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1. INTRODUCTION: Narrative that briefly (one paragraph) describes the subject, purpose and
scope of the research.

The studies being supported under the grant titled “pgeilitating Soldier Receipt of Mental Health
Treatment” are all designed to provide a better understanding of those factors that facilitate and
hinder soldiers from getting treatment for mental health problems caused by exposure to
traumatic events during combat. In the first year of the grant two qualitative studies were
conducted, one with focus groups of soldiers of different rank regarding their perceptions of the
determinants of treatment seeking, and the second involving interviews with soldiers who sought
{reatment while on active duty. In the second and third years of the grant a Jongitudinal study
was conducted to examine the predictors of treatment seeking among military personnel. The
fourth and fifth years of the grant involved developing unit and leadet training to improve the
climate associated with soldiers getting mental health treatment, and evaluating the training.

2. KEYWORDS: Provide a brief list of keywords (Jlimit to 20 words).

Barriers, Facilitators, Military Personnel, Treatment Seeking, Unit Climate, Stigma, Attitudes
Toward Mental Health Treatment

3. ACCOMPLISHMENTS: The PI is reminded that the recipient organization is required to
obtain prior written approval from the awarding agency Grants Officer whenever there are
significant changes in the project or its direction.
What were the major goals of the project?
List the major goals of the project as stated in the approved SOW. Ifthe application listed
milestones/target dates for important activities or phases of the project, identify these dates and

show actual completion dates or the percentage of completion.

Goals for Year 1

1. Conduct 40-50 interviews of Soldiers who have sought treatment for psycholo gical problems.
Status: Conducted 37 interviews with soldiers who sought mental health treatment. As indicated
in prior repotts, information saturation was achieved with 32 interviews in terms of novel
responses to the different questions.

5 Conduct 12 focus groups with Soldiers of different rank to address their petceptions of the
facilitators and barriers facing Soldiers in need of mental health treatment. Qtatus: 12 focus
groups were conducted and processed.

Goals for Year 2

1. Based on the qualitative studies in Year 1, develop a comprehensive measurement tool to
assess the determinants of {reatment seeking. Status: This measurement tool was developed.

2. Conduct a longitudinal assessment using the measurement tool to examine the predictors of
treatment secking among a Brigade of Soldiers. Status: This longitudinal study, with 1,911
Soldiers at Time 1, and N = 1,652 at Time 2, was conducted.

Goals for Year 3

1. Develop and evaluate ihe effectiveness of unit training designed to increase supportive
behaviors toward fellow Soldiers experiencing mental health problems. Status: The 2-hour unit
training was developed and evaluated using Squads from two Battalions from an Infantry
Brigade.

Goals for 12 Month-Extension and Supplement

1. Develop specific leader training for improving the unit climate of support for treatment
geeking. Status: This 2-hour training was developed.

2. Develop an Tmplicit Association Test to indirectly assess Soldier aftitndes toward mental health
treatment. Status: This test was developed and administered at the training post-test assessment.




For this reporting period describe: 1) major activities; 2) specific objectives; 3) significant
results or key outcomes, including major findings, developments, OF conclusions (both positive
and negative); and/or 4) other achievements. Include a discussion of stated goals not met.
Description shall include pertinent data and graphs in sufficient detail to explain any significant
results achieved. A succinct description of the methodology used shall be provided. As the
project progresses to completion, the emphasis in reporting in this section should shift from
reporting activities to reporting accomplishments.

In discussing the key accomplishments for the five years of the grant, the results are
organized as 2 function of the studies that were conducted as part of the grant. These studies
included the interview and focus group studies, the quantitative Jongitudinal study examining the
predictors of treatment seeking, and the group-randomized trial assessing the offectiveness of the
{raining to increase supportive behaviors toward unit members experiencing mental health
problems. Publications based on the studies are referenced where appropriate, and all

publications are attached as Appendices.
Qualitative Studies: Individual Soldier Interviews and Focus Groups
Article 1: Barriers and Facilitators of Treatment Seeking Among Active Duty Personnel

An article published by Zinzow, Britt, Pury, Raymond, McFadden, and Burnette (2013) in
Military Psychology utilized the results from the Year 1 focus group study and interview study to
comprehensively identify the barriers and facilitators of mental health treatment-seeking among
active duty service members. The article is included in the Appendix. For Sample 1, focus
groups were conducted with 2 general sample (7 = 78) of United States soldiers. For Sample 2,
interviews were conducted with soldiers who had sought mental health treatment (7 = 32).
Transcripts were coded using Atlas.ti software, and descriptive analyses identified key themes.
Table 1 of the article describes the barriers and facilitators that were identified in the focus group
study, and Table 7 below describes the barriers and facilitators (hat were identified in the
interview study.

Factors identified by this study that have been under-investigated in previous research
included medication cONCETNS; discomfort with discussing mental health problems, beliefs
promoted by military culture, positive leader behaviors, and witnessing treatment seekers’
eXperiences. Common barriers included career concerns, stigma, treatment concerns, leadership
problems, and practical batriers. Common facilitators included social supportt, leadership
support, and perceived symptom severity, The findings suggest that treatment-facilitating
interventions should reframe ireatment-inhibiting perceptions, change leader behaviors, and
employ testimonials. These findings were used to develop the Determinants of Treatment
Seeking Checklist that was administered in the quantitative study described in the next section.

Article 2: Blended Courage: Moral and Psychological Courage Elements in Mental Health
Treatment Seeking by Active Duty Military Personnel

An article published by Pury, Britt, ZInzow, and Raymond (2014) in the Journal of
Positive Psychology analyzed the data from the Year 1 study of interviews with Soldiers who



sought treatment while on active duty to highlight how secking treatment combines elements of
psycholo gical (facing inner distress) and moral (confronting potential negative reactions from
others) courage. The article is included in the Appendix. Interviews of 32 active duty US Army
personnel about theit process of seeking current mental health care were analyzed for themes of
voluntary action, personal risk, and noble ot worthwhile goals (benefits). Risks and benefits were
divided into internal risks and benefits, characteri stic of psycholo gical courage, and external
risks and benefits, characteristic of moral courage. Concerns about external risks were themes in
all narratives, while concerns about internal risks were themes in only about hatf of narratives.
Both internal and external benefits of treatment were themes in approximately three-quarters of
the narratives, whereas doubts about internal (but not external) benefits were also expressed at a
similar rate. Thus, participants described an act of blended courage. with social risks of motal
courage taken for wellness goals of psychelogical courage. Table 1 in the Article contains the
risks Soldiers petceived facing with getting mental health treatment. The fact that Soldiers
sought treatment in the face of these risks highlights treatment seeking as an act of blended

courage.

Article 3: Soldier Recommendations for Improving Mental Health ‘Treatment Seeking in
the Military

Anq article in press by Cheung, Britt, Raymond, Pury, and ZinZow, and Raymond (2014)
in the Military Behavioral Health journal utilized the results from the Year 1 focus group study
and interview study to comprehensively jdentify the recommendations soldiers had for
improving the Jikelihood fellow soldiers would get needed mental bealth treatment. The
manuscript is included in the Appendix. The manuscript summarizes soldier recommendations
for actions that can be taken by fellow soldiers who are experiencing mental health problems,
their peers, their leaders, and the upper-level chain of command to facilitate mental health
treatment-seeking. Tn addition, the manuscript addresses recommendations to raise awareness,
reduce stigma, and improve attitudes toward imental health treatment. The recommendations are
summarized in Tables 1-4 of the manuscript. The recommendations with the greatest percentage
of endorsement included the importance of peer support and the development of a buddy system
for soldiers expetiencing mental health problems, the importance of leadets supporting soldiers
needing treatment and remaining 1o treatment, the importance of leaders proactively reaching out
to soldiers in need of help, increasing the availability and accessibility of mental health
providers, and increasing the amount of communication and outreach regarding the availability

of services for soldiers expetiencing mental health problems.
Quantitative Study: Determinants of Soldier Treatment Seeking

Article 1: Determinants of Mental Health Treatment Seeking among Soldiers
who Recognize They have 2 Problem

An article submitted for publication by Britt, J ennings, Cheung, Pury, ZINZOW, Raymond,
and McFadden to the journal Work & Stress gtilized the results from the Time 1 assessment of
the longitudinal study to examine the factors that distinguished soldiers who reported having a
current mental health problem and had either not sought treatment, considered seeking treatment,
or sought treatment. That manuseript is included in the Appendix. The manuscript first describes



the comprebensive determinants of treatment seeking checklist, and a confirmatory factor
analysis supporting the undertying factor structure of the measure (see Table 1). Support is
obtained for nine different factors underlying the itemns: career-related stigma (&.8-» “Getting
mental health ireatment would hurt 1y chances of getting promoted”), differential treatment
stigma (€.8-» «“Fellow unit members would treat me differently if L received mental health
treatment”™), social support for treatment seeking (€.8.» “Friends and family would encourage me
1o go get mental health treatment if 1 needed it”), operational parriers (e.8 1 would have to wait
to0 long to get an initial appointment with a mental health provider™), positive Views of treatment
(e.8. “Mental health ireatments work”); negative views toward mental health treatment (S8
«Mental health treatment would not treat my main problems”), concerns with the use of
medication to treat mental health problems (c.g., “The medications prescribed by mental health
providers are usually addictive”), stigmatizing beliefs of others who get treatment (e.g., "1 would
have less confidence in a unit member who had received (mental health treatment”), and self-
reliance (e.g., 1 prefer 1o handle problems myself as opposed to seck mental health treatment”).

In addition to providing support for the factor structure of the measure, findings revealed
multiple determinants as predictors of whether soldiers reco gnizing a current mental health
problem had not sought treatment, had considered getting treatment, Of had received treatment.
‘Table 3 of the manuscript highlights these results. In terms of distinguishing between soldiers
who had not gought treatment gersus those who were considering treatment, those soldiers
reporting lower self-reliance and more positive Views toward treatment wWere more likely to
consider getting mental health treatment. In terms of distinguishing petween soldiers considering
treatment and actually receiving treatment, lower operational barriers and lower self-reliance
were associated with a greater likelihood of treatment. These results support the utility of the
Stages of Chang¢ Model (Prochaska & DiClemente, 1982) in understanding the stages soldiers

may go through in deciding to get mental health treatment.

Article 2: Barriers and Facilitators of Mental Health Treatment-Secking in Active Duty
Soldiers with Qexual Assault Histories

An article published by Zinzow, Britt, Pury, J ennings, Cheung, & Raymond in the
Journal of T wqumatic Stress utilized the results from the Time 1 assessment of the longitudinal
study to examine the factors that distinguished soldiers with a bistory of sexual assault who had
received or not received mental health treatment. This article is included in the Appendix. AS
seen in Table 5 of the manuscript, & number of predictors were associated with sexual assault
victims receiving mental health ireatment, including social support for ircatment seeking,
positive beliefs about treatment, a lack of preference for self-reliance in dealing with problems,
and a lack of stigmatizing belicfs towards fellow soldiers who receive mental health treatment.
7inzow et al., (2015) recommend that treatment-facﬂitaﬁng interventions among sexual assault
victims focus on improving reco gnition of mental health symptoms that may Tequire treatment,
address when self-reliance 1O deal with problems is adaptive VErsus maladaptive, and reducing
the stigma others have toward soldiers who seek treatment. The authors recommende
interventions that increase unit support for fellow soldiers gefting treatment.

Article 3: The Role of Different Stigma Perceptions in Treatment Seeking and Dropout
Among Active Duty Military Personnel



An article published by Britt, J ennings, Cheung, pury, and Zinzow (2015) in the
Psychiatric Rehabilitation Journal (Special Issue: Self-Stigma and Mental Illness) utilized the
cesults from the Time 7 assessment of the longitudinal study to examine how different types of
stigma are related to treatment seeking and dropout among soldiers. This article is included in the
Appendix. As discussed above, one finding from the Time 1 analysis of the quantitative study
was that the perceived stigma measure was actually best represented by two factors, careet-
related stigma and differential treatment stigma. In addition, a factor in the Time 1 assessment
also addressed stigmatizing perceptions of soldiers who seck treatment. Tinally, in the Time 2
assessment we also included an abbreviated version of Vogel and Wade’s (2006) measure of
self-stigma associated with secking mental health treatment. The four stigma perceptions were
examined as correlates of treatment seeking and dropout after controlling type of mental health
problem and functional impairment.

The results indicated that all four stigma perceptions distinguished soldiers who sought
treatment from those who did not. When all four perceptions Were entered as predictors of
{reatment seeking, only stigmatizing perceptions of others who seek treatment were related to
treatment seeking. These results indicate that negative beliefs about those who get treatment may
deter treatment seeking when soldiers develop mental health problems. In terms of dropping out
of mental health treatment, career-related stigma, differential treatment, and self-stigma Wwerc
each related to an increased probability of dropping out of mental health treatment. When all
three stigma perceptions were included in the same model, only self-stigma emerged as a

significant predictor, indicating the importance of self-stigma for treatment retention.

Article 4: Correlates and Reasons for Mental Health Treatment Dropout among Active
Duty Soldiers

An article by J ennings, ZIMZow, Rritt, and Pury (2015) was submitted for publication to
Psychological Services. This article is included in the Appendix. The findings in this manuscript
were based on the Time 2 data from the longitudinal study, and included a more thorough
analysis of the predictors of dropping out of mental health treatment, and an analysis of the
reasons soldiers gave for dropping out of treatment.

A series of logistic regressions revealed that posttramnatic stress disorder symptoms,
depression symptoms, functional impairment, career stigma, differential treatment stigma,
practical barriers, negative beliefs about treatment, and self-reliance were as sociated with an
increased likelihood of dropout. Positive beliefs about treatment were associated with a
decreased likelihood of dropout. Functional impairment, career stigma, and self-reliance
remained unique predictors in a final forward conditional regression. These findings hightight
the need for interventions to support soldiers in treatment by educating them on the benefits of
treatment and reducing practical barriers.

Additional Findings from the Quantitative Stady

The majority of findings from the Jongitudinal study have been written up for publication
and are included in the manuscripts in the Appendix. One arca missing from these manuscripts is



the finding of which determinants at Time 1 were related to treatment seeking at Time 2. These
analyses were conducted with the 486 participants who provided data at Time 1 and Time 2, and
who consented at both ime periods for their responses to be utilized for research purposes. The
primary finding from the longitudinal component of the study was that self-reliance at Time 1
predicted a reduced probability of treatment seeking at Time2. These results are consistent with
recently published research by Adler, Britt, Kim, Riviere, and Thomas (2015), who also found
that a preference for self-management at Time 1 was a predictor of a reduced probability of
seeking treatment at Time 2. In the Adler et al. (2015) study, the time between the two
assessments was 12 months. In the present study, the time period between the two assessments
was five months. Therefore, soldiers who prefer to manage problems themselves fail to receive
treatment for identified mental health problems irrespective of whether the time between the
assessments is five months or 12 months.

Unit and Leader Training Study
Overview

A manuscript i8 currently in development addressing the key components of the unit
training study. Therefore, detail s provided in this section on the content and evaluation of the
unit and leadet training. Importantly, the unit and leader training were developed in accordance
with the information obtained from the two qualitative studies and the quantitative study
conducted in support of the grant. In addition, we followed recommendations from the broader
literature on reducing stigma and improving mental health awarencss, including the use of video
testimonials from soldiers receiving treatment while on active duty (Corrigan, 2012; Kitchener &
Jorm, 2004; Pinfold, et al., 2005). We also followed guidelines from. the broader training
literature on how to provide information to iMprove knowledge and attitudes towards individuals
with mental health problems and ihe use of role-playing 10 allow soldiers to practice skills
associated with helping others (Saks & Haccoun, 2004). As indicated in prior technical reports,
the unit and leader {raining were evaluated by behavioral scientists at the Walter Reed Army
Institute of Research, ROTC Cadre at Clemson University, and senior NCOs who were assigned
to the 3™ Infantry Division at Fort Stewart, Georgia. Given the importance of leaders in the
mental health of employees (Britt, Davison, Bliese, & Castro, 2004; Kelloway, Turnef, Barling,
& Loughtin, 201 2), we modified the training for leaders of the units, covering much of the same
information as the main unit training, but highlighting how leaders set the climate within the unit
for supporting soldiers who need treatment.

Finally, we recognized that in focusing the training on helping fellow unit members with
mental health problems, soldiers themselves would likely benefit from the training. Siegel,

I ienemann, and Tan (2015) recently demonstrated that {ndividuals showing symptoms of
depression who heard a persuasive message regarding the importance of a close other getting
treatment for depression expressed more positive attitudes toward treatment and greater
intensions to get treatment than those depressed individuals who received a direct message to get
treatment. Therefore, we hypothesized that the unit training would not only resultin increased
supportive behaviors to other unit members, but that soldiers would also be more likely to report
getting mental health treatment themselves. In evaluating ihe effectiveness of training, we

followed guidelines in the training literature, assessing evaluations of the training itself,



knowledge of mental health 18sues; attitudes toward mental health (reatment, bartiers against
treatment, confidence Of self-efficacy in helping fellow soldiers with mental health problems,
and reports of specific supportive behaviors toward fellow soldiers in need of help.

Method
Participants and Design

A total of 349 active duty U.S. Army soldiers (N = 272) and squad/section leaders (N =
77) from 61 squads/ sections in two battalions from an Infantry Brigade participated in the study
at the baseline assessment. The participants Were evenly split between the 2 battations (5 0%
each). Participants were randomiy assigned by squad to cither the training ot survey-only control
conditions, with 51% (n= 179) of the participants being assigned t0 the training condition, and
49% (n= 170) being assigned to the gurvey-only contro} condition. goldiers from up to five
squads participated in a given training session, and soldiers from up to SiX squads participated in
a single survey-only control session. The majority of the sample was male (84%), with an
average age of 26.36 (SD = 6.36). Soldiers had been in the military for an average of 4.74 years
(SD=5 22). The majority of participants Were White (51%), followed by African American
(25%). Almost all of the participants Were either junior enlisted (E1-E4, 0= 247, 71%) ot
noncommissioned officers (E5- 7, 0="98, 28%).

Three months later, 270 soldiers participated in the follow-up assessment, among which
112 (84 unit menibers, 28 leaders) were maiched with the baseline assessment. Analyses were
conducted to excamine potential differences between the matched sample and those individuals
who completed the baseline assessment, but did not complete the three-month follow-up
assessment. Demographic comparisons using chi-square tests of independence revealed no
differences in the composition of the matched sample compared to those who did not participate
in the follow-up assessment in terms of gender, ¥2 H=179p~ 05; rank, ¥2 (3)=2.86,p~ 05;
or ethnicity, %2 (4)=2.24,p~ 05. A one-way ANOVA also revealed no difference in age, F (1,
346)=.36,p~ 05.

Procedure

In all of the gessions described below, at least on¢ investigator, oné graduate student and
one ombudsman Were present at each session. The ipvestigators briefed the soldiers in the
beginning of all sessions on the purpose of the study and soldiers were given an informational
{eiter about the project. goldiers were given an option on all of the surveys whether they agreed
to have their responses used for research purposes. Soldiers could also choose not 1o respond to
any of the survey questions. Only responses from consenters were included in the current study
analyses.

Unit training. Soldiers were asked to complete 2 30-minute baseline Survey assessment
before the training began. The title of the training was ‘Creating a supportive climate for soldiers
who need hetp.” The objectives were to encourage soldiers to be more supportive of others
toward ireatment-seeking by anderstanding: (1) the common symptoms of mental health

concerns and when 2 problem needs to be addressed, (2) the benefits of getting help for mental



health problems, (3) the barriers and facilitators of treatment-seeking, (4) what happens during
treatment and providing accurate information about the use of medication, (5) how unit climate
can affect a soldier’s decision to seek help, and (6) actions peers can take to help fellow soldiers
get help.

Each training session lasted approximately 2 hours, with a 10-minute break at
approximately the halfway point. There were no PowerPoint stides; the training was designed to
be disoussion—oriented and interactive, soldiers were strongly encouraged to speak and ask
questions. Handouts highlighting the important messages from the training session were
provided to soldiers for their future reference. The handout booklet also included exercises 10

encourage soldiers 10 think and reflect during the training.

§ix videos documenting interviews with {reatment-seekers, leaders, and mental health
professionals were also presented throughout the training sessions. The videos highlighted
several messages, including the reco gnition of mental health symptoms, benefits of treatment,
barriers soldiers expetienced, the nature of mental health treatment, how to support soldiers who
need treatment, and the importance of fellow soldiers facilitating treatment. Other than
highlighting the benefits of treatment, the training emphasized jooking out for battle buddies, the
responsibilities of peers to 1eC0 gnize mental health symptoms among their unit members, and
ways in which soldiers can contribute 10 more positive upit climate that is supportive of
{reatment-seeking.

After the training was completed, soldiers were asked to complete the post-training
assessment that took approximately 15 minutes. The smmediate post-training assessment was a
shorter version of the baseline survey.

Leader training. The squad leaders received separate leader training, which was
procedurally similar to the unit {raining described above. Squad leaders Were first asked to
complete a 3 0-minute baseline survey assessment before the trajning started. The Jeader training
had the same primary objectives as the unit training, which aimed fo promote supportive
pehaviors of leaders in helping soldiers seek needed treatment. The main difference of the leader
training was that it highlighted the important role played not only by the unit, but also by the
leaders themselves in creating a supportive climate for soldiers getting help. Gimilar to the unit
{raining, the leader training was designed to be discussion—oriented and interactive. Eight videos
documenting interviews with treatment-seekers and mental health professionals were presented
throughout the training sessions. Four of fhe videos were the same a5 the ones presented at the
unit training. The rest of the videos emphasized on the role of leaders in getting soldiers nto

treatiment.

The training sessions cach lasted about 2 hours (including 2 10-minute break) and ended
with a goal-setting exercise, Leaders were asked to come up with three specific actions they can
take to reach the goal of improving the climate within their units for soldiers secking help. After
the training was completed, leaders were asked to complete the i mmediate post-training
assessment that took approximately 15 minutes. The immediate post-training assessment was a
shorter version of the baseline survey.

10



Control Group. Those soldiers in the survey-only control group completed the same
baseline survey as those in the training condition. Participants assigned to the survey-only
control group were asked to complete 2 30-minute survey that was used to design training
materials to facilitate soldiers in seeking the treatment that they need. Squad leaders were given
the same baseline SUrvey as those in the training group. The survey-onty control group
participants only completed the baseline assessment, and not the immediate post-training
assessment.

Follow-up assessment. Three months after the tralning pbase was concluded, soldiers
from the same 2 battalions were recruited to participate in the follow-up assessment. This 30-
minute survey was the same as the baseline survey. Participants 111 the follow-up sessions may
not have necessarily been assigned to the training Or control group during the training phase.
Additionally, soldiers assigned o either the training and survey-only control groups were not
separated by their study conditions and they received the same follow-up Survey.

Upon completion of the follow-up Survey. soldiers also completed a 5-minute
computerized implicit attitudes tests (IAT) ev aluating thelr implicit perceptions toward mental
health treatment. On opposite sides of the computer screen, the JAT presented two focal
categories: (1) mental health ireatment and (2) medical treatment, each of these was paired with
cither a positive of negative term (i.e., good Vs bad and effective vs. ineffective). When an
attribute (€.8.» great) appeared in the middle of the screetl, soldiers were asked to categorize the
attributes into the appropriate categories. The TAT records response time (in milliseconds) for
correct categorizations. A longer response time would suggest implicit bias in cases where two
terms (€.2.» mental health treatment and cffective) were less automatically associated by
participants. The IAT software computes GNB scores for each participant (Greenwald, Noesk, &
Banji, 2003), which is a measure of bias based on the differences in 1esponse time between. trials
focusing on mental health treatment and those focusing ofl medical treatment. A positive score
would indicate more bias toward mental health treatment.

Measures: Baseline and 3-month Follow-up

Determinants of treatment-seeKing. The factors that might influence soldiers to seek
menta! health treatrment were me asured using a 31-item scale that was developed based on priot
studies on the determinants of ireatment-seeking among military personnel (Adler et al., 2015;
Britt et al., 2008; Hoge et al., 2004; Kim et al., 2011). These items assessed 7 determinant
factors: (1) career stigma (00 = 81),(2) differential treatment stigma (@ = 92, (3) positive
attitudes toward treatment (@ =7 8), (4) negative attitudes toward treatment (= .79), (5)
negative beliefs about medications (& = N, (6) stigmatizing beliefs about others (a=77) and
(7) preferences for self-reliance (0= 176). Sample items include: “Getting mental bealth
ireatment would hurt my chances of getting promoted” and “Mental health professionals don't
understand the miljtary environment and experiences.” All items were rated on a 3-point
agrecment scale.

Knowledge about mental health problems. Nine knowledge multiple-choice items
were used to measure soldiers’ knowledge about mental health issues and treatment pre- and
post-training and at the follow-up assessment 3 months later. A sample knowledge item was
« Among soldiers with mental bealth problems, what proportion seck treatment?” Respondents

11



were provided 4 response options for each knowledge item, and the number of correct rESPONSES
was summed to compute their knowledge scores.

Confidence in helping fellow soldiers (o = .90). Five items were used to assess the
extent to which soldiers felt confident toward helping soldiers with mental health concerns.
Sample items include “I will be able to overcome the challenges associated with helping a fellow
Soldier get mental health treatment” and “Tam confident that 1 can effectively help a fellow
Soldier get mental health treatment if needed.” These items were cated on a 5-point agreement
scale.

Supportive unit behaviors. Five behavioral items were used to ask soldiers if they
engaged in behaviors supporting fellow soldiers with mental health concerns. Respondents
answered either “yes” (1) ot “no” (0) to items guch as “In the past 3 months, did you offer
assistance to a soldier who was struggling with mental health concerns?” and “In the past 3
months, did you provide support for a fellow soldier who was currently in treatment?”

Treatment-seeking. Treatment-seeking was measured in multiple ways in ordet to
capture any attempt soldiers made to reach out to mental health professionals for mental health
services. First, soldiers were asked if they were currently gxpetiencing a Stress, emotional,
alcohol, or family problem. Those who responded yes were then asked “Have you sought
treatment for this problem?” Response option was “yes” of “no”. Second, soldiers were asked
“Tp the past 3 months, did you receive mental health services (¢.2-; individual therapy, group
therapy) for a stress, emotional, alcohol, of family problem from any of the following
professionals?” Qix different sources Were listed, including mental health professional at a
military or civilian facility, primary care/general medical doctor at a military or civilian facility,
chaplain ot spiritual advisor, and other sources. Response options were either “yes” or “no’.
Lastly, they were asked “In the past 3 months, how many visits did you attend for mental health
problems?” Response options were “07, «17, «3-77, “8-12” and “more than 127

Veasures: Immediate Post-Training

The measures administered immediately after the training assessed an evaluation of the
training and a re-assessment of those factors hypothesized to be influenced by the training.
Training evaluation was assessed through eleven items that assessed soldier perceptions of the
usefulness, effectiveness, and relevance of the training (¢.g. “1 found this training session to be
useful”), and whether they learned specific behaviors relevant to the training (e.g. “I learned
specific actions that I can take to encourage soldiers to seek help).” The items were rated on a 7-

point agreement scale.

The seven determinants of treatment seeking subscales desctibed above were re-
administered at a reduced length (23 iters) o reduce participant fatigue. The retained items were
chosen based on the highest item loadings from a confirmatory factor analysis conducted for
scale validation and refinement purposes. In this abbreviated version, there were 3 to 5 items for
cach subscale. Lastly, the nine mental health knowledge questions from baseline survey were
also re-administered immediately after the training.

12



Results

Responses on major study variables before and after the training, as well as at the three-
month follow up wete compared among the treatment and control groups. We first present
preliminary analyses comparing the treatment and control groups to ensure relative equivalence
of the groups prior to evaluations of the {raining. Next, we present changes in the treatment
group immediately following the training i regards to the major study variables. Lastly, We
present the results comparing the treatment and control group at the three-month follow up, as
well as examining whether the changes in the treatment group remained over time at the three-
month follow-up.

Baseline Differences between the Training and Survey-Only Control Groups

Prior to the analyses of training effectiveness, the training and control groups werc
compared in a series of analyses 10 ensure that the two groups were sufficiently similar in terms
of demographic characteristics and major study variables. Demographic comparisons using chi-
square tests of independence revealed no differences in the composition of the training and
control groups in terms of gender, Y (H=.15p7 /70; rank, ¥ (3)=389,p~ 27; or ethnicity,
Y (#H=23 1,p = .68. A onc-Way ANOVA also revealed no significant difference in age, (2,
345)=13.59,p < 06.

In addition, & geries of one-way ANOVASs revealed no differences in the major baseline
study variables of supportive unit behaviors, F(1, 346)=.05,p= 82 intentions and confidence
in helping a fellow soldier get treatment, F(1,347)=.00,p= 99; or the unit climate toward
treatment seeking, F(1,34D = 01, p=91. There were also no significant differences responses
on the ten determinants of treatment-seeking: carcer stigma, F(1, 348)=2.08,p= 15;
differential treatment stigma, F(1,348) = 62, p =43 support for treatment-seeking, F(1,348)=
97,p=33 practical barriers, F(1, 348)=.00,p = 99; negative beliefs about treatment, F(1,
348)=1.52,p = 22: positive beliefs about ireatment, F(1, 348)=12,p~ 773; negative beliefs
about medications, F(1,348) = 1.48,p=23; self-reliance, F(1, 348)=.68,p~ A1 stigmatizing
beliefs about others, F(1,348)= 81, p=37, and; awareness of treatment options, F(1,348)=
40, p=52. A chi-square test of independence also revealed no difference in the number of
soldiers who had sought treatment between the training and conirol group, F()=143,p~ 23.

An initial examination of 1esponses to the baseline survey cevealed that soldiers reported
high levels of confidence B helping fellow soldiers (M = 4.21, Sp = .63,0na1-> scale). In
contrast, soldiers reported few supportive behaviors toward other soldiers with mental health

concetns, with a mean of 134 (SD =17 7) supportive behaviors out of five possible behaviors
provided.

Tmmediate Post-Training Assessment
Evaluations of the training. Responses to the immediate post-training survey showed
that the training was well received by soldiers and leaders. goldiers and leaders indicated that

they generally understood the content, enjoyed the delivery methods, and found it applicable.
The responses 10 specific evaluation items are presented in Table 1.
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Table 1. Means and standard deviations of responses 10 stems evaluating the training.
Unit (N=136) Leader (N=30)

Mean SD Mean SD

This training was relevant for Soldiers in my unit. 5.46 133 590 121
1 found this training session to be useful. 5.58 126 5.77 141
1 understood the information in this training session. 5.99 1.06 6.10 1.06

I liked the group exercises in this training session. 5.68 124 5.80 1.19
1 liked the videos in the training. 5.82 112 547 1.25
This training session encouraged Soldiers (Leaders) 5.77 113 597 1.19
to look out for one another.

I learned specific actions that 1 can take to encourage  5.78 114 593 1.17
Qoldiers to seek treatment.

1 learned how to reco gnize when mental health 5.59 124 5.63 1.35
problems require treatment.

My attitude toward mental health treatment was 5.53 125 5.63 1.50
improved by thig training.

My attitude toward those who get mental health 5.65 122 5.63 122
ireatment improved as a result of this training.

My attitude toward mental health professionals 5.64 128 5.63 1.38

improved as & result of this training.

T
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Differences in key variables immediately after the training. A series of 2 (leader, unit)
x 2 (pre, post training) mixed-model ANOVAS were used to examine the immediate effects of
training and potential interactions based on whether a soldier received the unit or {eader training.
Knowledge about mental health treatmert, overall attitude toward treatment, and nine of the
determinants of treatment-seeking were dependent variables (practical barriers were not assessed
post-tra'ming). A summary of the ANOVAs can be found in Table 2. Spoldiers were mMore
knowledgeable about ireatment and were more aware of treatment options following the unit
training. Soldiers also reported lower perceptions of career stigma and stigmatizing beliefs about
others, but differential treatment stigma did not significantly change. Soldiers also expressed an
overall more positive attitude toward seeking treatment following training. Specific negative
beliefs about treatment decreased; however, positive beliefs about treatment and negative beliefs
about medications Were not significantly different after training. Finally, soldiers endorsed lower
preferences for self-reliance. Soldiers did not report higher pereeptions of social support for
seeking treatment following the training.

We found two significant interactions between time and whether the soldier received the
leader or unit member training. The relationship between time and stigmatizing beliefs about
others was dependent ont whether the soldiet received the unit o {eader training, F (1, 172)=
595, p <.05, ' =.03. Simple effects revealed that there was & stronget decrease in stigmatizing
beliefs about others for leaders (p < .01, r]‘? = 44). The relationship for unit members was only
marginal in significance and much smaller 1n magnitude (p < .07, 112 = .02). In addition, the
relationship between time and negative VIEWs of medication was dependent on whether the
soldier received the unit or leader training, F(1,172)= 5.93,p<.05, n° = .03, Examination of
the simple effects revealed that there was actually a significant increase in negative views about
medication among the leaders following the training (@ < .0, 172 = 44). Negative perceptions
about medications decreased for unit members, but the effect was marginal in significance (p=

06, 7" =.02).
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Table 2. Mean differences in knowle

dge, attitudes, and intentions to help a bu

SE

F-value

66.50**

56.03%*

8.65%*

1.42

9.67%*

16.88%*

6.63*

4.91%

07

96

226

ddy immediately

n?.

28

25

06

01

.00

01

001

following fraining.

Pre-Test Post-Test

i SE Mean  SE

Meontal health knowledge 526 .15 674 A7
Awareness of treatment 276 .05 330 .06
Overall attitude 350 12 376 12
Differential treatment stigma 768 10 258 09
Career stigma 252 .09 229 .08
Stigmatizing beliefs about others 47 06 221 08
Self-reliance 300 .08 283 09
Negative beliefs about treatment g7 07 273 07
Positive beliefs about treatment 378 06 379 07
Negative beliefs about medication 3 04 07 316 13
Social support for freatment- 386 75 383 67

seeking

Fp < 05; *p < 01N =174
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Three-Month Follow-Up

Supportive behaviors. A series of 2 (baseline, 3-month) x 2 (training, control) mixed
methods ANOV As were used to test for effects of the training at the three-month follow up. We
did not include whether or not the soldier was a leader or unit member in the follow-up analyses
because of the limited aumber of leaders in each of these conditions at the follow-up assessment.
In testing the effects of time and training on supportive behaviors, we found that the main effect
of time was non-significant, F (1,75)=.69,p= A1; however, the main effect of training was
significant, F(1, 75)=790,p< .01, 112 = 10. Further, we found a significant interaction between
time and training condition in the prediction of supportive behaviors, F(1,75)=694,p= oL, 4
— 09, Figure 1 contains a graph of the interaction. As expected, those soldiers in the training
condition showed a significant increase in the number of supportive behaviors they engaged in at

the 3-month follow-up compared to baseline, F(1,51) = 771, p<.0l.In contrast, those soldiers

in the control group did not show an increase i1 supportive behaviors at the 3-month follow-up,
F(124)=2.09,p= 16. Viewing the interaction differently, the training and survey-only control
group did not differ in their supportive behaviors toward fellow soldiers at baseline, F(1, 268) =

03, p=.56, but the training group reported more supportive behaviors at the 3-month follow-up
than the control group, F(1,81)=875,p< 01.
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Figure 3. Differences in supportive behaviors between the training and control group from
baseline to the three-month follow-up assessment
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Confidence in helping. In contrast, there were no significant main effects or interactions
on confidence in helping a fellow service members. This may have been a function of the
initially high mean Jevels of confidence in helping fellow soldiers, which remained high at the 3-
month follow-up in both the training condition (M =4.13, §p = .62) and the survey-only control
group (M= 4.14, SD = .49).

Mental health freatment seeking. As indicated above, there were 1o differences
between the training and survey-only control groups in treatment seeking at haseline. However,
at the 3-month follow-up a marginally significant higher petcentage of soldiers in the training
condition had sought treatment (21%) than in the survey-only control group (7%), ¥ (1)=379%p
=05,

Mental health knowledge, awareness, and determinants subscales. There were O
significant main effects or interactions on. knowledge regarding mental health problems and
mental health care, awareness of treatment resources, or amny of the determinants of treatment
seeking. Furthermore, considering only the soldiers in the training condition, the immediate
effects on the training on knowledge about treatment, awarcness of treatment options, overall
attitude toward treatment, careet sigma, stigmatizing beliefs about others, self-reliance, and
negative beliefs about treatment did not persist at the three-month follow-up. Table 3 highlights
how the gains on key variables at the immediate post-test were lost at the 3-month follow-up.

Table 3. Changes in key study variables from pre-lest 1o posi-test to 3-month follow-up.
Pre-test Post-test Follow-up

Mean SD Mean SD Mean s

Mental health knowledge 517 148 653 177 545 1.47 |
Awareness of treatment 3.18 82 352 72 337 87
Overall attitude 350 111 373 111 352 112
Career stigma 2.60 95 235 85 250 97
Stigmatizing beliefs about others 2.44 58 227 77 242 58
Self-reliance 3.04 81 292 81 292 95
Negative beliefs about treatment 2.89 68 273 75 284 .69

et SN T

N range = 61 to 179.
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Implicit Associations for Mental Health Treatment. Lastly, we examined the
responses on the 1ATs at the three-month follow up. We found evidence for significant bias
toward mental health treatment as being less good and effective when compared to medical
treatment. The average (GNB scores were significantly different from zero on both the good-bad
AT, M= 15,8D= 02,1231 = 7.17,p < .01, and the effective-ineffective IAT, M=.08, 5D~
02,1(226)=4.06,p< 01, There were 10 significant differences in implicit attitudes based on

whether the soldier received the training.
Conclusions and Future Research

The results of the unit training study indicate that those soldiers exposed to the unit
training increased their supportive behaviors toward fellow soldiers three months following the
training. However, many of the variables hypothesized to mediate the effects of unit training on
supportive behaviors were increased immediately after training, but returned to baseline levels at
the three month follow-up. These results suggest that “hooster” training sessions may be needed
in order to create long-term effects of the training. The Research Translation Office (RTO) of the
Walter Reed Army [nstitute of Research is currently preparing a follow-on evaluation of the
training. The RTO has been provided with the unit and leader {raining manuals and all of the

videos developed for the training.
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What opportunities for training and professional development has the project provided?
If the project was not intended to provide fraining and professional development opportunities or
there is nothing significant {0 report during this reporting period, state “Nothing to Report.”

Describe opportunities for training and professional development provided to anyone who
worked on the project or anyone who was involved in the qctivities supported by the project.
“Tyaining~ activities are those in which individuals with advanced professional skills and
experience assist others in attaining greater proficiency. Training activities may include, for
example, courses of one-on-one work with a mentor. “Professional development” activities
result in increased knowledge or skill in one 's qrea of expertise and may include workshops,
conferences, Seminars, study groups, and individual study. Include participation in conferences,
workshops, and seminars 1ot listed under major activities.

Five graduate students have been funded at various points over the course of the grant. This funding
has resulting in professional development for the students in terms of data management and
analysis, writing presentations and manuscripts for publication, and designing effective unit
training. The graduate students have given posters and presentations based on the grant at
professional conferences and local community events.

How were the results disseminated to communities of interest?
If there is nothing significant fo report during this reporting period, state “Nothing to Report.”

Describe how the results were disseminated to communities of interest. Include any outreach
activities that were undertaken to reach members of communifies who are not usually aware of
these project activities, for the purpose of enhancing public understanding and increasing
interest in learning and careers in science, technology, and the humanities.

We have disseminated the results of the studies supported by the grant to multiple audiences. The
determinants of treatment secking items wWe developed were included in an item bank on the
determinants of treatment secking developed by researchers at the RAND Corporation. The Pl was a
member of an expert panel on the role of stigma and otber barriers to treatment seeking in the
military. Results of the grant were presented to the local Rotary community, and also shared with the
Greenville Health System. Stories based on the grant were published in www.arny.mil and in
Clemson-sponsored publications.
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‘What do you plan t0 do during the next reporting period to accomplish the goals?

If this is the final report, state “Nothing 1o Report.”

Describe briefly what you plan to do during the next reporting period to accomplish the goals
and objectives.

In the next three months we anticipate submitting the manuscript describing the results of the unit

training study.

. IMPACT: Describe distinctive contributions, major accomplishments, inpovations, successes, O
any change in practice of behavior that has come about as a result of the project relative to:

‘What was the impact on the development of the principal discipline(s) of the project?
If there is nothing significant 10 report during this reporting period, state “Nothing fo Report. .

Describe how findings, results, techniques that were developed or extended, or other products
from the project made an impact or aré likely to make an impact on the base of knowledge,
theory, and research in the principal disciplinary field(s) of the project. Summarize using
language that an intelligent lay audience can understand (Scientific American style).

Tn addition to the publications and presentations developed based on the research, products of the
grant have the potential to both advance the understanding of treatment seeking in different
occupations and improve the support for employees I high stress occupations who experience
mental health problems. The determinants of treatment seeking checklist we developed will likely be
used by other researchers. A representative from the Los Angeles Police Department has already

modified the measure for administration t0 police officers.

The unit traiping we have developed may also be used both within the military and within other
organizations to improve the number of supportive behaviors directed towards employees who ate
experiencing mental health problems. The training we have developed was evaluated favorably by
the soldiers who participated in the study, and was found to improve supportive behaviors toward
fellow soldiers experiencing mental health problems.

What was the impact on other disciplines?
If there is nothing significant fo report during this reporting period, state «Nothing o Report.”

