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ABSTRACT 
Background: Recent guidelines recommend improved treatments for 
alcohol use disorder (AUD), yet little is known about the factors associated 
with alcohol use treatment, especially during the COVID-19 pandemic, 
which has been linked to stronger alcoholic cravings. 
Objective: This study examines the use of treatments among US adults with 
AUD and assesses the factors associated with their use.  
Methods: We used 2021 National Survey on Drug Use and Health data 
for the study. Alcohol use disorder was identified using diagnostic criteria 
based on the Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition. Age, gender, race/ethnicity, education level, employment status, 
health insurance type, family income, residential area, receipt of mental 
health care, and illicit drug use disorder were compared descriptively 
between treated and untreated adults with AUD. Multinomial logistic 
regression modeling was applied to examine associations of these factors 
with different treatments and no treatments.  
Results: The 2021 National Survey on Drug Use and Health files included 
47,291 adults (55.8% female). The past-year prevalence of AUD among 
US adults was 11.4% in 2021. In 2021, 3.7% of adults with AUD received 
non-medication treatment, and 0.9% received medication treatment. Male 
adults receiving mental health care and those engaged in illicit drug use 
were more likely to receive treatment for AUD. Age and education level 
were also significant factors. Living in a non-metropolitan area was more 
likely associated with non-medication treatment. We found no evidence of 
treatment disparities by race/ethnicity, employment status, family income, 
or health insurance type.  
Conclusions: Effective medication and non-medication-based treatments 
for AUD are consistently underutilized despite several recent guideline 
recommendations that encourage treatments.  
Keywords: Alcohol use disorder, Risk factors, Treatment, Pandemic 
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Abbreviations 

AOR adjusted odds ratio 
AUD alcohol use disorder 
CI confidence interval 
DSM-5 Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition 
MAUD medications for treating alcohol use disorder  
NSDUH National Survey on Drug Use and Health 
 

Introduction 
Alcohol use is a serious medical condition characterized 
by an impaired capacity to cease or control alcohol 
consumption despite negative social, occupational, or 
health consequences.1,2 Problematic alcohol use has long 
been acknowledged as a medical condition. However, 
the term alcohol use disorder (AUD) was not defined until 
2013 with the issuance of the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition (DSM-5), which 
has been used to determine whether a person has AUD 
and, if present, its severity. The severity is based on the 
number of criteria a person meets based on their 
symptoms.2 

 
Nearly 30 million adults in the United States 18 years 
and older are affected by AUD.3 Among youth, an 
estimated 894,000 US adolescents 12 to 17 years of 
age had AUD in 2021.4 The Centers for Disease Control 
and Prevention estimates that alcohol misuse, including 
AUD, costs the United States approximately $249 billion 
per year, including $28 billion in health care, $179 billion 
in lost workplace productivity, $13 billion in motor vehicle 
accidents, and $25 billion to law enforcement and for 
other criminal justice expenses.5,6 
 

Further, AUD can have immediate negative effects on 
individuals’ mental and physical health, such as vehicular 
accidents, homicide, suicide, and depression and/or 
anxiety. Over time, AUD can lead to the development of 
chronic diseases and other health problems, including high 
blood pressure, stroke, heart disease, liver disease, 
digestive disorders, and several types of cancer.7,8 
 
Given AUD’s cost and its negative short-term and long-
term impact on individuals, many non-medication and 
medication-based treatments are now available. Non-
medication treatments include cognitive-behavioral skills 
coping therapy, motivational enhancement therapy, and 
the 12-step Alcoholics Anonymous intervention.9 For 
medication-based treatments, the US Food and Drug 
Administration has approved four evidence-based 
medications for treating AUD (MAUD) since 1949: 
acamprosate (Campral®, taken three times daily), 
disulfiram (Antabuse®, taken once daily), oral naltrexone 
(ReVia®, taken once daily), and extended-release 
injectable naltrexone (Vivitrol®, taken once monthly).10,11 
Evidence from epidemiological studies suggests that 
improving alcohol consumption outcomes (e.g., reduction 
in return to drinking or in the percentage of drinking 
days) with these effective medications, together with 
psychosocial interventions, would likely result in improved 
health outcomes.12 However, medications are 
underutilized.13 14 To improve effective medication use, 
the American Psychiatric Association released guidelines 
for the pharmacological treatment of patients with AUD 
in 2017.15 Despite the recent developments related to 

