
PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ March 2009   Vol. 60   No. 3 335511

According to large national and
international surveys, psychi-
atric disorders occur fre-

quently in the general population (1–
9). In response to the discomfort
caused by these disorders, relatively

few people use specialty mental
health care, defined as care rendered
by individuals trained to assess, refer,
and treat persons with mental or
emotional problems. In a review,
Kohn and colleagues (10) calculated

that more than 50% of mental health
needs remain unmet. However, there
are several other types of responses to
psychological distress (11). As posited
by the self-medication hypothesis and
the alleviation of dysphoria model
(12–14), psychoactive substance use
is one of these responses and has
been described in different popula-
tions (15–17). Bolton and colleagues
(18) described substance use in re-
sponse to lifetime anxiety disorders
using the data of the 1990–1992 Na-
tional Comorbidity Survey and found
that frequencies of this type of sub-
stance use ranged from 7.9% (social
phobia, speaking subtype) to 35.6%
(generalized anxiety). However, fre-
quencies were not estimated sepa-
rately by gender, even though gender
is known to be linked to substance
use and to mental disorders (9,19).
Moreover, mental health care use has
not been studied jointly with sub-
stance use as responses to psychiatric
disorders. Patients with psychiatric
disorders who use health care are
likely to be relieved from their psy-
chological symptoms, so that their
need to use psychoactive substances
should be lower compared with per-
sons not using health care. Previous
studies showed that mental health
service use was associated with lower
rates of substance use disorders
among persons with two or more psy-
chiatric disorders (20,21).

The objectives of the study pre-
sented here were to estimate by gen-
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Objectives: The use of psychoactive substances in response to psycho-
logical distress is not well documented in the general population and
has never been studied in combination with health care use. This study
estimated the frequency of health care and substance use in response to
anxiety or depressive disorders and determined factors associated with
these behaviors. Methods: From a large survey of adults from four
French regions, the authors selected those with a 12-month probable
anxiety or depressive disorder without a substance use disorder
(N=4,071). These disorders were determined with the Composite Inter-
national Diagnostic Interview Short Form, and participants were asked
whether they used substances or health care in response to each disor-
der. Results: The use of substances in response to anxiety or depressive
disorders was 12.9% among men and 5.2% among women. Compared
with those who used health care only, those who used substances (with
or without health care) were more likely to be men, single, and young.
Those who used both substances and health care were also less likely to
have a depressive disorder. Conclusions: This study shows that a size-
able portion of the general population uses substances in response to
anxiety or depressive disorders. It also shows that these substance users
have distinctive sociodemographic characteristics and can thus be tar-
geted by prevention programs. Strategies to reach substance users with
depressive or anxiety disorders who do not use health care remain to be
elaborated. (Psychiatric Services 60:351–357, 2009)



der the frequencies of use of psy-
choactive substances and of health
care in response to anxiety or depres-
sive disorders and to determine fac-
tors associated with these behaviors.
Data for this study were gathered
with a large population-based survey.

Methods
Study design and setting
We used data from a cross-sectional
survey designed to assess mental
health indicators in France. Four re-
gions of France volunteered to partic-
ipate in this survey: Ile de France,
Haute-Normandie, Lorraine, and
Rhone Alpes. In each region, partici-
pants were selected with a two-stage
procedure. First, households were
randomly selected, and then one
adult per household was randomly se-
lected according to a method pro-
posed by Kish (22). Sampling was
based on a file of listed numbers ob-
tained for each region from the tele-
phone directory. A new list was ob-
tained by replacement of the last dig-
it by a randomly chosen one. Thus it
contained listed and unlisted num-
bers. Exclusion criteria for house-
holds were not living in one of the
four regions, not answering after 15
calls, not being a French speaker, and
declining to participate in the survey.

Exclusion criteria for participants
were being younger than 18 years,
not answering after 15 calls, being a
non-French speaker, being unable to
answer the phone or complete the in-
terview (could not hear the questions,
did not answer the questions or an-
swered inconsistently, was under the
influence of alcohol or other psy-
choactive substances, or had a physi-
cal illness that prevented him or her
from talking for a long time), and de-
clining to participate in the survey.