Describe how the findings, results, or techniques that were developed or improved, OF other
products from the project made an impact or are likely to make an impact on other disciplines.

Nothing to Report.

‘What was the impact on technology transfer?
If there is nothing significant 10 report during ihis reporting period, stale “Nothing to Report.”
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Describe ways in which the project made an impact, or is likely to make an impact, on
commercial technology or public use, including:

» transfer of results to entities in government or industry;
. instances where the research has led to the initiation of a start-up company, or
. adoption of new practices.

‘T\Iothing to Report.

What was the impact on society beyond science and technology?
Ifthere is nothing significant to report during this reporting period, state “Nothing fo Report.”

Describe how results from the project made an impact, or are likely (0 malke an impact, beyond
the bounds of science, engineering, and the academic world on areas such as:

. improving public fmowledge, attitudes, skills, and abilities;

. changing behavior, practices, decision making, policies (including regulatory policies),
or social actions; or

. improving social, economic, civie, or environmental conditions.

As discussed above, the measures and training developed as part of the grant have the potential to be
applied to seeking treatment for mental health problems beyond the military, including personnel in
other high stress occupations (e.g. police officers, firefighters) and possibly the general public.

5. CHANGES/PROBLEMS: The Project Director/Principal Investigator (PD/PT) is reminded that
the recipient organization is required to obtain prior written approval from the awarding agency
Grants Officer whenever there are significant changes in the project or its direction. If not
previously reported in writing, provide the following additional information or state, “Nothing to
Report,” if applicable:

Changes in approach and reasons for change
Describe any changes in approach during the reporting period and reasons for these changes.
Remember that significant changes in objectives and scope require prior approval of the agency.

\7A11 changes are reported above.

Actual or anticipated problems or delays and actions or plans to resolve them
Describe problems or delays encountered during the reporting period and actions or plans to
resolve them.

Nothing to Report.
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Changes that had 2 significant impact on expenditures

Describe changes during the reporting period that may have had a significant impact on
expenditures, for example, delays in hiring staff or favorable developments that enable meeting
objectives at less cost than anticipated. :

Nothing to Report.

Significant changes in use or care of human subjects, vertebrate animals, biohazards,
and/or select agents

Describe significant deviations, unexpected outcomes, 0F changes in approved protocols for the
use or care of human subjects, vertebrate animals, biohazards, and/or select agents during the
reporting period. If required, were these changes approved by the applicable institution
committee (OF equivalent) and reporied io the agency? Also specify the applicable Institutional
Review Board/Institutional Animal Care and Use Committee approval dates.

Sjgnificant changes in use or care of human subjects

Nothing to Report.

Significant changes in use or care of yertebrate animals.

Not Applicable

Significant changes in use of biohazards and/or select agents

Not Applicable

6. PRODUCTS: List any products resulting from the project during the reporting period. If
there is nothing to report under a particular item, state “Nothing to Report.”

. Publications, conference papers, and presentations
Report only the major publication(s) resulting from the work under this award.
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Journal publications. List peer-reviewed articles or papers appearing in scientific,
technical, or professional journals. Identify for each publication. Author(s); title;
journal; volume: year; page wumbers; status of publication (published; accepted,
awaiting publication; submitied, under review; other); acknowledgement of federal

support (yes/no).

All of the publications and presentations supported by the grant are included after the
Appendices question below. All of the publications were peet reviewed, and contained

an acknowledgment of support from the Grant.

Books or other non-periodical, one-time publications. Report any book, monograph,
dissertation, abstract, of the like published as or in a separate publication, rather than a
periodical or series. Include any significant publication in the proceedings of a one-time
conference or in the report of a one-time study, commission, 0¥ the Tike. Identify for each
one-time publication: Author(s); title; editor; title of collection, if applicable;
bibliographic information, yedr, type of publication (e.g., book, thesis oF dissertation);
status of publication (published,; accepted, awaiting publication; submitted, under
review, other); acknowledgement O, ‘federal support (yes/no).

The grant supported the writing of a book chapter, which is indicated in the Appendix of
publications resulting from the grant.

Other publications, conference papers, and presentations. Identify any other
publications, conference papers and/or presentations not reported above. Specify the
status of the publication as noted above. List presentations made during the last year
(international, nationdl, local societies, military meetings, etc. ). Usean asterisk (%) if
presentation produced d manuscript.

entations that

See the attached Appendix for a complete listing of all publications and pres
were supported by the grant.

Statements of acknowledgment for the support of the grant were included in both
documents.

Website(s) or other Internet site(s)

Iist the URL for any Internet site(s) that disseminates the resulls of the research
qctivities. A short description of each site should he provided. It is not necessary to
include the publications already specified above in this section.

Nothing to Report.
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Technologies or techniques
Identify technologies of techniques that resulted from the research activities. In addition
to a description of the technologies or techniques, describe how they will be shared.

Nothing to Report.

Inventions, patent applications, and/or licenses

Identify inventions, patent applications with date, and/or licenses that have resulted from
the research. State whether an application is provisional or non—provisional and indicate
the application number. Submission of this information das part of an interim research
performance progress report is not a cubstitute for any other invention reporting
required under the terms and conditions of an award.

Nothing to Report.

. Other Products
Identify any other reportable outcomes that were developed under this project.
Reportable outcomes are defined as a research result that is ot relates to a product,
scientific advance, oF research tool that makes a meaningful contribution toward the
understanding, prevention, diagnosis, progrosis, freatment, and/or rehabilitation of a
disease, injury or condition, or to improve the quality of life. Examples include:
. data or databases;
biospecimen collections;
audio or video products;
software;
models,
educational aids or curricula,
instruments oF equipment,
research material (e.g., Germplasm, cell lines, DNA probes, animal models);
clinical interventions;
new business creation; and
. other.

The unit training manuals for the project have been finalized. These include the developed videos,

which have been shared with the Research Transition Office of the WRAIR.
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7. PARTICIPANTS & OTHER COLLABORATING ORGANIZATIONS

What individuals have worked on the project?

Provide the following informati
one person month per year on
of compensation (a person mo

on for: (1) PDs/PIs; and (2) each person who has worked at least
he project during the reporting period, regardless of the source
nth equals approximately 160 hours of effort). If information is

unchanged from a previous submission, provide the name only and indicate "no change.

Name:
Project Role:

Name:
Project Role:

Name:
Project Role:

Name:
Project Role:

Name:
Project Role:

Name:
Project Role:

Contribution to Project:

Contribution to Project:

Contribution to Project:

Contribution to Project:

Contribution to Project:

Contribution to Project:

Sersonnel worked on the Grant over the 5-Year Period

Thomas W. Britt, Ph.D.

Principal Investigator

Managed the overall project. Contributed to manuscripts and
presentations. Primary role in development of the unit and
leader training and coordination of the unit training study.

Cynthia L.S. Pury, Ph.D.

Co-Investigator

Contributed to design of studies and unit training. Contributed
to manuscripts and presentations.

Heidi M. Zinzow, Ph.D.
Co-Investigator
Contributed to manuscripts/presentations, SOme study design.

Mary A. Raymond, Ph.D.

Co-Investigator

Contributed to design of studies and unit/leader training.
Contributed to manuscripts and presentations.

Kristen S. Jennings, M.S.

Graduate Student

Conducted data management and analysis; contributed to
development of unit and leader training.

Uiu Ngae (Janelle) Cheung, B.S.

Graduate Student

Conducted data management and analysis; contributed to
development of unit and leader training.
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Personnel worked on the Grant over the 5-Year Period (continued)

Name: Anna C. McFadden, MLS.
Project Role: Graduate Student
Contribution to Project: Conducted data management and analysis; contributed to

development of unit and leader training.

Name: Crystal Burnette, M.S.
Project Role: Graduate Student
Contribution to Project: Conducted data management and analysis; contributed to

development of unit and leader training.

Name: | Skye Gillespie, M.S.

Project Role: Graduate Student

Contribution to Project: Conducted data management and analysis; contributed to
L development of unit and leader training.
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1. Introduction Auchterionie, & Milliken, 2006; Kim, Thomas, Wilk, Castro, & Hoge,
2010; Milliken, Auchterionie, & Hoge. 2007; Seal et al, 2007, Seal
Since September 11, 2001, American service members have et al., 2009). Approximately 14-28% meet current oY past year criteria
depioyed nearly 33 million times to Iraq or Afghanistan, This number, for PTSD (Seal et al, 2009 Tarielian et al, 2008; Thomas et al, 2010),
as of October 2009, reflects the fact that over 5 million individual ser- 13-14% meet criteria for depression {Seal et al, 2009; Tanielian et al,
vice members have deployed, with nearly 800,000 deploying multiple 2008; Thomas et al., 2010) and 3-5% meet criteria for alcohol or drug
times (Tan, 2008). Current military operations frequently jnvolve use disorders (Seal et al., 2000). In a representative sarnple of the US.
multiple deployments and high intensity guerilla warfare, resulting in population, the rate of cusrent PTSD is estimated to be 3%, and the
heightened expasure to traumatic events such as direct fire, wimessed rate of major depressive disorder is estimated to be 7% (Kessier, Chiu,
violence, and physical injury (J-MHAT 7, 2011; Seal, Rertenthal, Miner, Demier, & Walters, 2005). Therefore, the estimated prevalence of
Sen, & Marmar, 2007; Wright, Huffman, Adler, & Castro, 2002). For PTSD is five to seven times higher and the prevalence of depression is
example, commonly reported stressors among soldiers and marines twice as high among recenily deployed service members. The preva-
returning from military opperations in Afghanistan and Trag incude lence of alcohol and drug use disorders appears to be similar across
roadside bosnbs, length of deployment, handling human remains, kill- civilian and deployed military personnel samples (Grant et al,, 2004,
ing an enemy, seeing dead or injured Americans, and being unable to ramchand et al, 2011).
stop a violent situation (Hoge et al., 2004), In studies of soldiers and ma-
rines who deployed to Irad, 71-86% reported having engaged in a fire- 3. Mental health treatment-seeking

fight, 50-57% had handled human remains, and 55-58% had

experienced an improvised explosive device (Hoge et al, 2004; Despite high rates of mental health disorders, a 1arge portion of sol-
J-MHAT 7,2011). Combat exposure s associated with a high risk ofde-  diers do ot get help for their difficulties. Several studies of recenty
veloping mental health problems, including posttraumatic stress disor- deployed service members indicate that approximately half of individ-
der (PTSD), depression, and substance abuse/dependence (€2 Cesster,  uals with a mental health problem Ao not seek mental health services
Sormega, Bromet, Hughes, & Nelson, 1995} (Hoge et al,, 2006; Kehle et al., 2010; Tanielian ¢t al, 2008). In a study

Despite these needs, rates of mental health treatment-seeking  of soldiers and Marines who met criteria for a psychiafric disorder,
among military personnel are Jow. Therefore, it is important to under- only 23 to 40% reported receiving professional help dusing the previous

srand barriers and facilitators of treatment-seeking in this population.  year {Hoge et al, 2004). Furthermore, most soldiers do not pursue
In order to facilitate receipt and delivery of effective treatments, itis  follow-up care after their initial referral to mental health treatment. In
also jmportant to evaluate the empirical support for interventions  a study of Iraq veterans, only 429 of those referred for mental health
designed to alleviate the mental pealth problems that are commonly  treatment received follow-up care (Milliken et al, 2007). Therefore, it
encountered in military settings. Although several of these treat- appears (hat soldiers do not seel or receive mental health services com-
ments have been evaluated for the veteran population, fewer have mensurate with the high needs for (veatment i this popuiation.

been tested among active duty personnel. In the present review we

pay special attention to the chailenges associated with active duty 4, Barriers to mental health treatment-S ceking
service members seeking and penefiting from mental health treat-

ment {eg. Stgma, demanding V‘,"OE]{ sched.ules, Tow emotional en- Prior researchers have posited thatone of the primary reasons sol-
gagemen.t), and dlSC'L'.SS adaptanons to e\rlden_ce-based tregxtments diers do not seek treatment for psychological problems is the stigma
that can Improve their effectiveness when applied to the active AUy agsociated with dmitting psychological difficulties (Britt, 2000;
and returning veteran Pom?iatlm,l‘ . . Greene-Shortridge, Britt, & Castro, 2007; Porter & Johnsan, 1994). Sol-

Th‘? pr_ese_nt review begins with a discussion of the 'pre‘l\ra.ierlac'e of diers may believe that seeking treaiment from a mental health pro-
psychiatnic disorders and mental health treatment-seeking 11 military fessional will lead other soldiers to view them as weak and
populations, We then summarize research on barriers ana facilitators incapable of ha adling their own p roblems, and that their com-
of treatment-seeking and effectively engaging in treatment. Next, We manders will view and rate them differentiy.‘ Britt (2000} examnined
review treatment-outcome studies that have been conducted with {he stigma asso Ciated with having a psychological versus medical
active duty and returning veterais, with a focus on how these treat- problem among coldiers (N=800) retu rning from a peacekeeping
ments address the challenges of delivering treatment in the military mission fo Bosmia. Biitt (2000) found that 61% of soldiers agree d
environment. Finally, we describe the importance of treatment adap-  ith the statement that admitting a psychological problem wauld
rations that address barviers o care 3BOrE military pessonnel, and  parm their career (compared to 43% for admicing a medical problem)
programs shat attempt to reduce the stigma associated with getting and 45% believed that admitting a psychoiogical problem would

needed treatment- cause their co-workers to have less confidence in them {compared

{0 22% for a medical problem). Overall, the stigma associated with ad-

2. Prevalence of psychiatric disorders mitting a psycho!.ogical problem was significantly higher than the
stigma associated with adritting a medical problem.

studies estimate that 19-44% of soldiers returning from Afghanistan simitarly, a study of QFEF/OIF veterans found that one in three service

or Iragq (Operation Enduring Freedom (OEE), Operation iragi Freedom  members were concermned about stigma associated with mental health
(OIF)) meet current criteria for a mental health diagnosis (Hoge, treatment-seeking (Hoge et al, 2004), and another study of Irag
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veterans found that 70% had a concerrl about being Jabeled as having a
mental disorder {Stecker, Fortney, Hamiiton, & Aize, 2007). These con-
cerns are likely to be elevated inthe military environment due to the fact
that commmanding officers have access 10 service members’ mental
health records, and service mmembers who are seen as wunfit” for service
can be discharged or removed from duty {Poerier & jehnson, 1994; Vogt,
2011).

in addition to the stigma of seeking treatment, researchers have
found that service members perceive practical barriers associated
with getting care, such as not having adequate transportation to get
to treatment, not being able to get time off for ireatment, and not
having financial resources for treatment (Britt et al., 2008; Hoge
et al, 2004; Sayer et al., 2002, wright et al, 2009). Hoge et al.
(2004) found that soldiers returning from Irag who scored positively
for a mental health problem wer¢ rwice as likely as other troops tore-
port fear of stigmatization and concern about practical barriers to
obtajning psychological help. In addition, Britt, Greene, Castro, and
Hoge (2006} found that among soldiers reposting & psychological
problem, those who sought treatment for their problem reported
Jower stigma and fewer barriers to care than those who did not
seek treatment. Research has shown that stigma and practical bar-
riers to care represent two different dimensions regarding why ser-
vice members do not seek needed treatment {Britt et al. 2008,
Wright et al, 2009), and will likely reguire different interventions
to encourage treatment-seeking.

Although most of the research on determinants of treatment-
seeking in a military setting has focused on stigma and practical barriers
to care, some recent research has investigated the role of personal be-
jiefs about mental iliness and treatment. Regarding personal beliefs
ahout mental iliness, one qualitaiive study of active-duty male Air
Force personnel experiencing symptoms of PTSD found that soldiers
felt they could handie the problems themselves, that they were not
ready to tallc about their problems, and that they did not want o
make a big deal out of their symptoms (Visco, 2009}, Similarly. Britt
et al (2011} found that Reserve Component veterans who had amental
health problem buf did not seek treatment reported beliefs that the
problem was 1ot severe or that the veteran could handie the problem
themselves. Beliefs that psychologica] problems casn be handled oneself
may delay treatment-seeking (MacKenzie, Gekoski, & Knox, 2006
Mackenzie, Knox, Gekoski, & Macaulay, 2004). Such befiefs may be
mere prevalent in military settings, where soldiers are expected to
“tough out” difficult ematians {Nash, silva, & Litz, 2009; Vogt, 2011).

studies have also identified beliefs about mental health treatment
that serve as barriers to care. These include beliefs that providers are
untrustworthy or won't understand them, that treatment js not help-
ful, that treatment is only for extreme problems, and that negative
side effects will be experienced in response to medication (Edlund,
Fartney, Reaves, Pyne, 8 Mirtal, 2008; Kim, Britt, ilocko, Riviere, &
Adler, 2011; Sayer ef al., 2009). In addition, a discouraging social nef-
work and lack of knowledge about mental iliness represent potential
determinants of treatment-seeking behavior in military populations
(Sayer et al,, 2009}

1 smail number of studies have empiricaily examined the relation-
ships between these attitudes and treatment-seeking. Ina study of sol-
diers who had deplayed to Iraq, negative attitudes apout mental health
care were associated with decreased fikelihood of seeking treatment
(Wehle etal, 2010). Among National Guard and reseryist soldiers, neg-
ative beliefs about psychotherapy and decreased levels of perceived
unlit support were associated with more stigma and barriers to care.
Negative beliefs about mental health care have also been associated
with decreased likelihood of seeking counseling and medication
(Pietrzalk, Johnson, Goldstein, Malley, & Southwick, 2009), Kim et al.
(2011) examined treatment-seeking in acive duty soldiers deployed
to Irag, and found that negative beliefs about mental health treatment
and mental health professionals distinguished soldiers with a mental
health problem who sought treatment from those who did not. These

hology Review 32 {2012} 741753 743

studies suggest that stigma, access to care, and beliefs about mental
health treatment alk represent important barriers to mental health ser-
vice use, Therefore, interventions that address these barriers would
likely be of benefit in facilitating mental health treatment-seeking.

5. Facilitators of mental health treatment-seeking

In contrast to research on the barriers to mental health treatment
secking, little research has examined facilitators of treatment-seeking
in military samples, and only a few studies nave focused on active
duty service members, Two studies have examined the relation be-
tween leadership and narriers to care. Wnght et al. (2009} surveyed
680 soldiers in combat support units three months after deployment
to Irag. Findings indicated that soldiers who rated their leaders {offi-
cers) more highly op teadership skills and reported higher unit cohe-
sion were less likely to report stigma towards mental health
treatment-seeking, They were also Jess Jikely to endorse barriers fo
care such as scheduling and logistical difficulties, Britt, wWright, and
Moore {2012) examined noncommissioned officer (NCO) and officer
leadership (both positive and negative leader behaviors) as predic-
tors of stigma and practical barriers, both between soldiers and with-
in soidiers over a three month time period. These authors found that
NCO leadership was a Stronger predictor of stigma and barriers to
care than officer leadership, which is consistent with the argument
that NCOs have a Mmore direct irnpact on their unit members
(Knapp, McCloy, & Heffner, 2004; Van iddekinge, Fersis, & Hefiner,
2009). Furthermore, within soldiers, changes in negative leader be-
haviors were associated with changes in perceived stigma over 4
three-month time period, whereas positive leader behaviors were as-
sociated with fewer barriers over the same time period.

A third study was restricted to active duty Canadian military
members who met coiteria for a lifetime PTSD diagnosis {Fikretoglu,
Brunet, Schmitz, Guay, & Pediar, 2006). In this study, participants
with a history of sexual trauma were more likely to seek treatment
shan those expesed to war zone trauma. Individuals with more in-
starices of trauma exposure and whose symptoms interfered with
functioning were alsg mote jikely to seek treatment. Finally, being
married or previously married, as well as reporting an income of
$40-$60K per year (Vs. >$80K), was associated with increased likeli-
hood of seeking treatment,

Other studies of facilitators of mental health treatment-seeking
among military personnel have relied on veteran samples. in one
study of 174 veferans who had sought outpatient treatment for
PTSD at a Veterans Affairs (VA) Medica Center, previous inpatient
mental heaith treatment, but not PTSD symptom severity, was associ-
ated with future mental health service use (Fihai et al, 2007).Ina
study of Australian Vietnam war veterans, researchers found that vet-
erans were more likely to self-refer for govemrnent-funded freat-
ment if they had negative feelings towards others after arriving
home, if they felt discriminated against for Vietnam veteran status,
if they were reluctant to reveal their veteran status, 0T if they recently
talked or argued about Vietnam (Dobson, Grayson, Marshall, &
O'Toole, 1998).

One qualitative study of 44 Vietnam and OEF/OIF veterans examined
the determinants of PTSD treatment-seeking (Sayer et al., 2000). Treat-
ment facilitators were grouped into four themes; a) recognition and ac-
ceptance of PISD and availability of help, b} treatment-encouraging
beliefs, ¢) system facilitation, and d} social network facilitation and en-
couragement Examples of treatment-encouraging beliefs were “getting
help is socially acceptable,” “treatment is helpful,” and “the system is
trustworthy.” Syster facilitators inchuded procedures that reduced stig-
ma, improved access and PTSD recognition, as well as providers that
promoted help-seeking. Taken together, these studies indicate that
trauma history, symptom interference, prior treatment-seeking behav-
jor, supportive organizational climate, social facilitation, systems that
promote treatment-seeking, and beliefs about treatment represent
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facilitators of treatment-seeking among military service members. Fur-
ther research is needed to determine which of these faciiitators are
most important in determining treatment-seeking behavior.

6. Barriers to effectively jmplementing mental health
interventions with military service members

Aside from barriers to accessing mental health treatment, such as
stigma and difficult work schedules, certain barriers to effectively
implementing menial health interventions have been noted among
military personnel, First, researchers have phserved that engagement
in treatment and developing a therapeutic relationship are frequently
a problem when treating military personnel (Flack, Litz, & Keane,
1698). Simjlarly, emotional detachment presents a particular chal-
lenge for the implementation of techniques that require significant
engagement with traumatic memories and threatening stirauli
(Reger & Gahm, 2008). Furthermore, anger is a prominent feature of
combat-related PTSD, with one study of Vietnam veterans finding
that anger accounted for 40% of the variance in PTSD scores after con-
trolling for age, education, and combat exposure {Novaco & Chemtob,
2002). In a study of 103 veterans, Forbes et ak (2008) found that
anger predicted worse PTSD treatment outcome (i.e., more symptoms
2t 9 month follow-up). The authors suggested that anger can impair
the ability to engage in trauma-related fear during therapeutic exer-
cises, interfere with the therapeutic alliance, inhibit self-reflection,
and result in prematuré termination. Not surprisingly, researchers
have noted that cognitive—behaviorai interventions are difficult to
implement with military populations until improved arcusal man-
agement has been achieved (Creamer & Forbes, 2004).

These problems may he prominent ameng military personnel for
ceveral reasons. FIst, elevated rates of childhood trauma exposure
and difficulty trusting civilians may lead to interpersonal difficulties, in-
cluding challengesin developing a therapeutic alliance. second, military
training that emphasizes mental toughness, the need to shut down
emotions, and the use of anger as an adaptive way to respond to threat
could lead to trouhie experiencing fear and other relevant emotions in
mental health {reatment (Creamer & Forbes, 2004; Forbes et al,
2008). Third, lengthy combat deployments that involve emotionally
challenging work could encourage prolonged hyperarousal and emo-
tional detachment, and potentially lead to changes in biology that result
in “treatment resistant PTSD” (Creamer & Forbes, 2004: Reger & Gahmy,
2008). Fourth, military service members are primarily male, and men
have been shown to be less responsive than womern fo pharmaco]ogical
and psy(;hological treatment for PTSD (Foa, Keane, & Friedman, 2000).
Finally, a particular harrier for active duty service members involves
their fluctvating assignments and frequently changing duty stations,
which results in high dropout rates from treatment (Mclay et al,
2011). Although researchers and clinicians have often described these
barriers to treatment engagement among military personnel, their con-
clusions have been primarily based on clinical chservation and theory.
Therefore, more research is needed to confirm the prevalence of these
bagriers, and to examine their relationship with treatment cutcomes.

We next describe interventions and treatment adaptations that
have been developed to address barriers to care and facilitate receipt
of needed treatment among active duty and returning veterans. We
first describe several early or preventive interventions that have
been applied within the mmilitary context in the hopes of returning
soldiers to duty quickly before symptoms seach a high level We
then address adaptations that have been made to traditional mental
health treatment in order to enhance the likelihood that service
members will access and engage in treatment. Finally, we describe in-
serventions that are not intended to treat symptoms, but also serve to
facilitate mental health treatment-seeking. Throughout our review,
we focus on the importance of empirically evaluating the effective-
ness of these interventions and modifications to ensure service Mem-
bers are receiving evidence-based care.

7.Early, preventive interventions that may address barriers to care

Early and preventive interventions are more likely than formal
mental health treatments to be delivered in the operational environ-
ment while the service member is still in the presence of his or her pri-
mary unit. Therefore, preventive interventions may bypass some of
the logistical factors that deter military personnel front seeking formal
mentat health treatment They may also facilitate treatment-seeking
by encouraging early recognition of problems that require further
treatmnent, and by reducing stigma towards formal mental health
treatment-seeking. In the present section we discuss a pumber
of such interveations, and highlight the impartance of establishing
their efficacy. Tabie 1 summarizes early interventions, barriers/
facilitators addressed, and cutcomes for studies that included active
duty or OEF/OIF veterans. To interpret effect sizes, we followed
Cohen's (1988) guidelines: 2 =small;.5 = mederate; .8 =large.

7.1. Combat Stress Control Treatment

- One category of these interventions fails under the domain of
combat Stress Control Treatment (CSC). This treatment adopts the
05, Department of Defense’s BICEPS, PIES, and PIE principles
(Department of Defense, 1058). BICEPS is an acronym that subsumes
the PIES and PIE principles, and stands for the following:

Brevity. Treatment is short-termm, problemffocused, and geared to-
wards return to service.

Irmmediacy. Offer treatiment as sgon as Symptoms are evident. This
conveys thata psychological injury is taken as seriously as a physical
injury, and maintains an expectation of recovery and return e duty.
Cenfrality. Treatment is offered in a centrai zed Combat Stress Con-
trol unit, which is kept separate from the medical unit. The aim is to
reduce stigma associated with seeking mental health services.
Expectancy. Treatment conveys the expectation that soldiers will
recover and return to duty.

Proximity. Care is provided as close to the battlefield as possible. The
aim is to reinforce the idea that soldiers will recover, do not need to
be stigmatized and separated from their wunits, and will return to
duty.

simplicity. Aside from psychotherapy. treatment ensures that basic
needs are met, such as rest, food, hygiene, and reassurance.

in one study of 38 active dury personnel who were referred by
mental health providers, participants completed a two day CSC pro-
gram while deployed to Trag (Potter, Baker, sanders, & Peterson,
2009). The program consisted of psychoE:ducational classes and indi-
vidual therapy sessions that focused on stress reactions, coping skills,
stress management, and interpersonal relationships. Program com-
pleters exhibited reduced PTSD symptorns and general distress,
resulting in a moderate pre-post eftect size. Although the study did
not include a comparison groug, these findings suggest the potential
utility of applying this brief form of treatment to soldiers in a
deployed setting.

7.2. psychological debriefing

Other brief, early interventions are intended to prevent chronic
symptoms and are based on the psychological debricfing model. This
approach typically involves group sessions after exposure (0 fraumatic
stressors that focus on sharing emotional Tesponses and normalizing
common Teactions (Raphael & wilsan, 2000). Such approaches may
help combat stigma towards mental health treatment-seeking, since
they are not presented as mental health treatment, but rather as an op-
portunity to share commnon reactions to extreme stressors in the con-
text of an organizational duty. One of these models is termed Critical
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Table 1
\ntervention

Intervention
conditions

study

Sarmple

Early, preventive imterventions

pdler et al. 052 active Critica) incident
(2008) duiy stress debriefing
peacekecpers (CIsD)
Adler et al. 2297 OEF/OIF 1, Batilemind
(2009) returning debriefing
veterans 2. small Battlemind
training
3. Large Baitlemind
training
4, Stress education
Blevins et ak 144 OFF/OIF 1. Life Guard
[2011) returning workshop
veterans intervention
2, Delayed
intervention
control
Bryan and 192 active duty pefender's Edge
Marrow soldiers {DEFED)
(2011}

Individual and group
Combat Stress
Controt (€5C)
treatment

38 active duty
saldiers

Potter er al.
(2009}

adeptations, barriers/acilitators addressed, and treatment QUtCOMEs.

Setting

Base camnys during
deployment

U.S. military
installation;
Srnall groups
in classreoms;
Large groups
in theater

(.S, driff training
sites

During deployment;
skills training
during battie drills,
training, missions;
services in medical
offices

CSC Restoration
Center at an
Air Base during
deployment

Brief interventions integrated into military and medical settings

Cigrang ef al. 15 OEF/OIF YE/CPT
(2011) veterans
Corso et al. 19 active duty 1. Writing exposure
{2009} soldiers 2. Impact statement
{cognitive
restructuring)
3.TAU
Steenkamp 8 active duty PECPT
ctak Marines
(2011)
virtual Reality Therapy
Melay er al. 20 active duty 1, VR-GET
(2011} soldiers 2. TAU
Reger et ak. 24 active duty VEE
(2011) soldiers

Teiehealth service delivery

itz et al. 45 service 1. Self-management
(2007} members, CBT
OEF/OIF ar 2, Supportive
g/11 exposure counseling

Primary care
clinic at an Army
medical center

Family medicine
clinic at an Air
Force base

Behavioral health
clinic at Marine
Camp .

U.S. Navy medical
facilities

1.5, Ay medical
center

internet
(while in IS0

Treatment adapfations

Brief

group debriefing
Administered by
military personne]
Brief

Emphasize
reintegration
Reframe treatment
perceptions
Incorparated into
standard
reintegration training
Brief, interactive
workshop
Incorporated inte
military training
Peer support

Emphasizes resiliency
Reframes symptom/
treatment perceptions
Conducted in contex{
of work duties
Clinician milifary
integration

nedical and wark
duty settings

Uses BICEPS principles

Brief
Delivered in
priznary care

grief
Delivered in
primary care

Brief

In garrison

Avoided stigmatizing
language

Targeted grief,
shame, guilt

virtual teality
Physiologic monitoring
Skills training
Virtual veality

Internet-based
delivery

view 32 (2012) 741-753
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Barriers/Facilitators
addressed

Practical barriers
{time, access)
Stigma

practical barriers
{6me, access)
Stigma

Negative mental
health pesceptions
Early symptom
identification

Practical barriers
(time, access)
Engagement
£ncouraging social
netwark

Practical barriers
(timne, access)
Stigma

Negative mental
fhealth perceptions
Engagement

Early recogniticn

Practical barriers
(time, access)
Stigma

Practical barriers
(time, access)
SHgma

practical barriers
(time, access)
Stigma

Practical barriers
(time, access)
Stigma

Negafive perceptions
of mental heaith
Military-related
beliefs

Practical barriers
(time, access)
Engagement Stigma
Practical barriers
(time, access)
Engagement Stigmna

practical barriers
[time, aCcess,
Fesources)
Stigma

Qutcome
measures

PCL; CES-Di
Conflict Tactics
Scale

PCLy
PHQ-Depression;
Sjeep probiems;
Stigma

Short Form Health
Survey-12, PHQ:9,
Generalized
Anxiety Disorder
scale (GAD), panic
screen from Brief
PG, PCL-C, Buss-
Perry Aggression
measure, Dyadic
Adjustment Scale
(DAS), CT5, AUDIT

PCL-M; Outcome
Questionnaire—qs

PSSLII

PCLAM

PHO-9

Behavioral Health
Measure

PCL-M; Behavioral
Health Measure-20

PCL
PHQ

CAPS

PCL-M

BA}

BDHI
PSSi-1

Average pre-post
effect sizes (d)

0.06

8.5 month
follow-up:
36

1..09°
2,.02
3..08

Significant
changes:

1, PHQ-9, GAD,
PCL-C, DAS

2. None

043

1.0.72
2. 147
3,049

1.73

1.1.29
2. 044

1.37

Pre-post
1.1.00
7,068

& month
follow-up
1. 1.63
2,080

{continued on next poge}
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Tabsfe 1 {contimed]

Study

Teleheaith service delivery

sample
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conditions

Setting

Treatrnent adaptations
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parriers/Facilitators

addressed

Cutcome
measures

Average pre-post
effect sizes (d)

sorand etal. 13 veterans 1, In-person group VA clinic 2 sessions p/week Practical barrers CAPS Significant
(2011) (38% QFEF/0IF) CeT conference 100mM Group teleconference (time, access, difference on
2, Teleconference delivery Fesources) €APS for both
group CPT Pretreatment PTSD Beliefs abouf groups; 1o
psychoeducation mental health difference
Modified CFT language between groups
ta ease understanding
for veterans
Strachan etal. 31 QEF/OIF 1, PE/BA in-person VA medica} center Telehealth delivery practical barriers PCL-M 1, 0.50
(2011} veterans 2. PE/BA home or home (in U.5.) (time, access) BDI-I 2. 0.67
based telebealth Stigma BAl
Tuerk et al 47 combat 1. PE in-person VA medical cenrer Telehealth delivery Practical barriers PCL-M 1.3.20
{2010} veterans 2, PE via relehealth or home {in US.) {time, access) BDI-IL 2,258
(72% OEF/OIF) Srigma
Group Therapy
Alvarez et al, 197 veterans 1. CFT VA residential Gronp format Practical barriers PCL, 804, Brief 1,042
{2011} (8% DEF/OMF) 2. TAU treafment Pretreatment PTSD (resources) COPE, Symptom 2,004
program psychoedncau'an Beliefs 2bout Checklist-6,
Modified language mental health Quality of Life-BREF
to be more relevant
for veferans
wormanetal 14 OFF/OIF Seeking Safety (55) VA medical Brief Practical barriers PCL-M; BDI-I .76
12010} veterans center {rime)
Treating complex
pioblems
Screening and Early IJdentification
oyt and Candy Madigan ATy Army-wide U.S. Army Contact with provider Stigma
(2011) Medical Center screening medical center Psychaeducation on Early symptem
symptoms jdentification
Refesrals from Organizationzl
comsmanders suppoit
£ngel et al. 30 primary RESPECT-MIL U.S, Army primary screen mental health stgma
(2008} care care clinic problesns Early symptorm
providers in primary care settings jaentificarion
Interface hetween Treatment
primasy care and engagement

mental heaith clinics

Enlisting fellow umit members to assist service members il need of treatinent

payne et al. Active duty Unit Waich In garrisen and Unit members reduce Stigma af inpatient

{2008} Army soldiers operational seitings:

Greden et al.
(20103

PCL = PISD Checklist; PHQ
Seale; CES-D = Center for Epl
Anxiety Inventory: AUDIT = Alcohol Use Disorders |
PE = Prolonged EXposure;
CPT = Cognitive Pro

a gaseline scores Were Do)
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itive effects of

suicidal,’homicidal
1isks and ensure
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outpatient (reatment
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interventions reframe post-depl pyment difficulties as resulting from ef-
fective occupational ckills that can become problematic at home if not
adapted (€8 maintaining tactical alertness in combat can lead to
hypervigiiance at home). Soldiers are encouraged to adapt combat skills
for the home environment {&.g., forming close bonds with unit mem-
hers can translate to fornning close bonds with family members).

In a randomized trial with 2207 soldiers following deployment to
Traq, Adler et al. (2009} compared Battlemind debriefing and training
to a stress management condition. AmMong soldiers with high levels of
combat exposure, Rattlemind debriefing and training resulted in
fewer PTSD symptoms, depression symptoms, and sleep problems.
Large group pattlemind training participants with high combat expo-
sure also reported lower Jevels of stigma, These findings support the
efficacy of this parly intervention for at-risk service members
post-deployment. However, it should be noted that a few studies of
cvilian populations have seported symptom exacerbation following
psycho}ogical debriefing (Bisson, Jenkins, Alexander, & Bannister,
1997 Cuijpers, Van Straten, & Smit, 2005; Hobbs, Mayou, Harzison,
% Worlock, 1996}, suggesting the need for further research and cau-
tious application of this approach.

7.3, Resiliency training

"Defender’s Edge” represents another preventive intervention that
was designed for active duty Air Force Security Forces (Bryan &
Motrow, 2011). The progran emphasizes resiliency and reframes
cambat as “an athletic event requiring high levels of physical and
mental fitness and endurance {pg. 18}.7 Skills training is conducted
in five 30-minute modules occurring during battle drills, training,
and actual mijssions. The modules consist of “Fatigue Counterrea-
sures” (e.g. sleep hygiene}, »adrenaline Management,” (.. stress
rmanagement}, “Mission Focus” (e.g- cognitive restructuring, goal-
setiing), "Killing," (e.g., trauma prevention, grief), and «Mind Tactics”
(e.g., social support, distress tolerance ). Skills were presented as nec-
essary for “pptimal combat performance." The facilitator, a clinical
psychologisf, participated in the full spectruim of unit activities. This
allowed the psychelogist to develop a shared experience with service
members, 1o reduce the perception that mental nealth is disconnect-
ed from the unit, and to deliver immediate consultation on a range of
health issues. Clinical services were provided in the medical officer’s
exam office to reduce the stigma of entering the mental health set-
ting. The authors seported that among a squadron of 192 Air Force
gecurity Forces deployed to lrag, service members found the mter-
yention to be heipful and trustworthy. Unfortunaiely, no information
was provided on the extent to which the training reduced different
mental health symptoms.

A similar preventive intervention, Comprehensive Soldier Fitness,
focuses on deveioping psycho]ogical resilience and is currently being
implemented Army-wide, One component involves training NCOs o
be Master Resilience trainers (Reivich, Seligman, & McBride, 2011).
As part of this training, service members fearn how to develop
self-awareness, seif-regulation skills, cognitive restructuring skills
(“building mental toughness”), and iﬂterpersonal/communication
skills. Although the intervention is currently in the process of being
evaluated, findings have not been published.

Another resiliency-hased preventive intervention called “Life
Guard: Bringing New Life to the Guard," was based on the principles
of Acceptance and Commitment Therapy (ACT, Blevins, Roca, &
Spencer, 2011 ). ACTis 2 third wave behavior therapy designed to in-
crease accepfance of private experiences (e.g., emotions, thoughts,
sensations), increase distance from maladaptive thoughts, and en-
courage engagement in aciivities consistent with personal values
{Hayes, 2004). In a study of Life Guard, 144 Nationat Guard service
members completed a two-hour interactive workshop that was
designed to promotfe resiliency and post-deployment reintegration.
The program focused on providing skills a service member could

use to assist feilow service members, thereby reducing the stigma as-
sociated with acknowledging the need for personal assistance. The
training was administered by a team that included a nurse, 8 social
waorker, a psychologist, and a recreational therapist. It incorporated
three skill sets: a) Awarerness {recognizing the relationship between
person and private experience), b) Acceptance (nonjudgmental
acceptance of private evests, such as distressing memories), and
o) Value-Based Living {living in a goal-directed manner). Life
Guard was presented in a fashion amenable t0 the military setting
(ie., densely packed schedules with few fimes when soldiers are in
one location for treatment). Therefore, it was implemented when
soldiers were assemnhled for drills and was condensed into a brief
workshop. To increase engagement, PowerPoint presentations were
avoided and interactive exercises were emphasized.

In comparison 10 a delayed intervention control group, interven-
tion participants reported fewer symptoms of depression and greater
relationship qatisfaction. On the other hand, groups did not differ on
PISD symptoms, substance abuse, and overall mental health func-
tioning. A limitation of this study is that participants were not ran-
domized to condition, and there. were differences between groups
on variables such as combat exposure, injury, and PTSD. Further
research is needed using randomized designs, comparing Life Guard
to standard ACT protocots, and conducting long-term follow-up to de-
termine whether such brief interventions can prevent development
of mental health symptoms.

In general, the increased use of brief/early interventions such as
CSC, Battlemind, Defender's Edge. Comprehensive spoldier Fitness,
and Life Guard may help reduce stigma towards mental health prob-
lems and treatments, and serve as a sgateway" for seeking more in-
tensive psychotherapy. For example, the study of Defender's Edge
reported that 20% of participants voluntarily initiated contact with
the integrated psychologisn which sometimes resulted in completion
of a course of psychotherapy (Bryan & MorTow, 2011). These inter-
ventions also offer an opportunity to focus on early symptom man-
agement and arousal reduction, which can increase the effectiveness
of later interventions. Furthermore, Battlemind specifically addresses
the importance of not Jetting stigma deter a service member from
getting the mental health treatment he or she needs.

8. Adaptations of mental health interventions that may address
barriers te care

In addition to early and preventive inferventions, several formal
mental health treatments have been adapted :t0 address Darriers
to care in the military context. The interventions that have garnered
the most support for treating veterans are grounded in the cognitive-
behavioral therapy (CBT) framework. These interventions tend to
focus on altering maladaptive thought patterns and wehaviors in order
to alleviate psychological symptoms. The CBT interventions that have
received the most empirical support for the treatrnent of trauma-
related disorders among veterans are Prolonged Exposure therapy
(PE) and Cognitive processing Therapy (CFT) (VA/DOD, 2010). PE in-
volves repeated exposure to traumatic mermnories and trauma-related
cues (Foa & Kozak, 1986} It also incorporates psychueducation
(i.e., common reactions to trauma) and breathing retraining tech-
niques. CPT involves exposure therapy via written narratives of
traurpatic memories, coupled with modifying "stuck points” or mal-
adaptive beliefs that emerge from the narratives (Resick & Schnicke,
1992). These inferventions generally invoive 10-20 individual therapy
sessions (50-90 min) and are administered by behavioral health pro-
fessionals. Both PE 4nd CPT have been chosen for widespread disserni-
nation in the Veterans Affairs (VA) healthcare systemn.

