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Abstract
Background: In Denmark, there is a high prevalence of individuals suffering from alcohol use disorder
(AUD). However, of these, only 10% seeks treatment. The aim of this study was to examine reasons not to
seek treatment among people who suffer from AUD.

Methods: Participants suffering from AUD were recruited among somatic as well as psychiatric in and
outpatients. The study was qualitative, based on semi-structured individual participant interviews. The
analysis was narrative.

Results: The participant group consisted of two women and four men. Their average age was 58. The
investigation indicated that the participants felt that alcohol added to their quality of life and that they
enjoyed using it in social settings. Also, it seemed that there were two major groups of facilitating factors
towards rehabilitation: health-related issues as well as relatives and relations. Finally, two major reasons
for not seeking AUD treatment appeared: participants did not believe that it was a relevant offer for them
and participants wanted to deal with their alcohol overuse issue themselves.

Conclusions: In gaining an understanding of the reasons not to seek AUD treatment, we simultaneously
gain an opportunity to adapt prevention campaign strategies and treatment offers to become even more
inclusive towards people who may suffer from AUD but do not recognize and acknowledge a treatment
need. Here, increased focus on several initiatives might contribute to a decrease of barriers to treatment-
seeking and, thus, increase the proportion of people suffering from AUD who consider to and actually do
seek treatment.

Background
In Denmark, there is a high prevalence of individuals suffering from an alcohol use disorder (AUD) i.e.
excessive use of alcohol or alcohol dependence (1). Alcohol is one of the world’s most leading causes of
harm to both the individual user and to the society, and users of alcohol can develop dependence as well
as physical and mental health problems (2). In many cases, alcohol can cause mortality, either by injuries
or damaged physical condition. In fact, alcohol-dependent individuals were found to have an increased
risk of all-cause mortality compared to the general population (3). In addition, it is estimated that �ve
percent of all deaths in most Western countries can be attributed to alcohol, and there exists a high
prevalence of persons with alcohol problems in the Danish population. It is estimated that 20% are heavy
drinkers, 14% have a harmful alcohol use, and 3% are dependent drinkers. This means that approximately
150,000 Danes are de�ned as dependent drinkers (4).

Despite the high number of persons with alcohol problems in Denmark, the proportion of persons in
treatment for AUD is low (5). This is also remarkable as public treatment is free of charge and individuals
may choose to be anonymous. In 2013, approximately 15,000 persons over the age of 15 received
publicly �nanced treatment for AUD (6). This means that only around 10% of the dependent drinkers
sought treatment.
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It has often been proposed that hospitals may be effective platforms for identifying individuals who drink
in a harmful way, and recommending them to lower their drinking and seeking treatment for AUD if
needed (7). However, a series of attempts to implement systematic use of Screening, Brief Intervention,
and Referral to Treatment (SBIRT)(7) in hospital settings has not been highly effective in leading patients
to seeking specialized AUD treatment (8, 9). It is well-known that hospital staff has been reluctant to
systematically screen for and address risky alcohol use among patients (10). Even studies that made use
of outreach visits, where therapists from the AUD clinic talked to the patients at the hospitals, did not
identify a large effect on treatment-seeking (9, 11).

Furthermore, studies have examined reasons for not seeking AUD treatment and suggested the most
common barrier to treatment to be stigma or feeling ashamed (12–19). Other common barriers are
described as not recognizing alcohol related problems, denial, and not perceiving a need for treatment
(minimization of problem severity)(13, 20). A desire to manage alcohol problems without professional
help (treatment delay or self-change attempts) was also an important barrier found in quantitative
studies (13, 16). Negative attitude towards treatment and lack of con�dence in the treatment system, and
effectiveness, are other barriers that also have been recognized (14).

In a recent qualitative study among heavy drinkers, Finn and colleagues (21) also argued that sparse
knowledge about treatment in�uences treatment-seeking. Zero-tolerance, the requirement of absolute
abstinence promoted by traditional programs, may hinder individuals who want to reduce the risks
associated with heavy drinking, but do not want to quit drinking completely (22). This was, in particular,
seen in the young age group 18–34 and functioned as a barrier to seeking treatment (21). In another
qualitative study, lack of awareness of available treatment options was also found to be a barrier against
treatment-seeking (23). Additional psychosocial factors associated with discarding professional help for
addictive behavior are mentioned, for instance, lower educational level, ethnic minority status, or ability to
afford treatment (24). However, no one has particularly investigated how hospitalized patients, who
suffer from AUD, but have not sought treatment for the AUD, perceive their drinking and treatment-
seeking. Thus, the attitude among the target group for SBIRT at hospitals is under-investigated.

