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in the United States

Results From the National Epidemiologic Survey on Alcohol and Related Conditions
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Background: Current and comprehensive informa-
tion on the epidemiology of DSM-IV 12-month and life-
time drug use disorders in the United States has not been
available.

Objectives: To present detailed information on drug
abuse and dependence prevalence, correlates, and co-
morbidity with other Axis I and II disorders.

Design, Setting, and Participants: Face-to-face in-
terviews using the Alcohol Use Disorder and Associated
Disabilities Interview Schedule of the National Institute
on Alcohol Abuse and Alcoholism in a large representa-
tive sample of US adults (N=43 093).

Main Outcome Measures: Twelve-month and life-
time prevalence of drug abuse and dependence and the
associated correlates, treatment rates, disability, and co-
morbidity with other Axis I and II disorders.

Results: Prevalences of 12-month and lifetime drug abuse
(1.4% and 7.7%, respectively) exceeded rates of drug de-
pendence (0.6% and 2.6%, respectively). Rates of abuse
and dependence were generally greater among men, Na-
tive Americans, respondents aged 18 to 44 years, those
of lower socioeconomic status, those residing in the West,

and those who were never married or widowed, sepa-
rated, or divorced (all P�.05). Associations of drug use
disorders with other substance use disorders and anti-
social personality disorder were diminished but re-
mained strong when we controlled for psychiatric dis-
orders. Dependence associations with most mood
disorders and generalized anxiety disorder also re-
mained significant. Lifetime treatment- or help-seeking
behavior was uncommon (8.1%, abuse; 37.9%, depen-
dence) and was not associated with sociodemographic
characteristics but was associated with psychiatric co-
morbidity.

Conclusions: Most individuals with drug use disorders
have never been treated, and treatment disparities exist
among those at high risk, despite substantial disability and
comorbidity. Comorbidity of drug use disorders with other
substance use disorders and antisocial personality disor-
der, as well as dependence with mood disorders and gen-
eralized anxiety disorder, appears to be due in part to unique
factors underlying each pair of these disorders studied. The
persistence of low treatment rates despite the availability
of effective treatments indicates the need for vigorous edu-
cational efforts for the public and professionals.
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T HE ABUSE OF AND DEPEN-
dence on illicit substances
are widespread among the
general population and are
associated with substan-

tial societal, personal, and economic
costs.1-4 National epidemiologic sur-
veys5-8 and numerous clinical studies9-13

consistently indicate that drug use disor-
ders have strong associations with alco-
hol use disorders and mood, anxiety, and
personality disorders (PDs). Axis I and II
comorbidity with drug use disorders has
been associated with underachievement,
decreased work productivity, poor health,
neuropsychological impairment, human
immunodeficiency virus infection, hepa-
titis, social dysfunction, violence, incar-

ceration, poverty, homelessness, a lower
probability of recovery, poor treatment
outcome, and poor quality of life.14-18 Drug
use disorder comorbidity also increases the
risk of suicide attempts, especially among
individuals with bipolar disorder.19

Although extensive data on drug use in
the US population have been available on
an ongoing basis for adults and adoles-
cents,20,21 epidemiologic data on the preva-
lence, correlates, disability, treatment, and
comorbidity of drug use disorders among
adults are seldom collected. In fact, it has
been more than 16 years since such de-
tailed information on drug use disorders in
the United States has been published. In one
of those studies, the1990-1992NationalCo-
morbidity Survey,7 DSM-III-R22 criteria were
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used to assess drug use disorders. In another, the 1991-
1992 National Longitudinal Alcohol Epidemiologic Sur-
vey,23 DSM-IV24 criteria were used, but assessments of dis-
orders comorbid with drug use disorders were limited to
major depression and dysthymia. Although the National
Survey on Drug Use and Health began to collect 12-
month but not lifetime prevalence data on DSM-IV drug
use disorders in 2000, data on disability and specific psy-
chiatric comorbidity were not collected.21

In view of the seriousness of drug use disorders and
the adverse impact of their comorbidity with other psy-
chiatric disorders, there is a pressing need for current,
detailed data on the prevalence, correlates, disability, and
comorbidity of drug use disorders derived from a single,
uniform data source. Furthermore, the need for current
information on drug use disorders using DSM-IV crite-
ria is critical because the diagnostic definitions of drug
use disorders have changed during successive revisions
of the nomenclature, and these changes can influence the
prevalence of disorders and their relationships with so-
ciodemographic and clinical correlates, disability, and
other psychiatric disorders. Twelve-month rates of drug
abuse reported in previous epidemiologic surveys con-
ducted worldwide since the early 1980s have remained
relatively stable cross nationally, regardless of whether
DSM-III,25 DSM-III-R, or DSM-IV definitions were used
(0.9%,8 0.3%-0.8%,7,26-29 and 0.9%-1.1%,21,30,31 respec-
tively). However, rates of 12-month drug dependence were
somewhat lower when DSM-III criteria were used (1.2%),8

compared with studies using DSM-III-R (0.6%-2.8%)7,26-29

and DSM-IV (0.5%-2.0%)21,30,31 criteria. For lifetime drug
abuse, rates were lower for DSM-III (2.6%)8 compared
with DSM-III-R (1.5%-8.5%)7,26-29 and DSM-IV (0.8%-
7.9%) criteria.21,30,31 In contrast, lifetime rates of DSM-IV
drug dependence (0.4%-2.9%)30,31 were lower than those
derived using DSM-III (3.5%)8 and DSM-III-R (0.7%-
7.5%)7,26-29 criteria. Although these previous surveys con-
tributed important information on drug use disorders dur-
ing the 1980s and early 1990s, little is known about the
epidemiology of drug use disorders since 1992.

The lack of current and comprehensive information
on DSM-IV drug use disorders in the United States rep-
resents a gap in our knowledge with relevance to pre-
vention, treatment intervention, and economic costs. Ac-
cordingly, the present study was designed to address this
gap using data from the 2001-2002 National Epidemio-
logic Survey on Alcohol and Related Conditions
(NESARC).32,33 The NESARC assessed DSM-IV alcohol
and drug use disorders, nicotine dependence, mood and
anxiety disorders, and 7 of the 10 PDs. The sample size
(N = 43 093) and high response rate (81.0%) of the
NESARC allow for the estimation of 12-month and life-
time prevalence and comorbidity of drug abuse and de-
pendence separately (not aggregated), especially among
major sociodemographic subgroups of the population,
including those for which detailed information has not
been available (eg, Native Americans and Asians). Fur-
thermore, comorbidity of drug abuse or dependence and
each specific psychiatric disorder was examined while con-
trolling for other psychiatric disorders. This informa-
tion, which is necessary for understanding the unique re-
lationship of drug abuse and dependence with other

disorders while controlling for the comorbidity of these
disorders with each other, has not been addressed in pre-
vious research. This study also provides information on
disability and age at onset and examines the character-
istics of individuals with drug abuse and dependence who
seek treatment or help for these disorders.

METHODS

SAMPLE

The 2001-2002 NESARC is a representative sample of the adult
population of the United States, including Alaska and Hawaii.
As described in detail elsewhere,32 the target population was
the civilian population, 18 years or older, residing in house-
holds and group quarters, including military off-base hous-
ing, boarding houses, rooming houses, nontransient hotels and
motels, shelters, facilities for housing workers, college quar-
ters, and group homes. Inclusion of the group quarters sam-
pling frame was a strategy designed to increase representation
of individuals with drug use disorders in the NESARC sample.
Face-to-face interviews were conducted with 43 093 respon-
dents. The NESARC oversampled black and Hispanic subjects
and young adults (aged 18-24 years).The overall response rate
was 81.0%.

