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Abstract 

Background  Alcohol use disorders (AUD) are among the most highly stigmatized medical conditions. Only a minor-
ity of individuals with AUD seek treatment, and stigma is one of the most prominent barriers to treatment-seeking. 
However, there is a lack of knowledge about the associations between stigma and preferences for help-seeking, and 
the associations between stigma and preferences for treatment seeking.

Aim  to investigate the associations between stigma and preferences for where to seek help and treatment for AUD. 
As sub-analyses, associations between stigma, level of alcohol use and preferences for help-seeking and treatment 
preferences will be analyzed.

Method  Cross-sectional design, including n = 3037 participants aged 30 – 65 years, living in Denmark. Data: In 2020, 
an online questionnaire was administered by a market research company. The questionnaire covered demographics, 
preferences for help-seeking and treatment for AUD, stigma measured with the Difference, Disdain & Blame Scales for 
Public Stigma, and alcohol use measured with the Alcohol Use Disorder Test (AUDIT). Analyses: restricted cubic spline 
models were applied to model outcomes. Odds ratios were calculated.

Results  A lower level of stigma was associated with a higher probability of preferring formal and informal help-
seeking for AUD. Both high and low levels of stigma were associated with a higher probability of preferring to consult 
general practitioners. Stigma was not associated with other preferences for treatment-seeking, nor trying to change 
oneself or a passive strategy. The sub-analyses, grouped by level of alcohol use, showed similar results.

Conclusion  Stigma is associated with lower preferences for formal and informal help-seeking, however not type 
of treatment preferred. Future studies should address stigma in relation to other factors of the treatment-seeking 
process.
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Background
Public stigma and self-stigma are two different aspects 
of health-related stigma [1]. Public stigma is defined as 
negative perceptions and stereotypes, towards a specific 
group in society, by the majority population [2, 3]. One 
key aspect of stigma is the perception of differentness, 
i.e., that the affected group is viewed as different from the 
majority [4]. This stereotype of differentness is argued as 
being shared between different stigmatized conditions. 
Moreover, rather than being just a neutral statement of 
difference, stigma is considered to involve a perception 
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of differentness that leads to disdain [5]. A person with 
a medical condition may internalize this public stigma, a 
process called self-stigma [6]. When stigma is discussed 
in the present manuscript, however, only public stigma 
is referred to, i.e., perceptions shared in the general 
population.

Alcohol use disorders (AUD) are among the most 
highly stigmatized medical conditions in the Western 
world [7]. Individuals with AUD are viewed as more 
responsible for their disorder and elicit more social rejec-
tion and negative emotions compared to other disorders. 
This stigmatization has been found stable over time [8]. 
Among individuals with substance use disorders (SUD), 
higher perceived stigma is associated with poorer men-
tal health and lower quality of life [9, 10]. Both the World 
Health Organization (WHO) and the Substance Abuse 
and Mental Health Services Administration (SAMHSA) 
in the United States have emphasized the need for more 
attention specifically to the stigma associated with addic-
tive disorders [11, 12].

Even though AUD is associated with great harm such 
as diseases and injuries [13], it has one of the largest 
gaps between the number of individuals affected and the 
number of individuals in treatment compared to other 
psychiatric disorders [14]. Estimates from 26 countries 
worldwide suggest only 7% of individuals with SUD 
receive treatment [15]. In Denmark, treatment services 
for AUD are readily available and free of charge. How-
ever, only few individuals seek treatment [16]. In order 
to reduce the alcohol-related harm, it is important to 
improve treatment coverage.

It is well established that the stigma associated with 
AUD, is one of the most prominent barriers to treatment-
seeking [17–20]. Previous studies have mainly focused 
on barriers to treatment and there is therefore a need to 
also investigate what individuals would potentially do if 
they developed AUD, i.e. potential preferences for where 
to seek help, and also potential preferences for treat-
ment seeking, considered by the general population, i.e., 
not individuals currently in the treatment-seeking pro-
cess. However, this topic has received little attention, 
despite calls for more consumer-oriented approaches 
[21]. Two Swedish studies showed that most individuals 
would prefer seeking specialist care for AUD within the 
health care services [19, 22]. Among those suffering from 
AUD, a preference for seeking treatment in primary care 
was also stated, as this option was considered less stig-
matizing [22]. It is possible that the stigma surrounding 
AUD is associated with different preferences for where 
to seek help and treatment. However, so far, there is a 
lack of knowledge about the associations between stigma 
and preferences for help-seeking, and the associations 
between stigma and preferences for treatment seeking in 

the general population. This study aims to fill these gaps 
in knowledge, and contribute to the understanding of 
how to narrow the treatment gap for AUD.

Aim
The overall aim of this study is to investigate the asso-
ciations between stigma, preferences for where and 
how to seek help, and treatment for AUD in the general 
population.

