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Abstract

Background: This research investigates seeking help in 
adolescence and young adulthood for substance use over 
the lifetime. While there are several studies of substance 
use treatment, the long-term outcomes of treatment are 
not as often studied. We study this process over a long-term 
period from adolescence to later young adulthood. Barriers 
to treatment may preclude individuals from accessing for-
mal substance use treatment necessitating further study of 
how individuals may resolve substance use disorders with-
out these services. Advancing such knowledge could make 
services more accessible and desirable to individuals with 
substance use disorders who are not currently seeking help. 

Methods: Data from the National Longitudinal Study of 
Adolescent to Adult Health are utilized. This is a longitudinal 
nationally representative study of U.S. individuals who have 
participated in five waves of interviews, starting in adoles-
cence in 1994-1995 (Wave 1) and ending with the most re-
cent wave (2016-2019) where respondents were aged 33-44 
(Wave 5). 

Results: We found that seeking help for emotional and 
substance use problems has impact on substance use over 
the long term. The use of formal and informal services does 
have some impact on substance use over the long term. This 
influence is limited, however.

Conclusion: In the present study, we examined seeking 
help in adolescence and young adulthood and its potential 
impact on substance use over the lifetime. We found some 
significance. 

Keywords: Adolescent substance use; Help seeking for 
substance use; Recovery and substance use; Long term 
patterns of substance use.

Introduction

This paper addresses the issue of long-term problematic 
substance use, and the role of help-seeking in this process. 
When people begin substance use as adolescents, some will 
persist over time while others will use less as they age [1-4]. 
The new roles and responsibilities associated with emerging 
from adolescence have impact on this process, as college at-

tendance, work, marriage and parenting may lower their use of 
substances. However, some go on to maintain their substance 
use over time [5-7,2,4] for a discussion. Our focus in this paper 
is whether seeking help for emotional problems and substance 
use influence the decline in substance use over time, from one’s 
adolescence to their late 30s, a period of over 20 years.
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There are serious health risks that are known to be influ-
enced by heavy and prolonged substance use. Heavy and pro-
longed use of substances has been shown to lead to higher 
rates of mortality and morbidity among adults [8,9]. Tobacco 
use and excessive drinking are associated with an increased risk 
for cardiovascular and cerebrovascular diseases, a variety of 
cancers, diabetes, as well as emotional and mood disorders [9-
12]. Polysubstance use is also associated with health problems, 
including cognitive deficits [13-15]. Therefore, the investigation 
into factors that might decrease the use of substances over time 
is important for the study of health and wellbeing among indi-
viduals. 

Prior research has shown that there are several factors of 
importance in heavy and prolonged substance use. Some of 
these factors are demographic, such as age, race-ethnicity [16-
18], sexual-gender minority (SGM) status [19], and biological 
sex [20-22,4] As people age, they use fewer substances. White 
people are more likely to be users in adolescence, but less likely 
to be users in adulthood than most racial and ethnic minori-
ties. Men and SGM people are more likely to be substance users 
than are women, or sexual-gender majority people, respective-
ly. Parents also influence use [23-26], as does the prior use of 
substances [27-30,18]. People whose parents were heavy users 
of substances and who had substances easily available to them 
in their home are more likely to be substance users in adoles-
cence and adulthood [31,32,18]. People who used substances 
in the past are more likely to be current users of substances 
[27,18,28].

Other factors shown to be of importance in heavy and pro-
longed use of substances are stress and mental health and re-
ligiosity. High levels of stressors are generally associated with 
more use of substances in the present and over time [33,34], 
as are mental health challenges and problems [35-41]. Religion 
is important in substance use [42-44]. Adolescents who report 
high religiosity also report lower use rates of alcohol, marijua-
na, and other substances [45,44].

