1duosnue JIoyiny vA 1duosnue Joyiny wA

1duosnue Joyiny vA

U.S. Department of Veterans Affairs
Public Access Author manuscript
Ann Behav Med. Author manuscript; available in PMC 2017 August 01.

Published in final edited form as:
Ann Behav Med. 2016 August ; 50(4): 533-544. doi:10.1007/s12160-016-9780-1.

Stigma Predicts Treatment Preferences and Care Engagement
among Veterans Affairs Primary Care Patients with Depression

Duncan G. Campbelll, Laura M. Bonner234, Cory R. Bolkan®, Andrew B. Lanto®, Kara
Zivin’8:9 Thomas J. Waltz’-10, Ruth Klap®, Lisa V. Rubenstein®11.12 and Edmund F.
Chaney34

1Department of Psychology, University of Montana

2Geriatric Research, Education and Clinical Center, VA Puget Sound Health Care System

SHealth Services Research and Development Service, VA Puget Sound Health Care System
4Department of Psychiatry and Behavioral Sciences, University of Washington School of Medicine
SDepartment of Human Development, Washington State University Vancouver

8VA HSR&D Center for the Study of Healthcare Innovation, Implementation and Policy (CSHIIP),
VA Greater Los Angeles Healthcare System

“Center for Clinical Management Research, Health Services Research and Development Service,
VA Ann Arbor Health Care System

8Department of Psychiatry, University of Michigan Medical School
%Institute for Social Research, University of Michigan
19Department of Psychology, Eastern Michigan University
11UCLA School of Medicine

12RAND Health Program

Abstract

Background—Whereas stigma regarding mental health concerns exists, the evidence for
stigma as a depression treatment barrier among patients in Veterans Affairs (VA) primary care
(PC) is mixed.

Purpose—To test whether stigma, defined as depression label avoidance, predicted patients'
preferences for depression treatment providers, patients' prospective engagement in depression
care, and care quality.
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Methods—We conducted cross-sectional and prospective analyses of existing data from 761
VA PC patients with probable major depression.

Results—Relative to low stigma patients, those with high stigma were less likely to prefer
treatment from mental health specialists. In prospective controlled analyses, high stigma predicted
lower likelihood of the following: taking medications for mood, treatment by mental health
specialists, treatment for emotional concerns in PC, and appropriate depression care.

Conclusions—High stigma is associated with lower preferences for care from mental health

specialists and confers risk for minimal depression treatment engagement.

Keywords
Depression; stigma; treatment preferences; treatment engagement; primary care; Veterans

Estimates suggest that 7% of the US adult population experiences a major depressive
episode each year, and that nearly 1 in 3 persons will experience an episode in their lifetimes
(1,2). Although effective treatments exist (3,4), many people with depression do not seek
care (5), and only a minority of those who do receive appropriate care (6). Because
depression is a leading cause of disability worldwide (7), improved understanding of
depression care barriers is necessary to improve global health.

Though the US Surgeon General identified stigma as a primary reason that people avoid
mental health care (8), many conceptions and types of mental health stigma exist. As
described by Jones and Corrigan (9), these conceptions include public stigma, self-stigma,
and label avoidance. Public stigma is understood as widely-held negative stereotypes
regarding people with mental illness, while se/f-stigma represents the belief in these public
stereotypes by a person with mental illness (9). Label avoidance stems from efforts to buffer
the effects of public and self-stigma. In the case of label avoidance, fear of the psychiatric
labels (e.g., depression) that confer stigma may lead people with mental health concerns to
avoid the health care system and to reject diagnoses (9-13).

Stigma and depression care

The knowledge base regarding stigma and mental health care is growing rapidly, with
existing work presenting considerable methodological variability and variability in
operational definitions of stigma. As findings using different measures and methods
accumulate, it can become difficult to ascertain when and how stigma impedes care seeking.
Brohan and colleagues (14) reviewed the stigma literature spanning the years 1990-2009 and
found that research more frequently examined perceived/public stigma than self-stigma.
Self-report measurement of public stigma is exemplified by scales like The Perceived
Devaluation and Discrimination Scale (15), a measure of respondents' beliefs regarding the
general public's discriminatory behavior against and negative attitudes toward people with
mental illness. Measures like the Self-Stigma of Mental Iliness Scale (16) assess self-stigma
by gauging the degree to which participants agree that mental illness stereotypes describe
their own experiences. It is important to note that, despite its conceptual relevance for
treatment engagement, Brohan et al.'s review did not reveal any studies of label avoidance.
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Research based on hypothetical vignettes and surveys of attitudes, intention to seek
treatment, and general concerns about depression care implicate stigma—defined in various
ways—as a treatment barrier. For example, large proportions of the general public report that
they would feel embarrassment or experience negative judgment if they were to discuss
depression with care providers (17,18), and one in five worries that depression treatment
might compromise work opportunities (18). A positive association between stigma and
people's perceptions of their unmet mental health care needs also suggests that high stigma
is related to perceived treatment inadequacy (19). In addition, high stigma has been linked to
lower self-reported likelihood of seeking professional help for mental health concerns and
depression (20-22). Finally, in vignette studies, people with depression who seek treatment
are perceived more negatively than depressed persons who avoid it (23).

