
3 438 64.0 3.2 387 61.2 3.6 51 81.5 2.8 39.3 2.6 38.5 2.9 43.9 5.9
4 224 75.8 2.8 201 73.4 3.3 23 88.5 2.9 29.8 2.4 28.3 2.6 38.9 6.3
5 138 67.1 4.9 122 66.0 5.6 16 71.5 10.3 20.0 2.3 18.6 2.3 27.8 7.2
6 58 70.2 4.8 50 84.9 4.5 8 26.2 21 14.0 2.3 15.8 2.4 7.3 4.6
7 35 94.2 1.1 33 93.5 1.4 2 100.0 0.0 13.2 2.3 14.8 2.4 7.3 4.6

Abbreviations: SE, standard error; n, denominator;

Appendix Tables 3-4). Sensitivity analyses were conducted to investi-
gate the impact of restricting the sample to those with AUD and no drug
use disorder, the results of which are shown in Appendix Tables 5-8.
Findings were largely consistent between analyses conducted with the
AUD only subsample and those presented in this study.

4. Discussion

We used data from the World Mental Health Survey to examine
treatment seeking and receipt of helpful treatment among people with a
lifetime history of AUD. Only one in eight people with a lifetime AUD
(11.8%) had sought treatment at some point, confirming the earlier



Table 4
Multivariate associations of factors with helpful treatment and persistence (pooled across professionals seen), and perceived helpfulness of treatment (person level), among people with lifetime DSM-IV alcohol abuse and/
or dependence disorder (AUD) who obtained treatment.

Factor Model 1: Predicting helpful treatment pooled Model 2: Predicting persistence pooled across = Model 3: Predicting perceived helpfulness of

across professionals seen

treatment failure

treatment across AUD clients

Prevalence OR (95% CI) Prevalence OR (95% CI) Prevalence OR (95% CI)
Mean/%  (SE) Mean/%  (SE) Mean/%  (SE)
Age of first AUD treatment ~ 29.4 0.6 1.02* (1.01,1.04) 28.9 0.6 0.98 (0.95,1.00) 31.2 0.4 1.01 (0.99,1.03)

721 (p-value) 8.28(0.004)* 3.05(0.08) 1.06(0.30)
Gender Female 30.9 2.6 0.75* (0.57,0.97) 33.1 3.1 0.78 (0.60,1.01) 25.7 1.5 0.68" (0.49,0.94)

Male 69.1 2.6 1.0 66.9 3.1 1.0 74.3 1.5 1.0

721 (p-value) 4.73(0.030)* 3.48(0.06) 5.61(0.018)*
Marital Status Never married 60.3 2.6 1.41% (1.05,1.88) 60.5 3.0 0.91 (0.60,1.38) 56.6 1.7 1.26 (0.85,1.87)

Previously married 19.2 1.6 1.26 (0.92,1.72) 19.1 1.7 1.32(0.90,1.95) 19.2 1.2 1.45 (0.96,2.18)

Currently married 20.5 1.7 1.0 20.4 2.0 1.0 24.2 1.4 1.0

722 (p-value) 5.84(0.05) 3.01(0.22) 3.62(0.16)
Education Low 16.8 3.4 1.12 (0.70,1.79) 17.7 4.1 1.46 (0.98,2.18) 13.3 1.1 1.24 (0.69,2.24)

Low-average 22.8 2.0 1.46 (0.99,2.15) 22.4 2.3 1.60" (1.02,2.52) 22.6 1.5 1.55 (0.97,2.48)

High-average 38.5 2.8 1.46" (1.00,2.12) 36.4 3.2 1.17 (0.84,1.61) 43.1 2.2 1.41 (0.90,2.19)

Student 10.2 2.4 0.60 (0.33,1.09) 11.6 2.9 0.80 (0.46,1.40) 8.7 1.0 0.41* (0.20,0.82)

High 11.7 1.3 1.0 12.0 1.6 1.0 12.4 1.3 1.0

724 (p-value) 11.81(0.019)* 8.70(0.07) 15.72(0.003)*
Treatment delay (years)” 8.7 0.4 0.99 (0.97,1.00) 8.6 0.4 1.01 (0.99,1.03) 9.3 0.3 0.99 (0.97,1.01)

721 (p-value) 2.98(0.08) 0.34(0.56) 1.72(0.19)
Started AUD treatment > = 2000 40.7 2.7 1.18 (0.89,1.56) 38.8 3.0 0.80 (0.60,1.08) 47.6 2.0 1.01 (0.70,1.44)

(vs. 1990-1999)

721 (p-value) 1.27(0.26) 2.15(0.14) 0.00(0.98)
Treatment typeb Mental health specialist + 61.0 2.8 1.86" (1.14,3.02) 60.2 3.2 1.90* (1.41,2.57) 53.0 2.2 2.62% (1.63,4.21)

