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Individuals who identify as Asian American
(AA) or Pacific Islander (PI) collectively consti-
tute about 5% of the US population. They
are the fastest-growing racial/ethnic minority
group in the United States,1 projected to grow
bymore than 200%by 2050.2 Although AA/PIs
have served in the military since the early1800s,
there has been very little research on AA/PI
veterans. Of particular importance, little is known
about how their sociodemographic characteristics,
health status, and use of health services differ
from those of other veterans.3

AA/PIs are a diverse racial/ethnic group
that actually consists of over 60 different sub-
groups, but they are typically grouped together
because of similar sociocultural backgrounds.
Research has shown that AA/PIs in the general
population are often stereotyped as a “model
minority” with few economic, health, or social
problems, despite evidence to the contrary.4---6

AA/PIs have also been characterized as “per-
petual foreigners,” so they have not always been
considered an important US population group.7

Studies examining AA/PIs in the general
population have found that although AA/PI
adults are generally physically healthier than
other adults (e.g., they have lower rates of
obesity8 and greater longevity9), they are also
less healthy in other respects—for example,
they are more likely to use tobacco10 and are at
greater risk for diabetes, tuberculosis, hepatitis
C, and various forms of cancer.11---13 Disparities
in access to medical care have been particularly
salient for Asian and Pacific Islander immi-
grants, who often experience a range of barriers
to medical care, including lack of insurance,
language barriers, and cultural differences.14,15

Several national surveys, including the National
Latino and Asian American Study, have identi-
fied use of and access to mental health services
among AA/PIs as a public health problem.
AA/PIs have been found to underuse mental

health services and often face cultural and
institutional barriers to accessing mental health
services.16---19 Some of these barriers may stem in
part from stigma related to seeking help for
psychological problems20,21 and may vary by
nativity status,16 whereas other barriers are re-
lated to discrimination, socioeconomic dispar-
ities, and lack of culturally competent care.22,23

It is unknown how these findings from
AA/PIs in the general population apply to
AA/PI veterans. However, some evidence from
national data suggest that although AA/PI
veterans are younger and have higher incomes
than other veterans, they may face particular
barriers in accessing mental health care.3 Vet-
erans as a whole have been found to be at
greater risk than the general population for
various mental disorders, including posttrau-
matic stress disorder (PTSD), major depression,
and substance use disorders.24---27 Of particular
concern, 36% of veterans who have served in
Afghanistan or Iraq receive a mental health
diagnosis, but only 67% have had a follow-up

mental health visit and only 30% have had 9
or more follow-up visits.28 Veterans have cited
various barriers to accessing mental health
care, including stigma, distrust of providers,
institutional factors, and logistical barriers such
as costs and lack of transportation.29---31 An
understanding of variations in health and
help-seeking behavior by veterans’ race/ethnicity
may help to better tailor services to targeted
subgroups.

The need for attention to the mental health
of AA/PI military personnel has recently been
underscored by preliminary results from the
largest study of mental health risk conducted in
the military, the Army Study to Assess Risk and
Resilience in Servicemembers.32 This study
revealed that AA/PI soldiers had higher suicide
rates than all other racial/ethnic groups during
deployment, as well as those who had never
been deployed.32 By contrast, AA/PIs in the
general population have been found to have
much lower suicide rates than other racial/
ethnic groups.33---35

Objectives.We (1) compared use of various health services nationally between

Asian American and Pacific Islander (AA/PI) veterans and veterans of other racial/

ethnic groups and (2) specifically compared perceived barriers and stigma related

to mental health services.

Methods.Using bivariate andmultivariable statistics, we analyzed a population-

weighted sample of 8315 veterans from the 2010 National Survey of Veterans and

a random sample of 567 recent veterans from Hawaii.

Results. A total of 1.5% of veterans were AA/PI compared with 0.4% a decade

ago. Compared with other veterans, AA/PI veterans reported higher socioeco-

nomic status and better mental health, although these findings may be specific

to AA veterans. Adjusting for sociodemographic and health differences, we

found no differences in health service use or perceived barriers or stigma related

to mental health services.