Specifically, the study will investigate associations 
between:

1)	 stigma and preferences for help-seeking;
2)	 stigma and treatment preferences;

The analyses will take demographic factors, age, sex, 
education, having children, and previously having alcohol 
problems into consideration. As sub-analyses, the study 
will investigate whether associations between

3)	 stigma and preferences for help-seeking differ by 
level of alcohol use,

4)	 stigma and treatment preferences differ by level of 
alcohol use,

This will be analyzed in a subsample of participants 
who completed the AUDIT.

Methods
Study design
Cross-sectional study

Participants
The participants were recruited by a market research 
company with access to a panel consisting of adults from 
all regions in Denmark. Between June and October 2020, 
a representative group of adults aged 30 – 65 years was 
asked to participate in an online questionnaire. The topic 
of the survey was not known to the participants before-
hand. It is not known how large proportion of those 
asked that opened the survey. The proportion of par-
ticipants that dropped out before completing the survey 
was slightly higher compared to similar surveys on other 
topics: 8.5% compared to normally 5—6%. In total, 3037 
individuals participated.

Outcome
There are two outcome measures: 1) preferences for help-
seeking for AUD and 2) treatment preferences for AUD.

Preferences for help-seeking were measured with the 
question: “What would you do if you developed alco-
hol problems?”. The participants were presented with 
the following items, which were examined as separate 
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binary outcomes, and answered yes or no to each: “Try 
to change it myself”, “Seek professional help”, “Ask those 
closest to me for help”, “Wait for others to help me”, “Put 
it off until I found a solution”, or “I would not do any-
thing”. The last three: “Wait for others to help me”, “Put 
it off until I found a solution”, and “I would not do any-
thing” were grouped together in the analyses and named 
“Passive strategy”. Treatment preferences were measured 
with the question: “Who would you contact first if you 
felt the need to discuss your alcohol use?”. The follow-
ing alternatives were given, which also were examined as 
separate binary outcomes, and the participants answered 
yes or no to each: “General practitioner” (“GP”), “Seek 
alcohol treatment at the social services”, “Seek advice on 
the Internet”, and “Call a helpline”.

Measurements
The online questionnaire covered demographic data on 
sex, age category, education, and offspring. Experience of 
AUD was measured with the question:”Have you previ-
ously had alcohol problems?”, which could be answered 
yes or no. Stigma was measured with the Difference, Dis-
dain & Blame Scales for Public Stigma; a questionnaire 
measuring key aspects of public stigma associated with 
mental illness. Versions of this questionnaire have been 
used in previous studies [23, 24]. For the purpose of the 
present study, the items were rephrased from “mental ill-
ness” to “alcohol problems” The questionnaire measures, 
via three items each, “difference” (example “How different 
do you think a person with an alcohol problem is, com-
pared to everyone else in the general population?”), dis-
dain (example “How disrespected do you think a person 
with an alcohol problem is, compared to everyone else 
in the general population?”) and blame (example “How 
responsible do you think people with an alcohol problem 
are for their illness?”). The participants rate a total of nine 
items on a scale from 1 (Not at all) to 9 (Very much). The 
score on each item is summed to a total score, the mini-
mum score being 9 and maximum 81, where a higher 
score indicate a higher level of stigma. Two items were 
reverse scored before summary. The questionnaire was 
translated from English to Danish, backtranslated and 
finalized for the purpose of this study.

The level of alcohol use and related problems were 
assessed in a subsample of n = 1594 participants who also 
completed the Alcohol Use Disorder Test (AUDIT), a 
10-item questionnaire [25]. Please see Appendix 1 for the 
order of the questions.

Data analyses
Each item describing preferences for help-seeking and 
treatment was examined as a separate binary outcome, 
except for “Passive strategy”, which was a combination 

of three items. After describing the sample, logistic 
regression, utilizing restricted cubic splines with three 
knots, was performed in order to model the associations 
between the continuous exposure variable, i.e., the total 
stigma score, and the dichotomous outcomes [26]. This 
allowed non-linear relationships between stigma and the 
outcomes. Stigma was modeled with three knots spaced 
out over the 10th, 50th, and 90th percentile, corresponding 
to the following scores: 26, 41 and 52. The reference value 
was for visualization placed at the stigma value 45, allow-
ing for nine evenly spaced out points on the x axis, with 
the reference centered. Odds ratios (OR) were calculated 
with 95% confidence intervals (CI). Cronbachs alpha for 
the stigma questionnaire was 0.74.

The primary analyses were performed in two steps. 
First, the crude associations between public stigma and 
the outcome measures were calculated. Next, all analy-
ses were adjusted for sex, age category, education, having 
children, and previous experience of AUD. Sub-analyses 
were performed in the subsample where data on alcohol 
use and related problems were available (n = 1594). These 
analyses were performed in three steps. First, the sample 
was divided into two categories; low-risk alcohol use, 
defined as AUDIT score 0 to 6 for women, and 0 to 8 for 
men, and hazardous alcohol use, defined as AUDIT score 
7 and above for women, and 9 and above for men [25]. 
Secondly, the crude associations between stigma and the 
outcome measures were calculated for each category. 
Thirdly, all analyses were adjusted for sex, age category, 
education, having children, and previous experience of 
AUD. All analyses were carried out using Stata MP 16.1 
(StataCorp LP, College Station, TX).

