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Abstract

Background: Mental health concerns are prevalent among primary care patients, but many do
not utilize services for these conditions.

Objective: This study aims to conduct a comprehensive assessment of barriers and facilitators to
mental healthcare utilization among veteran primary care patients with common mental health
concerns. We hypothesized that beliefs and knowledge about mental illness and mental healthcare
would be more strongly associated with recent mental healthcare utilization than stigma, help-
seeking behaviors, or logistical barriers.

Methods: Veterans (n=116) enrolled in primary care with current symptoms of depression
(58%), PTSD (37%), and/or hazardous alcohol use (50%) who either recently used mental health
services (47%) or had no recent mental health treatment utilization (53%) completed a telephone-
based screening, medical records review, and mail survey of ten measures of barriers and
facilitators to mental health treatment utilization.

Results: Recognition of problems as a cause for concern, OR[95%CI] =5.95[2.36,15.01], and
beliefs about psychotherapy, OR[95%CI] =2.53[1.39,4.60], emerged as stronger correlates of
recent mental healthcare utilization than stigma, self-efficacy, and external barriers to treatment.

Conclusions: Results suggest the use of specific theories, measures, and interventions that focus
on patient recognition of problems and beliefs about treatment over those that focus on other
treatment barriers and facilitators.
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Introduction

Primary care physicians commonly report concerns about access to outpatient mental health
services for their patients (Cunningham, 2009). Among individuals reporting current or
recent mental health concerns (concerns within the last twelve months) in the United States,
less than half (41%) report receiving treatment (Wang et al., 2005). Of those who attend
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treatment the dropout rate is approximately 20% and the median number of visits until
dropout ranges from 4-6 in specialty mental health sectors (Olfson et al., 2009). One
population with low rates of utilization of mental health services is military veterans
(Fikretoglu, Guay, Pedlar, & Brunet, 2008; Hoge et al., 2004). Even though some logistic
barriers (e.g., finding an in-network provider) may not be a concern for veterans seeking
treatment within the Veterans Affairs (VA) healthcare system, one large national study of VA
patients with new mental health diagnoses indicated that only 49% received any mental
health services at all with only 22% receiving psychotherapy (Cully et al., 2008). Findings
also suggest that among those who attend psychotherapy, most veterans do not continue with
treatment; only 46% attended more than two sessions and only 19% attended eight or more
sessions (Cully et al., 2008). Low treatment-seeking and high dropout rates are a significant
public health problem because mental health concerns are associated with significant disease
burden and effective treatment is an important step to alleviating that burden (Ustiin, 1999).

To facilitate access to mental health care, the VA has implemented efforts including
integrating mental health providers into primary care, annual mental health screenings,
distribution of informational materials, and individual interventions to increase mental health
treatment utilization (Dollar, Kearney, Pomerantz, & Wray, 2018; McFall, Malte, Fontana, &
Rosenheck, 2000; Seal et al., 2008; Stecker, McGovern, & Herr, 2012; Stecker, McHugo,
Xie, Whyman, & Jones, 2014b; Tsan, Zeber, Stock, Sun, & Copeland, 2012). Primary Care
Mental Health Integration (PCMHI), an integration model which has become the typical
pathway to mental health treatment within the VA, in particular has demonstrated a
significant improvement in facilitating engagement in mental health services (Kearney, Post,
Zeiss, Goldstein, & Dundon, 2011; Possemato et al., 2018), but has not entirely resolved
utilization concerns. For example, although psychotherapy utilization appears to be
increasing, rates are still low (Mott, Hundt, Sansgiry, Mignogna, & Cully, 2014). Identifying
which correlative factors have the strongest relationship to treatment utilization status can
help identify populations and targets for intervention to further improve mental health
treatment engagement.

To enact change in treatment-seeking behaviors, it is important to understand and integrate
health behavior theories into interventions. The literature was reviewed and five prominent
theories of health behavior change were identified: the Health Belief Model (Rosenstock,
1974b), the Theory of Planned Behavior (Ajzen, 1991), the Integrated Behavioral Model
(Montafio & Kasprzyk, 2015), Mental Health Literacy (Jorm et al., 1997), the Behavioral
Model (Andersen, 1995), and the Transtheoretical Model (Prochaska & DiClemente, 1983).
These theories share several overlapping concepts. One example is that mental health
treatment beliefs are included in the health belief model (perceived barriers/benefits), theory
of planned behavior (behavioral beliefs/attitudes), integrated behavioral model (behavioral
beliefs/attitudes, experiential/instrumental attitudes), mental health literacy (knowledge of
treatment), and behavioral model (health beliefs). We carefully reviewed the concepts within
each theory and identified five shared constructs reflecting modifiable barriers or facilitators
to mental healthcare: (1) mental illness beliefs, knowledge, and recognition; (2) mental
health treatment beliefs and knowledge; (3) stigma including perceived norms, public
stigma, and self-stigma; (4) help-seeking behaviors including knowledge, motivation, self-
efficacy, and skills, and (5) external barriers and facilitators including cues, logistics, and
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social support (Figure 1 presents full definitions of these constructs and overviews of the
cited theories; Table 2 lists measures included within each construct) (Johnson & Possemato,
Unpublished Work-b). We used these five shared constructs to guide our investigation of
modifiable factors influencing mental health utilization.