PE, CPT, and other interventions have been adapied in several
ways to address the needs of active duty service members and
returning veterans. In the following section, we describe these freat-
ment adaptations, how they address barriers to care, and the results
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aof treatment-outcome studies for these adapted interventions. Treat-
ment adaptations have included: changing service delivery formats,
addressing negative peliefs about mental health treatment and symp-
toms, and tafloring components for military-spedific issues. Table 1
Surnmarizes treatment adaptations, barriers/facilitators addressed,
and outcomes for studies that included active duty of OEF/OIF
veferans.

§.1. Changing service delivery formats

81.1. Brief Interventions that are integrated into military and medical
settings

A few abbreviated versiens of PE and CPT protocols have been
evaluated. The use of abbreviated versions of mental health treatment
protocols helps address the demands of @ deployment environment
that involves long work hours, unpredictable schedules, and frequent
changes in 1pcation. In addition o brevity, interventions need to be
flexibie to adapt to the changing militacy eqwvironment. For example,
treatment may need o be jmplemented o an aitered schedule of
in changing locations, including outside of the clinic. Researchers
have recommended the use of ongoing needs assessments to assess
changing cognitive, physiological, and emotional stresses that vary
with the changing demands of the military environment (Reger &
Mooye, 2006).

These brief, flexible interventions frequently involve integration of
mental health providers into military and primary care gettings. This
change in service delivery format could improve treatment in the fol-
lowing ways: a) reduce stigma, ) reduce the perception of clinicians
as “outsiders,” ¢ provide more ppportunities for soldiers to interact
with service providers, d) educate providers on military culture and
duties, e} allow service providers to callaborate with teaders and
other professionals, f) encourage mental health and primary care pro-
viders to address the comerbid psychological and medical problems
that are frequently observed in OEF/OIF veterans (Batten & pollack,
2008), and f} allow clinicians to incorporate the military environment
into exposure exercises (€.E. tactical training and drills allow for safe
in vivo exposure; Hoyt & Candy, 2011).

In one of fwo small studies of abbreviated, combined PE/CPT proto-
cols, 15 active duty OEF/OIF veterans received combined PE and CPT
in four to six 30 minute appointments (Cigrang, ef al., 2011}, This in-
tervention employed the Prismary Care gehavioral Health madel/
Rehavioral Health Consultation (BHC) model, wherein psychologists
were embedded in the primary care setting and served as behavioral
health consultants {0 medical providers. Participants met with behav-
joral health consultants inthe primary care setting hiweekly, complet-
ed a detailed nafrative of the most distressing deployment event,
re-evaluated problematic beliefs, and completed in yivo exposure
activities. I symptoms Were not alleviated by the conclusion of treat-
ment, participants could be referred ¢ specialty mental health care.
Treatment completers (n=10) improved on PTSD severity, depres-
sion, and global mental health functioning. Fifty percent of treatment
completers did not meet criteria for PTSD at one month follow-up.
Although the dropout rate was higher than civilian PE studies, it was
comparable 10 studies with veterans (e.g., Schnury et al, 2007}
The average pre-follow-up effect size was moderate (d=.43) but
smaller than the average pre-post effect size for a randomized trial
of 65 OEF/OIF veterans who received the standard version of PEin a
VA medical cenfer (d=1.66 wuerk et al, 2011).

* In a second pilot study of a brief, combined PE and CPT interven-
on for active duty personnel, Sreenkamp et al. (201 1) reported sig-
nificant reductions in PTSD symptoms in a sample of 8 Marines, The
intervention was conducted in garrison via six 90 minute individual
therapy sessions. Fffect sizes were large and comparable to the full
PE intervention {Tuerk et al., 2011). Both of these studies were Tirmit-
ed by small samiples and lack of a control group.

A third study examined an abbreviated version of CPT within a san1-
ple of 19 active duty service members (Corso et al., 2009), This treat-
ment alsa implemented the BHC model, delivering five 30 minute
sessions in a family medicine clinic. Other adaptations included provid-
ing information 0D post—deployment reintegration techniques and
modifying terminology to be military-specific. Two trief versions of
CPT were implemented: a) writing exposure alone, and b} impact state-
ment alone (i.e. identifying and modifying problematic cognitions).
These interventions were compared to each other and to 2 treatment
a5 usual condition. The impact statement condition was the only condi-
tion to exhibit significant pre-post imprevement on PTSD and global
mental health, with a large average effect size (d= 1.47). Participants
in the writing exposure condition reported worse global mental health,
which the authors suggest could be due f© difficulty implementing
exposure therapy in a brief format. This study was limited by a small
sample size, high sttrition, and a lack of random assignment.

In addition to the adaptations {llustrated in the above studies, re-
searchers have described other ways that clinicians have peen inte-
grated into the mititary confext. In some €ases, uniformed behavioral
health providers are used to reduce stigma (Potter et al, 2009). Clini-
cians can also collaborate with military professionals to improve freat-
ment efficacy by assisting leaders in recognizing the importance of
implementing empirically supported creatrnents (Karlin et al., 2010).
Providers may assist commanders in encouraging the receipt of appro-
priate mental heaith {reatment among unit members. Communication
with Jeaders can additionally reduce the number of oreasions where
soldiers are unnecessarily removed from their job dufies due to mis-
umderstandings about mental illness (Reger & Moore, 2006). Further-
more, clinicians €an coordinate with leaders to allow soidiers to
practice therapy tasks when they are not able to attend weekly {reat-
ment sessions (.8 practice exposure exercises while in the field:
Hoyt & Candy, 2011). In order to facilitate integration into military set-
tings, mental health providers could receive education on military cul-
ture, including acronyImns, the importance of rank, and the significance
of stigma. 1f may he helpful for clinicians to perform role plays or
analyze military case studies as part of this process (Reger & Moore,
20086).

8.1.2 Use of technology

Another way the service delivery format can be altered for the
military context is through the adoption of technological advances.
This includes the use of virtual reality devices and delivery of mental
health treatment via telehealth (ie., via telephone, Internet, or video-
conferencing). Such advancements are expected to reduce the stigma
associated with attending sessions in a mental health clinic and to in-
crease willingness t0 engage in treatment. These advancermnents may
also improve access to care, since they can introduce more flexibility
into treatment tirpeframes and locations, and can even pe more
affordabie {(e.8. Internet-based self-help).

8.1.2.1. virtual reakity. Virtual reality exposure therapy (VRE) involves
retelling traumatic memories in detail while jmmersed in 2
three-dimensional virtual environment that is customized to resem-
bie aspects of the patient’s traumatic event. VRE could be useful in e~
ducing the stigma associated with menta} health treatment among
military personnel, since it does not involve traditional talk therapy.
It may also be more approachable for young service members who
are experienced with using technology to solve daily problems. Final-
ly, VRE represents a more interactive and engaging treatment format
that can address barriers to treatment engagement, such as emotional
detachment (Reger & Gahm, 2008).

One study examined the efficacy of 3-12 sessions of VRE when
conducted with 24 active duty OEF/OIF soldiers (Reger et al., 2011).
The intervention resulted in an overall significant reduction in PISD
symptoms, with 62% of participants reporting a clinically significant
change post—treatment. The effect size (d= 1.17} was large although
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somewhat smaller than traditional PE delivered to OEF/OIF veterans ata
VA medical center {d=1.66; Tuerk et al, 2011). Although the Reger
et al. (2011) study was mited by lack of a control group, a second
study addressed this weakness in the literature by assigning 20 active
duty OEF/OIF veterans seeking treatment in naval medical centers to
VRE and treatment as usual conditions {Mclay at al, 2011). The Te-
searchers employed a version of VRE that included up to 10 sessions
of graded exposuse, physiologic monitoring, and amnxiety management
skills training. The researchers hypothesized that these treatment alter-
ations allowed saldiers to recognize and control excessive Autonomic
arousal and cognitive reactivity, facilitating engagement in therapy.
The VRE group improved significantly on PTSD symptoms in compari-
<on to the treatment as usual group, and the effect size was large {(d=
1.29). One limitation of this study is that the treatment as usual condi-
tion consisted of a variety of treatment approaches, making it difficult
to draw conclusions regarding the efficacy of VRE in comparison o
other specific treatments.

8.1.2.2. Telehealth. Telehealth service delivery represents yet another
use of technology to adapt interventions for populations who are dif-
ficult to access. Therefore, it may help address barriers such as chang-
ing duty locations and lack of access to behavioral healthcare
providers, A pilot study of 12 OEF/OIF veterans who received PE via
telehealth demansirated PTSD and depression symptoim reduction
that was smaller but comparabletoa comparison group of 35 veterans
who received in-person PE (Tuerk, Yoder, Ruggiero, Gros, & Acierno,
2010), Although the study lacked follow-up data and relied on a
smalt sample, pre-post offect sizes were large. A second study randorm-
ized 47 primarily OFF/OIF combat veterans to home-based telehealth
yersus in-person freagment involving 8 individual sessions of PE and
behavioral activatgon. Both conditions resulted in significant reductions
in ETSD and depression symptors {Strachan, Gres, Ruggiero, Lejuez, &
Acierng, 2011). Effect sizes were moderate, and telehealth treatment
did not significantly differ from in-person treatment.

A third study by Litz, Engel, Bryant, and Papa (2007) included 45
service members with PTSD as a result of attacks on the Pentagon ont
September 11th or due fo combat in Iraq/Afghanistan. Participanis
were randomly assigned fo receive either self-management CBT or
supportive counseling, both sdministered via internet. Results indi~
cated that both groups improved on mean PISD ratings, with the
self-management completers reporting significantly fewer depres-
sion, anxiety, and PTSD symptoms at 6 month follow-up. One draw-
back of self-management was that participants were less likely to
complete treatment {in comparison o supportive counseling). Be-
cause more symptematic participants were less likely to be located
at follow-up, it was difficult to fully evaluate the impact of the
intervention.

A fourth study delivered group CPTto 13 veterans (38% OFF/OIF) via
video teleconferencing techniques {Morland, Eynes, Mackintosh,
Resick, & Chard, 2011). CPT was further modified in this study 1o ex-
clude the written exposure companent, and was delivered twice week-
ly in 12,90 minute sessions. Participants were randomized to in-person
group therapy or yideoconference group therapy. Both groups showed
significant reductions in PTSD. No difference between groups was
found, suggesting that telehealth service delivery was comparable to
jn-person treatment. Veterans also jndicated high levels of acceptance
and satisfaction with the videoconferencing modality.

In conclusien, a growing body of research is demonstrating that
technology-based interventions are similarly efficacious 10 in-person
interventions. In addition to the adaptations described above, tech-
nology can be used to assist in completing therapy assignments
when a soldier is unabte to attend regular sessions. For example,
imaginal exposure exercises can be recorded on an MP3 player and
repeated outside of session. Although no studies have evabuated the
impact of technology-based interventions on stigma or service use,
one study found that 2 majority of soldiers would be willing to use

a technology-based approach. furthermore, 33% of soldiers whe
were not willing to talk to a counselor in person Were willing to uti-
Jize a technology-based approach (Wilson, Onorati, Mishkind, Reger,
& Gahm, 2008).

.2, Group formats

A final way to adapt service delivery formats is to employ group
therapy as opposed to individual therapy. Group therapy aliows pi0-
viders to increase access (o case when resources are limited. Exposure
to other group members cafn also help reduce stigma through normal-
izing reactions to stressors and providing social support {Foy et al,
2000), Therefore, group therapy formats may help to address barriers
to care in the militasy setting. On the other hand, group therapy may
be difficult to implement with active duty soldiers, particularty when
the group is intended to be delivered in sequence and is not amenable
to shifts in group membership. Furthermore, stigma and confidential-
ity concermns could discourage soldiers from engaging in treatments
involving contact with fellow service members.

In one study of 104 male veterans {64% Vietnam era) in a PTSD
Residential Rehabilitation Progrard, CPT delivered in a 14-session
group setting resulted in more symptorm reduction fhan treatment
as usual (ie, group interventions including some CBT elements}.
Language from the original treatment manuval was medified to reflect
combat experiences. improvement was noted in PTSD symp{oms, de-
pression symptorns, psychological quality of life, coping, and psycho-
logical distress. In the CPT group, 16% of participants were classified
15 recovered and 41% were clagsified as improved (Alvarez et al,
2011). The average effect size was small (d=.12}, and not as large
as a study that employed the standard version of CPT ata VA medical
center (d=1.24; Monson et al,, 2006). This may be due to the group
therapy format, or fo use of different assessment instruments.
strengths of this study included randomization to condition, use of
valid and reliable assessment Measures, and adeqaate sample sizes.
Limitations included lack of long-term follow-up, therapist fidelity as-
sessments, and comparison to specific efficacious treatiments.

A second study evaluated an abbreviated version of seeking Safety
{SS),a cognitive—behavioral group intervention that integrates treat-
ment for comorbid PTSD and substance use disorders (Najavits
et al, 2008). The treatment focuses o1 interpersonal skills training,
celf-care, value-based decision-making, case management, coping
with triggers, and emotion regulation. A pilot study with a 10 session
version of 55 was conducted with 14 OEF/QIF veterans attending a VA
clinic {Norman, Willins, Tapert, Lang, & Najavits, 2(110). Although the
study reported a high drop-out rate (42%) and did not have a contro}
group, completers were shown to have decreased PTSD, depression,
and substance use SymMpLoms. Due to the small sample size, statistical
differences were not calculated, but the effect size for the treatment
group was relatively large (d=76). The authors noted the impor-
tance of addressing readjustmernt to civilian life and the need for so-
cial support from other veterans. They reported that veterans were
more likely to engage in substance use treatment if they were first
treated in a PTSD clinic and then referred to S5, 0T if they were
aliowed a few sessions to “try out” SS. They also noted that S5 served
as a gateway to more intensive treatment. Future studies need to em-
ploy RCTs with larger samples t0 establish the efficacy of 5 with OEF/
OIF service members, and to determine whether this intervention can
be successfully adapted far active duty populations. In addition, the
Norman et al. (2010) study suggests that further adaptations are
needed to improve retention rates.

More research is needed to compare group therapy to individual
therapy formats, with a particular focus on which approach can
most effectively address barriers to care amons military populations.
Studies are also needed to determine whether group therapies can be

effectively applied to active duty poputations.
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8.3 Addressing negative beliefs about mental health treatmert

Geveral interventions have developed ways to frame techniques in
less stigmatizing Janguage, and to provide oppertunities for service
members to incorporate information that disconfirms their negative
beliefs about mental health treatments and providers (ie., Adler
et al., 2009; Alvarez et al, 2011; Bryan & Morrow, 20115 Steenkamp
et al, 2011). In the brief PE/CPT intervention described above, re-
searchers avoided stigmatizing language by labeling the intervention
as “Adaptive Disciosure” and wiraining” (Steenkamp et al, 2011). Re-
searchers also ayoided the use of the terms “PTSD," “patient,” and
streatment.” [n other CPT interventions, Janguage was modified to re-
move complex jargon and stigmatizing phrases such as “faulty think-
ing patterns” (Alvarez et al., 2011; Morland et al, 2011).

Several preventive and resiliency-based interventions worked to
reframe perceptions of treatment and mental health symptoms. As
discussed in the context of tite Defender's Edge progratd, psychother-
apy can be presented as a way to jearn life skills that contribute to op-
timal combat performance. Behavioral health skills can be tied to
pre-existing job skills sets, stich as physical conditiening and survival
training (Brvas & Morrow, 2011). Battlemind training reframed
symptoms as commeon reactions 10 occupational stressors such as
combat exposure {e.g. Adler et al, 2009). Information on the fre-
quency of (rausnatic stress reactions following combat can also be
provided to normalize these reactions. Finally, adversity can be
presented as a necessary mechanism through which growth and de-
velopment oCcurs (Bryan & wmorrow, 2011).

The Battlemind intervention incorporated several of these ele-
ments, and was able to dermonstrate decreased stigma armong large
group participants with high combat exposure (Adler et al., 2009}
The group CPT study that used modified language {Alvarez et ak,
2011) only demuoastrated small treatment effects. Although the brief
PE/CPT study used non-stigmatizing language and demonstrated
large effects, it was lisnited by smail sample size {Steenkamp et al.,
2011). Defender's Edge incorporated many reframing elements, but
was not evaluated in regards to symplom or stigma reduction
(Bryan & Morrow, 2011), Therefore, future studies will need to deter-
mine whether these techniques decrease stigma and facilitate mental
health treatment-seeking and recovery.

in addition to the treatment adaptations described above, educa-
tion can be provided prior to initiating treatment to help dispel neg-
ative beliefs about treatment-seeking. Because Army behavioral
health providers report that the majority of soldiers receive some
form of CBT and/or evidence-based pharmacotherapy (wille et al,
2011), soidier education should specifically focus on dispelling
misperceptions about these treatments. For example, it wilt be impot-
ant to explain the rafionale and typical techniques used in CBT
approaches to help reduce CONCerns and guestions about the efficacy,
timeframe, and natureé of these treatments. Furthermore, service
mermbers can be provided with information on comman medications
and their side effects, addressing concerns about their addictive qual-
ities ar likelihood of impairing job performance. They could also be
provided with information about the negative consequences of not
seeking treatment, and how treatment can ultimately decrease their
risk of separation from the military (Hoyt & Candy, 2011).

8.4, Incorporating targeted components into mental health treatments

Another means of concentrating on issues specific t0 military ser-
vice members is to incorporate targeted componerts into existing in-
terventions. For example, both the military version of the Cognitive
Processing Therapy manual (Resick, MonsoT, & Chard, 2007}, and
the brief PE/CPT intervention employed in the steenkamp et al.
(2011} pilot study, incorporated segments o address traumatic
grief and survivor's guilt. The Defender's Edge and Battlemind inter-
ventions addressed military-specific issues such as readjustment to

civilian life. Interventions may alse consider addressing other com-
mon issues for service members, including anger management, ema-
tional engagement, 2nd relational problems.

8.5. Relupse prevention

One treatment adaptation that has been recornmended, but
not evaluated, is incorporation of relapse prevention components.
Soidiers who have experienced high combat eXposure, such as those
who have deployed o the OEF/OIF conflicts, are at risk for chronic
PTSD and trauma-related mental health problems. Furthermore,
many soldiers enter the military with Tisk factors for the development
of mental illness. In addition, active duty members are frequently
placed pack in situations where they will encounter further traumd
eXposure. Therefore, relapse prevention is likely to be an important
component of military-adapted interventions. For example, soldiers
in treatment can be encouraged to develop plans and coping strate-
gies for high-tisk situations (e.g., using relaxation skills or seeking so-
cial support when experiencing symptems of PTSD or depression).
ugposter” sessions and continued access to 4 mental health profes-
sional can also be atilized (Creamer & Forbes, 2004). -

9. Other interventions designed to facilitate menial health
treatment-seeling

In this section we describe programs that are not typically catego-
rized as mental health treatments oF treatment adaptations, but are
intended to facilitate mental health treatment-seeking and engage-
ment. These include screening and early intervention programs, and
programs that enlist leaders and urit members in stigma reduction
and treatment referral. These programs and corresponding parriers
that may be addressed are summarized in Table 1.

9.1, Screening and early identification

One recommendation for facilitating receipt of needed mental
health treatment is to implement broad screening of all service mem-
bers during and after deployment. These assessments can help identfy
at-risk individuals, with an emphasis on risk factors specific to the mil-
itary setting (e.g- muliiple Tauma exposure, traumatic brain injury,
poor social support). One study describes the use of such procedures
at Madigan Army Medical Center at joint Base Lewis-McChord {Hoyt
& Candy, 2011). soldiers are screened the first week after deployment
as part of an Army-wide Soldier Readiness Program. Spldiers are Te-
quired (o screen for behavioral healthissues and establish a plan hefore

- going on leave ar being refeased from active duty. They are screened

again between o0 and 180 days as part of the Army-wide Post-
Deployment Health Re-Assessment (PDHRA). AL Madigan, soldiers re-
ceive face-to-face contact with a behavioral health provider to rediice
stigma and parriers such as not knowing where to get care or schedule
an appointment, a5 well as lack of trust in mental health providers. Cli-
nicians also provide psychoeducation regarding mental health issues
and use motivational interviewing to discourage minimization of men-
tal health symptorms. For those who do not seek treatment on their own,
uniformed providers are assigned to command consultation positions,
and they field calls from concerned commanders regarding soldiers
with problematic behaviors. These soldiers can then be veferred for
interventon.

Other programs, such as RESPECT-Mil, institute screening and referral
for mental health problems in primary care settings, which represents an-
other non-stigmatizing means of accessing large groups of soldiers {(Engel
et al, 2008). This requires education of primary care praviders on mental
health jssues and referral resources. In the RESPECT-Mil program, a nurse
care facilitator also ensures continuity of care by assisting with follow-up
appointments, syrmptom monitoring, and enhancing the interface with
mental health services. Although broad screening and referral procedures
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are designed to facilitate treatment-secking, their effect on menia) health
service use reinains t0 be evatuated.

9.2, Enlisting fellow unit members to assist service members in need of
treatment

A few intervenfions entail active involvernent of the service
member's unit in implementing measures to address mental health
problems and facilitate further freatment seeking. Unit Watch is an
intervention in which, following recommendations of a clinician, the
soldier's command team warks to prevent suicidal and homicidal be-
havior by searching the soldier's belongings and removing dangerous
iterns, prohibifing access ta alcohol and drugs, continuously cbserv-
ing the soldier, and ensuring that the soldier returns to treatment
(Payne, Hill, & Johnson, 2008). Although this intervention has not
been evaluated, the intent is to maintain the soldier in his/her unif
and reduce the jikelihood of psychiatric hospitalization, which is
sssociated with a high degree of stigma.

Another example of how military members can be enlisted to re-
duce stigma and assist fellow soldiers with mental health needs is
through the Buddy-to-Buddy programt This program involves having
trained soldiers regularly check in with peers who have returned
from combat, assess their mental health needs, and connect them
with needed resources {Greden et al, 2010). One study reported
that over 20% of participating <oldiers were referred to formal treat-
ment by their Buddy (Greden et al, 2010).

10. Conclusions and future directions

current military service members are the recipients of a high de-
gree of combat exXposure, resulting in a host of mental health prob-
lems. Despite high rates of these problems, sreatment-seeking is
relatively low. Barriers include stigma, logistical difficulties, negative
perceptions of mental health treatrnent and its consequendces, and
military values such as the need to maintain mental toughness. [n
additon to baryiers to treatmnent-seeking, there are several barriers
to effectively implementing mental health interventions with seTvice
members (&.2. difficulty with emotional engagement). Howevel, the
prevalence of these barriers and their relation to treatment oufcomes
are poorly understood, In addition identifying the roles of these
barriers, interventions are needed to reduce barriers and facilitate
treatment-seeking among military personnel who could benefit
from mental health treatment. These might include large group wWork-
shops that are primarily focused on stigma reduction, changing atti-
tudes _tcuwards mental health treatment, providing information
about mental health treatment, enlisting peet support, screening for
mental health symptoms, and connecting at-risk military personnel
with service providers. Palicy changes may also be needed to: a) in-
crease access to providers and behavioral health facitities, b) reduce
concerns regarding confidentiality, c) increase unit cohesion and sup-
port for treatment-seeking, and d) rnitigate the effects of mental
heaith treatrnent-seeking on carcer trajectories.

Several brief, early and preventive interventians have been devel-
oped that can address barriers to ¢are such as stigma, job duty inter-
ference, negative attitudes towards mentzl health treatment, and
poor symptom recognition. More research is needed to determine
whether these interventions reduce barriers to care and prevent de-
velopment of severe Symptoms. Multiple adaptations of formal
mental health treatments have also sought t© address bagriers to
treatment-seeking and engagement. These adaptations include incor-
porating flexibility and technology into the typical service delivery
formats, abbreviating standard treatment protocols, integrating clini-
cians into the military and primary care coptexts, providing treat-
ments in group formats, providing psychoeducation and reframing
perceptions, and including targeted components. Virtual reality and
telehealth-based interventions are the only treatment adaptations

that have been evaluated against control groups. Support for their ef-
ficacy wds found, suggesting that these interventions possess promise
for overcoming barriers such as stigma, engagement, and access to
care. Finally, interventions that involve widespread screening and in-
creasing peer support can potentially improve early symptom recog-
nition and facilitate receipt of needed treatment. Again, these
intesventions require further evaluation to establish their utility.

In conclusion, continued research is needed in multiple areas, par-
ticularly regarding mental health interventions and their adaptations
to the military context. First, randomized controlled trials that com-
pare adapted interventions to standard protocols are required. Re-
search is also needed to determine whether adaptations to existing
treatments will improve their efficacy and reduce barriers to care in
active duty settings. Furthermore, several empirically supported
treatments exist for trauma-related problems within the civilian pop-
ulation, bug have not been applied to OFF/OIF or active duty
populations. These treatments include the full version of ACT
{Hayes, 2004), motivational interviewing for substance use disorders
(Miller & rollnick, 2002), behavioral activation for depression
(Lewinsaht, 1975), Dialectical Behavior Therapy (Linehan, 1893),
and Couples Therapy. Another set of interventions that have
established efficacy for the treatment of trauma-related disorders in
veterans, but not active duty soldiers, are pharmacological treat-
ments. In general, the availability of pharmacotherapy can help re-
duce barriers to care because it requires less contact with a mental
heaith professional. HoWever, the fact that soldiers often harbor con-
cerns about medication cide effects (Britt et al, 2011) and the efficacy
of pharmacoctherapy implies the need for increased education ol
these intervenfions for military personnel. in order to address the
methodological weaknesses of the extant reseazch, future studies
should include a} largev samples that are more representative of the
military population, b) randomized intervention conditions, c) treat-
ment fidelity assessments, d) control for co-occurning pharmacologiﬂ
cal freatment effects, and e) iong-term follow-up. Researchers wili
also need to develop ways to address challenges t0 data collection
with active duty samples, including difficulties with treatment en-
gagement, retention, and follow-up.
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We propose that seeking mental health caxe in an environment with heightened stigma may combine elements of both

psychological and moral courage. Interviews of 32 active duty US Amy persopnel about their process of seeking current
mental health care were analyzed for themes of voluntary action, personal risk, and noble or worthwhile goals (benefits).
Risks and benefits were divided into internal visks and benefits, characteristic of psychological courage; and external

risks aed benefits, characteristic of moral courage. Cone

concems about internal ssks were themes in only about

ems about external risks werc themes in all narratives, while
hatf of narratives. Both internal and extemnal benefits of treat-

ment were themes in approximately three-quarters of the narratives, whereas doubts about internal (but not external) ben-

cfits were also expressed at a cimilar rate. Thus, particip

ants described an act of hlended courage, with social risks of

moral courage taken for wellness goals of psychological courage,

Keywords: blended courage; treatment seeking; military,

Specific subtypes of courage have been proposed from the
carliest days of scholarly interest in the topic by both phi-
losophers (e.g. Plato, 1961) and psychologists (e.g. Lord,
1918). Distinctions Letween physical courage, ghown in
physically dangerous Gituations, and moral couTage,
chown when standing up (o others for what is right, have
a lengthy history. More recently, scholars have proposed a
third type of courageous action centered on efforts to
overcome physical, mental, or emotional limitations,
labeled alternatively psychological courage (Puiman,
1997, 2004) or vital courage (LOPeZ, O*Byrne, & Peter-
sen, 2003). Although these fypes of courage have been
proposed as fuzzy sets allowing for blended types (e.g.
Lester & Pury, 2011), only limited empirical work has
been done o examine actions with features of more than
one type of courage. In this paper, we examine a particular
voluntary action - sceking needed psychological treatment
while serving as an active duty member of the armed
forces — as a potential example of a blended courage type.

The three components of courage

According to Rate (Rate, 2010; Rate, Clarke, Lindsay, &
Sternberg, 2007), the three components of all types of
courage comsist of: (a) volition {ma ing a voluntary
choice), (b} risks, and (¢) a noble or worthwhile goal, or
pursuing & benefit, Throughout fhis papet, We will be
concemed with process courage; that is, the way in which
an individual goes about actually choosing and executing a

*(Corresponding author. Ernail: cpury@clemson.cdu

© 2013 Taylor & Francis

moral courage; psychological courage; stigma

risky action for a valued goal, rather than accolade
courage, or the extent to which observers attribute courage
to a particular action (Pury & Starkey, 2010). Whereas an
action high in process courdage might entail a risk for any-
one taking that actiom, it might just as well be risky for only
that particular individual at that particular time. The noble
value of the goal might be immediately apparent o aiyone,
ot its value, again, might be unique to the particular actor
at that particular time (see Pury, Kowalski, & Spearman,
2007). Hence, process courage might or might not describe
actions that meet the high bar required for public praise and
awards.! Rather, process courage involves an individual
deciding to volmfarily take a personally Tisky action to
pursue a goal he or she sees as valnable.

Types of courage

Rate’s (Rate, 2010; Rate et al., 2007) conception of cour-
age, which involves both personal risks and noble goals,
provides a framework for understanding different types
of courage in terms of risk — goal pairs. Tn this approach,
we argue that the universe of risk — goal pairs is Tumpy
and that working towards particular types of goals makes
encountering specific types of risks more likely. In other
words, courageous acts that involve a particular type of
goal may be more tikely to involve one type of tisk than
another. The profotypic physical courage situation
involves saving someone else from a clear and present
physical danger by voluntarily entering that physically
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dangerous situation, pairing rescue from physical danger
with facing that same physical danger. Prototypic moral
courage imvolves standing up t© powerful others for what
you believe in, with the risk tbat the others will treat
you poorly. Prototypic psychological courage mvolves
facing unpleasant tuths or unpleasant freatment experi-
ences in order to attain wellness.

Differences in risks hased on type of courage have
been supported in the literature. Asking participants to
report a time in their lives when they acted with courage,
Pury et al. (2007) found three factors of risks and diffi-
cultics encountered. These factors differed according to
the type of courageous action. described, with physical
courage actions high in physical risks/difficulties, moral
courage high in emotional/secial difficulty, and risk to
the image of the actor, and psychological courage high
only in emotional/social difficulty.

Differentiating psychological and moral] courage

In this present study, we examine treatment-seeking for
psycholagical problems. Although psychological courage
can describe actions as diverse as leaving home for edu-
cational goals to dealing with a family health crisis (Pury
ot al, 2007), the concept was injtially developed to
describe the fortitude peeded by psychotherapy patients
to seek apd complete treatment (Putman, 2004), particu-
larly when that treatment  involves experiencing  the
unsettling thoughts, memorics, and cmotions the patient
has been avoiding. Rachman (1990}, a pioneer in behav-
ior fherapy as well as behavioral conceptions of COUTAEE,
describes the courage required for exposute therapy —
the client is required to face exactly those situations that
provoke extremc fear. Moreover, they are reguired to
stay in the situation until their fear declines. Risks in
psychological courage are primarily internal — facing the
loss of psychological stability for personal growth.
Psychological courage. then, involves poth risks and
goals that are internal to the individual.

Moral courage, on the other hand, invelves risks of
social rejection that are primarily external to the person.
This social rejection can be from those immediately
around the actor (in the casc of a high school student
standing up to friends teasing a peer) 0 facing societal
disapproval (in the case of a public figure taking an
unpopular stand). When social rejection comes O the
job, the individual may face damage to his or her career
and loss of cumrent employment (e.g. Rothschild &
Miethe, 1999). The goal of moral courage, standing up
for what is morally right, is based on the individual’s
sense of how the external world should be and how she
or he ought to function in it. Thus, in contrast 0 the
internal risks and goals of psychological courage, the
risks and goals of moral courage are external.

Blended courage

In teal life, the risks and goals occurfing with any
potentially courageons action may not represent a “pure”
type. As part of 2 large pnulti-method study of types of
¢ourage, Lopez and colleagues (Lopez ¢t al., 2010, Study
4y found evidence for a blend of psychological and
moral courage. Although theories suggest that psycho-
Jogical courage is required to overcome the internal risks
associated with mental health treatment-seeking, Putman
(2004) makes 2 philosophical case for the societal stigma
of admitting a psychological disorder being similar {0
the societal risks faced in moral courage. Indeed, a Jarge
amount of research has documented the stigma associ-
ated with possessing 2 mental illuess (Corrigan, 2004,
Corrigan & Watson, 2002; Link, Phelan, Rresnahan,
Sueve, & Pescosolido, 1999) as well as the stigma asso-
ciated with secking treatment for mental health probiems
{(Vogel, Wade, & Haake, 2006; Vogel & Wesler, 2003).

Although there 1s a stipma associated with seeking
mental bealth treatment in society at large, that stigma is
magnified in the military, where an emphasis on resil-
jence and toughness makes sceking treatment cven more
difficult (Buitt & McFadden, 2012). In addition to con-
cerns about being embarrassed or viewed different by
fheir peers and leaders as a result of seeking treatment,
military personnel may also be concerned with the impli-
cations of secking treatment for obtaining prometion and
even for remaining in the mititary (Britt, 2000; Hoge
et al., 2004).

In the present study, we examincd blended courage
within the context of US Soldiers who sought mental
health treatment while on active duty. We interviewed
active duty Soldjers who were currently in mental heaith
treatment about the process by which they decided fo
seek and obtain treatment and about their perceptions
regarding barriers and facilitators to obtaining freatment
(Zinzow, Rritt, Pury, & Raymeond, 2012). We used a
semi-structured  interview format to maximize the
chances that we would not miss a key barrier or facilita-
tor merely because it was not included in a population of
quantitative questions. We coded barrers and facilitators
based on Rate’s three necessary components of cowrage
_ volition or a voluntary choice 1o seek (or to accept)
treatment, tisks of getting treatment, and goals of getting
treatment. Because getting treatment occurred in the past
and the larger focus of the study was on barriers and
facilitators, we asked participants about the desired end
state of goals — benefits, which can be present or absent
— rather than about goals, which can be present when
they are both likely and unlikely to be met. Risks and
benefits were further divided into internal risks and bene-
fits, characteristics of psychological —courage; and
external Tisks and benefits, characteristics of moral
courage. We hypothesized that treatment seeking in an
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environment particularly high in stigma and Jlow in
privacy should require clements of bath psychological
and moral courage.

Methods
Participants

Participants were 32 active duty US Amny soldiers (29
male, 3 female) who were cutrently receiving mental
health treatment at 2 clinic on a large Atmy post. Most
(n = 25) described their racial of ettnic hackground as
white, with the remaining being Black (n=2), Hispanic
(n =2 and Other (n = 3). The mean age was 29.0
(SD = 6.5}, and there were 17 junior enlisted (B1-E4),
14 senior enlisted (B5-E9), and 1 officer. Mean years of
service was 8.0 (8D = 5.9), and the majority of partici-
pants (1 = 29) bad deployed on at {east one combat
operation to lrag of Afghanistan. At {he time of the inter-
view, 1§ participan(s screeped positive for PTSD, and 3
screemed positive for an alcobol problem (Zinzow et al,
20172). Recrvitment ended after data saturation was
achicved (in temms of participants not indicating new
information in their responses; see Omwuegbuzie &
Leech, 2007).

Procedure

Mental heaith staff at the clinic informed the soldiers they
were treating about the study and intercsted soldiers
provided their contact information 10 study personnel to
arrange @ Onc-on-one interview. Soldiers gigned an
informed consent document in the presence of an
ombudsman. Intetviews were conducted by the four
PhD-levet authors (all civilians) in a private office on the
military base. nterviews lasted approximately 45-90 min.

A semi-structured format was used for the interviews,
with questions focused on the experience of seeking and
obtaining the current mental* health treatment. The Inter-
view was introduced to Soldiers as follows:

The purpose of the present interview is to better under-
stand the key factors in determining whetber soldiers get
needed mental health treatment, to beiter understand
what occurs during ireatment, and the risks and benefits
associated with receiving mentat health treatment. We
also are interested in your thoughts Tegarding what can
be done to better encourage soldiers to get peeded help.
We are going to usc the information we get from these
interviews to betier identify barriers and facilitators of
{raatment secking s as 10 heteer design interventions to
facilitate the receipt of needed treatment

Tnterviewer guide questions included the following:
Please describe how you came to be in mental health
treatment. What benefits did you S€€ to getting
trearment? Did you experience any doubts of your own
about seeking reaiment? The complete interviewer guide

is presented in Appendix 1. Because it was a semi-
structared interview, these questions were puides to the
topics to be covered,

Digital audio secordings were made of the inferviews
and professionally transc ibed. The researchers reviewed
the transcripts t© develop coding categories based om
identified themes. Themes related to facilitators of and
bariers to treatment Were reviewed, and separate codes
were Geveloped for individual Volition (High, Low, of
Shared), Risk (Internal vs. External), and Benefit (Tnternal
vs. External). Participants discussed risks and benefits as
either something that was present of desired (e.g. a risk
that fellow soldiers would view someone in treatment as
a slacker for getting ireatment, a benefit that treatment is
expecied o reduce symptoms) or something that was
absent or minjmal (e.g. 2 lower tisk of social rejection by
having a loved one say that it is OK for them to get treat-
ment, an absent benefit seen when a buddy gets treatment
and does not get symptotn relief), Thus, Tisks and benefit
categories were further described as High (present or
desired) or Low (absent or reduced). Rach interview was
coded by two trained coders, who were psychology grad-
nate students or advanced psychology undergraduates.
Percent agrecment between coders for each specific type
of volition, tisk, or benefit ranged from 0.97 to 0.56, with
a mean of 075 (8D = 0.12). Disagrecments Wwere
resalved by a PhD third coder. Specific barriers and facil-
itators are discussed elsewhere (Zinzow et al, 2012),
jncluding additional bartiers and facilitators not relevant
for courage, such as logistical barriers.

Resulfs
Volition

Table 1 presents Volition themes. Consistent with ftreat-
ment seeking as a courageous response, the majority of
participants jndicated some degree of personal volition in
secking treatment. Themes indicating the participant |
made a voluntary choice to seek or coniinue treatment
(High Volition) were present in 69% (n = 22) of the
interviews. These themes included making an {nitial
appointment on his or her own, describing {reatment as a
personal responsibility, and putting self-care before mwili-
tary COTCEIDS. Themes indicating that the participant had,
at least at one point, been made to attend treatment by
command or lied to avoid treatment (Low Volition) were
present in 41% (n = 13) of interviews. Of those with a
TLow Volition theme present, 54% (n = 7) also had a
High Volition fheme present. This finding teflects the
fact that participanis may have made the decision to seek
or not seek treatment at multiple points during their
Army carecrs, a5 well as the fact that even mandated
treatment works via activities and exercises that require
cooperation and engagement by the patient. Referrals
from within the Ammy {Shared Volition) were described



Downloaded by [Clemsen University] at 10:48 25 March 2014

The Jowrnal of Positive Psychology

Table 1. Coded volition themes in interviews of active duty US soldiers currently

in mental bealth treatment (N = 32}

33

Interviews
containing
Sample heme

General theme Theme quoie " %

High volition 22 69
Self-referral; sought 1 went there voluntarily. i1 34
appoinfment on own
Tt’s a persenal It's still up to individuals themselves o 7 22
responsibility recognize it within +hemselves, to go, “I think

1 might have an issue.”
Need to put self-care One thing I told myself was that T deserved 5 16
before military the help and I do. That's my biggest thing, is
T deserved the help, | earned if.
It’s a priority/Important I don't believe in divorce, won't get a 2 6
divorce. This is my only marriage.
Decided to be honest They just knew that 1 wanted the help and 2 6
on mental health they knew ... with the guestionnaires and
screeping everything that ... that 1°d answered so that
they wouldn't let me leave until I had
something done.

Low volition 13 L3
Ordered to attend While T was in {country] I experienced a lof G 28
treatrent by of traumatic things that a normal buman being
commander or leader shouldn™t have to deal with. And when I got

back from [country] I was kind of ordered to

go seck. behavioral health
Chose fo lie on mental Yeah 1 lie about that and I should not. So T 5 16
health screenings to mean to this day [ mark stuff about certain
avoid treatment stuff, I’'m not geing to say, ut certain stuff I

don’t put “yes” o, I always put “no”, which

it should be “yes”.

Shared volition 15 47
Referred by medical e started talking to me about Army One 8 25
provider Source and that is how I actually went

through to et into treatment.
Referred by I felt suicidal at that time and then T went 5 i6
commander or leader back to raenial health well actaally T went to

my commandes and told him ... And they

referred me to menial bealth,
1 eadership identified Well, my chain of command recommended 5 16
problems me because I was going through a difficult

time
Referred by chaplain | went to see the chaplain and the chaplain 2 6

referred me to here.

from a specified elinic — should occur.

Risks
Coded Risks are presented in Table 2.

Internal ¥isks

High Interpal Risks, consistent  with psychological
courage, were mentioned by a barc majority (53%,

by 47% (n = 15) of participants. While falling short of
(he Low Volition of a direct command, a referral
none-the-less indicates a very Strong suggestion by an

external agent that a specific action — seeking treatment

“crazy” if one needs treatment, an
treatment is needed. Low Interna
cither a particular type of interna
that an internal safety factor was pres
by only 6% (r = 2) of participants.

n = 17} of participans. These risks included concerns
about medication side effects, the sclf-stigma of being
d embarrassment that
Risks, indicating that
1 rigk was unlikely or
ent, were mentioned
QOverall, risks were

somewhat consistent with the risk of psychological or

emotional distress expected in psychological courage.