The complex sampling design necessitated adjusting the data
to reflect the probability of selection of primary sampling units
within strata, selection of housing units within the primary sam-
pling units, and oversampling. Adjustments for nonresponse at
the household and person levels were accomplished by equating
weights for the responders across predictor variables (ie, age, race
or ethnicity, sex, region, poverty level, marital status, and in-
come) with the corresponding weights of both responders and
nonresponders, a standard iterative procedure used to minimize
nonresponse bias in complex sample surveys. The weighted data
were then adjusted to be representative of the US population for
a variety of socioeconomic variables.

SUBSTANCE USE DISORDERS

Diagnoses were made according to the criteria of the DSM-IV
using the Alcohol Use Disorder and Associated Disabilities In-
terview Schedule–DSM-IV Version (AUDADIS-IV), a fully struc-
tured diagnostic interview designed for use by experienced lay
interviewers.34 The AUDADIS-IV separately assessed DSM-IV
criteria for nicotine dependence and alcohol- and drug-
specific abuse and dependence for the following 10 classes of
drugs: sedatives, tranquilizers, opiates (other than heroin), stimu-
lants, hallucinogens, cannabis, cocaine (including crack co-
caine), inhalants/solvents, heroin, and other drugs. The with-
drawal criterion of the drug dependence diagnoses was also drug
specific and measured as a syndrome, requiring the requisite
number of positive symptoms as defined in each respective
DSM-IV withdrawal category. Drug-specific abuse and depen-
dence diagnoses were aggregated to yield any drug abuse and
any drug dependence diagnoses. Presentation of aggregate mea-
sures of drug abuse and drug dependence are standard in the
field owing to sample size constraints. (See eTable 1 [available
at http://www.archgenpsychiatry.com] for prevalences of drug-
specific disorders.)

Consistent with the DSM-IV,24 lifetime diagnoses of abuse
required a respondent to meet at least 1 of the 4 criteria de-
fined for abuse in the 12-month period preceding the inter-
view or before. The AUDADIS-IV dependence diagnoses re-
quired the respondent to satisfy at least 3 of the 7 DSM-IV criteria
for dependence during the past year or before. Diagnoses of
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dependence before the past year were required to satisfy the
time-clustering criteria defined in the DSM-IV, ie, at least 3 de-
pendence symptoms must have occurred within the same 1-year
period. Drug abuse and dependence are independent diag-
noses in the DSM-IV, and abuse is not a prerequisite for de-
pendence. Dependence diagnoses preempt diagnoses of abuse
for individuals classified with both of these disorders. Thus,
following DSM-IV, respondents classified with dependence in-
cluded those with and without abuse, whereas abuse was re-
served for those without dependence diagnoses. Alcohol abuse
and dependence and nicotine dependence diagnoses in this re-
port followed the same algorithms.

Thegood toexcellent reliability andvalidityof theAUDADIS-IV
drug use disorder criteria and diagnoses (�=0.53-0.79) are well
documented in numerous psychometric studies,33,35-38 including
clinical reappraisals conducted by psychiatrists, in clinical and
general population samples,35,39 and in several countries as part
of the World Health Organization/National Institutes of Health
International Study on Reliability and Validity.40-45 Reliability and
validity33,36-50 of alcohol use disorder and nicotine dependence di-
agnoses were also good to excellent.

It is important to note that the data presented in this study
on DSM-IV drug use disorders will differ from the correspond-
ing data derived from the 2001-2002 US National Comorbidity
Survey Replication51,52 and the related World Mental Health sur-
veys53 conducted in other parts of the world. The survey instru-
ment used in the US National Comorbidity Survey Replication,
the World Mental Health–Composite International Diagnostic In-
terview, used drug abuse questions as screens for drug depen-
dence, ie, respondents with no positive abuse symptoms were not
asked symptom questions about drug dependence. Because a large
proportion of individuals with drug dependence do not have drug
abuse, cases of dependence without abuse were missed in the Na-
tional Comorbidity Survey Replication. Empirical evidence54-56 has
shown that the use of this screening method misses 22.4% and
8.8% of current and lifetime DSM-IV dependence cases, respec-
tively (especially among women). Furthermore, the World Men-
tal Health–Composite International Diagnostic Interview does not
yield drug-specific abuse or dependence diagnoses unless asso-
ciated problems were reported for only 1 substance. Because these
limitations will alter the relationships between drug dependence
and sociodemographic characteristics, disability status, treat-
ment- or help-seeking behavior, and comorbidity, comparisons
were not made between the National Comorbidity Survey Rep-
lication and related studies and the present study. In contrast, the
NESARC AUDADIS-IV provides complete coverage of DSM-IV
drug dependence among all individuals who ever used any drugs
and also assesses drug-specific abuse and dependence.

OTHER PSYCHIATRIC DISORDERS

The AUDADIS-IV assessed 5 DSM-IV anxiety disorders (panic
with and without agoraphobia, social phobia, specific phobia,
and generalized anxiety) and 4 major mood disorders (dysthy-
mia, major depressive disorder, and bipolar I and II disor-
ders). These disorders also followed DSM-IV criteria, required
the clinical significance criterion to be met, and ruled out sub-
stance-induced episodes.24 The AUDADIS-IV assessed the fol-
lowing 7 PDs on a lifetime basis: avoidant, dependent, obsessive-
compulsive, paranoid, schizoid, histrionic, and antisocial. The
DSM-IV PD diagnoses required evaluating long-term patterns
of functioning, social/occupational impairment, and exclu-
sion of substance-induced cases, as well as those occurring dur-
ing the course of related Axis I disorders.55-58 As described in
detail in ARCHIVES and elsewhere, the reliability and validity
of mood, anxiety, and PDs were fair to good as assessed in clini-
cal and general population samples.57-64 Psychotic disorders were

not assessed in the NESARC and rarely are assessed in popu-
lation surveys owing to their low prevalence and poor reliabil-
ity and validity of the diagnoses.

DISABILITY AND TREATMENT

Disability among respondents with drug use disorders was de-
termined with the 12-item Short-Form Health Survey, version 2
(SF-12v2),65 a reliable and valid impairment measure widely used
in population surveys. The SF-12v2 mental impairment scales in-
cluded the mental component summary, mental health, social
functioning(limitationsdue toemotionalproblems), androle emo-
tional functioning. Each SF-12v2 norm-based disability score is
a continuous measure with a mean of 50 points (meaning an ex-
pected value of 50 in the general population) and a standardized
range of 0 to 100 points. Lower scores indicate more disability.

Respondents were asked about drug treatment- or help-
seeking behavior in the following settings: self-help groups; fam-
ily/social services; drug detoxification; inpatient ward of a hos-
pital; outpatient clinic; rehabilitation unit; methadone program;
emergency department; halfway house; crisis center; em-
ployee assistance program; private physician, psychiatrist, psy-
chologist, or social worker; counseling with a member of the
clergy; and any other treatment- or help-seeking behavior.