Several recent reviews of the literature suggest a number of different barriers and facilitators
to mental health treatment utilization (Coleman, Stevelink, Hatch, Denny, & Greenberg,
2017; Hom, Stanley, Schneider, & Joiner, 2017; Johnson & Possemato, Unpublished Work-
a; Kantor, Knefel, & Lueger-Schuster, 2016; Sharp et al., 2015). Modifiable individual and
system barriers identified in these reviews are consistent with the shared constructs (Figure
1) and include the characteristics of the healthcare episode in which a veteran is identified
with a mental health concern, structural barriers, symptom recognition, self-perceived need,
knowledge about mental health, beliefs about mental health, mental health stigma, and
health behaviors. Further, these reviews suggest that mental health beliefs are frequently
related to treatment utilization in the expected direction (Hom et al., 2017; Johnson &
Possemato, Unpublished Work-a). Other constructs, such as mental health stigma, seem to
have less consistent relationships with utilization, with some studies about stigma indicating
increased stigma related to in decreased utilization, some studies indicating the opposite
pattern, and some studies with null results for utilization and interest in help-seeking (Sharp
et al., 2015). In general, less research has been conducted about help seeking behaviors, and
studies evaluating external individual barriers/facilitators (e.g., transportation) have not been
significantly correlated with utilization in many studies (Hom et al., 2017; Johnson &
Possemato, Unpublished Work-a).

Research findings among veteran populations largely mirror these findings, although some
studies also demonstrate unique barriers to mental healthcare for veteran and military
populations. A wealth of literature supports the relationship between beliefs about mental
healthcare and mental illness and mental health treatment in veteran and service member
populations (Adler, Britt, Riviere, Kim, & Thomas, 2015; Blais, Tsai, Southwick, &
Pietrzak, 2015; Britt et al., 2011; Fox, Meyer, & Vogt, 2015; Kehle et al., 2010; Pietrzak,
Johnson, Goldstein, Malley, & Southwick, 2009; Spoont et al., 2014; Valenstein et al., 2014;
Vogt, Fox, & Di Leong, 2014). Some research specifically suggests that perceived need for
treatment (in which individuals apply attributions of symptoms and beliefs about treatment
to their own situation) is specifically related to mental health treatment (Fikretoglu et al.,
2008; Spoont et al., 2014). The relationship between stigma and mental health treatment
demonstrates less consistent results with stigma being unrelated to treatment (Adler et al.,
2015; Arbisi, Rusch, Polusny, Thuras, & Erbes, 2013; Britt et al., 2011; Kehle et al., 2010;
Kim, Britt, Klocko, Riviere, & Adler, 2011; Valenstein et al., 2014), significantly predicting
increased treatment (Harpaz-Rotem, Rosenheck, Pietrzak, & Southwick, 2014; Hoerster et
al., 2012; Rae Olmsted et al., 2011; Rosen et al., 2011), and significantly predicting
decreased treatment (Kulesza, Pedersen, Corrigan, & Marshall, 2015). Other possible
barriers and facilitators with some support include symptom severity, characteristics of the
clinic where diagnosis was received, and desire for treatment (Breland, Greenbaum, Zulman,
& Rosen, 2015; Rosen et al., 2011; Shiner et al., 2014; Spoont et al., 2014). One of the
reviews referenced above found that military service members experience some unique
barriers to care (e.g., concerns about harm to military career, stigma related to military
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Study Aims

Methods

Participants

culture), but also reflects many of the same constructs prevalent in the general population
including perceived need for treatment, treatment beliefs (including concerns about
providers), and structural barriers (Hom et al., 2017). Overall findings about barriers and
facilitators to mental health treatment among military service members and veterans are
highly consistent with other research despite some unique population considerations.

Combined, these findings suggest that in a comprehensive assessment, cognitive factors
(e.g., beliefs, knowledge, and recognition) related to mental illness and mental health
treatment are likely to more related to treatment utilization than other considerations such as
stigma and external barriers. However, each study in this field takes a different perspective
of the most important concepts predicting mental healthcare utilization and no individual
study incorporates all of these concepts within one design.