Sample
For the study presented here, only
participants with a probable 12-
month anxiety or depressive disorder
were selected. Those with a 12-
month substance use disorder were
excluded.

The study protocol was approved
by the French regulation authority
for questionnaire-based noninvasive
medical research (Commission Na-
tionale de l’Informatique et des Lib-

ertés). Participants were given a
complete description of the study
and were asked to provide informed
consent.

Data collection
Data were collected by phone from
April to June 2005 by trained inter-
viewers who used computer-assisted
telephone interviewing (CATI). CATI
employs interactive computing sys-
tems to assist interviewers and their
supervisors in performing the basic
collection tasks of telephone surveys.

Sociodemographic variables. So-
ciodemographic variables were gen-
der, age, marital status, education lev-
el, housing ownership, and country of
birth.

Anxiety and depressive disorders.
DSM-IV (23) axis I disorders were
assessed with the short form of the
Composite International Diagnostic
Interview (CIDI-SF) (24). This in-
strument made it possible to assess
the probability of the presence of the
following disorders: major depressive
episode, posttraumatic stress disor-
der (PTSD), panic attack, panic dis-
order, agoraphobia, social phobia,
specific phobia, obsessive-compul-
sive disorder, and alcohol or drug use
disorders (abuse and dependence).
This version was adapted from the
French version of the CIDI used in
the European Survey of the Epi-
demiology of Mental Disorders (ES-
EMeD) (25). In this study, only prob-
abilities of having a 12-month disor-
der were calculated.

Disability. Disability was assessed
by the Sheehan Disability Scale for
each disorder separately (26). This
scale allows the evaluation of disabili-
ty by using four questions dealing
with work, home life, social life, and
family life. The answer to each ques-
tion is coded from 0, no disability, to
10, severe disability; a score of 7 or
above is considered to represent a sig-
nificant impairment. Because all four
questions did not necessarily apply to
every participant, we computed an
average score over the questions that
were applicable. Participants were
then considered as disabled by their
condition if their average score was 7
or above.

Responses to anxiety and depres-
sive disorders. In the course of the in-

terview, each disorder corresponded
to a section of the questionnaire. Af-
ter questions about the disorder’s
symptoms, questions were asked con-
cerning the participant’s responses to
these specific symptoms: consulting a
medical doctor (general practitioner,
psychiatrist, or other medical special-
ist specified), consulting a nonmed-
ical mental health provider (psycholo-
gist or psychotherapist), consulting
another professional (social worker or
nurse), or using psychoactive sub-
stances (alcohol or illicit drugs).
These questions were asked separate-
ly for each anxiety or depressive dis-
order. Therefore, it was possible to
determine the presence or absence of
these responses for each anxiety or
depressive disorder.

Consultation with a social worker, a
nurse, or another professional was not
categorized as health care use in this
study, because in France they are not
mental health professionals.

Perceived social support. Social
support was documented with four
questions (27): Do you have a close
friend or family member with whom
you can easily talk about your prob-
lems? Do you know someone you can
count on in case of crisis? Do you
know someone you can count on
when you have important decisions to
make? Do you have someone who
makes you feel loved? Participants
who answered no to all questions
were considered to not have any so-
cial support.

Statistical analysis
In order to adjust for differential rep-
resentation, observations were weight-
ed by the reciprocal of the selection
probability (28).

First, frequencies of responses to
psychological distress were calculated
by gender for each disorder. Four
types of responses were distin-
guished: using psychoactive sub-
stances (alcohol or illicit drugs), con-
sulting a psychiatrist, consulting an-
other medical doctor, and consulting
another mental health professional
(psychologist or psychotherapist).

Second, because these responses to
disorders are not mutually exclusive,
we combined health care and psy-
choactive substance use as follows:
health care use only (without psy-
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choactive substance use), psychoac-
tive substance use only (without
health care use), both health care and
psychoactive substance use, and use
of neither of them.