Kessler and colleagues suggest that most people with substance use disorder eventually seek treatment;
however, treatment seeking often occurs a decade or more after the onset of symptoms of disorder (25).
Overall, individuals suffering from AUD die prematurely, compared to the rest of the population (26). This
illustrates that there is a need for more knowledge to improve early intervention related to AUD.

The characteristics of the non-treatment seeking population suffering from alcohol dependence are not
fully investigated. From a public health and clinical perspective, this population group needs more
scienti�c attention, as it is important to understand their reasons for not seeking treatment in order to
develop accessible and acceptable treatment. To understand these phenomena more fully and gain
insight into how people with alcohol dependence perceive treatment, research with a qualitative approach
is required (21, 27). According to the cognition researcher Bruner (28), people think in two fundamentally
different ways: 1) paradigmatic thinking, which is expressed by logical arguments, and 2) narrative
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thinking, which happens through telling stories. Narrative thinking is particularly used when people strive
to understand, explain, and create coherence among incidents and experiences (29). Thus, a narrative
approach will be applied to the present study.

Applying a health behavior theory or conceptual framework such as the Health Belief Model (HBM) can
also be useful in understanding why a troubling number of persons with alcohol dependence do not seek
treatment services. In brief, the HBM suggests that health behavior is determined by an individual’s
assessment of threat (perceived susceptibility and severity), costs (perceived barriers), as well as
perceived bene�ts. While several factors at different levels of in�uence can determine help-seeking
behavior, the HBM, which is a model of individual health behavior, provides an appropriate lens to
understand underutilization of alcohol treatment services among alcohol dependent individuals, given
that many efforts aimed at encouraging help-seeking focus on in�uencing behavior at the individual level
(30).

Aim
The aim of this study was to investigate how patients at mental and somatic hospitals, who suffer from
AUD but do not seek treatment for the AUD, perceive their drinking and the possibility of treatment-
seeking. More speci�cally, through semi-structured individual interviews and narrative analyses to
examine the stories the participants tell with regards to their alcohol use and reasons for not seeking
treatment.

Methods

Design
The present study was a qualitative study based on semi-structured individual participant interviews.
During the interviews, the participants were asked to describe their use of alcohol throughout their life as
well as their thoughts about not seeking AUD treatment.

Participants and settings
Inclusion criteria for participants were: 18+ years of age, native Danish speaking, an Alcohol Use Disorder
Identi�cation Test (AUDIT) score above 15 (measuring alcohol dependence), or meeting ICD–10 (DSM5)
criteria for AUD, and never having sought AUD treatment.

Participants were recruited among somatic as well as psychiatric in and outpatients: one participant was
recruited at the Department of Medical Gastrointestinal Diseases at Odense University Hospital (by the
means of AUDIT);; two participants were recruited at Gastro Unit, Surgical and Medical Division at
Hvidovre Hospital (pointed out by medical staff as meeting criteria for AUD); and three participants at the
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Mental Health Services in the Capital Region of Denmark (pointed out by medical staff as meeting criteria
for AUD).

The participant group consisted of two women and four men. Their average age was 58; the women were
younger than the men. All of the participants had been using alcohol excessively for many years. One of
the participants was living together with a partner, the rest were living alone (as single, divorced, or
widowed). Five of the participants had children and two of them had grandchildren. The participants had
different educational levels; from unskilled to trained doctor. One of the participants was working, the rest
were not (due to retirement, early retirement, or unemployment).

Data collection
Participants were interviewed by the use of open-ended, semi-structured questions formulated in an
interview guide. The interview guide can be seen in Table 1. The six interviews took place at the hospital,
but the participants had the opportunity to suggest another place. All interviews were audio-recorded and
transcribed anonymously in full length. Data is securely stored.