There are several studies of substance use treatment [46-
50], that show treatment may be effective at reducing use in 
the present and over time. However, the long-term outcomes 
of treatment are not as often studied. Treatment is typically 
less than six months in duration and little data is available that 
pertains to treatment longer than a year [51]. A recent system-
atic review [51] included 12 studies of people in treatments 
planned to range from 1.5 to 4 years (though not all individuals 
completed treatment) and found that these treatments were 
associated with a greater likelihood of reduced or eliminated 
substance use than were short-term treatments received dur-
ing the same period of time. Here, we extend on that work by 
examining results up to 17 years after the initiation of treat-
ment, using a self-reported measure of treatment-seeking that 
includes treatments of varying durations, and that also includes 
community-based services such as Alcoholics Anonymous or 
Narcotics Anonymous. This fits with the reality that individuals 
seek help for substance misuse in various ways, including the 
formal treatment system, mutual aid recovery services [52,53], 
medications [54,55] and/or medical or mental health profes-
sionals [55]. Moreover, barriers such as cost, wait times, or 
transportation may preclude individuals from accessing formal 
substance use treatment [56-58], necessitating further study of 
how individuals may resolve substance use disorders without 
these services [59]. Have called for longitudinal study of this is-
sue. Moreover, advancing such knowledge could make services 

more accessible and desirable to individuals with substance use 
disorders who are not currently seeking help. 

Because of the association of mental health issues with sub-
stance use, seeking the help of professionals for mental health 
may be an effective strategy to lessen substance use over time. 
Many adults and children are in need of clinical treatment [60]. 
Several effective treatment methods are used, including medi-
cations, therapy, rehabilitation, and other forms of treatment. 
Many people seek the help of professionals to assist them in 
handling psychological distress and in coping. When people 
seek the help of mental health professionals, it is generally 
helpful [61], and those receiving treatment have better mental 
health outcomes in the long term than those who do not re-
ceive treatment for their mental health issues [61]. However, it 
is well known that many people who could potentially benefit 
from the help of a mental health professional do not seek help. 
Despite the availability of effective treatments for those with 
mental illnesses, many do not receive treatment [62].

This is also the case for substance use treatment. Using na-
tional sample data for the United States, [46] found that only 7 
percent of those people with a substance use disorder sought 
treatment. They found that age was a significant predictor of 
use among the people with a substance use disorder. Used [50] 
data from the National Survey on Drug Use and Health and 
found that among adults with a past-year substance use dis-
order, only about 11 percent received substance use disorder 
treatment. Used [63] data from the National Survey on Drug 
Use and Health and found low numbers of women receiving 
treatment for an opioid use disorder. This was especially true for 
women who were Black and Hispanic. Entry into treatment for 
opioid use disorder is problematic in general [54,55] as many do 
not get the treatment that they need. However, as is the case 
for mental health, studies do find that receiving treatment for 
substance use is helpful in reducing distress and symptoms for 
individuals [53,59,48].

Material and Methods

Data

The data used are from the National Longitudinal Study 
of Adolescent to Adult Health (Add Health), a nationally rep-
resentative study of U.S. individuals who have participated in 
five waves of interviews, starting in adolescence in 1994-1995 
(Wave 1) and ending with the most recent wave where respon-
dents were aged 33-44 (Wave 5) [64-66]. A multistage, strati-
fied, school-based, cluster sampling design was used to collect 
data in schools in 1994-95 that later determined who would be 
chosen to participate in the in-home interviews. From among 
those eligible for the school interview, a portion of the students 
were selected for in-home interviews (for more information go 
to website: https://addhealth.cpc.unc.edu/ ). This manuscript 
uses secondary data analysis only and has been declared “ex-
empt” by the IRB of the author’s institution. 

Wave 1 data consists of responses from 20,745 adolescents 
and was collected during 1994-1995, when respondents were in 
grades 7-12. The current study uses the full dataset, from waves 
1, 3, 4 and 5. Wave 2 data are excluded as they did not interview 
high school seniors, and the data are not missing at random. All 
the respondents from Wave 1 were sought for interviews again 
in waves 3 to 5. Wave 3 data were collected in 2001-2002, from 
15,197 respondents; wave 4 data were collected in 2007-2008 
from 15,701 respondents; and wave 5 data were collected in 
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2016-2019, from 12,300 respondents (for more information go 
to website: https://addhealth.cpc.unc.edu/ ).