STATISTICAL ANALYSIS

Weighted frequencies, cross-tabulations, and means were used
to derive 12-month and lifetime estimates of the prevalences
of drug abuse and dependence and treatment- or help-seeking
behavior among the total sample and sociodemographic sub-
groups. Odds ratios (ORs), derived from logistic regression analy-
ses, indicated the associations of 12-month and lifetime DSM-IV
drug abuse and dependence with sociodemographic factors,
treatment- or help-seeking behavior, and comorbid disorders.
Associations between drug abuse and dependence and each spe-
cific other psychiatric disorder were examined, adjusting first
for only sociodemographic factors. Second, we additionally con-
trolled for other psychiatric disorders to assess the unique re-
lationship between drug abuse and dependence and other psy-
chiatric disorders, which, importantly, adjusts for comorbidity
of these disorders with each other. The extent of comorbidity
(number of comorbid disorders) was also compared between
individuals with drug use disorders in the general population
and among those seeking treatment or help. Hazard rates, re-
flecting the risk of onset of drug abuse and dependence at spe-
cific ages among the population at risk at those ages, were cal-
culated using standard life-table methods.66 Disability or
impairment among respondents with drug use disorders was
determined using multiple regression analyses to assess the re-
lationship between 12-month drug abuse and dependence and
the 4 SF-12v2 mental disability scores, controlling for socio-
demographic characteristics and all other substance use, mood,
anxiety, and PDs. All standard errors and 99% confidence in-
tervals were estimated using SUDAAN, version 9.0,67 which ad-
justs for the NESARC design characteristics.

RESULTS

PREVALENCE AND ORs

The 12-month and lifetime prevalences of drug use dis-
order were 2.0% and 10.3%, respectively (Table 1).
Twelve-month and lifetime prevalences of drug abuse
(1.4% and 7.7%, respectively) exceeded the correspond-
ing rates for drug dependence (0.6% and 2.6%, respec-
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tively) for the total sample and virtually every sociode-
mographic subgroup of the population. Table 2 shows
the risks of 12-month and lifetime abuse and depen-
dence in population subgroups via adjusted ORs and 99%
confidence intervals.

For 12-month disorders, the odds of drug abuse were
greater among men, white compared with Hispanic re-
spondents, those in the lowest income category, those
residing in the West relative to the Midwest and South,
and respondents who were never married or were wid-
owed, separated, or divorced. The odds of dependence
were greater among men, Native American compared with
white respondents, those in the lowest income and edu-
cation groups, and respondents who were never mar-
ried or were widowed, separated, or divorced.

For lifetimeabuseanddependence, theoddswerehigher
among men, those residing in the West compared with the
NortheastandMidwest,andrespondentswhowerewidowed,
separated,ordivorced,but loweramongAsianandHispanic
comparedwithwhiterespondents.Theoddsoflifetimeabuse
were also lower among black relative to white respondents

andamongthose residing in theSouth.Theoddsof lifetime
dependencewereadditionallygreateramongNativeAmeri-
cans, respondents in the 2 lowest income brackets, and re-
spondents who were widowed, separated, or divorced.

The odds of 12-month and lifetime drug abuse and de-
pendence were greater in the 3 youngest age groups rela-
tive to the oldest age group. As can be seen in Figure 1,
both drug abuse and drug dependence have a similar ado-
lescent/early adult age at onset, peaking at about 19 years,
with onsets after 25 years of age quite rare. The mean age
at onset of drug abuse (19.9 years) was significantly (P=.04)
younger than that of dependence (21.7 years).

DISABILITY

Mean (SE) mental component summary, mental health, so-
cial functioning, and role emotional functioning scores on
the SF12-v2 for those with 12-month drug abuse were 48.8
(0.54), 48.9 (0.53), 49.3 (0.50), and 48.5 (0.56), respec-
tively, whereas corresponding scores for those with 12-
month drug dependence were 41.9 (1.15), 43.7 (0.95), 42.3

Table 1. Prevalence of 12-Month and Lifetime DSM-IV Drug Use Disorders by Sociodemographic Characteristics

Characteristic

Prevalence, % (SE)

12-Month Lifetime

Drug Use Disorder
(n = 777)

Drug Abuse
(n = 528)

Drug Dependence
(n = 249)

Drug Use Disorder
(n = 4068)

Drug Abuse
(n = 3023)

Drug Dependence
(n = 1045)

Total 2.0 (0.1) 1.4 (0.1) 0.6 (0.1) 10.3 (0.3) 7.7 (0.2) 2.6 (0.1)
Sex

Male 2.8 (0.2) 2.0 (0.1) 0.9 (0.1) 13.8 (0.5) 10.6 (0.4) 3.3 (0.2)
Female 1.2 (0.1) 0.8 (0.1) 0.4 (0.04) 7.1 (0.3) 5.2 (0.2) 2.0 (0.1)

Race or ethnicity
White 1.9 (0.1) 1.4 (0.1) 0.6 (0.1) 11.3 (0.3) 8.6 (0.3) 2.7 (0.1)
Black 2.4 (0.2) 1.6 (0.2) 0.8 (0.1) 8.7 (0.5) 6.4 (0.4) 2.4 (0.2)
Native American 4.9 (1.0) 2.3 (0.7) 2.6 (0.7) 18.4 (1.9) 11.6 (1.6) 6.9 (1.1)
Asian 1.4 (0.4) 1.0 (0.4) 0.4 (0.2) 3.8 (0.5) 2.9 (0.4) 1.0 (0.3)
Hispanic 1.7 (0.2) 1.1 (0.1) 0.7 (0.2) 7.2 (0.6) 5.1 (0.4) 2.1 (0.3)

Age, y
18-29 5.3 (0.4) 3.6 (0.3) 1.6 (0.2) 14.2 (0.7) 10.1 (0.5) 4.1 (0.3)
30-44 1.9 (0.2) 1.4 (0.1) 0.6 (0.1) 14.3 (0.5) 10.8 (0.4) 3.5 (0.2)
45-64 0.8 (0.1) 0.5 (0.1) 0.3 (0.1) 8.8 (0.4) 6.9 (0.3) 1.9 (0.2)
�65 0.2 (0.04) 0.1 (0.04) 0.1 (0.03) 0.6 (0.1) 0.5 (0.1) 0.2 (0.1)

Marital status
Married or cohabiting 1.0 (0.1) 0.7 (0.1) 0.3 (0.1) 9.2 (0.3) 7.1 (0.3) 2.1 (0.1)
Widowed, separated, or divorced 1.7 (0.2) 1.0 (0.2) 0.7 (0.1) 9.8 (0.5) 7.1 (0.4) 2.8 (0.2)
Never married 5.2 (0.3) 3.6 (0.3) 1.6 (0.2) 14.1 (0.6) 10.2 (0.5) 4.0 (0.3)

Education
�High school 2.3 (0.3) 1.3 (0.2) 1.1 (0.2) 8.8 (0.6) 6.0 (0.4) 2.8 (0.3)
High school 2.4 (0.2) 1.7 (0.2) 0.7 (0.1) 10.3 (0.4) 7.7 (0.3) 2.6 (0.2)
�Some college 1.7 (0.1) 1.2 (0.1) 0.5 (0.1) 10.8 (0.4) 8.3 (0.3) 2.5 (0.1)

Personal annual income, $
0-19 999 2.8 (0.2) 1.8 (0.1) 1.0 (0.1) 9.8 (0.4) 6.8 (0.3) 3.0 (0.2)
20 000-34 999 1.9 (0.2) 1.3 (0.2) 0.5 (0.1) 10.5 (0.5) 8.1 (0.4) 2.5 (0.2)
35 000-69 999 1.0 (0.1) 0.8 (0.1) 0.2 (0.1) 11.0 (0.5) 8.8 (0.4) 2.2 (0.2)
�70 000 0.7 (0.2) 0.6 (0.2) 0.1 (0.1) 11.1 (0.7) 9.4 (0.7) 1.7 (0.3)

