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Abstract

Treatment seeking among individuals who misuse substances can be a complex process,
with many factors contributing to treatment seeking. Guided by Gelberg–Andersen’s
Behavioral Model for Vulnerable Populations, this research seeks to establish predisposing,
enabling, and need factors contributing to treatment seeking during COVID-19. A total of
201 individuals participated in the study. Contrary to existing literature, no predisposing
factors were associated with treatment seeking during COVID-19. However, variations
were seen in enabling and need factors. Perceiving a need for treatment and having reliable
transportation to treatment were associated with treatment seeking during COVID-19,
underlying the importance of addressing both physical barriers to treatment and readiness
for treatment. Additional enabling factors contributing to treatment seeking were a history
of past treatment and differing types of recovery supports, underscoring the importance
of addressing structural access barriers and individual-level determinants of treatment
seeking. More research is needed on individual differences in perception of need that lead
to treatment seeking.

Keywords: substance abuse treatment access; Gelberg–Andersen model for vulnerable
populations; substance misuse

1. Introduction
Substance misuse and addiction impact many adults in the United States (U.S.), and

according to the National Survey on Drug Use and Health (NSDUH), in 2021, 17.3% of
Americans over the age of 18 met the criteria for a substance use disorder (SUD) in the
past year [1]. A concerning aspect of substance misuse is the lack of treatment seeking and
treatment retention. Of individuals living with a past year SUD, 4.5% reported needing
or wanting treatment [1]. However, only 1.9% reported receiving services for their sub-
stance use disorder at any type of treatment center (e.g., residential treatment, outpatient
treatment, individual therapy) [1]. Treatment for SUDs can promote relapse prevention
skills, healthy coping mechanisms, co-occurring disorders, and abstinence or reduced use
of substances, lowering the likelihood of a substance-related death [2,3]. Understanding
why individuals choose to enter treatment and what barriers they experience can be vital in
promoting policies and interventions that encourage treatment seeking and receipt. Known
factors that contribute to treatment-seeking include individual (e.g., motivation, stigma)
and systemic (e.g., sociocultural, political systems) considerations [4–6]. Understanding
how SUD treatment factors changed during COVID-19 can lead to greater health equity
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and preparedness for future epidemics, pandemics, or other disasters that may reduce
treatment accessibility.

2. Gelberg–Andersen’s Behavioral Model for Vulnerable Populations
Gelberg–Andersen’s Behavioral Model for Vulnerable Populations (BMVP) has been

applied to individuals who misuse substances as reasons they may or may not seek and
attain treatment for their substance misuse. Developed in 1968, Andersen’s Behavioral
Model (ABM) examines various determinants of health that impact a person’s decisions
regarding help-seeking and medical care [7], and in 2000, it expanded to create the BMVP
as the original model may insufficiently explain health services utilization in otherwise
vulnerable communities (e.g., individuals experiencing homelessness) [8]. This model
focuses on structural vulnerabilities that may inhibit someone from seeking healthcare.
The original ABM incorporates three major components for help-seeking: predisposing,
need, and enabling factors, and the BMVP expands to include traditional and vulnerable
factors that impact treatment [7,8]. Traditional domains refer to commonly studied indi-
vidual and structural factors that are theorized to either facilitate or impede treatment
seeking, and vulnerable domains capture additional social and structural conditions as-
sociated with marginalization that create heightened barriers to accessing care [8]. The
BMVP is well-suited to assessing treatment seeking during public health emergencies, as
it captures how structural constraints, service disruptions, and competing survival needs
influence access to care at the population level. See Figure 1 for examples of domains used
in this study.

Figure 1. Gelberg–Andersen Model for Vulnerable Populations: Domains Relevant to Study.

2.1. Predisposing, Enabling, and Need Factors Contributing to Treatment Seeking and Receipt
Prior to COVID-19

Prior research has found that treatment seeking is influenced by both sociodemo-
graphic characteristics and clinical severity, with greater substance use severity and higher
comorbidity associated with increased treatment receipt [9–12]. Structural vulnerabilities,
including justice system involvement and housing instability, have also been linked to
treatment access [13–17].

Enabling factors contributing to treatment receipt for individuals with substance misuse
include attitudes towards care, family influence, stigma, and health literacy [13,15,17–27].
Transportation, too, contributes to overall access to treatment, as lacking transportation can
contribute to missed or delayed appointments, leading to deficits in managing care [28,29].

Finally, perceived need for treatment is among the strongest and most consistent
predictors of treatment seeking [15,19,30,31].
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2.2. COVID-19 and Treatment Seeking

In January 2020, the U.S. saw its first COVID-19 case, with those numbers continuing to
grow throughout the year [32]. The COVID-19 pandemic substantially disrupted daily life
and increased psychosocial stress across the population as workforce shortages, closures,
and wage losses became common [33,34]. Many individuals faced the death of loved ones
related to COVID-19, and fears rose that they could contract the virus, spread the virus to
others, or die themselves [35].