Measures

Demographic measures of age, biological sex and race-eth-
nicity are used and are self-reported by respondents. Age from 
waves 3, 4 and 5 is used in the analysis, consistent with the 
wave of the models examined. However, we should note that 
using measures of age at earlier or later waves did not substan-
tially alter the results reported here, as it changes by a constant 
value. Biological sex is a dummy coded variable with male = 1. 
Race-ethnicity is self-reported from wave one. We use five cat-
egories: white, Black, Hispanic, Asian and a small group of other 
race individuals. Four dummy variables were created with white 
being the omitted category. We used a measure of same sex at-
traction. This was a measure from wave 3 which asked respon-
dents if they had ‘ever had a romantic attraction to a female (or 
male)’? In wave 4, the question asked was ‘are you romantically 
attracted to females (males)?’ We coded the measures cross-
classified with biological sex to create a measure that indicates 
if a person had a romantic attraction to someone of the same 
biological sex. We refer to this measure as ‘same-sex attraction’ 
. One measure is for wave 3 and the second from wave 4. Educa-
tion is measured using five categories: 1) 8th grade or less and 
some high school; 2) high school graduate; 3) some vocational/
technical training (after high school) and/or some college; 4) 
completed college (bachelor’s degree); and 5) graduate school, 
completed a master’s degree, some graduate training beyond a 
master’s degree, completed a doctoral degree, some post bac-
calaureate professional education (e.g. law school, med school, 
nurse), and completed post baccalaureate professional educa-
tion. Education from wave 3 is used to avoid confounds with 
time.

We also use several control variables in this study. These are 
measures known to be associated with substance use. These 
are measures of life stress, substance use availability, parental 
heavy drinking, mental health, religiosity, and prior substance 
use. We use a measure of life stress from the respondent’s past. 
The life stress measure is composed of several elements of the 
Adverse Childhood Experiences measure [67]. These are based 
on questions that asked about physical and sexual abuse, pa-
rental neglect, alcoholism and divorce, poverty status, expo-
sure to community violence and whether the respondent has 
ever been in a foster home or been adopted [67]. In addition 
to these measures, we added measures of suicidal thoughts, 
attempted suicide by family members and/or friends, ever ar-
rested by wave 3, and ever convicted of a crime by wave 3. We 
used measures from wave 3 or sooner to avoid confounds for 
time.

The control variables of availability, parental heavy drinking, 
and depression are described next. The measures used are all 
from wave one, when respondents were adolescents. We use 
these measures as we want to be able to ascertain the impact of 
the past on long term use of substances. Availability of alcohol 
in the home (coded from wave one) is measured using a ques-
tion that asked, ‘is alcohol easily available to you in your home?’ 
Availability of illegal drugs in the home is similarly measured. 
Both measures are dummy coded in the original data where 
1 = yes (easily available) and 0 = no. Parental heavy drinking 
(coded from wave one) is measured from interviews with par-
ents, almost always the mother, and asked about the frequency 
of heavy alcohol use. The heavy drinking question asked, ‘how 
often in the last month have you had five or more drinks on one 

occasion?’ This measure is coded from 0 to 2, where 0 = never, 
and 2 = two or more times of heavy episodic drinking in the 
last month. Depression is measured based on the widely used 
CES-D depression scale [68]. The wave one scale is composed of 
several items which asked participants to report whether or not 
they felt depressive symptoms (i.e., sadness, failure, poor ap-
petite) in the past week. We collapsed scores at the higher end 
due to infrequent responses, and our measure ranges from 0 to 
seven. Higher scores indicate greater depressive symptomatol-
ogy. Alpha for this measure is good at .86.

Religious attendance is measured from wave one from a 
question that asked respondents ‘how often in the past year 
did you attend religious services?’ Responses range from once 
a week or more (coded 1) to never (coded 4). Alcohol and mari-
juana use from wave one are measured based on questions 
which asked about both the quantity and frequency of use. The 
measures are coded into a single measure of the quantity and 
frequency of use. The alcohol use measure is on a five-point 
scale ranging from 0 (never) to 4 (roughly corresponds to drink-
ing at least once a week and drinking at least four drinks each 
time). The alcohol use measure is coded based on measures 
used in prior studies [18]. Marijuana use is similarly coded but 
is truncated at the value of 3 (corresponding to about once 
monthly and moderate use), owing to the infrequency of re-
sponses.