Urbanicity
Urban 2.0 (0.1) 1.4 (0.1) 0.6 (0.1) 10.4 (0.4) 7.8 (0.3) 2.6 (0.2)
Rural 1.9 (0.2) 1.2 (0.2) 0.7 (0.1) 10.2 (0.5) 7.7 (0.4) 2.5 (0.2)

Region
Northeast 2.1 (0.2) 1.5 (0.2) 0.6 (0.1) 9.2 (0.7) 6.9 (0.6) 2.2 (0.2)
Midwest 2.0 (0.2) 1.3 (0.1) 0.7 (0.1) 10.8 (0.6) 8.2 (0.5) 2.6 (0.2)
South 1.5 (0.1) 0.9 (0.1) 0.5 (0.1) 8.7 (0.4) 6.8 (0.3) 1.9 (0.2)
West 2.7 (0.4) 2.0 (0.3) 0.7 (0.1) 13.5 (1.1) 9.5 (0.7) 4.0 (0.4)
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(1.10), and 43.7 (1.22), respectively. After adjusting for so-
ciodemographic characteristics and other Axis I and II dis-
orders, drug abuse was associated with lower mental com-

ponent summary (� =−2.3; P�.001), mental health
(�=−1.9; P�.001), social functioning (�=−2.1; P�.001),
and role emotional functioning (�=−2.3; P�.001) scores.
Drug dependence was highly associated with lower men-
tal component summary (�=−4.3; P�.001), mental health
(�=−4.2; P�.001), social functioning (�=−5.1; P�.001),
and role emotional functioning (�=−3.6; P�.001) scores.
Thus, although respondents with drug abuse and depen-
dence were significantly more disabled than those respon-
dents who did not have these disorders, dependence was
clearly more disabling than abuse.

COMORBIDITY

Comorbidity between DSM-IV abuse and dependence and
other psychiatric disorders adjusted for sociodemographic
factors is shown in Table3 for 12-month and in eTable 2
(available at http://www.archgenpsychiatry.com) for
lifetime disorders. With few exceptions, 12-month and

Table 2. Adjusted Odds Ratios of 12-Month and Lifetime DSM-IV Drug Use Disorders by Sociodemographic Characteristics*

Characteristic

Drug Disorders, OR (99% CI)

12-Month Lifetime

Any Drug Use
Disorder

Any Drug
Abuse

Any Drug
Dependence

Any Drug Use
Disorder

Any Drug
Abuse

Any Drug
Dependence

Sex
Male 2.6 (2.0-3.3) 2.6 (1.9-3.5) 2.5 (1.6-3.9) 2.3 (2.0-2.6) 2.2 (1.9-2.6) 1.9 (1.5-2.4)
Female 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Race or ethnicity
White 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
Black 0.9 (0.7-1.3) 0.9 (0.6-1.3) 0.9 (0.5-1.6) 0.7 (0.6-0.8) 0.7 (0.6-0.8) 0.8 (0.6-1.0)
Native American 2.1 (1.1-4.1) 1.4 (0.6-3.1) 3.8 (1.6-9.1) 1.6 (1.1-2.2) 1.3 (0.8-1.9) 2.1 (1.3-3.4)
Asian 0.5 (0.2-1.2) 0.4 (0.1-1.4) 0.6 (0.2-2.1) 0.2 (0.2-0.3) 0.2 (0.2-0.4) 0.2 (0.1-0.6)
Hispanic 0.4 (0.3-0.6) 0.4 (0.3-0.6) 0.6 (0.3-1.5) 0.4 (0.3-0.5) 0.4 (0.3-0.5) 0.4 (0.3-0.6)

Age, y
18-29 37.2 (15.6-88.8) 35.7 (12.8-99.5) 35.9 (8.0-160.8) 33.3 (19.9-55.6) 28.6 (16.7-49.3) 35.7 (11.7-109.5)
30-44 20.5 (8.7-48.3) 19.7 (6.9-56.8) 20.6 (4.7-90.6) 35.0 (21.3-57.5) 30.9 (17.9-53.2) 34.9 (12.1-100.9)
45-64 7.9 (3.2-19.4) 6.6 (2.2-19.7) 10.7 (2.3-50.1) 18.3 (11.3-29.7) 17.5 (10.3-29.7) 16.6 (5.8-47.6)
�65 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Marital status
Married or cohabiting 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]
Widowed, separated, or divorced 2.6 (1.8-3.7) 2.1 (1.4-3.4) 3.6 (2.0-6.6) 1.7 (1.4-2.0) 1.5 (1.3-1.8) 1.9 (1.5-2.5)
Never married 2.0 (1.5-2.7) 1.9 (1.3-2.6) 2.3 (1.1-4.6) 1.1 (1.0-1.3) 1.1 (0.9-1.3) 1.1 (0.8-1.6)

Education
�High school 1.4 (1.0-2.1) 1.1 (0.7-1.7) 1.9 (1.0-3.5) 1.1 (0.9-1.3) 1.0 (0.8-1.2) 1.3 (0.9-1.8)
High school 1.3 (1.0-1.7) 1.4 (1.0-1.9) 1.2 (0.8-1.9) 1.0 (0.9-1.2) 1.0 (0.9-1.2) 1.1 (0.8-1.4)
�Some college 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Personal annual income, $
0-19 999 3.4 (1.5-7.6) 2.9 (1.1-70.8) 5.8 (1.5-22.2) 1.4 (1.1-1.8) 1.2 (0.9-1.5) 2.4 (1.5-4.1)
20 000-34 999 2.2 (1.0-4.8) 2.0 (0.8-5.0) 3.3 (0.8-13.9) 1.2 (1.0-1.5) 1.1 (0.8-1.4) 1.7 (1.0-2.8)
35 000-69 999 1.2 (0.5-2.9) 1.2 (0.4-3.3) 1.5 (0.4-6.0) 1.1 (0.9-1.3) 1.0 (0.8-1.3) 1.4 (0.8-2.3)
�70 000 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Urbanicity
Urban 1.1 (0.8-1.5) 1.2 (0.8-1.7) 1.0 (0.6-1.7) 1.1 (0.9-1.3) 1.1 (0.9-1.3) 1.1 (0.8-1.6)
Rural 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Region
Northeast 0.7 (0.5-1.1) 0.7 (0.4-1.1) 0.9 (0.5-1.8) 0.6 (0.5-0.8) 0.6 (0.5-0.8) 0.5 (0.4-0.8)
Midwest 0.6 (0.4-0.9) 0.5 (0.3-0.8) 1.0 (0.5-2.0) 0.6 (0.5-0.8) 0.7 (0.6-0.9) 0.5 (0.4-0.7)
South 0.5 (0.3-0.7) 0.4 (0.3-0.6) 0.7 (0.4-1.5) 0.5 (0.4-0.7) 0.6 (0.5-0.8) 0.4 (0.3-0.6)
West 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference] 1 [Reference]

Abbreviations: CI, confidence interval; OR, odds ratio.
*Significant ORs are given in boldface.
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Figure 1. Hazard rates for age at onset of DSM-IV drug abuse and
dependence.
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lifetime drug abuse and dependence were positively and
significantly related to alcohol use disorders, nicotine de-
pendence, and mood, anxiety, and PDs.