Conclusions. AA/PIs are a small but fast-growing racial/ethnic group within the

veteran population that deserves attention. Although veteran statusmay be protective

against some barriers to mental health care found in the general AA/PI population,

efforts to reduce barriers to health care among veterans should be continued. (Am J
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One important difference between veterans
and nonveterans is that many veterans are
eligible for free or low-cost health care cover-
age provided by the Department of Veterans
Affairs (VA). The VA is the largest integrated
health care network in the United States, and
studies of racial/ethnic disparities in VA health
care have been mixed across clinical conditions
and service type.36,37 The availability of free or
lost-cost health care coverage has led some to
argue that the VA operates an “equal-access
system” that reduces the influence of potential
confounders of racial/ethnic disparities, such as
insurance and income.38---41 In fact, AA/PI
veterans have been found to use VA health
services at the same rate as other veterans.42

To better understand the characteristics,
health needs, and health service use of AA/PI
veterans, we had 2 main aims. The first was to
use a contemporary, nationally representative
sample of AA/PI veterans to compare their use
of a variety of health services, including VA
services, with use by veterans of other racial/
ethnic groups. The second was to analyze data
from a random sample of recent veterans in
Hawaii who have served since 2001—both
AA/PI veterans and veterans of other racial/
ethnic groups—to compare barriers and stigma
specifically related to mental health services.

METHODS

We used 2 different sources of data in
this study. The first was the 2010 National
Survey of Veterans (NSV). The 2010 NSV is
the sixth in a series of decennial comprehensive
nationwide surveys designed to help the VA
plan future programs and services for vet-
erans.43 The 2010 NSV was conducted with
mailed, self-administered questionnaires and
address-based sampling. Details of the meth-
odology have been described elsewhere.43

Of 13 058 veterans who were mailed surveys,
8710 returned completed surveys (66.7%
response rate). We focused on the 8315
veterans (95%) who reported race/ethnicity.
We weighted survey data to represent the
entire noninstitutionalized veteran population
and to incorporate the probability of selection
and survey nonresponse, and we poststratified
data to known population-based parameters,
including age group, gender, race/ethnicity,
and service era.

The second data source was a combined
data set of a random sample of veterans in
Hawaii who served in Afghanistan or Iraq in
Operations Enduring Freedom, Iraqi Freedom,
or New Dawn (OEF---OIF---OND) and a random
sample of veterans who served in the Hawaii
National Guard after September 11, 2001. We
stratified both samples by residence on the
most populated island (50% from Oahu) versus
neighboring islands (50% from Kauai, Hawaii,
or Maui), with equal proportions of veterans
responding from rural and urban locations.
We obtained data from both samples through
mailed surveys using a multistage mailing
procedure,44 which involved sending a series
of reminder letters. As an incentive, we in-
cluded $20 with each survey.

Of 450 veterans randomly selected from
Hawaii’s OEF---OIF---OND program registry
(with a roster of 2565 OEF---OIF---OND veterans)
who were mailed surveys, 233 (52% response
rate) returned completed surveys. Of 800 vet-
erans randomly selected from a list of all enrolled
National Guard members in the state of Hawaii
(n = 5300) who were mailed surveys, 390 (49%
response rate) returned completed surveys. The
total sample from both Hawaii samples was 623
veterans, but we focused on the 567 veterans
(91%) who reported race/ethnicity.

The 2 Hawaii samples did not differ by
gender, age, education, rural---urban region, or
marital status, but the National Guard sample
did have lower PTSD Checklist scores and
were more likely to be AA/PIs than the OEF---
OIF---OND sample. Compared with the general
population of OEF---OIF---OND veterans and
veterans in the National Guard in Hawaii, the
respective study samples did not differ with
respect to age, gender, or marital status. We
collected data for both samples from November
2010 to February 2011.

Both the 2010 NSV and Hawaii samples
were surveyed by mail instead of by phone
to save time and improve response rates (as
phone numbers change more quickly than
addresses).

Measures

The 2010 NSV collected information on
various background characteristics, including
sociodemographics, military service, employ-
ment, and health coverage. Health status was
assessed with several questions that asked

veterans to rate their general health on
a 5-point scale from 1 (poor) to 5 (excellent), to
indicate whether they needed assistance with
a list of 11 activities of daily living (which were
summed for a total score), and to respond
dichotomously to the following: whether they
needed home care, whether they were perma-
nently housebound, whether they had smoked
100 cigarettes or more in their lifetime, and
whether they were exposed to any military
combat (exposed to dead, dying, or wounded
people during military service). Health service
use was assessed by asking veterans what, if
any, health services they had used in the past
6 months, including inpatient medical or
surgical care, outpatient medical care, inpatient
mental health treatment, outpatient mental
health treatment, prescription medications,
dental care, and emergency room services.
Veterans that reported use of any of these types
of health services were further asked whether
the services were provided by the VA.

The survey of veterans in Hawaii also
collected information on background character-
istics and included more detailed psychosocial
and health measures, including the Short-Form
12-Item Health Survey (SF-12),45 the 17-item
PTSD Checklist---Civilian Version (PCL-C),46 and
the 4-item CAGE47 alcohol screen. The SF-12
generates norm-based physical and mental com-
ponent summary scores (range = 0---100), with
scores of 50 (and standard deviations of 10)
representing the average level of functioning in
the general population. PCL-C scores of 44 or
greater are considered indicative of probable
PTSD.48 We defined a positive CAGE screen as
a score of 2 or more (indicating a probable
problem with alcohol use).