External risks

High External Risks, consistent with moral courage,
were mentioned by 100% (n = 32) of participants. These
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Table 2. Coded risk thermes in interviews of active duty US s

oldiers currently in mental health tre

atment (N = 32).

Genperal theme Theme

High internal risks
Medications will have negative side
effects

Mental illness means you are “crazy”
Fmbarrassment

Don’t want to depesd on others

Will get preserived meds but don’t
want them

Explaining story (o 3 new provider is
emotionaily taxing

Mental iliness means you are “weak”
or “a slacker”

Treatment will make gymptoms worse
Showing emotions is difficult or

harmful
The pature of {reatment is unknown

Qeeking treatment for something
everyone goes through roeans you are
e reak’

It is weak o show emotions

Fow internal risks
Treating a mental iliness is like
treating a physical iliness

Treatrment by a caring mental health
professional
High external risks
Stigma from military culture
Lack of career advancement

Stigma from other soldiers

[ eadership not supportive

Leaders believe soldiers in mental

health treatment arc malingering
(Continued)

Sample guote

Some of them get treaiment and they go 10
the medical side and get all these pills. There
are some guys 1 see, they just don’t even
fonction at work.

I'm the crazy £uy-

Rumors foat around about seeing mental
health.

1 don’t want t0 inconvenience anybody clse.
¥ don’t want prescriptions.

And they switch them 50 often. I talked to
four different providers DOW for three visits
... Like you bave 0 start all over ...

I faik it is kind of 2 copout. I think that I
want to go 10 behavioral health becausc 1
don’t want to deal with the real Army.
Mental health pill making you worse than
what you started off with ...

I didn’t know if it was going to make Mo
worse or not.

1 did not know 1 could call at any point and
time and at least tafk to someone on the
phose.

He is jost weak. Weak, crazy, can't handle it.
That is what T would say gometimes.

1 was raised, the man provides for the
woman; the man doesn’t cry, the man doesn’t
shed a tear, you know. Men are strong and
shat’s the image 1Ty fo put out there.

It’s kind of like 1 know T'm not Jike sick but 1
know something is Wrong with me and | need
help to fix it And I see them as sorneons
who fixes things, like & doctor.

[ will be honest with you, it was (provider)
because he ialked to me as a,as 4 person, not
a subject OF 85 2 patient.

They think if they go 1o behavior health they
will get antomatically looked down upon for
going there.

Like just, you know you got a lot of
condition ... alot of serious issues, like, now
you cannot g0 be a dril] sergeant because You
got too many issues.

Other soldiers will think that they are weak or
will hotd that against fhen.

My platoon sergeant would not let us
schedule an appointment unless it was within
4% h from the dae and that combined with
ihe fact that the treatment that 1 was Teceiving
was often mocked.

My command sergeant major starting cracking
dowm on everybody that was going to

Interviews
Containing
Theme
” Yo
17 53
5 ié
5 16
4 13
3 9
2 6
2 6
2 6
1 3
i 3
i 3
1 3
1 3
2 6
1 3
1 3
32 100
19 59
13 41
11 34
10 31
8 25
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‘Table 2. (Contined)-
Interviews
Containing
Theme
R
General theme Theme Sample quote n %
appointments because he thought we were
trying to get out of (work). When we came
back they told us we had so much me but
we already had orders t© deploy again so he
thought we Were trying to get out of having
to deploy again.
Differential treatment on the job (e.g They started blocking you from favorable 7 22
different duties, not trusted} action.
Stigma from leadership Being pulled info your batialion command 6 19
sergeant majors office and being told you did
not go throogh anything worth needing
ireatment so the fact that you are going 0
creatment is 8 waste of tax payer dollars.
Treatment fiself would interfere with There’s a saying in the military that you can't 5 16
job duties be a leader if you have PTSD or combat
stress.
Lack of trust in Jeadership T was like “Don’t none of these NCOs care, 5 16
so why bother talking © fpem?” T don’t talk
+0 none of these NCOs {in) my company
‘cause they don’t care.
Lack of confidentiality within chain of A 1ot of units have that gossip from the top to 4 13
command the botiom.
Needs of unit/mission must come 1 would sometimes put my personal problems 4 13
before own needs aside just to help out the team, neglecting...
helping myseif.
Stigma from farnily and friends The only thing was my parepts, with like the 4 13
imeds and stoff. Just that whole stigma.
Discharge from ATy «Cause 1 did not want them to try to kick me 3 9
out of the military
Peers would know And there is the possibility of them talking, 3 9
you koow ... Not purposely but somehow
letting sorething out of people’s sessions and
it did bappen.
Leadership unclear about duty They supported me pretty much, but they 3 9
assignment for soldiers in treatment really needed me deploy again. And the
first thing they wrote when they referred me
to mental health was “Can he deploy?”
Qees treatment as shirking duties, Because they need personnel and you kind of 3 9
burdening otbers by taking time off feel like you are letting the team down.
Would be seen by others as 1 think my company is...”He’s only going to 3 9
malingering bebavior health”, or “He’s only going to the
doctor so be can get out of work.”
Stigma from society Somebody is going 0 e like “Oh you're 3 9
crazy, you're going fo behavior health,”
Commander would konow If they knew the chain of command would 2 6
find out, they wouldn't go.
Others would know 1 am very superstitious of Chaplains. Due to 2 6
the confidentiatity of it.
Other career problems «Cause everybody thinks you're going t0 Jose 1 3
your secutity clearance and you might have to
change to change yout MOS.
Low external risks {all) 31 97
Low external risks (social support) 30 94
Support or encouragement front And my wife was like, “You know you arc 25 78
family or sigaificant ather having problems with this, you aré having
problems ~with that, Go get help.”
Support ot encouragement from peer 1 have a very gupportive team on My hands 13 41

or hattle buddy
(Continued )
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Table 2. {Continued).

Interviews
Containing
Theme

n %

General theme Theme Sample quote
you, 9 28

Support of encourapement from Jeader

Support or encouragement from other
friend

Low external visks (ather)
Role model whe shered experience of
treatment without negative effects 10
carecr

1eadership approval of mental health

Knowing or exposure to someans who
went through treatment without
negative effects

{Ieadership) said, you know, we support

get the help you need.

We're good fiends we'te close and we talked 8 25
each other about everything, if we have

jssues, We try o help cach other cut and he’s

another one that was 1ike “Hey, you should

go seek help.”

13
13

Eo=]

My first sergeant, when T had that sit down
with him and I was getting my treatment and
gverything was going south ... sitting down 1B
the office with him, he told me he had gotten
help a few times before. That just kind of
encouraged e just to keep doing what I was
doing, you know what [ meam.

My sergeants Were very, very easy to say 3 9
“I1ey, if you need to seek counseling ot if

you need to talk to somebody, 1 am here” or

“[ et me know if you need to go scek

counseling; F'11 let you wet off work.”

By no means coming here will hold you 1 3
{back).

risks included stigma for seekipg treatment from the
military culture, lack of career advancement, and stigma
from other soldiers. A variety of other Extornal Risks
were also mentioned. Low External Risks, indicating that
a particalar external Tisk was absent of not likely, or that
an exterpal safety factor was present, were present n
97% (n = 31) of the intervicws. These Were predomi-
pantly safety factors of social supportt of encouragement
from family or others; Social Supports were mentioned
by 94% (n = 30} of total participants. Aside from Social
Supports, Low External Risks included role models who
sought treatment without negative career effects {an indi-
cation that external risk was not present) and leadership
approval of mental health issues (which might indicate
lack of external risk, safety factor of gocial support, or
both); mentioned by 13% (1 = 6) of participants.
Overall, tesults werc strongly consistent with concems
about the external social risks expected In moral courage,
but also revealed that the Soldiers we interviewed had
support sysiems that may have mitigated the effects of
these risks.

Benefits
Table 3 presents coded Benefits.

Internal benefits

Themes of High Tnternal Benefits for therapy, or goals
consistent with psychological courage, were present in
75% (n = 24) of the interviews. These included the
reduction of symptoms causing personal distress, not
wanting symptoms to pet worse, and recognizing the
importance of mental wellness. Concerns about Low
Internal Benefits of treatment — that treatment would
not reduce symptoms OF would fail to yield mental
wellness — were present in 84% (n = 27) of the inter-
views. These include a belief that the participant can
deal with problems on his or her own, substance Use to
deal with the probiem, and denial of problems, among
others. Thus, participants expressed both goals typicat
of psychological courage and reasons why those goals
might not be obtained or were not valuable to begin
with.

FExternal benefits

High External Benefits, or goals more comsistent with
moral courage, were present i 72% (n = 23) of inter-
views. While still involving the individual (instead of
third parties only), these benefits touched on ways that
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General theme

High internal benefit

Low internal benefit

Theme

Symptoms causing persenal
distress

Don’t want symptomms to get
Worse

Recogpize importance of mental
wellness

Treatment will help

Knowing or exposure 1o someone
who went through treatznent and
symptoms improved

Had successful treatment in the
past

Role medel whe shared
experience of reatment that
improved Symptoms

Exposure to someonc who did not
pet treatment and had a pocr
outcome {e.g. suicide)

[ can deal with problems o my
owny Tm too sirong 1o need
treatment

Used substances to deal with
problem

Denial of problems

Don't frust or connect with
providers, 50 sreatment won't
work.

Providers don’t really care

Menfal toughness or being

hardened to SresgOTs will get
participant through symptems
Confusing diagnostic system

Don't think treatment will work

Provider will be changed
frequently, requiring treatment to
start over and redocing efficacy
Symptoms won’t improve

Providers are bumed out and
won't belp
Previous treatment didn’t help

Sample quote

And at that time, L just wanted to talk to
somebody, Get some things off of my chest.
Pretty much to prevent myself from geing
doven fhe wrong road.

1 was tired of being miserable.

Just figure if I can get belp, maybe the
nightmares will gtart to diminish.

’ve seen a Tew people £0 and do whatever
they do to get their assistance and I do notice
drastic improvements.

(Treatment) helped me out a while ago,
maybe this will help me out.

Our ast Sgt. Major who just left, be was in
treatment and he woutd tell the whole
bastalion, “T'm in treatment. If you got a
problem, go.”

T've seen (untreated mental illness) affect
them; where they are late to work with the
gleeping. They were just not the sawe persoi.

It was me being SiTong and trying 10 53y,
“ey, 1 am going o deal with this on my

oW

1 did the drinking and partying and all that
other stuffl

[ don’t view myself as being crazy, 1 fhink
that, T think ihat the rest of the world has a
problern, not me.

T just didn’t know if they would ever
understand what I bad been through.

It’s just thesn checking the block and saying
“Wweil, 1 did my part” oT “] am getiing mY
paycheck™

You dop’t need 1© go 0 mental healfh. You
can do this yourself.

You're confused, because you have PTSD,
(then) you don’t have PTSD but you have
fhis. SO you are hearing two different things
from mental health personnel.

Not knowing if it is really going to work out
this fime.

Starting (again) from scratch ... starting from
scratch isn’t easy.

I was going to stop because 1 mean 1 don’t
feel I'm getting any better.
She was just tired of listening to people.

Did an injtial interview and then my provider
gave me Prozac and it didn’t really work sa It
stopped taking that. 1 didn’t see the effect.

Interviews
containing
theme
[
n %
24 75
14 44
11 34
9 28
6 19
5 16
3 9
2 6

1 3
27 84
13 41
11 34
10 31
7 22
4 13
4 13
2 6
2 6
2 6
2 6
1 3
1 3

(Continued )
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Table 3. (Continued ).

General theme Theme

Have been through worse in the
past

This is a normal reaction and
treatment won't help
[igh external benefit
Want to be a betfer person for
famnily

Symptoms cansing impajrment in
relationships or isolation from
others

Symptoms creating a Tisk. for self
or others

Treating symptoms will help
carecr
Symptoms causing impairment at
work
Low external benefit
Treatment will not fmprove
functioning

Interviews
containing
theme

Sample quote 7 %

¥ just thought, “[fey, this is stress, angel,

whatever, I'm going o deal with it. You

know it’s not that bad.

it was nothing ... I am used to everything 1 3
being hard and messed up.

23 72

1 necd to know that 'm gying to do 11 34
comething, pot just for me but for my son. I

wapt to be here for him.

T koow I am physically and mentally not there g 25
with my wife. 1t's like T used to be a lot more

loving, more emotional with her.

1 was going in because, okay, [ really want to 7 22
choke all these people. They know 1 really

want to choke all these people. I should

probably go talk to somebody s0 1 don’t

choke all these peaple, for their sake and for

mine.
When they staried falking about me Josing 3 9
rank 1 decided Thad to do something about it
When you don’t sleep your entire work just 2 6
goes downhill rapidly.

0 0
n.a. 4] 0

symptoms affect the individual's behavior with others,
and include wanting to be a better person for one’s fam-
ily, symptoms causing impairment in relationships or iso-
tation from others, and symptoms creating a Tisk for self
or others. No interviews had themes of Low External
Benefit, although theoretically a conceril that treatment
would not improve relationships or reduce job impair-
ments, for example, would be possible.

Discussion

Mental health treatment seeking while on Active Duty
is characterized by the defining clemenis of courage.
In this study, Rate’s (Rate, 2010; Rate et al, 2007)
three defining features of courage — volition, personal
sk, and worthwhile goal — were prominent themes.
While previous research has described the courage
needed to seek treaiment (e.g. (ans, 2005; Putman,
2004), to our knowledge this is one of the first empiri-
cal demonstrations that individuals 1n treatment
describe their experience in terms of volition, risks,
and goals (here described as their desired end state —
benefits).

These risks and goals do not fall peatly into a psy-
chological or moral courage category. Career and other
social risks of moral courage were universally expressed

by our sample. Expressed stigma, particularly from mili-
tary peers and leadership, as well as harm to one’s mili-
fary carser, Were COTTON CONCerms. Tronically, one form
of this stigma, a belief that secking treatment indicates
psychological weakness, indicates that others see seeking
treatment as cowardly (very low accolade courage) while
simultaneously increasing the process COUTAEe required
to successiully enter treatment.

Instances in which social support, rather than stigma,
was stated by important athers were deseribed by all but
two of the participants. Thus, both social stigma and
social safety signals appear o play an important role in
getting pto treatment for our sample. This overarching
theme of social consequences of an action is most simi-
lar fo rporal courage (Greitemeyer, Fischer, Kastenmiller,
& Frey, 2006).

Internal risks, on the other hand, were expressed by
barely half of participants. These tisks involved concerns
that treatment would involve unpleasant emotions, the
need to accept something negative about themseltves, or
venturing outside one’s emotional comfort zone (e.g. Pury
et al., 2007). Few participants described safety signals for
these concerns, Thus, while concerns about the tisks of
psychological courage Were not uncommon, they were not
g universal nor as frequently combatted as the external
risks of moral courage.
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Gioals were more equaily divided among external and
internal benefits, The external benefits described all
involved improvements ip the participants’ jnteraction
wiih tbe external world — family and significant others,
not harming others, and work. While all of these benefits
were somewhat more concrete than the more abstract
moral concerns of moral courage, such as fixing a
wrong, they all represent & way in which the individual
is striving to be a beffer person. Moreover, while these
goals were present for the majority of participants, not a
single participant explicitly described a concern that ther-
apy might not let them achieve them.

Instead, both the interna} goals of psychological cour-
age — predominantly better emotional health (High
Internal Benefits) — and concerns that treatment might be
either unnecessary of ineffective in symptom alleviation
(Low Tnternal Benefits), were common. They centered
on the individual’s internal experience of treatment and
secim most related to psychological courage {see Putman,
5004). Notably, Shelp (1984) defined courage M medical
settings as including the possibility that the desired goal
might not be met. In fhis case, mention of concern that
benefits might not occur may also add the risk of futility
to stated risks. Taken together, both the high endorsec-
ment of internal benefits and the high level of concem
they might not be reached is consistent with psychologi-
cal, rather than moral, courage.

Thus, secking treatment in a heightened atmosphere
of stigma might best be thought of as an act of blended
courage, with the social risks of moral courage being
taken for the wellness goals of psychological courage.
We think this has several jmportant implications.

Tor courage theory, our data provides a concrete,
more empirical]y—derived example of blended process
courage. The necessary features of courage described by
Rate are voluntary action, personal risk, and noble goal
(Rate, 2010; Rate et al,, 2007). While ipdividual voli-
tion seems likely to be unchanging from type to type,
risks and goals seem fo COME in natural pairs in the
envirorment, but not always. Tf T want to save SQMmeone
from physical danger, 1 might need to face that same
physical danger myself, thus exhibiting classic physical
courage. Except when [ need to face a different risk: to
keep my fiiend from risking both his and other lives by
driving drunk, [ might need to face the sociat risk of
taking away his keys. 1f T want to stand up t0 protect
the tights of others, [ might need to face the social tisk
of people hating me, thus showing moral COUTAZe,
except when that hate tarns into the genuine physical
risk of being injured or Killed for my (social) actions.
Thus, we suggest, traditional types of courage might be
pest thought of as loosely-coupled types of goals and
risks.

As courage Tesearch transitions into interventions o
foster process COUWIAZS, it may be useful to characterize

the goals and rsks of the courageous action being
fostered separately rather than lumping therm together as
in physical, moral, or psychological courage. Boosting
psychological courage may seem 2 desirable method of
increasing needed mental health treatment-seeking, but
¢his may only work insofar as the intervention helps
comeone sce the importance of the goal of mental
wellness. Stressing techniques to overcome the risks of
psychological courage — baring one’s soul to a stranger,
for example, or enduring psychological disiress during
treatment — would address conceins expressed by only
sbout half of our sample. On the other hand, techniques
that might help fo reduce or overcome the risks present
in moral courage — losing face, losing social standing,
facing career stagnation — could potentially address
concerns expressed by all of our participants.

Of course, this study relies on content analysis of
interview data, Only the presence or absence of specific
themes was analyzed, and future rescarch should incor-
porate guantitative  MeAasures of msks and goals.
Morcover, owur design was retrospective. Prospective, or
even concutrent, data collected before or during treat-
ment-seeking would be necded fo determine the extent to
which our data represents the live thoughts and experi-
ences of treatment seekers compared to their mermory of
that action. Our sampic was also homogenous: all indi-
viduals interviewed were active duty US Army soldiers
stationed at a particular post during the same Jimited
time period. The perceived risks and benefits of secking
(reatment may be different in different circuwmstances.
Finally, because participants in our sample were all cur-
rently in treatment, jt may be that they have already
overcome many potential risks of treatment and experi-
enced its benefits. They also wmight not represent all
potential treatment seekers.

Overall, the results of this study suggest that blended
courage exists and that we might most usefully think of
courage in terms of types of risks and types of goals,
ratber than overall types of courage. Doing so will
cnable us to pinpeint arcas to advance both courage the-
ory and courage interventions.
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Note

1. Note that similar concerms about assessing the extent of
psychological wounds (as well as enesiy intent) surround
the jssue of issuing the Purple Heart for PTSD and ofher
psychological injuries of war {Alvarez & Eckholm,
2008).
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Appendix 1. Interviewer guide

(1) Please describe how you came to be in mental
health treatment. (follow-up questions, if
unciear: What led to your decision to seek treat-
ment? How did you come o believe that you
should get treatment?)
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(14)
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What type of meptal health treatment did you
receive? (.8 psychotherapy, phanmacotherapy,
chaplain, peer support groups, {reatment by doc-
tor/psychiatrist/psychologist, etc.) (follow-up
questions: how long were you jn treatrnent?
How many Sessions did you attend? Do you
kmow what your diagnosis was?)

Before this, had you ever been ip treatment
before for any other problem? (follow-up with
how many times, how long ago, how long in
reatment, was it snccessfal?)

How long was it between when you first
thought you might need to get treatment and
when you actually got trentment? What hap-
pened in the meantime?

How long were you experiencing problerns of
symptoms before you decided to get freatment?

Why did you decide to get treatment?

What benefits did you seé fo getting treatment?

Did you have support from ofhers in seeking
treatment? {if yes, What was your relationship
to them? How did they offer support?)

What did you think treatment would be like?
How has it been / was it different?

Did you put a name ar diagnosis with the prob-
lems you Wwere having before you went in for
treatment, or did you just know something was
not right? (if yes, Was yout diagnosis the same
one that the freatment provider thought you
have/had?)

Did you encounter &ny problems  from. the
Army when trying to get reatment? (f yes,
Please describe them. How did you overcome
problems?)

Did you encounfer amy problems with family
members or friends when trying to get treatment
(if yes, Please describe them. How did you
overcome those problems?)

Did you encounter any problems of CORNCEIns
with the healthcare system when seeking freat-
ment? (e.g. difficulty making appointments, dif-
ficulty finding needed services, perceived lack
of eligibility, and £Xpense)

Did you have ally other difficulties accessing
the treatment you needed? {(¢.8. scheduling con-
flicts, time constraints, and trapsportation)

Did you experienice amny doubts of your own

(16)

(a7

(18)

(19)

(20)
o2y
22)
(23)
(24)

(@5)

ahout seeking treatment? (if ves, Please describe
¢hem. How did you overcome those doubts?
(Follow-up: What about any peliefs that pre-
vented you from seeking freatment sooner or
might have initially hindered secking treatment?
(e.g. pride in self-reliance, focus on job and
family functioning. providers will not under-
stand/believe, treatment ot helpful, treatment is
for the weakicrazy, and treatment is only for
extrome problems))

Did you encountes any other obstacles in seck-
ing treatment? (if yes, Please describe them.
How did you overcome those obstacles?)

Before you decided to get treatment, did you
know anyone clse who had similar problems?
(if yes, were they in the Anmy/military? ‘What
was your relationship 1o him/her/them? How
did their symmptoims affect thern? How did you
see your symptoms compared to theirs- better,
worse, or the game? Did they get treatrnent?
How did you Sc¢ treatment affecting him/her/
them?)

Before you decided to get treatrnent, did you
know anyonc (clse) in the Armmy who sought
treatment? (if ves, What was your relationship
to him/her/them? How did you see treatrnent
affecting thers, either on or off duty?)

Before you decided to gel treatment, did you
know anyone outside of the Army who sought
treatment? (if yes, What was your relationship
to him/her/them? How did you see treatment
affecting them? Were they in the miilitary at the
ame?)

Is there anything i patticular that you told
yourself or that led you to get treatment?

Is there anything in particular that others did
that led you to get treatment?

Ts there anything 1 particular that the Army did
that led you to get treatment?

What do you think was the single most helpful
thing in getting you in to treatment?

What do you think was the biggest barrier you
faced in getting into treatment?

If there was one thing that you could tell some-
one who needs treatment but is not getting it,
what would it be?
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The purpose of the current two-phase study was 1o comprehensively identify the
barders and facilitators of mental health treatment seeking among active-dugy service
members. For Sample 1, focus groups were conducted with a general sample = 78)
of United States goldiers. For Sample 2, interviews wett conducted with soldiers who

had sought mental
software (Berlin,

health treatment (7 = 32).
Germany), and descriptive analyses identified key themes. Factors

Transcripts were coded using Atlas.d

identified by this study that have been underinvestigated in previous research included

medication copcerns,

moted by military culture, positive leader hehaviors, and witnessing
experiences. Common barriers included career cODCEINS,
and practical barriers.

leadership problems,

discomfort with discassing mental health problems, beliefs pro-

treatment scekers’
stigma, treatment cORCErnS,
Common facilitators included social sup-

port, leadership support, and perceived symptom severity. Findings suggest that treat-
ment-facilitating interventions should reframe treatment-infibiting perceptions, change

teader behaviors, and employ testimonials.

Reywords: service use, help seeKing, barsiers,

As a result of recent silitary operations in
Trag and Afghavistan, cuprent military personnel
are likely to have deployed multiple fmes and
{o have experienced high-intensity combat ex-

osure during the course of these deployments
(United States Department of ATy Medicine,
2011). Repeated exposure to potentially trau-
matic events places service members at high
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facilitators, military

risk for developing imental health disorders, n-
cluding posttraumatic stress disorder (PLSD),
depression, and substance-use disorders. Stud-
ies of service members returning from Jraq and
Afghanistan have indicated that approximately
20—44% meet criteria for a mental heaith diag-
nosis (Kim, Thomas, Wilk, Castro, & Hoge,
2010; Seal et al., 2005). Despite the significant
mental health needs of recently deployed ser-
vice members, only 2 fraction of those with
psychiatric problems (13-50%) use mental
health services (Hoge, Auchterlonie, & Mil-
liken, 2006; Kehle et ab., 2010 Tanielian et al.,
2008). To address the mental healtb needs of
{his population, it is important to understand
barriers and facilitators of mental health treat-
ment seeking.

Although a number of stadies have investi-
pated specific factors associated with military
personnel seeking needed menial health treat-
ment, this area has been haropered by the lack
of gualitative research examining the deternmi-
nants of treatment seeking from service mernbers’
perspectives. In the present study we conduact
gualitative research with active-duty soldiers to
thoroughly assess their perceptions of the bar-
ders and facilitators of treatment seeking among
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military persontel using two different samples.
The first is a general sample of soldiers in an
infantry division, and the second is a sample of
soldiers who made the decision to seek mental
health treatment while they were ol active duty.
We expect to find support for barriers apd fa-
cilitators that have been identified in previous
research, but also 0 identify additional factors
that have not been investigated.

Factors affecting treatment seeking can be
understood within the behavioral model of ser-
vice use, which posits the existence of predis-
posing, enabling, and need faciors (Andersen &
Newman, 1973). Predisposing factors are pre-
existing factors that contribute 1o ap individuo-
al’s likelihood of seeking services, such as de-
mographics and health beliefs. Enabling factors
either impede or enhance treatment seeking, and
include factors such as income, insuranoce, fam-
ity support, and community resouwrces. Need
factors include both perceived and actual need
for services, such as perceived symptom sever-
ity and mental health diagnoses.

The low rates of mental health treatment
seeking in military populations sug gest that bar-
rers to care likely inhibit service use. Stigma
has been found to be the most prevalent known
arrier to mental health service nse in milifary
samples (Britt, 200, Hoge et al., 2004; Kim et
al., 2010), and may be a predisposing determi-
pant of service use. Two types of mental health
stigma have been identified: public stigma,
which involves negative reactions from other
people toward mental illness; and self-stigma,
which is the internalization of public porirayals
of mental illness, and fhe belief in those por-
trayals (Corrigan & Watson, 2002). In studies of
active-duty soldier and Operation Enduring
Freedom/Operation Iradi Freedom (OEF/OIF)
veteran populations, more than half of soldiers
endorsed concetns about being seen as weak,
being treated differently by leadership, losing
the confidence of fellow soldiers, and harming
their careers (Britt, 2000; Hoge et al, 2004;
Kim et al., 2010} Fxisting studies have relied
on only four to six ifems to assess stigma, such
as “Tt would be too embarrassing” and “1 would
be seen as weak.” It is unclear whether other
stigmatizing attitudes toward mental illness ex-
ist among gervice members, guch as concerns
that one will be labeled as “crazy,” or a burden
to others. In addition, little research has as-
sessed self-stigma in military personnel (Skopp
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at al., 2012). Previous studies have also in-
cluded fears of losing security clearance Or gen-
eral “harm to career” as stigma-related barriers
to care. However, carcer CODCEINS may not all
be related to perceived stigma and it is possible
that career COnCerns represent a mMore complex
set of barriers. Furthermore, measures of stigma
employed in studies of military personnel bave
not analyzed the extent to which service mern-
bers actually hold stigmatizing beliefs about
those who seek mental healih treatment. For
example, do service members view others who
seek treafment as detracting from the opera-
tional mission of the wnit? These types of ques-
tions have not been assessed with existing mea-
sures.

Practical barriers also hinder treatment seek-
ing, and can be framed as the negative side of
the behavioral model of service use’s enabling
factors. Common practical barriers endorsed
among, military personnel inciude trouble get-
ting time off work for an appointment, difficulty
scheduling an appointment, and financial con-
cerns (Hoge et al., 2004; Kim, Britt, Klocko,
Riviere, & Adler, 2011). Again, these studies
relied on structured rating scales with a limited
number of items. 1t is possible that other prac-
tical barriers exist, such as frequent moves Te-
quiring shifts in providers, o1 difficuity attend-
ing multiple appointments when prolonged
{reatment is required. For example, MclLay and
colleagues (2011} conducted a treatment-
outcome study for PTSD among active-duty
personnel, and suggested that fluctuating as-
signments and frequently changing duty sfa-
tions contributed to high treatment-dropout
rates. Tn addition, leader behaviors, such as not.
allowing time off for treatment or lack of
knowledge about mental health resources, may
comtribute to these barriers. Because both
stigma and practical barriers have been signifi-
cantly associated with treatment seeking among
U.S. Army soldiers, it is important to develop
thorough assessments of these constructs (Brilt,
Greene, Castro, & Hoge, 2006).

Beliefs about mentak illness and treatment
comprise a third set of barriers to care. Studies
have suggested a few treatment-inhibiting be-
liefs among active-duty soldiers, such as believ-
ing one can handle the problems alone and
believing the problem is mot severe enough to
warrant treatment (Britt et al., 2011; Kim et al.,
2011; Visco, 2009). Such beliefs may be en-
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couraged by military culture, where soldiers are
expected 10 “tough out” difficult emotions
(Vogt, 2011), buat the role of military cutture has
not been assessed by existing scales.

Negative perceptions of mental health treat-
ment may also iphibit treatment seeking among
soldiers, including heliefs that mental health
professionals are untrustwortiy, treatment does
not work, treatment should be a last resort, or
that medications will have negative side effects
{(Hoge et al., 2004; Kim et al., 2011; Sayer et al.,
2009). The literature o1 mental health treatiment
secking in civilian populations snggests that
individuals also avoid treatment due 10 treaf-
ment fears, such as the fear of how a mental
health professional might treat him OF her, as
well as the fear of discussing painful emotions
(Vogel, Wester, & Larson, 2007). Confidential-
ity concerns may also arjse due O policies that
allow commanders O be informed of 2 soldier’s
mental fitness for duty (Miliiken, Auchierlouie,
& Hoge, 2007). It is possible that lack of knowl-
edge about treatment can contribute to these
fears and cONCErns. However, these {actors have
nol been previously identified or assessed in
studies of military personnel. Although most of
these factors represent predisposing factors for
service Use, perceptions of illness severity and
recognition of symptoms relate to perceived
need for treatment.

Although less commonly studied, several fac-
tors may increase the likelihood of soldiers us-
ing mental health services. One set of treatment
facilitators relates 1o enabling factors in the
environment. For example, one study found that
active-duty soldiers who reported unit cohesion
and skilled leaders were less likely to report
practical‘barriers and stigma toward treatment
seeking (Wright et al., 2009). A second study
indicated that reductions in negative leader be-
haviors reduced perceived stigma, whereas pos-
itive leader hehaviors were associated with
fewer practical barriers (Britt, Wright, &
Moore, 2012). Another set of facilitators relates
to perccived mental bealth needs, including
franma exposure, symptoms {hat interfere with
functioning, and recognition and acceptance of
a disorder (Fikretogly, Brumet, Schmitz, Guay.
& Pedlar, 2000; Sayer et al., 2009). A third set
of facilitators relates 1o heliefs about mental
illness and treatment. These were described it &
grpall qualitative study of Vietnam and OEF/
OIF veterans with PTSD, which identified be-

liefs that treatment i8 socially acceptable, help-
ful, and provided by a trustworthy system
(Sayer et al., 2009). Anotber set of facilitators
described in the civilian literature relates to the
presence of a social network that 15 accepting
and encouraging of treatment seeking (Vogel et
at., 2007). Individuals who know gomeone who
sought help or had a support person that recom-
mended treatment have been found to be mOre
likely to seek treatment (e.8- Dew, Bromet,
Sehulberg, Parkinson, & Curtis, 1991, Tijhuis,
Peters, & Foets, 1990). Finally, the anticipated
utility of seeking help has been found to signif-
jcantly predict attitudes about seeking mental
health treatment (Vogel, Wester, Wei, & Boy-
sen, 2005). These {actors have yet 10 be identi-
fied in military populations.

Tn sum, little research has been conducted on
the facilitators of mental health treatment seek-
jng among active-duty soldiers, and most re-
searchers of barfers to treatment have em-
ployed predetermined rating scales and have
incloded a jimited mumber of items. Thus, it is
Jikely that there are additional barriers and fa-
cilitators to be discovered. Finally, most studies
did not simultaneously examine predisposing.
enabling, and need factors. Researchers study-
ing culture particntarly favor naturalistic open-
ended questions and recommend them when ()
there may be additional wnknown factors a8s0-
ciated with a problem (e-g., Bernard, 2006;
LeCompie & Sehensul, 2010), (b) when not all
settings and combinations of those factors are
¥nown (e.2., LeCompie & Schensul, 2010), and
(c) when one {s interested in the processes by
which a decision is made {e.g., Bemard, 2006).
We believe that all of these conditions are met
by the current state of research mio barriers and
facilitators of treatment seeking in active-duty
military cultuze. Thus, we employed open-
ended questions 10 elicit soldiers’ unconstrained
nominations of predisposing, enabling, and
need factors. We believed that this methodology
would yield a more holistic and expanded pic-
ture of the bariers and facilitators of treatment
secking in the military and might be used to
create more comprehensive scales. We used fo-
cus-group and interview mefhodologies with
two groups of active-duty soldiers: (a) a general
sample and (b) a sample of current treatment
seekers.

We aimed to answer the following research
question: ‘What are the percetved bartiers and
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facilitators of mental health treatment seeking
among active-duty soldiers seeking treatment
and not seeking treatment? We hypothesized
that we would identify many of the barriers and
facilitators found in previous research with mil-
itary personnel, including public stigma, practi-
cal barriers, beliefs about treatment, self-
reliance, and perceived mental health needs.
Rased on civilian literature and related research
with military personnel, we also hypothesized
that our findings would reveal the following
factors: self-stigrma, discomfort with treatment,
specific careef concerns, confidentialify con-
cerns, military cultural factors, teadership be-
haviors, anticipated utility of treatment, and so-
cial network support. Finally, our methodology
may reveal additional barriers and facilitators
beyond those measured in previous research,
Identification of these factors is important, not
only to develop more comprehensive assess-
ment instraments, but also to determine targets
for jntervention that could improve the likeli-
hood that military personnel will get mental
health treatment when peeded.

Method

Sample 1: General Sample

We recruited a general samnple of 78 active-
duty Army personne] through chain of com-
inand at a large U.S. Army post in the South-
east. The infantry division igsued an operations
order, and umit leaders recruited participants
from different rank categories. We requested
that groups include both soldiers from combat-
arms units and combal-support units. Three fo-
cus groups were conducted with each of four
rank categories, resulting in a total of 12 focus
groups. Each focus group consisted of 3-8 sol-
diers. The rank categories included junior en-
listed (BE1-EA, 1 = 19, noncommissioned offi-
cers (B5-ET,n = 19}, company-grade officers
(0103, n = 21), and field-grade officers (04~
05, n = 19). The majority of participants were
White (04%). followed by Black (13%). The
majority of participants were male (80%), the
mean age was 31.1 (SD = 6.9), mean years of
service was 9.3 (SD = 6.3}, mean nutober of
combat deployments was 1.8 (SD = 1.2), and
91% had been on a combat operation in the last
10 vears.
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The focus groups Were conducted by the four
study investigators during September, 2011
participants signed an informed consent form in
the presence of US. Army ombudsman, Focos
groups followed 2 semistructured interview

\de (hat assessed batriers and facilitators of
mental health treatment seeking. To maximize
the chances that themes WerIc pot limited by
item content, questions were all open-ended.
Sample items included, “What factors do you
feel may infuence 2 soldier to seek treatment?”
«what makes it easier for soldiers to seek treat-
ment when they need 147" and “Many soldiers
who experience psychological problems do not
seek treatment for their difficulties. Why do
you think this is the case?” Other questions
agsessed the roles of stigma and organiza-
tional support in treatment seeking, beliefs
about mental health treatment, and perceptions
of mental health professionals. Potential open-
ended follow-up probes were incloded 1o be
ased as needed (€.8. “Iow much do attudes of
friends and family members serve as barriers to
(reatment seeking? What are the beliefs about
how it will affect job performance?”) Sessions
lasted approximately 6090 min.

Audio recordings were made of focus-group
sessions, which were later transcribed. The four
study investigators reviewed each of the fran-
scripts and independently identified common
themes in the data. The investigators started
with a coding scheme based upon the themes
that have been addressed previously 1n the re-
gearch literatore, and then added novel themes
that came up in the focus groups. The themes
were pooled and codified, and the coding
scheme underwent geveral revisions based on
feedback from each investigator and repeated
reviews of the transcripts. Definitions for each
code are presented in Table 1a and Table 1b.
Four graduate student research assistants Were
trained on the coding scheme and performed
content analysis on the transcripts. Two re-
search assistanis coded every transcript for half
of the codes, and two research assistants coded
every transcript for the other half of the codes.
Codes were assigned using Atlas.ti (Berlin, Ger-
many) software. 1t was possible for guotations
to be coded in more (han one category. Mean
percent agreement between coders for the codes
included in this study was 74, Disagreements
were resolved by the study jnvestigafors. De-
mographic information and codes for each focuas
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TREATMENT FACILITATORS AND BARRIERS

group were entered as variables in an SPSS

database. Descriptive statistics were employed
to aggregate the data.

Sample 2: Treatment Seekers

We recruited a sample of 32 soldiers who
were cutrently seeking mental health treatment
from the behavioral health clinic on post. Po-
tential participants Were informed of the study
by mental health professionals at the clinic and
ipteresied participants were contacted by a
member of the research team to be scheduted
for an inferview at a private location on base.
Participants included 17 junior enlisted, 14 se-
nior enlisted, and one officer, The participants
in the majority were White (78%) and male
(91%). The mean age was 29.0 (8D = 6.3),
mean years of service was 8.0 (§D = 5.9), mean
number of combat deployments was 1.7 (SD =
0.9), and 91% had deployed on a combat opet-
ation in lraq or Afghanistan.

Interviews were conducted by the four study
investigators between August, 2011 and February,
2012. Participants signed an informed consent
form in the presence of a U.S. Army ombuds-
man, A semistructured interview guide assessed
harriers and facilitators of mental health treat-
ment seeking. Questions were primatily open-
ended; when close-ended, they were followed
by open-ended probes. Sample items included
“What Jed to your decision 10 seek treatment?”
and “What do you think was {he biggest barrier
you faced in gelting into treatment?” Close-
ended questions asked participants whether they
had experienced any problems from the Army,
friends, family, the health-care system, doubts
of their own, practical barriers, or other obsta-
cles when they sought treatment. Follow-up
questions asked participants to describe the
problems and how they Overcame these barriers.
Jtems also assessed whether other people or the
Army facilitated participants’ treatment seek-
ing. Sessions tasted approximately 60-90 min.
Soldiers completed a questionnaire including
(he PTSD Checklist (Weathers, Titz, Herman,
Huska, & Keane, 1993) and the Two-Item Con-
joint Screen (TICS) for alcohol-use problems
{Brown, Leonard, Saunders, & Papasouliotis,
2001). Screening criteria for PTSD were met by
56%, and 9% screened positive for ajcohol-use
problems.

523

Audio recordings of the interviews were tran-
scribed. As with the previous sample, the four
study investigators independently reviewed
each of the transcrpts 1o identify common
themes, and a coding scheme was developed
based on key themes i1 the data. The investiga-
tors began with a coding scheme based upon
previously identified barriers and facilitators of
ireatment seeking, and then modified that
scheme as additional factors were identified in
the interviews. The coding scheme underwent
several revisions based on feedback from each
investigator and repeated Teviews of the tran-
scripts. Definitions for each code are presented
in Table 2a and Table 7bh. Two research assis-
tants were frained on the coding scheme and
performed content analysis on the trapsciipts.
Each research assistant coded alt codes for each
transcript. Codes Werc assipned using Adlas.ti
software. It was possible for quotations to be
coded in more than one category. Mean agree-
ment between the coders included in this study
equaled 75%. Disagreements were resolved by
the study investigators. Demographic informa-
tion and codes for each interview were entered
as variables in an SPSS database. Descriptive
statistics were employed 10 aggregate the data,

Results

Sample 1: General Sample

Barriers. Table 1a provides the most fre-
quently identified barners 10 treatment seeking
among the focus groups, as well as sample
guotations from participants in the group that
reflected the barrier. Frequencies were reported
separately for focus groups with enlisted mem-
bers and focus groups with officers. The most
frequently endorsed barriers were career con-
cerns, public stigma, treatnent concerms, and
leadership problems.

Key career concerns included wordes that
treatment seeking would hinder advancement or
Jead to discharge from the military. Other con-
cerns included different treatment from umit
members or leaders (such as being assigned
less-desirable duties), time needed for treatment
interfering with job duties, and undutly burden-
ing other unit members who completed work
assignments missed for appoinfments.

Both self-stigma and public stigma were also
described. Self-siigmna included internalized be-
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z g liefs {hat being diagnosed with a mental illness
% g is embarrassing and means that one is crazy or
238 weak. Public stigma inctuded concerns that
£ . .; g8 leaders, unit members, friends, and family
. <, %; g i % members would perceive of treat a soldier dif-
§ 5~—~F g ferently if they knew he or she sought mental
£l= E223 health treatment. Public stigma was mentioned
288 % =2 in the larger portion of focus groups with en-
=y ';H; 8_“3}1 listed rpembers, compared with focus groups
e B85 with officers.
:%%;,% 5 The most frequently noted treatment CON-
= B - cerns were about medication, including side ef-
=25 A fects and how these side effects might interfere
EEEE 2 with job duties. In addition, soldiers deseribed
= concerns that medications or other treatments

would not work, and that medications are over-
used or used inappropriately. Others described
their concerns about treatment providers, in-
cluding discomfort with providers and percep-
tions that providers were “burned out.”