Although informative, most studies of attitudes and intent to seek care do not examine care
behavior. As others have noted (22,24), relatively few studies examine stigma and care-
seeking behavior specifically, and those that do so present mixed findings. Among college
students, for example, there was no relationship between public stigma and help-seeking in
those with probable depression and/or anxiety (24), but higher levels of self-stigma were
associated with lower use of formal treatments (i.e., medication and/or psychotherapy) and
mental health support from informal sources (i.e., friends, family, support groups, clergy)
(25). Finally, naturalistic prospective investigations by Sirey and colleagues demonstrate that
high stigma at the outset of depression treatment predicts lower adherence over time (26)
and premature treatment dropout among older patients (27). Sirey and colleagues suggest
that stigma hampers treatment and that poor adherence and early treatment dropout may
result from patients' attempts to reject a devalued outgroup status (26).

Stigma and mental health care among Veterans

While some evidence suggests that stigma impedes mental health care, specific care barriers
may exist in individual health care systems and stigma may function differently across
patient populations. Because former and current military personnel differ from the general
population in many ways, it is important to understand how they experience stigma and how
it impacts their mental health care engagement. Moreover, the high prevalence of mental
health concerns, like PTSD and depression, among Veterans (28) highlights the importance
of understanding barriers to mental health care in this unique population.

Recent research indicates that the mental health care needs of military personnel and
Veterans are only partially met (28,29). Stigma and logistical barriers represent significant
separable deterrents to care, each with potential to confer suboptimal treatment engagement
(30). Concerns regarding stigma are clearly evident among returning service members and
Veterans (28,31,32) and range higher among those with significant mental health concerns
than among those without them (28,33). Relative to admission of physical health problems,
soldiers are more concerned that disclosing mental health concerns would negatively impact
career opportunities, and that disclosure would lead peers to view them negatively (34).

The recent literature regarding stigma and mental health care among Veterans offers mixed
findings, with some work suggesting that stigma inhibits care, and other work finding that it
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does not. For example, Veterans Affairs (VA) patients with PTSD who are not seeking
mental health treatment described stigma as “slightly” to “moderately” problematic and
rated it as a more salient care barrier than logistical or institutional barriers (35). Researchers
have also documented links between stigma and lower self-reported intention to seek mental
health care in other VA and military samples (36,37). Finally, a qualitative analysis
suggested that treatment-seeking Veterans with PTSD believed that the public holds negative
stereotypical beliefs about those with mental health concerns (38). These Veterans also
feared that those with PTSD would be labeled “crazy” or held responsible by others for their
mental health conditions, and many participants reported that stigma and fear of being
labeled influenced their own treatment avoidance (38).

In contrast, other recent studies failed to observe treatment inhibiting effects for stigma. In a
sample of returning soldiers, stigma did not predict psychotherapy use or use of medication
(31). Similarly, Rosen and colleagues (39) found that stigma did not inhibit initiation of
psychotherapy among Veterans with PTSD, and to the contrary, higher stigma predicted
more intensive treatment among psychotherapy attendees. In a sample of National Guard
service personnel and reservists, more strongly held negative beliefs about mental health
care were associated with worse stigma and with decreased likelihood of counseling and
medication use, but it was unclear whether stigma was related directly to treatment seeking
(33).

Finally, some researchers have demonstrated that patient-based and/or illness characteristics
might overshadow stigma's effects on treatment seeking. In separate prospective analyses,
stigma failed to predict mental health service use beyond the effects attributable to
personality (40), and PTSD and depressive severity predicted mental health service use
initiation and retention, while stigma and other potential care barriers did not (41). These
findings mirrored work from a non-military primary care sample, which found that the
relationship between stigma and mental health service use was mediated by depressive
severity (42).