Results
Table 1 presents an overview of the demographics of the 
participants in the survey and in Appendix 2 the corre-
sponding demographics from the total Danish popula-
tion [27]. Almost half of the participants were above the 
age of 50, and a slight majority were females. A third of 
the participants had children. A majority had more than 
12  years of education. 7% of the participants reported 
previously having problems with their alcohol use. 32% 
of the participants had an AUDIT score indicating haz-
ardous alcohol use, defined as a score above 6 for women 
and above 8 for men, and 5% scored above 15 on the 
AUDIT, indicating a high probability of fulfilling the cri-
teria for alcohol dependence (not shown in the table).

Figure  1 shows the association between perceived 
stigma and the personal preferences for types of help-
seeking, when the participants were asked to imagine the 
need for it. As can be seen from the figure, a lower stigma 
score, compared to the reference value, was associated 
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with a higher probability of a preference for seeking pro-
fessional help or ask those closest to me for help.

Figure  2 shows the association between perceived 
stigma and preference for type of treatment, when the 
participants were asked to imagine a need for treat-
ment due to having developed alcohol problems. As can 
be seen from the figure, both lower and higher stigma 
scores, compared to the reference value, were associated 
with a higher probability of a preference for consulting 
the GP in order to receive treatment.

Moreover, the association between perceived stigma 
and preferences for where to seek help when the partici-
pants were asked to imagine the need for it, depending 
on current alcohol use was estimated (Fig.  3). The par-
ticipants were grouped according to their level of alcohol 
use: low-risk or hazardous alcohol use, assessed by the 
total score of AUDIT. The results show that, both among 
those with low-risk alcohol use and hazardous alcohol 
use, lower stigma, compared to the reference value, was 
associated with a higher probability of a preference for 
seeking professional help.

Finally, in Fig.  4 the association between perceived 
stigma and preferences for treatment-seeking, when the 

Table 1  Demographic

Total
N = 3037

Sex (female) 1615 (53.2%)

Age category

  30–39 738 (24.3%)

  40–49 820 (27.0%)

  50–65 1479 (48.7%)

Children

  No 1945 (64.0%)

  Yes 1092 (36.0%)

Education

  Up to 12 years 376 (12.4%)

  Vocational training 796 (26.2%)

   > 12 years 1845 (60.8%)

  Missing 20 (0.7%)

Stigma total score

  mean (SD) 39.95 (10.34)

  25th percentile 33

  75th percentile 46

Previous alcohol problem (yes) 219 (7.39%)

  Missing 73 (2.40%)

AUDIT total score n = 1594

  mean (SD) 5.98 (4.82)

  25th percentile 3

  75th percentile 7

Fig. 1  Associations between stigma and preferences for 
help-seeking *adjusted for sex, age category, education, having 
children, and previous alcohol problems (n = 2650)
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participants were asked to imagine the need for it was 
estimated.

Again, the participants were grouped according to 
their level of alcohol use: low-risk or hazardous alco-
hol use. Among individuals with low risk alcohol use, a 
lower stigma score, compared to the reference value, was 
associated with a higher probability of a preference for 
seeking help from the GP. This association did not reach 
statistical significance among individuals with hazardous 
alcohol use.

Discussion
The overall aim of the present study was to investigate 
the associations between stigma, preferences for help-
seeking, and preferences for treatment for AUD in a gen-
eral population sample. Specifically, the study examined 
associations between: 1) stigma and preferences for type 
of help-seeking; 2) stigma and preferences for types of 
treatment; 3) stigma, preferences for types of help-seek-
ing, grouped by level of alcohol use; 4) stigma and prefer-
ences for type of treatment, grouped by level of alcohol 
use. We found that perceived stigma was related to pref-
erences for where to seek help and treatment, and that 
the individual’s level of alcohol use also had an impact. 
Our findings will be discussed in detail below.

Preferences for help‑seeking
In our study, based on a survey performed among the 
general population, a lower perceived stigma was associ-
ated with a higher probability of stating a preference for 
seeking professional help and a higher probability of stat-
ing a preference for asking someone close for help. Sub-
analyses, where the participants were grouped by level 
of alcohol use, still identified an association between 
lower stigma and a higher probability of a preference for 
seeking professional help, but not an association with a 
preference for asking those closest to me for help. These 
results indicate that willingness to seek professional help 
is closely related to stigma, and that a high level of stigma 
may contribute to a reluctance to, and lower preference 
for, seeking professional treatment. This is in line with 
the research on barriers to treatment, which shows that 
the stigma associated with AUD is an important barrier 
to treatment-seeking [17–19]. Thus, in order to reduce 
the current treatment gap, there is an urgent need to 
reduce the public stigma attached to AUD. Educational-
based interventions and social contact interventions have 
shown to be effective in the short term, both for reduc-
ing stigma associated with mental health in general and 
SUD in particular [28, 29]. However, there is a need 
for high qualitative research in this field and studies on 
effects over a long-term follow up. The use of continuum 
beliefs for messages around treatment-seeking for AUD 