increasing awareness of AUD with public health 
campaigns,16 educational programs,17 digital health 
innovations,18 policy changes,19 increased research 
fundings,20 and community based initiatives,21 little is 
known about the prevalence, disparities, and factors 
associated with using MAUD among adults with AUD in 
the United States. Isolation during COVID-19 restrictions 
exacerbated loneliness, financial stress, and lack of 
support, which are linked to more intense alcoholic 
cravings.22,23 Therefore, we examined the use of MAUD 
in 2021 among US adults with AUD, assessing the factors 
associated with using MAUD and non-medication 
treatments.  
 

Methods 
This study used data from the 2021 National Survey on 
Drug Use and Health (NSDUH). The data are nationally 
representative of adults aged 18 and older in the civilian 
noninstitutionalized US population and include 
sociodemographic characteristics, alcohol and illicit drug 
use, and receipt of mental health and any alcohol use 
treatment. The survey covers residents of households, 
people in noninstitutional group quarters, and civilians 
living on military bases. The survey, administered in 
English and Spanish, includes a computer-assisted 
interviewing questionnaire. Individuals experiencing 
homelessness, active military personnel, and residents of 
institutional group quarters such as jails, nursing homes, 
mental institutions, and long-term care hospitals are 
excluded from the survey.24 
 
Alcohol use disorder was identified using DSM-5 
diagnostic criteria. The NSDUH uses structural interviews 
to assess alcohol use behaviors and symptoms consistent 
with DSM-5 criteria. Participants are asked questions 
about their alcohol consumption patterns, experiences 
with alcohol-related problems, and symptoms indicative 
of AUD. The DSM-5 criteria for AUD include (1) impaired 
control (i.e., a persistent desire or unsuccessful efforts to 
cut down or control alcohol use); (2) social impairment 
(i.e., the use of alcohol results in failure to fulfill major role 
obligations at work, school or home; social or 
interpersonal problems caused or exacerbated by 
alcohol use); (3) risky use (i.e., alcohol is often taken in 
larger amounts or over a longer period than was 
intended); (4) physical dependence (i.e., tolerance, as 
defined by either needing more alcohol to achieve the 
desired effect or experiencing diminished effect with 
continued use of the same amount of alcohol, and 
withdrawal symptoms when alcohol use is discontinued or 
reduced); and (5) craving (i.e., a strong desire or urge to 
use alcohol). To meet the criteria for AUD diagnosis, 
individuals must experience at least two of these 
symptoms within a 12-month period. Respondents 
provided verbal informed consent, and NSDUH data 
collection was approved by the institutional review board 
at RTI International.  
 
Since 2019, NSDUH has collected information about 
past-year receipt of alcohol use treatment services and 
reported whether medications such as oral/long-acting 
injectable formulations (e.g., acamprosate and 
disulfiram) were used to help reduce or stop alcohol use. 
However, due to methodological changes, particularly 
the addition of web-based interviewing, the 2021 data 
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are not comparable to data from previous years. 
Therefore, we used only 2021 data for our analysis. A 
full sample was available from all four quarters in 2021. 
Based on information from the household screenings, 
there were 13,270 interviews from adolescents aged 12 
to 17 and 56,580 interviews from adults aged 18 or 
older.10 Overall, 54.6% of interviews were completed 
via the web, and 45.4% were completed in person. 
Weighted response rates for household screening and for 
interviewing were 22.2% and 46.2%, respectively, for 
an overall response rate of 10.3% for people aged 12 
or older. The weighted interview response rates were 
38.4% for adolescents aged 12 to 17 and 47.0% for 
adults aged 18 or older.24 
 

Our first goal was to assess the proportion of patients 
with AUD receiving MAUD during the first year of 
COVID-19. Using the data collected about MAUD, we 
presented the rates of both MAUD and non-medication 
treatment.  
 
As a second goal, descriptive analysis was conducted. In 
particular, for three different cohorts—MAUD, Non-
Medication, and No-Treatment—available 
socioeconomic, demographic and clinical characteristics 
were compared. Data on age, gender, race, education 
level, employment status, health insurance, family income, 
geographic residence, receipt of mental health care, and 
illicit drug use disorder were available. Some of the 
missing responses for variables such as family income 
were imputed with the procedures used in NSDUH. 
Numbers and percentages were provided for 
dichotomous and polychotomous variables. P values, 
assumed significant at .05, were calculated according to 

chi-square test for dichotomous variables. Nonparametric 
tests were applied if there was a deviation from 
asymptotical assumptions. 
 