To assess barriers to mental health care,
we used 2 additional scales. The 13-item
Perceived Stigma and Barriers to Care Scale49

was used to assess obstacles to receiving mental
health treatment. Veterans were asked to rate
their agreement with commonly reported bar-
riers (e.g., “I don’t have good transportation”
and “I would be seen as weak”) from 1
(strongly disagree) to 5 (strongly agree).
Factor analyses in veteran and active duty
samples50,51 have revealed a 2-factor solution:
stigma-based barriers to care (5 items) and
logistical barriers to care (8 items). We calcu-
lated the mean response to items for a total
score and for the 2 subscales, with higher
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scores reflecting greater perceived barriers to
care. We used the Devaluation of Consumers
Scale,52 a psychometrically tested 8-item scale,
to examine perceptions of community attitudes
toward people with mental illness (i.e., stigma).
Participants are asked to indicate their level of
agreement with statements such as “Most people
in my community would accept a person who
once had a serious mental illness as a close
friend” from 1 (strongly disagree) to 4 (strongly
agree). We summed responses to all items for
a total score, with higher scores reflecting
greater perceptions of stigma.

We assessed health service use with an
adapted 15-item version of the Self-Help and
Treatment Services Utilization Survey.53 Vet-
erans were asked whether they used any of
various types of professional health services
from different sources, including the VA, Vet
Center, and non-VA community providers, in
the past 3 months. We added several items to
ask whether in the past 3 months they had
visited a traditional healer, community elder, or
spiritual leader; used self-help groups; or talked
with family and friends about their emotional
problems.

Data Analysis

In the 2010 NSV, we divided veterans into
5 mutually exclusive racial/ethnic groups:
AA/PIs, Whites, Blacks, Hispanics, and Native
Americans/Alaska Natives. We grouped AA
and PI veterans into 1 category because of the
small number of PI veterans (n = 16). In the
Hawaii data, we divided veterans into 4 racial/
ethnic groups: AAs, PIs, Hispanics/Blacks, and
Whites. We grouped Black and Hispanic vet-
erans together into 1 category because of the
small number of Black veterans (n = 11).

For both samples, we used analysis of vari-
ance and the v2 test to compare AA and PI
veterans with veterans of other racial/ethnic
groups with respect to sociodemographic and
health characteristics (AA and PI veterans were
analyzed together in the 2010 NSV because of
small sample sizes). We made posthoc group
comparisons using the Fisher Least Significant
Difference Test and the pairwise v2 test. Using
binary and logistic regressions, we then com-
pared health service use, controlling for signif-
icant differences in sociodemographic and
health characteristics (found in bivariate anal-
yses). We conducted all analyses with SPSS

version 20.0 software (IBM Corp, Armonk,
NY). We set a at 0.01 for all bivariate analyses
and 0.05 for all multivariable analyses to
balance type I and type II error, while main-
taining statistical power.

We conducted a power analysis using
G*Power version 3.1 software.54 On the basis
of a sizable effect size (odds ratio = 2.3) of a low
base rate event (0.05), an a of 0.05, a b of
0.80, and a medium R2 with covariates (0.04),
a total sample size of 205 would be needed for
logistic regression analyses. Both of the smallest
comparison samples in the 2010 NSV and the
Hawaii data sets exceed this required sample
size (n = 309 and 213, respectively).

RESULTS

We first provide an overall picture of the
characteristics and health service use of vet-
erans of different racial/ethnic groups nation-
ally from the 2010 NSV data. We then provide
a more in-depth examination of health service
use and barriers to mental health care among
recent veterans from the Hawaii data.

Characteristics and Health Service Use in

National Survey of Veterans

Of the total sample (n = 8315), 121 (1.46%)
were AA/PI. Of AA/PIs, 105 (86.78%) were
AA and 16 (13.22%) were PI. Table 1 shows
that most AA/PI veterans were male, were
married, were in their 50s, were college edu-
cated, were employed with a household income
of $50 000 or over, had served in the Army
or Navy, had never filed for a VA service-
connected disability, and were covered by
private or employer-provided health insurance.
Generally, AA/PI veterans reported “good”
general health and about half reported military
combat exposure.

