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ABSTRACT
Background: Efforts to increase the availability of Medication Assisted Treatment for alcohol use 
disorder (AUD) and opioid use disorder (OUD) may be futile if patients lack motivation for recovery 
and are unwilling to seek treatment. Objectives: In this cross-sectional, online survey, we used the 
Extended Parallel Process Model (EPPM) to assess how participants at risk of AUD or OUD react to 
their perceived threat and assess their response to pharmacotherapy as a potential treatment. EPPM 
constructs were assessed using the Risk Based Diagnosis Scale. Descriptive statistics measure the 
proportion of treated vs untreated participants. Untreated participants were sorted into one of three 
groups categorizing perceived threat – low threat appraisal, and danger or fear control. Results: Of 
411 total responses, most (n = 293[71.29%]) sorted into the AUD cohort and 118(28.71%) into the 
OUD cohort. Overall, 104(25.30%) had received treatment and 307(74.70%) didn’t. Within the OUD 
cohort, there were 67 untreated participants − 16(23.88%) exhibited low threat appraisal, 13(19.40%) 
were likely to undergo fear control, and 38(56.72%) were likely to undergo danger control. Within 
the AUD cohort, there were 240 untreated participants − 75(31.25%) exhibited low threat appraisal, 
100(41.67%) were likely to experience fear control, and 65(27.08%) were likely to experience danger 
control. Participants in the OUD cohort were more likely to undergo danger control than those in 
the AUD cohort (χ2 = 19.26, p < 0.05). Conclusions: This study identified perceived threat and efficacy 
when an individual was at risk of a SUD, but more insight into potential early interventions is 
needed – particularly in those individuals with polysubstance use disorder.

Introduction

According to the 2019 results of the National Survey on 
Drug Use and Health (NSDUH), there are over 14.5 million 
people aged 12 or older diagnosed with an alcohol use 
disorder (AUD) and 1.6 million people, aged 12 or older, 
diagnosed with an opioid use disorder (OUD) in the United 
States.(Substance Abuse & Mental Health Services 
Administration, 2020) AUD represents the most common 
type of substance use disorder (SUD), and OUD has been 
declared a public health emergency by the United States 
Department of Health and Human Services (HHS).(Substance 
Abuse & Mental Health Services Administration, 2020; 
United States Department of Health & Human Services, 
2017) The Substance Abuse and Mental Health Services 
Administration has continued to push for the increase in 
medication assisted treatment (MAT) for both AUD and 
OUD.(Jones, 2018; Substance Abuse & Mental Health 
Services Administration, 2015a) While there is no lack of 
effort to alleviate the nationwide opioid epidemic from a 

healthcare standpoint, these efforts may be futile if patients 
are unwilling or unable to seek treatment due to patient 
specific factors.

Research on the utilization of treatment services often 
focuses on the issue of accessibility.(Ali et  al., 2017; Priester 
et  al., 2016; Wu et  al., 2016) This line of research assumes 
that improving the accessibility of treatment services will 
result in an increased utilization of these services. While 
this assumption may hold for other disease states, it may 
not for patients with SUDs due to both the stigma sur-
rounding substance dependance (Abraham et  al., 2018; 
Thornton et  al., 2017; Wilson et  al., 2013) and the comor-
bidity complications of mental illness in this population.
(Buckley & Brown, 2006; Friesen & Kurdyak, 2020; Novak 
et  al., 2019) The NSDUH reports information on whether 
patients with a SUD receives treatment, as well as if they 
perceive a need for it.(Substance Abuse & Mental Health 
Services Administration, 2020) Substance use treatment 
refers to treatment or counseling received for alcohol or 
illicit drug use or for medical problems associated with the 
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use of alcohol or illicit drugs.(Substance Abuse & Mental 
Health Services Administration, 2020) Of the 21.6 million 
people who needed substance use treatment in 2019, only 
4.2 million people received any form of treatment—psycho-
logical or pharmacological.(Jones, 2018) When assessing 
perceived need among the 18.9 million people who did not 
receive treatment, it was found that 18.1 million people did 
not perceive the need for it and only 236,000 did perceive 
a need for treatment, but were unsuccessful in their attempts 
to seek it.(Substance Abuse & Mental Health Services 
Administration, 2020) This suggests that while accessibility 
of treatment services is an ongoing problem, there may be 
a larger issue of personal beliefs surrounding substance use 
treatment that lead to individuals not perceiving a need for 
treatment. As a result of their beliefs, these patients may 
not undergo treatment, even if the treatment is accessible 
to them. This study aimed to explore why some patients 
do not perceive the need for treatment with the overarching 
goal of designing interventions to promote treatment services 
utilization among this population.