To assess the disparities associated with MAUD and 
nonmedical treatment, multinomial logistic regression was 
used. Multinomial logistic model allows for the prediction 
of probabilities of different possible outcomes of 
categorical distributed dependent variable given a set 
of independent variables. Specifically, our mutually 
exclusive dependent variables were (1) MAUD 
compared with no treatment, (2) non-medication 
treatment versus no treatment, and (3) MAUD versus 
nonmedical treatment. The independent variables were 
the set of socioeconomic, demographic, and clinical 
variables that were analyzed descriptively.  
 

All statistical analyses were conducted using RStudio 
software version 2023.06.0+421 and accounted for 
NSDUH’s complex design and sampling weights. 
 

Results 
Despite the American Psychiatric Association guidelines 
encouraging patients to use medications, the proportion 
of patients receiving MAUD was only 0.9%.  
Among US adults in 2021, past-year prevalence of AUD 
was 11.4% (95% confidence interval [CI], 11.1%-
11.7%) or 28.9 million people (95% CI, 28.2 million–
29.7 million). Among adults with AUD, 4.6% (95%, CI, 
4.1-5.1), or 1.3 million persons (95% CI, 1.2 million–1.5 
million) reported receiving any alcohol use treatment in 
the past year, and 0.9% (95% CI, 0.7%-1.1%), or 
258,336 persons (95% CI, 189,887-326,783) reported 
using MAUD (Table 1). 

 
Table 1: Descriptive Characteristics of Individuals Reporting AUD in 2021 NSDUH (n=6078)  

Characteristic 
MAUD (%) 
(n = 258,336) 

Non-medication, %  
(n = 1,077,504) 

P Value 
No Treatment, % 
(n= 27,618,496) 

P Value 

Age, y           

18-25 2.9 11.1 .191 17.6 <.01 

26-34 8.9 30.8 .451 22.8 .625 

35-49 29.7 37 .444 27.9 <.01 

≥50 58.5 21.3 .133 31.8 .328 

Sex           

Male 65.4 69.7 .259 56.4 .084 

Female 34.6 30.5 .259 43.6 .084 

Race/ethnicity           

White 81.2 52.5 .397 67.8 .874 

Black 12.8 21.4 .651 11.8 .132 

Hispanic 5.7 16.3 .467 17 .275 

Other 0.3 10 .318 0.7 .666 

Education           

<High school 11 8 .288 9.7 .1 

High school 11.6 39.5 <.05 26.8 .168 

Some college 43.7 37.8 1 31 .549 

College graduate 33.7 14.9 .073 32.5 .766 

Employment status           

Full-time 73.5 39 1 53.9 .145 

Part-time 3.3 12.4 .254 13.3 .175 

Unemployment 7.3 9.7 1 7.4 .224 

Other 15.9 39 .451 25.4 <.05 

Health insurance           

Private only 75.8 28.5 <.05 62.3 .526 
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Characteristic 
MAUD (%) 
(n = 258,336) 

Non-medication, %  
(n = 1,077,504) 

P Value 
No Treatment, % 
(n= 27,618,496) 

P Value 

Medicaid 17.5 46.9 .398 15.3 <.01 

Other 0.7 9.4 .204 10.8 .25 

Uninsured 6 15.4 .737 11.6 .584 

Family income, $           

<20,000 30.9 30 .931 16.6 <.05 

20,000-49,999 11.8 39 .393 29.1 .687 

≥50,000-74,999 22.1 14.2 .748 15.4 .884 

75,000 35.2 17 .847 38.9 .134 

Metropolitan statistical area 

Large metro 51 49.5 .399 55.6 1 

Small metro 45 27.1 .694 30.9 .629 

Nonmetro 4 23.6 .752 13.5 .444 

Receipt of mental health care 

No 20.1 30.3 .497 27.5 <.001 

Yes 79.9 68.6 .497 69.5 <.001 

Illicit drug use disorder  

No 81.4 46.6 .794 79.2 <.01 

Yes 18.6 53.6 .794 20.8 <.01 

MAUD, Medications for treating alcohol use disorder. 
 