Health care was defined as consul-
tation with a psychiatrist, another
medical doctor, or another mental
health specialist. We combined
provider types into a single health
care category because we were inter-
ested in the act of seeking help with a
mental health professional, regard-
less of the specialty. The main ques-
tion this article examined was the use
of psychoactive substances in re-
sponse to psychiatric disorders, and
we wanted to compare this type of
substance use to an “appropriate” re-
sponse. Frequencies of use were cal-
culated without considering each dis-
order separately. If a participant had
several disorders, we determined
that he or she had used health care if
he or she had done so for at least one
disorder and that he or she had used
substances if he or she had done so
for at least one disorder. Thus a par-
ticipant who had used health care for
a given disorder and substances for
another one was classified in the
group of those using both health care
and substances.

Finally, we studied factors associat-
ed with the four categories of sub-
stance and health care use with a
multinomial logistic regression, which
allows the analysis of a qualitative de-
pendent variable with several levels
(29). Each level of the variable is
compared with a reference level, for
which the odds ratios for each covari-
ate are supposed to be equal to one.
In our study, this reference level was
“health care use only.” Covariates
were age, gender, size of the town,
region, country of birth, matrimonial
status, education level, housing own-
ership, social support, type of disor-
der (depressive, anxious, or both),
and disability. A participant with sev-
eral disorders was classified as having
severe disability if he or she scored
as having severe disability for at least
one of the disorders. Covariates
were selected according to a step-
wise descending procedure, and an
association was considered as being
significant when the p value was less
than .05. Nonsignificant variables

were not kept in the final model un-
less they appeared as confounding
factors. Finally, interactions were
tested between selected covariates.
These analyses were performed us-
ing SAS proc surveymeans and proc
surveylogistic.

Results
Of the 59,836 phone numbers ran-
domly generated, 38,612 belonged to
households. Among these house-
holds, 28,243 were available for the
second step of the selection (propor-
tion of contacted households 73.1%).

After selection of the participant in
the household, 2,795 could not be
contacted after 15 calls, 2,114 did not
wish to participate, 610 were absent
for a long period, 1,357 persons did
not meet inclusion criteria, 702 were
considered to be unable to complete
the interview, and 588 did not com-
plete the entire interview. Thus
20,077 participants completed the in-
terview (response rate among con-
tacted households 71.1%). Among
them, 4,301 suffered from a proba-
ble 12-month anxiety or depressive
disorder. Of them, 230 had a 12-
month substance use disorder and
were excluded. The final sample size
was thus 4,071. [A flowchart showing
the selection procedure is available
as an online supplement at ps.psy
chiatryonline.org.]

The sample is described in Table 1.
Major depressive episode was the
most frequent psychiatric disorder
found, with a 12-month prevalence
estimate of 40.8% (Table 1). Among
anxiety disorders, the most frequent
was specific phobia (35.1%). More
than half of those having a depressive
disorder also had a comorbid anxiety
disorder.

Among men, frequency of sub-
stance use in response to a depressive
or anxiety disorder was 12.9% (Table
2). Substance use was more frequent
for a major depressive episode, obses-
sive-compulsive disorder, or PTSD
(all more than 10.0%). Substance use
was less frequent than health care use,
regardless of the type of care provider.

Frequency of substance use was
lower among women (5.2%) than
among men (Table 2). As observed
among men, substance use was more
frequent for a major depressive

episode, an obsessive-compulsive dis-
order, or a posttraumatic stress disor-
der and was less frequent than health
care use, regardless of the type of
care provider.

Substance use, health care use, and
use of both in response to anxiety or
depressive disorders are presented in
Table 3. Among women, the greatest
proportion used health care only,
whereas among men, the greater pro-
portion used neither substances nor
health care. Men and women used
both health care and psychoactive
substances more frequently than they
used psychoactive substances alone.

