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Abstract

Background: Veterans have higher rates of anxiety, depression, and posttraumatic

stress disorder (PTSD), and may be vulnerable to mental health consequences of the

Covid‐19 pandemic. More than half of veterans who meet mental illness criteria do

not seek help. This study screened for clinical symptoms and evaluated the efficacy

of a brief, online social‐contact‐based video intervention in increasing treatment‐
seeking intentions among veterans. We hypothesized that the video‐based inter-

vention would increase treatment‐seeking intentions more than written vignette

and control conditions.

Methods: One hundred seventy‐two veterans were randomized to either a (a) brief

video‐based intervention; (b) written vignette intervention, or (c) nonintervention

control group. In the 3‐min video, a veteran previously diagnosed with PTSD de-

scribed his symptom reactivation by Covid‐19, his barriers to care, and how therapy

helped him to cope. Assessments were conducted at baseline, postintervention, and

at 14‐ and 30‐day follow‐ups.
Results: A total of 91 (53%) veterans reported high levels of clinical symptoms,

especially those self‐reporting Covid‐19 exposure. The brief video‐based interven-

tion yielded greater increase in treatment‐seeking intentions among veterans.

Within the video group, women showed an increase in treatment‐seeking intentions

from baseline to postintervention only, whereas men showed a more sustained

effect, from baseline to Day 14.

Conclusions: Surveyed veterans reported high symptoms levels. A brief video in-

tervention increased treatment‐seeking intention, likely through identification and

emotional engagement with the video protagonist. This easily disseminable video‐
based intervention has the potential to increase likelihood of seeking care. Future

research should examine longer term sustainability and changes in help‐seeking
behavior.
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1 | INTRODUCTION

The Covid‐19 pandemic has profoundly affected individuals world-

wide, exposing them to greater risk of anxiety, depression, and

posttraumatic stress disorder (PTSD) (Amsalem et al., 2020). People

prone to psychological problems are especially vulnerable. Veterans

often have high rates of preexisting trauma and report high pre-

valence of psychiatric disorders (Blodgett et al., 2015; Breslau

et al., 2008; Trivedi et al., 2015; Wild et al., 2016). Pre‐Covid‐19
comparison of US veterans to the general population found that

veterans had more anxiety (23% vs. 17%), depression (33% vs. 19%),

and PTSD (26% vs. 13%) symptoms (Fortney et al., 2016). Yet, some

veterans might be less impacted if they already have PTSD and

feeling unsafe is not new to them (Rosen et al., 2005). A recent study

showed that veterans may face risk of increased rates of mental

problems during the pandemic (Murphy et al., 2020). Thus, addres-

sing COVID‐19 mental health problems among veterans, and effec-

tively enhancing their help‐seeking, is crucial. Encouraging veterans

to pursue treatment might reduce long‐term costs, disability, and

future psychiatric morbidity (Dell'Osso et al., 2013; Kraus

et al., 2019).

Approximately 60% of veterans who meet mental illness

criteria do not seek help (Hoge et al., 2004; Lazar, 2014). Across

studies, one of the most frequently reported barriers to help‐
seeking among veterans is concern about stigma, with many ex-

pecting to face prejudice and discrimination (Iversen et al., 2011;

Kehle et al., 2010). For example, “My friends and family members

might treat me differently” and “I would be seen as weak” are among

the main stigma concerns veterans endorse (Sharp et al., 2015).

In this pandemic‐related stress, some psychological first aid

packages include components that target stigma reduction (Blake

et al., 2020). As studies have found a negative association be-

tween treatment stigma and intentions to use mental health

services (Blais & Renshaw, 2013; Clement et al., 2015; Sharp

et al., 2015), interventions to reduce stigma and increase

treatment‐seeking intentions among veterans could promote

treatment participation.

Research has shown that social contact‐based interventions

most effectively reduce mental‐health‐related stigma and atti-

tudes and enhance help‐seeking intentions (Thornicroft

et al., 2016). Social contact involves interpersonal contact with

members of the stigmatized group. Members of the general po-

pulation who meet and interact with individuals with lived ex-

perience (i.e., individuals who are struggling with mental illness

themselves) are likely to lessen their stigma and discrimination.