COVID-19 did not impact all who experienced it in the same way. COVID-19 exacer-
bated problems related to substance misuse in the U.S., as stress related to the pandemic
exacerbated both mental health and substance use [36]. Fatal overdose rates rose over
30% during COVID-19, with the U.S. crossing over 100,000 overdose-related deaths for the
first time in 2021 [37]. Close to one-third of all Americans reported an increase in alcohol
use during COVID-19, and of individuals who used illicit substances, 30% reported an
increase in their use [38]. Over 50% of U.S. adults reported that the COVID-19 outbreak
negatively impacted their mental health, including substance use as a maladaptive coping
mechanism [39]. Relapse for individuals with a history of substance misuse was not uncom-
mon, as recovery supports were limited [40]. Social support is a common coping strategy
during crises; however, COVID-19 related quarantine and social distancing intensified isola-
tion and psychological distress [41–44]. Even if individuals had wanted to seek treatment at
the height of the pandemic, proper public health measures may have reduced those efforts,
and individuals may have delayed treatment due to COVID-19 exposure risks [45–47].
Although increased telehealth opportunities increased access for some, barriers related to
technology access and perceived connection limited its acceptability for others [48–51].

3. The Current Study
Seeking treatment and recovery support does not happen based on individual need

alone. While individuals may want care, various predisposing and enabling factors may
prevent them from accessing it. Examining individual perceptions that contribute to
treatment-seeking and receipt during COVID-19 is crucial. This research seeks to answer
the following question: What predisposing, enabling, and need factors contributed to
help-seeking during COVID-19?

Guided by Gelberg–Andersen’s BMVP, this study analyzes the individual factors
contributing to treatment seeking during the COVID-19 pandemic. While research shows
that substance use increased during the pandemic, little remains known about factors
that led to treatment seeking during COVID-19. Emerging research shows that treatment
admissions were down during COVID-19 [52]. With the small numbers of people who
perceive a need for treatment able to access care, research must consider how all predispos-
ing, enabling, and need factors—traditional and vulnerable—are associated with treatment
seeking. Knowledge of these factors is especially vital as COVID-19 exacerbated substance
misuse among both the general population and those who already lived with substance
misuse and substance use disorders. This research seeks to fill in gaps in the literature re-
garding predisposing, enabling, and need factors contributing to treatment seeking during
COVID-19. Assessing how factors changed or remained the same during this unique time
is vital. This study addresses the following hypotheses related to treatment seeking during
COVID-19:

Hypothesis 1. Higher comorbidity and substance use severity (as a predisposing domain) will
contribute to treatment seeking during COVID-19.
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Hypothesis 2. Greater knowledge of and access to treatment centers and 12-step meetings in the
area (as an enabling domain) will contribute to treatment seeking during COVID-19.

Hypothesis 3. Perceiving a need for treatment in the past year (as a need domain) will be associated
with treatment seeking during COVID-19.

4. Methods
This study used a single-session, cross-sectional design that included individuals in

the U.S. over 18 who self-identified as having a problem with alcohol or illicit substance
misuse. The University of Tennessee’s Institutional Review Board (where the project was
initiated) approved all procedures (Initial Approval Date: 2 September 2022; Amended
Approval Date: 23 January 2023; UTK IRB-22-07103-XM).

4.1. Study Design

This study was cross-sectional in design and utilized a single-session online survey
distributed through the Qualtrics XM platform (www.qualtrics.com, Provo, UT, USA,
accessed between 2 September 2022 and 31 January 2023).

4.2. Participants and Sampling Strategy

Participant inclusion criteria were (1) being at least 18 years old, (2) currently residing
in the United States, and (3) self-identifying as currently having a problem with substance
misuse or being in recovery from substance misuse. Exclusion criteria were (1) being
17 years old or younger, (2) not currently residing in the United States, and (3) not self-
identifying as having a current or past problem with substance misuse.

Participants were recruited using a non-probability, convenience sampling. The first
phase of recruitment occurred between September 2022 and January 2023. With permis-
sion of group administrators and moderators, recruitment posts were shared in public
and private social media communities (e.g., Facebook and Reddit) focused on substance
use recovery and peer support. A second round of recruitment was conducted through
Centiment, an online survey panel provider, between December 2022 and January 2023
to increase sample size and demographic diversity. Participants recruited through social
media were offered entry into a gift card drawing, and participants recruited through
Centiment were compensated directly by the platform according to their panel agreement.

Potential participants encountered study advertisements through social media posts or
Centiment panel invitations. Interested individuals accessed the survey link and completed
a brief eligibility screening. Those who met the inclusion criteria were directed to the
informed consent page prior to beginning the questionnaire, and those who did not meet
the eligibility criteria were thanked for their time and removed from the survey.

4.3. Sample Power

The target sample size for this study was 153. This number was generated using
G*Power (version 3.1.9.7) for logistic regression. Prior research has found that an odds ratio
of 1.68 is equivalent to a Cohen’s d of 0.2, indicating the ability to see small effects [53].
The power for this study was set at 0.80 with an alpha of 0.05. To account for missing and
incomplete data, oversampling was used to reach a target sample size of 200.

4.4. Measures

The survey assessed treatment seeking during COVID-19 as the outcome variable.
The primary dependent variables included: (1) predisposing factors (e.g., traditional de-
mographics and vulnerable characteristics such as housing instability, justice involvement,
substance use severity, and comorbidities); (2) enabling factors (e.g., insurance, rurality,
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prior treatment exposure, recovery supports, knowledge of local treatment resources, dis-
tance to services, and reliable transportation); (3) need factors (e.g., a perceived need
for treatment).

4.4.1. Treatment Seeking During COVID-19

The outcome measure was self-reported treatment and recovery support seeking
during the COVID-19 period. This was measured by the following question: “Have you
actively sought out treatment or recovery supports (e.g., 12-step groups) during COVID-
19?” This outcome was dichotomous, with “No” coded as 0 and “Yes” coded as 1. As data
collection for this study occurred between September 2022 and January 2023, participants
were recalling the time period up to when they took the survey (2020–2022), during which
access to treatment and service delivery models varied.