In summary, data drawn from the general population and from former and current military
service personnel suggest that negative attitudes regarding people with depression and other
mental health concerns persist. Though stigma—defined differently across studies—
demonstrates a link with self-reported Jintentto seek care, the role of stigma as an inhibitor
of actual mental health service use is not entirely clear (e.g., 32). Further study is needed,
and as leading stigma researchers have highlighted, there exists a particularly pressing need
for studies that examine stigma and service use prospectively, while controlling for illness
severity (10). Finally, nearly all existing studies have examined public and/or self-stigma,
and while this work is informative, label avoidance, a stigma type with clear implications for
treatment seeking (9), is less well studied. Existing qualitative studies link diagnostic label
avoidance and mental health treatment seeking (38,43) and some propose label avoidance as
a reason for poor treatment adherence (26,44), but to date no published studies have
attempted to measure label avoidance explicitly and tested its relation to care seeking.
Indeed, leading stigma researchers maintain that considerably less is known about label
avoidance than other types of stigma and that label avoidance research is needed (9,45).
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Current Study

In this study, we defined stigma as label avoidance and tested whether it hinders depression
treatment in a sample of VA primary care patients with probable major depression. Our
definition of stigma as label avoidance follows from the work of others (9,45) and aligns
with Relational Frame Theory principles that describe how language (e.g., the term
“depression” in the current study) establishes in- and out-groups and initiates stigma and
prejudice (46,47). We tested specifically whether stigma demonstrated a concurrent
association with openness to depression treatment from particular provider types at baseline
and whether stigma predicted patients' depression treatment behavior and care quality seven
months later. We expected high stigma at baseline to relate to lower openness to specialty
mental health care (i.e., psychiatrists, psychologists/social workers). We also hypothesized
that high baseline stigma would predict lower depression treatment engagement (e.g., use of
medications for mood, visits to specialty mental health providers, etc.) and lower likelihood
of appropriate depression care seven months later.

Methods

Sample and Setting

The study sample consisted of patients that participated in the Well-being among Veterans
Enhancement Study (WAVES), a group randomized-controlled trial of depression
collaborative care management. WAVES included patients with probable major depression
from one of 10 VA PC clinics from five states (Florida, Ohio, South Dakota, Texas, and
Wisconsin) spanning three VA administrative regions. Participating PC clinics employed
between 4 and 13 PC providers and served between 3,900 and 13,000 patients annually
(48,49). Because WAVES was designed to test practice level impacts of collaborative care
management, seven practices implemented depression collaborative care management and
three PC practices provided depression care as usual (48). Patients from all clinics
participating in WAVES were included in the present study. Participants provided oral
informed consent for study participation; Institutional Review Boards at participating VA
facilities approved all WAVES procedures.

WAVES used visit-based sampling in order to recruit a sample that closely resembled the
population of patients with major depression who are seen in practice. Patients were eligible
for inclusion if they had attended one of the 10 study clinics within 12 months and had an
upcoming PC visit scheduled. No exclusions were made on the basis of age, gender, race/
ethnicity or health status. To generate the sample, research personnel at participating clinics
provided contact information for eligible patients to a contracted survey research firm; the
firm then mailed these patients a description of the study as well as preaddressed/postpaid
postcards and a toll-free number for participants to use for study refusal. Ten days after
mailing the invitation letters, interviewers from the survey research firm contacted patients
and initiated study inclusion screening using computer-assisted telephone interviewing.

Using computer-assisted methods, trained interviewers initiated screening for major
depressive episode symptomatology with 10,929 Veterans via the first two items (PHQ-2)
(50) of the Patient Health Questionnaire-9 (PHQ-9), a self-report measure of depression
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(51). Roughly 20% of the screened patients achieved positive PHQ-2 screens. Of the 2,122
patients who agreed to complete the full PHQ-9, 1,313 (61.9%) had probable major
depression and met the WAVES depression inclusion criterion. Ultimately, 761 patients
(58.0% of eligible) experiencing a probable major depressive episode completed the full
WAVES baseline assessment. Baseline assessments were conducted by telephone between
2003 and 2004. Follow-up assessments with 546 patients (71.7% of baseline) were
conducted by trained interviewers using computer-assisted telephone interviewing at seven
months. In addition, 506 participants (66% of baseline) consented to use of VA
administrative healthcare utilization data; these data were merged with the WAVES baseline
and 7-month surveys.

Measures

Depression: The PHQ-9 (51) is a depression measure designed for use in PC.
Respondents indicated the 2-week frequency of each of the nine DSM-IV (52) symptoms of
a major depressive episode using a scale ranging from 0 (“not at all”) to 3 (“nearly every
day”). Total PHQ-9 scores range from 0-27; scores of 10 and greater have high sensitivity (.
88) and specificity (.88) for Major Depressive Disorder (51). The PHQ-9 was used to
determine WAVES eligibility (i.e., PHQ-9 = 10). The measure's sum also provided an
indicator of depressive severity, with higher scores denoting worse depression.