Regarding leadership problems, both leaders
and junior-enlisted personnel noted that leaders
often perceive soldiers who seek mental health
{reatment as swglackers” or malingerers. Soldiers
also reporied problems with trusting their lead-
ers enough to discuss mental health problems
with them, including concerns that information
wonld not be kept confidential. Furthermore,
participanis noted that leaders were sometimes
unclear about what treatment entailed (e.g., how
much time off would be required) or were husy
with the high work demands and therefore un-
able to be supportive.

Other frequently reported barriers included
practical constraints, confidentiality CONCErS,
lack of peer support for lreatment seeking, and
lack of honesty on mental. health assessments
(e.g. undetreporting symploms fo avoid visits .
with mental health professionals or speed pro-
cessing after deployments). Practical constraints
included limited availability of providers, in-
ability to get timely appointments, and limited
availability in soldiers’ schedules. Confidential-
ity concerns were reported in a larger portion of
focus groups with enlisted members, as COT-
pared with focus groups with officers.

Participants also described treatment-inhibit-
ing beliefs that were promoted by military cul-
ture, such as the importance of retaining mental
toughness and prioritizing the unit mission
above one’s own needs. Another aspect of mil-
itary cultare described by participants is that
fellow soldiers are often perceived as having

o
i
ey

=

=

o

fid

waiting untl problermns are

Codebook definition

severe}
« Nature of treatment
+ Who to call if need treatment

+ When to get treatment (8.8
« Where 10 20

+ Success rate of treatment

Senior
enlisted/officer
n = 15)

Jupior enlisted
(n=17

Table 2a (continued)
Themes
Lack of information
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been through simjlar o WOISe life stressors, and
therefore the soldier’s own problems are per-
ceived as insignificant, abnormal, or not deserv-
ing of menfal health treatment. These beliefs
were described in a larger portion of the offi-
cers’ focus groups than in the enlisted focus
groups. Another frequently reported treatment-
inbibiting belief was the perception that a per-
son should handle his or her problems alone.
Participants also discussed how certain mental
health symptoms could interfere with treatment
seeking, such as isolating oneself from others or
excessive substance Uuse, which can lead to
avoiding a problem or wgelf-medicating.” Fi-
nally, participants noted lack of information on
the nature of treatment, where to get it, who the
providers were, 0T how long it would take.

Facilitators. As seen in Table 1b, the major-
ity of focus groups identified leadership support
and social support as facilitators of treatment seek-
ing. Supportive teader bebaviors included atlow-
ing time of{ and fexibility in assignients so that
soldiers could attend appointrents. Supportive
Jeaders were also described as yustworthy and
encouraging of seeking treatment. Soldiers noted
that it was especially powerful when leaders
sought treatment themselves, openly described
these experiences 10 \mit members, and continued
to perform their jobs successtully. In terms of
social support, participants described support from
farnily, friends, and fellow unif members as criti-
cal facilitators to seeking treatment.

A prominent portion of focus-group members
discussed practical facilitators and recognition/
perceived severity of symptoms as facilitators to
seeking treatment. Practical Tacilitators were de-
seribed in a larger portion of the officers’ focus
groups, and included schedule availability and
knowing where lo get {reatment, Regarding
symptom severity, many soldiers described se-
vere incidents that can prompt recognition of
the need for treatment, including DUTs, physical
assaults, and suicide attempts. Others identified
general distress, not wanting symptoms L0 get
worse, problems in relationships, and impait-
ment in occupational functioning as potential
triggers to seek treatment, In a few of the focus
groups, participants described positive percep-
tions of mental health treatment seeking (€.g-:
perceiving it as helpful or efficacious) and fa-
mikiarity with mental health providers as facil-
itators of treatment seeking.

7INZOW ET AL.

Sample 2: Treatment Seekers

Barriers. Table 2a provides the most fre-
quently identified barriers among the treatment
seckers, as well as sample guotations relevant to
these barriers. The most prev alent impediments
were practjcal barriers, treatment concerns, pub-
lic stigma, leadership problems, and career
concerns. Discussions of practical barriers,
Jeadership problems, and career CONCEINS
largely mirrored the themes from the focus
ZTOUPS. Discussions of treatment concerns dif-
fered somewhat from focus-group themes. The
most frequently raised treatment concerns in-
volved pot feeling understood or cared for by
providers. Some participants also discussed
concerns that treatment would not work, dis-
comfort with talking 10 someone about their
problems, previously negative experiences with
treatment, perceptions that they were ooly able
to access military providers, and concerns that
they would need to start again with a new pro-
vider if they or their providers were geograph-
ically reassigned. Jdentification of stigma also
differed from focus-group discussions in that
self-sfigma concerms Were rajsed less frequently
among treatment seekers. In addition 1o the
leadership concerns identified in the focus
groups, many interview participants reported
fecling generally unsupported by teadership in
their treatment-seeking offorts. Similar to focus
groups, other barriers jdentified by interview
participants included pegative mental health be-
liefs, lack of peer support for secking treatment,
symptom interference, military-related beliefs,
confidentialily concerns, and lack of informa-
tion. In relation to junior-enlisted members, a
larger portion of senjor-enlisted interviewees
described the following barriers: self- and pub-
Jic stigma, mental health beliefs, military be-
tiefs, and confidentiality concerns.

Facilitators. Table 2b provides the most
frequently identified facilitators among treat-
ment seekers, including encouragement by a
support person, symptoim severityfinterference,
referral by medical or military personnel, wit-
nessing other treatment-seekers’ experiences,
supportive leadership, and positive perceptions
of treatment seeKing.

Interview participants most frequently iden-
tified encouragement from family members.
particularly spouses, as representing a primary
reason for seeking treatment. Many discussed
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wanting to be a “better person” for their fami-
lies. Several participants also described observ-
ing other successlul treatment seekers’ experi-
ences as a factor that helped reduce stigma and
served as an impetus for them 1o seek treatment
themselves. Discussions of leadership support,
as well as symptom severity, were similar to the
themes that arose during focus groups. Many
soted that it was not until symploms reached a
high level of severity that they recognized the
need for treatment.

The most frequently reported positive per-
ceptions of mental health freatment seeking
were beliefs that addressing one’s Own mental
health needs is a priority and a personal respon-
gibility. Several participants stated that they
overcame barriers o care by deciding to place
{heir own needs before the needs of the military,
or by deciding that the positive cOnsequences of
addressing their mental health peeds out-
weighed the pegative consequences of contend-
ing with public stigma. Other positive percep-
tions included beliefs that treatment would
work and that treatment could actually belp
rather thap harm one’s career. Finally, addi-
tional facilitators included having information
about treatment, past positive treatment experi-
ences, and a history of life stressors that soldiers
were unable to manage on their own. Compared
with junior—en]jsted participants, a larger por-
tion of senjor-enlisted participants described
treatrment beliefs and life history as lreatment
facilitators.

Discussion

Stipma was one of the most frequently iden-
tified barriers to care in both samples, consistent
with earlier studies. Public stigma was men-
tioned most frequently; however it is important
to note that self-stigma was also commonly
reported, particularly among the general sam-
ple. Self-stigma has not been consistently mea-
sured in earlier studies of military samples, and
these findings suggest that it should be included
as a constroct on fufure rating scales (Skopp €t
al,, 2012) and considered as a possible target for
intervention. The fact that self-stigma was men-
tioned less frequently among treatment seekess
suggests that overcoming self-stigna may be an
important part of {he decision to seek treatment,
although longitudinal studies are needed 10 €s-
tablish this relationship.

531

As in previous research, career concerns,
practical barriers, and treatment-inhibiting be-
liefs about mental illness and treatment ail
emerged as additional parriers to care. Regard-
ing career concerns, our findings add to existing
literature by identifying specific concerns about
advancement, discharge, and burdening other
upit members. These findings suggest that ca-
reer concerns warrant measarement as a more
complex and separate construct in future quan-
titative assessments of barsiers to care. Similar
to earlier studies, practical barriers were largely
centered on scheduling problems. Financial
concerns were not frequently discussed, perhaps
due to the fact that we interviewed participants
on post who likely had access to affordable care
through the military.

I ittte is known about specific treatment cON-
cerns among active-duty soldiers, including
concerns about medication side effects and lfack
of knowledge aboul treatment. These concerns
were particularly prevalent amosg the general
sample, which suggesis that nongseekers of treat-
ment lack accurate information about treatment.
Other treatment concerns that were novel to this
study included concemns that providers are
“hurned out,” soldiers/officers do not feel an-
derstood by providers, they sense a lack of
familiarity with providers, and are uncomfort-
able with discussing problems with providers.
This discomfort is intensified when the Soldier
or therapist is moved to a different location and
the soldier needs to tell his or her story again to
a different provider. Finally, we identified be-
Jiefs specific to the military climate that inhibit
treatment secking, such as the need to prioritize
the mission over personal problems. Treatment-
inhibiting beliefs that were consistent with pre-
vious findings included the beliefs that a soldier/
officer must handle 2 problem on his or her
own, that there was a lack of recognition of his
or her problems, that treatment will not work,
and that providers generally lacked trustworthi-
ness.

This stady identified several additional barri-
ers to care that have pot been previously de-
scribed and may be unique o military culture.
These included perceptions among teaders that
coldiers with mental illness are malingering;
leaders also have confidentiality concerns, and
fack knowledge about mental health problems.
Other novel barriers included symptom interfer-
ence with treatment seeking, unsupportive
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peers, general confidentiality concerns, and lack
of honesty on mental health assessments.

Regarding {reatment facilitators, positive
\eadership behavior, perceived symptom sever-
ity, and social metwork encouragement were
common facilitators in both samples. Positive
Jeadership behaviors have not been elaborated
in the literature, and our findings suggest that
these consist of allowing scheduting flexability,
engendering (rust, and serving as role models
for successiul treatment seeking. Given the
strong Jeadership strocture of the military, lead-
ership support may be particularly important in
an active-duty setting (Buitt et al., 2012). Find-
ings related to perceived symptom severity were
of concem, in that many soldiers did not ac-
knowledge the need for treatment before a se-
vere Or life-threatening incident occarred. This
suggests that ynore efforts need to be directed
toward early recognition of symptoms as prob-
{ematic and deserving of treatment. Encourage:
ment by peers and family members was One of
the most important facilitators identified by sol-
diers seeking treatment. Of particular interest
was the importance of knowing other people
who sought treatment and had to overcome bar-
rers to mental health care. This is consistent
with literature on stigma—reduction interven-
tions, which suggests that contact with people
who have mental illness is one of the most
effective ways of reducing stigma (Corrigan &
Penn, 1999). Consistent with the civilian liter-
ature (Vogel et al., 2005), perceived utitity of
treatment was also jdentified as a facilitator.
This was mosthy the case among treatment seek-
ers, indicating that incrcasing.anticipated utility
of treatment among nonseekers of treatment
could help alter behavior.

The factors that we identified in this study
can be understood within the framework of the
behavioral model of service use. Specifically,
important predisposing factors included percep-
tions of mental health treatment, stigma, and
social modeling from successful treatment seek-
ers. Bnabling factors included access 1o Care,
scheduling flexibility teadership support, and
social support from peers and family members.
Need factors included perception of illness se-
verity, life stressors, and symptoms that inter-
fered with social and occupational functioning.

Given the gualitative natare of our data, it is
difficult to draw conclusions about differences
in barriers and facilitators across rank catego-

ries. However, stigma and confidentiality con-
cemns appeared fO be more prevalent among
enlisted members; within the interviews, this
was particularly the case for senior-enlisted per-
sonnel. Senior enlisted and officers also ap-
peared more likely to describe barriers within
the military culture. These findings may reflect
the fact that senior enlisted and officers were
older and bad often cerved more years i the
military, Senior enlisted and officers also more
frequenily described facilitators such as sched-
nle availabifity, knowing where fo get treafiment,
positive perceptions of treatment, and life experi-
ences that led to treatment. Tt is possible that
senjor enlisted and officers are more aware of
services and why they are needed, Future re-
search is needed to establish the stability and
origins of these differences between service
members of different ranks.

Although this study possessed several
strengths, such as recruitment of an active-
duty sample that included both treatment
seckers and nonseekers of treatment from dif-
ferent ranks, certain limitations should be not-
ed. First, the methodology employed with the
peneral sample (i€, focus groups) differed
from the methodology employed with the
treatment seekers (i.e., interviews). In addi-
tion, it is possible that the general sample included
some participants who had previousty sought or
were currently seeking treatment. Therefore, our
ahility to draw comparisons between the two
groups s limited. Furthermore, focus-group
data might not accurately reflect the number of
individual participants wiio would nominale a
particular theme if mterviewed individually. In
addition, the interview participanis Wwere not
representative of atl rank stractures and all par-
ticipants were recruited from a single installa-
tion. Therefore, findings may not be reflective
of the broader population of active-duty sol-
diers. To address these Limitations, future stud-
jes should consider conducting interviews with
both treatment seekers and treatment nonseck-
ers from different installations. Finally, our use
of qualitative methods limits our ability to
quantify findings of fo determine significant as-
cociations between harriers/facilitators and
treatment-seeking hehavior. Therefore, quanti-
tative studies are peeded to better establish these
relationships.
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Conclusion

Our findings have several implications for
research and practice. Regarding research, our
resnlts suggest that several constrocts should be
added to existing quantitative assessments of
barriers and facilitators of mental bealth freat-
ment seeking. Barriers that could be added 10
existing Neasures include seif-stigma, confi-
dentiality concerns, specific treatment CONCErns,
perceptions of malingering, military-related be-
liefs, leader and peet behaviors, and dishonesty
on mental health agsessments, Very little re-
gearch has examined facilitators, and the current
study provides guidance for developing a quan-
titative measure of treatment facilitators. In ad-
dition to previously identified facilitafors such
as symptom interference, Measures could assess
social network encouragement, positive percep-
tions of mental health treatment, and positive
leader behaviors. Further study is also needed to
determine the extent to which these barriers and
facilitators generalize 10 other branches of the
military, and how these factors differ by rank.

Regarding practice, our research identified
several modifiable barriers to care, highlighting
the potential utility of interventions that facili-
iate treatment seeking among active-duty sol-
diers. By connecting soldiers to needed mental
health treatment, these interventions could in-
crease early intervention, and thus reduce the
negative comsequences associated with un-
treated mental iliness. Among service meinbers,
these negative consequences include disability,
occupational impairment, suicide, health-risk
behaviors, and disrupted family relationships
(Tanielian & Jaycox, 2008). Our results suggest
{hat such interventions could focus on providing
accurate information on mental iflness and treat-
ment, challenging treatment-interfering peliefs,
improving leader behaviors, and reducing prac-
tical barriers to care. For example, 10 challenge
some of the treatment-interfering beliefs identi-
fied in this study, {reatment seeking could be
reframed as a form of courage that ultinately
jmproves a goldier’s pexformance in his or ber
unit. Accurate information could be provided on
medication side effects, mental health symp-
toms that merit intervention, the natare of treat-
ment, confidentiality policies, and any potential
career CONSEquences. Tt is possible that altering
treatment-inhibiting perceptions would not only
facilitate treatment-seeking behavior, but would

also improve early identification of symptoms
and increase hopesty on widely employed men-
tal healih screening instroments.

Our findings indicate that employing testimo-
mials from successful treatment seekers would
help to reduce stigma and address treatment
concerns. Contact with clinicians prior 1o seek-
ing treatment could, in addition, improve famil-
tarity with providers, allow for the provision of
pertinent information, and reduce stigma. The
fact that friends and family play an important
role in facilitating treatment also highlights the
peed to involve these individuals and provide
thern with information on mental illness and
treatment. Furthermote, separate interventions
may need Lo be developed for leaders that focus
on recognizing Symploms, smproving unit cul-
qure toward treatment seeking, and allowing
flexibility Tor attending treatment sessions. Fi-
nally, several {reatment adaptations have been
developed that may help reduce practical barri-
ers, such as hrief treatments, treatments that are
integrated mto primary care settings, and tele-
health interventions (Zinzow, Britt, McFadden,
Burnette, & Gillispie. 2012).
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The Role of Different Stigma Perceptions in Treatment Seeking and

Dropout Ampong Active

Duty Military Personnel

Thomas W. Britt, Kristen S. Jennings, Janelle H. Cheung, Cynthia L. 3. Pury, and Heidi M. Zinzow

Clemson University

Objective: Many military personnel with mental bealth problems do not seek treatment from mental
health professionals, and if they do seek treatment, they drop out of treatment before receiving the
recommended nurmber of sessions. The present stody examined the tole of 4 differeat stigma perceplions
on these oulcomes: perceived stigma f0 carees, perceived stigma of differential treatment, self-stigma
from seeking treatment, and stigmatizing perceplions of soldiers who seek treatment. Method: One

thousand three hundred twenty-four active duty soldiess completed a self-seporl survey assessment that

included measures of the 4 different stigma perceptions, indices of mental health symptoms, receipt of
mental health treatment, and whether fhey had dropped ont of treatment before it was completed. Results:
Participanis screening positive for 2 mental bealth problem reporled higher scares on ail 4 stigma
perceptions. All 4 stigma perceptions were each associated witha reduced fikelihood of treatment secking
when considered ipdividually, but only stigmatizing beliefs about those who seek treatment were
uniquely associated with treatment seeking, Perceived stigma for ope’s careet and differential treatment

from ofhers, along with seif-stigma from treatment §

eeking, were associated with an increased probability

of dropping out of menta) healfh treatment. Self-stigrna from treatment seeking was the only unique
predictor of dropout. Conclusions and Tmplications for Practice: Different stigma perceptions Were
associated with treatment seeking and dropout. Further Jongitndinal reseasch is peeded to examine how
stigma perceplions infinence fhese important outcomes. Practitionsts peed to be aware of how different
stigma perceplions can influence treatment secking and potentially target stigma perceptions during

treatment to prevent dropout.

Keywords: stigma, military, treatment, dropout

[ndividuals exposed to fraumnatic events and other life siressors
frequently expericnce rmental health problems that result in signf-
icant functional impairment. Despite considerable mental health
needs, researchers have noted there 15 8 world-wide epidemic of
individuals with psychiatric problems pot seeking treatment {Kes-
sler et al., 2005). In this study, we examined different types of
stigma perceptions as correlates of treatment secking and dropout
among the particutarly vulnerable population of active duty mili-
tary personnel. The recent military conflicts in Irag and Afghani-
stan have resulted in high rates of menta] health problems among
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military personnel, including postiraumatic SUEsS disorder
(PTSD), depression, and alcohol abuse (19%—44%; Hoge, Auch-
terlonie, & Milliken, 2006; Kim, Thomas, Wilk, Castro, & Hoge,
2010). Most studies found that less than half of the service mem-
bers experiencing a mental health problem sought mental health
services (Hoge et ab, 2006; Kehle et al., 2010).

Researchers studying the determinants of treatment seeking
among military personnel have highlighted many of the same
factors as addressed in the broader civilian Lteratuse. These factors
include the perceived stigma from others for seeking treatment
(Britt, 2000; Britt et al., 2008; Hoge et al., 2004; Kim et al,, 2011;
Skopp et al, 2012; Vogt et al., 2014) and the self-stigma associ-
ated with feelings of low self-worth as a function of seeking
treatment (Skopp et al., 2012). In addition to stigma pereeptions,
researchers have also identified practical barriers associated with
lack of time for freatment because of a busy schedwle (Britt et al.,
2008; Hoge ¢t al., 2004; Kim et al,, 2011), negative attitudes
toward mnental health treatment (Kim et al, 2011; Vogt et al,
2014), and military personnel preferring 10 handle mental health
problems on their own {Adler, Britt, Kim, Riviere, & Thomas, in
press; Rritt et al., 2011).

Much less research has examined the predictors of treatment
dropout ameng military personnel, with most of the focus peing on
the higher rates of dropout among personnel from recent military
operations in comparison to prior sititary conflicts (Erbes, Curry,
& Leskela, 2009; Harpaz-Rotem & Rosenheck, 2011). In a recent
study, Hoge et al. (2014) found that 24% of soldiers who reported
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receiving mental health ireatment dropped out of treatment. These
soldiers were asked to indicate the reasons they dropped out, and
the most comIMon reasons for dropping out included the belief that
the problem coutd be handled oneself, treatment was interfering
with work performance, and the soldier did not have enough time
with the menta] health professional.

Although early research in the area of treatrnent seeking high-
lighted the impottance of stigma in a soldier’s decision to seek
tzeatment, more recent research has failed to support percejved
stigma from others (public stigma) as a correlate of treatment
seeking (Adler et al., in press; Kim et al., 20113 Pietrzak et al.,
2009; Skopp ¢t al., 2012). Instead, researchers have found greater
support for negative attitudes toward mental health treatment and
a preference for self-retiance as the main comrelates of treatment
seeking (Adler et al., in press; Britt et al,, 2011; Kim et al., 2011,
Pietrzak et al., 2009). Interestingly, similar findings have been
reported in the broader civilian literafure (Mojtabai ef al., 20110 It
js important to pote that Skopp et al. (2012) did find that self-
stigma was associated with treatment secking among military
personnel, However, 10 known studies have examined stigma
toward others as a correlate of treatment seeking.

The purpose of &is study was 10 more fully investigate the role of
different stigma perceptions as comelates of treatment seeking and
dropout among a large sample of active duty military personnel.
Consistent with prior research, we assessed perceived stigma from
athers (reflected by a concein in being seen in a negative light by
others) as well as the self-stigma (reflected by a concernl in seeing
oneself in a negative Tight) as correlates of treatment seeking and
dropout. Recent research by Britt et al. (2014) found that items used
n prior research to assess 2 single factor of perceived stigma from
others could actually be geparated imto two geparate factors, 0n€
reflecting a concern. that getting treatment would harm the soldier’s
career (perceived stigma for cateer) and the other indicating a concern
that soldiers would be viewed and treated differently by fellow sol-
diers (perceived stigma for teeatment by others).

n addition to these iraditional sources of stigma, we examined
another form of stigma based on fhe results of two qualitative
studies we conducted with military personnel (Zinzow et al.,
2013). Tn focus groups with active duty soldiers of different ranks
and interviews with soldicrs who sought treatment while on active
duty, soldiers expressed concerns about the reliability and apera-
tional readiness of saldiers secking treatment as an impediment to
treatment seeking. These types of concerns are not surprising given
the organizational culture associated with high-risk work environ-
ments (Britt & McFadden, 2012).

We refer to these types of conceins as stigmatizing perceptions
of those who seek treatment, and believe they representa particular
subset of the broader categories of stigmatizing beliefs and per-
ceptions (see Brow, 2008). In addition, we argne these types of
perceptions influence the decision to seek and drop out of mental
health treatment in line with the modified labeling theory of Link
(1987). According to this theory, all individuals develop concep-
tions of mental illness and perceptions of how people in general
view those with mental iilpess. If individuals do not develop
mental health problems, these perceptions do not affect self-
percepiions. However, if individuals develop a mental health prob-
lem in need of treatment, these perceptions can create stigma that
harms the self-esteem of individuals (Link et gl., 2001) and may
intesfere with individuals getting needed treatment. In the contexf

of the oilitary, if service members express CONCEIns about the
operational roadiness and teliability of soldiers seeking mental
health treatment, these concerns will become self-televant when
they are experiencing a mental health problem and are likely to
snterfere with treatment secking and retention.

Tn this study, we assessed the relationships among the different
stigrna perceptions (perceived stigma for carcer, perceived stigma for
treatment from others, gelf-stigma from treatment seeking, stigmatiz-
ing perceptions of others) and whether the perceptions Were greater
for those soldiers screening positive for menta} health problems. In
addition, we examined whether each stigoa perception was associ-
ated with treatment seeking ¢for those with 2 mental health problen)
and treatment dropout (for those who sought treatment) after control-
ling for relevant demno graphic variables and the finctiona) impairment
cansed by mental health symptoms, In cases where muliiple stigma
perceptions were related to treatment seeking or dropout, we ¢ob-
ducted a final logistic regression where the multiple stigma percep-
tions simultaneously predicted the relevant outcome.

Method

Participants and Procedures

The study sample was composed of 1,652 active duty soldiers who
completed a survey agsessment regarding their perceptions and utili-
zation of mental health treatment. The sample was asgessed at the
<econd time period of a large longitndinal assessment of the determi-
qants of treatment seeking among military personnel military person-
el (see Britt et al., 2014, for a summary of the Time 1 assessment).
Of the 1,652 soldiers, 1,324 (81%) consented to having their e-
sponses used for research purposes. The survey was administered as
part of the predeployment processing of an Infaniry Brigade on a
mnilitary base. At the statt of each day of data collection, soldiers were
briefed on the assessment they were to complete and given a copy of
the survey and informed consent document. Soldiers then completed
the surveys throughout the day with the option to complete the survey
while waiting at other statiosis, of they could complete the survey at
the research team’s designated station.

The majority of the sample was wpale (93%) and White (61%).
Most were either 20-24 years oid (43%) or 25-29 years old (27%).
Tn terms of rank, the sample was 65% junior enlisted (E1-E4),
29% noncommissioned officers (E5-E9), and 7% officers. On
average, soldiers had been in the military for 5.2 years (SD = 5.7)
and 44% had deployed at least one month in the past 3 years.

Measures

Perceived stigma for careet (w = B4) was assessed with a three-
item measure with iterms taken from Britt et al. (2008) and Kim et al
(2011). Soldiers were asked to rate the extent 10 which they agreed
with each itemn on & 5-point scale, ranging from 1 (strongly disagree)
to 5 (strongly agree). Sample items were, “Getting mental health
treatment would hurt my chances of getting promoted” and “Getting
rmental health treatment would lead to me getting discharged.”

Perceived stigma of different treatment from others (& = 93)
was assessed with four iterns taken from Brit ct al. {2008) and
Kim et 2. (2011) and were responded to on the same 5-pomt scaie.
Sample iterns inchude, “Members of my unit might have less
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confidence in me if T received mental health treatment” and “I
wauld be seen as weak if T received mental health ireatment.”

Self-stigma from sceking treatment (o = 65) was assessed with
four items (two positively worded and two negatively worded)
from the 10-item self-stigma scale of Vogel, Wade, and Haake
(2006). Soldiers rated the extent to which they agreed with each
itern regarding how they would perceive themselves if they sought
treatment for a mental health problem. Ratings were on a 5-point
scale ranging from 1 (strongly disugree) to 5 (strongly agree).
Sampple items Were, «[t would make me feel inferor to ask a
therapist for help” and “I would feel inadequate if T weni to a
therapist for psychological belp.” An abbreviated measure was
used given the aced for the overall assessment to be as brief as
possible to avoid respondent fatigue.

Stigmatizing perceptions of soldiers who seck treatment (& =
.86) was agscssed with six items that were generated to reflect
stigmatizing beliefs about fhose who seek mental health treatm ent
that were brought up in qualitative discussions with military per-
somnel (Zinzow et al,, 2013). Britf ¢t al. (2014) found these items
to form a factor separate from petceived stigma and other barriers
to treatment seeking (including operational barriers, negative atfl-
tudes toward treatment, negative attitudes toward medication, and
selfreliance). Soldiers rated the extent to which they agreed with
each item on a 3-point scale, ranging from 1 (strongly disagree) to
5 (strongly agree). Sample itemns were, “I would not trust a soldier
to have my back if I knew he ot she were roceiving mental health
treatment,” “Soldiers whe ceck mental health treatment are just
{rying to get out of work,” and “ would be concerned about the
operational readiness of a unit member who was petting treatment
for a mental health problem.”

Treatrnent seeking was assessed in mulfiple ways to epsure that
we captured any atternpt on the part of soldiers to reach out to
meptal healih professionals (broadly defined) for mental health
sexvices. First, parficipants Were asked the following: “In the
PAST 12 MONTHS, did you receive mental health services fora
stress, emotional, alcohol, or family problem from any of the
following professionals (Mark all that apply).” Nine different
sources were Yisted, including several om-base behavioral health
clinics, primary care providers, mental health providers at a civil-
san facility, spiritual advisors, or other sources. Response options
were either yes or no. Second, participants were asked, “In the
PAST 12 MONTHS have you received any of the following
ireatments? Check alb that apply.” Six possible freatments were
listed, including individual therapy or counseling, medication, and
marital or family therapy. Thitd, participants Were asked how
many visits for imental health services they had sttended in the past
12 months. Responsc options were 0, 1-2, 37, g-12, and more
than 12. Finally, participants Were identified as having sought
treatment if they responded positively to 2 staternent asking them
if they had received treatment Tor a mental health problem or had
indicated they had started treatment but dropped out. The different
ways of assessing treatment seeking all highlight the receipt of
roental health treatments and services.”

Treaiment dropout. For those participants who had reported
recoiving treatment in the past 12 months, they were also asked,
“Did you start receiving mental health treatment in the past 12
months, but stopped or dropped out before completing the treas-
ment?” with a response option of yes o B¢

Self-reporied current problem. Al participanis Were asked
to indicatc whether they were currently expesiencing a stress,
emotional, alcohol, or family problem. Response oplions were yes
or no. If soldiers reported yes, they were then asked to rate the
severity on @ seale from 1 (not at all) 0 7 (very).

Postiraumatic stress disorder (o = .96) symptoms were assessed
using the 17-item Post-Traumatic  Stress Disarder Checklist
{Weathers, Litz, Herman, Huska, & Keane, 1993). Soldiers were
asked to indicate how bothered they had been in the past month by
any of listed symptoms on 2 5-point scale ranging from 1 (not af
alh to 5 (extremely). On the basis of criteria specified by the
National Center for PTSD (2012), participants were considered to
have PTSD if they met specified Diagnostic and Statistical Man-
ual of Mental Disorders (4th ed.; DSM-IV; American Psychiatric
Association, 1994) symptom criteda and had a severity score
greater than 5.

Depression (& = .91) symptoms were assessed using the nine-
item Patient Health Questionnaire (PHQ) developed by Kroenke,
Spitzer, and Willians (2001). Qoldiers rated how often they had
been bothered by the provided item in the past 2 weeks on a
4-point scale, ranging from 1 {not at all) 1o 4 (nearly every day).
Soldiers were considered as having major depressive disorder in
our study if they met three criteria: reported “little interest or
pleasure in doing things” or “fecling down, depressed, or hope-
less” at least more than half the days; reporied on fijve or more
itens that they experienced the syroptom at least more than half of
the days; and reported at least somewhat difficult on an additional
difficulty item (Kroenke et al., 2001).

Aleohol problem. A problem with excessive alcohol use was
assessed using two items from the Two [tem Conjoint Screen
(TICS; Brown, Leonard, Saenders, & Papasouliotis, 2001). Sol-
diers were considered to have an alcohol problem if they re-
gponded yes 10 at least one of the two jtems.

Tupctional impairment (o = 92) was assessed using three items
adapted from Sheehan et al. (1996). Participants were asked in refer-
ence fo the past 4 weeks, how rouch stress or emotional problems had
interfered with occupational, social, and family functioning.

Resulits

Jdentifying Presence of a Mental Health Problem and
Treatment Seeking

Following priot rescarch (Britt et al., 2011; Kim et al,, 2011),
individuals were considered having & ‘mental health problem in
need of possible treatment if they jdentified the presence of a
cutrent problem of sereened positive for a mental health problers.
In the present study, soldiers were considered as having a problem
if they reported 2 problem; screened positive for PTSD, depres-
sion, or alcohol problems; of had a mean score of 4.0 o1 greater on

! Given the interest in examining predictors of treatment seeking among
those soldiers with an sdentified prablem and examining predictors of
dropout among those soldiers who sought treatment, We did not bave the
power to exarnine the predictors of treatment seeking and dropout from
different sources. In general, the results were stronger when cansidering
treatment from meptal health professionals, but we are hesitant o draw
Sym conclusions given the rejatively small aumber of soldiers who sought
ireatment from particular SOUCes.
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the measure of functional impairment. In terms of the incidence of
mental health problems, 713 (17%) soldiers reported that they
were currently experiencing a stress, emotiopal, alcohol, ot family
problern. Of those who reported experiencing a current problem,
AG% rated the problem as moderately fo very severe. One-hundred
and 72 soldiers (13%0) of the sample met screeming criteria for
PTSD, 82 {6%) met criteria for major depressive disorder, 150
(15%) met csiteria for a problem with aloohol, and 33 (3%) scored
4.0 or greater on the measure of functional impairment of symp-
toms. In all, 394 (30%) of the sample was identified as having 2
mental health problem in need of possible treatment based on 0BG
or more of the above criteria. Given the rel atively small percentage
of soldiers screening positive for a specific problemn, we limited the
predictors of treatment seeking to soldiers identified as having a
problem based on one of more criteria.

In terms of the number of soldiers seeking mental heaith treai-
ment, of the 394 soldiers identified as haviog a problem, 157
(40%) reported secking some form of mental health treatment in
the past 12 months. The most commen location for treatment
seeking was 2 facility on the military basc (52%). The most
commeon treatment reported was jndividual therapy of counseling
(26%0), foltowed by medication for a mental health problem (1 4%).

Correlations and Group Differences on
Stigma Perceptions

The correlations among the four types of stigma perceptions
and toental health symploms are provided in Table 1. The four
different types of stigma were correlated with one another, with
the perceptions of stigma fo carecs and differential treatrment
showing the strongest relationship. The different stigma pet-
ceptions exhibited rmodest to nonsignificant correlations with
the different mental Bealth symptoms and functional jropair-
ment, Our new measure of stigmatizing perceptions of others
who seek freatment was also moderately correlated with the
other forms of stigma but demonstrated relatively weak rela-
tionships with mental health symptoms.

Those participants who were identified as having a menial
health problem were compared to those who did not screen posi-
tive for a mental bealth problem on the four stigma perceptions. As

seen in Figure 1, compared with soldiers without a mental health

’ pfoblern, those with a problem reported greater perceived stigma to

career, F(1, L,315) = 1330, p < 0L, = 03 perceived stigma
from differential treatment by others, £(1, 1315y = 4116, p =

Stigma, Perceptions

4.60
3.08
3,00 179
2.00,
100 - 2 : _— :
Stipma-Career Stig: na-Differentish Stigmatizing Self-Stigma from
Trealtnent?’ Terceptions of Trea”
[
& Scresned positive fora smental hiealth problem (N=390)
 Did not screen positive for amental Gealth problem (N=927)
Figure J. Mean differences in stigma perceptions hetween soldiers who

sereened positive and did vot sereen positive for a mental healih problem,

01, 7w = .03 self-stigma from treatment, F(1, 1,313) = 10.95,
p<.01, o = .01;and stigmatizing perceptions of others who seek
treatment, F(1, 1,310) = 15.94, p < 0L, w = .0L Overall, the
effect sizes of being identified with a prablem or not for the

different stigma perceptions were small,

Stigma Perceptions and Treatment Seeking

To examine the four types of stigma perceptions as predictors of
treatment seeking, a scries of logistic regressions were conducted
for the 394 soldiers screening positive fora mentat health problem.
To avoid overadjustmment in the logistic regressions, we first con-
ducted a model containing the demographic varable of rank and
gender; the continuous measure of functional impairment; and
whether soldiers screened positive or not for PTSD, depression, of
alcohol problems as predictors of sreatment seeking. The results of
this model are presented in fhe first colurnn of Table 2 and
indicated that having ap alcohol problem and fupetional impair-
ment were unique predictors of an increased likelihood of treat-
ment seeking.

fu the second model, each individual stigma perception was
entered individually as a predictor of treatment seeking, control-
ting for the demographic variables, mental heaith problems, and
functional impairment included in Model L. The results for these

Table 1
Means, Standard Deviations, and Correlations Among Stucly Variables
Variable M SD 1
1. Stigma-career 2.56 0.91 —
2. Stigma-differential treatment 2.81 0.98 707
3. Stigmatizing perceptions of athers 2.65 0.65 A0
4. Seif-stigma from {reatment seeking 2.69 0.70 A5
5, Depression 349 5.11 237
6, PTSD 28.44 14.50 227
7. Alcohol problem 0.15 0.36 A2
g, Functional mpairment 141 0,80 217

Note. PTSD = postiraumatic stress disorder.
= p < 01

2 3 4 5 6 7 8
AT —
Ao M —
Py R —
Sy oo 3T 8T —
e a1 05 a1 297 —
s oo ALt 767 e 2Tt
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Table 2

Logistic Regression Analyses of Demographic Variables, Mental Healih Problems,
Stigma-Career, Sﬁgma»Diﬁ’eren!ia? Treatment, Stigmatizing Perceptions of Others, and

Self-Stigma as Predictors of Treatment Seeking

—

OR [95% CI]
Varjable Model 1* Model 2° Maodel 3°

Rank? 0.84 [0.54, 1.31] #H #it
Gender® .41 {0.14, 123} # #H
Tunctional impairment 1.83(L38,2.42] H #Hi#t
Alcoho!l problem 0.48 [0.29, 0.807"" L #t
Depression 1.15 [0.55, 2.38] #H fH#
PTISD 0.74 [0.43, 1.27} it #H

Stigma-career

Stigma»differcntial treatment
Stigmatizing perceptions of ofhers
Seif-stigma ffom treatment seeking

Note.
in each logistic repression.

0.73 [0.56, 0.95]"
.77 10.59, 0.99]
.46 10.31, 0.671°"
0.69 [0.50, 0.96]"

0.87 {0.61, 1.23)
.97 [0.69, 1.36]
(49 [0.32, 0.75]™
0,99 [0.67, 1.46]

OR = odds ratio; C1 = confidence interval; PTSD = pusttraumatic siress disordes; ## = controlled for

s Model conducted was logistic regression with rank, gender, functional impaimment, alcohol probler, depres-

gion, and PTSD predicting treatment seeking.

regression modet individually, adjusted for the variab
sligma-carecr, sligma—diﬁerential treatment, stigmatizi
neously entered into a logistic regression model, adjuste
enlisted = 1, noncommissioned officers = 2, officers = 3,

“p< 05 Tp< 0L

Jogistic regressions are presented in the second coumn of Table 2
and reveal that when considered individually, all four stigma
perceptions were each associated with a decreased liketihood of
seeking treatment.

A final regression was conducted where all four stigma percep-
tions were entered together as predictors of treatment seeking
while controfling for the demographic variables, mental bealth
problems, and functional impairment. As seen in the third column
of Table 2, stigmatizing perceptions of others who seek treatment
remained a significant predictor of treatment seeking, whereas the
other stigma perceptions did not.

Stigma Perceptions and Treatment Dropout

We.adopted a similar approach to examine the four types of
stigma perceptions as predictors of treatment dropout, limiting
the analysis to 260 soldiers who reported secking menial health
treatment in the past 12 months. Of these 260 individuals, 57
(22%) indicated dropping out of treatment before completion.
In examining the predictors of treatment dropout, an initial
model was conducted exanining rank, gender, and functicnal
impairment as predictors. This model is sumimarized in the first
column of Table 3. These results indicated that only functional
impairment was a significant correlate of dropout, with greater
impairment being agsociated with a higher probability of drop-
ping out of treatment.

In the second model, each individual stigma perception was
entered individually as a predictor of treatment dropout, ¢on-
trolling for the demographic variables and functional jmpair-
ment included in Madel 1. The results for these logistic regres-
sions are presented in the second column of Table 3 and reveal
that when considered individually, perceived stigma to careet,
perceived stigma of differential treatment by others, and self-

b ORs in Model 2 represent each varizble entered into a iogistic
les in Model 1.
ing pereeptions of others, and self-stigma were simulta-
d for the varisblies in Model 1.

= (3ks in Model 3 represent values when

4 Rapk was coded juaior
¢ Gender was coded female = 1, male = 2.

stipma from trcatment seeking were sach associated with a
greater likelihood of dropping out of treatment, whereas stig-
matizing peroeptions of others who seek treatment was not. In
the ihird and final mode! (shown in the third colummn of Table
3), the three significant stigma perceptions were ncluded si-
muitaneously as predictors of dropout after controlling for
demographic variables and functional impairment. These Te-
gults indicate that self-stigma from treatment seeking emerged
as the onty unigque predictor of dropout.

Discussion

The results of our study indicate that different types of stigma
perceptions are rclated to reports of treatment sceking and
treatment dropout among active duty roilitary personnel. The
results indicated soldiers who scresned positive for of reporied
a mental health problem scared higher on all four stigma
perceptions. In addition, atl four stigma perceptions were each
individually associated with treatment seeking, but stigmatizing
perceptions of others was the only unique cosrelate of soldiers
veceiving treatment. Finally, perceived stigma to career, per-
ceived stigma of differential treatment, and seif-stigma from
treaiment seeking were individually associated with treatment
dropout, but only self-stigma from treatment seeking retnained
a unique correlate of treatment dropout. In the rerainder of the
discussion we address the jmplications of these findings, limi-
tations of the study, and directions for future research.