While the body of research on those with an SUD who 
do not wish to undergo treatment is limited, prior studies 
using the transtheoretical model of health behavior shows 
that there are two main reasons why patients refuse treat-
ment in most disease states—the belief that their condition 
is not severe enough to warrant treatment or the belief that 
treatment would not work for them. (Dubé et  al., 2015; 
Parker & Tobin, 2001; Prochaska, 2008; Rapp et  al., 2006) 
In the case of SUD, the stigma surrounding addiction and 
the intersectionality of mental illness in this population can 
exacerbate or warp perceptions of their dependence as well 
as their understanding of treatment. For this reason, studies 
specifically designed to evaluate the beliefs that patients 
have regarding their health status and treatment options are 
crucial in promoting the utilization of treatment services.

The Extended Parallel Process Model (EPPM) is a the-
oretical framework that aims to understand the various 
cognitive processes individuals undergo when faced with a 
“threat” to their well-being.(Witte, 1992) It explains how 
these cognitive appraisals interpret a potential threat to 
culminate in a behavioral response.(Witte, 1992) Within the 
EPPM, threats and potential solutions are presented in the 
form of “fear appeals.”(Witte, 1992) Fear appeals are defined 
as “a persuasive message designed to both create and alle-
viate the emotion of fear in audience members.”(Dillard 
et  al., 2017; Roberto et  al., 2018) They consist of a threat 
to the individual that increases their fear, but then alleviating 
the fear by introducing an intervention geared to mitigate 
the threat.(Dillard et  al., 2017; Roberto et  al., 2018) In the 
case of the SUD population, a fear appeal would consist of 
telling a patient they may have a SUD, explaining the neg-
ative impact of substance dependence on daily life, and then 
reviewing treatment options for SUD.

The EPPM suggests that there are two levels of cognitive 
appraisal, threat appraisal and efficacy appraisal, which are 
involved in the assessment of a fear appeal.(Roberto et  al., 
2019) Threat appraisal explores an individual’s perception of 
their susceptibility to the threat and their understanding of 
the severity of the threat. If the individual believes that they 

are not susceptible to the threat or that the threat is not severe 
enough to disrupt their daily activities, then they will perceive 
it as a low threat. Low perceived threat results in a termination 
of the cognitive process and no further behavioral action is 
taken. Conversely, a high threat appraisal means the individual 
does believe that this threat will harm their well-being and 
will proceed to efficacy appraisal. Efficacy appraisal consists 
of evaluating the potential effectiveness of a recommended 
treatment (response efficacy) and the individual’s own belief 
in their ability to seek and carry out the treatment (self-efficacy). 
At the end of this phase, a person will exhibit either high 
efficacy or low efficacy. If the patient does not believe the 
proposed treatment to be effective or does not believe they 
can successfully adhere to the treatment, they will exhibit low 
efficacy.(Cho & Witte, 2005; Witte, 1992) High threat appraisal 
combined with low efficacy appraisal means a patient believes 
themselves to be at risk, but do not believe they can alleviate 
it. This results in the initiation of fear control processes, which 
aim to alleviate fear or anxiety, but do not address the actual 
threat at hand.(Collaborative, 2014) Individuals engaging in 
fear control processes may be in denial of the threat or even 
exhibit risky behaviors to avoid dealing with the threat.(Cho 
& Witte, 2005; Roberto et  al., 2019; Witte, 1992) In contrast, 
those who believe the recommended treatment to be effective 
in alleviating the threat and their own self-efficacy to carry 
out the treatment exhibit high efficacy.(Witte, 1992) These 
individuals believe themselves to be at risk, but also believe 
that the recommended treatment can mitigate the threat. High 
threat appraisal and high efficacy appraisal culminates in dan-
ger control processes—actions geared toward protective mea-
sures to avoid or reduce the threat.(Witte, 1992)