Table 3 also shows the same associations, control-
ling for sociodemographic factors and all other psychi-
atric disorders. These ORs are lower than those
appearing in other NESARC publications59-64 and other
previous epidemiologic surveys5-8,26-31 because they
additionally control for the comorbidity of other psy-
chiatric disorders with one another. The reductions in
the magnitude and significance of the associations
when the confounding effects of other psychiatric dis-
orders were controlled for were striking. Although
drug abuse remained highly and significantly associ-
ated with other substance use disorders and antisocial
PD, there were no other significant associations
observed between drug abuse and mood, anxiety, or
PDs. The only exception was the significant but weak
association between drug abuse and major depressive
disorder and negative associations with paranoid and
histrionic PDs on a lifetime basis. Twelve-month drug
dependence remained positively and significantly
related to substance use disorders and each specific
mood disorder (except bipolar II disorder), general-
ized anxiety, and antisocial PD. Lifetime drug depen-
dence was also associated with panic with and without
agoraphobia.

TREATMENT- OR
HELP-SEEKING BEHAVIOR

Twelve-month treatment rates of drug abuse and
dependence were 6.1% and 30.7%, respectively, and
corresponding lifetime treatment rates were 8.1% for
abuse and 37.9% for dependence. Mean ages at onset of
first treatment for drug abuse and dependence were
26.7 and 27.2 years, respectively (P= .24). However,
treatment rates increased significantly (P�.01) com-
pared with treatment rates 10 years earlier, when 4.1%
of respondents with 12-month abuse, 19.5% with
12-month dependence, 9.2% with lifetime abuse, and
30.1% with lifetime dependence reported having sought
treatment.23

Among those with 12-month drug abuse, 2.3% re-
ceived treatment from physicians or other health care pro-
fessionals; 2.0%, from self-help groups; 1.3% to 1.6%, from
detoxification units, outpatient clinics, rehabilitation pro-
grams, and inpatient facilities; and 0.1% to 0.4%, from
other treatment sources (eTable 3, available at http://www
.archgenpsychiatry.com). Of those with 12-month de-
pendence, 19.5% and 18.8% received treatment from phy-
sicians or other health care professionals and 12-step
programs, respectively, with lower treatment rates for de-
toxification units, outpatient and inpatient facilities, and
rehabilitation programs (10.0%-14.7%). Respondents with

Table 3. Adjusted Odds Ratios of 12-Month DSM-IV Drug Use Disorders and Other Psychiatric Disorders*

Comorbid Disorder

Drug Disorders, OR (99% CI)

Adjusted for Demographic Characteristics†
Adjusted for Demographic Characteristics

and Other Psychiatric Disorders‡

Drug Use Disorder Drug Abuse Drug Dependence Drug Use Disorder Drug Abuse Drug Dependence

Alcohol use disorder 9.0 (6.9-11.7) 6.4 (4.8-8.7) 15.0 (8.6-26.6) 5.6 (4.3-7.4) 4.5 (3.3-6.3) 7.0 (3.9-12.5)
Alcohol abuse 2.7 (2.0-3.7) 3.1 (2.2-4.5) 1.6 (0.9-3.0) 4.2 (3.0-5.9) 4.2 (2.9-6.1) 3.7 (1.8-7.6)
Alcohol dependence 9.7 (7.1-13.1) 5.7 (4.0-8.3) 18.7 (10.8-32.3) 6.8 (4.9-9.6) 4.8 (3.1-7.3) 9.0 (4.7-17.2)

Nicotine dependence 5.8 (4.4-7.6) 4.0 (2.9-5.7) 11.0 (6.9-17.6) 3.2 (2.4-4.4) 2.6 (1.8-3.8) 4.4 (2.6-7.4)
Any mood disorder 3.5 (2.7-4.5) 1.9 (1.3-2.7) 8.5 (5.3-13.6) 1.8 (1.3-2.4) 1.1 (0.7-1.7) 3.3 (1.9-5.6)

Major depressive disorder 2.2 (1.6-3.1) 1.4 (0.9-2.3) 3.8 (2.2-6.5) 1.4 (1.0-2.0) 1.0 (0.6-1.7) 2.2 (1.2-4.1)
Bipolar I disorder 5.1 (3.4-7.8) 2.4 (1.4-4.2) 10.3 (5.8-18.6) 2.3 (1.5-3.7) 1.2 (0.6-2.2) 4.2 (2.1-8.4)
Bipolar II disorder 2.4 (1.2-4.5) 2.1 (1.0-4.3) 2.6 (0.9-7.3) 1.2 (0.6-2.6) 1.2 (0.5-2.7) 1.4 (0.4-4.6)
Dysthymia 4.0 (2.2-7.2) 2.1 (0.9-5.3) 6.9 (3.3-14.7) 2.1 (1.2-3.8) 1.5 (0.6-3.8) 2.8 (1.2-6.7)

Any anxiety disorder 2.7 (2.1-3.7) 1.6 (1.2-2.3) 6.0 (3.7-9.6) 1.2 (0.9-1.7) 0.9 (0.6-1.3) 1.9 (1.1-3.2)
Any panic disorder 3.9 (2.6-5.9) 1.9 (1.0-3.6) 7.8 (4.3-14.1) 1.5 (0.9-2.4) 1.0 (0.5-2.1) 1.8 (0.9-3.8)

Panic with agoraphobia 5.6 (3.0-10.3) 3.2 (1.2-8.3) 9.2 (4.0-21.2) 1.7 (0.8-3.6) 1.4 (0.5-4.0) 1.5 (0.4-4.9)
Panic without agoraphobia 3.1 (1.9-5.1) 1.4 (0.6-3.3) 6.4 (3.2-12.6) 1.3 (0.8-2.3) 0.8 (0.3-2.1) 1.8 (0.9-3.9)

Social phobia 2.6 (1.7-4.2) 1.7 (0.9-3.0) 4.5 (2.5-8.2) 1.2 (0.7-1.9) 1.1 (0.6-2.0) 1.2 (0.6-2.5)
Specific phobia 2.3 (1.7-3.2) 1.6 (1.1-2.5) 3.8 (2.1-6.7) 1.0 (0.7-1.4) 0.9 (0.6-1.5) 1.0 (0.5-2.0)
Generalized anxiety 4.5 (2.8-7.1) 2.0 (1.0-4.0) 9.5 (4.8-18.8) 1.7 (1.0-2.9) 1.1 (0.5-2.3) 2.5 (1.0-5.9)

Any personality disorder 4.1 (3.3-5.2) 2.6 (1.9-3.5) 9.6 (6.4-14.4) 2.2 (1.7-2.9) 1.8 (1.3-2.5) 3.3 (2.0-5.3)
Avoidant 3.4 (2.3-5.1) 2.0 (1.1-3.7) 6.0 (3.2-11.3) 1.3 (0.9-2.1) 1.1 (0.6-2.3) 1.3 (0.6-2.6)
Dependent 7.3 (3.7-14.5) 2.4 (0.9-6.7) 14.9 (6.4-34.7) 2.2 (1.0-4.8) 1.1 (0.4-3.2) 2.4 (0.8-7.8)
Obsessive-compulsive 2.3 (1.7-3.2) 1.4 (0.9-2.2) 4.6 (2.9-7.3) 0.9 (0.6-1.3) 0.7 (0.4-1.2) 1.2 (0.7-2.1)
Paranoid 3.5 (2.5-4.9) 2.0 (1.3-3.0) 6.7 (4.1-11.1) 1.1 (0.7-1.7) 0.9 (0.5-1.5) 1.1 (0.6-2.2)
Schizoid 3.4 (2.3-5.0) 2.1 (1.3-3.6) 5.8 (3.4-10.1) 1.5 (0.9-2.4) 1.2 (0.7-2.3) 1.5 (0.7-3.2)
Histrionic 4.5 (3.0-6.8) 2.5 (1.5-4.2) 8.4 (4.7-14.9) 1.3 (0.8-2.2) 1.0 (0.6-1.9) 1.4 (0.6-3.0)
Antisocial 6.4 (4.8-8.6) 4.3 (2.8-6.5) 9.7 (6.3-15.1) 2.9 (2.1-4.1) 2.5 (1.6-4.0) 2.6 (1.5-4.5)