The overall objective of this study was to conduct a comprehensive assessment of modifiable
barriers and facilitators to mental healthcare utilization within veteran VA primary care
patients. Because the goal of this project is to identify targets on which to intervene to
increase utilization of mental healthcare, we focused on modifiable correlates (i.e., those
which would be susceptible to change such as beliefs rather than those which cannot be
changed such as age, race, and gender). Because there is no consensus gold standard on how
to measure any one of these correlates, we administered multiple previously developed
measures assessing at least one of the five barrier/facilitator constructs. A preliminary aim of
this study was to answer the question about how best to measure each of these five shared
constructs in this population. Our primary aim was to investigate which of the mental
healthcare barriers/facilitator shared constructs are most closely associated with recent
mental healthcare utilization. We expected that different barrier constructs would better
correlate with past 12-month mental healthcare utilization. Specifically, we hypothesized
that the constructs of (1) mental illness beliefs, knowledge, and recognition and (2) mental
health treatment beliefs and knowledge would be most strongly associated with mental
healthcare utilization.

and Procedures

Participants were veterans enrolled in VA primary care (age 18 or older) with current
symptoms of depression, PTSD, and/or hazardous alcohol use. Depression, PTSD, and
hazardous alcohol use were selected because they are common diagnoses among veterans
and are routinely screened for in primary care allowing us to identify potentially eligible
veterans based on electronic medical record (EMR) review. Exclusion criteria included a
dementia diagnosis and inability to provide oral informed consent by correctly answering
comprehension questions. Individuals with additional co-morbid conditions were not
excluded although other mental health cocnerns were not measured as a part of the study.
Potentially eligible participants were identified via EMR review and invited to participate in
a phone screen to confirm eligibility (see Figure 2). Current symptoms of these diagnoses
were confirmed via telephone screen (Patient Health Questionnaire [PHQ-9] = 10), PTSD
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Measures

(PTSD Checklist for DSM-5 [PCL-5] = 33), and/or hazardous alcohol use (Alcohol Use
Disorders Identification Test [AUDIT] =8 for men and =7 for women). Potential participants
were stratified for recruitment based on EMR indicators of diagnosis and mental healthcare
utilization in an effort to achieve relative balance in the treatment utilization groups and
diagnosis. We defined treatment utilizers as patients who attended three or more
appointments within the 12 months prior to the phone screen with at least one appointment
being in PCMHI.1 All administrative record counts for eligibility were confirmed by
individual chart review to ensure that no coding errors affected eligibility determination. We
required three appointments in an effort to ensure this group reflected veterans who engaged
in treatment beyond one intake appointment. We required one visit in PCMHI because this
study sought to characterize patterns of mental health utilization among primary care
patients and capture veterans able to engage through the typical treatment pathway within
VA (starting in PCMHI and being referred from PCMHI to specialty treatment as needed);
however we did not specify a particular order of appointments (PCMHI vs. other mental
health first) for veterans who obtained treatment in both PCMHI and specialty mental health
settings. Twenty-eight percent of veterans consented to the phone screen, and 62% of those
were eligible (Figure 2). Following the phone screen, eligible participants were mailed a
survey packet containing a series of self-report questionnaires about barriers and facilitators
to mental health treatment. Participants were paid $10 for completing phone screens
(estimated 20 minutes of effort) and $20 returned survey packets (estimated 45 minutes of
effort). All procedures were approved by the local Institutional Review Board.

Seventy-seven percent of eligible veterans completed and returned the survey packet
resulting in a final sample size of 116 (Figure 2). The final sample includes two groups:
treatment utilizers (three or more mental health appointments within the last year, 7= 54) or
non-treatment utilizers (no mental health appointments within the last year, V= 62) (Table
1).

Mental healthcare utilization was measured using both EMR review for VA healthcare
appointments, and self-report interview questions for non-VA healthcare appointments.
Current mental health symptoms were measured using standard measures within the field
with good validity and reliability. The PCL-5 was used to measure PTSD symptoms
(Blevins, Weathers, Davis, Witte, & Domino, 2015; Bovin et al., 2016), the PHQ-9 was used
to measure depression symptoms (Kroenke, Spitzer, & Williams, 2001), and the AUDIT was
used to measure hazardous alcohol use (Babor, Higgins-Biddle, Saunders, & Monteiro,
2001). The PCL-5, PHQ-9, and AUDIT display strong psychometric detection of PTSD,
depression, and hazardous alcohol use respectively (Bovin et al., 2016; Kroenke et al., 2001;
Saunders, Aasland, Babor, De la Fuente, & Grant, 1993). The World Health Organization
Quality of Life BREF (WHOQOL-BREF) is a 26 item inventory administered to evaluate
overall mental health, well-being, and functioning (Group, 1998). The WHOQOL-BREF
demonstrates good validity and reliability (Skevington, Lotfy, & O’Connell, 2004).