Insert Table 1 here

Data analysis
The analysis was constructed by �rst de�ning the basic logic of each narrative: what conception of
alcohol use and treatment it re�ected. The narratives were then categorized according to how they
described the alcohol use during life and by what they presented as the key to not seeking treatment.
Eventually, composite stories were constructed, using parts of several original narratives. Mishler has
called this method “constructing the told from multiple tellings” (31). Often several categories of
composite stories can be identi�ed, and in the present material two composite stories were found. The
narratives were then analyzed in terms of the emotional, explanatory, and moral meanings and, in
particular, in terms of the HBM, i.e. the individual’s assessment of threat, costs, and bene�ts in relation to
drinking and treatment seeking.

Results
All the plots of the individual narratives in the interviews shared a pattern. This uniformity is probably due
to the sample; the participants were all screened positive for alcohol dependence, they had all been
drinking extensively throughout most of their lives, in all cases their network had expressed concern, but
they had, nevertheless, never sought or even considered seeking treatment for AUD. A few participants
had participated in a small number of self-help meetings (Alcoholics Anonymous, AA).. Below, the two
prominent narrative forms recognized in the material are presented.
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Alcohol adds to the quality of my life story
The �rst prominent story described how drinking alcohol was always part of life since adolescence.
Drinking was associated with quality of life. Drinking did not take place during working hours, but during
the breaks and after hours, and drinking alone or with peers constituted the normal way of living. The
drinking was described as quiet and calm:

“It has always been steady drinking with all too many beers every day. Only beer. I have never drunk
spirits” (Respondent 6).

Although the drinking often took place while the individual was alone, it was not hidden to the
surroundings or a secret. Alcohol was simply considered to be a natural part of life, - just as natural as
breathing, eating, relaxing and watching television, and associated with quality of life. The constant high
intake of alcohol, however, raised concern among family and friends. The concern was expressed but did
not lead to con�icts. Rather, the individual acknowledged it and felt comforted by the concern from
others, but the concern did not lead to stop or decreased drinking. Neither did it lead to treatment seeking.
The individual expressed satisfaction with his or her current drinking and felt convinced that the drinking
would continue if he or she felt like it, although not necessarily as heavily as previously. The individual
was convinced that if needed, he or she would be able to stop drinking. One individual had recently
completely stopped drinking, but this was due to health problems because of the drinking.

The reason why treatment was not considered an option in this story was described as it is just not for
me. The individual did not feel a need for treatment. The individual would rather rely on his or her own
ability to reduce his or her intake of alcohol if deemed necessary and rely on support from family. In the
moral sense, the individual took full responsibility for drinking in this story. The story’s emotional,
explanatory, and moral meanings can be seen in Table 2.

Insert Table 2 here

Drinking with friends story
The other condensed story from the material is about how drinking excessively was something that the
individual did in social surroundings together with others in social surroundings. Here, drinking was
considered a social event; something you do with friends, colleagues, or drinking buddies. Therefore,
decreasing the drinking meant removing yourself from a wet network. Similar to the story above, this
story described how concern from signi�cant others was received, and the concern led to increased
awareness of the alcohol intake. In particular, responsibilities for children and grandchildren led to
decisions about changing lifestyle and lowering or stopping drinking, at least for a while.

“All of a sudden I sat there with Maria, my second daughter, and thought:
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I don’t want to do it (the drinking) anymore, it does not work” (Respondent 4).

Since treatment was not considered to be a relevant option in any of the stories, alternative coping
strategies for lowering and controlling the alcohol intake, was described. These strategies included only
drinking on speci�c days (in contrast to every day), eating more, spending more time alone rather than
with friends. Talking with professionals and receiving advice about how to cope or receiving therapy was
not aligned with a feeling of autonomy. Treatment was associated with restraints and limitations, and
even noted as being degrading for the individual. The individual would rather rely on his or her ability to
reduce the intake of alcohol or turn to family and close friends for support. In the moral sense, besides
the individual taking full responsibility for the drinking in this story, he or she also acknowledged the need
for support. The story’s emotional, explanatory, and moral meanings can be seen in Table 3.