Abbreviations: CI, confidence interval; OR, odds ratio.
*Significant ORs are given in boldface.
†Adjusted for age, race or ethnicity, sex, education, income, marital status, urbanicity, and geographic region.
‡Adjusted for age, race or ethnicity, sex, education, income, marital status, urbanicity, geographic region, and other psychiatric disorders.
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lifetime drug use disorder showed similar patterns of treat-
ment- or help-seeking behavior by setting.

None of the sociodemographic characteristics pre-
dicted treatment for 12-month DSM-IV drug abuse and
dependence. The odds of lifetime treatment for drug abuse
and dependence were significantly (P�.01) greater, how-
ever, among respondents who were widowed, sepa-
rated, or divorced (ORs, 1.9 and 1.8, respectively) and
in the lowest income bracket (ORs, 1.9 and 2.1, respec-
tively). Although few sociodemographic characteristics
were associated with treatment- or help-seeking behav-
ior, comorbid psychiatric disorders were strongly asso-
ciated. Comorbidity was greater among those with a drug
use disorder who had sought treatment or help com-
pared with respondents with drug use disorders in the
general population (Figure 2).

COMMENT

Our results indicate that in 2001-2002, 2.0% of adult
Americans experienced a drug use disorder in the pre-
ceding 12 months (1.4%, abuse; 0.6%, dependence),
whereas 10.3% developed a drug use disorder at some
time during their lives (7.7%, abuse; 2.6%, depen-
dence). Drug abuse and dependence were associated with
significant disability and early onset. Thus, drug use dis-
orders continue to be a widespread and substantial pub-
lic health problem in the United States.

Rates of drug abuse and dependence were significantly
greater among men than among women, a finding consis-
tentwithpreviousepidemiologicsurveys.5,7,8,21,23,26-31Agewas
significantly and inversely related to 12-month drug abuse
anddependence,a findingalsoobservedinearlierepidemio-
logic studies.21,22,68,69 However, the lifetime rates and odds
amongindividuals in the2youngestagegroupswerenearly
identical. These results indicate a potential for increases in
rates foroldercohortsasthegenerationXcohort(thoseaged
30 to 44 years) ages.70,71 The equally high rates among the
youngest NESARC cohort who went through adolescence
between1985and2001mayinpartbeduetotherisingrates
ofmarijuana72 andmethamphetamine73,74 usedisordersob-
served between the 1991-1992 and 2001-2002 study peri-

ods,possiblyreflectingtheincreasedpotencyofeachofthese
drugs during that decade. The near equivalence of lifetime
ratesbetweenthese2cohorts,despite the fact that individu-
als in the youngest age group have had shorter durations of
theseconditions,portendsapotentialepidemicintheyoung-
estNESARCcohort.Thisstudyalsofoundthatonsetsofdrug
abuseanddependenceweretypicallyduringlateadolescence
or early adulthood. The implications are that adolescence
is a particularly vulnerable period for the onset of drug use
disorders and should be a target for etiologic and preven-
tion research.

Rates of drug use disorders among Native Americans
were not reported in national surveys before 2001,21 ob-
scuring the higher rates of drug abuse and dependence
in this group. This finding is consistent with those of re-
gional studies of Native Americans.75,76 The 12-month rates
of drug abuse and dependence among white respon-
dents did not significantly differ from those of Asian or
black respondents. However, that drug abuse and de-
pendence among these minority subgroups may be in-
creasing is reflected in their significantly lower rates com-
pared with white respondents on a lifetime basis, relative
to the lack of such differences in the 12-month rates. Al-
though these results are suggestive of changes over time
among these minority groups, this issue would best be
addressed within a longitudinal framework.

Consistent with the findings of previous sur-
veys,21,23,68,69 prevalences of DSM-IV 12-month drug abuse
and dependence were generally greater among individu-
als with lower socioeconomic status, in terms of lower edu-
cation or income levels, and among those residing in the
West. The long-established Mexico-based polydrug traf-
ficking organizations could in large part be responsible for
the increased rates in the West relative to other regions of
the country. Further detailed analyses of the NESARC and
other similar data are needed to examine the reasons for
these sociodemographic differentials within the context of
drug availability, neighborhood environments, psychiat-
ric comorbidity, and genetic predisposition toward both
drug taking and drug abuse and dependence.77-85

A new finding in this study is the importance of con-
trolling for other psychiatric disorders (which are highly
comorbid with each other) when examining associa-
tions between drug use disorders and specific psychiat-
ric disorders. Consistent with the results of previous epi-
demiologic surveys,6-8,58-62,68,69 strong and significant
associations were found between drug abuse and depen-
dence and other Axis I and II disorders when we con-
trolled for sociodemographic characteristics. To under-
stand this comorbidity, however, we examined the unique
relationships of other specific psychiatric disorders with
drug use disorders, additionally controlling for the con-
founding effects of the comorbidity of other psychiatric
disorders. Associations between drug abuse and depen-
dence and other substance use disorders were reduced
but remained strong, as were associations between drug
dependence and mood and generalized anxiety disor-
ders. Consistent with results from twin and genetic stud-
ies,86-88 the decreased magnitudes of these associations
suggest that common factors may underlie these asso-
ciations. Consistent with this genetically informed re-
search, associations also remained strong, suggesting that
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Figure 2. Percentage distribution of comorbid psychiatric disorders among
those with drug use disorders in the general population and among those
seeking drug treatment or help.
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unique factors underlie these specific drug use disor-
ders. Taken together, these findings highlight the im-
portance of continued research on common and spe-
cific factors underlying the comorbidity of drug abuse
and dependence and these disorders.