4.4.2. Traditional Predisposing Factors

All traditional predisposing factors were assessed as potential confounding variables.
Participants responded to several traditional predisposing factors, including age, race and
ethnicity, gender, sexual orientation, education status, current employment, and marital
status. Age was measured as a continuous variable. Race and ethnicity were measured
categorically, where participants could select all categories that applied to them. Gender,
sexual orientation, education status, current employment status, household income, and
marital status were all categorical variables.

4.4.3. Vulnerable Predisposing Factors

Vulnerable predisposing factors measured by participants were housing status, past
legal involvement, substance use severity, and comorbid conditions. Housing status was a
categorical question, with participants stating their typical past-year arrangements. For
past legal status, participants answered if they had ever been arrested, had ever experienced
any past incarceration or probation or parole, or were currently awaiting sentencing or on
probation or parole. All responses to these items were dichotomous “Yes” or “No.”

Additional confounding vulnerable predisposing factors included information about
substance use and health conditions. Participants answered questions about their lifetime
use of substances and if they experienced a relapse in the last year. Participants also
answered questions related to their method of ingestion of substances. Participants also
responded dichotomously to whether or not they had a health condition.

For hypothesis one, the primary variables of interest were substance use severity and
co-morbid health and mental health diagnoses. Several questions regarding participants’
mental health and physical health comorbidities and substance use severity addressed the
predisposing domains of hypothesis one. Individuals first answered whether they have
ever been diagnosed with or treated for a mental health condition. The responses to this
answer were dichotomous. If individuals responded “yes,” they were asked if they were
currently receiving treatment for their mental health. Individuals also answered the Patient
Health Questionnaire-4 (PHQ-4), an ultra-brief screening scale for anxiety and depression
used in clinical and research settings [54]. Due to issues with normality, a binary variable
was created for those with likely depression or anxiety (1) and those who did not meet
PHQ-4 criteria for likely depression and anxiety (0).

Two questions assessed comorbid health conditions and symptoms. The first question
was a categorical item pulled from the 2019 National Survey on Drug Use and Health,
which asked, “Please read the list and select all of the conditions that a doctor or other
health care professional has ever told you that you have. Select all that apply.” These
responses were then dichotomized, and an individual was viewed as either having a
comorbid condition (1) or not having a comorbid health condition (0). The second question
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asked about the individuals’ perceptions of their physical health. Responses range from 1
(“Poor”) to 5 (“Excellent”). Finally, this study used the Mini-International Neuropsychiatric
Interview (MINI) as a proxy for diagnosing substance use disorder [55]. As substance use
severity can lead to treatment receipt, a binary variable was created to indicate individuals
who likely meet the criteria for a severe substance use disorder (1) and individuals who do
not meet MINI criteria for a severe substance use disorder (0).

Transformation of the PHQ-4 and MINI Scores. Although logistic regression does not
require the assumption of normality, it is important to assess all variables to determine
how they perform and avoid biasing the results [56–58]. The PHQ-4 and MINI scores
in this sample were highly skewed, with limited variability, and most participants ex-
ceeded screening thresholds. For these reasons, binary variables were created to avoid
attenuation of correlations and give more power to those who scored low on the MINI and
PHQ-4 [59]. As substance use severity can lead to treatment receipt, a binary variable was
created to indicate individuals who likely meet the criteria for a likely severe substance use
disorder (1) and individuals who do not meet MINI criteria for likely severe substance use
disorder (0). For the PHQ-4, a score of three or greater indicates likely depression or anxiety.
A binary variable was created for those with likely depression or anxiety (1) and those
that did not meet PHQ-4 criteria for likely depression and anxiety (0). These cut points
were created using clinical thresholds, acknowledging the loss of information inherent
in dichotomization.

4.4.4. Traditional Enabling Factors

Traditional enabling domains were used as confounding variables and included U.S.
geographical location, rurality, income, and insurance status. U.S. geographical location
was a categorical variable defined by the Northeast, South, Midwest, and West census
regions. Rurality was also a categorical variable in which participants indicated whether
the area they lived in was rural, suburban, or urban/metro. Income was a categorical
variable ranging from less than $5000 annually to $100,000 and above yearly.

4.4.5. Vulnerable Enabling Factors

Three vulnerable enabling factors were assessed as confounding variables. Partici-
pants were asked their number of dependents, which was a scale variable. Additionally,
participants were asked about their past enrollment in treatment services, with the number
measured as a scale variable. Finally, to assess support, participants were asked what
supports they have for their recovery. This was a categorical variable with a select all that
apply option.

To address hypothesis two and the primary enabling domains of interest, participants
were asked about their awareness of treatment supports and accessibility in their area.
Knowledge of treatment facilities was operationalized as knowing three or more facilities
in their area (0 = fewer than three; 1 = 3 or more). They also indicated how far the treatment
center and self-help group are from their current residence. This answer was dichotomized
into a 20 min drive or less (0) and a 21 min drive or longer (1). Finally, participants
responded if they have reliable transportation to attend treatment or a 12-step meeting,
which was a dichotomous yes (1) or no (0).