Adjusted odd ratios (ORs) of fac-
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Characteristics of 4,071 adults 
surveyed in France with 12-month
probable depressive or anxiety 
disordersa

Characteristic %

Gender
Male 30.1
Female 69.9

Age
18–29 20.5
30–49 41.3
50 and older 38.2

Education level
Less than a bachelor’s degree 57.5
Bachelor’s degree or higher 42.5

Marital status
Single 21.0
Living with a partner or married 63.3
Separated, divorced, or widowed 15.7

Housing ownership
Owner 59.1
Nonowner 40.9

Country of birth
France 91.0
Other European country 3.3
Non-European country 5.7

Major depressive episode 40.8
Specific phobia 35.1
Social phobia 25.2
Agoraphobia 13.8
Panic attack 24.1
Panic disorder 11.0

Panic disorder with agoraphobia 9.1
Panic disorder without 

agoraphobia 1.9
Obsessive-compulsive disorder 11.7
Posttraumatic stress disorder 20.9
Depressive disorder only 17.9
Anxiety disorder only 59.2
Both depressive and anxiety 

disorders 22.9

a Observations were weighted by the recipro-
cal of the selection probability.



tors associated with responses to anx-
iety or depressive disorders are pre-
sented in Table 4. Compared with
those who used health care only,
those who used both health care and
substances were more frequently men
(OR=2.8), more often aged between
18 and 29 (OR= 1.6) or between 30
and 49 (OR=1.7), and less likely to
have a depressive disorder only
(OR=.5).

Compared with those who used
health care only, those who used sub-
stances only were more likely to be
men (OR=5.1), aged between 18 and
29 (OR=3.3) or between 30 and 49
(OR=2.4), and single (OR=1.9).

Finally, compared with those who
used health care only, those who used
neither substances nor health care

were more likely to be men (OR=
1.2), to be aged between 18 and 29
(OR=1.7), and to not have a bache-
lor’s degree (OR=1.3), and they were
less likely to be single (OR=.7). They
were less likely to have a depressive
episode (with or without an anxiety
disorder) and less likely to have a se-
vere disability (OR=.5 for both).

Social support, size of town of resi-
dence, region, country of birth, and
housing ownership were not signifi-
cantly associated with health care use
or substance use and were not con-
founding factors.

Discussion
Interpretation of results
The objectives of the study presented
here were to estimate by gender the

frequency of use of psychoactive sub-
stances and of health care in response
to anxiety or depressive disorders and
to determine factors associated with
these behaviors. Data were collected
with a large population-based survey.

The most frequent response to a
probable anxiety or depressive disor-
der was consultation with a medical
doctor. In France, general practition-
ers can either treat patients who have
psychiatric disorders or refer them to
a psychiatrist. People can also consult
a psychiatrist or a psychologist with-
out consulting a general practitioner
first. However, despite universal
health coverage, the copay is often
higher for psychiatrists than for gen-
eral practitioners, and consultations
with other mental health providers
are not reimbursed (30,31). This
could explain why consulting with a
medical doctor was the most frequent
response to anxiety or depressive dis-
orders and why consulting with a psy-
chiatrist was more frequent than con-
sulting with a psychologist or a psy-
chotherapist.

Our study showed that substance
use in response to anxiety or depres-
sive disorders was common in both
genders (around 13% for men and
5% for women). It was more fre-
quent among men, a finding that is
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Responses to depressive and anxiety disorders among 4,071 men and women in France, overall and by type of disordera

Health care use
Psychoactive
substance Medical Psychiatrist Psychologist or

Variable Total N use (%) doctor (%) (%) psychotherapist (%)

Men
At least one anxiety or

depressive disorder 1,160 12.9 36.1 14.2 13.8
Major depressive episode 455 14.0 46.7 16.7 15.1
Phobia 605 7.4 25.8 12.6 10.8
Panic disorder (including

panic attack) 271 8.9 59.0 14.7 9.3
Obsessive-compulsive disorder 169 11.5 29.9 12.1 11.5
Posttraumatic stress disorder 207 13.5 57.8 17.9 20.8

Women
At least one anxiety or

depressive disorder 2,911 5.2 41.2 15.7 16.8
Major depressive episode 1,253 5.8 60.8 16.4 16.0
Phobia 1,752 2.5 27.7 9.6 9.1
Panic disorder (including

panic attack) 718 1.7 65.5 14.3 11.7
Obsessive-compulsive disorder 301 5.5 32.4 14.6 12.2
Posttraumatic stress disorder 695 5.8 57.9 17.5 17.0

a Observations were weighted by the reciprocal of the selection probability.