Treatment rates for drug use disorders in the 2001-
2002 compared with the 1991-1992 period89 showed mod-
est increases for drug abuse and dependence. Neverthe-
less, lifetime treatment rates for drug use disorders (abuse,
8.1%; dependence, 37.9%) are substantially lower than
corresponding treatment rates of other major psychiat-
ric disorders, eg, major depressive disorder (60%),64 bi-
polar I disorder (60%),63 panic disorder with agorapho-
bia (65%),61 and generalized anxiety disorder (50%).62

The lack of more significant progress in treatment for drug
use disorders has been attributed to stigma,90,91 clinical
lack of knowledge and uncertainty regarding screen-
ing,92,93 and insufficient organizational support.94 There
is also concern by the public, including those with drug
use disorders, regarding the effectiveness and worth of
available drug treatment.94

Clearly, there is a need for a national public educa-
tional campaign to destigmatize drug use disorders and
approaches to educate physicians and the public about
treatment for drug use disorders. Dissemination of in-
formation on recent advancements in drug abuse treat-
ment,95-98 including manual-driven, empirically vali-
dated treatment approaches to reduce the use of a variety
of drugs (eg, motivational enhancement, 12-step, and/or
cognitive-behavioral therapies) and new medications to
combat drug craving and withdrawal symptoms of some
substances (eg, heroin and cocaine), is required.92,99

The most common treatment settings for individuals
with drug use disorders included private physicians and
other health care professionals, a finding that under-
scores the continued importance of the critical detec-
tion and referral roles of primary care physicians in the
treatment of these disorders. Future research efforts fo-
cused in primary care settings on the development of in-
struments to screen, identify, and refer probable abuse
and dependence in primary care settings, similar to the
National Institute on Alcohol Abuse and Alcoholism guide
to the identification of patients with alcohol use disor-
ders,100 appear warranted, as do efforts to computerize
assessment and referral processes.101 Because not all in-
dividuals with drug problems (eg, some individuals with
drug abuse) require formal treatment, skills training in
motivational interviewing and brief interventions should
also become a standard in clinical training curricula. The
core features of these psychosocial interventions apply
across the full range of drug use disorders, with modifi-
cations unique to particular categories of drugs.102-104 Fur-
thermore, validated screening instruments and training
are also needed for agencies in key positions to screen,
assess, and refer those with drug use disorders (eg, crimi-
nal justice and welfare) by virtue of the high frequency
of these disorders in their populations.94,105

Limitations of this study include its cross-sectional na-
ture, and several issues addressed herein would best be
examined in a longitudinal context. The wave 2 NESARC,
a 3-year follow-up of participants in this wave 1 survey,
was designed to address this limitation and to provide a

strong platform to further investigate the stability of the
observed relationships in the general population. Al-
though test-retest reliability and validation through clini-
cal reappraisal studies conducted by physicians speak to
the reliability and validity of the drug use disorder diag-
noses presented herein, some degree of underreporting
of illicit drug use and symptoms is likely in all surveys
of the general population when self-report assessment in-
struments are used. Furthermore, general population sur-
veys may fail to capture all individuals with drug use dis-
orders because these individuals are less likely to live in
households, the exclusive sample frame of most general
population surveys. However, as previously discussed,
the NESARC sampled from households and group quar-
ters (eg, shelters and group homes), a strategy designed
to increase the representation of individuals with drug
use disorders in the sample. Based on these consider-
ations of potential underreporting and underrepresen-
tation of individuals with drug use disorders, NESARC
estimates of prevalence, risk, and comorbidity are likely
to be conservative.

In summary, the NESARC has shown that DSM-IV drug
abuse and dependence are prevalent, highly disabling dis-
orders that often go untreated. Drug use disorders, es-
pecially drug dependence, are highly comorbid, high-
lighting the need for comprehensive assessment and
treatment of comorbid disorders. The study identified
population subgroups at particular risk and generated
many findings that can lead to further hypothesis-
driven investigations. The adolescent onset of drug abuse
and dependence revealed critical windows of opportu-
nity for prevention efforts. The results of this study in-
dicate that immediate action must be taken to educate
physicians, the public, and policy makers about drug use
disorders and their treatment and to develop programs
to destigmatize the disorders, thereby reducing the per-
sonal suffering and adverse societal impact of drug use
disorders in the United States.
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Correction

Error in Figure Key. In the Original Article titled “The
Dopamine D4 Receptor Gene and Moderation of the
Association Between Externalizing Behavior and IQ,”
published in the December 2006 issue of the ARCHIVES

(2006;63:1410-1416), there is an error in the key for
Figure 1. The white squares represent DRD4-7–positive
individuals, while the black diamonds represent DRD4-
7–negative individuals.
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WEB-ONLY CONTENT

eTable 1. Twelve-Month and Lifetime Prevalences
of Specific DSM-IV Drug Use Disorders

Drug Use Disorders

Prevalence, % (SE)

12-Month Lifetime

Any drug use disorder 2.0 (0.1) 10.3 (0.3)
Any drug abuse 1.4 (0.1) 7.7 (0.2)
Any drug dependence 0.6 (0.1) 2.6 (0.1)

Sedative use disorder 0.2 (0.02) 1.1 (0.1)
Sedative abuse 0.1 (0.02) 0.8 (0.1)
Sedative dependence 0.1 (0.01) 0.3 (0.03)

Tranquilizer use disorder 0.1 (0.02) 1.0 (0.1)
Tranquilizer abuse 0.1 (0.02) 0.8 (0.1)
Tranquilizer dependence 0.1 (0.01) 0.2 (0.03)

Opioid use disorder 0.4 (0.1) 1.4 (0.1)
Opioid abuse 0.2 (0.04) 1.1 (0.1)
Opioid dependence 0.1 (0.02) 0.3 (0.04)

Amphetamine use disorder 0.2 (0.03) 2.0 (0.1)
Amphetamine abuse 0.1 (0.02) 1.4 (0.1)
Amphetamine dependence 0.1 (0.02) 0.6 (0.1)

Hallucinogen use disorder 0.1 (0.02) 1.7 (0.1)
Hallucinogen abuse 0.1 (0.02) 1.5 (0.1)
Hallucinogen dependence 0.02 (0.01) 0.2 (0.03)

Cannabis use disorder 1.5 (0.1) 8.5 (0.3)
Cannabis abuse 1.1 (0.1) 7.2 (0.2)
Cannabis dependence 0.3 (0.04) 1.3 (0.1)

Cocaine use disorder 0.3 (0.03) 2.8 (0.1)
Cocaine abuse 0.1 (0.02) 1.8 (0.1)
Cocaine dependence 1.1 (0.02) 1.0 (0.1)

Solvent/inhalant abuse* 0.02 (0.01) 0.3 (0.04)

*The base rate for solvent/inhalant dependence was 0.00%.
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eTable 2. Adjusted Odds Ratios of Lifetime DSM-IV Drug Use Disorders and Other Psychiatric Disorders*

Comorbid Disorder

Drug Disorders, OR (99% CI)

Adjusted for Demographics†
Adjusted for Demographics

and Other Psychiatric Disorders‡

Drug Use
Disorder

Drug
Abuse

Drug
Dependence

Drug Use
Disorder

Drug
Abuse

Drug
Dependence

Alcohol use disorder 10.4 (9.0-12.0) 7.6 (6.5-8.9) 15.9 (11.9-21.2) 7.1 (6.1-8.2) 6.0 (5.1-7.1) 7.3 (5.4-10.0)
Alcohol abuse 1.9 (1.7-2.2) 2.4 (2.0-2.7) 0.8 (0.6-1.1) 5.4 (4.6-6.4) 5.5 (4.6-6.6) 3.6 (2.6-5.1)
Alcohol dependence 7.6 (6.7-8.7) 4.4 (3.8-5.2) 14.9 (11.8-18.8) 9.8 (8.3-11.5) 6.9 (5.6-8.4) 11.5 (8.1-16.3)

Nicotine dependence 5.5 (4.8-6.3) 3.6 (3.1-4.2) 9.8 (7.7-12.4) 2.9 (2.5-3.4) 2.1 (1.8-2.4) 4.1 (3.2-5.3)
Any mood disorder 3.2 (2.8-3.7) 2.1 (1.9-2.5) 6.5 (5.0-8.3) 1.7 (1.5-2.0) 1.3 (1.1-1.5) 2.4 (1.8-3.2)