Fig. 2  Associations between stigma and treatment preferences Who 
would you contact first if you felt the need to discuss your alcohol 
use with someone? *adjusted for sex, age category, education, having 
children, and previous alcohol problems (n = 2650)
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Fig. 3  Associations between stigma and preferences for help-seeking, grouped by level of alcohol use *adjusted for sex, age category, education, 
having children, and previous alcohol problems
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Fig. 4  Associations between stigma and treatment preferences, grouped by level of alcohol use *adjusted for sex, age category, education, having 
children, and previous alcohol problems
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(e.g. framing AUD as part of a continuum rather than a 
dichotomous disorder) could be especially relevant for 
future studies, as it has also been found to reduce stigma 
for psychiatric disorders [30]. There is also evidence that 
messaging, applying a continuum beliefs model of AUD 
compared to a binary belief model, can increase prob-
lem-recognition, which in turn can improve treatment-
seeking [31].

Stigma may have different mechanisms and impose 
different types of barriers to help-seeking depending on 
the type of help – e.g., seeking professional treatment 
or informal support from the social network. Regarding 
stigma and its association with seeking informal support, 
it is known that health-related stigma in general, but not 
specifically for AUD, is associated with not telling others 
and fear of social rejection and judgment [32]. Moreover, 
the present study also showed that public stigma in the 
general population decreases the preference for informal 
support-seeking for AUD, when the issue is considered 
hypothetically. Among individuals in treatment for SUD, 
higher stigma is found to be associated with lower per-
ceived social support [9, 33]. Similar findings are made 
among individuals living with HIV [34]. It is, however, 
unknown to what extent these findings illustrate a recip-
rocal process with decreased social support, or rather 
withdrawal from social support, possibly because of fear 
of social rejection.

A preference for avoiding help or treatment from 
the outside, and rather trying to change on one’s own, 
was not associated with the level of stigma nor seem-
ingly affected by one’s own alcohol use, which may not 
be surprising. Epidemiological studies show that many 
with AUD recover without seeking help [35], although 
treatment-seeking has been found to increase the rates of 
recovery [36, 37]. The wish to handle alcohol use on one’s 
own, has also been reported as a reason for not seeking 
treatment for AUD [18, 38]. The present study suggests 
that there are mechanisms other than stigma, associ-
ated with this preference. A qualitative Swedish study 
showed that a contributing factor to the wish to handle 
one’s alcohol use on one’s own was the perception that 
AUD was a bad habit, which could be altered by changes 
in everyday life, rather than seeking treatment [18]. This 
indicates that the personal framing and understanding of 
AUD contributes to preferences on how to solve it. This 
is also in line with other studies, showing that the choices 
of treatments strongly relate to the perceptions of the 
causes of AUD [39, 40].

Treatment preferences
Regarding preferences for where to seek treatment, 
the results of the present study showed that both lower 
and higher stigma scores were associated with a higher 

probability of a preference for consulting a GP for treat-
ment. In the sub-analyses, when alcohol use was also 
adjusted for, the association between lower stigma and 
a higher probability of a preference for consulting a GP 
was also found. These findings emphasize the crucial role 
that GP’s and primary care play as a cornerstone in Dan-
ish health care [41]. It also suggests that the trust in GPs 
is high, and that GPs are expected to play an important 
role in addressing and treating AUD. Other studies have 
also found strong support for routinely asking questions 
about alcohol use in primary care [42]. Thus, GPs play a 
vital part in recovery from AUD [43, 44].

There were no associations between stigma and prefer-
ences for seeking treatment through social services, the 
Internet and by telephone, even when the level of alcohol 
use was taken into consideration. This is surprising, con-
sidering that a previous study on treatment preferences 
showed that Internet support and telephone helplines 
were preferred alternatives for assessment and guidance 
to treatment [18]. Moreover, it is often possible to access 
Internet support or telephone helplines anonymously, 
which has been reported to lower the threshold for seek-
ing support for stigmatized health conditions as AUD 
[45, 46]. A possible explanation for this finding may be 
that the treatment-seeking process—in itself – is associ-
ated with stigma. Non-treatment-seeking adults with 
AUD have reported that the need for treatment is, in 
itself, shameful and a sign of failure [18, 45]. It has been 
found that seeking treatment is associated with a per-
ceived change of identity toward a stigmatized stereotype 
of someone with AUD [18, 45]. Similar observations have 
been made among individuals seeking treatment for SUD 
[47]. This could be seen as an example of a self-stigma 
process, and the results from the current study suggest 
that, in relation to stigma, the choice of where to seek 
treatment is secondary to the decision to seek treatment. 
Future studies should investigate this further.