In the context of this study, the “threat” that participants 
were at risk of was either an AUD or OUD and the fear 
appeal consisted of a recommendation for both standard 
pharmacological and psychological interventions used to 
treat either SUD. This study’s objective was to apply the 
EPPM framework to a group of participants who exhibited 
signs of either an AUD or OUD and evaluate their level of 
perceived threat and perceived efficacy to identify potential 
reasons why patients with an SUD may not perceive the 
need for treatment. The findings from this study would fill 
a gap in knowledge regarding why some patients may not 
attempt to seek treatment even if accessible to them.

Methods

Study design

In this study, we used a cross-sectional, online survey among 
an anonymous, nation-wide sample of 411 respondents who 
exhibited signs of either an OUD or AUD in November 
2019. This study was reviewed and approved by the 
University of Houston Institutional Review Board.

Sample recruitment and recruitment

The sample was identified by Qualtrics®, a data collection 
and management company that provides a platform for 
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online surveys and specializes in data collection. Qualtrics® 
recruits participants from various sources, including website 
intercept recruitment, member referrals, targeted email lists, 
gaming sites, customer loyalty web portals, permission-based 
networks, and social media, etc. As a result of their diverse 
recruitment procedure, some participants may have been 
offered an incentive in the form of SkyMiles, points toward 
retail purchases, or others on behalf of Qualtrics®. No incen-
tive was offered by the research team themselves.

If participants followed the anonymous link in the 
recruitment materials, the first screen of the survey was the 
informed consent. This page detailed the purpose of this 
study and the risks and potential benefits of the work con-
ducted. Information regarding contact information for the 
research team was also provided. Once participants con-
sented to be a part of the study, they were taken to the 
screening criteria. The screening criteria asked participants 
to self-report their age and their exposure to alcohol and 
opioid medications. If a participant indicated that they had 
never consumed alcohol or taken an opioid medication, 
then the survey was terminated for them, thereby excluding 
them from participating in the study. Participants under the 
age of 18 were also excluded.

The next section of the screening criteria presented 
respondents with the DSM-V criteria for either AUD or 
OUD depending on their responses to the questions about 
their exposure to alcohol and opioid medications in the 
previous section. If the participant indicated that they had 
been on an opioid medication, but did not consume alcohol, 
then they were presented with the DSM-V criteria for an 
OUD.(American Psychiatric Association, 2013) Conversely, 
if a person had never taken an opioid medication, but did 
consume alcohol, then they were only presented with the 
DSM-V criteria for AUD. A person who indicated exposure 
to both were presented with the 11 DSM-V criteria for AUD 
and OUD and asked to self-report how many criteria they 
met in the past year.(Hopwood et  al., 2018) Only partici-
pants who indicated that they experienced at least two of 
the 11 DSM-V criteria continued to the rest of the survey, 
as this would meet the threshold for a mild SUD.(American 
Psychiatric Association, 2013) Participants who met the cri-
teria for AUD or OUD were sorted into their respective 
cohorts. The two cohorts were asked the same questions 
for the remainder of the survey, with the only difference in 
them being whether they said “AUD” or “OUD” in the 
question stem.

While developing the screening portion of the survey, 
two issues came to light. First, the strong likelihood of 
capturing more respondents at risk for AUD than those at 
risk for OUD, given the increased prevalence of AUD.
(Substance Abuse & Mental Health Services Administration, 
2020) Second, the possibility of co-occurring OUD and 
AUD. The first issue was resolved by having the panel pro-
vider, Qualtrics®, placed a “cap” of 300 on the number of 
AUD responses collected. The second issue was resolved by 
sorting patients with co-occurring SUDs into either the 
AUD or OUD cohort based on severity. The DSM-V cate-
gorizes selection of 2–3 criteria as indicative of a SUD with 
mild severity, 4–5 behaviors as moderate severity, and 6+ 

behaviors as a severe SUD.(American Psychiatric Association, 
2013) In the event that they were equally severe (indicated 
the same number of items) for both AUD and OUD, they 
were sorted into the OUD cohort, since there were expected 
to be fewer people who met the criteria for OUD.