Insert Table 3 here

Health Belief Model
Summarizing the individual’s assessment of threat, costs, and bene�ts in relation to drinking and
treatment-seeking, the conclusion is that it was rather similar in the two identi�ed stories above. Mental
and, in particular, somatic health consequences were in both stories considered the most prominent
reasons for striving for control over the alcohol use, and even for stopping drinking completely. The direct
caring from close friends and near family members was facilitating factors for securing control over the
drinking, but also the feeling of responsibility:

“It started to become less and less meaningful to me as I became older, you cannot sit on a bench until
four or �ve in the afternoon when you have a family to provide for” (Respondent 4).

The possibility of seeking treatment was not an option in the stories, and the reasons were that treatment-
seeking was seen as hampering the individual’s autonomy, a sign of weakness or simply not necessary.

“It was my choice and my assessment that I did not want anything to do with that (…) I have always
considered it something I did not need (…) I don’t feel the need to enter professional treatment to get rid of
the alcohol” (Respondent 6).

Thus, none of the individuals wanted to receive professional help to curb their alcohol use; instead, they
all wanted to reach their goals independently.

Discussion
The present study con�rms prior studies hinting that hospitalized patients suffering from AUD may not
be able or ready to consider specialized treatment for their drinking problem (11). In this study, we found
that the narratives told by the six participants were strikingly alike with regard to their perspectives on
alcohol use, their strivings to gain control over their alcohol use, their perceptions of health-related issues
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as well as relatives and relations as facilitators in obtaining what was strived for, their conceptions of
alcohol treatment not being an offer for them, and their feelings towards wanting to deal with their
alcohol (non)issues independently.

Regarding alcohol use, we found that the participants told stories about how they felt that alcohol added
to their quality of life and that they enjoyed using it in social settings. This �nding is in line with a
qualitative study on service provision for alcohol-related health issues by Haighton et al. (32), where the
social element in drinking was found to be a barrier to changing due to concerns about losing the positive
aspects of drinking. Also, the participants in the present study had all been drinking for many years, little
by little escalating their alcohol use to becoming excessive, and not all of them wanted to stop drinking
altogether. This is in line with a study about reasons not to seek alcohol treatment, where Probst et al.
(33) found the wish to maintain moderate drinking frequently reported.

Furthermore, two major groups of facilitating factors towards rehabilitation appeared from the stories
told by the participants. The �rst prominent factor seemed to be health-related issues; this is in line with
several other studies which found that facilitators to help-seeking included concerns about the risk of
fatal illness (32, 34–36). The second noticeable facilitating factor towards rehabilitation seemed to be
relatives and relations. In the qualitative study by Haighton et al. (32), it was also found that facilitators
to seeking help included motivation from signi�cant people; thus, the participants acknowledged that
pressure from family and friends could build an impetus to change their drinking behavior. In addition to
this, a narrative study on recovery from addictive behaviors by Hänninen and Koski-Jännes (37) found
that reasons for wanting to change (but maybe not succeeding) included becoming unemployed, spousal
issues, and self-value problems. However, in those stories, motivation for change appeared when hitting
rock bottom and joining AA was decisive for recovery.

Moreover, it seemed like there were two major reasons for not seeking AUD treatment imbedded in the
stories told by the participants. The �rst reason was the fact that the participants did not believe that
alcohol treatment was a relevant offer for them. This is similar to a 10-year study of factors associated
with alcohol treatment use and non-use, where Chartier et al. (35) found that barriers related to
predisposing beliefs and fears about treatment as well as perceptions about treatment need increased
during the 10-year period. They saw that the most commonly endorsed reason for not seeking help was
related to the respondents’ (lack of) perception of treatment need. According to their �ndings, this reason
represented four out of the �ve top reported barriers and increased during the decade. Also in a latent
class analysis of perceived barriers to treatment for alcohol problems (38), Schuler et al. found that 33%
of the participants believed that the problem would get better by itself, whilst 21% reported that their
drinking problem was not serious enough for them to seek treatment for it. Furthermore, in a study about
gender, acculturation, and other barriers to alcohol treatment utilization among Latinos, Zemore et al. (39)
found that most individuals, who avoided treatment, did so because they did not believe they had a
problem. Here, the most commonly perceived barriers were that the treatment would not help or that the
individual would not be understood.
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The second reason, we found, was the fact that the participants wanted to deal with their alcohol overuse
issue themselves (if they felt that it even was an issue) not involving professional help. This, again, is
similar to �ndings from other studies. In the latent class analysis of perceived barriers to treatment for
alcohol problems (38), Schuler et al. found the most frequently endorsed barrier to be the attitudinal belief
among the participants, that they should deal with the alcohol issue themselves. 42% believed that they
should be strong enough to handle it alone. In a study on barriers to help-seeking among American
Indians with alcohol dependence, Venner et al. (40) found personal barriers to be the most commonly
cited. Here, 64% of the participants reported a barrier in this category, primarily regarding lack of
motivation to change and not believing that outside help was needed. In the study about reasons not to
seek alcohol treatment, Probst et al. (33) found the most frequent reason for not seeking treatment to be
lack of problem awareness, which 55.3 % of the participants responded. The participants did not consider
their drinking a problem nor that help was needed, and 20.9% of them stated wanting to cope alone as
reason for not seeking treatment.