The use of services for mental health and recovery are mea-
sured from waves 3 and 4. The use of mental health services 
measure is from a question that asked, “In the past 12 months 
have you received psychological or emotional counseling?” The 
question about substance use treatment asked, “In the past 
12 months have you attended a drug-abuse or alcohol-abuse 
treatment program?” (including self-help groups). Responses to 
these questions were coded 0 = no, and 1 = yes (in the original 
data). The wave 4 measure of the use of mental health services 
used an identical question as in wave 3 and was coded similarly, 
where 0 = no, and 1 = yes.

The dependent variables of substance use are measured 
from the wave 5 data. We use four measures, one pertaining to 
heavy episodic alcohol use, and one each for prescription drug 
misuse, marijuana use and the use of other illegal drugs, other 
than marijuana. Our dependent variables are as follows: Heavy 
episodic alcohol use is measured using a question which asked, 
‘during the past 12 months, on how many days did you drink [5 
or 4, for men and women, respectively] drinks in a row?’ The 
measure is coded as 0 = none in the in past 12 months, through 
6 = ‘every day or almost every day’. The marijuana use measure 
asks ‘during the past 30 days, on how many days did you use 
marijuana? The measure is coded as 0 = never in the in past 30 
days, through 6 = ‘every day or almost every day’. We recoded 
the measure due to the small numbers of cases at the higher 
end into 4 = ‘2 or more days a week’. Prescription drug misuse 
is measured from a question asking, ‘in the past 30 days which 
of the following types of prescription drugs have you taken that 
were not prescribed for you, taken prescription drugs in larger 
amounts than prescribed, more often than prescribed, for lon-
ger periods than prescribed, or taken prescription drugs that 
you took only for the feeling or experience they caused?” The 
specific drugs asked about are 1) sedatives or downers such as 
sleeping pills, barbiturates, Seconal; 2) tranquilizers, such as Li-
brium, Valium, or Xanax; 3) stimulants or uppers, such as am-
phetamines, prescription diet pills, Ritalin, Preludin, or speed; 
and 4) painkillers, or opioids, such as Vicodin, OxyContin, Per-
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cocet, Demerol, Percodan, or Tylenol with codeine. Responses 
were dichotomous, with 0 = ‘no’ and 1 = ‘yes’. Lastly the mea-
sure of other illegal drugs is based on questions which ask ‘in 
the past 30 days, have you used any of the following drugs?’ The 
follow-up questions asked about crystal meth, cocaine, heroin, 
and others, such as LSD, PCP, ecstasy, or mushrooms or inhal-
ants. We recoded the measures into one indicator that ranges 
from 0 to 1, where 0 = never, and 1 = any use of illegal drugs 
other than marijuana. 

Statistical methods

We conducted an analysis to determine whether attrition is 
a significant factor in the results. Race-ethnicity and education 
are factors in attrition. Racial and ethnic minorities were some-
what more likely to not be interviewed across study waves, as 
well as those with lower levels of completed education. Inhal-
ant users at wave one were somewhat more likely to not be 
interviewed across study waves.

We use STATA 16 to conduct the analyses and used cluster 
and weight variables to account for non-independence of ob-
servations, unequal probability of selection, and the complex 
survey sampling design. Thus, data accurately represent the 
U.S. population of adolescents at wave one.