Lastly, the data collection provider, Qualtrics®, also set 
some exclusion criteria to ensure the quality of the responses 
collected by their platform. Respondents that spent less than 
a minute on the survey as well as “straight-line” respon-
dents—those who indicated the same answer for every ques-
tion—were excluded from the study. The research team 
members asked for participants with incongruent responses 
to be excluded as well. Incongruent responses refer to those 
that indicated that they had all of the possible health insur-
ance options—including no insurance—as well as those who 
said they had not received any pharmacotherapy for their 
SUD, but then later reported being treated with multiple 
medications.

Ultimately, after excluding for quality responses, only 
participants who were aged 18 or older and self-reported 
meeting at least two of the 11 DSM-V criteria for either 
OUD or AUD were included in this study and proceeded 
beyond the screening criteria portion of this cross-sectional 
online survey. Example surveys completed by those sorted 
into the AUD cohort and the OUD cohort are available in 
the supplementary materials.

History of SUD and treatment

After the patients were sorted into either the AUD or OUD 
cohort, they received a “fear message” for their specific SUD. 
For example, those that were in the AUD cohort received 
the message, “Your responses indicate that you may be at 
risk for an Alcohol Use Disorder (AUD). AUD is defined 
as a chronic disease characterized by uncontrollable drinking 
or preoccupation with alcohol.” The section following the 
fear message asked whether the participant had ever had a 
medical profession discuss SUD with them, whether they 
had ever sought treatment for the SUD, as well as if they 
were successful in seeking treatment for their SUD. 
Participants in both cohorts were able to select whether 
they received pharmacotherapy and/or psychotherapy for 
their SUD. If participants reported that they had received 
pharmacotherapy, they were asked to answer an additional 
question on the type of pharmacotherapy received. For the 
AUD cohort, the options shown were acamprosate, disulfi-
ram, and naltrexone. For the OUD cohort, the options dis-
played were methadone, naltrexone, and buprenorphine. 
Both cohorts were also able to choose “other,” and then 
enter what medication they had been treated with. While 
these questions are not specific to the EPPM framework, 
they were pertinent to the research question.

Evaluating the EPPM constructs using the risk based 
diagnosis scale

The remainder of the survey was dedicated to assessing the 
EPPM constructs—perceived susceptibility, perceived 

https://doi.org/10.1080/10826084.2023.2212075
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severity, perceived response efficacy, and perceived 
self-efficacy.(Witte, 1992) The first two constructs assess the 
respondent’s assessment of the fear message and the corre-
sponding threat they face. The last two constructs assess 
the respondent’s assessment of the recommended interven-
tion. The recommended intervention should be presented 
as a way to mitigate the threat participants face and 
described briefly.(Cho & Witte, 2005; Witte, 1992) In this 
study, the recommended intervention was pharmacotherapy. 
Pharmacotherapy was defined as treatment with any of the 
three medications approved by the Food and Drug 
Administration to treat AUD or OUD.(Substance Abuse & 
Mental Health Services Administration, 2018) In the case 
of AUD, this was acamprosate, disulfiram, and naltrexone.
(Substance Abuse and Mental Health Services Administration, 
2015b) For OUD, this was methadone, buprenorphine, and 
naltrexone.(Substance Abuse & Mental Health Services 
Administration, 2015c, 2016a, 2016b, 2018)

In order measure the four constructs, the original EPPM 
Risk Behavior Diagnosis (RBD) Scale was used.(Witte et  al., 
1996) In the RBD Scale, each construct is measured with 
three items that participants can respond to on a Likert 
scale indicating how strongly they agree or disagree with 
each statement. From these responses, participants receive 
a score, ranging from one (strongly disagree) to five (strongly 
agree). The construct score is the summation score of all 
three items pertaining to that construct. Scores from per-
ceived susceptibility and perceived severity are summed 
together and represent the overall perceived threat score. 
Perceived response efficacy and perceived self-efficacy scores 
are also summed together to identify the total perceived 
threat score. Both perceived threat and efficacy score ranged 
from 6 to 30.