Stigma: The WAVES survey assessed depression label avoidance by asking participants
about the degree to which they would accept a depression label from their physician. Using a
Likert scale (1="Strongly Agree” to 5="Strongly Disagree”), participants indicated their
degree of agreement with the statement: “If your doctor told you [that] you had depression,
you would accept that.” Responses were dichotomized, with label avoidance and high
stigma represented by responses of Disagree and Strongly Disagree and low stigma
represented by all other responses. On this face valid indicator, therefore, patients with high
stigma were identified as those who reported they would not accept a depression label.

Treatment provider preferences: Participants' preferences for depression treatment at
baseline were assessed with the following question: “If you were depressed... and could
choose who would help you with these problems, how likely would you be to choose each of
the following providers?” Using a scale ranging from 1="Very Likely” to 5="“Very
Unlikely,” patients indicated their openness to treatment from a primary care physician, a
psychiatrist, an other mental health specialist (i.e., psychologist, social worker, psychiatric
nurse practitioner), and a spiritual counselor. Treatment preference variables were
dichotomized, with Very Likely and Likely responses indicating preference for treatment
from a particular provider type, and all other responses indicating non-preference.

Patient Recall of Provider behavior: At the seven-month follow-up, those participants
who reported any PC visit in the previous six months were asked questions about their
primary care provider's behavior. We inquired separately about whether the participants'
primary care providers had asked about sadness or depression, thoughts about self-harm, or
improvement in depression. We also assessed whether primary care providers had
recommended counseling by another doctor, prescribed or refilled a medication for an
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emotional problem, and adjusted an existing medication for an emotional problem. Although
it would have been helpful to know whether primary care providers had asked patients about
their willingness to discuss depression or accept a prescription for emotional concerns, these
questions were not included. All responses to the questions about patients' recall of primary
care providers' behavior were dichotomous (“yes” v. “no”).

Care behavior/engagement at seven months: Several dichotomized variables from the
self-report survey assessed participants' engagement in care at seven months. Respondents
indicated whether they had taken medication and whether they had attended any outpatient
visit (VA or non-VA) for an emotional problem. They also indicated whether they had had
one or more visit (in-person or by telephone) with a specialty mental health provider. Those
who reported specialist contact indicated separately whether they had seen a psychiatrist, a
psychologist, or a social worker. Finally, as described elsewhere (48) we constructed an
indicator of appropriate depression care at 7-month follow-up. Appropriate care was defined
a current antidepressant medication and/or at least four visits in the previous 6 months with a
mental health specialist.

A VA administrative database (i.e., the VA Outpatient Care file) provided additional
information about care engagement at seven months. Two dichotomous variables indicated
whether patients had received any individual or group visits in specialty mental health
settings, and a separate count variable indicated the number of individual visits the patient
had in the previous six months for specialty mental health care.

Data Analysis—Descriptive statistics illustrated demographic characteristics at baseline
and seven month follow-up, provider preferences at baseline, treatment receipt/engagement,
and provider behavior at seven months. Bivariate relationships between stigma and treatment
preferences at baseline, treatment receipt/engagement at seven months, and provider
behavior at seven months were examined using the 42 test. The study's primary hypotheses
regarding stigma's concurrent and prospective prediction of the outcomes (i.e., treatment
preferences, treatment engagement and provider behavior) were tested with a series of
covariate controlled multivariable logistic regression analyses. The regression models
included age, gender, education (high school or less v. greater than high school), and
depressive severity as covariates, as these variables demonstrated significant associations
with stigma and/or care variables at baseline. Regression models were fit for the 11
preferences and care variables that demonstrated a significant relationship with stigma in the
bivariate analyses. Alphas of < .05 designated statistical significance.

Demographic characteristics

Table 1 presents demographic characteristics of the 761 PC patients with probable major
depression who composed the baseline sample. Participants' average age was 60.4 years
(sd=11.9); 715 (94%) participants were male, and 646 (85%) were White/non-Hispanic.
Roughly half of the sample (n=385) completed some education beyond high school, while
just over 60% (n=457) of participants were married or living as married. Relatively few
participants were employed part- or fulltime (17.1%). Most participants reported being in
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poor health, and only 149 (19.1%) described their health as “good” or better using a single
item from the Health Status Questionnaire (53).