lAppointments were counted as PCMHI if they had a clinic stop code of 534 or 539; and all other clinic stop codes in the 500s were
counted as other mental health appointments.
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In line with the preliminary aim to identify the best measure for each shared construct,
veterans’ healthcare literature was reviewed to identify measures which capture the five
broad constructs of barriers and facilitators to mental healthcare utilization which are
targeted in this study (Figure 1). At least two measures per construct were selected based on
the following criteria: scope of coverage of relevant construct, psychometric properties,
and/or common utilization as an outcome measure in the field (Table 2 lists each measure by
construct). The following self-report inventories were selected: Endorsed and Anticipated
Stigma Inventory (40 items, measured 5 domains of mental health beliefs and stigma?;
Cronbach’s a=.931; Vogt, Di Leone, et al., 2014), Barriers to Help Seeking Scale-Modified
(31 items, measured various domains of barriers to seeking professional help, modified for
this study to remove items specific to physical evaluations which were many of the questions
in the privacy subscale therefore that subscale was not analyzed; Cronbach’s a=.936;
Mansfield, Addis, & Courtenay, 2005), Beliefs about Psychotropic Medication and
Psychotherapy-Modified (14 items, assessed beliefs about psychotropic medications and
psychotherapy, medication subscale items reflecting anxiety-specific symptoms were
modified to state “mental health symptoms” or “mental health problems”; Cronbach’s
a=.852; Bystritsky et al., 2005), Attitudes Towards Seeking Professional Psychological Help
Short Form (10 items, measured attitudes towards help-seeking; Cronbach’s a.=.763; Elhai,
Schweinle, & Anderson, 2008; Fischer & Farina, 1995), Internalized Stigma of Mental
IlIness Scale (29 items, measured five components of stigma including alienation, stereotype
endorsement, discrimination experience, social withdrawal, and stigma resistance;
Cronbach’s a=.951; Ritsher, Otilingam, & Grajales, 2003), Self-Stigma of Seeking Help
Scale (10 items, measured self-stigma associated with engaging in therapy; Cronbach’s
a=.850; Vogel, Wade, & Haake, 2006), Self-Efficacy for Managing Chronic Disease Scale
(6 items, measured self-efficacy related to self-management behaviors for chronic diseases,
given the sample we changed the word “disease” in this scale to specify “mental health
symptoms”; Cronbach’s a=.925; adapted from items used in Lorig, Sobel, Ritter, Laurent, &
Hobbs, 2001, originally reported in Lorig et al., 1996), Empowerment Scale (28 items,
measures subjective empowerment including self-efficacy and perceived power; Cronbach’s
a=.845; Rogers, Chamberlin, Ellison, & Crean, 1997; Rogers, Ralph, & Salzer, 2010),
Perceived Stigma and Barriers to Care for Psychological Problems-Modified (7 items, used
the logistical barriers subscale to evaluate external barriers to access and two additional
questions assessing childcare and family support; Cronbach’s a.=.688; Britt, Greene-
Shortridge, et al., 2008), Health Literacy Screener (1 item, identifies individuals who have
poor health literacy; Chew et al., 2008).

Two additional self-report items were written for this project to measure self-perception of a
mental health concern and self-perception of a need for treatment which were not captured
in other measures. Based on the literature review, these two constructs are commonly
measured via single item measures written for study specific needs and we were unable to

2The Workplace Stigma subscale of the EASI was administered as designed but had a large amount of missing data (12 veterans, 10%
of the sample, with partially missing data and 11 veterans, 9% of the sample missing the whole section). Since several veterans who
skipped this section wrote in the margins that they did not perceive this section as applicable to them, we did not believe the missing
data in this subscale generalized to the other subscales of this measure. We were also not easily able to discern patterns in veterans
missing this subscale even when comparing missingness with our employment data. This subscale was therefore not included in the
final analysis but the other subscales were retained unchanged.
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Analysis

find any scales or subscales measuring these constructs specifically. The items we used
were: (1) In your opinion, do you believe that you need treatment of any kind (including
professional help, self-help, and alternative treatments) for: feeling depressed, anxious, or
“stressed out,” personal problems (like when a loved one dies or when there are problems at
work), family problems (like marriage problems or when parents and children have trouble
getting along), needing help with drug or alcohol use, or for mental or emotional illness?
(perceived need for treatment) and (2) In your opinion, are any of the above concerns a
problem for you? (perceived problem). Both were rated using the following scale: yes, no,
unsure. We based the language of these items on items in the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) Experience of Care & Health Outcomes
(ECHO) Adult Managed Behavioral Healthcare Organization Version 3.0 English survey
(CAHPS Experience of Care & Health Outcomes (ECHO) Survey). To estimate validity, we
ran selected correlations with other measures in the study which we anticipated would have
a specific relationship with each our single items. All findings were in the expected
direction. We predicted these two items would have a strong positive correlation with each
other which was supported (r=0.70, p<.001), and a weak correlation with logistic barriers
which was supported (r=-0.13, p=.178). We also predicted a negative correlation with
minimizing symptoms and the direction was negative although the result was not significant
(r=-0.03, p=.718). Table 2 lists all measures within each of the five shared constructs.