Strengths and limitations
An important limitation is the use of self-report meas-
ures on topics such as stigma and alcohol-related 
questions, which can be perceived as sensitive by the par-
ticipants. Sensitive topics pose an increased risk for giv-
ing socially desirable answers. In order to reduce the risk 
of bias, stigma was measured with a questionnaire that 
emphasizes differentness, which is considered to impose 
less risk for biased answers compared to other measures 
of stigma [48, 49]. However, we acknowledge a lack of 
psychometrically sound and brief instruments to meas-
ure public stigma in general, and public stigma associ-
ated with AUD specifically. This is a potential threat to 
the validity of the measure of stigma in this study, and an 
important limitation.
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Another limitation is that the current study only 
measured preferences for different treatment settings. 
It is possible that factors other than the setting are 
important, such availability, or messages about treat-
ment goals – reduced alcohol use, or abstention only.

AUD, stigma and help-seeking are complex phenom-
ena, where synergistic effects between these and factors 
such as socioeconomic position, gender, and age are to 
be expected. Moreover, previous studies have shown 
that individuals familiar with AUD, and individuals 
with lived experience of AUD, are less likely to endorse 
stigmatizing attitudes towards others with AUD [50]. A 
strength of the current study is that these factors were 
included, together with a large sample size. A limita-
tion is the age range among the participants, between 
30 and 65 years, which hampers the possibilities to gen-
eralize the findings to other groups. Another is the lack 
of information about the proportion of invited partici-
pants who answered the survey.

Conclusion
Stigma is associated with a lower probability of a pref-
erence for seeking both professional help and infor-
mal help-seeking. Both lower and higher stigma was 
associated with a higher probability of a preference for 
consulting a GP, emphasizing the important role of pri-
mary care in addressing and treating AUD. However, 
stigma was not associated with other treatment prefer-
ences. Future studies should address stigma in relation 
to other factors of the treatment-seeking process for 
AUD, such as the understanding of AUD, the decision 
to seek treatment, and specific messaging characteris-
tics around the treatment settings.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12913-​023-​09037-y.

Additional file 1.

Additional file 2.

Acknowledgements
The authors would like to thank Annemette Munck Svensson for your help 
with proofreading the manuscript.

Authors’ contributions
SWF conceptualization, methodology, data curation, statistical analysis, writ-
ing original draft preparation AM methodology, statistical analysis, writing 
reviewing, editing ASN conceptualization, methodology, writing reviewing, 
editing. The author(s) read and approved the final manuscript.

Funding
Open access funding provided by Karolinska Institute. TrygFonden, grant 
number 129450.

Availability of data and materials
The data underlying this article cannot be shared publicly due to the privacy 
of individuals that participated in the study. The data will be shared on reason-
able request to the corresponding author.

Declarations

Ethics approval and consent to participate
The study was approved by the Research Ethics Committee at the Univer-
sity of Southern Denmark on the 14th of January 2021, registration number: 
20/70424. Consent from the participants to use the data in the current 
research study was not deemed necessary, and informed consent was waived 
by the Research Ethics Committee at the University of Southern Denmark. 
All methods were carried out in accordance with relevant guidelines and 
regulations.

Consent for publication
Not Applicable (NA).

Competing interests
We have no conflict of interest to report.

Received: 1 August 2022   Accepted: 4 January 2023

References
	1.	 Weiss MG, Ramakrishna J, Somma D. Health-related stigma: rethinking 

concepts and interventions. Psychol Health Med. 2006;11:277–87. https://​
doi.​org/​10.​1080/​13548​50060​05950​53.

	2.	 Corrigan PW, Watson AC. Understanding the impact of stigma on people 
with mental illness. World Psychiatry. 2002;1:16–20.

	3.	 Link BG, Phelan JC. Stigma and its public health implications. Lancet (Lon-
don, England). 2006;367:528–9. https://​doi.​org/​10.​1016/​s0140-​6736(06)​
68184-1.

	4.	 Link BG, Phelan JC. Conceptualizing Stigma. Ann Rev Sociol. 2001;27:363–
85. https://​doi.​org/​10.​1146/​annur​ev.​soc.​27.1.​363.

	5.	 Corrigan PW, Nieweglowski K. Difference as an indicator of the self-
stigma of mental illness. J Ment Health (Abingdon, England). 2019;1–
7.https://​doi.​org/​10.​1080/​09638​237.​2019.​15813​51.

	6.	 Corrigan P. W, Rao D. On the self-stigma of mental illness: stages, disclo-
sure, and strategies for change. Canadian journal of psychiatry. Can J 
Psychiatry. 2012;57:464–9.

	7.	 Schomerus G, et al. The stigma of alcohol dependence compared with 
other mental disorders: a review of population studies. Alcohol and 
alcoholism (Oxford, Oxfordshire). 2011;46:105–12.

	8.	 Pescosolido BA, et al. “A disease like any other”? A decade of change in 
public reactions to schizophrenia, depression, and alcohol dependence. 
Am J Psychiatry. 2010;167:1321–30. https://​doi.​org/​10.​1176/​appi.​ajp.​2010.​
09121​743.

	9.	 Birtel MD, Wood L, Kempa NJ. Stigma and social support in substance 
abuse: Implications for mental health and well-being. Psychiatry Res. 
2017;252:1–8. https://​doi.​org/​10.​1016/j.​psych​res.​2017.​01.​097.