Baseline frequencies and bivariate comparisons

Figure 1 presents participants' responses to the depression label acceptability question. As
presented in the figure, a minority of participants reported high stigma, stating that they
would not accept a depression label from their doctors. Table 1 presents results of bivariate
analyses that examined the relationships between stigma (dichotomized to high and low) and
treatment preferences, treatment engagement and provider behavior variables. Considering
demographic and health characteristics, low stigma participants were more depressed and
nearly seven years younger on average than high stigma participants. As shown in Table 1,
there were no additional significant health status or demographic differences between high
and low stigma participants.

Depression treatment preferences at baseline

Overall, relatively similar proportions of participants indicated openness to depression
treatment from a PC physician, a psychiatrist, or another mental health specialist (i.e.,
psychologist, social worker). Just under half of participants noted preference for depression
treatment from a spiritual counselor. Several significant differences in treatment preferences
were observed for high versus low stigma. Consistent with hypotheses, high stigma was
related to lower openness to depression care from specialty mental health providers.
Specifically, relative to those with low stigma, significantly lower proportions of participants
with high stigma reported openness to depression treatment from a psychiatrist or another
mental health specialist. Stigma did not demonstrate significant bivariate relationships with
preferences for depression treatment from a primary care provider or a spiritual provider/
counselor.

Care receipt/engagement at seven month follow-up

Overall, nearly 90% of the sample reported at least one PC visit between baseline and
follow-up. A substantial proportion of participants reported taking a medication for an
emotional problem, and a little more than half reported a visit with a specialty mental health
provider. For those who reported specialist care, the greatest proportion saw a psychiatrist;
lower proportions reported care from a psychologist or a social worker. Approximately one-
half of the participants with probable major depression received appropriate depression care
at seven month follow-up. Finally, administrative data told a similar story at seven months,
as 46.5% of participants had at least one individual visit in a specialty mental health clinic
and 9.5% of participants had at least one group visit in specialty care.

Consistent with our hypotheses, stigma demonstrated significant bivariate associations with
a number of care behavior/engagement variables at seven months. For example, when
compared to those with low stigma, a significantly lower proportion of participants with
high stigma at baseline reported taking a medication for an emotional problem, having any
PC visit specifically addressing emotional health, and having any healthcare visit with a
specialty mental health provider during the six months between baseline and follow-up.
Similar differences were observed in the administrative data, with significantly lower
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proportions of high stigma participants attending any individual visit in a specialty mental
health clinic at 7 months. Finally, 52.8% of low stigma participants received appropriate
depression care at 7 months, while only 15.2% of high stigma participants received
appropriate care.

Patient's reports of provider behavior at seven month follow-up

As noted above, most participants attended at least one PC visit between baseline and seven
month follow-up. Among those who attended PC, most reported that their providers had
asked about sadness or depression, while fewer noted that they were asked about suicide or
depression improvement. A minority of participants noted that their providers recommended
counseling with another provider. Considering medications, 43.5% of participants received a
medication prescription or refill for an emotional problem, and 22.4% noted that their
providers adjusted an existing medication.

Four significant differences, all in the hypothesized directions, were observed in the
prospective bivariate analyses of the relations between stigma and patient-reported provider
behavior. Specifically, compared to those with low stigma, lower proportions of participants
who reported high stigma at baseline reported at seven months that their primary care
providers had asked about suicide/self-harm or depression improvement. Similarly, as
described by the patients, primary care providers for those with high stigma were
significantly less likely than those treating low stigma participants to prescribe or refill a
medication or to adjust a medication for an emotional problem.

Multivariable Logistic Regressions—Eleven controlled multivariable logistic
regression models tested whether stigma predicted the baseline treatment preferences, seven
month treatment engagement variables and seven month provider behavior variables for
which significant relationships were observed in bivariate comparisons. To determine
covariates for these models, we examined the relationship between stigma and demographic/
illness characteristics, with stigma coded as a 5-point variable. Stigma was slightly higher
for men relative to women [t (755) = 3.47, p < .001] and for participants with a high school
education or less schooling relative to those who had completed some college education or
more [t (755) = 2.36, p< .05]. Stigma was not significantly different for racial/ethnic
minority participants and non-minority participants. All multivariable logistic regression
models included participant age, gender, education, and baseline depression as covariates.
Table 2 presents the results of these controlled logistic regressions.