4.4.6. Need Factors

Finally, to address hypothesis three and assess the need domain, participants were
asked if they perceived a need for treatment in the past year.
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4.5. Addressing Bias

Potential sources of bias include self-selection bias due to voluntary online recruitment,
recall bias related to retrospective reporting of treatment seeking, and sampling bias
associated with using online groups and panels for recruitment. Efforts to mitigate these
biases included recruiting across multiple platforms, broad inclusion criteria, and theory-
informed modeling to reduce spurious associations.

5. Data Analysis
Variables were assessed for issues with multicollinearity, and no variables were found

to have VIF values greater than 2. Descriptive statistics were run on all individual demo-
graphics, substance use questions, treatment-seeking questions, and primary independent
variables of interest. Before beginning multivariable analyses, bivariate analyses assessed
whether any additional confounding variables impacted a person’s seeking care during
COVID-19. Any significant bivariate results at the p < 0.05 level were input into the initial
multivariable models. Primary predictors (e.g., comorbidity, substance use severity, knowl-
edge of treatment centers, access to treatment centers, need for treatment) were specified a
priori based on the BMVP and were evaluated at the multivariable level regardless of their
bivariate associations.

To minimize criterion contamination arising from conceptual overlap between the
outcome (treatment and recovery support seeking) and predictors, variables that directly
reflected receipt of treatment services or formal treatment roles (e.g., 12-step sponsorship,
having a therapist or treatment provider as sober support) were excluded from multivari-
able regression models, regardless of their bivariate association. These variables were
included descriptively and initially at the bivariate level, but they were not retained in
multivariable analyses to preserve conceptual independence between predictors and the
outcome. Multivariable models were built using a theory-informed, purposeful selection
approach rather than automated forward or backward stepwise procedures. In line with
best practices for multivariable modeling, predictors were not removed solely based on
non-significance as significance-driven variable selection can bias estimates and under-
mine model stability [58,60]. Intermediate models are discussed to show how BMVP
domain-specific predictors contribute incrementally to treatment seeking. However, a final
parsimonious model was estimated by retaining predictors that demonstrated statistically
significant and theoretically consistent associations with treatment seeking across the initial
domain-based models, consistent with recommendations for purposeful model selection in
logistic regression [57,58].

Before beginning any bivariate or multivariable analyses, multiple imputation handled
at the item level for the scale variables. No variables had over 1.5% missing, and no cases
had over 10.5% missing, indicating acceptable levels of missing data [61]. Little’s (1998)
missing completely at random (MCAR) test provided evidence that the data used in
analyses were MCAR (χ2[143] = 142.911, p = 0.486) [62]. Forty total datasets were imputed.

6. Results
6.1. Descriptive Statistics

The final data set included a total of 201 participants. Table 1 contains all descriptive
information related to the predisposing, enabling, and need domains assessed in the study.
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Table 1. Descriptive Characteristics of the Sample and Study Variables (Predisposing, Enabling, and
Need Domains).

Total (n = 201)

Outcome Variable

Have you actively sought out treatment or recovery supports (e.g., 12-step groups) during
COVID-19?

No 61.7% (124)
Yes 38.3% (77)

Traditional Predisposing Factors

Age M = 45.97, SD = 15.79
Min = 19, Max = 81

Race and Ethnicity
White 74.1% (149)

Black or African American 8.5% (17)
White Hispanic 6.5% (13)
Black Hispanic 0.5% (1)

Alaska Native/Native American 3.5% (7)
South Asian 0.5% (1)
Multiracial 5.5% (11)
Other Race 1.0% (2)

Gender
Man or Male (Cisgendered) 49.8% (100)

Woman or Female (Cisgendered) 48.8% (98)
Agender 0.5% (1)

Other 1.0% (2)

Highest Level of Education
8th Grade or Less 0.5% (1)
Some High School 2.5% (5)

High School Diploma or GED 24.9% (50)
Some College 35.3% (71)

Technical College or Associates Degree 15.9% (32)
Bachelor’s Degree 14.9% (30)
Master’s Degree 6.0% (12)

Current Employment Status
Employed, Full-Time 35.3% (71)
Employed, Part-Time 12.9% (26)

Homemaker 9.0% (18)
Unemployed, Looking for Work 6.5% (13)

Unemployed, Due to Health Related Reason 8.5% (17)
Going to School/Full Time Student 2.0% (4)

Retired 16.4% (33)
Receiving or Awaiting Approval for Disability Payments 8.0% (16)

Other 1.0% (2)
Unknown 0.5% (1)

Marital Status
Single, Never Married 26.9% (54)

Married/In a Domestic Partnership 43.3% (87)
Separated 8.0% (16)
Divorced 17.4% (35)
Widowed 3.5% (7)
Unknown 1.0% (2)

Vulnerable Predisposing Factors

Typical Past Year Living Arrangements
Alone in Personal House or Apartment (Rented or Owned) 27.9% (56)
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Table 1. Cont.