	10.	 Singh S, Kumar S, Sarkar S, Balhara YPS. Quality of Life and its Relationship 
with Perceived Stigma among Opioid Use Disorder Patients: An Explora-
tory Study. Indian J Psychol Med. 2018;40:556–61. https://​doi.​org/​10.​
4103/​ijpsym.​Ijpsym_​171_​18.

	11.	 Corrigan P, et al. Developing a research agenda for understanding the 
stigma of addictions Part I: Lessons from the Mental Health Stigma Litera-
ture. Am J addict. 2017;26:59–66. https://​doi.​org/​10.​1111/​ajad.​12458.

	12.	 Corrigan PW, et al. Developing a research agenda for reducing the stigma 
of addictions, part II: Lessons from the mental health stigma literature. 
Am J addict. 2017;26:67–74. https://​doi.​org/​10.​1111/​ajad.​12436.

	13.	 GBD. Alcohol and Drug Use Collaborators. The global burden of disease 
attributable to alcohol and drug use in 195 countries and territories, 
1990–2016: a systematic analysis for the Global Burden of Disease Study 
2016. Lancet Psychiatry. 2016;5:987–1012. https://​doi.​org/​10.​1016/​s2215-​
0366(18)​30337-​7(2018).

https://doi.org/10.1186/s12913-023-09037-y
https://doi.org/10.1186/s12913-023-09037-y
https://doi.org/10.1080/13548500600595053
https://doi.org/10.1080/13548500600595053
https://doi.org/10.1016/s0140-6736(06)68184-1
https://doi.org/10.1016/s0140-6736(06)68184-1
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.1080/09638237.2019.1581351
https://doi.org/10.1176/appi.ajp.2010.09121743
https://doi.org/10.1176/appi.ajp.2010.09121743
https://doi.org/10.1016/j.psychres.2017.01.097
https://doi.org/10.4103/ijpsym.Ijpsym_171_18
https://doi.org/10.4103/ijpsym.Ijpsym_171_18
https://doi.org/10.1111/ajad.12458
https://doi.org/10.1111/ajad.12436
https://doi.org/10.1016/s2215-0366(18)30337-7(2018)
https://doi.org/10.1016/s2215-0366(18)30337-7(2018)


Page 10 of 10Finn et al. BMC Health Services Research           (2023) 23:76 

	14.	 Kohn R, Saxena S, Levav I, Saraceno B. The treatment gap in mental health 
care. Bull World Health Organ. 2004;82:858–66.

	15.	 Degenhardt L, et al. Estimating treatment coverage for people with sub-
stance use disorders: an analysis of data from the World Mental Health 
Surveys. World Psychiatry. 2017;16:299–307. https://​doi.​org/​10.​1002/​wps.​
20457.

	16.	 Schwarz AS, Nielsen B, Nielsen AS. Changes in profile of patients 
seeking alcohol treatment and treatment outcomes following policy 
changes. Z Gesundh Wiss. 2018;26:59–67. https://​doi.​org/​10.​1007/​
s10389-​017-​0841-0.

	17.	 Probst C, Manthey J, Martinez A, Rehm J. Alcohol use disorder severity 
and reported reasons not to seek treatment: a cross-sectional study 
in European primary care practices. Subst Abuse treat, Prev, Policy. 
2015;10:32. https://​doi.​org/​10.​1186/​s13011-​015-​0028-z.

	18.	 Wallhed Finn S, Bakshi A-S, Andréasson S. Alcohol Consumption, Depend-
ence, and Treatment Barriers: Perceptions Among Nontreatment Seekers 
with Alcohol Dependence. Subst Use Misuse. 2014;49:762–9. https://​doi.​
org/​10.​3109/​10826​084.​2014.​891616.

	19.	 Andreasson S, Danielsson AK, Wallhed-Finn S. Preferences regarding treat-
ment for alcohol problems. Alcohol Alcohol. 2013;48:694–9. https://​doi.​
org/​10.​1093/​alcalc/​agt067.

	20.	 Cousin L, et al. Perceived stigma, substance use and self-medication in 
night-shift healthcare workers: a qualitative study. BMC Health Serv Res. 
2022;22:698. https://​doi.​org/​10.​1186/​s12913-​022-​08018-x.

	21.	 Tucker JA, Foushee H, Simpson CA. Increasing the appeal and utilization 
of services for alcohol and drug problems: what consumers and their 
social networks prefer. Int J Drug Policy. 2009;20:76–84.

	22.	 Wallhed Finn, S., Bakshi, A.-S. & Andréasson, S. Alcohol Consumption, 
Dependence, and Treatment Barriers: Perceptions Among Nontreat-
ment Seekers with Alcohol Dependence. Substance Use & Misuse 0, null, 
https://​doi.​org/​10.​3109/​10826​084.​2014.​891616 (2014).