This study indicates that some people, who suffer from AUD, may wish to moderate their alcohol use or
stop altogether; however, none of them want professional help to do so. From a campaign perspective, it
seems that information on subjects such as prevention, treatment-seeking, and stigma aimed at non-
treatment-seekers may not always be targeting a non-treatment-seeking population. We had assumed to
�nd structural reasons for not seeking treatment, such as lack of access to or knowledge about treatment
offers, which would have been in concordance with �ndings from other studies (41). However, we did not
recognize any such reasons in the stories told by the participants, who were all well-informed about
public AUD treatment being a free offer. Also, we had assumed to �nd stigma and shame to be prominent
reasons for not seeking AUD treatment. Such a �nding would also have been in concordance with
�ndings from other studies. According to a recent review (41), stigma is the most prevalent barrier to AUD
treatment-seeking. However, in the present study, the participants did not feel that their alcohol use was
serious enough to require treatment; thus, not feeling the need to hide it. Instead, it seemed that health
and family-related issues may act as facilitators for habit change and could, therefore, be an area where
information and feedback were relevant as well as needed.

For people suffering from AUD, who wish to maintain a moderate alcohol use, treatment offers not
emphasizing abstinence per se, such as ‘guided self-change’ might be relevant (33). Such a brief
cognitive-behavioral motivational intervention is designed to support patients in the process of becoming
aware of and dealing with their alcohol use issues (42), comprising goal setting, self-monitoring of
drinking behavior, analysis of drinking situations, and learning alternate coping skills (43).

Also, for people who suffer from a mild AUD and who are at increased risk but do not (yet) perceive a
treatment need, primary sector continuous monitoring and assessment of alcohol use to prevent AUD and
physical health consequences may be relevant (33). Tailored screening e.g. according to age (32), gender
(40), and culture (39, 40) could also be considered. Rehm et al. (44) suggested a routine use of tools such
as SBIRT as a means to identify non-treatment seeking individuals, who suffer from AUD and reduce the
impact of lacking perception of treatment need as well as increase motivation for behavioral change. The
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present study adds to the little insight into why SBIRT interventions at hospitals do not work as e�ciently
as hypothesized (9). We encourage future research in the �eld, to take into account the �ndings from the
present and similar qualitative studies on patient-perceived barriers for treatment-seeking.

Strengths and limitations
It is a strength that we have recruited participants, who have never sought AUD treatment, from both
somatic and psychiatric settings. However, it may be a limitation that only six respondents chose to
participate in the study and that the participants from the general practitioner’s o�ce withdrew from the
study prior to the interviews taking place. Despite the limitations stemming from the small sample size, it
is our hope that the study is transferable and can serve as a basis for further research and discussion
within the area.

Conclusions
This study has examined people who suffer from AUD and do not seek treatment’s reasons for not doing
so. The investigation indicated that the participants felt that alcohol added to their quality of life and that
they enjoyed using it in social settings. Also, it seemed that there were two major groups of facilitating
factors towards rehabilitation: 1) health-related issues; 2) relatives and relations. Finally, two major
reasons for not seeking AUD treatment appeared: 1) that the participants neglected their problematic
alcohol use and did not believe that alcohol treatment was a relevant offer for them, and 2) the fact that
the participants wanted to deal with their alcohol overuse issue themselves and not involve professional
help.