Results

Table 1: Descriptive Statistics

Variable Mean Range

Age W3 22.4 18-28

Age W4 29.1 25-34

Age W5 38.0 33-44

Biological Sex (1 = male) .49 0-1

White W1 .51 0-1

Black W1 .21 0-1

Hispanic W1 .17 0-1

Asian W1 .07 0-1

Other race W1 .03 0-1

Same sex attraction W3 .07 0-1

Same sex attraction W4 .10 0-1

Education W3 2.60 1-5

Life Stress W1-3 1.32 0-5

Alcohol availability w1 .29 0-1

Illegal drug availability w1 .03 0-1

Parent heavy drinker w1 .19 0-2

Depression w1 1.52 0-7

Religious attendance w1 2.97 1-4

Alcohol use w1 1.26 0-4

Marijuana use w1 .42 0-3

Heavy episodic drink W5 1.23 0-6

Marijuana use per day W5 .50 0-4

Prescription misuse W5 .11 0-1

Illegal drug use W5 .03 0-1

Mental health service use W3 .071 0-1

Attended Recovery services W3 .025 0-1

Mental health services use W4 .098 0-1

Descriptive data are presented in Table 1. Mean age is 22, 29 
and 38 years, respectively in waves 3, 4, and 5. The distribution 
of gender is approximately fifty-fifty, (by original study design). 
The majority of the sample is white, non-Hispanic, at 51 per-
cent, while 21 percent of the sample is black, non-Hispanic, 17 
percent Hispanic, and 7 percent Asian, non-Hispanic. Three per-
cent of the sample is from ‘other’ racial groups. Means for the 
other measures are also presented in the Table. About 7 per-
cent of people report a same-sex attraction in wave 3, while this 
increases to 10 percent in wave 4. The mean for education is 
consistent with the ‘some college’ or ‘vocational training’ after 
high school. Some respondents experienced some life stress; 
the mean being a little more than one. Twenty-nine percent of 
people when adolescents had alcohol easily available to them, 
while three percent had illegal drugs easily available to them. 
Depressive symptoms are present for some respondents; the 
mean indicates a little more than one day per week. The mean 
for religious attendance is consistent with the designation of 
‘several times a year’. There is evidence that some used alcohol 
and marijuana in adolescence, as the mean values for wave one 
alcohol and marijuana use are above zero. 

Means are also presented for substance use in wave 5 and 
for services use in wave 3. Over the past year, some people are 
heavy episodic users of alcohol. In the past 30 days, some re-
spondents have been using marijuana. But in both cases the 
mean values are low, indicating the many people are not heavy 
episodic drinkers or heavy users of marijuana. Eleven percent 
of respondents misuse prescription drugs, while 3 percent of 
respondents used illegal drugs in the past 30 days. The data for 
use of services is presented next. Few people use services. Sev-
en percent sought the help of professionals for mental health 
issues in wave 3, and about 10 percent in wave 4. Few people 
attended recovery services; about 2.5 percent. 

Table 2: Logistic Regression of Help-seeking (Wave3 and 4) on 
Measures.

Variable
Mental health 

use W3
Attended  

Recovery W3
Mental health 

use W4

Age W3 .96 .90 .99

Biological Sex (1 = male) .57*** .2.77*** .64***

Black W1 .43*** .51*** .49***

Hispanic W1 .58*** .73 .67***

Asian W1 .47*** .17* .52***

Other race W1 1.23 .70 .76

Same sex attraction W3 2.20*** 1.72* 1.49***

Same sex attraction W4 1.27 .83 1.48***

Education W3 1.11* .74*** 1.10*

Life Stress W1-3 1.22*** 1.45*** 1.17***

Alcohol availability w1 1.24* 1.08 1.12

Illegal drug availability w1 .94 1.14 1.01

Parent heavy drinker w1 .73*** 1.01 .69***

Depression w1 1.04 .96 1.04

Religious attendance w1 1.01 .95 1.01

Alcohol use w1 1.03 1.15* 1.05

Marijuana use w1 1.04 1.22* 1.06

Constant .11 .12 .09

-2 Log Likelihood 2272.7 839.8 2796.7

N = 9,401 9,404 9,406
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Age W4 is used for the equation with mental health use at 
wave 4. 

*p < .05 **p < .01 *** p < .001.

Table 2 presents the results of the multivariate analysis of 
services use on age, biological sex, race-ethnicity, and the other 
measures. Because the dependent variables are dichotomous, 
logistic regression is conducted. There are several significant re-
sults in the Table. Age is not of significance, while biological sex 
is of importance. Men are significantly less likely than women 
to have sought the help of mental health professionals in both 
waves 3 and 4. However men are almost three times more likely 
than women to have attended recovery services. Race and eth-
nicity is also of significance. Racial and ethnic minority group 
members are less likely than white individuals to have utilized 
services of any type. This is true for Black, Latino and Asian peo-
ple. People who report a same sex attraction are significantly 
more likely to have sought the help of mental health profes-
sionals in both waves 3 and 4 and to have attended recovery 
services in wave three. Higher levels of education increase the 
likelihood of seeking the help of mental health professionals in 
both waves 3 and 4. However, higher levels of education de-

Table 3: Regression of Substance Use (Wave 5) on Measures.