Major depressive disorder 2.0 (1.8-2.3) 1.7 (1.5-2.0) 2.5 (2.0-3.3) 1.3 (1.1-1.6) 1.3 (1.1-1.6) 1.5 (1.1-1.9)
Bipolar I disorder 4.8 (3.9-5.9) 2.5 (1.9-3.2) 7.6 (5.8-10.0) 2.4 (1.9-3.0) 1.3 (1.0-1.8) 3.2 (2.3-4.6)
Bipolar II disorder 2.4 (1.7-3.4) 1.4 (0.9-2.2) 4.2 (2.7-6.5) 1.3 (0.9-1.9) 0.8 (0.5-1.3) 2.6 (1.5-4.3)
Dysthymia 2.6 (2.1-3.3) 1.8 (1.3-2.4) 4.0 (2.8-5.7) 1.4 (1.1-1.8) 1.2 (0.9-1.7) 1.7 (1.2-2.5)

Any anxiety disorder 2.6 (2.3-3.0) 1.8 (1.5-2.0) 4.9 (4.0-6.0) 1.2 (1.1-1.4) 1.0 (0.8-1.2) 1.7 (1.3-2.2)
Any panic disorder 3.4 (2.8-4.2) 1.9 (1.5-2.5) 6.3 (4.7-8.4) 1.6 (1.2-2.0) 1.1 (0.8-1.4) 2.0 (1.4-2.9)

Panic with agoraphobia 4.5 (3.2-6.5) 1.9 (1.2-3.0) 8.7 (5.4-14.0) 1.9 (1.2-3.1) 1.0 (0.6-1.7) 2.4 (1.3-4.3)
Panic without agoraphobia 2.9 (2.3-3.6) 1.9 (1.5-2.5) 4.6 (3.5-6.1) 1.4 (1.1-1.8) 1.1 (0.8-1.4) 1.6 (1.2-2.3)

Social phobia 2.5 (2.0-3.0) 1.6 (1.3-2.0) 4.2 (3.1-5.7) 1.1 (0.9-1.4) 0.9 (0.7-1.2) 1.3 (0.9-1.9)
Specific phobia 2.3 (2.0-2.7) 1.7 (1.4-2.0) 3.7 (2.8-4.7) 1.1 (0.9-1.3) 1.0 (0.8-1.2) 1.3 (0.9-1.7)
Generalized anxiety 2.8 (2.3-3.4) 1.6 (1.2-2.1) 5.3 (3.9-7.2) 1.1 (0.9-1.5) 0.9 (0.6-1.2) 1.6 (1.1-2.2)

Any personality disorder 3.6 (3.1-4.1) 2.3 (2.0-2.7) 6.9 (5.5-8.6) 1.8 (1.5-2.1) 1.3 (1.1-1.6) 2.4 (1.9-3.1)
Avoidant 3.3 (2.5-4.3) 1.9 (1.4-2.6) 5.2 (3.6-7.5) 1.4 (1.1-1.9) 1.1 (0.8-1.5) 1.5 (1.0-2.3)
Dependent 3.9 (2.2-6.9) 1.2 (0.5-2.9) 8.3 (4.2-16.4) 1.2 (0.6-2.6) 0.5 (0.2-1.3) 1.8 (0.8-4.3)
Obsessive-compulsive 2.2 (1.8-2.6) 1.5 (1.2-1.8) 3.8 (3.0-4.9) 0.9 (0.7-1.1) 0.8 (0.6-1.0) 1.1 (0.8-1.5)
Paranoid 3.1 (2.5-3.8) 1.7 (1.3-2.2) 5.6 (4.3-7.5) 1.0 (0.7-1.2) 0.7 (0.5-1.0) 1.2 (0.9-1.7)
Schizoid 3.1 (2.4-3.9) 2.0 (1.5-2.6) 4.7 (3.4-6.6) 1.3 (0.9-1.7) 1.1 (0.8-1.5) 1.3 (0.9-1.9)
Histrionic 3.6 (2.8-4.6) 1.7 (1.2-2.4) 6.7 (4.8-9.4) 1.0 (0.7-1.4) 0.7 (0.4-1.0) 1.5 (1.0-2.1)
Antisocial 7.8 (6.3-9.6) 3.5 (2.8-4.5) 11.1 (8.6-14.3) 3.0 (2.4-3.9) 1.6 (1.2-2.1) 3.1 (2.3-4.2)

Abbreviations: CI, confidence interval; OR, odds ratio.
*Significant ORs are given in boldface.
†Adjusted for age, race or ethnicity, sex, education, income, marital status, urbanicity, and geographic region.
‡Adjusted for age, race or ethnicity, sex, education, income, marital status, urbanicity, geographic region, and other psychiatric disorders.

eTable 3. Percentage of Respondents With 12-Month and Lifetime Drug Use Disorders
Who Received Treatment or Help in Specific Types of Setting

Type of Drug Treatment or Help

Drug Use Disorders, % (SE) Seeking Treatment or Help

12-Month Lifetime

Drug Use
Disorder

Drug
Abuse

Drug
Dependence

Drug Use
Disorder

Drug
Abuse

Drug
Dependence

Total 13.8 (1.4) 6.1 (1.4) 30.7 (4.3) 15.6 (0.7) 8.1 (0.6) 37.9 (1.8)
Physician or other health care professional 7.7 (1.0) 2.3 (0.9) 19.5 (2.9) 8.8 (0.6) 3.8 (0.5) 23.7 (1.7)
12-Step program 7.3 (1.1) 2.0 (0.8) 18.8 (3.0) 9.8 (0.6) 4.6 (0.5) 25.5 (1.6)
Rehabilitation program 5.9 (1.1) 1.8 (0.8) 14.7 (2.7) 8.1 (0.6) 3.8 (0.5) 21.1 (1.6)
Detoxification 4.8 (1.0) 1.6 (0.7) 11.8 (2.5) 6.2 (0.5) 2.6 (0.4) 16.7 (1.5)
Outpatient clinic 4.6 (0.9) 1.5 (0.7) 11.3 (2.2) 5.8 (0.4) 3.0 (0.4) 14.2 (1.1)
Other inpatient facility 4.0 (0.8) 1.3 (0.6) 10.0 (2.0) 5.0 (0.4) 2.1 (0.3) 13.7 (1.2)
Emergency department 2.5 (0.7) 0.2 (0.2) 7.5 (2.2) 3.7 (0.3) 1.5 (0.2) 10.2 (1.2)
Clergy 2.3 (0.6) 0.4 (0.3) 6.4 (1.8) 3.3 (0.3) 1.1 (0.2) 9.9 (1.1)
Family or social services 1.8 (0.6) 0.6 (0.5) 4.4 (1.4) 3.5 (0.4) 1.9 (0.3) 8.1 (1.1)
Halfway house 1.3 (0.5) 0.2 (0.2) 3.9 (1.5) 1.9 (0.3) 0.8 (0.2) 5.3 (0.8)
Employee assistance program 1.1 (0.6) 0.1 (0.1) 3.2 (1.8) 1.5 (0.2) 0.5 (0.1) 4.6 (0.9)
Crisis center 0.5 (0.3) 0.1 (0.1) 1.5 (0.9) 1.0 (0.2) 0.5 (0.2) 2.5 (0.6)
Methadone maintenance 0.3 (0.2) 0.1 (0.1) 0.5 (0.4) 0.8 (0.2) 0.5 (0.1) 1.9 (0.5)
Other 1.2 (0.4) 0.1 (0.1) 3.7 (1.3) 1.9 (0.3) 0.7 (0.2) 5.8 (0.8)
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