Compared with veterans of other racial/
ethnic groups, AA/PI veterans were more
likely to have served in OEF or OIF. AA/PI
veterans were also more likely to be female
than other veterans (except for Black veterans),
were younger and less likely to be married than
White veterans, were better educated than
Black veterans and had higher household in-
comes than Native American/Alaska Native
veterans, and were more likely to have private
or employer-provided health insurance than
Black and Native American/Alaska Native

veterans. About one fifth of AA/PI veterans
reported VA coverage, and there were no
racial/ethnic differences in VA or TRICARE
coverage. (TRICARE is a health care program
offered by the Department of Defense’s Military
Health System.)

AA/PI veterans reported better general
health than Black veterans, but they were more
likely to be permanently housebound. White
veterans were more likely to have been
smokers in their lifetime than AA/PI veterans.

Table 2 shows that, after we controlled for
these differences in sociodemographic and
health characteristics, there was no significant
difference between AA/PI veterans and other
veterans in use of any inpatient or outpatient
health services. There was also no difference
in VA enrollment or use of any of these
respective health services as provided by the
VA, although it is notable that mental health
services used by veterans were the most likely
type of service provided by the VA.

Among veterans who reported never using
any VA health care, there were no differences
by race/ethnicity in the reasons given (Table A,
available as a supplement to the online version
of this article at http://www.ajph.org). The
most common reasons veterans reported for
not using VA health care were that they did not
need it, they were not aware of it or did not
know how to apply for VA enrollment, or they
used other sources of health care.

Service Use and Barriers in Recent

Hawaii Veterans

Table 3 shows the sociodemographic char-
acteristics and health status of veterans in
Hawaii who had served since September 11,
2001. In this sample, we grouped AA veterans
separately from PI veterans. Compared with PI
veterans, AA veterans were less likely to be
living in a rural region and to have been
deployed, and they reported higher income,
higher SF-12 mental scores, and lower PCL-C
scores.

Compared with veterans of other racial/
ethnic groups, AA veterans were less likely to
have a VA service-connected disability, were
less likely to have been deployed, and had
lower PCL-C scores. AA veterans also had
higher SF-12 mental health scores and
reported higher income than Hispanic and
Black veterans. There were no differences

RESEARCH AND PRACTICE

S540 | Research and Practice | Peer Reviewed | Tsai et al. American Journal of Public Health | Supplement 4, 2014, Vol 104, No. S4

http://www.ajph.org


TABLE 1—Sociodemographic and Health Characteristics of Veterans, by Race/Ethnicity: United States, 2010 National Survey of Veterans

Characteristic

Asian American/Pacific

Islander, Mean 6SD or

No. (%) (n = 121)

White,a Mean 6SD

or No. (%)

(n = 6852)

Black, Mean 6SD

or No. (%)

(n = 932)

Hispanic, Mean 6SD

or No. (%)

(n = 410)

Native American/Alaska

Native, Mean 6SD or

No. (%) (n = 188)

Group

Comparison

(P < .01)b

Age, y 54.33 617.59 62.77 615.50 53.47 614.15 53.47 614.15 57.20 614.20 A < W

Male gender 85 (80.19) 5705 (93.49) 702 (82.11) 332 (91.46) 158 (93.49) H, W, and N > A

Education A > B and Hc

< high school 2 (1.74) 388 (5.69) 24 (2.59) 33 (8.07) 9 (4.79)

High school or GED 18 (15.65) 1789 (26.25) 271 (29.27) 88 (21.52) 42 (22.34)

Some college 38 (33.04) 1949 (28.60) 335 (36.18) 149 (36.43) 72 (38.30)

College degree 41 (35.65) 1846 (27.09) 228 (24.62) 111 (27.14) 45 (23.94)

Advanced degree 16 (13.91) 843 (12.37) 68 (7.34) 28 (6.85) 20 (10.64)

Household income, $ A > B and Nd

< 10 000 7 (6.42) 237 (3.68) 104 (11.62) 37 (9.44) 24 (13.33)

10 000–29 999 15 (13.76) 1391 (21.60) 281 (31.40) 99 (25.26) 43 (23.89)

30 000–49 999 18 (16.51) 1554 (24.13) 193 (21.56) 78 (19.90) 39 (21.67)

50 000–74 999 34 (31.19) 1390 (21.59) 171 (19.11) 82 (20.92) 25 (13.89)

75 000–99 999 14 (12.84) 755 (11.73) 83 (9.27) 36 (9.18) 21 (11.67)

‡ 100 000 21 (19.27) 1112 (17.27) 63 (7.04) 60 (15.31) 28 (15.56)

Marital status W > A; A > Be

Married or civil union 80 (67.80) 5007 (73.28) 496 (53.74) 265 (64.95) 116 (62.37)

Previously married 19 (16.10) 1362 (19.93) 297 (32.18) 91 (22.30) 49 (26.34)