The findings of our study confribute to 2 growing body of
research on the relationship between stigma and seeking mental
health treatment (Adler et al. in press; Kim et al., 20115 Pietrzak
stal,, 2009; Skopp et al., 2012). Many of these past studies have
concluded that perceived gtigma does not differentiate those
who seck treatment from those who do Dot however, We found
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Table 3
Logistic Regression Analyses ¢ ' Demographic Varighles, Stigma-Career, Stigma—DUj@rential
Treatment, Stigmatizing Perceptions of Others, and Self-Stigma as Predictors of

Treatment Dropout
OR [95% C1}
Variable Model 1* Model 2° Model 3°
Rank® 1.42[0.77, 2.63] # Liiid
Gender” 1.70(0.53, 5.52] 1## #
Fugnetional impajrment 1.50 [1.14, 1.971 i HH
Stigma-career 1.67 [1.14, 2 431" 1.30 [0.80, 2.10]
Stigma-ditferential treatment 1.51 [L.06, 2.35]" 1,11 [6.70, 1.76]
Stigma perceptions of others 1,52 [0.92, 2.50}
J Self-stigma from treatrment seeking 72,08 [1.31,3.31]" 1.75[1.04,2.93]

Note. OR = odds ratio, CL = confidence interval; ## = controlled far in cach Jogistic regrossion.

» Model conducted was Jogistic regression with rank, gender and functiopal impairment, alcobol problem,
depression, and posﬂraumatic siress disorder predicting freatment seeking. b (Rs in Model 2 represent each
variable cntered into 2 logistic regression model individually, adjusted for the varjables in Model 1. ¢ ORsin
Model 3 represent values when stigma-career, sﬁgma-differential {reatment and self-stigma from treatment
seeking weis simulianeousty entered into 4 logistic regression model, adjusted for the variables in Model
1. 9Rank was coded Tupior enlisted = 1, Non—Commissioned Officers = 2, Officers = 3. ¢ Gender was
coded female = 1, male = 2.

" p < 05, ~p< 0L

504 T

T

that all four types of stigma were rolated to treatment secking. to examine these relationships. In addition, all of the variables
Of particular interest, Our novel conceptualization of stigmatiz- i1 this research were asscssed through the same method of
ing beliefs about others who seck treatment was the only stigma self-report. Although perceptions of stigma are most appropri-
perception that was umigquely related to treatment seeking. ately addressed as self-report, treatment sceking and dropout
These findings suggest that soldiers’ internalized perceptions of could be assessed through an alternafive source, such as med-
others who seck treatment may be more impactful fo decisions jcal records. However, ouf self-report measures of treatment

to seek help than how they think others may view them. These  sceking and dropout were assessed as objective reports of past
results are consistent with Link’s (1987) modified labeling behavior, and we have little reason 10 believe military personael
theory of sugma. suggesting that negaive views of fellow  would distort their endorsement of these behaviors on an anoi-
soldiers who seek treatment are likely 10 become self-relevant ymous SUrvey.
‘_"’hﬂﬂ the s_oldier ‘?BVEIOPS a mental health problem and may A second limitation has fo do with the assessment of self-
interfere with '501“119{5 'seekmg-treatmcnt. o stigma from freatment secking. In tbis study we used an abbre-
The results indicating self-stigma from treatment seeking 15 2 iated version of Vogel et al’s (2006) measure of self-stigma,
correlate of treatment secking are consistent with the findings rather than the full 10-item measure devetoped by Skopp et al.
by Skopp et al. (2012) “Si“g"’“’ﬁve duty military persgnnel from  (2012). The use of the full measute in future rescarch is Tec-
a different base. Our ﬁpd1ngs extend that self-stigma from  ommended, as the higher reliability and coverage of the content
treatment -seekm.g is umquelyl related to .treatrnent dT.OPOUtA domain of self-stigma from treatment seeking in the 10-item
These findings highlight that stigma perceptlons.; may be 1mpor— mcaéure should ‘make it a better predictor of treatment behav-
tant to t.reatment retention and are especially 1mlp0rta11t gl_vcn jors. A final jimitation is being unable to examine the different
ihetrcle:twe lack gjf res;zltrcsdc.? treﬂtme? (;r.opou; in corr:patnstin stigma perceptions as predictors of treatment seeking and drop-
o treatmen secking. In addiuon, our LmAINgSs emon strate © out from specific sources (e.g., mental health ptofessionals,
potential importance of considering whether stigma 18 internal- medical doctors chaplains), given the small sizes for the S
ized and the relative impact on {reatment outcomes. i out P ’ : .

- .. . erent sources, Future research with larger samples of treatment
study, stigratizing perceptions of those who get treatment and seekers should be able to address the different predictors of
gelf-stigma {rom treatment seeking emer, od as unique predic- . oo .

stg eking emerg que b treatment seeking and dropout from different providers.
In conclusion, the results of our study suggest that stigma-

tors of treatment secking and treatment dropout. Thus, these
colnccptuahzatlor{s may be more .1mpurt"rmt to considor tban tizing perceptions of soldiers who seek mental health treatment
priar conceptualizations of perceived shgma because of the . . o \
internabized nafure of the stigma, either in personal beliefs was assomatedl with a lower hkehhooq of trf:atmentl seckn}g,
about those Who seek treatment or beliefs about on eself. whereas se.1f~5t.1gma from treatment seeking was assomat.ed Wlth
a greater 1ikelihood of treatment dropout. Furtber longitodinal
research is needed to examine how stigma perceptions influence
these important outcormes. In addition, interventions focusing
One limitation of our study was cross-sectional design, which on unit support for treatment seeking need to be developed and
limited our ability to draw causal jnferences between stigma, evaluated. Our findings suggest that stigma toward others
sreatment seeking, and dropout. Lopgitedinal studies are needed should be a target for these interventions, For example, inter-

Y imitations and Directions for Future Research
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ventions could include contact with individuals who have men-
tal illness, as this technique represents the most successful
means of reducing stigma (Corrigan & Penn, 1999). Once in
treatment, practitioners could potentially target self-stigma per-
ceptions to prevent dropout, Cognitive—behavioral strategies
may be particularly offective in reducing these perceptions.
Strategies include challenging maladaptive beliefs, as well as
encouraging individuals to engage in avoided community and
social activities (Helmes & River, 1998). Therefore, a com-
bined effort to address stigma through treatmeni-facilitating and
mental health interventions may be most useful in decreasing
the gap between mental health peeds and treatment-seeking
behavior.
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Despite significant mental health needs among sexual assault (SA) victims in the mititary,
factors associated with service use. This stady examined service use behavior, barriers, and facilitators of mental health

little is known about treatment-secking paiterns oF
treatment-seeking

in an active duty sample of 827 U.S. Army soldiers with mental health problems. S A victims (n = 113) did not differ from Don-victims on
barriers or facilitators after adjusting for demographic and imental healih variables, with stigma rated as the largest barrier. Most SA victims

(87.6%) had sought informal

Multivariate logistic repression analyses identified several correlates
{OR = 4.34), positive treatment beliefs (OR =
0.47), and stigma towards treatment seekers (OR = 0.4%3). Mental health syrmpioms Were
treatment-facilitating interveptions should focus on improving recognition of mental bealth symploms, alfering perceptions
Intecventions should also eniist support for treatment-seeking from unit members, leaders,

during the rmilitary

suggested that
related to seif-reliance, and reducing stigma.
and significant others.

Lifetime prevalence of sexual assault (SA) among female
service members and veterans ranges from 38.1% to 44.0%
(Lang et al, 2003; Zinzow, Grubaugh, Frueh, & Magruder,
2008). In addition, a large number of women experience these
incidents during the course of military service (Kang, Dalager,
Mahan, & Ishii, 2005; Kimerling et at.,, 2010). Furthermore,
approximately 1.0% of male Velerans Affairs (VA) patients
report sexual trauma {hat occurred during military service. Due
to the larger proportion of men than women in the military,
these figures suggest that the actual number of female and
mafe military sexual assault victims may be similar (Kimerling,
Gima, Smith, Street, & Frayne, 2007). Sexual {rauma among
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support and 59.3% had sought formal treatment. One third of treatment-scekers had dropped out of treatment.
of treatment-seeking among SA. viclims:
2.22), social sappost for treatment (OR

Black race (OR = 7.57), SA
= 2.14), self-reliance (OR =

not associated with treatment seeking. Findings

military personnel of hoth
(Kamerling et al., 2010).

§A has been associated with a wide range of mental heaith
problens, incloding posﬁraumatic stress disorder (PTSD), de-
pression, and substance use disorders (Kilpatrick, Aclerno,
Resnick, Saunders, & Best, 1997; Tjaden & Thoennes, 2006).
Despite significant {reatment needs, only a minority (38% to
39%) of SA victims seek mental health treatment for these
problems (Campbell, Wasco, Ahrens, Sefl, & Barnes, 2001;
Zinzow et al., 2008). Research findings have suggested that SA
victims are more likely to seek out informal social support (e.g.
friends, family) as opposed to forma) assistance (Ullman & Fil-
ipas, 2001). Data are lacking, however, regarding the type of
amonnt of either informal o formal assistance that is received.
In the context of clinical trials, treatment dropout from trauma-
focused inferventions ranges from 18.9% to 26.9% {Hembree
et al., 2003}, but no studies have described typical patterns of
treatment retention or dropout for SA victims receiving services
in naturalistic settings.

Tt is important 0 identify

genders is thus a significant problem

barriers and facilitators of men-
tal health service use among SA victims to facilitate treatment
geeking. Lack of access to care of medical insurance have been
noted as barriers to care in community samples of SA victims
{Sherbourne, Dwight-Johnsox, & Klap, 2001; Ullman & Breck-
Tin, 2002). Consistent with this finding, SA victims who belong
to minority groups or have less education are less likely to seek
mental health services (Campbelietal., 2001; Sherbourne et al.,
2001; Ullman & Brecklin, 2002). Regarding facilifators, tragma
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history, Symptom severity, and social support have been posi-
tively associated with mental health service-seeking in SA vic-
tims (Amstadter et al., 2010; Ullman & Brecklin, 2002; ZIzZOW
et al., 2008). Only one qualitative study has identified barriers
specific 1o military SA victims, including stigma, discomfort
talking about problems, and lack of knowledge about services
(Turchik, Rafie, Rosen, & Kimerling, 2014). Additional studies
are needed to examine the jmpact of other imaportant factors,
such as knowledge and attitndes towards mental health treat-
ment (Ullman, 2007).

Although research on SA victims in the military is lack-
ing, geveral studies have identified barriers L0 mental health
treatment-seeking in general military samples. These include
(a) stigma, (b practical barrers, () negative perceptions of
mental health treatment, and (d) beliefs that one can handle the
problem oneself (self-reliance; Brits et al., 2008, 2011; Hoge
et alb., 2004; Kim, Britt, Klocko, Riviere, & Adler, 2011; Zin-
zow et al,, 2013). Research on facilitators s similarly limited,
but studies have found that positive leader behaviors, comi-
bat exposure, and mental health problems have been associ-
ated with increased likelihood of using mental bealth services
(Brift, Wright, & Moore, 2012; Hoge, Auchterlonie, & Mil-
liken, 2006},

Given the substantial prevalence and significant mental
health concerns associated with SA among female service mefil-
bers, it is important to facilitate mental health service seeking
in this population. Thetefore, it is essential to investigate the
nature of service use, as well as barriers and facilitators of care
for SA victims with current mental health needs. Furthermore,
research suggests that SA victims are subject to unique experi-
ences, such as fear of blame and reprisal, which may influence
their treatment-seeking needs and behaviors (Kimerling et al.,
2007, Ullman, 2007). Asa result, it is possible that the factors
associated with ireatment seeking differ between service mern-
bers who have and have not experienced SA. An ephanced uo-
derstanding of these factors is important in developing targeted
interventions to increase service-seeking in trauma-exposed
military personnel with mental health problems. '

The purposes of this study were (o examine the nature of
service use in active-duty soldiers with SA history and current
mental health needs. Specifically, we examined the prevalence
of service use, the type and amount of services received, and
(reatment dropout. We also examined the relationships between
demographic variables, combat exposure, mental health prob-
lems, and service use. Finally, we employed 2 comprehensive
assessment of barriers and facilitators to determine which fac-
tors were most commonly reported, whether these factors dif-
fered from soldiers without SA history, and which factors were
associated with treatrent-seeking behavior.

Method
Participants and Procedure

A survey was administered to active duty U.S. Ammy sol-
diers from the infantry division of one brigade. The soldiers

completed self-report SUCVEYS in garrison 9 months following
their brigade’s deployment in August 2012, Participants com-
pleted the surveys in a classroom facility. with a maximum of
150 soldiers per session. Informed consept was obtained from
the soldiers, and an ombudsman was present at each session
to answer guestions regarding their participation. An item was
included on the survey for soldiers to indicate whether they
approved use of their responses for research purposes. There
were 1,011 soldiers who completed the survey, of which 1,725
participants (929) provided consent. The measures used in the
present study were drawn {rom a larger assessmment described
in Britt et al, (2015).

The final sample included 927 soldiers who reported a current
mental health problem or sou ght treatment for a mental bealih
problem in the past year. A current mental health problem was
defined as screening positive for probable PTSD, depression, 0T
alcohol problems. Of these soldiers, 113 (12.1%) experienced
SA (defined below). Within the SA group, 64.6% screened pos-
itive Tor PTSD, 26.5% for depression, and 27.4% for alcohol
problems. Comparisons between SA and non-SA groups on
demographics, combat exposure, and mental health history in-
dicated that the SA group was less likely than the non-SA group
to have deployed, and more iikely than the non-SA group to be
female and to report PTSD symptoms, depression symptoms,
and functional impairment (Table 1).

Measuores

Eight items assessed demographic variables. Participants in-
dicated whether their current ages fell within the following
ranges: 18-19, 2024, 15-29, 30-39, or 40 or older. Gender
was assessed as male (coded as 0) or female (coded as 1). Re-
sponse options for racefethnicity included: Caucasian/White,
African American, Asian/Pacific Istander, Hispanic, and Other.
Asian/Pacific Islander was grouped in the Other category for
purposes of the analyses. Flighest Jevel of civilian edncation n-
cluded eight response options. A vaniable representing college
degree was created (0 = some high schoo!, GED, high school
diploma, or sorme college; 1 = associate’s degree, bachelor’s
degree, master’s degree, or doctorate degree). Participants in-
dicated how many times they had deployed in their career to
Iraq, Afghanistan, Kuwait or Qatar, or Other (response options
included never, one time, twe times, or three or more times).
A dichotomous variable was created to represent whether the
participant had indicated deploying at least one time 1o any loca-
tion (1) or never 1o any of them (0). Pasticipants chose from six
response options for rank (E1-F4, FE5-E6, E7-E9, 01-03, 04-
09, W01-W05). A dichotomous variable represented enlisted
rank (coded 1 for E1-E9; coded 0 for 01-09 and W01-W05).
Participants were also asked how many yedrs they had been in
the military (M = 5.58, 8D = 5.72).

Two items assessed lifetime §A. Participants were asked “For
cach event, indicate whether it happened to you personally at
any point in your entire life.” Response options were yes or
no. One itern from the Life Events Checklist (Gray, Litz, Hsu,
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Table 1
Comparisons Between Characteris

Sexual assault {n = 113)

tics of Soldiers With and Without Sexual Assault History

No sexual assault (n = 814)

Variable norM % or SD nor M % or SD xrort
Femuale gender 45 39.8 54 6.6 104.04"
Race 6.27

‘White 60 52.7 522 64.2

Black 28 24.5 133 16.4

Hispanic 13 11.8 84 10.3

Other race 12 109 74 9.1
Age (years) 0.80

18-24 56 49.5 398 48.9

25-39 51 45.0 385 47.3

=40 6 5.4 30 3.7
Enlisted rank 110 97.3 786 96.6 0.19
Deployed 67 59.4 597 73.3 g.44"
College degrec 17 15.3 129 159 0.02
Combat exposure 0.60 0.76 072 0.86 —1.34
Depression symptoms 10.19 7.25 7.67 6.42 4.29"
PTSD symptoms 58.82 14.68 52.17 14.54 503"
Alcobol probiems 0.44 0.7 0.57 0.75 —141
Functiona) iopairment 6.80 3.49 6.04 3.31 2.74°

#Gignificant after Bonferroni correction (P < .007).

& Lombardo, 2004) assessed forcible assault; “Sexual assanlf
{rape, atterpted rape, made to perform any type of sexnal act
through force or threat of harm),” and one ifem adapted from the
MNational Women’s Study (Kilpatrick &t al,, 1997) assessed in-
capacitated assault: “Unwanted sexual confact while you wete
passed oul from drug or alcobol use, or too drunk or high to
now what you were doing or control your behavior.” Approx-
imately 81.4% of SA victims reported forcible assault history
and 54.0% of participants reported incapacitated assaunlt history.
Pasticipants were also asked “How old were you when you ex-
perienced the most recent event?” and this was subtracted from
current age range 10 determine that the average range of time
since the most recent assanlt was 7-11 years ago. 1f the upper
end of the age range for most recent assanlt was less than the
nomber of years the participant had served in the military, par-
ticipants were considered to have experienced a sexual assault
during their tenure in the military (31.9%).

Exposure 10 traumatic events during combat was assessed
using the mean of 20 items from the Combat Bxperiences Scale
(Killgore et al., 2008), a measure that has been used in similar
samples (.-, Hoge et al, 2004; & = 91). Participants were
asked how many times any of the experiences gecurred during
any of their deployments, with response options ranging from
0 = never to 4 = ten oF more times.

The PTSD Checklist (PCL; Weathers, Litz, Herman, Huska,
& Keane, 1993) assessed 17 symptoms of PTSD according
to the Diagnostic and Statistical Manual of Mental Disor-
ders (4th ed., text revs DSM-IV-TR; American Psychiatric

Association, 2000) in reference to the past month. The PCL
has demonstrated good reliability and validity (Blanchard,
Jones-Alexander, Buckley, & Forneris, 1996). Response Op-
tions ranged from 1 = not at all to 5 = extremely. Participants
were categorized as positive for probable PTSD if they en-
dorsed a pattern of symptom cluster items at moderately or
above in correspondence with DSM-1V criteria (one or more
items for Criterion B, three or more items for Criterion C, and
¢wo or more items for Criterdion D) and bad a total score on all
iterns that was greater than 50. A total score was alsoused as a
continuous variable (¢ = 95).

The 9-item Patient Health Questionnaire (PHQ; Kroenke,
Spitzer, & Williams, 2001) assessed whether participants were
pothered by nine depression symptoms over the past 2 weeks,
and a 10th item agsessed whether these problems made it diffi-
cult to work, take care of things at borne, of get along with other
people. The instrument has been validated in military samples
(Hoge et al, 2004). Response options ranged from 1 = not at
all to 4 = nearly every day. Those who endorsed functional
impairment 4nd five or more symploms during the past2 weeks
were categorized as screening positive for depression {Kroenke
et al., 2001). A total score was also created (o= .90).

The Two Item Conjoint Screen (TICS) assessed excessive
alcohol use during the past four weeks, with yes/no response
options (Brown, Leonard, Saunders, & Papasoulioﬁs, 2001).
The TICS has shown good gensitivity and specificity for alco-
hol use disorders in military samples (Santiago et al., 2010).
Participants were classified as positive for alcohol problems
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if they endorsed at least one of the two items. A continuous
yariable represented the sum of two items (& = 58}

A modified version of the Shechan Disability Scale (Shee-
han, 1983) was nused fo assess functional impairment. It included
three itemns that assessed the extent to which stress or emotional
problems had disropted gccupational, social, or family func-
fioning during the past four weeks. Response options ranged
from 1 = not at all to 5 = extremely, and were surnmed (o
derive a total score (d = .88).

A 47-item measure assessed barriers and facilitators of men-
tal health treatment-seeking (Britt et al., 2008; Kim et al., 2011;
Zinzow et al., 2013} Britt et al. (2015) found support for a 9-
factor structure, which included differential treatment stigma
{e.g., Getling mental health ireatment wonld be embarrassing);
career stigma (€.2., Getting mental health treatment would hurt
my chances of getting promoted); stigmatizing perceptions of
soldiers who seek treatment {(e.8-. 1 would have less confidence
in a unit member who bad received mental health treatment);
self-reliance (e.g., I prefer t© handle problems myself as op-
posed to seek mental health treatment); practical barriers (.8,
1 do not know where to go t0 get mental health treatment); neg-
atjve beliefs about treatment (e.g., The idea of talking about my
problems during therapy makes me uncomfortable); medication
concerns (e.g., Medications are pot a good way to treata mental
health prob]_em); positive beliefs about mental health treatment
(e.g.. Mental health treatments work); and social support for
treatment seeking (e.g.. Friends and family would encourage
e to go get mental health treatment if I needed it). Response
options ranged from 1 = strongly disagree 0 5 = strongly
agree. Cyonbach’s a for the factors ranged from .67 to 92,

Those who reported (reatment-seeking in the past 12 months
completed 11 jtems that assessed the extent to which certain
facilitators influenced their decisions to seck treatment. These
items were developed via content analysis of interview data
from active duty soldiers who were seeking mental bealth treat-
ment (Zinzow et al., 2013). Participants were asked to “Please
indicate the extent (0 which cach of these influenced you 10
seek treatment.” Response options ranged from 0 = nof at all
to 4 = very nuich (8 = 90).

Participants were asked “In the past 12 months, bow many
visits for mental health services did you attend?” and “Did you
seart receiving mental health treatment in the past 12 months,
but stopped or dropped out before completing the treatment?”
They were also asked whether they had received services at Spe-
cific behavioral health and medical facilities, and whether they
had received specific fypes of mental health services {e.g.. in-
dividual therapy, group therapy). In addition, participants Were
asked whether they werc currently receiving treatment for a
stress, emotional, alcohol or family problem. Participants were
considered as treatment seeking if they had attended at Jeast one
mental health visit, received services at any of the assessed lo-
cations, received any of the assessed services, received services
and dropped out, or Were carrently receiving treatment, Infor-
rmal support-seeking was assessed via items that asked whether
participants had communicated with yarions sources of infor-

mal support (&.8. friend or family member) about a SIess,
emotional, alcohol, or family problem in the past 12 months.
Participants’ use of online, hotline, and self-help resources was
also assessed.

Data Analysis

Pearson’s x> and analyses of variance examined demographic
and symptom differences between SA and non-SA groups with
mental health problems. Multivariate logistic regression and
analyses of covariance (ANCOVAs) included significant vari-
ables from prior group comparisons inthe model, and compared
SA and non-SA gioups on service use, as well as barriers and
facilitators of treatment-seeking. Bonferroni corrections were
applied to control for familywise efror. Logistic regression anal-
yses were then employed to examine correlates of freatment
secking in SA viedms. To minimize familywise error, groups
of variables were entered in five multivariafe models represent-
ing theoretically defined categories. Significant variables were
entered into a final model. SPSS version 22 software was nsed
to conduct these analyses.

Results

Approximately 59.3% (n = 67) of SA victims and 47.9% of
non-SA participants (n = 390) with a meptal health probjem
reported seeking reatment during the past 12 months. There
ware no significant differences between the groups after ad-
justing for demographic and mental health variables, odds ratio
— 1.53, 95% confidence interval [0.93, 2.51), p = 097, The
modal number of mental health visits for the SA group was 37
(35.8%), followed by 1-2 visits (22.6%), 812 visits (22.6%),
and 12 or mote Visifs (18.8%). The SA group did not signifi-
cantly differ from the non-SA group on number of visits; x* (1,
N=45Ty=6.86,p = 076, Over one third of SA participants
reported that they stopped Or dropped out of treatment before
completing it (Table 2).

Most SA treatment seekers (80.0%) had received individual
therapy and 40.0% had been prescribed medication. Treatment-
seeking participants were most likely to receive freatment at
the military behavioral health clinic followed by other military
medical clinics or facilities. SA participants did not significandly
differ from non-SA participants after adjusting for demographic
and mental health symptoms and coxrecting for familywise error
(p < .005; Table 2).

The majority of participants (87.6% of SA and 77.7% of
non-SA, including nontreatment seekers) had sought informal
gupport for a siress, emotional, alcohol, or family problem in
the past 12 months. Among freatment seekers, most had com-
municated with a friend or family member, and approximately
half had communicated with a unit member. Regarding self-
help, participants were most likely to consult online resources.
SA and pon-SA treatment seekers did not significantly differ
on informal help seeking (Table 2).
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Table 2
Percentage of Mental Health Service Use and Help-Seeking for Treatment Seekers Only by Sexual Assault Status
No sexual
Sexual assanlt assault
Variable (n=16T) (n = 390) OR 95% CI
Dropped out 327 25.0 1.89 10.88, 4.03]
Type of service
Individual therapy/counseling 80.0 58.5 2.09 10.99, 4.43]
Medication 40.0 29.6 1.51 10.73, 3.12]
Assessment Session 38.5 26.0 1.74 (0.85,3.58]
Marital/family 28.8 28.4 1.26 [0.62,2.57]
Group 18.5 15.9 1.26 [0.53,3.01]
Alcohol/substance UsC 15.4 14.8 1.18 [0.50, 2.82]
Telehealth 7.7 7.3 1.19 [0.35, 4.08]
Allernaiive OT holistic 7.8 39 1.97 [0.52, 7451
Tnpatient 4.6 4.4 1.02 [0.20, 5.12]
Internet-based therapy 4.6 2.9 1.61 {0.31, 8.40]
Location
Military BH clinic 63.1 44.6 2.05" [1.05,3.99]
Other military clinic 56.7 42.3 1.67 (.88, 3.18]
Chaplain or spiritual advisor 32.3 18.4 2.50" 1.22,5.121
Primary care 239 13.6 1.70 [0.78, 3.69}
MH prof at civilian facility 20.0 14.9 1.42 [0.62, 3.35]
Informal help-seeking
Romantic pariner 75.4 73.4 1.14 [0.53, 2.44]
Friend/famnily member 8L.3 70.9 1.30 [0.58,2.88]
Unit member 63.1 54,2 1.40 10.72, 271}
Unit Jeader 359 37.5 0.98 (0.49, 1.96]
Spiritual leader/chaplain 33.3 19.7 1.60 [0.78, 3.25]
Online resources 30.3 24.5 1.07 [0.51,2.21]
Hotline 9.1 4.9 1.29 [0.36, 4.69]
Self-help books 18.5 i2.7 1.09 [0.45, 2.66})

Note. Analyses condueted with gender, deployment, PTSD symptoms, de
behavioral health.
*p < 03

The most highly rated barriers were differential treatment
stigma, negative beliefs about medicasions, and practical barri-
ers. Facilitators were rated more highty than barriers (Table 3)-
Within treatment seekers, the most highly influential facilita-
tors related to knowing where to get treatment, perceptions that
treatment is hetpful, functional impairment, and social support
(Table 4}. ANCOVA analyses indicated that the SA group did
not differ from the non-SA group on barriers and facilitators,
after adjusting for covariates and apphying a Bonferroni correc-
tion (p < .005; Tables 3 and 4).

Table 5 describes the Jogistic regressions from five models
axamining the factors associated with treatment seeking. These
multivariate models indicated that Black race, Hispanic ethnic-
ity, sexual assault during military gervice, posiiive beliefs about
treatment, and social support for treatment were positively as-
sociated with treatment seeking. Stigmatizing perceptions of
treatment seekers and self-reliance were negatively associated

Journal of Traumatic Stress DOT 10,1002/jts,

pression Symploms, and functional impairment in the model, MH = mental health; BH =

with treatment seeking. In the final multivariate model, Black
race and social support for treatment Were positively associafed
with reatment-seeking, and self-reliance was negatively asso-
ciated with treatment-seeking (final model B> = 48, p < 001,
Table 5).

Discussion

Our findings indicated that approximately one third of SA vic-
tims with mental health problems did not receive treatment
during the past year. These data are consistent with prior find-
ings regarding discrepancies between mental bealth needs and
treatment seeking in SA victims {Campbell et al., 2001; Zinzow
et al., 2008). Little is known about (reatment-seeking patterns
in this population, and our data highlighted additional con-
cerns regarding treatment completion. ‘We found that even when

Published on behalf of the International Society for Traumatic Stress Studies.
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Table 3

Comparison of Barriers and Facilitators of Treatment-Seeking by Sexual Assault Stafus

Sexual assault (n = 91} No sexual assault (11 = 644)

e ——
SD M SD d

Variable M

Barriers
Differcntial treatment stigma 3.25 1.02 321 1.04 —0.05
Negative medication beliefs 3.15 0.77 3.23 0.68 —0.23
Practical barriers 3.24 0.95 325 0.87 ~0.26"
Self-reliance 2.98 0.86 3.09 0.78 —0.05
Negalive ireatment beliefs 3.00 0.68 3.03 0.66 -0.14
(Career CONCETNS 2.69 091 2.83 0.94 -~-0.22
Stigma of secking treatment 2.59 0.63 2.64 0.69 —0.16

Facilitators
Positive beliefs re: freatment 3.63 0.73 3.54 0.62 0.20
Social support for treatment 3,54 0.92 3.60 0.78 0.04

Nofe. Analyses of covariance inciuded gender, deployment, poleraumalic stress analysis Symptoms, depression symptoms, and functional impairment 48 covariaies.
Range of all variables = 1-5.

#p < 05.

participants did attend treatment, over one third dropped out, participants o overcome practical barriers and differential treat-
and the majority did not attend more than seven sessions of ment stigma. Soldiers with SA bistory did not significantly dif-
treaiment. Therefore, it is important to anderstand barriers and fer from soldiers without SA history on ratings of parriers and
facilitators of {reatient-seeking behavior to ensure that service facilitators, suggesting that treatment-{acilitating interventions
use matches treatiment needs. could address comparable factors for each of these groups.
The most highly rated barriers in our sample included dif- Our findings add to prior literature that has jdentified similar
ferential treatment stigma, negative beliefs ahout medication, harriers in military samples (e.£., Britt et al., 2011; Hoge et al.,
and practical barriers. None of these barriers, however, were 2004) by demonstrating a relationship between these factors
significantly associated with actual (reatment-seeking hehav- and treatment-seeking bebavior in SA victims. In particular,
jor. Tn general, the facilitators were rated more highly than self-reliance was a unique correlate of treaiment seeking. Self-
the barriers and werc significantly assaciated with treatment reliance may be an especially prominent barrier in military
seeking. Therefore, it is possible that facilitators such as pos- samples, due to the fact that mifitary colture encourages Ie-
itive beliefs about freatment and support from others allowed {aining mental toughness and prioritizing the unit mission over

Table 4
Comparisons Belween Treatment-Seeking Soldiers With and Without Sexual Assault History on Facilitarors of Treatment Seeking

Sexual assauit (n = 41) No sexnal assault (n = 235)
e

Varizble M SD M SD d
Knew where to get treatment 2.95 1.24 2.62 1.22 0.31
Perceived treatment as helpfol 2.90 1.20 2.59 1.21 0.23
Treatmend is taking care of myself 2.88 1.27 2.61 1.26 0.24
Spouse/family encouraged treatment 2.80 1.36 2.51 1.26 0.31
Problems interfering with life 2.76 141 2.60 1.26 0.19
Leaders allowed time off for treatment 2.02 1.29 1.98 1.28 0.09
Leaders support seeking treatment 1.95 1.32 1.70 1.30 0.30
Schedule is flexible for reatment 1.88 1.43 1.91 1.33 0.03
Soldier/friend encouraged treatment 1.83 1.39 1.86 1.34 ~0.07
Leaders showed where obtain treatment 1.49 1.31 1.36 1.32 0.20
Command-referred for treatment 0.63 1.20 0.73 1.26 —0.03

Naote. Analyses of covanance included gender, deployment, postiraumatic stress analysis symptoms, depression Symptoms, and functional impairment a8 covariates.
Range of all variables = 04
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Table 3

Associations Using Logistic Regression for Treatmenit-Seeking Among Soldiers With Sexual Assault Histories

Multivariate blocks Final model (N = 98)
-
Variable OR 95% CI OR 95% CI
Model 1; Demographics: R = 36" {n="13)
Age (years)
18-24 —_— _—
25-39 1.92 [0.47, 7.84]
=40 0.18 [0.00, 11.42]
Female 0.25 [0.06, 1.08}
Race/ethnicity
‘White _— -_— —_ —_—
Black : 757 [1.49, 38.35] 474" [1.10,20.41]
Hispanic 11.83° [1.40, 100.05] 4,36 [0.64, 29.74]
Other 0.66 [0.03, 12.88] 1.13 0.22, 5.78]
College degree . 0.75 0.12, 4.61]
Enlisted 0.27 10.01, 10.31]
Deployed 1.25 [0.28, 5.52]
Combat exposure measn 0.40 [0.14, 1.16]
Sexnal assault doring military 434" [1.17, 16.06) 2.64 {0.81, 8.56]
Model 2: Mental Health: R = .08 (n=281)
Depression total 0.95 0.87, 1.041
PTSD total score 0.98 [0.93, 1.02]
Alcohol problems total score 1.08 [0.57,2.03]
Tunctional impairment 1.09 [0.91, 1.30]
Model 3: Stigma: R* = AT (n=113)
Treatment-seekers sﬁgmﬁtized 0.43" 10,22, 0.81} 0.40 [0.15, 1.04]
Differential treatment stigma 0.67 [0.43, 1.06]
Career stigma 0.92 [0.57, 1.50]
Model 4: Treatment attitudes: R* = 277 (n=113)
Negative beliefs of treatment 0.96 10.44, 2.11]
Negative beliefs of meds 0.66 [0.34, 1.29}

Self-reliance 047 [0.26, 0.87] 0.37" 0.17, 0.81]
Positive beliefs about treatment 222" [1.04, 4.74} 2.06 [0.80, 5.301
Model 5: Support for treatment: R =117 (n=113)

Practical barziers 0.86 [0.53, 1.40]
1.757 [1.08, 2.86) 214" [1.12, 4.08]

Social support for treatment

#p < 05, ¥Fp < 0L

individual needs {Zinzow et al., 2013), Furthermore, we have form of fearing that they will be blamed for the assaunlt (U11-
noted key distinctions between barriers that were not well- man, 2007), Only gelf-reliance, however, was significant in the
defined in previons studies. Tor example, although perceived final model and thus may have partly accounted for the relation
differential treatment stigma (i.e.,stigma {rom others) was more between stigma and treatment seeking.

prevalent, stigmatizing perceptions of treatment-seekers (i.e., Tn addition to delineating gpecific barriers associated with
stigma towards others) was a stronger correlate of treatment- treatment seeking, Our study added to prior literature by in-
secking behavior. It may be that participants have internalized cluding facilitators. Consistent with previous research on SA
beliefs such as “T would have less confidence in a unit mem- victims (Ullman & Brecklin, 2002) social network encourage-
ber who had received mental health treatment” and apply them ment was both prevalent and a uniquely predictive facilita-
more strongly to themselves than perceived stigmatizing be- tor among lreatment seekers. Novel facilitators identified in

liefs held by otbers. For SA victims, these peliefs may take the this study included positive beliefs about freatment, such as
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perceiving treatment to be helpful or as a way to care for one’s
self. Furthermore, mainy treatment seekers reported facilitators
that could help them overcome practical barriers 10 ¢are, such
as knowing where to get {reatment, having leaders that ajlowed
time off work, and having scheduling flexibility.

Tn contrast to prior literature on mental health service use
among SA victims, minority race/ethnicity was positively and
independently associated with treatment seeking, Our findings
are consistent with a previous study, however, that found Black
race to be positively agsociated with postrape medical service
use {Zinzow, Resnick, Barr, Danielson, & Kilpatrick, 2012).
Further research is required 1o explore whether racial differ-
ences in treatment seeking are related to variations in assault
characteristics, treatment peliefs, social support, OF freatment
needs, The positive association between SA during military
gervice and treatment seeking could potentially be explained
by trauma recency and increased treatment peeds among these
soldiers. Surprisingly, mental health symptoms were not as-
sociated with treatment seeking. Therelore, assisting soldiers
in recognizing sympioms and the benefits of treatment could
potentially reduce the observed discrepancy between mental
health diagnoses and treatment- seeking behavior.

Consistent with prior studies, more parficipants had sought
informal support for their problems than had sought mental
health treatment. Given that social support was an important
facilitator for Geatment, interventions should focus on educat-
ing and involving significant others, unit members, and Jeaders
in treatment decisions. Our data suggest that when participants
do seek formal treatment, they are most likely to receive n-
dividual therapy from military behavioral health providers. lo-
forming service members of others sources of treatment, such
as online resources, civilian providers, and telehealth therapy,
could assist in reducing practical barriers and stigma associated
with treatment seeking.

Limitations of the study include the cross-sectional, self-
report design, which restricts causal interpretations and intro-
duces the potential for reporting biases. The sample was limited
o Army soldiers at one installation; therefore, findings may not
generalize to the larger military population. We did not assess
treatment-seeking history prior to the past year, o problems
beyond PTSD, depression, and alcohol vse. It is possible that
these factors exerted effects on (reatment-seeking behavior that
could account for some of our significant findings. Our SA
measure was limited to two items, and a behaviorally specific
measure may have identified more victims. We did not cap-
ture detailed information on SA incident characteristics, such
as repeated incidents and whether the assault was perpetrated
by another service member. These factors may also influence
barriers to care. Furthermore, mertal health symptoms wese
not tied fo the SA experience, and it was pot possible 10 tell
if participants were seeking help for an SA-related problem.
The relatively limited sample of SA victims, particularly those
who experienced SA during the milifary and/or sought treat-
ment, may have attenuated some of the observed relationsbips
between SA, barriers, and facilitators, and treatment seeking.

Finally, our stady did not assess the type of treatment received
(e.g.. cognitivefbehavioral). An important area for further in-
vestigation is f0 determine whether treatment protocols affect
service use and dropout rates.

The findings from tbis study have several jmplications for re~
search and intervention. For service members with SA history
and curent mental health problems, our results saggest that
treatment-facilitating interventions should focus on (a) altering
perceptions related to self-reliance, (b) recognizing the need for
treatment, (c) increasing positive attifudes towards treatment,
and (d) enlisting support from unit members, leaders, and sig-
nificant others. Further research is needed to explore whether
barriers to care differ as a function of SA incident characteris-
tics, including military sexual trauma. Prospective studies are
required to confirm causal linkages befween barriers, facili-
tators, and {reatment-secking behavior. Finally, future studies
chould evaluate the efficacy of interventions to facilitate treal-
sment seeking and treatment retention in military SA victims.
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Abstract
Alihough research has documented an increased risk of mental health problems among
employees n high stress occupations, little attention has been devoted to the determinants of
whether einployees seek treatment for these problems. The present research examined the
correlates of considering and receiving treatment among military personnel. A multidimensional
assessment of determinants of treatment seeking was administered to 1,725 military personnel,
along with measures of mental health symptoms and treatment seeking. Confirmatory factor
analyses provided support for a nine-factor model underlying the measure. Multinomial logistic
regressions indicated that among soldiers who currently felt they had a mental bealth problem,
attitudes toward treatment and a preference for self-reliance distinguished those who had not
recetved treatment from those considering treatment. A larger aumber of factors distinguished
soldiers considering treatment from those who actually received treatment, with organizational
barriers being the strongest and unique correlate. The discussion focuses OB the importance of
what organizations can do to facilitate treatment secking among employees.

Keywords: tfreatment seeking, high stress occupations, military, mental health treatment, stigma,
self-reliance
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Determinants of Mental Health Treatment Seeking Among
Soldiers who Reco gnize They have a Problem

Employees in many organizations arc faced with high levels of stress that have the
potential to create mental health problems, yet many employees in those organizations do not
seek treatment when needed. In the present research we conduct 2 detailed analysis of the
determinants of treatment seeking among active duty soldiers in the military, and examine the
extent to which these determinants distinguish soldiers who consider and receive treatment. In
addition, we address the extent to which the determinants of treatment seeking n the military
extend to treatment seeking among employees in other high stress occupations.

The potential for exposure to traumatic stressors exists in many occupations, including
military personnel deployed in support of combat operations, police officers involved in a
hostage negotiation, and first responders such as firefighters and medical personnel being sent to
different emergencies. Britt and McFadden (2012) reviewed evidence indicating the incidence of
mental health problems among employees working in these types of highly stressful conditions is
higher than the incidence of such problems in employees not working under these types of
conditions. For example, military personnel are more Jikely to develop mental health problems if
they are exposed to higher levels of combat (Hoge etal., 2004). Castro and Adler (2011)
reported that the incidence of some form of mental health problem (Le. Post-Traumatic Stress
Disorder, depression, alcohol abuse) was 40% for those military personnel who spent more than
40 hours pet week outside their base camp, and were therefore more likely to experience higher
levels of combat exposure.

In addition to military personnel, mental health problems are pronounced in a number of

additional occupations where employees are exposed to potentially traumatic events during the
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course of their work, including emergency ambulance workers (Benmett, Williams, Page, Hood
& Woollard, 2004), firefighters (Del Ben, Seotti, Chen, & Fortson, 2006), police officers
(Rothberg & Wright, 1999}, and war correspondents (Feinstein, Owen, & Blair, 2002).
Although itis well-recognized that adverse work conditions have the potential to create
mental health problems among employees, surprisingly little research has investigated what
determines whether employees get treatment for these problems. A small body of research on
employee assistance pro grams (EAPS) addresses mental health resources that are available for
employees in cerlain organizations, but less is known about what influences whether employees
choose to utilize these resourees (Cooper, Dewe, & O’Driscoll, 2011).In addition, the underlying
premise of EAPs is that it is the employee’s responsibility to take advantage of programs that are
offered, and that the use of these programs reflects a tertiary level of prevention, affecting the
relatively few employees who fail to cope with occupational demands. In most occupations,
statistics regarding the percentage of employees who seek mental health treatment are not
available. French, Roman, Dunlap, and Steele (1997) found that 11% of their sample utilized the
EAP at their workplace. However, one difficulty with this type of research is that it is unclear
what percentage of employees within a given organization have a mental health problem, and
therefore it is difficult t estimate the percentage of those with a problem who do or do not get
treatment. Furthermore, it is possible that employees may get treatment outside of formal EAPs.
Britt and McFadden (201 7) argued that the receipt of needed mental health treatment by
employees exposed to highly stressful events at work 18 the responsibility of the organization and
its leaders. However, if organizations are going to facilitate employees seeking needed mental
health treatment, the factors that are related to treatment seeking in these occupations need to be

better understood. Previous research has shown that only a minority of military personnel with
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mental health problems seck treatment. For example, Hoge et al. (2004) found that among active
duty military personnel, between 23 and 40% reported seeking treatment for a mental health
problem. Kim, Thomas, Wilk, Castro, and Hoge (2010) found the percentages of National Guard
soldiers who reported seeking treatment Were between 13 and 27%.