Descriptive statistics as well as independent samples t tests and chi square tests of
independence were calculated to compare demographics for treatment users and non-users
using IBM SPSS Statistics 22. A large proportion of participants (77%) were missing at least
one variable of data although this reflected a small percentage (2%) of the overall data used
in the analyses. To accommodate, multiple imputation (MI) was used to impute missing
values of outcome variables (Berglund & Heeringa, 2014). We first computed the percentage
of items of each measure that were missing. If less than 20% of items in a given measure
were missing, the missing items were imputed using the non-missing items as predictors.
The summary value of these measures could then be calculated. If more than 20% of items
of a measure were missing, the summary value was set to missing. The summary value of all
measures was then entered into SAS (v9.4) Proc M1 using FCS regression (Raghunathan,
Lepkowski, Van Hoewyk, & Solenberger, 2001). Twenty repetitions achieved a relative
efficiency greater than .975, and most outcome measures resulted in less than a 1% loss of
data. After achieving good efficiency, the data was ready for analysis using SAS Proc
MIAnalyze.

All pairwise biserial correlations of each of the subscales and treatment utilization status
were calculated and sorted within each of the five shared constructs. The subscale associated
with the highest biserial correlation with treatment utilization status within each shared
construct was selected for representation in the final statistical model. A logistic regression
model consisting of the five best predictors and treatment seeking status was applied to each
of the 20 imputation data sets. Parameter estimates, variance and covariances were then
entered into SAS Proc MIAnalyze to produce the final set of parameter estimates, SEs and
associated p-values.
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Results

Veterans who recently or currently were receiving mental health treatment were significantly
different than veterans who had not received mental health treatment on several variables.
Veterans recently or currently receiving mental health treatment were more likely to have a
positive PCL screen, have a higher number of positive mental health screens, worse quality
of life, have lower levels of employment, have higher education, and were less likely to
serve in the Vietnam era compared to other service eras (Table 1). We evaluated three
demographics (gender, race/ethnicity, and employment) to understand how our sample
compared with national statistics reflecting the veteran population (National Center for
Veterans Analysis and Statistics, “Key Statistics by Veteran Status and Period of Service,”).
Using a x? Goodness of Fit test, our sample differed from national veteran statistics in the
three demographic categories: higher proportion of women (X2:7.81, p=.005), lower
proportion of participants identifying as a racial or ethnic minority (X2:253.85, p<.001), and
lower rates of employment (X2:13, p<.001).

Table 2 shows the biserial correlations demonstrating the performance of the measures
within each shared construct in predicting treatment utilization status. The ‘Mental Iliness:
Beliefs, Knowledge, and Recognition’ construct contained the scales with the strongest
correlations (biserial correlations range from —-0.03 to 0.64); within that construct, the two
one item questions (presented as a pair but evaluated separately) assessing whether veterans
perceive a problem and whether they believe they need help performed the strongest for
predicting treatment seeking status. The single item assessing whether veterans perceive a
problem was the best indicator of utilization (r, = 0.64). The shared construct with the
second highest correlations was the ‘Mental Health Treatment: Beliefs and Knowledge’
construct (biserial correlations range from —0.30-0.44); within this construct, the ‘Beliefs
about psychotherapy’ subscale of the ‘Beliefs about Psychotropic Medication and
Psychotherapy’ scale had the strongest correlation with treatment seeking status (r, = 0.44)
(Bystritsky et al., 2005). For the remaining three shared constructs, the measures which
demonstrated the strongest correlations with treatment seeking status were as follows:
‘Internalized Stigma of Mental IlIness’ *Alienation’ subscale for the *Stigma’ shared
construct (rp = 0.25), ‘Self Efficacy for Managing Chronic Disease’ (SEMCD) modified
scale for the ‘Help-Seeking Behaviors: Knowledge, Motivation, Self-Efficacy, and Skills’
shared construct (r, = —0.36), and ‘Perceived Stigma and Barriers to Care for Psychological
Problems’ modified scale ‘Logistic barriers’ subscale for the *‘External Barriers’ shared
construct (rp = —0.18). All measures noted above except the modified SEMCD demonstrated
correlations in the direction expected based on health behavior theories. Health behavior
skills, such as self-management skills measured by the SEMCD, are typically hypothesized
to be facilitators which would aid in ability to access treatment, but this study found a
correlation in the opposite direction. The single measure with the strongest correlation with
treatment seeking status within each shared construct, the single item assessing Perceived
Problem, the Beliefs about Psychotherapy subscale (BAPMP), the Alienation subscale
(ISMI), SEMCD modified, and Logistic Barriers subscale (PSBCPP), were included in the
overall model.
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The overall model was significant with two correlates of treatment utilization status
demonstrating significant effects. Specifically, Veterans recognizing emotional symptoms,
personal problems, family problems, substance use, or a mental illness as a concern were
more likely to be currently/recently in treatment than to have no past year treatment, p
<.001, OR [95%CI] = 5.95 [2.36,15.01]. Additionally, Veterans endorsing more positive
(e.g., “therapy often offers patients new and beneficial perspectives™) and less negative
beliefs (e.g., “therapy is ineffective for most people™) about psychotherapy were more likely
to be current/recent treatment utilizers, p = .002, OR [95%CI] = 2.53 [1.39, 4.60]. Correlates
in the final model which did not significantly differ based on treatment seeking status
include stigma (specifically alienation), self-efficacy to manage symptoms, and perceived
external barriers.