Total (n = 201)

With Roommates in Personal House or Apartment (Rented or Owned) 11.9% (24)
With a Spouse or Partner or Family in Personal House or Apartment (Rented or Owned) 42.8% (86)

In Someone Else’s House or Apartment (e.g., With a Relative or Friend) 10.4% (21)
In a Car, Bus, Truck, or Other Vehicle 2.0% (4)

In a Shelter 0.5% (1)
On the Streets (Including parks, bus stations, highway overpasses, alleys or rooftops) 1.0% (2)

In a Halfway House 2.5% (5)
In Jail or Prison 1.0% (2)

Any Past Arrest
No 35.3% (71)
Yes 64.7% (130)

Any Past Incarceration or Probation/Parole
No 47.8% (96)
Yes 52.2% (105)

Currently Awaiting Sentencing or On Probation/Parole
No 90.0% (181)
Yes 10.0% (20)

Meets MINI Criteria for Severe Substance Use Disorder
No 23.4% (47)
Yes 76.6% (154)

Experienced a Relapse During COVID-19
No 53.3% (106)
Yes 46.7% (93)

Unknown 1.0% (2)

Lifetime Substance Use *
Alcohol 83.6% (168)

Stimulants 44.8% (90)
Methamphetamine 40.3% (81)

Cocaine 49.8% (100)
Opioids 47.3% (95)
Heroin 23.9% (48)

Fentanyl 21.9% (44)
Hallucinogens 31.8% (64)

Inhalants 16.9% (34)
Sedatives 36.3% (73)
Cannabis 60.2% (121)

Other 2.5% (5)

Route of Substance Ingestion for Substance of Choice
Oral 58.2% (117)

Nasal 20.9% (42)
Smoking 30.3% (61)

Intravenous 11.9% (24)

Reports Current Treatment For Mental Health Diagnosis
No 28.9% (58)
Yes 37.3% (75)

Not Applicable 33.8% (68)

PHQ4—Meets Criteria for Likely Depression or Anxiety
No 25.9% (52)
Yes 74.1% (149)

Current Health Conditions
Chronic Health Condition 71.6% (144)

No Health Conditions 28.4% (57)
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Table 1. Cont.

Total (n = 201)

General Rating of Physical Health
Poor 6.0% (12)
Fair 44.3% (89)

Good 37.3% (75)
Very Good 10.0% (20)
Excellent 2.5% (5)

Traditional Enabling Factors

U.S. Census Region
Northeast 10.9% (22)
Midwest 24.4% (49)

South 38.8% (78)
West 25.9% (52)

Rurality of Living Area
Urban/Metro 26.9% (54)

Suburban 39.3% (79)
Rural 33.3% (67)

Unknown 0.5% (1)

Yearly Household Income
Less than $5000
$5000 to $9999 7.5% (15)

$10,000 to $19,999 3.0% (6)
$20,000 to $29,999 11.4% (23)
$30,000 to $39,999 14.4% (29)
$40,000 to $49,999 16.9% (34)
$50,000 to $59,999 10.9% (22)
$60,000 to $69,999 8.0% (16)
$70,000 to $79,999 6.5% (13)
$80,000 to $89,999 4.5% (9)
$90,000 to $99,999 4.5% (9)
$100,000 or Above 7.5% (15)

Insurance Status
No Insurance 10.9% (22)

Medicaid 35.8% (72)
Medicare 26.4% (53)

Private Insurance 19.4% (39)
Other Insurance 4.5% (9)

Not Sure/Unknown if Has Insurance 3.0% (6)

Vulnerable Enabling Factors

Knows of Three or More Treatment Facilities in the Area
No 62.7% (126)
Yes 37.3% (75)

Distance to Nearest Known Treatment Center
20 Minutes or Less 36.8% (74)
21 Minutes or More 61.2% (123)

Unknown 2.0% (4)

Distance to Nearest Known 12-Step or Other Sober Support Group
20 Minutes or Less 58.7% (118)
21 Minutes or More 38.8% (78)

Unknown 2.5% (5)

Reports Reliable Transportation to Treatment/Sober Support Group
No 16.9% (34)
Yes 83.1% (167)
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Table 1. Cont.

Total (n = 201)

Sum of Lifetime Treatment Services Attended
M = 3.18 (SD = 2.64)
Min = 1, Max = 13

Recovery Support Identified *
Family 64.7% (130)

Friends in Recovery 39.3% (79)
Friends Not in Recovery 23.9% (48)

Therapist/Treatment Centers 21.9% (44)
Online Support Groups 18.4% (37)

Religious/Spiritual Community 21.4% (43)
Sponsor or Other 12-Step Members 14.4% (29)

Employer 5.5% (11)
Other 4.5% (9)

None of the Above + 12.4% (25)

Need Factors

During COVID-19, did you need treatment or counseling for your alcohol or drug use
(including recovery supports)?

No/I Don’t Know 56.2% (113)
Yes 43.8% (88)

* Measured with a “Select All That Apply” option. + Answer was exclusive if selected.

6.2. Bivariate Analysis

Point-biserial correlations were used to examine associations between dichotomized
demographic variables, substance use characteristics, and treatment seeking during
COVID-19. No demographic variables were significantly associated with treatment seeking.
In contrast, several substance use–related factors and recovery supports were associated
with treatment seeking, including lifetime use of inhalants, relapse during COVID-19, prior
treatment exposure, and engagement with multiple forms of sober support (e.g., friends
in recovery, therapists or treatment providers, online support communities, religious or
spiritual communities, and 12-step–related supports). These results are presented in Table 2.

Table 2. Bivariate Associations Between Predisposing, Enabling, and Need Variables and Treatment
Seeking During COVID-19: Statistically Significant Confounding Variables.