Table 1 reports descriptive characteristics of each cohort. 
The majority of the MAUD cohort was over 50 years old 
(58.5%), male (65.4%), white (81.2%), a high school 
graduate (77.4%), employed full-time (73.5%); had 
private health insurance (75.8%); lived in large 
metropolitan area (51%); and had received mental 
health care (79.9%). Compared with the MAUD group, 
responders who preferred non-medication treatment 
were more likely to have a high school education (39.5% 

vs. 11.6%, p<.05) and less likely to have private health 
insurance (28.5% vs. 75.8%, p<.05). Responders with no 
AUD treatment, compared to the MAUD cohort, were 
more likely to be between 18-25 years old (17.6% vs. 
2.9%, p<.01) and have illicit drug use disorder (20.8% 
vs. 18.6%, p<.01), less likely to have Medicaid insurance 
(15.3% vs. 17.5%, p<0.01)) and receipt of mental health 
care (69.5% vs. 79.9%, p<.01). Unadjusted odds ratios 
are presented in Table 2. 

 
Table 2: Odds Ratios for Unadjusted Results 

Characteristic 

Unadjusted OR (95% CI) 

MAUD vs No 
Alcohol Use 
Treatment 

Nonmedication Alcohol Use 
Treatment vs No Alcohol Use 
Treatment 

MAUD vs Nonmedication 
Alcohol Use Treatment 

Age, y (Reference: Age 18-25)  

26-34 2.1 (0.7-5.9) 1.6 (1.1-2.3) 0.8 (0.3-2.3) 

35-49 4.2 (1.7-10.5) 2.0 (1.4-2.9) 0.5 (0.2-1.3) 

≥50 3.7 (1.3-10.4) 1.1 (0.7-1.8) 0.3 (0.1-1.1) 

Sex (Reference: Male) 

Female 0.6 (0.3-1.0) 0.9 (0.7-1.1) 1.5 (0.8-2.9) 

Race/ethnicity (Reference: White)  

Black 1.7 (0.8-3.8) 1.5 (1.0-2.3) 0.9 (0.4-2.1) 

Hispanic 0.5 (0.2-1.5) 1.0 (0.7-1.5) 2.4 (0.7-8.5) 

Other 0.7 (0.2-2.2) 1.5 (1.0-2.3) 2.3 (0.7-8.0) 

Education (Reference: <High school)  

High school 0.3 (0.1-0.9) 1.0 (0.6-1.6) 3.4 (1.0-11.2) 

Some college 0.6 (0.2-1.4) 0.9 (0.5-1.4) 1.5 (0.6-4.1) 

College graduate 0.5 (0.2-1.1) 0.4 (0.2-0.7) 0.9 (0.3-2.6) 

Employment status (Reference: Full-time) 

Part-time 0.6 (0.2-1.9) 1.2 (0.8-1.8) 2.2 (0.6-7.8) 

Unemployment 2.3 (0.9-5.7) 2.3 (1.5-3.6) 1.0 (0.4-2.8) 

Other 2.1 (1.1-4.1) 1.7 (1.3-2.4) 0.9 (0.4-1.8) 

Health insurance (Reference: Private only) 

Private only 1 [Reference] 1 [Reference] 1 [Reference] 

Medicaid 2.2 (1.1-4.2) 4.0 (2.9-5.4) 1.8 (0.9-3.6) 

Other 0.3 (0.0-2.3) 1.8 (1.1-3.0) 5.8 (0.7-45.5) 

Uninsured 0.8 (0.3-2.2) 1.5 (1.0-2.4) 1.9 (0.6-5.9) 

Family income, $ (Reference <$20,000)  

20,000-49,999 0.5 (0.2-1.1) 0.7 (0.5-1.0) 1.3 (0.6-3.1) 

50,000-74,999 0.7 (0.3-1.6) 0.6 (0.4-0.9) 0.8 (0.3-2.2) 
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Characteristic 

Unadjusted OR (95% CI) 

MAUD vs No 
Alcohol Use 
Treatment 

Nonmedication Alcohol Use 
Treatment vs No Alcohol Use 
Treatment 

MAUD vs Nonmedication 
Alcohol Use Treatment 

≥75,000 0.4 (0.2-0.9) 0.4 (0.3-0.6) 0.9 (0.4-2.1) 