Declarations

List of abbreviations
AUD: Alcohol Use Disorder

SBIRT: Screening, Brief Intervention, and Referral to Treatment

HBM: Health Belief Model

AUDIT: Alcohol Use Disorder Identi�cation Test

AA: Alcoholics Anonymous

Ethics approval and consent to participate



Page 11/16

The study was conducted according to current ethical standards. The protocol was presented for and
approved by the Scienti�c Research Ethics Committee of the Region of Southern Denmark. The Danish
Data Protection Agency gave the permission to collect and store data, ID number 3499, record number
19/21386. The participants signed a consent form after receiving oral and written information about the
study.

Consent for publication
Not applicable.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not publicly available.

Competing interests
The authors declare that they have no competing interests.

Funding
The study was �nancially supported by the Psychiatric Research Foundation of the Region of Southern
Denmark.

Authors’ contributions
ASN and SS designed the study. SS conducted the interviews. ASN and KT conducted the analysis. All
authors contributed to writing the manuscript. All authors read and approved the �nal manuscript.

Acknowledgements
The authors’ thanks go to patients and staff at the Department of Medical Gastrointestinal Diseases at
Odense University Hospital; the Gastro Unit, Surgical and Medical Division at Hvidovre Hospital; and the
Mental Health Services in the Capital Region of Denmark. Especially, the authors wish to thank Professor
Ulrik Becker and Associate Professor Bjarne Lühr Hansen for recruitment efforts.

References



Page 12/16

1. Gottlieb Hansen AB, Hvidtfeldt UA, Grønbæk M, Becker U, Søgaard Nielsen A, Schurmann Tolstrup J.
The number of persons with alcohol problems in the Danish population. Scandinavian Journal of
Public Health. 2011;39(2):128-36.

2. Nutt DJ. Drug harms in the UK: a multicriteria decision analysis. Lancet. 2010;376(9752):1558-65.

3. Laramee P, Leonard S, Buchanan-Hughes A, Warnakula S, Daeppen JB, Rehm J. Risk of All-Cause
Mortality in Alcohol-Dependent Individuals: A Systematic Literature Review and Meta-Analysis.
EBioMedicine. 2015;2(10):1394-404.

4. Hansen AB, Hvidtfeldt UA, Gronbaek M, Becker U, Nielsen AS, Tolstrup JS. The number of persons
with alcohol problems in the Danish population. Scand J Public Health. 2011;39(2):128-36.

5. Nielsen B, Nielsen AS, Wraae O. Factors associated with compliance of alcoholics in outpatient
treatment. J Nerv Ment Dis. 2000;188(2):101-7.

�. Sundhedsstyrelsen (National Board of Health), Statens Serum Institut. Alkoholstatistik 2015 -
Nationale data: Sundhedsstyrelsen og Statens Serum Institut. Copenhagen. 2015.

7. Babor TF, McRee BG, Kassebaum PA, Grimaldi PL, Ahmed K, Bray J. Screening, Brief Intervention, and
Referral to Treatment (SBIRT): toward a public health approach to the management of substance
abuse. Subst Abus. 2007;28(3):7-30.

�. Glass JE, Hamilton AM, Powell BJ, Perron BE, Brown RT, Ilgen MA. Specialty substance use disorder
services following brief alcohol intervention: a meta‐analysis of randomized controlled trials.
Addiction. 2015;110(9):1404-15.

9. Schwarz AS, Nielsen B, Sogaard J, Sogaard Nielsen A. Making a bridge between general hospital and
specialised community-based treatment for alcohol use disorder-A pragmatic randomised controlled
trial. Drug Alcohol Depend. 2019;196:51-6.

10. Shourie S, Conigrave KM, Proude EM, Haber PS. Detection of and intervention for excessive alcohol
and tobacco use among adult hospital in-patients. Drug Alcohol Rev. 2007;26(2):127-33.

11. Watson JM, Fairhurst C, Li J, Tober G, Crosby H, Lloyd C, et al. ADAPTA: A pilot randomised
controlled trial of an alcohol-focused intervention versus a healthy living intervention for problem
drinkers identi�ed in a general hospital setting. Drug Alcohol Depend. 2015;154:117-24.