The core element of contact‐based antistigma programs is an

empowered presenter from the stigmatized group who describes

his or her personal story, preferably tailored to enhance audience

identification (Amsalem et al., 2020; Corrigan et al., 2013; 2014),

with emphasis on recovery‐oriented themes showing greater

efficacy than symptom‐based content (Li et al., 2017). Video‐
based social contact interventions have shown similar efficacy to

in‐person presentations in improving attitudes toward

individuals with lived experience (Janoušková et al., 2017; Koike

et al., 2018). Moreover, while in‐person interventions are diffi-

cult to replicate and tend to target relatively small exposure

groups, video‐based interventions necessitate minimal resource

use, cost less, and facilitate dissemination to specific targeted

audiences. Previous studies that examined the efficacy of social

contact‐based video interventions among veterans used educa-

tional content with a series of hundreds of videos (Hamblen

et al., 2019) or a 35‐min long video (Hurtado et al., 2019). No

study has shown the efficacy of a single ultra‐brief video.
To address this gap, we designed a randomized controlled

study to screen veteran psychopathology and test the efficacy of

a brief video‐based intervention in increasing treatment‐seeking
intentions, with assessments at baseline, postintervention, and at

14‐ and 30‐day follow‐ups. Participants with military experience

(US veterans) were randomly assigned to one of three conditions:

(1) a brief video‐based intervention (“video”); (2) a written

vignette intervention, containing the same material as the video

(“vignette”); or (3) a nonintervention control group (“control”).

We hypothesized: (1) as with other disasters and epidemics, the

Covid‐19 pandemic would produce relatively high levels of an-

xiety, depression, and PTSD, and (2) the brief video‐based in-

tervention would increase treatment‐seeking intentions more

than the vignette and control groups.

2 | METHODS

2.1 | Participants and recruitment

We recruited participants using Amazon Mechanical Turk

(MTurk) (Paolacci et al., 2010), a leading crowdsourcing platform

widely used in medical and psychology research (Cunningham

et al., 2017). We used several methods to ensure the validity of

participants and their responses: First, we scanned all partici-

pants to exclude people based on answering the survey more

than once, completing the assessment in less than the minimum

expected time, locations (coordinates) outside of the United

States, or having suspicious IP addresses. Second, we used an

open‐ended question format requiring the participant's age as a

validity question and allowed only a two‐digit number as a valid

answer. We then compared that answer to the age data MTurk

provided to disqualify fake participants. Third, we added a

question about military trauma with an option of “I did not serve

in the military.” All of this resulted in the exclusion of one (0.6%)

participant. We required participants to be English‐speaking US

residents, 18–80 years old, with self‐reported military experi-

ence. Participants were compensated $6 for study participation.

The New York State Psychiatric Institute Institutional Review

Board approved the project. Before study entry, participants

reviewed an informed consent form. Those who agreed to par-

ticipate were directed to complete the study procedures via

Qualtrics.com, a secure, online data‐collection platform.
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2.2 | Procedure

We conducted baseline demographic questionnaires and assess-

ments before randomizing participants into one of three study

groups (Figure 1). We also assessed whether participants had tested

positive for Covid‐19 or had a close friend/family member currently

or previously diagnosed with Covid‐19. The postintervention as-

sessment was conducted immediately following the intervention.

Follow‐up assessments were conducted 14 and 30 days after the

postintervention assessment.

2.3 | Intervention

This study evaluated the short‐ and longer‐term efficacy of a video‐
based intervention in increasing treatment‐seeking intentions. The

video‐based intervention was a 3‐min video derived from a 35‐min

interview of a 43‐year‐old National Guard veteran who had served in

Iraq and had been diagnosed with PTSD. Well‐spoken with self‐
deprecating humor, he described his barriers to care and reported

avoiding seeking help for 10 years due to perceived stigma (“I

thought that [getting treatment] was a sign of weakness, a sign that you

can't do your job”). He described overcoming prior false, negative

assumptions about treatment, discovering the benefits of social

support and psychotherapy, and how they helped him to cope with

Covid‐19 stressors that had reactivated his symptoms. He concluded

with supportive encouragement: “If I can do this, you can do this!”