Metropolitan statistical area (Reference: Large metro) 

Small metro 0.9 (0.5-1.7) 1.2 (0.9-1.7) 1.3 (0.6-2.8) 

Nonmetro 1.3 (0.6-2.9) 1.9 (1.3-2.7) 1.3 (0.6-3.1) 

Receipt of mental health care (Reference: No mental health care) 

Yes 9.2 (4.4-19.2) 6.5 (4.7-8.9) 0.7 (0.3-1.6) 

Illicit drug use disorder (Reference: No illicit drug use disorder)  

Yes 2.5 (1.4-4.4) 2.8 (2.1-3.7) 1.2 (0.6-2.3) 

 
Adjusted and unadjusted odds ratios estimated using 
logistic regression are presented in Tables 3 and 4, 
respectively. Controlling for the other factors, we found 
no disparities between medication treatment and no 
treatment in terms of race, educational level, employment 
status, health insurance, and location. Males (adjusted 
odds ratio [AOR], 2.8; 95% CI, 1.5-5.4), those over 35 

years old (AOR, 6.1; 95% CI, 2.3-16.4 for age 35-49; 

AOR, 5.0; 95% CI, 1.6-15.4 for age 50), those 
receiving mental health care (AOR: 11.9; 95% CI, 5.5-
25.7), and those engaged in illicit drug use (AOR: 2.5; 
95% CI, 1.3-4.8) were more likely to use MAUD. 

 
Table 3. Adjusted Odds Ratios from Logistic Regression  

Characteristic AOR (95% CI) 

MAUD vs No 
Alcohol Use 
Treatment 

Non-medication Alcohol 
Use Treatment vs No 
Alcohol Use Treatment 

MAUD vs Non-
medication Alcohol Use 
Treatment 

Age, y (Reference: Age 18-25)  

26-34 2.6 (0.9-7.7) 1.9 (1.3-2.9) 1.0 (0.3-3.7) 

35-49 6.1 (2.3-16.4) 2.8 (1.9-4.2) 0.7 (0.2-2.3) 

≥50 5.0 (1.6-15.4) 1.6 (0.9-2.9) 0.4 (0.1-1.8) 

Sex (Reference: Male) 

Female 0.4 (0.2 - 0.7) 0.6 (0.4 - 0.8) 1.2 (0.6 - 2.5) 

Race/ethnicity (Reference: White)  

Black 1.7 (0.7-4.2) 1.3 (0.8-2.1) 0.8 (0.3-2.6) 

Hispanic 0.7 (0.3-2.2) 1.0 (0.7-1.6) 1.7 (0.4-6.5) 

Other 0.7 (0.2-2.5) 1.5 (1.0-2.4) 1.8 (0.5-7.5) 

Education (Reference: <High school)  

High school 0.4 (0.1 - 1.2) 1.3 (0.8 - 2.2) 4.3 (1.1 - 16.6) 

Some college 1.0 (0.3 - 2.7) 1.2 (0.7 - 2.1) 1.7 (0.5 - 5.8) 

College graduate 0.6 (0.2 - 2.0) 0.6 (0.3 - 1.1) 1.1 (0.2 - 4.8) 

Employment status (Reference: Full-time) 

Part-time 0.5 (0.1 - 1.9) 0.8 (0.5 - 1.3) 1.9 (0.4 - 8.4) 

Unemployment 2.1 (0.7 - 6.1) 1.1 (0.7 - 1.8) 0.5 (0.1 - 1.9) 

Other 1.5 (0.6 - 3.5) 0.9 (0.6 - 1.4) 0.6 (0.2 - 1.7) 

Health insurance (Reference: Private only) 

Medicaid 0.9 (0.4 - 2.2) 2.4 (1.6 - 3.6) 2.4 (0.9 - 6.5) 

Other 0.2 (0.0 - 1.4) 1.5 (0.9 - 2.6) 5.3 (0.6 - 50.3) 

Uninsured 0.7 (0.2 - 2.3) 1.4 (0.9 - 2.4) 2.4 (0.6 - 9.3) 

Family income, $ (Reference: <$20,000)  

20,000-49,999 0.6 (0.3-1.5) 1.0 (0.7-1.4) 1.1 (0.4-3.3) 