In order to understand why military personnel, as well as other employees in high risk
occupations, do not get treatment, it is worth considering treatment seeking as a behavior.
Therefore, theoretical models focused on understanding what predicts individual behaviors
should apply to the behavior of treatment secking. Britt and McFadden (2012) examined the
Theory of Planned Behavior (T PB; Azjen, 1985) as an organizing framework for understanding
the determinants of treatment seeking among employees in high stress pceupations. According to
the TPB, whether an individual will engage in a behavior 1s determined by their attitude towards
the behavior, the views of others important 10 the individual regarding the behavior (subjective
norms), and the perceived control the individual has over the behavior. Figure 1 provides an
overall descriptive model for how various factors relate to one of these three primary
components, which should relate to treatment seeking.

In addition to using the TPB to understand (reatment seeking in hi gh stress occupations,
Figure 1 also highlights a component of the Health Belief Model (Rosenstock, Strecher, &
Recker, 1988), which has been used to understand when individuals will engage in certain
health-promoting behaviors, such as getting treatment for different problems. According to this
model, one important factor ot considered by the TPB is the severity of the symptoms facing
the individual. In the context of mental health symptoms, if these symptoms are perceived as
severe by the employee and impairing his o her functioning, treatment seeking should be more

likely.
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As a final theoretical issue understanding an employee’s decision to seek mental health
treatment, it is important to recognize the process of an employee recognizing the need for
treatment and actually getting {reatment may OCCur in stages. According to the Stages of Change
Model developed by Prochaska and DiClemente (1982), when individuals are deciding to make a
change in their lives (i.e. get ireatment for a mental health problem), they g0 through a series of
stages in implementing the change. In the pre—conremplarion stage, the individual is not awarc of
the problem. When individuals acknowledge a problem (i.e. have a mental health problem),
they progress t0 a stage of contemplation, where they consider doing something about the
problem (1.e. consider getting mental health ireatment). The final stage in the model is action,
where the individual is working on the problem (i.€. actually receiving mental health treatment).
Therefore, in the present study we examined the factors that distinguished between soldiers who
had not sought tre atment but were considering treatment, and between soldiers who were
considering treatment and had actually received treatment.

In investigating why military personnel do not seek mental health treatment, initial
research focused on the stigma associated with seeking treatment, and operational barriers that
exist in a high workload epvironment (Britt, 2000; Hoge et al., 2004). In terms of stigma, most
{eaders in occupations where employees are exposed to potentially traumatic events expect their
employees to demonstrate resilience in the face of stress; therefore, developing mental health
problems may be viewed as a sign of weakness or grounds for removal from the organization
(Britt, 2000; Hoge et al., 2004). Employees involved in high stress occupations such as the
military, firefighting, police work, and emetgency response place an emphasis on being resilient

and handling problems themselves {Bamberger, 2009; Castro & Adler, 2011). Therefore,
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admitting one has a mental health problem resulting from exposure to work demands is difficult
for these personnel, and seeking treatment for these problems may be even more difficult.

Tn terms of operational barriers, employees organizations such as the military may not
know how to access mental health treatment, OF believe they are unlikely to fit treatment 1nto an
already busy schedule (Britt etal., 2008; Hoge et al., 2004). Although these types of
determinants are magpified in the military, they may also exist among employees in other
occupations. For examples, employees who work long hours (e.g. attorneys, doctors) or who are
embedded within highly cohesive, time-synchronized units (e.g., police, firefighters, {irst
responders) may have difficulty working mental health treatment info their workday 1n a way
that does not disrupt upit functioning.

In addition to perceived stigma and operational barriers, recent research has examined
soldier attitudes toward mental health treatment as & determinant of {reatment seeking among
military personnel. Kim, Britt, Klocko, Riviere and Adler (2011) found that a factor representing
negative attitudes toward treatment and @ preference to deal with mental health problems on
one’s own best distinguished military personnel with a mental health problem who did not seek
mental health treatment from those who did. Tmportantly, negative attitades towards mental
health treatment may also be found in other occupations where the expectation of resilience is
the norm, including police officers (Wester, Arndt, Sedivy, & Arndt, 2010) and first responders
(Royle, Keenan, & Farrell, 2009).

In addition to negative attitudes toward mental health treatment, military personnel and
other employees in high stress occupations may exhibit a preference for managing problems
themselves, rather than relying on mental health professionals (Adler, Britt, Kim, Riviere, &

Thomas, 2015). Of course, utilizing one’s OWIL personal and social resources 10 address mental
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health problems created by stressors at work is an appropriate first step toward resolving the
problem. HoweveT, employees may need to seek mental health treatment from & professional
when their own attempts to address the problem are not proving effective (e.g. symptoms do not
improve or start to affect other people close 10 the employee).

In summary, previous research with military personnel has examined perceived stigma,
operational barriers, attitudes toward mental health sreatment, and a preference for self-reliance
a5 factors that may be jmportant in determining whether individuals seek treatment for mental
health problems caused by highly stressful work. However, Zinzow et al. (2013) pointed out that
researchers have not thoroughly examined additional organizational, leadership, and unit factors
that may affect the decision to seek mental health treatment. These authors conducted qualitative
studies on the determinants of {reatment seeking among military personnel, including focus
groups with soldiers of different rank, and individual interviews with soldiers who sought mental
health treatment o active duty. Based on the results of these studies, the authors recommended
developing additional measures assessing negative views of psychotropic medication, positive
attitudes toward (mental health treatment and professionals, social support for {reatment seeking,
and stigmatizing perceptions that soldiers have of fellow soldiers who seek treatment (Figure 1).

In the present research, we used both existing measures of determinants of treatment
seeking and also generated items to assess the dimensions recommended by 7inzow et al. (2013)
to examine mental health symptoms and treatment seeking in a large sample of military
persopnel. Our goals were {0 assess the underlying factor structure of the more comprehensive
set of items and assess which factors distinguished those soldiers with a problem who reported
seeking mental health treatment from those who did not. One additional contribution of the

present study involves an examination of these factors within a sample of military personnel who
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currently reco gnized they had a mental health problem, and then indicated if they had not sought
treatment, were considering getting treatment, or had actually received treatment. This approach
allowed us to examine whether certain factors distinguished soldiers who had not sought
treatment from those who were considering {reatment, and between those who were considering
treatment and had sought treatment.

According to the Stages of change model (Prochaska & DiClemente, 1982), different
factors distinguish individuals who are contemplating a behavioral change Versus actually
making a behavioral change. Soldiers contemplating the receipt of mental health treatment may
be particutarly inﬂuenced by theit beliefs about mental health treatment (¢-g. whether it 18
effective or ineffective). In contrast, for soldiers to MOve from contemplating the receipt of
treatment 10 actually getting treatment, they must overcome the bartiers to scheduling an
appointment and working treatment into their operational schedule. We examined the differential
correlates of considering and receiving treatment after controlling for the functional impairment
of the problem, as well as the mental health symptoms of post—traumatic stress disorder,
depression, and alcohol problems. Finally, although we examined these issues among a sample
of military personnel, it is our belief that many of the dimensions included in our measute arc
likely relevant to employees n other high stress occupations that share a similar organizational
culture (.2 cesilience-focused, team-based tasks in high stress environments).

Method
Participants

A total of 1,911 active duty U.S. Army soldiers were surveyed on their garrison post. Oof

those soldiers, 1,725 (90%) provided consent for their 1esponses to be used for research

pUrposes. Analyses were conducted only with responses from soldiers who provided consent.
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The majority of the sample was male (90%) and white (63%). Most soldiers were between the
ages of 20 and 24 (46%0) or 23 and 29 (27%). Soldiers in the sample bad been in the military on
average for 5 years (SD = 5.55). Most soldiers surveyed were junior enlisted (69%) or nOD-
commissioned officers (NCOs; 24%), and 7% were officers.
Procedure

A survey designed to understand soldier perceptions and utilization of mental health
services was adminjstered to active-duty soldiers. The assessment took place over five
consecutive days, consisting of 29 total cessions and a maximum of 200 soldiers pex session.
Soldiers arrived to a classroom facility on {he Army post with their unit at times arranged with
anit leadership. Two primary investigators and two graduate students were present at all sessions
to administer the survey. An investigator first briefed the soldiers on fhe purpose of the study and
soldiers were given an informational letter about the project. An ombudsman was present at each
session to answer questions soldiers had regarding their participation. Soldiers indjcated on an
item at the beginning of the survey whether they agreed to have their responses used for research
pUrposes. Soldiers could also choose not to respond to any of the survey questions. The study
was approved by Clemson University’s Institutional Review Board, and received oversight
approval by the Office of Research Protection at the U.S. Army Medical Research and Material
Command. Zinzow et al., (2015) used the present data set to examine the predictors of treatment
seeking among & small sample of soldiers (N =113) indicating a prior history of sexual assault,
and to compare sexual assault victims 10 those with a mental health problem on the predictors.
Measures

Determinants of treatment seeKing. Tn order to develop 2 thorough assessment of the

factors that might influence soldiers 10 seek mental bealth treatment, we adopted two strategies.
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First, we used 27 items taken from previously published studies on the determinants of treatment
seeking among military personnel (Adler et al., 2015; Britt et al., 2008; Hoge et al., 2004; Kim et
al., 2011). These items assessed perceived stigmd (e.g. Getting mental health treatment would be
embarrassing; Getting mental health treatment would hurt my chances of getting promoted),
operaﬁonal parriers to care (€-&. 1 do not know where to g0 to get mental health treatment; My
workload does not allow time for mental health treatment), 1€ gative gititudes toward treatment
(e.g. Mental health treatment would not treat my main problems; The idea of talking ahout my
problems during therapy makes me uncomfortable), and self-reliance (€.g. 1 prefer to handle
problems myself as oppo sed to seek mental health treatment; Strong people can get ovet
psychological problems by themselves; se€ Mackenzie, Knox, Gekoski, & Macauley, 2004).

In addition, we generated 21 nEW items to assess four additional factors based on recent
qualitative research with military personnel (Zinzow et al., 2013). The new items addressed
concerns with the use of medication 10 treat psychological problems (e.g. The medications
prescribed by mental health providers are usually addictive; Medications are not a good way to
treat a mental health problem), stigmatizing perceptions of soldiers who seek treatment (€.8. 1
would have less confidence in a unit member who had received mental health treatment; 1 would
not trust a soldier to have my back if I knew he/she were receiving mental health treatment),
positive attitudes toward mental health reatment (€.8. Mental health treatments Work; Jii
someone has a mental health problem, seeking treatment 18 a sign of strength), and social support
for freatment-seeking (e.g. Friends and family would encourage me to go get mental health
treatment if I needed it; My fellow unit members would encourage me to go get treatment if 1
needed it). All items were responded to on a five-point scale ranging from strongly disagree (1)

to strongly agree (5). The full measure is available upon request from the first author.



Determinants of treatment seeking 12

Self-reported mental heaith problem and treatment seeking. All participants
responded to & gelf-report item asking “Are you currently experiencing a Stress, emotional,
alcohol, or family related problem?” Response options were yes (1) orno (0). Those soldiers
who responded “Yes” to the question Were asked to rate the severity of the problem on a scale
from not at all severe (1) to very severe (7). Soldiers wete also asked if they had considered
getting treatment for the problen, with response options of “no,” “yes, L am considering
ireatment,” and “yes, 1 am receiving {reatment.” Another section of the survey assessed the
Jocation of the mental health treatment and the type of mental health treatment received.

Depression symptoms (o= .91) were assessed using the 9-item Patient Health
Questionnaire (PHQ) developed by Spitzer, Kroenke, and Williams (1999)- Participants were
asked how often they had been bothered by the listed items in the last two weeks. Response
options were on @ four point scale ranging from not atall (1) to nearly every day (4). A sample
itern was “little interest O pleasure in doing things”. ATl additional impaitment item asked
participants t0 indicate how difficult the problems made it to do work, take care of things at
home, or get along with others on & four-point scale ranging from not difficult at all (1) to
extremely difficult (4.

Post-Traumatic Stress Disorder (PTSD) symptoms (o0 = .90} were assessed using the
17-item PTSD Checklist (PCL; Weathers, Rusclo, & Keane, 1999). The items reflected reactions
that soldiers sometimes experience following deployment of stressful life events, representing
the DSM-IV symptoms of PTSD. Soldiers were asked to indicate how bothered they had been in
the past month by any of the provided symptoms. A sample item was, “Repeated, disturbing
memories, thoughts, of images of the stressful experience’. Responses were on a five-point scale

ranging from not atall (1) to extremely (5).
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Alcohol problems. A alcohol problem was assessed using two items from the Two ltem
Conjoint Screen (TICS; Brown, Leonard, Saunders, & Papasouliotis, 2001). The TICS has been
validated in military samples, and demonstrated sensitivity and specificity for alcohol use
disorders (Bliese, Wright, Adler, Hoge, & Prayner, 2005; Santiago et al., 2010). Participants
were first asked if they had consumed alcohol in the past four weeks. If they responded yes, they
were further asked, «Have you felt you warted or needed to cut down on your drinking?” and
“[lave you used alcobol more than you meant to?”

Functional impairment (o= .89) was assessed with three 1tems adapted from Shechan
Tlarnett-Sheehan, and Raj (1996). Participants were asked in reference to the past four weeks,
how much stress of emotional problems had: limited your ability to do your primary military job,
disrupted your social life, and disrupted yout family life/home responsibilities. Response options
were on a 5-point scale ranging from not at all (1) to extremely (5).

Identification of Soldiers with a Mental Health Problem

A total of 466 soldiers self-reported 2 current problem, with the average rating of
problem severity being 3 87 (SD = 1.84). In order to examine the relationship between
recognition of a problem and diagnosis for different disorders, we assessed the percentage of
those soldiers reporting 2 problem who screened positive for PTSD, depression, and alcohol
problems. For a soldiet to be considered as meeting criteria for PTSD, they must have endorsed
DSM-IV symptom criteria on their responses to the PCL (including one intrusion symptom, three
avoidance symptoms, and two hyperarousal symptoms) and must have had a severity score
(summed continuous responses) of 50 or higher (National Center for PTSD, 2012). For a soldier
to be considered as expetiencing Major Depressive Disorder, they had to endorse five or more

symptoms o1 the PHQ for more than half of the days during the past two weeks and rated
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imoderate or above on the additional impairment item (Kroenke et al., 2001). Lastly, participants
were considered as having an alcohol problem if they responded positively to at least one of the
two TICS items.

In terms of the correspondence between the self-report of a current mental health
problem and screening positive on PTSD, depression, 0f alcobol, of those who reported a
problem, 8% also screened positive for PTSD, 28% also screened positive for depression, and
35% also screened positive for alcohol problems. Overall, 55% of those who indicated having a
mental health problem screened positive on one of the three problems.

Of the 466 soldiers who had reported a current problem, 191 (41%) had not received
freatment for the problem, 161 (35%) were considering treatment, and 105 (23%) were receiving
treatment. AJNONE those who were receiving treatment, most had attended at least three to seven
visits (86%) within the past 12 months. The maj ority sought {reatment from a mental health
professional on base (87%), with fewer that also of alternatively sought treatment from a civilian
mental health professional (25%)ora general medical doctor at a military (17%) or civilian (6%0)
facility. The most common type of treatment was individual therapy OF counseling (84%), with
fewer who also OT alternatively received medication for a problem (53%), group therapy (25%),
or marital or family therapy (31%).

Results
Confirmatory Factor Analysis on the Determinants of Treatment Seeking Items

A series of confirmatory factor analyses (CFA) were conducted using EQS 6.1 (Bentlet,
2006) to examine how well the hypothesized eight-factor structure fits the covariances among
the items. A split-sample appro ach was used, where the data file was randomly split into two

groups. Our proposed eight-factor structure was examined with the first half of the sample and
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modifications to the model were made based on those results to achieve optimal model fit. The
Gnal best fitting model was then applied to the second sample to determine if the fit remained
consistent. In the model, factor variances were fixed to one, and the error covarjances and
covariances among the eight factors were freely estimated. For all tests of model fit, robust
estimation methods were used due to high multivariate kurtosis, as indicated by Mardia’s
coefficient. Such robust methods are recommended for more reliable estimates when data is non-
normal (Hu, Bentler, & Kano, 1992; Curran, West & Finch, 1996). Expectation-Maximization
(EM) imputation was used to handle missing data; however, missing data were only imputed for
participants who were missing less than 50% of responses. Twelve participants werc excluded
from analyses because they were missing more than 50% of responses, resulting in a final sample
of 1,713 for the factor analyses.

Using the first random half of the sample (N = 856), the hypothesized eight-factor
structure was tested. An initial test of the model indicted marginal fit to the data, SBx2 (1052) =
1143.75, p < .01, CF1= 83, RMSEA =.05 [90% CL: (046, .030)]. To improve the fit of the
model, factor loadings and results of the Lagrange Multiplier (LM) test were examined. Four
itemns loaded less than 40 on their respective factor and were therefore removed from further
analyses. Note one additional item loaded .39, but removing {hat itern would resultin a two-item
factor. Thus, the item was kept. Results of ihe LM test also revealed six items that cross-loaded
onto another factor. These items were also removed. Eleven error covariances suggested by the
LM test to improve model fit were also added for items within the same factor that shared a
similarity in wording (see MacCallum, Roznowski, & Necowitz, 1992). For example, two
similar iters within the operational barriers factor, “It would be difficult to get time off from

work for mental health treatment” and “My workload does not allow time for mental health
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treatment”, were one of the allowed etror covariances. After items Were removed and co-
variances were added, the large number of participants still resulted in a si gnificant +* for the
model, SB v (626) =1 192.53, p < .01; however, the revised model provided adequate fit to the
data, CF1= .94, RMSEA = .033 [90% Cl1: (.030, .035)].

Although the hypothesized eight-factor model provided adequate fit to the data, an
analysis of the LM test revealed the possibility that items on the perceived stigma factor might be
better represented by two factors. Suggested error covariances from the .M test revealed that
three items on the perceived stigma factor might represent a separate factor. Further examination
of these items revealed they were all targeted toward career-related stigma (€. Getting mental
health treatment would hurt my chances of getting promoted; Getting mental health treatment
would lead to me getting discharged), whereas the other items on the perceived stigma factor
were focused on differential treatment as 2 result of seeking treatment (e.2. Members of my unit
might have less confidence inme if 1 received mental health treatment; 1 would be seen as weak
if T received mental health treatment).

Given this potentially fmportant distinction, a nine-factor model was tested where
perceived stigma was separated into carcet stigma and differential treatment stigma. The same
ten items that were excluded because they 1oaded less than A0 on their respective factor or CIOSs”
loaded onto a different factor in the eight-factor model were again excluded. Eight error
covariances from the eight-factor model were again included for items within the same factor.
Three of the error covariances from the eight-factor model were climinated by creating the
separate career stigma factor. Again the x? was significant, SB xz (621)= 1171.65, p <.01, but
the model fit of the nine factor model improved from that of the eight-factor model, CFL= .94,

RMSEA = .032 [90% C1:(.029, .03 5)]. A test of the change in the SB (Crawford & Henry,
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2003 Satorra & Bentler, 2001) was significant, qB difference = 22.16, p < .01 Thus, our results
suggest that a nine-factor structure provided the best fit to the data.

Alternative models were also tested with the first half of the sample to ensure a simpler
structure did not provide adequate fit to the items. A one-factor structure was examined to
provide additional support that our items captured multiple factors. As expected, a one-factor
structure exhibited poor fit, SB (1127 = 6943.69, p < .01, CF1= 53, RMSEA = .08 [90% CL:
(.076, OTN). An additional two-factot structure was tested where items were divided only mnto
positively worded or negatively worded items. This structure also exhibited poor fit, SB
(1079) = 6249.65, p < .01, CF1= 57, RMSEA = .08 [90% CI (.073, 07N

Lastly, two seven-factor structures were considered. In the first seven-factor structure, all
stigma—related factors (career stigma, differential stigma, and stigmatizing beliefs about others)
were combined into one factor. This model demonstrated worse fit than the eight- ot nine-factor
model, SB x> (1059) = 399195, p < .01, CF1= 76, RMSEA = .00 [90% CI (057, 059)]. The
second seven-factor model combined the positive and negative attitudes toward getting treatment
as an overall attitude toward treatment factor. This model also demonstrated worse fit than the
eight- or nine-factor models, 5B xz (1059) = 3518.70, p < .01, CF1 = 70, RMSEA = 052 [90%
C1(.050, .054)]. Tests of the change in the SB * from each of the alternative models to the
cight- and nine-factor models were all significant, thus supporting our proposed eight-factor and
refined nine-factor model as a better fit to the data than the simplified alternatives.

Next, the nine-factor model, which exhibited the best £t to the data, was applied to the
second half of the sample (N = 857). The nine-factor model also exhibited acceptable fit in the
second group, SB v (621) = 1312.05, p < .01, CF1= 93, RMSEA = .036 [90% CI (.033, 039)]

A summary of all the CFA analyses 18 provided in Table 1.



Determinants of treatment seeking 18

Correlations Among ¢the Determinant Subscales

The first two columns in Table » contain the means, standard deviations, and Cronbach
alphas for the nine factors. As seen in Table 2, the most frequently endorsed barriers were
differential treatment stigma, operational parriers, negative beliefs about medications, and self-
reliance. The positive factors of social support for treatment and positive views toward treatment
were more highly endorsed than the barriers. Table 2 also presents the correlations among the
nine factors. All factors were significantly correlated with one anotber. The sirongest correlation
was between career stigma and differential treatment stigma. The remainder of the correlations
were moderate 10 small.
Associations between Determinants and Treatment Seeking Among Soldiers who
Recognized Having a Current Problem

A second set of analyses was conducted among military personnel who indicated they
had a current mental health problem and then responded to & question regarding whether they
had considered or received treatment for the problem, with the response options being No,
Considering T reatment, Of Received Treatment. A series of multinomial logistic regressions
were conducted with each individual determinant predicting membership in the three categories
after controlling for rank, gender, symptoms, and functional impairment caused by symptoms.
Functional impairment emerged as a predictor of soldier’s considering getting mental health
ireatment, with greater impairment being associated with a greater likelihood of considering
treatment. However, functional impairment did not differentiate those considering treatment
from those receiving treatment.

The results for each predictor are summarized in Table 3, and address whether each

determinant was ab overall predictor of category membership, as well a predictor of differences
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between the three different categories. As seen in Table 3, all of the determinants with the
exception of social support for treatment-seeking and negative ViEwWs of medication were related
to category membership overall. When examining predictors of the different categories,
relatively few determinants distinguished soldiers who had not sought treatment from those who
were considering treatment. Positive beliefs about treatment were related to a greater likelihood
of considering treatment, whereas negative beliefs about treatment and self-reliance were
predictive of a lesser likelihood of considering treatment. When the three determinants were
entered into the multinomial logistic regression cimultaneously. only self-reliance emerged as a
significant correlate [Wald (1) = 559, p<.02, Odds Ratio = .59]- Soldiers who preferred O
manage problems themselves were less likely to consider getting treatment for their problen.

When examining the factors that distinguished between soldiers considering treatment
versus actually receiving treatment, perceived stigma to career, perceived stigma of differential
treatment, operational parriers, negative beliefs about treatment, sti gmatizing beliefs about
others, and self-reliance were all related to a reduced probability of getting {reatment, whereas
positive beliefs were related to an increased probability of getting treatment. Wher these
variables were entered simultaneously into a single muliinomial regression, only operational
barriers uniquely differentiated between those considering treatment versus those receiving
treatment [Wald (1)=1789,p< 01, Odds Ratio = 58]. Soldiers reporting greater 0perational
barriers were Jess Jikely to actually get treatment for the problem.

Discussion

The results of the present study contribute to our understanding of treatment seeking in

high stress occupations in multiple ways. The findings support & imore comprehensive analysis of

the determinants of treatment seeking and the different correlates of reported treatment seeking
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among military personnel reporiing a menial bealth problem. In the remainder of the discussion
we address these contributions in MWOLe detail, consider the limitations of the study, and discuss
directions for future research.

Qur study identified nine factors that accounted for items addressing ihe determinants of
treatment seeking in the military. Five of these factors were drawn from the existing literature
(Adler et al., 2015; Rutt etal., 2008; Hoge et al., 2004; Kim et al., 2011), while four were novel
measures. The fout novel measures included positive beliefs regarding mental health treatment,
sources of social support for treatment seeking (positive beliefs but not social support positively
associated with treatment secking), negative attitudes toward the use of medications to treat
mental health problems, and stigmatizing beliefs about others who seek treatment (stigmatizing
beliefs but not negative attitudes toward medications negatively associated with treatment
secking). These additional measures help to more comprehensively assess the determinants of
treatment seeking identified in qualitative research by Zinzow et al. (2013).

Examining these determinants among military personnel who indicated they were
currently experiencing a mental health problem, and then examining what distinguished betweenl
those who had not sought treatment, were considering treatment, of had sought treatment,
allowed us to assess the unique predictors of soldiers at different stages regarding the behaviot of
treatment seeking. After controlling for functional impajirment (which was positively related to
considering treatment) and mental health symptoms, positive and negative beliefs about
treatment, along with self-reliance, distinguished soldiers who had not sought treatment from
those who Were considering treatment, with a preference for self-reliance being the only unique

predictor.
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These results suggest that positive perceptions of treatment and a lesser preference for
dealing with problems oneself may lead soldiers to consider mental health treatment as a viable
option for addressing a problem, moving soldiers t0 the contemplation phase of the Stages of
Change model (Prochaska & DiClemente, 1982). Past research has demonstrated the influence of
negative attitudes toward getting treatment on treatment seeking (Kim et al,, 2011). Our study
further emphasizes the role of positive beliefs about treatment (Adler etal., 2015). We found that
positive views toward treatment, but interestingly not negative views toward treatment, were
uniquely associated with considering treatment. This suggests that emphasis on the benefits of
treatment may be more powerful in encouraging soldiers to seek treatment than attempts to
reduce negative perceptions (Adler et al., 2015).

Interestingly, 2 sumber of determinants distinguished soldiers considering treatment from
fhose actually reporting the receipt of treatment after controlling for functional impairment
(which was positively related to getting treatment) and multiple symptom measures, including
muliiple sources of stigma, self-reliance, positive and negative beliefs about treatment, and
operational barriers. However, operational barriers emerged as the only unique predictor. These
results indicate that operational barriers associated with lack of time for treatment and busy work
schedule may be especially jmportant in influencing soldiers who are contemplating getting
treatment to actually engage in the behavior of receiving treatment.

The results of the present study bold practical implications for high stress occupations.
When employees are faced with exceptional levels of stressors at work, it becomes an
organization’s responsibility to help the employee cope with any resulting issues (Britt &
McFadden, 2012). Our comprehensive measure could be used to inform organizations of areas 1

need of intervention to increase treatment seeking rates. For example, training both supervisors
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and employees to improve attitudes toward freatment or increase their knowledge about
(reatment could be valuable it enhancing unit and/or peet support and increasing treatment
seeking behaviors. It is important 10 emphasize that many of the predictive factors from our
study could be affected by organizational involvement. Organizations could create training and
awareness campaigns designed to encourage treatment by improving views of treatment and
teaching appropriate self-reliance n coping with mental health issues, as well as training on
when self-reliance s not effective and professional help may be peeded. Further, interventions
could be designed to change perceptions about getting mental health treatment and the stigma
associated with treatment at both the small-unit {evel and within the broader organizational
culture.
Limitations and Future Directions

This study has a few Jimitations that suggest directions for future research. First, analyses
were conducted cross-sectionally; thus, any conclusions about causality cannot be firmly
established. Future research should examine the determinants 0f treatment seeking over multiple
time points. Such prospective designs should identify an employee population ahead of time and
then track the population for problem emergence and treatment seeking over an extended period
of time. It would be especially valuable if studies could capture soldiers who had a problem but
had not sought treatment, and then assess what predicts whether these soldiers decide to get
treatment af a later time. Such longitudinal studies could help clarify causal events and changing
perceptions in the treatment seeking process 10 better inform application of our findings 10
potential organizational interventions. Future research should also control for treatment seeking
prior 0 their employment, and address the time that has elapsed between poticing a given

problem and getting treatment for that problem.
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As another limitasion, all scales used in the present study were self-report. Thus, there are
concems about anderreporting symptoms (e.g. Furnham, 1986). Efforts were taken 10 ensure
anonymity of soldiers’ responses t0 epcourage honest reporting; Bowever, future research could
try to obtain objective data, such as from mental health providers, 10 compare to self-report
items. Other concerns exist with common method vanance associated with self-report data.
However, Spector (2006) argued that the impact of the common method bias is not as significant
as often believed. Further, many of our constructs of interest are individual perceptions that are
hest captured by self-report assessments.

In conclusion, the mental health of workers is a critical coneern that can impact employee
well-being, as well as organizational effectiveness, especially In high stress occupations.
Employers should be awarc of the mental health of their workers, as well as attitudes toward
mental health problems, and make efforts 10 encourage those who may be suffering from 2
mental health problem to seck treatment. It is our hope that results of our study can be used for a
more comprehensive assessment of factors that influence Jdecisions to seck belp for future

research and application in high stress occupations.
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Table 1
Summary of Conflrmatory Factor Analysis fit Indices for 1-, 2- 8- and 9- Factor Models for

Group 1 and 9-Factor fit to Group 2.
SB xz df CEFI RMSEA (CI) SBXZ SB)LI

Difference difference

(8 factor) (9-factor)

Group t (N = 856)

Model 1: 1 Factor 6,943.69 1127 .53 078 (076, 079} 5,534.79%* 5,562.5T+*

Model 2: 2 Factor 6249.65 1079 .37 075 (073, .077) 4.883.51%* 4,910.26**

Model 3a: 7 Factor 3,991 1059 .76 057 (055, .059) 2,785.51%% 2.808.41*%
Model 3b: 7 Factor 3.518 1059 .70 052 (.050, .054) 2.290.23** 2.312.96%*
Model 3: 8 Factor 1,192.53 6 .940 033 (.030, .035) 22.16%*

Model 4: 9 Factor  1,171.65 6] 042 .032(029,.035)

Group 2 (N= 857)
9 Factor 131205 621 931 036 (033, .039)

e

Note. SBY. = Qatora-Bentler -

Model 3a combined stigma—related factors of career stigma, differential treatrent stigma, and
stigmatizing beliefs about others into one overall stigma factor.

Model 3b combined the positive attitudes toward treatment and negative attitudes toward

treatment 1nto oNE overall attitudes toward treatment factor.

vk p < 01, % p< .05,
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Table 3
Individual predictors of whether soldiers reported not seeking treatment, considered seeking

treatment, or SOught treatment for a current problem

Overall Model"  No treat. vs. Consider'mgb Considering vs. Treat.”

Variable Chi-Square (df) Wwald __Odds Ratio wald _ Odds Rafio
Step 1

Gender 2.00 (2) NA NA NA NA
Rank 5.80 (4) NA NA NA NA
Alcohol Symptoms 427(2) NA NA NA NA
Depression Symptoms 2.87(2) NA NA NA NA
PTSD Symptoms 4.76(2) NA NA NA NA
Func. Impair. 3.46(2) NA NA NA NA
Step 2

Stigma Career 7.14 (2)* 37 91 431*% 67
Stigma Treatment 9.37 (2)* 1.41 .84 4.03* 70
Facilitators 217 (2) NA NA NA NA
Organ. Barriers 13.60 (2)* 17 1.08 11.25% A4
Positive Beliefs 17.84 (2)F 8.34% 1.94 3.37 1.72
Negative Beliefs 14.53 (2)* 8.00* Sl 1.42 73
Negative Med. 2.07 (2) NA. NA NA NA
Stigmatizing Beliefs 13.53 (2)* 1.60 a7 5.98%* 52

31.82 (2)* 1037 54 789% 51

Qelf-Reliance

Notes. ¥ p<.05. 2= overall model, assesses whether predictor is associated with differences in
three groups; b= model comparing those who did not seek treatment to those who considered
getting treatment; ¢ = modeling comparing those considering treatment to those who sought
treatment. NA = not applicable because the variable was not significant in the overall
nmultinomial regression. Each predictor in Step 2 represents a separate multinomial regression.
Variables in bold emerged as unique significant predictors.
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Figure I

Determinants of Treatment Seeking in High Stress Occupations Organized Around Components

of the Theory of planned Behavior (Ajzen, 1985) and the Health Belief Model (Rosenstock et al.
1988)
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Soldier Recommendations for Improving Mental Health Treatment Seeking in the Military

In Press, Military Behavioral Health

Abstract
Despite the prevalence of mental health issues in the military, only a minority of
personmel who experience problems seck treatment. The underutilization of mental health
services continues 10 be an important topic that deserves attention from both science and practice.
Two studies were conducted with active-duty soldiers 1o assess theit recommendations for
actions that can be taken by soldiers who are experiencing mental hea;ith problems, their peers,
{heir leaders, and the upper-level chain of command t0 facilitate mental health treatment-seeking.

1n addition, we compiled their recommendations to raise awareness, reduce stigma, and improve

attitudes toward mental bealth treatment.

Key words: determinants of treatment-seeking, recommendations, soldiers, mental health

treatment, utilization of mental health services, interventions
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Soldier Recommendations for Improving Mental Health Treatment Seeking in the Military

Military personnel, especially those who experience high levels of combat exposure, arc
likely to develop some form of mental health problem that would benefit from mental health
treatment, including PTSD, alcohol abuse, and depression (Castro & Adler, 2011; Hoge et al.,
2004). However, only a minority of military personnel screening positive for a mental health
disorder utilize mental health care (e.g., Hoge et al., 2004; Kim, Thomas, Wilk, Castro, & Hoge,
2010; Milliken, Auchterlonie, & Hoge, 2007). The imbalance between expected needs and actual
utilization of mental health services highlights the importance of identifying factors that
influence mental health treatment-seeking within the military population (Vogt, 201 1).
Additionally, given the prevalence of mental health problems in military personnel and the
detrimental consequences of untreated mental health issues, the Jeterminants of treatment-
secking among military personnel have received increased attention in the military psychology
literature.

A number of {reatment-seeking determinants among military personnel identified
consistently across multiple studies include perceived stigma, career Concerns operational
barriers to care, negative beliefs and/or attitudes toward mental health reatment, a preference for
self-reliance, perceptions of leaders, and unit cohesion (Adler, Buift, Riviere, Kim, & Thormas,
2015; Britt et al., 2008; Hoge et al., 2004; Kim, Britt, Klocko, Riviere, & Adler, 2011; Pietrzak,
Johnson, Goldstein, Malley, & Southwick, 2009; Wright et al., 2009). Several othet determinants
identified in a few recent studies include concerns about the use of medications, stigmatizing
perceptions of soldiers who seek treatment, positive attitudes toward mental health treatment,
social support for treatment seeKing, perceived stigma of differential treatment, self-stigma from

seeking treatment, and psychological courage (Britt, I ennings, Cheung, Pury, & Zinzow, 2015;
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Britt et al., under review; Mittal et al., 2013; Pury, Britt, Zinzow, & Raymond, 2013; Zinzow et
al., 2013). This line of research not only enhances our understanding of factors that might
influence soldiers secking mental health treatment, but also provides valuable insights into
possible intervention avenues in facilitating the receipt of needed treatment.

While the determinants identified in past studies are constructive and informative for
intervention efforts, they may not always be practical or actionable. For example, it is not always
clear how stigma can be effectively reduced in military settings simply with the knowledge that
perceived stigma can statistically predict treatment-seeking. Therefore, the present study seeks to
gather specific information about how changes can potentially be made by examining the
recommendations military personnel have for what specific actions to take in reducing stigma
and other barriers to care. A majority of these past studies investigated the determinants of
treatment-secking through scale instruments/quantitative assessments, while the current study
seeks to complement this line of research by employing qualitative methods that yield richer and
more detailed information. It has been argued by qualitative researchers that, while some of the
disadvantages associated with qualitative methods should be acknowledged, qualitative analyses
tend to provide greater descriptive richness and an “opportunity for illuminating insights.” (e.g.,
Trafimow, 2014, p, 17).

In the current study, we report interview data from two samples of active-duty soldiers
about their recommendations to encourage and support other military personnel to get treatment,
as well as specific resources and efforts that they believe will raise awareness, reduce stigma and
improve attitudes toward the receipt of mental health treatment. The first sample includes active-
duty soldiers of different ranks. The second sample includes soldiers who made the decision to

get treatment while on active-duty. Insights provided by military personnel themselves allow a
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closer examination of how changes cah potentially be implemented in a practical manner, which
may complement and extend theoretical arguments of statistical findings. To our knowledge, no
other published paper has focused on recommendations provided by active-duty military
personnel in facilitating awareness about mental health and receipt of needed mental health
ireatment among soldiers. Resuls from these two studies can be used t0 provide preliminary
insights and inform researchers and practitioners of possible strategies in which intervention
studies can be implemented to increase mental health services utilization. It is our hope that the
results from the current study can motivate future intervention-based studies (e.g., quasi-
experiments) in arder to remove barriers that prevent soldiers from getting the treatment they
need.
Method

Participants and Procedure

Focus Group Study. This study was conducted with a sample of 78 active-duty soldiers
who were recrujted through chain of command at a large U.S. Army base in the Southeast. A

total of 12 focus groups were conducted with these goldiers. Focus group participants were

- grouped based on their rank to encourage open and honest communication, given that previous

research noted concerns regarding how leaders and commanders view soldiers that receive
mental health treatment. Three focus group discussions were conducted with each of the four
rank categories, including junior enlisted (E1-E4, n= 19), non-commissioned officers (B5-E7, n
=19), company grade officers (01-03,n= 21), and field grade officers (04-05,n= 19). A
majority of the focus group participants were male (80%) and White (64%). The average age of
the focus group participants was 31.1 years old (SD = 6.9). The average number of combat

deployments was 1.8, with the average years of service being 9.3 (SD = 6.3).
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The focus group discussions were conducted as part of a larger study that aimed to better
understand the barriers and facilitators of {reatment-seeking among soldiers (see Zinzow et al,,
2013, for more details). Each session lasted about 60 to 90 minutes; the sessions were audio-
recorded and subsequently transcribed. The discussions followed a semi-structured format, the
guestions were all open-ended, and participants Were ot restricted to the content of the questions.
The present study analyzed open-ended results that were given to response to the question “What
do you think are {he best ways to encourage a soldier to get treatment for psycholo gical
problems?”, which resulted in a number of different recommendations. In addition, because all
interview questions were open-ended, and participants were allowed to freely insert their
opinions that may of may not be directly related to the questions, any responses that serve as
potential recommendations were coded and analyzed in this study.

Individual Interview Study. This study involved one-on-one interviews with a sample of
37 active-duty soldiers who were currently seeking mental health treatment at the behavioral
health clinic on post. These participants were recruited through the mental health professionals at
ihe behavioral health clinic. Participants included 17 junior enlisted, 14 senior eplisted and 1
officer. Most of the interview participants were males (91%) and White (78%). The average age
was 29 years old (SD = 6.5). The average number of combat deployments was 1.7(SD=10.9),
and the average years of service was 8.0 (SD = 5.9).

Qimilar to the first study, the individual interviews were conducted as part of a larger
study that was designed to have users of mental health services identify barriers and facilitators
of treatment-seeking among soldiers (Pury etal., 2013; Zinzow et al., 2013). Each interview
lasted abqut 60 to 90 minutes, and was sudio-recorded and transcribed. Interviewers also

followed a semi-structured guide that included open-ended and follow-up questions. For the
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present study, we focused on responses the interviewees gave that referred to recommendations
for facilitating access to treatment for soldiers. A recommendation—speciﬁc question included: “If
there were one thing you could tell someone who needs treatment that is not getting it, what
would it be?” As in the focus group study, any responses that serve as potential

recommendations that were provided in response to any other question in the interview were
coded and analyzed in this study.

Analytic Procedures for the Two Studies

The present study followed the 6 thematic analytic steps outlined in Braun and Clarke’s
(2006) review. The aim of thematic analysis is to identify, analyze and report patterns (or themes)
within data, and yield findings in rich details (Braun & Clarke, 2006). It is a bottom-up and data-
driven approach without a priori hypotheses and theoretical boundaries. While qualitative
analyses using pre-existing theoretica) frameworks (i.e., top-down approaches) may be preferred
by some scholars, it has been argued that thematic analyses ar¢ more flexible and reflect the
reality and true experiences of participants (Braun & Clarke, 2006, Trafimow, 2014).