From a theoretical standpoint, those who exhibit low 
perceived threat do not continue to efficacy appraisal. This 
is because these individuals do not believe themselves to be 
at risk, therefore there is no need to evaluate a proposed 
treatment. According to the RBD scale, the cut off for a 
low perceived threat score is at or below the median (18). 
Those with a perceived threat score of 18 or lower should 
be excluded from analysis since they do not need to undergo 
either fear or danger control processes. For the purpose of 
having a holistic set of data from each respondent, the 
research team made the decision to collect efficacy appraisal 
scores for all participants and make the decision to exclude 
those with low threat appraisal in the analysis phase rather 
than terminating the survey after threat appraisal for these 
individuals.

For those who exhibited high threat appraisal, the per-
ceived efficacy score is used to determine whether the 
respondent will undergo fear control or danger control pro-
cesses. In accordance with the RBD Scale, outcome catego-
rization for each respondent was determined by the 
difference between their perceived efficacy and perceived 
threat scores. If the difference between these two scores was 
positive, then the person was categorized as likely to expe-
rience danger control processes. This is because a perceived 
efficacy score higher than a perceived threat score indicates 
that the individual believes their ability to seek and complete 

treatment is greater than their fear from the threat. Likewise, 
if the difference between the two scores was negative, then 
the person was categorized as likely to undergo fear control 
processes. This is because a perceived efficacy score lower 
than the perceived threat score indicates that the respondent 
believes their threat to be too great to overcome by the 
recommended treatment.

Demographic characteristics

The final section of the survey assessed the demographic 
makeup of respondents. All questions from this portion of 
the survey were adapted from the 2019 American 
Community Survey, administered by the United States 
Census Bureau.(United States Census Bureau, 2018) 
Information on racial and ethnic background, level of edu-
cation, employment status, household income, health insur-
ance status, and marital status were collected. The full 
survey can be found in the Supplementary Materials section 
of this manuscript.

Data analysis and outcome categorization

For the respondents who reported receiving treatment, the 
type of treatment they received was described. Since the 
population of interest for this study consists of those who 
are at risk of an SUD but do not seek treatment, EPPM 
construct scores were only calculated for those who passed 
the screening criteria and had not received any treatment 
in the past. These participants were grouped into one of 
three categories—those who exhibited low threat appraisal, 
those that undergo fear control processes, and those that 
undergo danger control processes as defined by the RBD 
scale. Chi-square tests were run to determine the association 
between SUD-type and outcome categorization.

Results

Qualtrics invited approximately 43,000 people to participate 
in this study and 754 started the survey. After reviewing 
the informed consent, 107 declined to participate in the 
survey. A total of 647 complete responses were collected. 
After the exclusion criteria were applied, the research team 
was left with 411 complete responses that were eligible for 
analysis (n = 411). Figure 1 details the exclusion process and 
the resulting cohorts. From the 411 complete responses, 293 
(71.29%) participants were sorted into the AUD cohort and 
118 (28.71%) were sorted into the OUD cohort. There were 
170 (41.36%) respondents that met the criteria for both 
OUD and AUD. Within the co-occurring SUD respondents, 
73 indicated that they met more of the DSM-V criteria for 
AUD and were sorted into the AUD cohort. The remaining 
97 co-occurring participants were sorted into the OUD 
cohort because they were either more severe or equally 
severe for OUD than they were for AUD according to the 
items assessed in the DSM-V criteria. The demographic 
characteristics of the full sample, stratified by SUD cohort, 
can be found in Table 1.

https://doi.org/10.1080/10826084.2023.2212075
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Individuals who reported receiving treatment for their 
SUD (n = 104) were not reported in the EPPM construct 
scores. Instead, the type of treatment they received is 
described in Table 2. Among those who received treatment 
for AUD (n = 53, 18.09%), the majority (n = 28, 52.83%) were 
treated with naltrexone. In the OUD cohort, 51 (43.22%) 
participants had reported receiving pharmacotherapy for 
their SUD and the most common pharmacotherapy reported 
was methadone (n = 40, 78.43%). These respondents were 
not included in the EPPM analysis as this study is focused 
on the population of individuals at risk of an SUD but have 
not sought treatment.