50,000-74,999 0.9 (0.3-2.6) 1.0 (0.6-1.8) 0.9 (0.3-3.5) 

≥75,000 0.5 (0.2-1.3) 0.9 (0.6-1.4) 1.7 (0.5-5.5) 

Metropolitan statistical area (Reference: Large metro) 

Small metro 1.2 (0.6 - 2.3) 1.2 (0.9 - 1.7) 1.3 (0.6 - 2.9) 

Nonmetro 1.6 (0.7 - 3.6) 1.6 (1.1 - 2.4) 1.2 (0.4 - 3.2) 

Receipt of mental health care (Reference: No mental health care) 

Yes 11.9 (5.5-25.7) 8.1 (5.8 - 11.3) 0.8 (0.3 - 1.9) 

Illicit drug use disorder (Reference: No illicit drug use disorder)  

Yes 2.5 (1.3 - 4.8) 2.2 (1.6 - 2.9) 0.8 (0.4 - 1.8) 
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Table 4: Odds Ratios for Unadjusted Results 

Characteristic Unadjusted OR (95% CI) 

MAUD vs No Alcohol 
Use Treatment 

Nonmedication Alcohol 
Use Treatment vs No 
Alcohol Use Treatment 

MAUD vs Nonmedication 
Alcohol Use Treatment 

Age, y (Reference: Age 18-25)  

26-34 2.1 (0.7-5.9) 1.6 (1.1-2.3) 0.8 (0.3-2.3) 

35-49 4.2 (1.7-10.5) 2.0 (1.4-2.9) 0.5 (0.2-1.3) 

≥50 3.7 (1.3-10.4) 1.1 (0.7-1.8) 0.3 (0.1-1.1) 

Sex (Reference: Male) 

Female 0.6 (0.3-1.0) 0.9 (0.7-1.1) 1.5 (0.8-2.9) 

Race/ethnicity (Reference: White)  

Black 1.7 (0.8-3.8) 1.5 (1.0-2.3) 0.9 (0.4-2.1) 

Hispanic 0.5 (0.2-1.5) 1.0 (0.7-1.5) 2.4 (0.7-8.5) 

Other 0.7 (0.2-2.2) 1.5 (1.0-2.3) 2.3 (0.7-8.0) 

Education (Reference: <High school)  

Some college 0.6 (0.2-1.4) 0.9 (0.5-1.4) 1.5 (0.6-4.1) 

College graduate 0.5 (0.2-1.1) 0.4 (0.2-0.7) 0.9 (0.3-2.6) 

Employment status (Reference: Full-time) 

Part-time 0.6 (0.2-1.9) 1.2 (0.8-1.8) 2.2 (0.6-7.8) 

Unemployment 2.3 (0.9-5.7) 2.3 (1.5-3.6) 1.0 (0.4-2.8) 

Other 2.1 (1.1-4.1) 1.7 (1.3-2.4) 0.9 (0.4-1.8) 

Health insurance (Reference: Private only) 

Medicaid 2.2 (1.1-4.2) 4.0 (2.9-5.4) 1.8 (0.9-3.6) 

Other 0.3 (0.0-2.3) 1.8 (1.1-3.0) 5.8 (0.7-45.5) 

Uninsured 0.8 (0.3-2.2) 1.5 (1.0-2.4) 1.9 (0.6-5.9) 

Family income, $ (Reference: <$20,000)  

20,000-49,999 0.5 (0.2-1.1) 0.7 (0.5-1.0) 1.3 (0.6-3.1) 

50,000-74,999 0.7 (0.3-1.6) 0.6 (0.4-0.9) 0.8 (0.3-2.2) 

≥75,000 0.4 (0.2-0.9) 0.4 (0.3-0.6) 0.9 (0.4-2.1) 

Metropolitan statistical area (Reference: Large metro) 

Small metro 0.9 (0.5-1.7) 1.2 (0.9-1.7) 1.3 (0.6-2.8) 

Nonmetro 1.3 (0.6-2.9) 1.9 (1.3-2.7) 1.3 (0.6-3.1) 

Receipt of mental health care (Reference: No mental health care) 

Yes 9.2 (4.4-19.2) 6.5 (4.7-8.9) 0.7 (0.3-1.6) 

Illicit drug use disorder (Reference: No illicit drug use disorder)  

Yes 2.5 (1.4-4.4) 2.8 (2.1-3.7) 1.2 (0.6-2.3) 