Discussion

Several measures with strong correlations with mental healthcare utilization status were
identified in line with the preliminary aim of this study. Consistent with our hypotheses, the
measures within the constructs of (1) mental illness beliefs, knowledge, and recognition and
(2) mental health treatment beliefs and knowledge demonstrated the strongest correlation
with treatment seeking status and were the only two constructs which achieved statistical
significance in the overall model. These findings are consistent with a large body of previous
research demonstrating that patient perceptions of symptoms as a cause for concern and
beliefs about mental health treatment are highly related to treatment utilization in veteran
and military populations (for example, Adler et al., 2015; Fikretoglu et al., 2008; Spoont et
al., 2014). These findings have implications for advancing theory, clinical practice, and
additional research.

The two single items developed for this study measuring recognition of a mental health
concern and perceived need for treatment were the best predictors of mental health treatment
utilization status for this sample. These items might provide a brief screening tool and
conversation starter for providers wishing to have a conversation with patients about mental
health referrals. The Beliefs about Psychotherapy subscale of the modified Beliefs about
Psychotropic Medication and Psychotherapy demonstrated the strongest correlation within
mental health treatment beliefs and knowledge construct. The Beliefs about Psychotropic
Medication and Psychotherapy scale is designed to measure beliefs about each of the two
primary modalities of mental health treatment, medication management and psychotherapy,
and includes items assessing beliefs about treatment efficacy, beliefs about expected
treatment experiences, and beliefs about people who engage in treatment (Bystritsky et al.,
2005). Although the Beliefs about Psychotherapy subscale specifically performed better in
this sample, administering the whole measure assesses patients’ preferences and beliefs
regarding both treatment modalities. This might be helpful given that previous research has
shown that beliefs about specific treatment types predict treatment utilization patterns
(Spoont et al., 2014; Spoont et al., 2015). Administering this scale also might inform
psychoeducation content based on endorsed beliefs, and inform the shared decision-making
process to help tailor referrals to patients’ preferred treatment modality.
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The EASI (Vogt, Di Leone, et al., 2014) also performed well in this sample as an overall
measure given that it covers multiple constructs and most subscales demonstrate moderate
correlations with treatment utilization status. Other measures which performed well in this
sample can be used to measure specific constructs were the ATSPPH-SF (Elhai et al., 2008;
Fischer & Farina, 1995) for mental health treatment beliefs, and the ISMI (Ritsher et al.,
2003) for stigma.

The findings that problem recognition and mental health treatment beliefs have the strongest
relationship with treatment utilization status help inform which health behavior theories and
models may be particularly relevant to veterans’ mental health treatment utilization process.
Personal health beliefs are incorporated into all the models reviewed, but self-perceived
symptoms are not universal. Perception and/or recognition of symptoms is directly noted in
the Health Belief Model (Rosenstock, 1974a), Mental Health Literacy framework (Jorm et
al., 1997), and Transtheoretical Model (Prochaska & DiClemente, 1983). The related
construct of perceived need is incorporated in the Behavioral Model (Andersen, 1995). The
models which emphasize these constructs may be most relevant to current mental healthcare
utilization trends.

Similarly, interventions and public health initiatives which target symptom recognition and
health beliefs may be more impactful than other targets (e.g., skills or knowledge) for this
population at this time. One strategy which address these constructs is Cognitive Behavioral
Therapy for Treatment Seeking (CBT-TS) (Stecker, Fortney, & Sherbourne, 2011; Stecker et
al., 2012; Stecker, McHugo, Xie, Whyman, & Jones, 2014a; Stecker et al., 2014b) which
identifies cognitive barriers to treatment seeking and uses a cognitive restructuring approach
to facilitate treatment seeking within 1-2 treatment sessions. One study focused on
implementing CBT-TS in a PCMHI setting to enhance treatment utilization among veterans
with PTSD and found that veterans from the clinic where CBT-TS was implemented were
more likely to engage in psychotherapy for PTSD compared to veterans from the control
clinic (Possemato, Johnson, Wray, Webster, & Stecker, 2017). Another is Motivational
Interviewing which explores patients’ ambivalence to change through highlighting
discrepancies between current status and patients’ goals and values to highlight problem
recognition and strategies to reconcile concerns about behavior change (in this case,
treatment-seeking behaviors) (Miller & Rollnick, 2002). One specific study demonstrated
that veterans screening positive for one or more mental health concerns were more likely to
engage in mental health treatment if they received telephone based motivational interviewing
(Seal et al., 2012). This particular intervention involves four 20-30 minute telephone
sessions making it a good fit to be implemented through integrated primary care services,
such as PCMHI within VA. Health promotion strategies (e.g., public awareness campaigns
to increase recognition and screenings) can also be used to address one or both of these
constructs on a population level. Decision aids are one tool which can be widely
disseminated to assist with following up on screening results and new diagnoses to help
educate patients about treatment options and inform decision making; a recent study
evaluating a decision aid for PTSD found that those receiving the decision aid had lower
decisional conflict, greater knowledge, and were more likely to arrive at a treatment choice
(Watts et al., 2015). Mental health clinicians integrated into medical settings, are well suited
to help facilitate these efforts.
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An interesting and unexpected finding in the study was that veterans from the Vietnam era
were more likely to belong in the non-treatment group. Although this particular study was
not designed to draw conclusions about differences in treatment utilization between veterans
from different eras, this finding is consistent with previous research demonstrating
differences in treatment seeking among veterans based on age (Hankin, Spiro 111, Miller, &
Kazis, 1999). One potential direction for future research is to explore differences in
treatment seeking rates and barriers between eras.