Variable Heavy episodic drink W5 Marijuana use W5 Prescription misuse W5 Illegal drug use W5

Age W5 -.05*** -.05*** .99 .86***

Biological Sex (1 = male) .60*** .26*** 1.03 2.47***

Black W1 -.26*** .13*** .95 .96

Hispanic W1 -.14* -.06 .84 1.40

Asian W1 -.23* -.05 1.27 2.60***

Other race W1 -.12 -.13 1.37 1.52

Same sex attraction W3 .04 .19*** 1.29 2.00***

Same sex attraction W4 .17* .21*** 1.27 1.46

Education W3 -.04 -.07*** .82*** .77***

Life Stress W1-3 .03 .08*** 1.13*** 1.14*

Alcohol availability w1 .18*** -.01 .94 1.27

Illegal drug availability w1 -.24 .13 .93 2.32***

Parent heavy drinker w1 .15*** -.01 .91 1.09

Depression w1 -.01 -.01 1.06* .96

Religious attendance w1 -.02 -.03* 1.03 .91

Alcohol use w1 .15*** .05*** 1.12*** 1.07

Marijuana use w1 .13*** .20*** 1.10 1.32***

Mental health use W3 .02 -.01 1.69*** 1.78***

Attended Recovery W3 .40** .02 1.23 .71

Mental health use W4 .06 .17*** 1.16 1.13

Constant 2.88 2.12 .14 6.97

-2 Log Likelihood ----- ----- 2240.5 891.5

R2 .09 .08 ----- ----

N = 5,824 6,784 6,781 6,780

crease the likelihood of attending recovery services in wave 
three. The life stress measure is of statistical significance. Life 
stress increases the likelihood of seeking the help of mental 
health professionals in both waves 3 and 4, and of attending 
recovery services in wave three.

Looking at Table 2, we can see that the next set of variables 
are not as consistent in their significance as were the prior 
group of measures. Alcohol availability is only of significance in 
the use of mental health professionals in wave 3, while illegal 
drug availability is not significant at all. Heavy drinking parents 
increase the likelihood of seeking the help of mental health 
professionals in both waves 3 and 4, but this measure is not of 
significance for recovery attendance. Depression and religious 
attendance are not of significance. However, alcohol and mari-
juana use in adolescence is positively associated with attending 
recovery services in wave 3. 

OLS regression is used for the dependent measures of Heavy 
episodic drinking and Marijuana use per day. Logistic regression 
used for the dichotomous dependent measures of prescription 
drug misuse and Illegal drug use. 

*p < .05 ** p < .01 ***p < .001

Table 3 presents the results of the multivariate analysis of 
the wave 5 substance use measures on age, biological sex, race-
ethnicity, and the other measures. OLS regression is conducted 
for the ordinal measures of heavy episodic drinking and mari-
juana use, and logistic regression is conducted for the dichoto-
mous measures of prescription drug misuse and illegal drug use. 
There are several results of significance. Age is of significance 
for heavy episodic drinking, marijuana use and illegal drug use. 

For all three dependent measures, older people are less like-
ly to use the substances. Biological sex is also of importance. 
Men are more likely than women to engage in heavy episodic 
drinking, marijuana use and illegal drug use. Race and ethnic-
ity is of limited significance. Black, Hispanic and Asian people 
are significantly less likely than white people to engage in heavy 
episodic drinking. However black people are significantly more 
likely than white people to engage marijuana use. Asian people 
are significantly more likely than white people to engage in ille-
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gal drug use. People with a same sex attraction are significantly 
more likely to engage in heavy episodic drinking for the wave 
4 measure of same sex attraction, and marijuana use for both 
wave measures. People with a same sex attraction are signifi-
cantly more likely to engage in illegal drug use, considering the 
wave 3 measure.