	23.	 Corrigan PW, et al. The Public Stigma of Birth Mothers of Children with 
Fetal Alcohol Spectrum Disorders. Alcohol Clin Exp Res. 2017;41:1166–73. 
https://​doi.​org/​10.​1111/​acer.​13381.

	24.	 Corrigan PW, Talluri SS, Qin S. Difference and Disdain as Indicators of the 
Public Stigma of Mental Illness. J Nerv Ment Dis. 2021;209:645–9. https://​
doi.​org/​10.​1097/​nmd.​00000​00000​001354.

	25.	 Babor, T. F., Higgins-Biddle, J.C., Saunders, J.B. & Monteiro, M.G. . AUDIT 
– The Alcohol Use Disorders Identification Test. Guidelines for use in 
Primary Care. Second edn, (World Health Organization, 2001).

	26.	 Orsini N, Greenland S. A Procedure to Tabulate and Plot Results after 
Flexible Modeling of a Quantitative Covariate. Stand Genomic Sci. 
2011;11:1–29. https://​doi.​org/​10.​1177/​15368​67x11​01100​101.

	27.	 Danmark Statistiks, https://​www.​dst.​dk/​da/. Retrieved 2022–11–15.
	28.	 Thornicroft G, et al. Evidence for effective interventions to reduce mental-

health-related stigma and discrimination. Lancet. 2016;387:1123–32. 
https://​doi.​org/​10.​1016/​s0140-​6736(15)​00298-6.

	29.	 Livingston JD, Milne T, Fang ML, Amari E. The effectiveness of interven-
tions for reducing stigma related to substance use disorders: a systematic 
review. Addiction (Abingdon, England). 2012;107:39–50. https://​doi.​org/​
10.​1111/j.​1360-​0443.​2011.​03601.x.

	30.	 Peter LJ, et al. Continuum beliefs and mental illness stigma: a systematic 
review and meta-analysis of correlation and intervention studies. Psychol 
Med. 2021;51:716–26. https://​doi.​org/​10.​1017/​s0033​29172​10008​54.

	31.	 Morris, J., Albery, I. P., Heather, N. & Moss, A. C. Continuum beliefs are 
associated with higher problem recognition than binary beliefs among 
harmful drinkers without addiction experience. Addictive behaviors 105, 
106292, https://​doi.​org/​10.​1016/j.​addbeh.​2020.​106292 (2020).

	32.	 Clement S, et al. What is the impact of mental health-related stigma on 
help-seeking? A systematic review of quantitative and qualitative studies. 
Psychol Med. 2015;45:11–27. https://​doi.​org/​10.​1017/​s0033​29171​40001​
29.

	33.	 Chang CW, et al. The mediating role of perceived social support in the 
relationship between perceived stigma and depression among individu-
als diagnosed with substance use disorders. J Psychiatr Ment Health Nurs. 
2021. https://​doi.​org/​10.​1111/​jpm.​12794.

	34.	 Bauermeister JA, et al. HIV and Sexuality Stigma Reduction Through 
Engagement in Online Forums: Results from the HealthMPowerment 
Intervention. AIDS Behav. 2019;23:742–52. https://​doi.​org/​10.​1007/​
s10461-​018-​2256-5.

	35.	 Tuithof M, Ten Have M, van den Brink W, Vollebergh W, de Graaf R. Treat-
ment Seeking for Alcohol Use Disorders: Treatment Gap or Adequate 
Self-Selection? Eur Addict Res. 2016;22:277–85. https://​doi.​org/​10.​1159/​
00044​6822.

	36.	 Cohen E, Feinn R, Arias A, Kranzler HR. Alcohol treatment utilization: 
findings from the National Epidemiologic Survey on Alcohol and Related 
Conditions. Drug Alcohol Depend. 2007;86:214–21. https://​doi.​org/​10.​
1016/j.​druga​lcdep.​2006.​06.​008.

	37.	 Dawson DA, Grant BF, Stinson FS, Chou PS. Estimating the effect of help-
seeking on achieving recovery from alcohol dependence. Addiction. 
2006;101:824–34. https://​doi.​org/​10.​1111/j.​1360-​0443.​2006.​01433.x.

	38.	 Cunningham JA, Sobell L, Sobell MB, Agrawal S, Toneatto T. Barriers to 
treatment: why alcohol and drug abusers delay or never seek treatment. 
Addict Behav. 1993;18:347–53.

	39.	 Kuppin S, Carpiano RM. Public conceptions of serious mental illness and 
substance abuse, their causes and treatments: findings from the 1996 
General Social Survey. Am J Public Health. 2008;98:S120-125.

	40.	 Peluso, E. B., S. How should alcohol dependence be treated? The public 
view. Alcohol and alcoholism (Oxford, Oxfordshire) 43, 600–605 (2008).

	41.	 Pedersen KM, Andersen JS, Søndergaard J. General practice and primary 
health care in Denmark. J Am Board Fam Med. 2012;25(Suppl 1):S34-38. 
https://​doi.​org/​10.​3122/​jabfm.​2012.​02.​110216.