Of the 307 participants who had not previously received 
treatment, 240 were in the AUD cohort and 67 were in the 
OUD cohort. In the AUD cohort, 75 respondents (31.25%) 
exhibited low threat and therefore would not undergo effi-
cacy appraisal. The remaining 165 (68.75%) exhibited high 
threat and would undergo efficacy appraisal. After score 
calculation, 65 (39.39%) were deemed likely to undergo 
danger control processes and 100 (60.61%) were likely to 
experience fear control processes. In the untreated OUD 
cohort, 16 respondents (23.88%) exhibited low threat. Of 
the 51 (76.12%) that exhibited high threat, 13 (25.49%) were 

categorized into the fear control group and 38 (74.51%) 
were categorized into the danger control group. A flow chart 
depicting the category each participant was sorted into can 
be found in Figure 2. While there was no association 
between SUD-type and threat level, participants in the OUD 
cohort were more likely to undergo danger control processes 
than those in the AUD cohort (χ2 = 19.26, p < .05).

Discussion

In this study, the EPPM framework was used to assess the 
prevalence of individuals likely to engage in protective mea-
sures against the threat of either AUD or OUD. 
Understanding how patients process the threat of an SUD 
allows researchers and clinicians to implement interventions 
that have the highest chance of engaging patients to take 
protective measures.(Witte, 1992)

In the OUD cohort, a larger proportion of the partici-
pants exhibited a higher threat than those in the AUD 
cohort. Comparatively, there were also less participants who 
had been treated for their SUD in the AUD cohort. This 
could be explained by the fact that consuming alcohol is a 
social activity and less stigmatized than taking an opioid 

Figure 1. exclusion criteria and cohort assignment.
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medication regularly. This could translate to lower levels of 
perceived severity and susceptibility when it comes to eval-
uating AUD.(Edlund et  al., 2009; Sanchez-Ramirez et  al., 
2018) Irrespective of which SUD cohort participants were 
in, if they exhibited low threat, they may not adequately 
understand the adverse effects associated. According to the 
EPPM, to increase perceived severity of the threat, vivid 

and intense language should be used to describe the con-
sequences of the health threat.(Cho & Witte, 2005; 
Witte, 1992)

For participants who exhibit high threat, the next step is 
to foster an increased feeling of efficacy—both in themselves 
and response efficacy of the recommended treatment.
(Roberto et  al., 2019; Witte, 1992) The ideal outcome would 
be to experience danger control processes.(Roberto et  al., 
2019; Witte, 1992) People in danger control have sufficiently 
high perceptions of efficacy to counteract their threat per-
ceptions. According to the RBD Scale used with EPPM sur-
veys, a participant will only enter danger control processes 
if their perceived efficacy is greater than their perceived 
threat.(Witte et  al., 1996) Therefore, the higher a person’s 
sense of threat is, the greater their efficacy must be in order 
to seek protective measures against their SUD. For those 
experiencing fear control processes, interventions should 
target educational programs that promote the success of the 
recommended treatments to increase response efficacy. 
Another way to increase overall perceived efficacy is to pro-
mote self-efficacy.(Burleson & Kaminer, 2005; Rounds-Bryant 
et  al., 1997; Witte et  al., 1996) Increasing a person’s 
self-efficacy in their ability to seek and successfully complete 
treatment involves identification of the infrastructural bar-
riers they may face in seeking treatment as well as resolving 
any dissonance they may experience when undergoing health 
behaviors associated with treatment.(Burleson & Kaminer, 
2005; Rounds-Bryant et  al., 1997; Wombacher et  al., 2019) 
From a research perspective, the next step would be to 
design, implement, and evaluate interventions for each one 

Table 1. Demographic characteristics of sample assessed.

all Responses n = 411 auD cohort n = 293 OuD cohort n = 118

co-Occurring
 Met DSM-V criteria for both 170 73 97
aGe
 18–24 years 48 37 11
 25–34 127 101 26
 35–44 153 99 54
 45–54 58 37 21
 55–64 17 13 4
 65+ 8 6 2
Race
 White 304 207 97
 Other 107 86 21
eDucatiOn LeVeL
High School or Less 91 70 21
  Some college/associates/bachelors 225 166 59
 Masters/Doctorate/Professional 95 57 38
eMPLOYMent StatuS
 employed 312 216 96
 Other 99 77 22
incOMe
 Less than $25,000 66 57 9
 $25,000 to less than $50,000 106 82 24
 $50,000 to less than $75,000 74 50 24
 $75,000 to less than $100,000 40 29 11
 $100,000+ 125 75 50
MaRitaL StatuS
 Married 220 144 76
 Other 191 149 42
inSuRance
 Private Only 250 181 69
 Public Only 116 83 33
 Dual 26 13 13
 none 19 16 3