Psychotherapy

Mental health specialist + 55.7 2.8 0.79 (0.55,1.13) 56.8 3.3 2.30% (1.74,3.05) 44.3 1.7 1.37 (0.92,2.05)

Medication

General medical 73.1 1.8 1.10 (0.78,1.55) 74.6 2.0 1.82% (1.36,2.42) 69.1 1.5 1.62* (1.08,2.43)

Complementary/alternative 26.9 2.0 1.04 (0.81,1.33) 26.7 2.3 1.58* (1.14,2.19) 20.7 1.2 1.58% (1.10,2.28)

medicine

Human services 19.0 1.9 1.0 19.5 2.2 1.0 15.4 1.4 1.0

724 (p-value) 7.43(0.11) 61.04(<0.001)* 23.80(<0.001)*

Exactly 2 or more of the above 69.3 2.2 1.31 (0.82,2.09) 69.2 2.6 0.97 (0.71,1.33) 59.0 1.8 1.20 (0.70,2.06)

721 (p-value) 1.26(0.26) 0.04(0.85) 0.45(0.50)
Number of lifetime anxiety disorders® 2 or more 32.2 3.5 0.71* (0.51,0.99) 34.9 4.1 1.08 (0.82,1.44) 22.5 1.4 0.78 (0.51,1.19)

lifetime anxiety disorders

Exactly 1 24.5 2.0 0.97 (0.70,1.34) 24.4 2.3 1.16 (0.85,1.58) 23.5 1.5 1.11 (0.75,1.64)

lifetime anxiety disorder

No lifetime anxiety disorder 43.3 2.5 1.0 40.8 2.8 1.0 54.0 1.7 1.0

7?2 (p-value) 5.10(0.08) 0.92(0.63) 3.01(0.22)
Mood disorder Major depressive disorder 25.4 2.2 0.78 (0.57,1.09) 26.6 2.5 0.84 (0.61,1.14) 23.0 1.5 0.70 (0.45,1.09)

721 (p-value) 2.09(0.15) 1.25(0.26) 2.54(0.11)

Bipolar disorder 12.1 1.6 0.98 (0.69,1.38) 12.4 1.9 0.87 (0.60,1.26) 10.2 0.9 0.87 (0.54,1.41)

7?1 (p-value) 0.02(0.90) 0.55(0.46) 0.33(0.56)
Substance use disorder Alcohol dependence 53.3 2.7 0.92 (0.69,1.22) 53.5 3.2 1.96" (1.52,2.54) 44.0 1.8 1.64* (1.19,2.27)

721 (p-value) 0.34(0.56) 26.29(<0.001)* 9.04(0.003)*

Drug abuse 54.2 2.8 1.21 (0.91,1.61) 55.0 3.3 1.95" (1.44,2.66) 429 1.9 2.10* (1.44,3.07)

721 (p-value) 1.65(0.20) 18.15(<0.001)* 14.71(<0.001)*

Drug dependence 31.2 2.4 1.23 (0.82,1.83) 30.9 2.6 0.90 (0.64,1.27) 26.8 1.9 1.18 (0.75,1.87)

7?1 (p-value) 1.02(0.31) 0.35(0.55) 0.51(0.47)
f7 (p-value) for all mental disorder indicators 10.75(0.15) 68.93(<0.001)* 42.10(<0.001)*
Childhood Adversities Family dysfunction® 41.4 3.3 0.81 (0.62,1.06) 43.1 3.8 0.94 (0.75,1.18) 33.7 1.6 0.84 (0.61,1.16)

Other® 16.9 1.5 1.16 (0.83,1.63) 16.3 1.7 1.53* (1.13,2.08) 17.6 1.1 1.35 (0.87,2.10)

(continued on next page)
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Table 4 (continued)

Model 3: Predicting perceived helpfulness of

treatment across AUD clients

Model 2: Predicting persistence pooled across

treatment failure

Model 1: Predicting helpful treatment pooled

across professionals seen

Factor

OR (95% CI)

Prevalence

OR (95% CI)

Prevalence

OR (95% CI)

Prevalence

(SE)

Mean/%

(SE)

Mean/%

(SE)

Mean/%

2.63(0.27)

7.71(0.021)*

2.60(0.27)

12 (p-value)

153.66(<0.001)*

372.00(<0.001)*

67.11(<0.001)*

Global )(2 24

Abbreviations: SE, standard error; OR, odds ratio; CI, confidence interval. All mental disorder predictors were modelled as binary indicators.

Significant at.05 level, two-sided test.