Lifetime Use of
Inhalants

Relapse During
COVID-19

Sum of Lifetime
Treatment

Services Utilized

Sober Support:
Friend in
Recovery

Sober Support:
Online Groups

Sober Support:
Religious

Community

Have you
actively sought

treatment or
recovery supports

during
COVID-19?

rpb = 0.22
p = 0.002

rpb = 0.21
p = 0.003

rpb = 0.42
p < 0.001

rpb = 0.33
p < 0.001

rpb = 0.29
p < 0.001

rpb = 0.24
p < 0.001

6.3. Binary Logistic Regression

A base model was run with control variables identified as significant in bivariate
screening analyses. More lifetime treatment attendance increased the likelihood of seeking
treatment by a factor of 1.3, a religious or spiritual community by 3.3, and having friends in
recovery by 2.4. Online support groups were also a notable factor, with a 4 times higher
likelihood of treatment-seeking. The results of this base model can be found in Table 3.
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Table 3. Base Multivariable Logistic Regression Model: Control Variables Associated with Treatment
Seeking During COVID-19.

Variable B SE χ2 p OR 95% CI

(Intercept) −2.71 0.40 46.02 <0.001 0.07 [0.03, 0.15]
Lifetime Use of Inhalants 0.43 0.46 0.86 0.35 1.54 [0.62, 3.81]
Relapse During COVID-19 0.55 0.36 2.41 0.12 1.74 [0.87, 3.48]
Sum of Lifetime Treatment Services Utilized 0.29 0.07 16.24 <0.001 1.34 [1.16, 1.54]
Sober Support: Friends in Recovery 0.89 0.36 6.29 0.012 2.44 [1.22, 4.89]
Sober Support: Online Groups 1.38 0.45 9.52 0.002 3.96 [1.65, 9.51]
Sober Support: Religious/Spiritual
Community 1.18 0.43 7.54 0.006 3.26 [1.40, 7.56]

Overall model: χ2[6] = 68.29, p < 0.001, Nagelkerke R2 = 0.39, −2 Log Likelihood = 197.32.

Subsequent intermediate models tested additional variables like substance use severity
and comorbidities, access to treatment and support variables, and reliable transportation to
treatment. Models were run sequentially to assess the changes brought in by each respective
domain—predisposing, enabling, and need—independent from each other. The model
with substance use severity and comorbidity, and the model with access to treatment and
support variables, did not improve the base model’s predictive ability. However, reliable
transportation increased the likelihood of seeking treatment by 3.2 times (p = 0.048). The
overall model was statistically significant (χ2[7] = 72.56, p < 0.001), and the difference
between this model and the base model was statistically significant (χ2[1] = 4.27, p = 0.04).
The results of this model are shown in Table 4.

Table 4. Intermediate Enabling-Domain Multivariable Model: Transportation and Control Variables
Associated with Treatment Seeking During COVID-19.

Variable B SE χ2 p OR 95% CI

(Intercept) −3.81 0.72 46.02 <0.001 0.02 [0.01, 0.09]
Lifetime Use of Inhalants 0.55 0.47 1.35 0.24 1.17 [0.69, 4.38]
Relapse During COVID-19 0.65 0.36 3.22 0.07 1.91 [0.94, 3.89]
Sum of Lifetime Treatment Services Utilized 0.31 0.08 17.12 <0.001 1.37 [1.18, 1.58]
Sober Support: Friends in Recovery 0.82 0.36 5.24 0.022 2.27 [1.13, 4.59]
Sober Support: Online Groups 1.26 0.45 7.93 0.005 3.53 [1.47, 8.51]
Sober Support: Religious/Spiritual Community 1.24 0.43 8.15 0.004 3.45 [1.47, 8.01]
Endorses Reliable Transportation to Treatment 1.15 0.58 3.90 0.048 3.16 [1.01, 9.93]

Overall model: χ2[7] = 72.56, p < 0.001, Nagelkerke R2 = 0.42, −2 Log Likelihood = 193.05.

Extraneous variables that remained statistically non-significant across the models were
removed from the final model. A final, parsimonious model was run with just the control
variables that were consistently statistically significant. The enabling factor of reporting
transportation to treatment and 12-step meetings was included in the final model, as was
the need factor of endorsing a need for treatment during COVID-19. The results of the
final model are in Table 5. This overall model was statistically significant (χ2[6] = 85.95,
p < 0.001). All variables in this model were significantly associated with treatment seeking
during COVID-19. Participants with friends in recovery were 2.3 times more likely to seek
treatment, and those who had sober support in online groups and religious communities
were over 3.4 times more likely to seek treatment. Those with reliable transportation to
treatment were 3.3 times more likely to seek it, and those who reported a need for treatment
were 4.5 times more likely to seek treatment than those who did not perceive a need.
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Table 5. Final Multivariable Logistic Regression Model of Retained Predictors of Treatment Seeking
During COVID-19.

Variable B SE χ2 p OR 95% CI

(Intercept) −4.13 0.75 30.54 <0.001 0.02 [0.00, 0.07]
Sum of Lifetime Treatment Services Utilized 0.30 0.08 15.58 <0.001 1.36 [1.16, 1.58]
Sober Support: Friends in Recovery 0.82 0.37 4.88 0.03 2.28 [1.10, 4.73]
Sober Support: Online Groups 1.25 0.48 6.90 0.01 3.49 [1.37, 8.87]
Sober Support: Religious/Spiritual Community 1.24 0.45 7.69 0.01 3.44 [1.44, 8.24]
Endorses Reliable Transportation to Treatment 1.20 0.60 4.04 0.044 3.32 [1.03, 10.67]
Endorses Need for Treatment During COVID-19 1.50 0.37 15.95 <0.001 4.46 [2.14, 9.29]

Overall model: χ2[6] = 85.95, p < 0.001, Nagelkerke R2 = 0.47, −2 Log Likelihood = 181.61.