After controlling for demographic characteristics and baseline depressive severity,
participants with high stigma at baseline were considerably less likely than low stigma
participants to indicate a baseline preference for depression treatment from specialty mental
health providers, including psychiatrists and psychologists/social workers. Baseline stigma
was also a significant prospective predictor of multiple indicators of care behavior/
engagement at seven months. For example, as we hypothesized, participants with high
stigma were about 80% less likely than low stigma participants to take medication for an
emotional problem. High stigma patients were also about 70% less likely to have a PC visit
specifically addressing emotional problems and 75% less likely than those with low stigma
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to report seeing an specialty mental health provider for care. Controlled analyses also
indicated that high stigma at baseline predicted a significantly lower likelihood of
appropriate depression care at seven months. Similar patterns were evident in the
administrative data, as high stigma participants were 81% less likely than those with low
stigma to attend an individual visit in a specialty mental health clinic in the six months
between baseline and follow-up. Finally, among those who saw a primary care provider
between baseline and follow-up, high stigma was associated with a substantially lower
likelihood of a provider asking about depression improvement and prescribing or refilling a
medication for an emotional problem.

Discussion

Nearly 8% of the present sample of older VA PC patients with probable major depression
reported high stigma, which we defined as depression label avoidance. Our results indicated
that high stigma in these patients is cause for concern. As hypothesized, stigma
demonstrated significant associations with patients' self-reported openness to depression
care from specialty mental health care providers, including psychiatrists and psychologists/
social workers, and with self-report and administrative database indicators of depression
care behavior and quality. These relationships, many of which remained significant after
controlling for depressive severity and demographic covariates, all told a similar story:
patients with high stigma were significantly less open to depression care from specialists
than patients with low stigma, and high stigma patients were less likely to engage treatment
specifically for emational problems in both PC and specialty mental health settings.

The present findings expand the existing literature by demonstrating that label avoidance, an
understudied aspect of stigma, contributes to poor depression care. Our findings are
consistent with existing work that observes a negative relation between stigma and one's
intent to seek mental health care (22) as well as findings that link beliefs in public stigma
with likelihood of care seeking (20,36). In addition, our findings join the few existing studies
that document a prospective relationship between stigma and poor depression treatment
adherence (26), and premature treatment dropout (27). Our findings specifically resemble
those of Sirey and colleagues (26,27) in that high stigma conferred significant risk for low
likelihood of appropriate depression care. Finally, our findings regarding the relation
between stigma and openness to depression care from specific care providers (PC v.
specialty mental health) are consistent with existing speculation (23) that stigma leads some
persons with depression to present for care in PC rather than specialty mental health clinics.
To our knowledge, the present results that indicate no difference between high and low
stigma patients in openness to PC provider care but significant differences in openness to
specialty mental health providers offers some of the only evidence from patients that stigma
might contribute to differential treatment preferences.

Considered as a whole, findings from the present study have implications for depression care
and ongoing efforts of clinicians and health care systems to improve it. First, given that
stigma predicts patients' care behavior prospectively, it is imperative that health care
providers assess patients' levels of stigma and self-referent beliefs upon initial diagnosis of
depression. Our findings suggest, for example, that care providers should examine whether
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or not patients accept their depression diagnoses, and then examine the beliefs behind label
avoidance when it is present. When providers understand patients' stigma and the reasons
behind label avoidance more fully, they have an opportunity to modify patients' beliefs and
address concerns or misconceptions/myths about depression through psychoeducation (44).
As others have observed, for example, simple educational messages regarding depression
treatment impacts treatment adherence (54).

The Health Beliefs Model (55) asserts that treatment engagement stems in part from patients'
beliefs and attitudes, including beliefs regarding the ‘costs’ and ‘benefits’ of care
participation. Combined with Link's modified labeling theory of stigma (10-12), the Health
Beliefs Model highlights treatment implications of the present findings regarding differential
openness to care from particular provider types. Under the model, stigma could be
considered a “cost’ of care engagement. Link and colleagues' (12) maintain that stigma is
activated for someone when diagnosis identifies him as a member of a devalued ‘outgroup’
(e.g., the depressed). Among other effects, outgroup membership makes stereotypical or
societal beliefs about people with depression personally relevant. As Sirey and colleagues
suggested (26,27), avoidance of care altogether is one way for persons to avoid membership
in a devalued outgroup and to circumvent negative effects of stigma. Following that
reasoning, a patient who accepts a diagnosis and engages in care would experience negative
effects of stigma, while one who avoids care--and the depression label--would not.