TTaabbllee  33

Use of psychoactive substances and health care in response to depressive or 
anxiety disorders, by percentage of gendera

Men Women 
Variable (N=1,160) (N=2,911)

Health care only 40.5 50.2
Both health care and substance use 9.7 4.5
Substance use only 3.2 .8
Neither health care nor substance use 46.6 44.6

a Observations were weighted by the reciprocal of the selection probability.



in line with gender inequality re-
garding substance use in general
(9,19,32). In a study by Ramage-
Morin (16), 18% of participants with
panic disorder used alcohol in re-
sponse to stress, which is larger than
the frequencies calculated in our
study. This can be explained by our
study’s excluding persons with a sub-
stance use disorder, by using differ-
ent sampling procedures, and by us-
ing different questions. In our study,
participants with a panic disorder
were asked whether they used alco-
hol or drugs when they experienced
panic attacks. By contrast, in Ram-
age-Morin’s study, participants were
asked whether they used alcohol in
response to stress. Because stress is
more frequent than panic attacks,
occasions to drink are also more fre-
quent. Moreover, because panic at-
tacks are more severe and more
frightening than stress, they might
trigger health care use rather than
use of alcohol. In addition, our study
found that substance use was more
frequently combined with health
care among women than among

men, which is concordant with previ-
ous studies showing that women
used mental health care more often
or more easily than men (33,34).

We have also shown that, in most
cases, participants who used sub-
stances also used health care. In the
multivariate analysis, men, single per-
sons, and those aged 29 or younger
were more likely to use psychoactive
substances (either with or without
health care) than health care alone.
The greater use of psychoactive sub-
stances by young people has already
been reported (3). In our study, asso-
ciations between type of psychiatric
disorders and responses to them cor-
respond with those described in the
literature. For example, our study
showed that participants with an anx-
iety disorder were less likely to use
health care than those with a depres-
sive disorder, and other studies
(33–35) have shown similar findings.
Finally, our study showed that those
who used neither substances nor
health care were more likely to be
young and to not have a bachelor’s de-
gree and were less likely to be single

and to have a depressive disorder.
Similar results have been found in
studies addressing unmet needs for
mental health care (33,34). Moreover,
our study showed that the likelihood
of using neither psychoactive sub-
stances nor health care increased
when participants did not experience
severe disability. This is concordant
with studies showing that disorder
severity is linked to a higher likeli-
hood of health care use (36).

Limitations
Some limitations of our study have to
be acknowledged. First, the sample
was composed of persons who owned
a land-line phone, which implies that
they had a house, had enough money
to own a phone, and were stable
enough to be reached within 15 calls.
They are thus not representative of
the whole French general population,
especially nowadays since about 10%
of the population owns only a mobile
phone according to the European
Commission. We can deduce that
participants in our study were less of-
ten single and had higher incomes
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Factors associated with health care use and psychoactive substance use in response to anxiety or depressive disorders
among 4,071 adults in Francea

Health care and substances Substances only Neither

Variable ORb 95% CI ORb 95% CI ORb 95% CI p

Gender
Women (reference) 1.0 1.0 1.0
Men 2.8 2.1–3.8 5.1 2.8–9.3 1.2 1.0–1.5c <.01

Age
18–29 1.6 1.0–2.6c 3.3 1.4–7.9 1.7 1.3–2.1 <.01
30–49 1.7 1.2–2.4 2.4 1.0–5.4c .9 .7–1.0 <.01
50 and older (reference) 1.0 1.0 1.0

Education level
Less than a bachelor’s degree .9 .7–1.3 .8 .4–1.4 1.3 1.1–1.5 .03
Bachelor’s degree or higher

(reference) 1.0 1.0 1.0
Marital status

Single 1.3 1.0–1.8 1.9 1.1–3.2 .7 .6–.9
Married or living with a partner

(reference) 1.0 1.0 1.0 <.01
Type of disorder

Anxiety (reference) 1.0 1.0 1.0
Depressive .5 .3–.8 1.4 .7–2.7 .4 .3–.5 <.01
Both 1.1 .8–1.5 .6 .3–1.2 .1 .1–.2 <.01