 
Adults residing in non-metropolitan areas (AOR, 1.66; 
95% CI, 1.11-2.5), males (AOR, 1.8; 95% CI, 1.3-2.4), 
those between 26-49 years old (AOR, 1.9; 95% CI, 1.3-
2.9 for ages 26-34 and AOR, 2.8; 95% CI, 1.9-4.2 for 
ages 26-34), those receiving mental health care 
treatment (AOR, 8.1; 95% CI, 5.8-11.3), and those 
involved in illicit drug use (AOR, 2.2; 95% CI, 1.6-2.9) 
were more likely to have non-medication treatment 
compared with those receiving no treatment.  
 
Adults with less than a high school education (AOR, 0.2; 
95% CI, 0.1-0.9) or college degree (AOR, 0.3; 95% CI, 
0.1-0.9) were more likely to receive MAUD rather than 
non-medication treatment compared with high school 
graduates. 
 

Discussion 
The prevalence of AUD among US adults has been 
increasing. AUD was associated with a 40% lower 
probability of having an optimal quality of life, adverse 
health outcomes, and on average 140,000 deaths per 
year.25,26 The healthcare and social cost of AUD is nearly 
$300 billion.5,6 
 

Prominent organizations such as the American Psychiatric 
Association, the National Institute on Alcohol Abuse and 
Alcoholism, the Veterans Administration, and the 
Substance Abuse and Mental Health Services 
Administration recommend increased use of MAUD.27 
Naltrexone, an opioid receptor antagonist that reduces 
the rewarding effects of alcohol, reduces the risk of 
relapse and decrease heavy drinking days.28 
Acamprosate, which modulates glutamate 
neurotransmission to reduce withdrawal symptoms and 
cravings, is effective in maintaining abstinence 
particularly when combined with psychosocial support.29 
Disulfiram inhibits aldehyde dehydrogenase, leading to 
unpleasant effects when alcohol is consumed.30 
Topiramate, an anticonvulsant that influences GABA and 
glutamate neurotransmission, reduces drinking frequency 
and increases abstinent days.31 Gabapentin modulates 
GABA neurotransmission and reduces alcohol 
consumption, especially among individuals with high 
anxiety levels or sleep disturbances. 32 Further, several 
studies have shown the cost-effectiveness of these 
medications.33 Nevertheless, our estimates show that the 
use of MAUD is extremely low. 
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Surveys of adults with AUD show that the reasons not to 
seek treatment include “lack of problem awareness” 
(55.3%) and “stigma or shame” (28.6%), followed by 
“encounter barriers” (22.8%) and “cope alone” (20.9%). 
Peer pressure and denial were also identified as reasons 
why adults with AUD do not seek treatment.34 These can 
explain why our results indicate that college graduates 
are less likely to receive treatment than high school 
graduates.  
 
Consistent with previous research, we found that women 
were less likely to seek treatment than men. Women often 
face greater social stigma and shame associated with 
alcohol use than men.35 In particular, mothers may have 
significant childcare responsibilities that make it 
challenging to attend treatment programs. They may lack 
affordable childcare or fear losing custody of their 
children if their substance use is disclosed.36 Women with 
AUD are more likely to have concurrent mental health 
disorders such as depression and anxiety.37 These 
conditions may complicate the treatment process and 
make it harder for women to seek and adhere to 
treatment. Women are also more likely to face economic 
barriers, such as lower income and lack of health 
insurance, which can impede their ability to afford 
treatment for AUD.38 Many women with AUD have 
histories of trauma and domestic violence; thus, fear of 
partners, lack of safe environments, and trauma-related 
symptoms can hinder their ability to seek treatment.39 
Since women have different barriers to treatment than 
men, they may be less likely to seek treatment in a 
dedicated alcohol facility and more likely to seek 
treatment with a general practitioner or psychiatrist for 
depression or fatigue.40 
 
Studies indicate that older adults have a significant 
prevalence of AUD, often associated with longer duration 
of alcohol use.41 This demographic may therefore be 
more likely to seek and receive pharmacotherapy for 
AUD. Older adults typically have more frequent 
interactions with health care providers, which increases 
their opportunity to discuss AUD treatment options and 
receive prescriptions for medications.42 They are also 
more aware of the impact of AUD on their health and 
well-being, leading to a greater willingness to engage in 
treatment, including use of medications.43 Research from 
treatment settings also indicate that older adults are 
frequently prescribed medications for AUD, reflecting 
clinical guidelines and treatment protocols that prioritize 
pharmacotherapy for this population.44 Our results were 
consistent with these findings. 
 