Never married 19 (16.10) 464 (6.79) 130 (14.08) 52 (12.75) 21 (11.29)

OEF–OIF 29 (25.00) 464 (7.05) 117 (13.28) 80 (20.57) 12 (6.74) A > W, B, and N

Military branch

Army 51 (44.74) 3121 (46.13) 512 (55.65) 201 (50.12) 67 (36.61) NS

Navy 26 (22.81) 1632 (24.12) 138 (15.00) 83 (20.70) 55 (30.05) NS

Air Force 25 (21.93) 1405 (20.77) 180 (19.57) 63 (15.71) 38 (20.65) NS

Marine Corps 11 (9.57) 632 (9.34) 103 (11.18) 60 (15.00) 32 (17.39) NS

Coast Guard 6 (5.22) 104 (1.54) 13 (1.41) 2 (0.50) 1 (0.55) A > W, B, and H

Other 2 (1.74) 23 (0.34) 6 (0.65) 0 (0.00) 1 (0.55) A > H

Employment status

Working 60 (54.05) 2834 (43.67) 434 (49.43) 231 (59.84) 74 (40.66) NS

Not working but looking 13 (11.71) 523 (8.06) 162 (18.45) 54 (13.99) 29 (15.93) NS

Not working, not looking 38 (34.23) 3133 (48.27) 282 (32.12) 101 (26.17) 79 (43.41) NS

VA service-connected disability ratingf

Never applied 88 (75.21) 5525 (82.92) 578 (65.09) 297 (76.35) 137 (74.86) NS

0% 7 (5.98) 349 (5.24) 105 (11.82) 20 (5.14) 9 (4.92) NS

10%–40% 12 (10.26) 473 (7.10) 111 (12.50) 36 (9.25) 20 (10.93) NS

‡ 50% 10 (8.55) 316 (4.74) 94 (10.59) 36 (9.25) 17 (9.29) NS

Health insurance coverage

No coverage 17 (14.29) 696 (10.26) 258 (28.01) 91 (22.52) 45 (24.06) B > A

Private or employer provided 75 (61.98) 4573 (66.73) 440 (47.21) 221 (53.77) 84 (44.68) A > B and N

Medicare or Medicaid 40 (33.06) 2994 (43.69) 236 (25.32) 97 (23.66) 69 (36.90) NS

VA or TRICARE 26 (21.49) 1196 (17.45) 216 (23.18) 94 (22.93) 50 (26.60) NS

Other 8 (6.61) 192 (2.80) 24 (2.58) 6 (1.50) 25 (13.37) A > H

Continued
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between AA, PI, and other veterans on per-
ceived barriers or stigma related to mental
health care.

Table 4 shows use of various types of health
services by racial/ethnic group. After adjust-
ment for sociodemographic and health differ-
ences, there were no significant racial/ethnic
differences in reported need of or desire for
medical or mental health services, or use of any
of these types of health services. Although
there were substantial proportions of veterans
across racial/ethnic groups that expressed need
of or desire for help with psychological prob-
lems, there was little use of professional mental
health services, including those provided by the
VA.

DISCUSSION

Approximately 1.5% of US military veterans
identify as AA or PI, which represents an
increase of more than 200% from the 0.4% of
AA/PI veterans estimated in 2001.42 The
growth of AA/PIs in the military mirrors the
growth of AA/PIs in the general population1

and is likely to continue over the next few
decades,2 thereby underscoring the need to
understand the characteristics and needs of
AA/PI veterans. Nationally representative data
from the 2010 NSV revealed that AA/PIs were
generally of higher socioeconomic status than

veterans of other racial/ethnic minority groups
and reported better overall health than Black
veterans. However, AA/PI veterans were more
likely to be permanently housebound than
veterans of all other racial/ethnic groups. A
little over one fifth of AA/PI veterans were
enrolled in VA health care, which is roughly
the same proportion as for veterans of other
racial/ethnic minority groups. Importantly,
AA/PI veterans were more likely to be OEF or
OIF veterans than were veterans of all other
racial/ethnic groups, which again reflects the
growing number of AA/PIs enlisting in the
military and their potential need for VA services.

After we adjusted for differences in socio-
demographic and health characteristics, na-
tional data indicated that AA/PI veterans used
various outpatient, inpatient, and emergency
services at the same rate as did veterans of
other racial/ethnic groups. Some of these
health services, including the majority of men-
tal health services, were provided by the VA.
This finding partly supports assertions that the
VA operates an “equal-access” system that
reduces racial/ethnic disparities for those who
are eligible for VA coverage.38---41 Additionally,
there were no racial/ethnic differences in the
reasons reported for not using VA health care,
but the most common reason was that veterans
were not aware of or did not know how to
apply for VA enrollment, suggesting that

greater education and promotion of VA care
may be needed for veterans who are not
enrolled but are eligible.