# Treatment delay (years)

*

Age at first AUD treatment — Age at onset of AUD

b Treatment providers: mental health specialists (psychiatrist, psychiatric nurse, psychologist, psychiatric social worker, mental health counselor), primary care providers, human services providers (social worker or

counselor in a social services agency, spiritual advisor), and complementary/alternative medicine (other type of healer or self-help group).

¢ Lifetime anxiety disorders include generalized anxiety disorder, panic disorder, agoraphobia with or without panic disorder, post-traumatic stress disorder, specific phobia and social phobia.

4 Family Dysfunction includes Physical abuse, Sexual abuse, Neglect, Parent mental disorder, Parent substance disorder, Parent criminal behavior and Family violence.

¢ Other includes Parent died, Parent divorced, Other parent loss, Physical illness and Economic adversity.
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documented finding(Degenhardt et al., 2017; World Health Organiza-
tion, 2010a) of very low treatment coverage for SUDs globally(World
Health Organization, 2010a). This level of overall treatment coverage is
far lower than it is for other mental disorders(Harris et al., 2020; Nier-
enberg et al., 2021; Stein et al., 2020; Stein et al., in press): between one
in three to one in four people with other mental disorders had sought
some treatment lifetime (37.2% of people with lifetime major depressive
disorder(Harris et al., 2020); 23.5% of those with lifetime PTSD(Stein
et al., 2020), 26.6% of those with lifetime bipolar disorder(Nierenberg
etal., 2021) and 34.% of those with lifetime generalised anxiety disorder
(Stein et al., in press)). There is clearly a major concern around the low
accessibility of AUD treatment in both high and low income countries,
which we have discussed previously (Degenhardt et al., 2017). In many
contexts, significant investment in service systems and capacity building
will need to occur where little to no formal treatment services or systems
exist.

Just under half of those with AUD who sought treatment (44.5%)
ever obtained treatment they considered helpful (5.3% of all those with
a lifetime AUD). Again, this level of perceived helpfulness was far lower
for AUDs than for other disorders, where around two thirds of those who
sought treatment found that it had been helpful to them (Harris et al.,
2020; Nierenberg et al., 2021; Stein et al., 2020). There is clearly not
only a large difference in treatment accessibility, but also in the
perceived helpfulness, between AUDs and other mental disorders; both
of these issues require concerted attention and investment.

The reasons for these differences are likely manifold. In comparison
to treatment for mental disorders, treatment for substance use disorders
is often far less well resourced. There are also sizeable issues around
stigma and accessibility of treatment for substance use disorders that are
likely far greater than those for mental disorders. Furthermore, effective
treatments for AUDs are far less well-developed than for mental disor-
ders, meaning that even when help is sought, it is likely that people will
not find it helpful because in many instances ineffective treatments are
largely what are available.

Persisting in seeking treatment despite having received unhelpful
treatment was important in increasing the likelihood of receiving
helpful treatment: among those who sought help from up to seven health
professionals, 79.7% would receive helpful treatment. However, only
13.2% of those ever seeking treatment persisted in seeing up to seven
professionals.

The fact that fewer than half of treatment seekers felt that they had
ever received helpful treatment, with generally only around one in five
reporting that treatment was helpful on any given contact (conditional
on previous ones not being helpful), suggests that there is significant
room for improving clients’ perceptions of how helpful treatment for
AUDs is. The fact that existing research suggest that having perceived
treatment as helpful is related to positive SUD treatment outcomes
further underscores the importance of understanding the reasons for and
improving the levels of satisfaction among people receiving treatment
for their substance use.

People with AUD in low and middle-income countries were only half
as likely to obtain helpful AUD treatment as those in high-income
countries (3.0% versus 6.2%). This was driven by the difference in
rates of people entering AUD treatment in the first place - among those
who received treatment, there were no differences in probabilities of
obtaining helpful treatment from each professional seen, nor of per-
sisting in seeking treatment if a treatment attempt was not found to be
helpful. There is clearly potential to vastly improve the perceived
helpfulness of the AUD treatment that is received across countries.
Quality improvement initiatives, such as adoption of the evidence-based
WHO mhGAP Intervention Guide (Barbui et al., 2010; Dua et al., 2011;
World Health Organization, 2010b) and the work of UNODC and WHO
in improving treatment quality in low and middle income countries
(Saenz, Busse, Tomas, & Clark, 2015; Tomas-Rossello et al., 2010) could
be helpful in this regard.

Of importance here was that, for most factors associated with
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receiving helpful treatment at the person-level, the associations were
driven by persistence in seeking help despite previously unhelpful
treatment rather than the perceived helpfulness of any specific treat-
ment encounter. This suggests that people who are more motivated to
address their AUD are also more persistent in seeking help.