Table 2. Pharmacotherapy received for substance use disorder.

alcohol use Disorder N = 53

acamprosate 25
Disulfiram 24
naltrexone 28
Other 4
Opioid use Disorder N = 51
Methadone 40
buprenorphine 21
naltrexone 26

Figure 2. untreated participants ePPM construct designations.
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of the three groups identified in this study to understand 
which are the most effective in meeting their needs. For the 
population of co-occurring SUDs, the first step should be 
to understand the difficulties associated with treatment from 
both a provider and patient perspective. Greater insight on 
the problem among this population is imperative before we 
can begin to identify potential interventions.

When examined independently, both opioid and alcohol 
misuse is common, costly, and associated with an increased 
risk of morbidity and mortality.(Birnbaum et  al., 2011; 
Florence et  al., 2016; Rehm et  al., 2009; Wall et  al., 2000; 
Witkiewitz & Vowles, 2018) However, the body of research 
examining the two in concordance with one another is lack-
ing.(Witkiewitz & Vowles, 2018) Nonmedical use of opioid 
medications has been shown to increase the risk of an AUD 
diagnosis among adults in the United States.(Witkiewitz & 
Vowles, 2018) Those who consumed alcohol within the past 
year were also more likely to have misused prescription drugs 
in the past year as well.(Substance Abuse & Mental Health 
Services Administration, 2020) Another study assessing the 
prevalence of comorbid AUD/OUD found that 23.4% of those 
with an OUD also had an AUD diagnosis.(Witkiewitz & 
Vowles, 2018) Patients with co-occurring SUDs represent the 
highest-risk population with the greatest need for intervention 
and treatment.(Bogdanowicz et  al., 2015; Friedmann et  al., 
2018; Witkiewitz et  al., 2018) However, it is possible that 
they face an added level of confusion and complications when 
seeking treatment.(Bogdanowicz et  al., 2015; Morgan et  al., 
2022) While this study did not assess this population spe-
cifically, it did find that they accounted for a significant 
proportion of the sample. Therefore, future research should 
focus on this population exclusively to identify the impedi-
ments associated with treatment.

Limitations

This study does have limitations. Participants were presented 
with the DSM-V criteria for OUD and AUD and asked to 
select which ones they had exhibited within the past year. It 
is possible that recall bias affected their responses, and par-
ticipants were unable to remember instances within the past 
year. Recall bias can also affect the respondents’ self-report 
of treatment received. The sample size in this study is also 
not adequate to generalize to the larger population of adults 
with an AUD or OUD; however, this study does provide 
valuable insight into the emotional and cognitive factors 
involved in processing the threat of an SUD as well as the 
recommended treatment. Additionally, another limitation of 
this study is that the DSM-V is primarily intended for health-
care practitioners to go over with patients and not as a 
self-assessment scale. It is possible that without a physician 
there to interpret and ascertain the information in the DSM-V, 
patients may have a different understanding of the question.

Conclusion

The results of this study indicate that patients who are 
suffering from either OUD, AUD, or both do generally 

perceive their illness to be severe. However, many engage 
in fear control processes and denial rather than taking a 
proactive approach in mitigating their illness. In order to 
promote protective health behaviors, it is important to ascer-
tain how patients perceive their threat and the recommended 
intervention. With this information, clinicians can then 
design appropriate and meaningful messaging. For individ-
uals who are experiencing low threat, the EPPM recom-
mends rephrasing the messaging around the severity and 
susceptibility of the threat to be more pronounced regarding 
the dangers associated. For individuals experiencing fear 
control processes, EPPM recommends interventions targeted 
at increasing response efficacy or self-efficacy to where 
patients are able to overcome their fear of the threat. Lastly, 
for individuals experiencing danger control processes, inter-
ventions must be designed to support their treatment and 
maintenance of healthy behaviors after treatment.
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