The video was designed to humanize suffering via social contact. It

depicted the veteran as a rounded human being and presented his

symptoms in the context of his personal human narrative. The

vignette was a written description of the content contained in the

video but lacked the direct social contact aspect of the video.

2.4 | Instruments

As the primary outcome measure, we used the three items mea-

suring “openness to seeking help” from the Attitude Towards Seeking

Professional Psychological Help Scale (ATSPPH‐SF) (Elhai

et al., 2008), the most widely used assessment tool of help‐seeking
attitudes (Picco et al., 2016). The chosen items specifically tested

help‐seeking intentions: “I might want to have psychological coun-

seling in the future,” “I would want to get psychological help if I were

worried or upset for a long period of time,” and “A person with an

emotional problem is not likely to solve it alone; he or she is more

likely to solve it with professional help.” Response options were:

1 = “disagree,” 2 = “partially disagree,” 3 = “partially agree,” and

4 = “agree.” The total score ranged from 4 to 12, with higher scores

indicating greater help‐seeking intentions. In this study, Cronbach's

alpha coefficient of the ATSPPH items was .79. The ATSPPH‐SF was

assessed at all four‐time points (i.e., baseline, postintervention,

14‐ and 30‐day follow‐ups).
Clinical assessments, conducted at baseline and at the 14‐ and

30‐day follow‐ups only, included the Generalized Anxiety Disorder‐7
(GAD‐7), Patient Health Questionnaire‐9 (PHQ‐9), and Primary Care

PTSD Screen (PC‐PTSD). The seven GAD‐7 items assess generalized

anxiety symptoms during the past 2 weeks (Spitzer et al., 2006).

Response options were: 0 = “not at all,” 1 = “several days,” 2 = “more

than half the days,” and 3 = “nearly every day.” Total score ranges

from 0 to 21, with higher scores indicating greater self‐reported
anxiety. Total score ≥5 indicates possible anxiety with high sensi-

tivity (89%) and specificity (82%) (Spitzer et al., 2006). Cronbach's

alpha for this study showed good internal consistency (α = .92). The

PHQ‐9 is a screening instrument for major depression based on the

Diagnostic and Statistical Manual of Mental Disorders, 5th Edition

(DSM‐5) criteria (Kroenke et al., 2001). The nine‐item instrument

assesses depression symptoms during the past 2 weeks. Response

options echo those of the GAD‐7. Total score ranges from 0 to 27,

with higher scores indicating greater self‐reported depression. Total

score ≥10 indicates possible major depression, with sensitivity of

88% and specificity of 85% (Levis et al., 2019). Cronbach's alpha in

this sample was .90.

The PC‐PTSD‐5, a screening instrument with five yes/no‐item
questions, is designed to identify respondents with probable PTSD.

This self‐report reflects DSM‐5 PTSD diagnostic criteria, with three

positive items being the screening threshold (Prins et al., 2016). The

PC‐PTSD has good reliability and showed good operating char-

acteristics when compared to PTSD diagnosis based on clinician in-

terviews (Ouimette et al., 2008). In addition to assessing previous

military trauma, this study focused the PC‐PTSD on Covid‐related
events, to understand whether Covid‐19 reactivated pre‐existing

F IGURE 1 Study profile
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PTSD symptoms. Hence, items were adjusted: “In the past month,

have you felt guilty or unable to stop blaming yourself or others for

the COVID‐19 related events?,” and “Have you felt numb or de-

tached from people, activities, or your surroundings?” Cronbach's

alpha was .72.