Education and life stress are associated with substance use 
in wave 5. Education is associated with decreased substance 
use, while life stress is associated with increased substance use. 
Availability matters for heavy episodic drinking and illegal drug 
use. Easy availability of alcohol in adolescence is associated 
with increased heavy episodic drinking in adulthood in wave 5, 
while the easy availability of illegal drugs in adolescence is as-
sociated with increased illegal drug use in adulthood in wave 5. 
Depression, heavy drinking parents and religious attendance in 
wave 1 are minimally associated with substance use in adult-
hood, at wave 5. Heavy drinking parents increase the likelihood 
of engaging in heavy episodic drinking. Depression increases 
the likelihood of prescription drug misuse at wave 5. Religious 
attendance in adolescence is associated with less use of mari-
juana in adulthood, at wave 5. As in other studies, prior use of 
substances in adolescence is positively associated with greater 
use of substances in adulthood, at wave 5.

In the latter portion of the Table, we see results for services 
use. There is some significance. The use of mental health ser-
vices in wave 3 is associated with more substance use in adult-
hood, at wave 5. For both prescription misuse and illegal drug 
use, there is a positive association between using professional 
help for a mental health problem in wave 3 and the use of these 
substances in wave 5. There is also a positive association be-
tween using professional help for a mental health problem in 
wave 4 and marijuana use in wave 5. Attendance at recovery 
services in wave 3 is associated with a greater likelihood of en-
gaging in heavy episodic drinking.

Discussion and Conclusion

In this paper, we have found that seeking help for emotional 
and substance use problems has impact on substance use over 
the long term. The use of formal and informal services does 
have some impact on substance use over the long term. This 
influence is limited, but also surprising in some ways. Attend-
ing a recovery self-help program is associated with more heavy 
episodic drinking and marijuana use over the long term, while 
the use of mental health services is associated with greater pre-
scription drug misuse and illegal drug use. Therefore, our gen-
eral conclusion is that services use, both formal and informal, 
are associated with greater problematic substance use over the 
long term. 

These are somewhat surprising findings given the prior lit-
erature. However, we earlier noted that there have been few 
studies of long-term outcomes and, to our knowledge, none 
that have examined data for as long of a period as does our 
study. It may be that people with substance use problems who 
seek treatment do well in shorter periods, as is shown in prior 
research, but not over a longer period of their lifetime. How-
ever, it is important to keep in mind that our data show that 
most people do not seek help for problems. Only 2-3 percent 
of people went to recovery services and fewer than ten percent 
to a mental health service provider. It may be that in a more 
targeted study of long term that the results shown here would 
differ. In addition, in Table 2 we saw that there were significant 
and important differences in who seeks help. Racial and eth-

nic minorities were significantly less likely to seek out mental 
health services or to attend recovery groups. Men were sig-
nificantly less likely to seek out mental health services. It may 
be that services need to be targeted for specific groups to be 
more culturally relevant for racial and ethnic minorities and for 
men. For both groups, stigma may be an important factor in 
not seeking help. However, we saw that men are almost three 
times more likely to have attended recovery groups. One limita-
tion of our study is that we do not know if this attendance was 
mandated by the legal system, as is sometimes the case. Our 
findings need to be replicated in future studies because of limi-
tations of the present study.

One important limitation of this study is the measurement 
of help seeking. As just noted it may be that attendance at re-
covery services may have been court mandated, and we have 
no data about that. It is also the case that our measure of men-
tal health services use is not specific to substance use, rather 
it simply asks if the respondent has received psychological or 
emotional counseling. There is no information about whom 
the respondent might have seen for the counseling and no in-
formation about the duration. This is something that needs to 
be investigated in future research. A more specific measure of 
help-seeking for substance use issues might yield different re-
sults. For example, reviews of participation in AA or NA indicate 
that more frequent attendance may be associated with greater 
reductions in substance use. Future research should consider 
using a continuous measure of attendance at these services to 
examine how it is related to substance use outcomes over time. 

Despite these limitations, our results encourage consider-
ation of the dynamics of seeking and receiving help for sub-
stance use over the long term. This type of research is of critical 
importance for the design and implementation of programs to 
address the use of substances over the lifetime. Knowing who 
seeks help, why they seek help, and the outcomes of this help is 
the subject of much research, but long-term studies are not as 
readily available. This research goes some way in this direction, 
but much more research is needed.
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