First, the focus group and interview data were transcribed into electronic documents, and
the coder (i.e., the first author) conducted a general overview of the transcriptions, read and re-
read the transcriptions, noted initial ideas, and observed patterns related to recommendations for
treatment-seeking. Second, the initia] codes/themes for recommendations were produced. At this
stage, only broad themes were identified. The recommendations generally fell under four broad
categories: (1) Recommendations 10 soldiers and their peers, (2 Recommendations 1o leaders, (3)
Recommendations 1o mental health professionals, and (4) Recommendations for the Army as an
organization. In the next step (the third step), specific recommendations quotes Were extracted

from the transcriptions and combined under each of the corresponding broad categories.
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The fourth step involved reviewing the themes, refining them, and making sure the
themes reflected the data as & whole. At this stage, the coder refined the themes by creating
meaningful sub-categories under the 4 broad categories. We conducted an extra step after this
phase in ensuring the recommendations categoties, sub-categories, and the extracted quotes were
all agreed upon among all authors, Sub-categories and associated quotes were further refined
based on group discussion. The fifth step involved defining and labeling the final themes {(or
categories). Lastly, the sixth step was to produce a report of the thematic analysis, including a
selection of vivid and compelling extracted examples/quotes.

Results

The results are organized around the four main targets of recommendations mentioned
above. Summaries of the recommendations for each category, along with frequencies of
endorsement and sample quotes indicative of these categories, are provided in Tables 1 to 4. The
full set of quotes can be requested from the corresponding author. Within each major category,
sub-categories are identified and ordered based on their average frequencies of endorsement
across the two samples.

Recommendations to Soldiers and their Peers

In this category, recommendations are directly addressed to soldiers who are
experiencing mental health problems and/or are needing assistance from mental health
professionals, and to their peers who also play a vital role in assisting and supporting their
counterparts. Soldiers indicated that, in order to facilitate soldiers’ receipt of mental health
treatment, fellow soldiers need to (1) have peer support and a “buddy system, (2} recognize the
importance of taking care of themselves and their family members, (3) have courage to face

stigma, discomfort and/or the risks to recognize and receive treatment benefits, (4) be willing to
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acknowledge and accept the existence of their problems, (5) hear success stories shared by their
peers, (6) reco gnize the benefits of treatment, (7) recognize {hat treatment can in fact help those
with mental health problems become better job performers, and (8) receive social support from
family and friends.
Recommendations to Leaders

This recommendation category includes soldiers’ recommendations 10 feaders in
supporting their soldiers if they need mental health treatment. Leader support was consistently
mentioned as an important determinant of {reatment-seeking. Particularly in military settings,
leaders have a great degree of leverage with their subordinates, and they should take advantage
of their influence 10 make a positive impact on soldiers. In particular, soldiers in the current
study specified that leaders need to (1) show their genuine support and encouragement t0 soldiers
in order to build a strong and supportive command climate, (2) take an initiative and work
proactively with soldiers in getting treatment, (3) build trust and close relationships with soldiers
so that soldiers will be more likely to disclose their mental health concerns to leaders, (4) have
open and honest communications (.., open-door policy) with soldiers in encouraging soldiers
to seek needed treatment and developing mutual understanding, and (5) share their own success
stories and experiences in reducing stigma perceptions associated with mental health.
Recommendations to Mental Health Professionals

Recommendations provided by soldiers under this category generally addressed changes
to increase utilization of mental health services and reduce attrition or dropout rates. Soldiers
highlighted that there should be (1) greater availability and accessibility of mental health
providers, (2) an option for soldiers to choose between civilian or upiformed providers based on

their personal preferences; (3) providers who are relatable and knowledgeable so that they can
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158

159

more likely create a rapport with soldiers, (4) communications between patients and between
patients and providers so that soldiers can gain a new perspective fo the issues they are facing.
Participants also highlighted that the benefits of talking can far outweigh the benefits of other
treatment options (€.2-, medications). Next, (5) mental health providers should be present within
units and have regular interactions with soldiers s0 that soldiers can learn more about issues
related to mental health and treatment options, and (6) unless necessary, medications should not
be the first and only treatment option. There chould be complementary therapy sessions (€.g.,
talking therapy) so that soldiers can more fully benefit from treatment. Providers must also be (7)
committed and dedicated in order to retain soldiers to come back for more sessions, and thus
increase the effectiveness of treatment. Lastly, there must be (8) consistency in treatment and
providers so that soldiers can progress through treatment in an efficient and effective manner.
Recommendations for the Army as an Organization

Recommendations grouped under this category illustrate the different ways the Army as
an organization can make changes in facilitating soldiers’ receipt of mental health treatment.
Specifically, these recommendations are geared toward those leaders higher in the chain of
cominand, who have greater decision Jatitude and influential power in initiating Army-wide
changes. Soldiers pointed out that the Army should invest resources in (1) communications and
outreach in order to get accurate information regarding the prevalence and need for treatment out
to soldiers, (2) developing resources {o raise awareness about mental health and facilitate mental
health treatment-seeking, including time, transportation to appointments, peer support programs,
advocacy programs, and training and educational opportunities for both soldiers and leaders, and
(3) removing hindrances due to Army policy and culture. While the mission is important,

soldiers stated that the Army should also be mindful of soldiers’ health and well-being. In order
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to facilitate successful missions, soldiers noted that the Army should insure that soldiers are both
physical and mentally fit. Lastly, the Army should implement policies and procedures in
addressing solders’ (4) privacy (or confidentiality) concerns and (5) concerns with mental health
treatment adversely affecting their career. The Army should highlight (and share success stories)
that soldiers who get better after secking treatment do in fact receive promotions, and that a
“high risk” classification does not directly affect promotion and is not a career-ender.
Discussion

The current study sought to organize recommendations from active-duty soldiers for
facilitating treatment-seeking among soldiers who are experiencing mental health problems. The
determinants of treatment-seeking in military personnel have received increasing attention from
scholars. Although the determinants identified in previous studies highlight important research
and intervention avenues, it is often unclear what actions should be taken to reduce stigma
perceptions and other barriers associated with treatment-seeking. The present study contributes
{o the literature by utilizing qualitative methods and obtaining richer and actionable information
from active-duty soldiers regarding their strategies and recommendations to facilitate soldiers’
treatment-seeking. It is our hope that recommendations gathered directly from the service
members who need niental health services and those who share relationships with those who
need mental health treatment would aid the development of intervention experiments and
motivate changes being made.

Our analyses of 32 interviews and 12 focus groups conducted with a total of 110 active-
duty soldiers (both the general sample and treatment-seekers) revealed that recommendations fall
under 4 broad categories or cover 4 groups of military stakeholders. These results can be used by

researchers and practitioners in the development and implementation of intervention studies. For
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example, given that cocial support from peers and leaders was one of the most frequently
mentioned determinants of treatment-seeking, researchers may develop training modules
emphasizing the importance of and facilitating a supportive climate among soldiers. Leadership
training can be formed in a way that educates leaders m recognizing symptoms and providing
appropriate support, while team training exercises can be developed to build group cohesion and
a supportive network. |
Additionally, our results highlighted that soldiers who are experiencing mental health
probleins, their peers, their leaders, mental health professionals, and the Army (or upper-level
chain of command) all have responsibility and leverage in facilitating {reatment-seeking and
improving the quality of treatment-seeking gxpetiences among soldiers. This not only highlights
that soldiers themselves are responsible for their own mental well-being, but that external
support from their family members, friends, peers, leaders, and the Army are imperative in the
process as well. These different groups of military stakeholders must work together to achieve
the best possible outcomes. This is because some actions taken by one group are likely to be
contingent on actions taken by another group. Tor example, without success stories shared by
peers and/or leaders, soldiers may not be able to recognize the potential benefits they may
receive should they seck treatment. In addition, it may not be feasible to increase availability or
accessibility of providers unless the Arnyy allocates an appropriate amount of resources (€.2.,
finances) to the mental health care system. Further, leaders may not be able to provide support oF
encouragement to the fullest extent unless they are properly trained and educated on mental
health issues (e.g., ways t0 recognize mental health symptoms and how to make a referral).
Therefore, we sec these overlaps between recommendations for different groups as a cue

for collaborative actions. Both top-down and bottom-up approaches will jikely be helpful in
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facilitating a climate supportive of treatment-seeking. In particular, the entire chain of command
should explicitly express their support for mental health treatment and allocate resources in
raising solders’ awareness of mental health issues (i.e., top-down), while soldiers must also play
a proactive role in communicating their needs and their experiences so that the chain of
command can provide necessary support accordingly (1.¢., bottom-up).

Our study has some limitations that highlight some important arcas for future research.
First, qualitative methods can be highly subjective (Trafimow, 2014). While our
recommendations offer insights into actions military stakeholders can take in facilitating
treatment-seeking, it is unclear which recommendations would be effective or ineffective.
Additional research is necessary to determine the effectiveness of some of the most frequently
mentioned recommendations. Experimental designs would be necessary to draw causal
conclusions about the effects of each recommendation on treatment-seeking. Researchers may
consider employing quasi-experimental designs with military samples, especially because it may
not be feasible to randomly assign soldiers into treatment and control groups.

Second, given our data were collected at one Army post, our findings may be limited in
its generalizability and they should be interpreted carefully. Soldiers from other posts, and
service members from other branches, may have different experiences with the mental healthcare
systems and thus have different recommendations to facilitate treatment. Researchers may
consider extending the current study by sampling additional posts, services and occupational
specialties to obtain further understanding of whether some the recommendations arc
generalizable to military personnel across a variety of settings or specific to certain posts or
branches. These findings will shed light on the area(s) in which intervention investments would

yield the most benefits.
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In conclusion, our study offers a number of important recommendations to soldiers who
need mental health treatment, their peers, their leaders and the Army as a whole in facilitating
soldiers’ utilization of menial health services. Our findings underscore the importance of
collaborative actions, and also offer interesting directions for both researchers and practitioners.
The current study also highlights the importance of continuing our efforts in examining bairiers
and facilitators in ireatment-secking, because mental health care continues to be underutilized

while mental health issues remain prominent in the military.
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Abstract
Many soldiers who seek treatment for mental health problems drop out of treatment before it is
complete. The present study examined factors that are associated with dropout among active duty
soldiers. Soldiers who had sought treatment (N = 260) responded to measures of beliefs about
mental health treatment, mental health symptoms, treatment-seeking behaviors, and treatment
dropout. Fifty-seven soldiers reported dropping out before treatment was completed. Commonly
endorsed reasons for dropout were that soldiers were too busy with work and a preference to
handle the symptoms oneself. A series of logistic regressions revealed that depression symptoms
(OR = 1.07), functional impairment (OR = 1.49), career stigma (OR = 1.70), differential
treatment stigma (OR = 1.62), practical barriers (OR = 1.76), negative beliefs about treatment
(OR = 1.98), and self-reliance (OR = 1.78) were associated with an increased likelihood of
dropout. Positive beliefs about treatment were associated with a decreased likelihood of dropout
(OR = .60). Functional impairment, career stigma, and self-reliance remained unique predictors
in a final forward conditional regression. These findings highlight the need for interventions to
support soldiers in treatment by educating them on the benefits of treatment and reducing
practical barriers.

Keywords: military, treatment, dropout
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Correlates and Reasons for Mental Iealth Treatment Dropout among Active Duty Soldiers

Mental health problems among active duty personnel have become a growing concern.
Service members who have been deployed to conflicts in Iraq or Afghanistan (Operation Iragi
Freedom/Operation Enduring Freedom or OIF/OEF) experience high rates of mental health
problems, ranging from 20-44% meeting criteria for posttraumatic stress disorder (PTSD),
depression, alcohol use disorders, and other psychiatric diagnoses (Kim, Thomas, Wilk, Castro,
& Hoge, 2010; Seal et al., 2009). Despite these substantial mental health needs, only a minority
(13-50%) of soldiers with mental health problems seek treatment (Ioge, Auchterlonie, &
Milliken, 2006; Kehle et al., 2010; Tanielian et al., 2008). Exacerbating the problem, many who
begin treatment do not complete it (Hoge et al,, 2014).

Data from both civilian and military populations suggest that about one in five
individuals who seek treatment for mental health problems (19-24%) drop out and therefore do
not receive adequate care (Edlund et al., 2002; Hoge et al., 2014; Wang, 2007). Psychotherapy
dropout results in negative consequences, including reduced treatment efficacy, decreased cost-
effectiveness, poor symptom outcome, and increased mortality rates (e.g., Davis et al., 2012,
Wierzbicki & Pekarik, 1993). Therefore, it is important to understand the prevalence and
determinants of treatment dropout in at-risk populations in order to mitigate these consequences.

Despite a high prevalence of mental health problems, research on determinants of
dropout in military samples is limited and primarily focused on veterans with PTSD. Regarding
demographic characteristics, young age, Black race, and low income have been positively
associated with treatment dropout in OEF/OIF veterans with PTSD (Harpaz-Rotem &
Rosenheck, 2011). Although symptom severity and functional impairment appear to relate to

dropout, findings are mixed. One study of OEF/OIF veterans found a negative relationship
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between depression and dropout (Erbes et al., 2009), whereas another found that comorbid
diagnoses of substance use disorder, bipolar disorder, and schizophrenia were positively
associated with treatment dropout in veterans with PTSD (Harpaz-Rotem & Rosenheck, 2011).

Military culture can present unique barriers to care, including an emphasis on self-
reliance, the importance of subverting one’s needs to the organizational mission, and stigma
associated with mental health treatment-seeking (Zinzow et al., 2013). Additionally, active duty
soldiers face practical barriers that include frequent change of duty location and high work
demands (McLay et al., 201 1). Therefore, it is also important to understand the effects of
treatment attitudes and practical barricrs on treatment dropout. One study found that the most
frequently reported reasons for dropping out included: a) soldiers feeling they could handle
problems on their own; b) being too busy with work; ¢) lack of comfort with the mental health
professional; d) stigma; and ¢) treatment didn’t seem to be working (Hoge et al., 2014).
However, this study was Jimited to soldiers seeking treatment for PTSD, and did not examine the
statistical association between independent assessments of these factors and treatment dropout.

Another significant gap in the literature is a lack of information on factors that facilitate
{reatment seeking, which could also improve treatment retention. Factors associated with
treatment initiation in prior studies of active duty soldiers include positive leader behaviors,
positive attitudes toward treatment, and social network support (Britt, Wright, & Moore, 2012;
Wright et al., 2009; Zinzow et al., 2013). These factors could affect soldiers’ attitudes and the
unit climate and therefore, a soldier’s likelihood of remaining in treatment.

More research is needed that examines not only the reasons for treatment dropout, but
also the factors associated with dropout in active duty military samples. An improved

understanding of factors associated with treatment dropout could inform efforts to increase
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{reatment retention, thereby fmproving treatment cost effectiveness and reducing mental health
burden among this at-risk population. The two purposes of the current study were to: ) describe
patterns and reasons for self-reported treatment dropout t0 replicate the findings of Hoge et al.,
(2014), using a more inclusive sample of soldiers experiencing PTSD, depression, alcohol
problems, or a self-reported problem, and b) to examine both positive and negative correlates of
reported dropout in an active duty goldier sample.

We utilized 2 comprehensive assessment of treatment barriers and facilitators, which
represents an extension of the factors assessed in prior studies of active duty soldiers (e.g., Hoge
et al., 2014; Britt et al., 2015D). Factors drawn from previous studies of military personnel
included perceptions of stigma, career CONCEns, practical barriers to care, negative beliefs about
treatment, and self-reliance, Novel factors developed by Britt et al., (2015b) included concerns
about psychiatric medications, stigmatizing perceptions of individuals who seek treatment,
positive beliefs about treatment, and social support for treatment-seeking.

Using the same sample of military personnel examined in the current study, Britt et al.,
(2015a) examined the role of stigma in whether active duty military personnel reported dropping
out of treatment, finding positive associations between perceived stigma, self-stigma, and
treatment dropout. While the study conducted by Britt et al,, (2015a) was specifically focused on
how different stigma perceptions can impact both ireatment seeking and retention, we sought to
extend these findings by focusing exclusively on treatment retention with a broader array of
predictors because correlates of dropout have not received sufficient attention in the literature. In
the present study, we sought a MOte comprehensive understanding by considering the additional

Jeterminants of treatment seeking as well as demo graphic yariables and mental health symptoms
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of depression, PTSD, and problems with excessive alcohol as correlates of dropout. In addition,
we examined the different reasons military personnel gave for dropping out of treatment.

Based on previous research, we expected minority race, male gender, younger age, and
less education to be positively associated with reported treatment dropout. Analyses examining
the relationships between symptom severity and dropout were exploratory in nature, given mixed
findings on this relationship in past research in veteran populations. In regards to the
determinants of treatment-seeking, we expected that positive attitudes towards treatment and
social support for {reatment would be negatively associated with dropout. Finally, we expected
that stigma, self-reliance, practical barriers, career CONCens, and pegative attitudes towards
treatment would be positively associated with treatment dropout.

Method
Participants

A total of 1,624 active duty soldiers completed a survey assessment, and 1,324 (82%)
provided consent for their responses to be used for research purposes. The sample used for the
present study was restricted to only those soldiers who had indicated they had sought treatment
for a mental health problem within the past 12 months (N =260). The sample was predominanﬂy
male (89%) and white (63%). Most soldiers were aged 20 10 24 (36%) or 25 10 20 (31%). Sixty-
five percent were juniot enlisted, 35% were officers. Average military tenure was 6.2 years (5D
=6.2).

Procedures

Prior to data collection, the Clemson University Institutional Review board approved the

study protocol, as did the U.S. Army Medical Research and Material Command’s Office of

Huyman Research Participants Oversi ght Board. Soldiers from an Infantry Brigade completed the
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survey in garrison as a component of pre-deployment processing over the course of three weeks.
The survey contained assessments of mental health symptoms, self—réported treatment-seeking
information, and perceptions of mental health treatment-secking. Soldiers were briefed as a
group on the purpose of the study and were provided informed consent documents with
additional details. Soldiers completed the survey while waiting at processing stations or at the
research team’s designated station. The measures used in the present study were drawn from a
larger assessment that is more thoroughly described by Britt et al. (2015a), which only examined
(he three different types of stigma as correlates of reported dropout, but did not examine the
relationship between symptoms and the remaining determinants of treatment-seeking in relation
to dropout, and did not examine reasons for dropout.
Measures

Demographics. [tems assessed gender, age, inarital status, race/ethnicity, highest
completed education, and military tenure. Gender was coded as male (0) or female (1). Age was
coded as 18 to 24 (0), 25-29 (1), and 30 or older (3). Marital status was coded as single
(including never marrigd, separated, divorced, or widowed; 0) ot married (1). Race/ethnicity was
coded as Caucasian (0}, Black (1), Hispanic (3), ot other (including Asian, multi-racial, and other
responses; 4). Education was coded as having no college degree (including less than a high
school diploma to some college; 0) or a college degree (associate’s, bachelor’s, master’s, or
doctorate degree; 1). Military tenure was assessed with a continuous variable in years.

Treatments Received. The type of treatment that soldiers received was assessed with
nine items on the source or location of the treatment provider and six items on the type of
treatment. In regards to provider type, soldiers were asked to indicate if they had received mental

health services for a stress, emotional, alcohol, ot family problem from any of nine listed
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professionals, including: four on-post mental health providers (three specific on-base locations
offering similar services and an option for “another military facility”, but did not include a
specific option for embedded providers), 2 mental health professional at a civilian facility, a
primary care doctor at a civilian or military facility, a chaplain or spiritual advisor, or any other
sources. Soldiers were asked to mark all options that applied, with response options of yes Or no.

Soldiers were also asked to indicate if they bad received any of six provided treatments
within the past 12 months. Treatments listed included: Individual therapy of counseling,
assessment testing sessions for a mental health problem, group therapy, medication for a mental
health problem, maritat or family therapy, alcohol or substance abuse {reatment, inpatient
psychiatric hospitalization, telehealth, or internet-based therapy. goldiers were asked to mark all
options that applicd, with response options of yes o1 DO.

Mental Health Treatment-Seeking. Soldiers were considered to have sought treatment
if they reported that they had: a) sought treatment for a mental health problem or received
professional mental health services from any of nine provider types in the past 12 months b)
received any of siX possible treatments that were provided within the past 12 months ¢) attended
mental health visits in the past 12 months with response options of 0, 1-2, 1-7, 8-12, and more
than 12; or d) started treatment but dropped out.

Treatment Dropout was assessed with one item: “Did you start receiving mental health
treatment in the past 12 months, but stopped or dropped out before completing the treatment?”
with response options of yes or no.

Treatment Dropout Reasons were assessed with a 28-item measure, which included 23
itemns developed by Hoge et al. (2014) and four additional items that were included based on

findings from qualitative studies (Zinzow et al., 2013). Those soldiers who had responded that
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they had dropped out of treatment were asked to indicate their reason(s) for dropping out from
the list of 28 options. Sample items included “Got better and didn't need further treatment” and
“Too busy with work”.

Determinants of Treatment-Seeking. A 38-item measure from Britt et al., (2015b) was
ased to assess bartiers and facilitators of (reatment-sceking. Briit et al. (2015b) found support for
a nine-factor structure, with five factors that were drawn from previous literature (Brittetal.,
2008; Kim et al., 201 1): differential treatment stigmd, which indexed a concern with being
treated differently as a result of seeking treatment (e.g., Getting mental health treatment would
be embarrassing; M= 294 SD=1.02,a= 92), career stigmd (e.g., Getting mental health
treatment would hurt my chances of getting promoted; M=259,8D=97,0= .84), practical
barriers to care (8.8 1 do not know where to go 10 get mental health treatment; M = 2.96,SD =
82, a =.77), negative beliefs about treatment (e.g., The idea of talking about my problems
during therapy makes me uncomfortable; M= 2.91, Sp=.67,0=".78), and self-reliance (e.g-, 1
prefer to handle problems myself as opposed to seek mental health treatment; M = 2.87,8D=
71, a.=.65).

Four additional factors were newly developed by Brittet al., (2015b) based on prior
qualitative research by Zinzow et al. (2013) to assess additional factors that may influence
treatment seeking behaviors. These factors included: concerns with the use of medication to treat
psychological problems (e.g., Medications are not a good way to treat a mental health problem;
M=3.02 8D=.70,a= 74y, stigmatizing perceptions of soldiers who seek treatment (€.8., 1
would have less confidence in a unit member who had received mental health treatment; M =
2.51, 8D = 66,0~ 81), positive beliefs about mental health treatment (e.g., Mental health

treatments work; M= 3.61,SD=.64, 0= .82), and social support for reatment-seeking (€.8.,
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Friends and family would encourage me to go get mental health treatment if 1 needed it; M=
3.58, SD = .78, a.= .74). Responses were ol a five-point scale ranging from strongly disagree (1)
to strongly agree (5).

PTSD Symptoms were assessed using the 17-item PTSD Checklist (Weathers, Ruscio,
& Keane, 1999). This measures has been supported as a valid indicator of PTSD symptoms in
military samples (€.2., Blicse et al., 2008). Symptoms experienced over the past month were
cated on a five-point scale ranging from not at all (0) to extremely (4), and were summed for a
continuous index of symptom severity (M =139.11,5D = 16.71; o = .95). A dichotomous variable
was used to categorize participants who met DSM-1V criteria for PTSD and scored higher than
50 for severity. The score of 50 is a somewhat high cutoff, used in military samples (National
Center PTSD, 2012). Seventy-five soldiers (28%) met study criteria for experiencing PTSD.

Depression Symptoms were assessed using the 9-item Patient Health Questionnaire
(PHQ) developed by Kroenke, Spitzer, and Williams (2001). The PHQ has been shown to be a
valid indicator of depression in military settings (e.g., Hoge et al., 2004). Soldiers rated
symptoms experienced during the past two weeks on a four-point scale ranging from not at all
(1) to nearly every day (4). Responses were summed to index symptom severity (M=727,SD=
6.80; 0.=.91). Those who endorsed experiencing functional impairment and five or more
symptoms during the past two weeks were scored as positive for depression (Kroenke et al.,
2001). Forty-seven soldiers (18%) met these study criteria for experiencing major depressive
disorder (MDD).

Alcohol Problems were assessed using the Two Item Conjoint Screen (TICS; Brown,
Leonard, Saunders, & Papasouliotis, 2001). The TICS has demonstrated acceptable sensitivity to

detect problems with excess alcohol in military settings (€.2., Bliese et al., 2005); however, we
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note that this is intended to be a screening tool and not a diagnostic test. The items reference the
past four weeks, with yes or 1o response options. Soldiers were considered to have an alcohol
problem in the present study if they responded yes to at least one item. Forty-two (16%0) screened
positive in the present study.

Functional Impairment was assessed using three items adapted from Sheehan et al.
(1996). Participants were asked how much stress of emotional problems had interfered with
occupational, social, and family functioning over the past four weeks. Responses were on five-
point scale ranging from not at all (1) to extremely (5; M = 1.98, Sp=1.13;0=.92).

Data Analysis

Initial descriptive statistics and response frequencies were computed to determine the
reported frequencies of mental health visits, types of treatment options used, the frequency of
dropout, and the reasons endorsed for dropping out of treatment. A series of logistic regressions
were conducted to examine the statistical relationships between the proposed predictor variables
and reported treatment dropout. First, each predictor was entered independently mto univariate
regressions. Predictors included demo graphic variables, mental health symptoms, and the nine
determinants of treatment seeking from Britt et al. (2015). Second, a final conditional stepwise
logistic regression was conducted, including all significant univariate predictors. Using this
technique, all predictors are entered in steps Into a multivariate model, but only those that
improve the model are retained. All analyses were conducted using SPSS v.22.

Results
Descriptive Statistics: Treatment Seeking and Reasons for Dropout
Tn the sample of 260 soldiers who had reported seeking treatment, 28% indicated they

had attended one to two visits, 24% had reported attending three to scven visits, 14% reported
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attending eight to twelve visits, and 7% reported more than 12 visits. The most commonly
reported type of treatment received was individual therapy or counseling (61%), and the most
common provider type was an on-post behavioral health provider (52%). The types of treatment
received and provider types of those who reported dropping out of treatment were similar to
those who had not dropped out of treatment (Table 1). Chi-square tests of independence
comparing the proportions of those who did or did not drop out of treatment for each type of
treatment and provider type revealed no significant differences between the two groups.

In total, 57 soldiers (22% of those who had reported seeking treatment) reported that they
had stopped treatment before it was completed. Many soldiers who had dropped out of treatment
within the past 12 months reported experiencing current mental health symptoms, with 16 of the
57 (28%) meeting study criteria for MDD, 25 (44%) meeting study criteria for PTSD, and 13
(30%) meeting study criteria for a problem with alcohol, Thirty soldiers (57%) also self-reported
experiencing a current probiem. The most commonly endorsed reasons for dropout were that
soldiers were too busy with work, perceived that they could take care of problems on their own,
and belicved that appointments were ot available or too far apart. Many also reported that they
felt their symptoms had gotten better and they did not need treatment (Table 2). We conducted
farther exploratory analyses using only those who reported stopping (reatment because they felt
they got better to better understand if these individuals were still experiencing a problem and
whether they differed from others who dropped out for other reasons. This group did report
lower symptom levels than those who did not endorse that they got better: There were also
significant differences in current symptoms levels: PTSD symptoms, t (55)=13.80,p < .001;
depression symptoms, t(54)=4.20,p < .001; functional impairment, t (55) = 4.84,p <.00L.

However, a sizeable portion (53%} of those who reported they got better continued to report a
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current problem or screen positive o1 measures of PTSD, depression, or an alcohol problem
according to study criteria. Further, 70% of soldiers who endorsed the “felt they got better”
reported at least one additional reason for dropout. This group did not differ from the rest of the
sample who dropped out on the determinants of treatment seeking, except that they had slightly
Jess negative beliefs about treatment, t (55)=2.56, p <.05.
Correlates of Dropout

The associations between demographic variables, determinants of treatment-seeking,
mental health symptoms, and reported treatment dropout were examined in a series of univariate
logistic regressions. These results are summarized in Table 3. Results indicated that demographic
variables and alcohol problems were not associated with treatment dropout. The relationship
between PTSD symptoms and dropout approached significance (OR = 1.02, p = .045); however,
the OR confidence interval included 1.00, indicating a nonsignificant relationship. Depression
symptoms were positively associated with treatment dropout (OR =1.07, p < .01). Functional
impairment was also associated with a higher likelihood of dropout (OR = 1.49, p < 01).

Regarding determinants of treatment-seeking, career stigma (OR =1.70, p < O,
differential treatment stigma (OR = 1.62, p <.01), practical barriers (OR = 1.76, p < 01),
negative beliefs about treatment (OR=1.98,p <.01), and self-reliance (OR = 1.78, p < .05) were
positively associated with reported dropout. Positive beliefs about treatment were negatively
associated with reported dropout (OR = .60 p < .05). Social support for treatment seeking,
negative beliefs about medications, and stigmatizing beliefs about others were not significantly
related to treatment dropout. All significant correlates were entered into a final conditional
forward logistic regression. Only functional impairment, self-reliance, and career stigma

emerged as unique predictors. These results are displayed in Table 4.
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Discussion

Consistent with prior literature (e.g., Hoge et al., 2014), we found that a substantial
portion (22%) of soldiers reported dropping out of treatment before it was completed, and over
half soldiers who reported secking treatment attended less than eight sessions. Poor treatment
retention poses a serious threat to soldiers’ well-being and duty performance. The present study
sought to better understand why soldiers drop out of treatment by examining reasons for
treatment dropout as well as factors that are associated with the likelihood of dropout.

We found that the most commonly endorsed reasons for treatment dropout were related
to preferences for self-reliance, work interference with treatment, difficulty getting
appointments, and stigma concerns. These were among the top reasons described in the study of
active duty soldiers by Hoge et al (2014). Thus our results strengthen the conclusions that
practical and attitudinal barriers need to be addressed to encourage retention. Several concerns
with treatment and providers were also endorsed in both samples, but the percentages were
substantially higher in our sample as compared to Hoge et al. (2014). These concerns included
the availability of appointments, the effectiveness of treatment, and concerns that the
professional was not sufficiently caring. Some of these reasons may point to a need for providers
to focus on promoting engagement in treatment, such as through seeking to build trusting
relationships and emphasizing the utility of the skills they are learning. These overall findings
underscore the potential benefit of educating soldiers about treatment effectiveness, as well as
improving the flexibility and accessibility of services. Further, we note that our study included
soldiers who reported a wide range of mental health concerns, whereas Hoge et al (2014)
specifically examined soldiers with PTSD. Thus, soldiers with different diagnoses may also

experience different barriers to treatment retention.
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Many soldiers also reported that they felt their symptoms had improved and they did not
need further treatment. Hoge et al. (2014) also reported this as a common reason for dropout,
although at a somewhat lower rate than our sample. While it may be that soldiers endorsing this
response felt their symptoms were improved, it still raises concern because the soldier reported
stopping treatment “before it was complete”. Thus the provider may have had alternative
recommendations for the soldiers who endorsed this reason; however, this cannot be verified.
We do, however, provide evidence that a non-trivial number of those soldiers who reported
“getting better” still reported current symptoms that met study criteria. Although we cannot draw
firm conclusions with the present data, we propose that these individuals may still have received
insufficient treatment and that this particular reason merits further attention in research.

We found stigma perceptions, practical barriers, beliefs about treatment, and self-reliance
were related to likelihood of dropout. These factors have also been related to reports of
treatment-seeking in military samples (e.g.. Britt, 2008; 2015; Hoge et al., 2004, Kim et al.,
2011), and extend the previously reported results of different types of stigma as correlates of
reported treatment dropout (Britt et al., 2015a). Our study established that additional
determinants of treatment-seeking, beyond stigma, merit organizational attention because of their
relevance throughout the treatment-seeking and retention process.

Given their unique association with reported treatment dropout, career concerns and self-
reliance should be primary targets of interventions designed to facilitate retention. For example,
it may be important to educate soldiers on realistic outcomes of seeking treatment. Soldiers
should be aware of the realistic consequences of seeking treatment for one’s career and be
provided with comparative information of how untreated symptoms could result in significant

interference with work performance and potentially career harm. In addition, unit leaders should
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be more informed on realistic career concerns associated with seeking treatment. For example,
command should consider that although it may seem detrimentat that a soldier is missing time at
work to seek treatment, it might become far more detrimental to the upit if their symptoms
worsen from not seeking treatment. Further, soldiers may benefit from information on indicators
of when a problem merits professional help rather than handling a problem oneself. Such
information may be particularly important for those soldiers who may feel they bave improved
enough to discontinue treatment, but may still be experiencing symptoms.

In addition, we found that functional impairment, as well as symptoms of depression,
were positively associated with reported treatment dropout. Particularly, functional impairment
was uniquely assocjated with reported dropout. This relationship is opposite to prior findings by
Frbes et al (2009), where depression symptoms were associated with a decrease in dropout
{ikelihood in a sample of OEF/OIF veterans. It s possible that veterans may have less
interference than active duty soldiers {e.g., from occupational demands) to remaining in
{reatment when problems are severe.

Specifically, the relationship between functional impairment and reported dropout can be
explained in several ways. First, studies have shown that perceptions of stigma and practical
barriers are heightened when soldiers experience a mental health problem (Hoge et al., 2004},
and it is possible that these barriets contribute to premature {reatment termination. Second,
jmpairment may make it more difficult to attend regular sessions and in an active duty military
setting this may require courage (Pury, Britt, Zinzow, & Raymond, 2014). Thus, it may be that
the psychological resources required for continuing treatment can also be impaired, leading to
dropout. Third, it may be that those reporting higher levels of impairment are MOTe impaired

precisely because they have terminated a treatment {hat otherwise would have improved their
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functioning. Finally, individuals who are not experiencing relief from their treatment may be
both more likely to drop out and to report more impairment.

The present study had several limitations that highlight directions for future research.
First, although we were able to differentiate those who had dropped out of treatment from those
Who had not, our data was cross-sectional; thus firm inferences about causality cannot be drawn.
Future longitudinal research is needed to further determine what factors influence decisions to
drop out of treatment. Researchers could also follow up with soldiers who drop out of treatment
to better understand the consequences of not remaining in treatment and factors that may
encourage a soldier to engage in treatment again. Second, all of the data examined in the present
study was self-report and is subject to concerns associated with accurate reporting. Soldiers were
assured that their responses were anonymous in order to encourage honest reporting; however,
future studies are encouraged to utilize more objective data on treatment attendance and dropout,
such as from mental health providers. Third, we were unable to examine differences between
different types of treatment or treatment providers due to the small sample size. Future studies
should consider how reasons for dropout might vary based on treatment types. Lastly, the
soldiers in our study were in the unique context of pre-deployment processing, The anticipation
of deployment could have impacted some responses. Therefore, it would be informative to
conduct additional studies further in advance or following a deployment to determine whether
responses remain consistent.

Our findings have important implications for military organizations, support
organizations, and mental health providers in encouraging soldier retention and reducing mental
health burdens. These organizations should be devoted to these efforts, not only for the soldier’s

well-being, but also for the functioning of the organizatior. Psychological stress and mental
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health problems can be associated with large organizational costs in health care and employee
productivity (Hilton, geuffham, Vecchio, & Whiteford, 2010; Goetzel, Ozminkowskd, Sederer &
Mark, 2002). However, when employees complete treatment, the improvements in productivity
likely offset the employer treatment costs (Goetzel et al., 2002).

Obstacles such as negative views of treatment and self-reliance may be alleviated by
educational interventions. Our findings suggest that such interventions should focus on the
dangers of inappropriate self-reliance to cope with mental health problems when a problem
cannot be handled oneself. Interventions can also re-frame seeking treatment as a way to be a
stronger soldier, where seeking help is not a sign of weakness but an effort to increase mental
fitness. Providers may also need to better educate soldiers on treatment effectiveness and what to
expect in treatment, 5O that more accurate expectations may encourage soldiers to remain in
treatment. Finally, increasing treatment flexibility, employing multiple treatment modalities, and
offering efficacious short-term interventions could reduce practical barriers to treatment
(Zinzow, Britt, McFadden, Burnette, & Gillispie, 2012).

Specific recommendations in the context of the military could be providing more
information on the treatment options that meet soldier needs. For example, some soldiers may
not be aware of online resources that could be more compatible with work schedules. In addition,
in—pérson sources of treatment should be made more accessible, either through alterations of
soldier work schedules or. extended hours at mental health clinics. Lastly, larger-scale
organizational changes, such as revising policies that may discriminate against service members
with mental health diagnoses (e.g., Acosta et al., 2014), may be necessary to promote a culture of
acceptance toward those experiencing (mental health concerns and those seeking treatment.

Conclusions
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The results of the present study demonstrated that a substantial number of soldiers who seek
treatment for a mental health problem report dropping out of treatment before it is complete.
Factors such as a preference to take care of the problem oneself, concerns about stigma and
career harm, and the degree of impairment a soldier was experiencing were all related to whether
or not soldiers reported dropping out of treatment. The study highlights the importance of
educating soldiers on when treatment is necessary to cope with mental health concerns and the

need for organizational interventions to remove practical barriers fo care.
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Table 1. Types of treatment received and providers of treatment.

Dropped out (N = 57) Did NOT drop out (N = 146)

N Percent N Percent
Type of Treatment
Individual therapy or counseling 44 77 100 69
Assessment/testing session 17 30 56 39
Medication for a problem 17 30 50 34
Group therapy 5 9 21 14
Marital or family therapy 15 27 33 23
Alcohol/substance abuse treatment 4 7 22 5
Inpatient hospitalization 1 2 7 5
Telehealth 2 4 10 7
Internet-based therapy 2 4 7 5
Alternative or holistic medicine - -- 8 5
Vocational rehabilitation - - 8 5
Type of Provider
On-base mental health provider 44 77 99 67
Civilian mental health provider 6 11 24 17
Primary care doctor (military) 4 7 20 14
Primary care (civilian) 1 2 5 4

Chaplain or spiritual advisor 12 22 41 29
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Table 2. Descriptive statistics for reasons for dropout (N=5T7).

Reasons for Dropout N Percent
Too busy with work 37 65
Felt like you could take care of problems on your own 35 61
Appointments not available or too far apart 33 58
Giot better and didn’t need treatment 30 53
Stigma (concerned that unit members or leaders might treat you differénﬂy 27 47

or lose confidence in you)

Treatment didn’t seem to be working 26 46
Did not fit with work schedule 25 44
Didn’t feel that the mental health professional was sufficiently caring 23 40
Didn’t feel comfortable with the mental health professional 22 38
Did not like the way the imental health professional communicated 18 32
Did not havé sufficient time with the mental health professional 18 32
Mental health professional moved/you PCS’d 18 32
Didn’t want others to have to cover for my work/responsibilities 17 30
Didn’t feel that the mental health professional was competent 14 25
Did not like the treatment option of medication offered by the mental health 14 25
professional

Worried that the mental health treatment would not be kept confidential 14 25
from your unit leaders

Tt took too much of my time 14 25

Not enough staff/resources at the clinic to provide me with adequate 14 25
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treatment
Felt judged or misunderstood by the mental health professional 13 23
The type of treatment did not match my expectations for the type of 13 23

treatment I should receive

Leaders or other unit members viewed or treated me differently 13 23
It made me feel like a weak petson 13 23
Transportation not available 12 21
Leadership did not support me going to treatment Il 19
Did not like the treatment option of talk therapy offered by the mental 10 17
health professional

Mental health professional was not reliable 9 16

It made me feel worse 8 14
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Table 3. Univariate correlates of mental health treatment dropout.

Variable | B Wald  OddsRatio  ~OMIee
Interval
Demographics
Female -.50 74 0.61 0.19-—-1.90
Age
18-24 - -- - -
25-29 35 98 0.88 0.71-—2.87
30 or older -13 10 0.36 0.38—-2.00
Married 31 17 1.36 0.32—5.89
Race/Ethnicity
White - — — -
Black -22 19 0.80 0.29—2.15
Hispanic J1 2.19 2.04 0.80—>5.21
Other 79 2.64 2.20 0.85—5.71
College degree -.63 1.47 0.53 0.19—1.48
Military tenure -02 .60 0.98 0.93—1.03
Mental health symptoms
PTSD symptoms 02 3.97 1.02 1.00—1.04
Depression symptoms 7** 7.73 1.07 1.02—1.12
Alcohol problem .64 2.44 1.89 0.85—4.20
Functional impairment A0** 8.99 1.49 1.15—1.94

Determinants of treatment seeking
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Career stigma L3 6.31 1.70 1.21—2.40
Differential treatment stigma AZH* 8.60 1.62 1.18—2.23
Social support for treatment seeking -.25 1.68 0.78 0.53—1.14
Practical barriers STH* 7.65 1.76 1.18—2.63
Positive beliefs about treatment ~51% 4.02 0.60 0.36—0.99
Negative beliefs about treatment H8%* 7.71 1.98 1.22—3.20
Negative beliefs about medications 38 3.10 1.47 0.96—2.25
Self-reliance S58* 6.37 1.78 1.14-2.78
Stigmatizing beliefs about others 44 3.30 1.55 97—2.47

Note. Nrange = 161-203. The results presented are those with each variable entered
independently into a univariate logistic regression as predictors of treatment dropout.
*p <.05; **¥p <.01.
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Table 4. Conditional forward logistic regression with significant univariate correlates of dropout.

Variable B Wald Odds Ratio  Confidence Interval
Functional impairment 37 6.34 1.45 ’ 1.09—1.93

Career stigma 38%* 3.88 1.46 1.00—2.12
Self-reliance ST 5.08 1.77 1.08—2.90

Note. N=195.

*p <05,