Sheehan Disability Scale
Not disabled (reference) 1.0 1.0 1.0
Disabled 1.1 .8–1.6 1.1 .5–2.4 .5 .4–.7 <.01

a Observations were weighted by the reciprocal of the selection probability.
b Adjusted OR compared to the reference level (use of health care only)
c 1.0 is not included in the interval.



than the general population. These
factors are known to be linked to
mental disorders (substance related
or not) and to health care use
(5,32,34,35,37). This might have re-
sulted in an underestimation of 12-
month prevalences of mental disor-
ders, an underestimation of frequen-
cies of psychoactive substance use,
and an overestimation of frequencies
of health care utilization. However,
psychiatric disorder prevalence esti-
mates in our study were higher than
those found in the French data of the
ESEMeD survey (38). In order for
these potential problems in overesti-
mating or underestimating to lead to
a bias in the multivariate analysis,
they would have to affect differential-
ly the four groups defined by the de-
pendant variable, which was certainly
not the case. Thus the associations we
studied were not biased by the lack of
representativeness of our sample.

Probabilities of anxiety or depres-
sive disorders were determined with
the CIDI-SF, which has been shown
to measure these disorders with good
accuracy, except for generalized anxi-
ety (24). This is why generalized anx-
iety disorder was not taken into ac-
count in our study.

For the purposes of our study, we
theorized that a psychiatric disorder,
as determined with the CIDI-SF, im-
plied a mental health care need,
which is not necessarily the case. This
criterion for mental health care need
is the most frequently used, although
it has been criticized in the literature
(10,39–41). Disability is one of the
criteria that might improve the crite-
rion of health care need for most dis-
orders that we studied (23).

Substance use was based on partic-
ipant report, raising the question of
its validity, which has been repeated-
ly addressed in the literature (42–44).
Participants were asked whether they
used alcohol or illicit substances in or-
der to deal with their disorder. How-
ever, they might not have been en-
tirely aware of the reasons for their
use. When distressed, they might look
for settings where substances are
used without recognizing that they
are looking for the substances them-
selves. For instance, someone might
recognize that he or she goes out with
friends in bars to alleviate his distress,

but denies that he or she then drinks
more alcohol than usual because of
the distress. This could lead to an un-
derestimation of alcohol use as a re-
sponse to psychological distress. De-
spite these limitations, participant re-
port was the only way to collect data
on such a behavior. Gathering data by
giving participants a questionnaire, as
opposed to conducting a phone inter-
view, could have limited desirability
bias but would have led to several
missing data.

Chronology between the various
responses to disorders was not avail-
able, although it would be important
to know which one was chosen first.
Among participants who used psy-
choactive substances and health care,
risk of substance abuse or depend-
ence might be different between
those who used health care first and
those who used substances first. The
former might have used psychoactive
substances because health care did
not bring relief.

In the multivariate analysis, we did
not distinguish the different health
care providers, although they are like-
ly to provide different types of care.
However, we were interested in the
comparison between substance use
and health care use, because health
care use is the most expected behav-
ior in response to a psychiatric disor-
der by biomedical standards. We also
did not consider other ways of help
seeking, such as alternative medicine,
hobbies, or meditation. In turn, the
group of participants who used nei-
ther substances nor health care was
heterogeneous, because it could com-
prise participants who were not aware
of their disorders, as well as partici-
pants who chose responses to disor-
ders that we did not investigate. Fi-
nally, in this analysis, we did not take
into account income, which is known
to be linked to mental disorders (37),
because this variable was missing too
frequently. We took into account
housing ownership and education lev-
el, the combination of which has been
shown to be a good indicator of in-
come level (45).

Conclusions
Our study may have important public
health implications. It has demon-
strated that the use of substances in

response to psychological distress is
more frequent among young adults,
men, and persons who are single.
However, when persons have an anx-
iety disorder, this use is less often as-
sociated with health care use. We
could thus define two profiles of per-
sons who use substances in response
to psychological distress, depending
on whether they also used health
care. For the former, prevention of
substance use disorders could be
achieved through medical care. For
the latter, prevention of substance use
disorders has to be targeted in anoth-
er way, yet to be found.
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