Consistent with results from the 2010 NSV
sample, analysis of data on veterans in Hawaii
who served after September 11, 2001, showed
that AA veterans reported higher income and
better mental health than veterans of other
racial/ethnic groups, but there were no differ-
ences in health service use after adjustment for
sociodemographic and health differences.
However, the data further revealed several
important differences between AA and PI
veterans. AA veterans reported higher in-
comes, fewer symptoms of PTSD, and better
overall mental health than PI veterans. These
findings demonstrate differences that may exist
among AA/PI veteran subgroups, and they
align with results from 2 previous studies on
AA/PI veterans that found that AA veterans
were less likely to have PTSD than PI vet-
erans,55,56 as well as results from several
studies on AA/PIs in the general population
that have found that AAs have a range of better
health outcomes than PIs.57---60 Taken together,
these findings encourage the separate analysis
of AA/PI subgroups, when possible, given
possible differences in health and socioeco-
nomic status between AA and PI veterans.

There were no racial/ethnic differences in
perceived barriers to care or stigma related to

TABLE 1—Continued

Health status

General rating of healthg 3.00 60.93 3.15 61.05 2.69 61.01 3.06 61.05 2.87 61.12 A > B

Smoked at least 100 cigarettes in lifetime 63 (52.50) 4452 (65.38) 559 (60.43) 218 (53.56) 121 (65.05) W > A

Need personal aid or attendant 14 (11.57) 429 (6.36) 107 (11.61) 32 (7.92) 19 (10.27) NS

Permanently housebound 11 (9.32) 108 (1.59) 11 (1.19) 12 (2.99) 4 (2.16) A > W, B, H, and N

ADLS scoreh 13.12 66.22 12.23 64.64 12.32 64.05 12.68 65.67 13.12 65.80 NS

Military combat exposurei 61 (50.41) 2938 (42.88) 418 (44.85) 219 (53.28) 95 (50.53) NS

Note. A = Asian American/Pacific Islander; ADLS = activities of daily living; B = Black; H = Hispanic; GED = general equivalency diploma; N = Native American/Alaska Native; NS = not significant;
OEF–OIF = Operation Enduring Freedom–Operation Iraqi Freedom; TRICARE = health care program offered by the Department of Defense’s Military Health System; VA = Department of Veterans
Affairs; W = White.
aParticipants categorized as White or Black were non-Hispanic White or non-Hispanic Black.
bPairwise group comparisons were statistically tested after omnibus tests determined that there were significant group differences.
cIn reference to education categories college degree or greater.
dIn reference to income categories $50 000 or greater.
eIn reference to married or civil union.
fVeterans who are disabled by an injury or illness during military service are eligible to apply for VA service-connected disability and receive compensation. Service-connected disability is rated in
10% increments from 0% to 100%, with higher ratings providing greater compensation.
gGeneral rating of health was rated on a 5-point Likert scale, with higher scores indicating greater health.
hActivities of daily living scores ranged from 11 to 44, with higher scores indicating greater disability in daily living.
iMilitary combat exposure was defined as exposure to dead, dying, or wounded people during military service.
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seeking mental health services among recent
veterans in Hawaii. Across racial/ethnic
groups, however, few veterans used profes-
sional mental health services despite expressing
a need of or desire for such services. Thus,
these findings suggest that although there are
not any racial/ethnic-specific barriers for
AA/PI veterans with respect to mental health
services, there remain barriers across racial/
ethnic groups. Efforts to reduce stigma and
increase access to mental health services
should therefore be encouraged. Public and
self-stigma reduction strategies could be incor-
porated into intervention models for veterans
to help target perceptions that care use is a sign
of weakness, stereotypes about mental illness,
self-blame, and uncertainty about symptoms of
mental illness and the nature of treatment.61,62

In particular, the use of educational materials
and personal accounts of veterans, along with
public and personal support from military
leaders and family members, may help nor-
malize treatment seeking and counteract these
barriers to mental health care.

Various studies of AA/PIs in the general
population have emphasized the underuse of
mental health services and stigma as barriers to
mental health care.19,63 We found that AA/PI
veterans did not report greater barriers or
stigma, suggesting that veteran status among
AA/PIs may be protective against these bar-
riers to care. However, the Perceived Stigma
and Barriers to Care Scale used in this study
may not be comparable to those used in
community surveys because some of the items
were specifically related to stigma within the

military. Further research is needed to support
the theory that veteran status is protective.
AA/PI veterans are all US citizens who have
served their country, so they may be different
from AA/PIs in the general population in their
level of assimilation to US culture and their
nativity and generation status, which are
related to use of mental health services and
stigma regarding their use.16 Furthermore,
many AA/PI veterans presumably have access
to VA health care, which may also differentiate
them from AA/PIs in the general population,
who may experience greater difficulties in
accessing affordable mental health care.