12. Andreasson S, Danielsson AK, Wallhed-Finn S. Preferences regarding treatment for alcohol problems.
Alcohol Alcohol. 2013;48(6):694-9.

13. Cunningham JA, Sobell LC, Sobell MB, Agrawal S, Toneatto T. Barriers to treatment: Why alcohol and
drug abusers delay or never seek treatment. Addictive Behaviors. 1993;18(3):347-53.

14. Grant BF. Barriers to alcoholism treatment: reasons for not seeking treatment in a general population
sample. J Stud Alcohol 1997;58:365-71.

15. Keyes KM, Hatzenbuehler ML, McLaughlin KA, Link B, Olfson M, Grant BF, et al. Stigma and treatment
for alcohol disorders in the United States. Am J Epidemiol. 2010;172(12):1364-72.

1�. Saunders SM, Zygowicz KM, D'Angelo BR. Person-related and treatment-related barriers to alcohol
treatment. J Subst Abuse Treat. 2006;30(3):261-70.



Page 13/16

17. Schober R, Annis HM. Barriers to help-seeking for change in drinking: A gender-focused review of the
literature. Addictive Behaviors. 1996;21(1):81-92.

1�. Schomerus G, Angermeyer MC. Stigma and its impact on help-seeking for mental disorders: what do
we know? . Epidemiol Psichiatr Soc. 2008;17(1):31-7.

19. Small J, Curran GM, Booth B. Barriers and facilitators for alcohol treatment for women: are there
more or less for rural women? J Subst Abuse Treat. 2010;39(1):1-13.

20. Cunningham JA, McCambridge J. Is alcohol dependence best viewed as a chronic relapsing
disorder? Addiction. 2012;107(1):6-12.

21. Finn S, Bakshi A-S, Andréasson S. Alcohol Consumption, Dependence, and Treatment Barriers:
Perceptions Among Nontreatment Seekers with Alcohol Dependence. Substance Use & Misuse.
2014;49:762–9.

22. Marlatt GA, Witkiewitz K. Harm reduction approaches to alcohol use: health promotion, prevention,
and treatment. Addict Behav. 2002;27(6):867-86.

23. Copeland J. A qualitative study of barriers to formal treatment among women who self-managed
change in addictive behaviours. Journal of Substance Abuse Treatment. 1997;14(2):183-90.

24. Fernandez-Artamendi S, Fernandez-Hermida JR, Garcia-Fernandez G, Secades-Villa R, Garcia-
Rodriguez O. Motivation for change and barriers to treatment among young cannabis users. Eur
Addict Res. 2013;19(1):29-41.

25. Kessler RC, Aguilar-Gaxiola S, Berglund PA, Caraveo-Anduaga JJ, DeWit DJ, Green�eld SF, et al.
Patterns and predictors of treatment seeking after onset of a substance use disorder. Arch Gen
Psychiatry. 2001;58(11):1065-71.

2�. Westman J, Wahlbeck K, Laursen TM, Gissler M, Nordentoft M, Hallgren J, et al. Mortality and life
expectancy of people with alcohol use disorder in Denmark, Finland and Sweden. Acta Psychiatr
Scand. 2015;131(4):297-306.

27. Room R. Stigma, social inequality and alcohol and drug use. Drug Alcohol Rev. 2005;24(2):143-55.

2�. Bruner J. Actual Minds, Possible Worlds. Massachusetts: Harvard University Press; 1986.

29. Mattingly C. The Narrative Nature of Clinical Reasoning. The American Journal of Occupational
Therapy. 1991;45(11):998-1005.

30. Nutbeam D, Harris E. Theory in a Nutshell: A Practical Guide to Health Promotion Theories. Sydney,
NSW: McGraw-Hill; 2004.

31. Mishler EG. Models of narrative analysis: A typology. J Narrat Life Hist. 1995;5(2):87-123.

32. Haighton C, Wilson G, Ling J, McCabe K, Crosland A, Kaner E. A Qualitative Study of Service
Provision for Alcohol Related Health Issues in Mid to Later Life. PLoS One. 2016;11(2):e0148601.