2.5 | Analysis

Data were analyzed using SPSS 26.0. We used Pearson's χ2 and

one‐way analysis of variance to compare demographic variables,

baseline psychopathological characteristics, and baseline

ATSPPH‐SF scores of the three groups. We used Independent t

tests to compare baseline psychopathological characteristics

(continuous variables), and χ2 tests to compare the severity of

each psychopathology (ordinal variables) of participants who did

and did not report Covid‐19 exposure. All statistical tests were

two‐sided, using α < .05.

Intervention effects were tested using the generalized estimat-

ing equations (GEE) approach (Zeger & Liang, 1986; Zeger

et al., 1988), as recommended for randomized controlled trials (Vens

& Ziegler, 2012). The GEE approach accounts for correlated

repeated‐measures analysis and accommodates missing data via es-

timated marginal means relying on the entire sample. Thus, this

analytic strategy includes data from all randomized participants who

provided at least one data point. To represent within‐subject de-

pendencies in the models, we specified an unstructured correlation

matrix. We first applied a full factorial model across the four time

points (baseline and postintervention, 14 and 30‐day follow‐ups) for
treatment‐seeking intentions, and three time points (baseline,

14‐ and 30‐day follow‐ups) for clinical symptoms. Time‐by‐group
interaction terms were used to test the intervention effect hypoth-

esis of greater treatment‐seeking in the video group. For significant

differences, post hoc tests were used to compare each group pair.

Effect sizes are reported using Cohen's d when appropriate.

3 | RESULTS

3.1 | Demographic characteristics

All 172 participants completed the baseline and postintervention

assessments, 142 (83%) completed the 14‐day follow‐up, and 130

(76%) completed the 30‐day follow‐up (Figure 1). Baseline char-

acteristics did not differ between completers and noncompleters,

and rate of dropout did not differ between conditions (range:

23%–26%). This mostly (69%) male sample had a mean age of 47.2

(SD: 14.2; range: 23–78). Most participants identified as White

(n = 132, 76%); 23 (14%) as African American, 4 (2%) as Asian, 2 (1%)

as Native American, and 8 (5%) self‐identified as other. A total of 15

(9%) reported Hispanic ethnicity. Study groups did not significantly

differ by age, gender, or race/ethnicity. Baseline GAD‐7, PHQ‐9, and
PC‐PTSD scores did not differ across study groups (Table 1).

3.2 | Clinical characteristics and exposure to
Covid‐19

A total of 67 (39%) participants screened positive for probable

generalized anxiety disorder (GAD‐7 ≥5), with 22 (13%) reporting

moderate anxiety (GAD‐7 ≥10) and 10 (6%) reporting severe anxiety

(GAD‐7 ≥15). A total of 78 (45%) participants screened positive for

probable depression (PHQ‐9 ≥5), including 16 (9%) reporting mod-

erate (PHQ‐9 ≥10), 11 (6%) reporting moderately severe (PHQ‐9
≥15), and 5 (3%) reporting severe depression (PHQ‐9 ≥20). A total of

31 (18%) participants reported symptoms suggesting probable PTSD

(PC‐PTSD ≥3; Table 2). Overall, 118 (69%) participants screened

positive for either anxiety, depression and/or PTSD across times

points.

A total of 60 (35%) participants reported Covid‐19 exposure

(testing positive or having a close friend/family member diagnosed

with Covid‐19) at baseline, with distribution not differing across

study groups (χ2 = 1.97; p = .37). Covid‐19‐“exposed” participants had
lower mean age (43.3 ± 12.9 vs. 49.3 ± 14.6; p = .009) and reported

increased social media use: 20 (34%) participants reported spending

more than 4 h a day, compared to 15 (13%) participants in the

nonexposed group (χ2 = 13.4; p = .004). Covid‐19‐“exposed” partici-

pants reported higher baseline clinical symptoms: 53% (vs. 32%

nonexposed) screened positive for GAD (GAD‐7 ≥5) (χ2 = 13.8;

p = .003), 55% (vs. 40% nonexposed) for depression (PHQ‐9 ≥5)

(χ2 = 18.7; p = .001), and 32% (vs. 11% nonexposed) for PTSD

(PC‐PTSD ≥3) (χ2 = 12.0; p = .001; Table 2).