	42.	 O’Donnell A, et al. Beliefs and attitudes about addressing alcohol 
consumption in health care: a population survey in England. BMC Public 
Health. 2018;18:391. https://​doi.​org/​10.​1186/​s12889-​018-​5275-2.

	43.	 Coste, F., Rahhali, N. & Wallace, P. STREAM: Elucidating How Alcohol Use 
Disorders are Managed in UK General Practice Today. Alcohol and alco-
holism (Oxford, Oxfordshire), doi:https://​doi.​org/​10.​1093/​alcalc/​agv138 
(2016).

	44.	 Wallhed Finn, S., Andréasson, S. & Hammarberg, A. Treatment of Alcohol 
Dependence in Primary Care Compared With Outpatient Specialist 
Treatment: Twelve-Month Follow-Up of a Randomized Controlled Trial, 
With Trajectories of Change. Journal of studies on alcohol and drugs 81, 
300–310 (2020).

	45.	 Khadjesari Z, Stevenson F, Godfrey C, Murray E. Negotiating the “grey area 
between normal social drinking and being a smelly tramp”: a qualitative 
study of people searching for help online to reduce their drinking. Health 
expect. 2015;18:2011–20. https://​doi.​org/​10.​1111/​hex.​12351.

	46.	 Ekström V, Johansson M. Choosing internet-based treatment for 
problematic alcohol use-why, when and how? Users’ experiences of treat-
ment online. Addict Sci Clin Pract. 2020;15:22. https://​doi.​org/​10.​1186/​
s13722-​020-​00196-5.

	47.	 Radcliffe P, Stevens A. Are drug treatment services only for “thieving 
junkie scumbags”? Drug users and the management of stigmatised 
identities. Soc Sci Med. 2008;1982(67):1065–73.

	48.	 Stier A, Hinshaw SP. Explicit and implicit stigma against individuals with 
mental illness. Aust Psychol. 2007;42:106–17. https://​doi.​org/​10.​1080/​
00050​06070​12805​99.

	49.	 Corrigan PW, Shapiro JR. Measuring the impact of programs that chal-
lenge the public stigma of mental illness. Clin Psychol Rev. 2010;30:907–
22. https://​doi.​org/​10.​1016/j.​cpr.​2010.​06.​004.

	50.	 Corrigan PW, Edwards AB, Green A, Diwan SL, Penn DL. Prejudice, social 
distance, and familiarity with mental illness. Schizophr Bull. 2001;27:219–
25. https://​doi.​org/​10.​1093/​oxfor​djour​nals.​schbul.​a0068​68.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1002/wps.20457
https://doi.org/10.1002/wps.20457
https://doi.org/10.1007/s10389-017-0841-0
https://doi.org/10.1007/s10389-017-0841-0
https://doi.org/10.1186/s13011-015-0028-z
https://doi.org/10.3109/10826084.2014.891616
https://doi.org/10.3109/10826084.2014.891616
https://doi.org/10.1093/alcalc/agt067
https://doi.org/10.1093/alcalc/agt067
https://doi.org/10.1186/s12913-022-08018-x
https://doi.org/10.3109/10826084.2014.891616
https://doi.org/10.1111/acer.13381
https://doi.org/10.1097/nmd.0000000000001354
https://doi.org/10.1097/nmd.0000000000001354
https://doi.org/10.1177/1536867x1101100101
https://www.dst.dk/da/
https://doi.org/10.1016/s0140-6736(15)00298-6
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://doi.org/10.1111/j.1360-0443.2011.03601.x
https://doi.org/10.1017/s0033291721000854
https://doi.org/10.1016/j.addbeh.2020.106292
https://doi.org/10.1017/s0033291714000129
https://doi.org/10.1017/s0033291714000129
https://doi.org/10.1111/jpm.12794
https://doi.org/10.1007/s10461-018-2256-5
https://doi.org/10.1007/s10461-018-2256-5
https://doi.org/10.1159/000446822
https://doi.org/10.1159/000446822
https://doi.org/10.1016/j.drugalcdep.2006.06.008
https://doi.org/10.1016/j.drugalcdep.2006.06.008
https://doi.org/10.1111/j.1360-0443.2006.01433.x
https://doi.org/10.3122/jabfm.2012.02.110216
https://doi.org/10.1186/s12889-018-5275-2
https://doi.org/10.1093/alcalc/agv138
https://doi.org/10.1111/hex.12351
https://doi.org/10.1186/s13722-020-00196-5
https://doi.org/10.1186/s13722-020-00196-5
https://doi.org/10.1080/00050060701280599
https://doi.org/10.1080/00050060701280599
https://doi.org/10.1016/j.cpr.2010.06.004
https://doi.org/10.1093/oxfordjournals.schbul.a006868

	Public stigma and treatment preferences for alcohol use disorders
	Abstract 
	Background 
	Aim 
	Method 
	Results 
	Conclusion 

	Background
	Aim
	Methods
	Study design
	Participants
	Outcome
	Measurements
	Data analyses

	Results
	Discussion
	Preferences for help-seeking
	Treatment preferences
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