Limitations

This study had several limitations worth not-
ing. Data from both samples were cross-sectional

TABLE 3—Sociodemographic, Psychosocial, and Health Characteristics of Veterans Who Served in the Military After September 11, 2001, by

Race/Ethnicity: Hawaii, November 2010–February 2011

Characteristic

Asian American,

Mean 6SD or No. (%)

(n = 230)

Pacific Islander,

Mean 6SD or No. (%)

(n = 170)

Hispanic/Black,a

Mean 6SD or No. (%)

(n = 43)

White, Mean 6SD

or No. (%)

(n = 124)

Group

Comparison

(P < .01)b

Sociodemographic characteristics

Age 36.90 611.70 37.57 610.27 34.35 69.06 35.73 69.80 NS

Male gender, % 198 (86.09) 141 (83.43) 36 (83.72) 101 (82.11) NS

Employed full-time, % 163 (71.49) 110 (64.71) 26 (60.47) 87 (70.73) NS

Income > $35 000, % 172 (78.18) 103 (62.05) 25 (58.14) 86 (69.92) A > P and H

Married or living together long term, % 169 (73.80) 126 (75.00) 28 (65.12) 85 (70.83) NS

Rural region, % 59 (25.76) 83 (49.40) 12 (27.91) 42 (33.87) P > A and W

VA service connected, % 35 (15.70) 38 (23.03) 17 (40.48) 33 (29.20) W and H > A

Deployed, % 143 (63.56) 127 (76.97) 36 (87.80) 99 (80.49) W, H, and P > A

Psychosocial and health status

SF-12 Mental Component Summary scorec 49.60 69.72 45.51 612.84 42.48 612.92 47.40 612.48 A > P and H

SF-12 Physical Component Summary score 50.98 68.16 48.74 69.13 47.92 610.27 50.17 69.63 NS

PCL-C scored 26.11 612.24 32.92 617.04 40.34 619.36 32.12 616.82 P, H, and W > A

Positive CAGE screen,e % 26 (11.45) 31 (18.45) 10 (23.81) 24 (19.67) NS

Barriers to Caref

Stigma subscale 2.25 60.93 2.23 60.93 2.23 60.84 2.24 60.95 NS

Logistical subscale 2.07 60.83 2.07 60.82 2.14 60.81 2.02 60.95 NS

Total scale score 2.19 60.84 2.17 60.80 2.21 60.68 2.15 60.94 NS

Devaluation of Consumers scaleg 18.65 63.78 18.37 64.18 18.90 64.90 18.96 64.48 NS

Note. A = Asian American; P = Pacific Islander; H = Hispanic/Black; NS = not significant; W = White; VA = Department of Veterans Affairs.
aThirty-two Hispanic and 11 Black veterans were grouped together.
bPairwise group comparisons were conducted after omnibus tests determined that there were significant group differences. Asian American and Pacific Islander veterans were both treated as
reference groups.
cThe Short-Form 12-Item Health Survey (SF-12) scores range from 0 to 100, with higher scores indicating better health.
dScores for the Posttraumatic Stress Disorder Checklist–Civilian Version (PCL-C) ranged from 17 to 85, with higher scores reflecting greater symptoms.
eScores of 2 or greater on the CAGE screen indicated probable alcohol use problems.
fScores on the Barriers to Care Stigma and Logistical subscales ranged from 1 to 5, with higher scores reflecting greater barriers.
gScores on the Devaluation of Consumer scale ranged from 8 to 32, with higher scores reflecting greater stigma.
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and based on self-report. Because the focus was
on AA/PI veterans, other racial/ethnic groups
were not examined in detail (e.g., Black vsWhite).
The 2010 NSV data were limited to cursory
measures of health, and the Hawaii data were
limited to veterans who served after September
2001 and lived in Hawaii. Although the sample
sizes of AA/PI veterans were larger than those of
most previous studies, they were still fairly small,
and some of our logistic regression analyses had
statistical power to detect only moderate to large
differences. Replication of these results is there-
fore needed. Additionally, AA and PI veterans
could not be analyzed separately in the 2010
NSV data because of small numbers, and smaller
AA/PI subgroups (e.g., Chinese vs Japanese)
could not be examined. Unfortunately, small
sample size is a problem that has affected prior
studies of AA/PI veterans3,55 and studies of
AA/PIs in the general population.64,65

These weaknesses were counterbalanced by
the strengths of the study, which were the use
of 2 data sources, including nationally repre-
sentative data and data on a large random

sample of recent AA/PI veterans; fairly consistent
findings across samples; the use of several psy-
chosocial and health measures; and the overall
contribution about an understudied but rapidly
growing segment of the veteran population.