7. Discussion
Treatment seeking during COVID-19 varied among individuals with substance misuse

during the COVID-19 pandemic. Overall, 38.3% of individuals in this sample sought
treatment for substance misuse during COVID-19. Hypothesis one stated that higher
comorbidities and higher substance use severity would contribute to treatment seeking
during COVID-19. Hypothesis two stated that greater knowledge of and access to treatment
centers and 12-step groups would contribute to treatment seeking during COVID-19.
Finally, hypothesis three stated that perceiving a need for treatment would be associated
with treatment seeking during COVID-19. Variations were seen in enabling and need
factors, with hypothesis two partly supported and hypothesis three supported. Hypothesis
one, addressing predisposing factors, was unsupported.

7.1. Predisposing Factors Associated with Treatment Seeking During COVID-19

In this sample, while substance use severity and a mental health diagnosis did signifi-
cantly correlate with treatment for substance misuse during COVID-19 at the bivariate level,
after controlling for other variables, the relationship was no longer statistically significant.
Additionally, mental health symptomology determined by the PHQ-4 and health comor-
bidities did not significantly correlate with or associate with treatment seeking during
COVID-19. Measurement problems may have contributed to the inability to determine
an associative relationship between substance use, mental health severity, and treatment
seeking in this sample.

Those with higher comorbidities and substance use severity are more likely to en-
gage in substance use treatment because they are typically already more engaged with a
medical service provider and often feel more comfortable with engaging in the healthcare
system [12]. With this engagement, individuals can more easily receive a referral to speci-
fied substance misuse treatment through programming like Screening, Brief Intervention,
and Referral to Treatment [63]. Reduced in-person contact and reliance on solely telehealth
may have limited opportunities for screening and referral during the pandemic. While
not fully known in a population of individuals who misuse substances, emerging research
shows that events like family and intimate partner violence, eating disorders, and psycho-
logical distress were more covert throughout the pandemic due to fewer interactions with
care workers [64–68].

Traditional predisposing factors like age, race, gender, and employment showed no
significant correlation with treatment seeking in this study. This inconsistency might reflect
the diverse demographics of those misusing substances, as the impact of these variables
has varied across other studies. Vulnerable predisposing factors such as unstable housing
and legal involvement did not correlate with treatment seeking, possibly due to sample
size limitations. The COVID-19 pandemic posed additional challenges to communal living
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situations in substance abuse treatments and recovery homes, potentially hindering access
to these services [69–71].

7.2. Enabling Factors Associated with Treatment Seeking During COVID-19

Hypothesis two was partially supported in this sample. In the final regression model,
individuals who reported reliable transportation to treatment were 3.3 times more likely to
report treatment receipt during COVID-19. This supports Stewart and colleagues’ (2021)
findings that even having transportation to treatment for the first session was likely to
provide greater engagement in treatment overall [72]. Lack of transportation is often cited
in qualitative studies as a major barrier to treatment utilization and engagement [28,73],
and that remained true for this sample of individuals during COVID-19. This is in line
with other recent findings that assessed transportation access during COVID-19 [74,75].
Transportation insecurity serves as a barrier through multiple social determinants of health
domains, and this insecurity needs to be addressed systemically to promote large-scale
change [76].

While knowledge of treatment centers and 12-step groups in a person’s area signif-
icantly correlated with treatment receipt, they did not statistically significantly impact
treatment receipt when controlling for other variables in the model. For this sample, the
ability to receive to treatment or recovery programs had more of an impact than having
a greater knowledge of facilities in the area. This could be attributable to a few factors.
First, this sample’s knowledge of treatment centers and sober support groups was heavily
skewed, with many individuals knowing of no treatment and recovery support in their
area. Over 28% of individuals knew of zero treatment centers, and 21.4% only knew of one
treatment center. Even knowing one treatment facility does not ensure this agency has the
services an individual needs. Not all agencies provide the same services, so if an individual
wants inpatient care but only has access to outpatient, they may have to travel outside their
area to receive care. Choice of treatment options remains critical to promoting treatment
receipt, with reports that telehealth should be used alongside in-person options rather than
replacing them [77–80].

It is possible that not knowing of treatment and 12-step groups had less of an impact on
individuals who misused substances during COVID-19 due to the shift to online program-
ming. Just as AA encouraged the shift to online meetings and a motto of “distanced but
digitally connected,” many treatment centers moved to video and telephone programming
to address treatment needs during COVID-19 [50]. The complexity of online sober support
is especially of interest, as those who reported sober support through online communities
were 3.5 times more likely to report treatment seeking during COVID-19.

In the context of substance misuse treatment during COVID-19, the most significant
control variables were the number of past treatment types attended and various recovery
supports falling under enabling domains. Prior engagement in treatment and recovery
support, through online groups and friends in recovery, was highly associated with future
treatment seeking, as was involvement in religious or spiritual communities [15,17,20,81,82].
However, engagement in recovery networks may both facilitate treatment seeking and be
enforced by treatment engagement, highlighting the bidirectional nature of these relationships
in cross-sectional data.