Instead of an ‘either-or’ proposition of engagement in versus outright avoidance of care,
stigma may be activated to different degrees when depression care is provided in different
treatment settings or by different types of providers. More specifically, for many patients
PC-based depression care may confer lower levels of stigma than care provided in specialty
mental health settings because depression management by a familiar PC provider in the
normal scope of PC practice may normalize the depressive experience. On the other hand,
suggesting specialty mental health care for depression may communicate that depression
presents a complex problem that is beyond the scope of a general care setting. Returning to
the understanding of stigma and the Health Beliefs Model, PC-based depression care may be
less ‘costly’ for some patients because it less likely to activate stigma than care provided by
specialty mental health clinicians. This possibility is consistent with reports in the literature
of clinicians' beliefs that PC-based integrated care for mental health concerns confers lower
stigma for patients than referral to specialty clinics (56). In the present study, high and low
stigma patients did not differ in openness to depression care from a PC provider, but high
stigma patients were less open to treatment from specialty mental health care providers.
Although future study is needed to determine whether stigma is differentially activated by
care in PC versus specialty mental health settings, one potential way to improve depression
care for high stigma patients may be to redouble efforts, such as those aimed at Primary
Care-Mental Health Integration (PC-MHI), which are underway within the VA and other
systems (57). PC-MHI efforts like collaborative and co-located care and other approaches to
integrated behavioral health, house depression care resources and related mental health
expertise in PC settings. In addition to other aims, collaborative care models were designed
in part to address stigma related to mental health care seeking (58). The present study's
finding that patients with high stigma were amenable to depression care from primary care
providers suggests that continued efforts in service of PC-MHI and integrated behavioral
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health might support improved care for people with high stigma. Consistent with Health
Beliefs Model principles, high stigma patients may be more willing to engage PC-based
depression care than specialty setting care because the former confers less cost to self-
esteem.

The present study's prospective analyses regarding care engagement and care
appropriateness provided evidence from multiple data sources that stigma impedes
depression care. Although baseline stigma was unrelated to receipt of general medical care
from a PC physician during the following six months, high stigma patients were
substantially less likely than those with low stigma to report a PC visit that addressed
emotional health specifically. In other words, high and low stigma patients with major
depression were equally likely to interact with the health care system, but the interactions for
high stigma patients with major depressive symptomatology were less likely to address their
mental health concerns explicitly. High stigma patients were significantly less likely than
those with low stigma to report medication use for an emotional problem and to report care
for depression from a specialty mental health care provider at the seven-month follow-up.
Patients with high stigma also differed from low stigma patients in terms of what they
reported had happened in their most recent interactions with their PC providers. Consistent
with the findings just described, patients with high stigma were less likely to report that their
providers had asked them about suicidal thinking, for example. Additional evidence
regarding the negative impact of stigma on care was found in the VA administrative data,
where high stigma at baseline predicted a lower likelihood of any specialty mental health
provider care during the following six months. Of greater potential concern, the patients who
reported high stigma at baseline were less likely than low stigma patients to receive
appropriate depression care during the following 6 months, using reports of antidepressant
use and/or engagement with specialists.

The present findings suggesting that stigma impedes care join the growing body of work
regarding stigma among military personnel and/or Veterans. Stigma related to mental health
concerns clearly exists in these populations even though, as presented earlier, the evidence is
mixed regarding stigma's function as a treatment barrier (28-32,35,38,40,41). The present
study's definition of stigma as depression label avoidance contrasts with the various
definitions of stigma employed by other researchers in VA and military samples. This
difference is one possible reason for the findings we report here. As previously noted, our
operational definition identified 8% of the present sample as having high stigma. The fact
that we observed a negative effect of stigma on treatment among Veterans while others have
not may be because our high-stigma definition identified a group with more severe concerns
about stigma than those in prior studies. Regardless of the source of the differences in
results, stigma as label avoidance is an understudied and important area of focus for
clinicians who identify and treat patients with depression and for future research regarding
barriers to mental health care. Indeed, although label avoidance is identified as a key
component of stigma (9), minimal research documents its predictive relationship with care.
Future research should specifically examine whether label avoidance is modifiable and
whether modifications impact patients' care engagement and adherence. Along these lines,
Dickstein and colleagues reported that a handful of studies indicate promise in acceptance-
based and cognitive reappraisal interventions aimed at mental health self-stigma reduction
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among military personnel and Veterans (59). While we agree with Dickstein and colleagues'
call for additional research of self-stigma reduction techniques, we also believe that future
clinical and research efforts should target label avoidance. Finally, because we found that
high stigma is associated with lower likelihood of specific care for emational concerns in
PC, PC providers who identify depression ought to talk explicitly with patients about stigma
as a treatment barrier and to discuss potential ways to manage it.