Strategies to improve persistence despite finding previous treatment
unhelpful are therefore very important to develop. There is increasing
attention being given not only to the importance of client perceptions of
the treatment they receive, but in having a wider array of choice in, and
the ability to choose one’s own treatment (e.g. (Gutierrez, Dubov, Altice,
& Vlahov, 2021)). To the extent that more treatment options are
available for people with substance use disorders, this may encourage
persistence with seeking treatment in people who have not found prior
options they experienced helpful.

We found lower probabilities of helpful treatment among women.
Issues related to the suitability, acceptability and accessibility of treat-
ment for women with substance use problems have long been
acknowledged. A range of systematic, structural, social and personal
barriers to women receiving effective treatment for substance use dis-
orders have been identified (Roberts, Mathers, Degenhardt, & on behalf
of the Reference Group to the United Nations on HIV and injecting drug
use, 2010; United Nations Office on Drugs and Crime, 2004). Of note
was that it did seem that there was no lowered likelihood of women
persisting despite previously unhelpful being received, but rather that
treatments were less likely to be perceived as helpful. Gender differences
in other experiences of treatment for AUDs, for example satisfaction,
could explain this. For women who are successful in entering treatment,
it is important to ensure that treatment providers deliver services in a
gender friendly manner that considers the needs for flexibility, reduces
the experience of discrimination and stigma, facilitates access to other
important health and social interventions including women’s sexual and
reproductive needs, and address issues such as risks of violence and
intimate partner violence. These have the capacity to improve the
experience of AUD treatment and potentially increase the experience of
treatment being considered helpful (Roberts et al., 2010; United Nations
Office on Drugs and Crime, 2004).

People with a history of childhood adversity — which parental loss
and childhood illness - were also more likely to persist with seeking
treatment. Particularly in the case of experiencing childhood illness,
such individuals might be more motivated to address substance use
problems because of prior experience of illness, and/or concerns about
ongoing illness and the potential for substance use to impact on one’s
physical health (and potentially to avoid causing loss to others in one’s
family).

We also found higher relative odds of receiving helpful treatment in
people who received AUD treatment from mental health specialists,
general practitioners and those in complementary medicine. This was
due to their persistence in seeking further treatment despite the expe-
rience of an unhelpful treatment episode. This could suggest that people
seeking help from these groups may have more serious substance use
problems than those in human services (e.g., social workers). Consistent
with this possibility, people with comorbid mental disorders were no
less likely to have perceived their treatment to have been helpful, a
finding consistent with previous research (Blonigen, Bui, Harris, Hep-
ner, & Kivlahan, 2014). It is possible that the treatment received by
people with comorbid mental disorders is qualitatively different — both
in the type of treatment and in the intensity of the treatment. None-
theless, this is suggestive observational evidence supporting the argu-
ment against excluding patients with such comorbidities from
treatment.

5. Limitations
There are limitations of this study. We did not have data to corrob-

orate participants’ recall of lifetime AUD symptoms and the timing of
treatment. To improve reporting accuracy, the WMHS surveys do
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include questions designed to aid memory and limit recall uncertainty;
we also restricted the sample to those initiating AUD treatment since
1990. Nonetheless, it remains possible that people misremembered AUD
symptoms and/or the timing of treatment, which may have affected the
results we obtained.

Perceived treatment helpfulness was assessed with a question asking
whether and when participants “talk(ed) to” a professional about their
alcohol use, with follow-up questions about whether they ever received
“helpful or effective” treatment, and of the number of professionals seen
up to the point where helpful treatment was first received. It is not
possible to know whether the professionals were seen in a formal
consultation, the clinical content of the treatments, nor the manner in
which people determined whether treatment received was helpful.
Despite these limitations, the data presented in this manuscript suggest
there is considerable scope for reducing the extent to which people must
progress through multiple steps and modes of treatment in order to find
it helpful to them.

Clients could not be randomly assigned to groups defined by
persistence in help-seeking. Therefore, we do not know whether people
who did not persist would have reported similar levels of perceived
helpfulness of treatment if they had all persisted.

Just fewer than half of the small proportion of people who ever
receive treatment for AUDs find this treatment to be helpful to them.
There is substantial opportunity to improve the perceived quality and
effectiveness of SUD treatment for this group, alongside efforts to
dramatically scale up treatment across the globe.

6. Conclusions

The perceived helpfulness of treatment is important when consid-
ering client-centred perspectives in treatment, and research has shown it
is significantly related to improved treatment outcomes. Fewer than half
of the small proportion of people with AUDs who seek treatment find
treatment helpful, with the most important factor being persistence in
attending further treatment episodes if a previous one had not been
helpful. It is important that future research sheds light on ways in which
to increase the likelihood that AUD treatment is found to be helpful on
any given contact, rather than requiring persistence through multiple
attempts on the client’s behalf; improving our capacity to provide suc-
cessful, tailored approaches to AUD treatment would be of significant
benefit.
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