33. 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.



Page 14/16

34. Naughton F, Alexandrou E, Dryden S, Bath J, Giles M. Understanding treatment delay among problem
drinkers: What inhibits and facilitates help-seeking? Drugs: Education, Prevention and Policy.
2012;20(4):297-303.

35. Chartier KG, Miller K, Harris TR, Caetano R. A 10-year study of factors associated with alcohol
treatment use and non-use in a U.S. population sample. Drug Alcohol Depend. 2016;160:205-11.

3�. Gilburt H, Drummond C, Sinclair J. Navigating the Alcohol Treatment Pathway: A Qualitative Study
from the Service Users' Perspective. Alcohol Alcohol. 2015;50(4):444-50.

37. Hänninen V, Koski-Jännes A. Narratives of recovery from addictive behaviours. Addiction.
1999;94(12):1837-48.

3�. Schuler MS, Puttaiah S, Mojtabai R, Crum RM. Perceived Barriers to Treatment for Alcohol Problems:
A Latent Class Analysis. Psychiatr Serv. 2015;66(11):1221-8.

39. Zemore SE, Mulia N, Yu Y, Borges G, Green�eld TK. Gender, acculturation, and other barriers to
alcohol treatment utilization among Latinos in three National Alcohol Surveys. J Subst Abuse Treat.
2009;36(4):446-56.

40. Venner KL, Green�eld BL, Vicuna B, Munoz R, Bhatt S, O'Keefe V. "I'm not one of them": barriers to
help-seeking among American Indians with alcohol dependence. Cultur Divers Ethnic Minor Psychol.
2012;18(4):352-62.

41. May C, Nielsen AS, Bilberg R. Barriers to treatment for alcohol dependence. Journal of Drug and
Alcohol Research. Accepted.

42. Saladin ME, Santa Ana EJ. Controlled drinking: more than just a controversy. Curr Opin Psychiatr.
2004;17(3):175-87.

43. Witkiewitz K, Marlatt A. Behavioral therapy across the spectrum. Alcohol Res Health. 2011;33(4):313-
9.

44. Rehm J, Mathers C, Popova S, Thavorncharoensap M, Teerawattananon Y, Patra J. Global burden of
disease and injury and economic cost attributable to alcohol use and alcohol-use disorders. The
Lancet. 2009;373(9682):2223-33.

Tables



Page 15/16

Table 1. Interview guide

Information Thank you very much for participating in the study.

I would like to ask you some questions.

The interview will be audio-recorded and analyzed.

The interview is about understanding reasons for deselecting alcohol treatment.

Question 1 Tell me something about yourself?

-          Age?

-          Education?

-          Employment?

-          Family?

-          Anything else relevant?

Question 2 How do you use alcohol?

-          Which feelings does it bring out in you?

-          How is alcohol positive for you?

-          How is alcohol negative for you?

-          How do you experience it as a problem?

Question 3 What are your thoughts on alcohol treatment?

Question 4 Will you try and explain to me why you have never attended alcohol treatment?

-          How did you decide on not wanting treatment?

Question 5 Has anyone ever suggested you seek treatment?

-          Has anyone offered you help?

-          How?

-          Why do you think they feel you need help?

Question 6 Do you know anyone who has attended alcohol treatment?

-          What was their experience with the treatment?

-          How do you perceive that they have experienced being in treatment?

Final remarks Thank you again for participating.

Is it okay if I contact you again to clear up misunderstandings?
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Table 2. Alcohol adds to the quality of my life story

 

Alcohol tastes good and is a natural part of life à high and regular use à if the health consequences
get too high, the individual may consider stopping drinking

 

Explanation: Alcohol is enjoyable and part of life

Cure: The individual’s decision, in particular if health is affected

Moral assessment: It is the individual’s own choice

Treatment: No need

 

Table 3. Drinking with friends story

 

Drinking is what you do with friends à high and regular use à if family responsibilities and health
consequences get too high, the individual lowers his or her drinking

 

Explanation: Drinking is what you do with friends and network

Cure: The individual removes him or herself from the network (drinking buddies), and turn
to family and real friends

Moral
assessment:

It is the individual’s own choice

Treatment: Is associated with feeling limited
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