Though our results are informative, limitations of the present study should be kept in mind.
First, as we have noted above, studies of label avoidance are underrepresented in the broader
stigma literature. Unlike other stigma types, questionnaires of label avoidance with known
psychometric properties do not presently exist. We used a single item regarding depression
diagnosis acceptance as our measure of label avoidance, and though this is consistent with
theoretical models of stigma and prejudice (46,47), our single item may not fully capture the
label avoidance construct. In addition, although our measure appears at face value to be a
reasonable reflection of label avoidance, we cannot say with certainty that not accepting a
depression diagnosis is the same as avoiding a depression label. As with any research that
examines understudied issues, this potential limitation confers an opportunity. Future
research efforts can and should focus on development of measures of label avoidance and
should examine these measures' psychometric characteristics. These measures could then be
used to qualify and quantify the relationships between the label avoidance type of stigma
and those stigma types about which more is known.

Second, the present sample comprised VA PC attendees, most of whom were older, White
men, with multiple physical health concerns. Additionally, the visit-based sampling
procedure identified participants for study inclusion with the PHQ-9, a measure that
demonstrates good sensitivity and specificity for major depressive episode but does not
provide a definitive depression diagnosis (51,60). Therefore, though all patients were
experiencing significant major depressive symptomatology, some may not have met full
diagnostic criteria for a major depressive episode. In addition, because the recruitment
strategy most likely resulted in a sample characterized by particularly poor health (61),
generalization to non-VA samples and samples in better health ought to be done with great
care. Notwithstanding these limitations, the present study identified depression using the
same tool (i.e., PHQ-9) that characterizes system-wide depression screening within VA (62)
and other health care systems (e.g., 63). Thus, the patients who composed the present sample
are likely to resemble the clinical characteristics and care needs of similarly-aged Veterans
with depression in VA care and other patients who present with similar circumstances.

A final limitation stems from the survey methodology that assessed participants' attitudes
about and experiences with care. Specifically, patients' self-report of care may not have
reflected actual care with absolute precision, and patients' recall of their providers' behavior
may not have resembled exactly what happened during their healthcare encounter. Though
we had some confirmation of depression care behavior from a subsample of participants via
VA administrative data, the questions regarding care in the self-report survey and the
indicators of care from the administrative databases were not identical. Nonetheless, the
consistent pattern in results across the self-report and administrative data sources increases
confidence that our findings accurately reflected patients' engagement in care. The
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computer-assisted telephone interviewing method of data collection also included several
techniques to increase the validity of the participants' self-reports. In the assessment of
medication use, for example, participants were encouraged to read prescription information
from the labels on their medication bottles, and more than 80% of patients did so.

In conclusion, our data presented provide evidence that a high level of stigma, defined as
depression label avoidance, may contribute to patients' greater openness to care from PC
providers over mental health specialists. Further, our results confirm that high stigma
predicts a lower likelihood of care specifically for emotional concerns and appropriate
depression care over time. Ultimately, high stigma functions as a depression care barrier
among VA PC attendees and this finding confirms the importance of system redesign efforts
that integrate care for mental health conditions like depression in PC settings. Finally, the
present findings suggest that understanding reasons behind depression label avoidance may
allow providers to modify patients' treatment relevant beliefs and improve depression
treatment engagement and adherence. As others have reported, depression outcomes may
improve with targeted psychoeducation (64). In addition, early treatment discussions about
stigma may help clarify for patients that depression is common, that treatment works (65),
and that patients are not to blame for causing it (66).
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Figure 1.
Level of agreement with depression label.
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Multivariable Logistic Regressions: Stigma as a concurrent predictor of care preferences and a prospective
predictor of care behavior/engagement and provider behavior.

QOutcomes Odds Ratio: Stigmaab 95% CI  p-value
Provider preferences at baseline
Psychiatrist 0.27 0.15-0.49 <.001
Other Mental Health Specialist 0.31 0.18-0.54 <.001
Care behavior at 7 Months
Take medication for emotional problem 0.19 0.09-0.40 <.001
Any outpatient PC for emotional health 0.31 0.14-0.66 .002
Any mental health specialist visit past 6 months 0.23 0.10-0.52 <.001
Appropriate care (mental health specialist and/or meds) 0.24 0.10-0.55 .001
Care at 7 months (administrative data)
Any mental health specialist individual visits 0.19 0.07-0.50 .001
Provider's behavior at 6 Months
Asked about self-harm 0.51 0.24-1.08 .080
Asked about depression improvement 0.39 0.18-0.86 .019
Prescribed or refilled a medication for an emotional problem 0.28 0.12-0.66 .003
Adjusted a medication for an emotional problem 0.34 0.10-1.15 .083

Note.

a . . . .
Analyses controlled for gender, age, education, and baseline depressive severity.

Additional analyses examined stigma as a predictor of the outcomes reported above with patients' reports of general health as an additional

covariate. Controlling for perceived general health did not substantially affect odds ratios, confidence intervals, or p—values for stigma in

association with any outcome.
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