Conclusions

AA/PIs are a small but fast-growing racial/
ethnic group within the veteran population and
are more likely to have served in recent conflicts
than other veterans. In general, AA/PIs appear
to be of higher socioeconomic status and better
mental health than veterans of other racial/
ethnic groups, although this finding may be
specific to AA veterans and not PI veterans. AA
and PI veterans used various health services,
including VA services, at a rate similar to those
of other veterans and did not report greater
barriers or stigma related to mental health
services, suggesting that veteran status may be
protective against some of the barriers to health
care found in the general AA/PI population.
However, a sizable number of veterans, re-
gardless of race/ethnicity, underused mental

health services and were not aware of VA
health care or did not know how to apply for it,
suggesting that greater outreach by the military
and VA should be encouraged. j
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TABLE 4—Health Service Use Among Veterans Who Served in the Military After September 11, 2001, by Race/Ethnicity: Hawaii, November

2010–February 2011

Asian American (Ref) (n = 230) Pacific Islander (n = 170) Hispanic/Blacka (n = 43) White (n = 124)

Health Service Use No. (%) AOR (95% CI) No. (%) AOR (95% CI) No. (%) AOR (95% CI) No. (%) AOR (95% CI)

Medical service use

Needed or wanted help for medical problems 72 (31.44) 1.00 78 (46.43) 1.81 (1.09, 3.00) 24 (55.81) 1.83 (0.78, 4.27) 62 (50.82) 1.63 (0.95, 2.80)

Visited VA for medical problem 27 (11.73) 1.00 31 (18.24) 1.03 (0.48, 2.20) 17 (39.53) 2.21 (0.89, 6.06) 29 (23.39) 1.19 (0.55, 2.57)

Visited non-VA provider for medical problem 38 (16.52) 1.00 40 (23.53) 1.76 (1.00, 3.12) 15 (34.88) 2.48 (1.04, 5.89) 31 (25.00) 1.19 (0.64, 2.22)

Professional mental health services

Needed or wanted help for psychological

problems

30 (13.57) 1.00 46 (28.05) 2.26 (1.03, 4.94) 18 (42.86) 3.53 (1.16, 10.76) 28 (23.53) 1.73 (0.72, 4.13)

Visited VA for psychotropic medications 3 (1.30) 1.00 13 (7.65) 8.48 (0.84, 85.85) 5 (11.63) 5.83 (0.51, 66.53) 9 (7.26) 9.14 (0.93, 89.55)

Visited VA for psychotherapy 6 (2.61) 1.00 15 (8.82) 2.90 (0.66, 12.71) 3 (6.98) 0.39 (0.06, 2.71) 11 (8.87) 1.95 (0.44, 8.59)

Used Vet Center 2 (0.87) 1.00 9 (5.29) 9.56 (0.93, 98.36) 3 (6.98) 2.41 (0.19, 30.60) 4 (3.23) 2.15 (0.17, 27.51)

Visited non-VA provider for psychological

problems

2 (0.87) 1.00 5 (2.94) 2.20 (0.37, 12.98) 6 (13.95) 7.58 (1.23, 46.59) 6 (4.84) 4.09 (0.74, 22.52)

Informal mental health support

Visited traditional healer, community elder,

or spiritual leader

2 (0.87) 1.00 10 (5.88) 4.19 (0.80, 21.90) 3 (6.98) 2.24 (0.31, 16.33) 6 (4.84) 3.30 (0.59, 18.52)

Attended self-help group 2 (0.87) 1.00 1 (0.59) 0.41 (0.03, 5.83) 1 (2.33) 1.24 (0.08, 19.08) 4 (3.23) 2.50 (0.32, 19.38)

Talked to family or friend for psychological

problems

18 (7.83) 1.00 24 (14.12) 1.77 (0.76, 4.10) 14 (32.56) 4.09 (1.44, 11.60) 18 (14.52) 1.80 (0.74, 4.35)

Note. AOR = adjusted odds ratio; CI = confidence interval; VA = Department of Veterans Affairs. Odds ratios were adjusted for income, rural–urban region, VA service connection, deployment status,
Short-Form 12-Item Health Survey Mental Component Summary scores, and Posttraumatic Stress Disorder Checklist scores.
aThirty-two Hispanic and 11 Black veterans were grouped together.
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