This study has several strengths including the incorporation of constructs across a range of
theories and the focus on modifiable constructs to facilitate intervention. However, three key
limitations should be noted. First, there are some concerns related to sampling. Specifically,
our sample had a low number of respondents identify as member of a racial or ethnic
minority group. Further, a large number of potential participants were lost during early
recruitment efforts (i.e., between the recruitment letter and phone screen phases). This might
have affected the sample since it is likely that veterans with strong concerns related to the
constructs measured within the study (e.g., negative beliefs about mental illness) are among
those who did not choose to participate. Second, despite the comprehensive missing data
analysis approach, the amount of missing data remains a limitation of the dataset. Finally,
the retrospective design only allows for correlational data and does not allow for causal
attribution. Future studies with prospective designs would allow for inferences regarding
causality.

Conclusions

The findings from this study have implications for theories of health behavior relevant to
mental health treatment utilization, clinical efforts to increase mental health treatment
utilization in the U.S. military veteran populations, and research and quality improvement
efforts to measure the impact of interventions designed to change mental health treatment
barriers or facilitators. Clinical efforts and theories related to mental health treatment
utilization should focus on identifying and addressing mental health treatment beliefs and
recognition as part of a coordinated effort to better engage with veterans and use
assessments to measure these efforts which have been demonstrated to relate to treatment
utilization outcomes in this population.
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Health Behavior Theories

Shared Constructs

Health Belief Model
Rosenstock, 1974

Perception of symptoms (including
perceived susceptibility and
seriousness) along with cues to action
and other modifying factors influence
perceived threat which combined with
perceived benefits/barriers predicts
likelihood of health behaviors

Mental Illness: Beliefs, Knowledge, and
Recognition
Beliefs or thoughts expressing
conceptualization of mental illness,
factual information about mental illness,
and ability to appropriately attribute
symptoms to mental health concerns and
apply appropriate labels

Theory of Planned Behavior
Ajzen, 1991
Attitude (collective beliefs), subjective
norm, and perceived behavioral control
influence intention which influences
behavior

Integrated Behavioral Model
Montario & Kasprzyk, 2008
Builds on the theory of planned
behavior by incorporating constructs
from other theories including
knowledge/skills, environment,
salience, and prior behavior (habit)

Mental Health Treatment: Beliefs &
Knowledge
Beliefs or thoughts expressing
conceptualization of mental health
treatment options, and factual information
about mental health treatments including
personal experiences

Mental Health Literacy
Jorm et al, 1997

Knowledge and beliefs (including
ability to recognize, knowledge/ability
to get mental health information,
knowledge about mental health and
treatments, and attitudes) facilitate
mental health behaviors

Stigma: Perceived Norms, Public
Stigma, and Self-Stigma

Perceptions of norms regarding mental
illness and mental health treatments,
beliefs about individuals with mental
illnesses including stereotypes/prejudice/
discrimination, and beliefs about one’s
self related to mental health concerns
including stereotypes/prejudice/
discrimination towards the self

Behavioral Model
Andersen, 1995

Environmental characteristics (e.g.,
healthcare system) and population
characteristics (e.g., health beliefs,
enabling resources, social structure,
perceived need) influence health
behavior

Help-Seeking Behaviors: Knowledge,

Motivation, Self-Efficacy, and Skills
Procedural knowledge of how to obtain
mental health treatment, readiness to
obtain mental health treatment, perception
of one’s ability to successfully obtain
mental health treatment, necessary
behaviors to obtain mental health
treatment

Transtheoretical Model
Prochaska & DiClemente, 1983
Processes of change (e.g.,
consciousness raising, contingency
control, conditional stimuli) move
people through stages of change

External Barriers/Facilitators: Cues,
Logistics, and Social Support

Signals to act from the environment;
access including location, transportation,
availability of childcare, cost, timing of
the appointment, and appropriateness of
services; emotional and practical social
support for mental health treatment

Figure 1.