7.3. Need Factors Associated with Treatment Seeking During COVID-19

Perceiving a need for treatment was statistically significantly associated with treatment
seeking during the COVID-19 pandemic, with individuals who perceived a need for
treatment being almost four times more likely to report treatment seeking, suggesting that
desire for change is critical. This supports treatment utilization literature in the years before
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COVID-19, as seeing a need for treatment remains a large factor for treatment seeking,
regardless of other treatment factors [15,21,30,31]. Notably, 43.8% of individuals reported
needing treatment in this sample, and 38.3% actively sought treatment. While less than
half of the sample needed and received treatment, it was a greater rate than typically seen
in the population [1]. However, this could be anticipated as the sample was self-selected
instead of randomly selected.

8. Implications and Future Directions
Findings from this study have several implications for practice, policy, and future

research. According to the Center for Global Development (2021), there is a 47% to 57%
probability of another deadly pandemic in the next 25 years, indicating that treatment cen-
ters, policymakers, and broader society should prepare for shutdowns to ensure continuity
of care [83]. At the practice level, results underscore the importance of reducing practical
access barriers, particularly transportation, during public health disruptions. Though trans-
portation is a barrier to care even under ideal conditions [72,76], where possible, treatment
programs and recovery supports should integrate transportation, mobile services, and
flexible scheduling into their emergency preparedness planning. Additionally, the strong
association between need for treatment and help-seeking highlights the importance of
proactive outreach, treatment literacy, and motivational engagement strategies, particularly
during periods of social isolation.

At the systems and policy level, findings support the continued development of hybrid
models that combine in-person and telehealth options, ensuring that the emergency expan-
sions of telehealth do not inadvertently exacerbate inequities for individuals with limited
digital access. Policymakers and funders should consider sustaining regular flexibilities
and invest in infrastructure that supports continuity of care and choice of care during future
public health emergencies and disasters.

Finally, future research should move beyond cross-sectional designs to examine longi-
tudinal patterns of treatment engagement across different phases of public health crises.
This should include how perceived need evolves over time and how structural barriers
(e.g., transportation, service closures, housing instability, job loss, etc.) shape treatment
trajectories. Qualitative and mixed-methods research could further highlight how individ-
uals navigate help-seeking under conditions of disruption, particularly among populations
with intersecting vulnerabilities. Comparison studies examining post-pandemic service uti-
lization patterns may also clarify which COVID-era adaptations should be institutionalized
to promote more equitable access to substance use treatment moving forward.

9. Limitations
This study is not without several limitations. First, while this sample size was large

enough to see large effects, it was not large enough to potentially detect smaller effects that
contributed to differences in treatment seeking during COVID-19. In the future, a greater
sample size could allow for the examination of more subtle effects that impact treatment
seeking. Second, recruitment occurred through online groups related to substance misuse
and recruitment services, limiting generalizability to the larger population. Solely online
recruitment potentially limits individuals who are less engaged in online groups related
to substance misuse, as well as those who do not have access to the internet. Though this
study was exploratory, using different methods, including flyering in community areas,
could have allowed for better respondent variation. Third, the participants of this study
did not accurately represent the population of individuals who misuse substances. This
sample contained a high number of individuals who met the criteria for a severe SUD,
even if they reported being in recovery from substance misuse. Individuals can misuse
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substances without meeting the criteria for a severe substance use disorder, and this sample
skewed towards individuals with a SUD. Fourth, scale variables in this model were not
normally distributed and could not be transformed to be normally distributed. They were
dichotomized to avoid attenuation of correlations, limiting variability. Fifth, this study was
conducted in the United States and has limited generalizability to other countries that may
have different access to care.

Additionally, the timing and cross-sectional design of this study is a limitation. Given
the cross-sectional, self-report design, observed associations likely reflect bidirectional
relationships between engagement in recovery networks and treatment-seeking rather than
unidirectional causal effects. Since recruitment occurred between September 2022 and
February 2023. Vaccines became available to the general population in March of 2021 [84],
and after that time, severe illness rates fell [85]. Mandated isolation ended in many parts of
the country, and individuals were more able to engage with each other depending on their
comfort level [86]. By the time recruitment began for this study in September 2022, indi-
viduals had more choices regarding whether they wanted to engage in in-person services
or online, with many still cautious about COVID-19 infection or reinfection. Individual
perceptions of their treatment seeking could have been colored by how they perceive their
treatment access now versus the early period of the pandemic when vaccinations were
not available. Finally, this study focuses more on overall trends experienced by those who
sought treatment and does not explore the nuances of individual experiences. COVID-19
disproportionately impacted those with low income and individuals from racial and ethnic
minority populations [87]. Individuals living with SUD who have intersecting marginalized
identities may have faced greater challenges in treatment-seeking that are not captured by
the quantitative methods employed in this research.

10. Conclusions
Findings from this study underscore that treatment seeking during COVID-19 was

shaped by both structural access conditions and individual perceptions of need, highlight-
ing the continued relevance of the BMVP for understanding help-seeking in vulnerable
populations, particularly during times of crisis and social-isolation. Perceived need for
treatment emerged as a driver of help-seeking, which highlight the need for treatment
literacy, outreach, and motivational engagement. However, even if a person perceives a
need for treatment, not being able to access treatment because of inequitable transportation
poses a barrier. Together, these findings indicate that preparedness for substance use treat-
ment should extend to include both structural access and readiness for care. Strengthening
treatment infrastructure is essential to promoting equitable treatment access and preventing
morbidity and mortality related to SUD during future public health emergencies.
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