Research showed that racial and ethnic minorities are less 
likely to access treatment for AUD compared to non-
Hispanic Whites. 45 This disparity is influenced by factors 
such as socioeconomic status, lack of health insurance and 
geographic barriers. For example, in the veteran 
population, African American female patients with AUD 
were less likely to receive effective medication than white 
female patients with AUD.46 Even when minorities access 
treatment, the quality of care they receive can be lower 
than that received by non-Hispanic whites, reflected in 
shorter duration of treatment, fewer sessions, and less 
access to evidence-based therapies.47 Treatment 
programs often lack cultural competence, which can lead 

to lower engagement and poorer outcomes.48 Economic 
challenges such as poverty, unemployment, and lack of 
transportation disproportionately affect minority groups, 
making it more difficult to seek and sustain treatment for 
AUD.49 Since our model controlled for education, income, 
residential location, and previous illicit drug use, which 
are factors also associated with race, evidence of 
disparity in treatments according to racial and ethnic 
differences was mitigated in our models. 
 
Consistent with previous research, our results revealed 
that a history of receiving mental health care are more 
likely to use MAUD. 14,50,51 This trend can be attributed to 
several factors, including increased awareness of 
treatment options,51 established relationship with 
healthcare providers,52 and better integration of care for 
concurrent mental health conditions. 1,50 
 
Our results indicated that individuals with a history of 
illicit drug use disorder were more likely to use 
medication for AUD. Since these individuals have more 
severe or complex cases of AUD, this may necessitate the 
use of pharmacotherapy as part of a comprehensive 
treatment strategy.53 Healthcare providers treating 
individuals with concurrent substance use disorders are 
more likely to adopt a comprehensive approach, 
including the use of medications to manage both AUD and 
illicit drug use disorders.54 Providers who treat patients 
with history of illicit drug use disorders often more 
knowledgeable about and comfortable with prescribing 
medications for substance use disorders including AUD.14 
These patients may be also more motivated to seek 
comprehensive treatment options, including medications 
for AUD, to prevent relapse and manage their overall 
substance use disorder.55 
 

Limitations 
The data in this study were derived from a survey that 
might be prone to recall and social desirability biases. 
Recall bias occurs when participants in the study do not 
accurately remember a past event or experience when 
reporting an event. It is more likely to occur when the 
event happened a long time ago or when the participants 
have poor memory. Participants’ age, disease status, 
education, socioeconomic status, pre-existing beliefs, and 
importance of the event being recalled are factors 
affecting recall bias. To the extent that the participants’ 
response on medication use is subject to recall bias, our 
results would underestimate the medication use for adults 
with AUD. The NSDUH, however, was tested for validity 
and reliability and has recent agreements of greater 
than 80% on most variables.56,57 Stigma or shame among 
adults with AUD might result in social desirability bias in 
the answers. This bias occurs when there is a tendency of 
survey respondents to answer questions in a manner that 
will be viewed favorably by others. This might cause an 
underestimation of AUD and medication use since social 
desirability bias typically takes the form of 
underreporting “bad” or undesirable behavior. To the 
extent that these biases affect the answers, our results for 
AUD estimates would be underestimated. Many people 
who are affected by AUD, including homeless and 
incarcerated populations are excluded from NSDUH. In 
the survey year, the United States had the sixth highest 
incarceration rate in the world (531 people per 
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100,000) and a homelessness rate of 171 persons per 
100,000. Assuming that these people are more likely not 
to receive treatment if they have AUD, our estimates of 
the likelihood of treatment would have an upward bias.58 
 

Conclusion 
Our research reveals that the observed use of MAUD is 
quite low. Age, gender, education level, and severity of 
disease are associated with AUD treatment. Policies such 
as reducing barriers to access by promoting coverage for 
these medications, educating patients and providers 
about the effectiveness of available treatment options for 
AUD, and encouraging employee assistance programs to 
support employees with AUD more effectively during 
their treatment can help increase the utilization and the 
effectiveness of pharmacotherapy for AUD. 
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