Summary of modifiable health behavior predictors from prominent health behavior theories

applied to mental health treatment.
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870 Selected for recruitment

627 (72%) Did not Consent

319 (37%) Declined
Participation
301 (35%) Unresponsive
7 (1%) Unable to consent

243 (28%) Consented to
Phone Screen

93 (38%)
Ineligible/Withdraw/Lost to
follow-up

150 (62%) Eligible and mailed]
packet 86 (36%) Ineligible

3 (1%) Withdraw

4 (2%) Unresponsive

34 (23%) Did not Complete
6 (4%) Withdrew
24 (16%) Did not respond to
survey

Reasons for Ineligibility
17 (20%) Due to treatment utilization

116 (77%) Completed the

stud o/\ I o )
v 4 (3%) Removed from dataset 69 (80%) Did r;’%thng?r}-\Bcl)Dsll;'we on PHQ-9,
due to administrative data !
discrepancies
Figure 2.
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Recruitment flowchart.
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Table 1.

Demographic, Military, and Clinical Characteristics of the Sample with Comparison of Treatment Users and
Non-Users

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny
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Mental Health Treatment Total Sample
Users Non-Users
(n=54) (n=62) (n=116)
n (%) n (%) X n (%)
Positive Screens
PHQ-9 34 (64%) 33 (53%) 1.40 67 (58%)
PCL-5 28 (55%) 15 (28%) 798" 43 (37%)
AUDIT 24 (44%) 34 (55%) 1.25 58 (50%)
Number of Positive Screens (#-fest) M(SD) 1.59 (.66) 1.32 (.56) —237% 1.45 (.62)
Quality of Life (z-tests)
Physical Health M(SD) 10.96 (3.11) 12.34(340)  ,06* 1169 (3.33)
Psychological M(SD) 10.70 (2.65) 12.77(3.28) g3g9***  1181(3.17)
Social Relations M(SD) 10.09 (3.70) 12.14 (4.04)  ,g3** 1118 (4.01)
Environment M(SD) 13.08 (2.60) 14.18(244) 535*  13.67(2.56)
Female Gender 12 (22%) 7 (12%)1 2.40 19 (16%)
Person of C0I0r2 7 (13%) 5 (8%) .70 12 (10%)
Hispanic/Latino Ethnicity 2 (4%) 0 (0%) 3 2 (2%)
Currently married 31 (57%) 31 (51%) 0.50 62 (54%)
Employed Outside the Home 7 (14%) 22 (37%) 7827 29 (26%)
Currently a Student 3 (6%) 0 (0%) _3 3 (3%)
Education Level 911"
High School, GED, or less 10 (19%) 28 (46%) 38 (34%)
Some college 19 (37%) 15 (25%) 34 (30%)
2-yr college degree 10 (19%) 9 (15%) 19 (17%)
4-yr college degree or more 13 (25%) 9 (15%) 22 (20%)
Household Income 5.21
<$20,000 7 (14%) 15 (25%) 22 (20%)
$20,000-$39,999 18 (35%) 12 (21%) 30 (28%)
$40,000-$59,999 9 (18%) 15 (26%) 24 (22%)
$60,000+ 17 (33%) 16 (28%) 33 (30%)
Branch5
Army 30 (56%) 43 (69%) 2.36 73 (63%)
Air Force 7 (13%) 7 (11%) 0.08 14 (12%)
Navy 14 (26%) 9 (15%) 2.36 23 (20%)
Marines 9 (17%) 4 (7%) 3.03 13 (11%)
Era6
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Mental Health Treatment Total Sample
Users Non-Users

(n=54) (n=62) (n=116)

n (%) n (%) x? n (%)
Vietnam 14 (28%) 42 (69%) 19.05*** 56 (50%)
Persian Gulf War | 16 (31%) 11 (18%) 2.70 27 (24%)
Gulf War 1l 17 (33%) 12 (20%) 2.70 29 (26%)
Combat Exposure 28 (55%) 32 (55%) 0.001 60 (55%)

Notes.

*
p <.05;

Aok

p<.01;

Aok

p <.001;

1. . . Lo
One Veteran in the mental health treatment non-users group endorsed both genders and was excluded from the gender XZ analysis reported in this

table;

ZVeterans identifying as Black/African American (n=8, 7%), Native Hawaiian/Pacific Islander (n=1, 1%), and Mixed Race (n=3, 3%) were

collapsed into a single group for reporting and for the x

3. . .
XZ analysis not conducted because expected cell size was less than 5;

2 analysis due to small expected cell size;

4. . . . .
The top three bands of income were collapsed for reporting and for the XZ analysis due to small expected cell size.;

5 L
One veteran reported service in the Coast Guard;

6. - .
The three most common eras are reported here, 1 veteran reported Korean era service and 11 veterans reported Grenada era service
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