3.3 | Intervention effects

As hypothesized, study groups significantly differed on the primary

outcome. The brief video intervention yielded greater increase in

treatment‐seeking intentions. Figure 2 presents results of the GEE

model for ATSPPH scores. Baseline scores did not differ across study

groups (Video mean scores 7.4, confidence interval [CI] [6.9–8.0],

vignette 7.9, CI [7.3–8.6], and control 7.3, CI [6.6–8.1]). A main effect

of time (Wald χ2 = 34.5; p < .001) was subsumed under a significant

time‐by‐group interaction effect (Wald χ2 = 13.9; p = .031). Follow‐up
analyses of baseline and post‐intervention time points indicated a

significant main effect of time (Wald χ2 = 21.9; p < .001) and a group‐
by‐time interaction (Wald χ2 = 12.3; p = .002), with increased

treatment‐seeking intentions in the video group only (CI [0.51–1.13],

p < .001, Cohen's d = 0.32; video from 7.4 (CI [6.9–8.0]) to 8.2 (CI

[7.7–8.8]); vignette from 8.0 (CI [7.3–8.6]) to 8.1 (CI [7.4–8.7]);

control from 7.3 (CI [6.6–8.1]) to 7.6 (CI [6.9–8.3]). Further analysis

comparing the postintervention and 14‐day follow‐up means scores

yielded only a main effect of time (Wald χ2 = 8.8; p < .001), with the

14‐ and 30‐day follow‐ups yielding no significant effects.

Figure 3 presents the results of a secondary, within‐groups item‐
level analysis, among the 118 (69%) participants who reported psy-

chopathology (anxiety, depression and/or PTSD). A main effect of

time (Wald χ2 = 17.2; p = .001) was subsumed under a near significant
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time‐by‐group interaction effect (Wald χ2 = 11.7; p = .069). The

video group's ATSPPH mean scores increased from 7.6 (CI [6.9–8.3])

at baseline to 8.4 (CI [7.9–9.1]) at postintervention (p < .001, Cohen's

d = 0.34), 8.9 (CI [8.3–9.6]) at 14‐day follow‐up (p = .01;

Cohen's d = 0.56), and 8.6 (CI [7.9–9.3]) at 30‐day follow‐up (p=.13,

Cohen's d = 0.37). The vignette group scores were 8.1 (CI [7.4–8.8])

at baseline, 8.1 (CI [7.3–8.9]) at post‐intervention, 8.5 (CI [8.1–9.0])

at 14‐day follow‐up, and 8.3 (CI [7.9–8.8]) at 30‐day follow‐up. The
control group scores were 7.7 (CI [6.9–8.5]) at baseline, 8.0 (CI

[7.3–8.8]) at postintervention, 8.2 (CI [7.5–8.9]) at 14‐day follow‐up,
and 8.2 (CI [7.7–8.8]) at 30‐day follow‐up.

To better understand the observed intervention effects, and

based on our previous study (Amsalem et al., 2020), we con-

ducted a secondary, within‐groups item‐level analysis. As the

protagonist in the video was male, we examined whether the

video had greater influence on men. For the video‐based group,

both men and women reported increased help‐seeking intentions

between baseline and postintervention (men: from 7.3 to 7.8,

paired t test = 4.0, p < .001; Cohen's d = 0.22, CI [0.3–0.8]; wo-

men: from 8.2 to 8.5, paired t test = 3.4, p = .002, Cohen's

d = 0.17, CI [0.1–0.7]), but only men showed an additional in-

crease in mean scores between postintervention and the 14‐day
follow‐up assessment (for men: from 7.8 to 8.6, t = 2.5, p = .016,

Cohen's d = 0.42, CI [0.3–1.2] vs. for women: from 8.5 to 8.6,

t = 0.2, p = .88, CI [−0.7–0.8]). No differences emerged at 30‐day
follow‐up. No gender differences were found within the vignette

and control groups at any time point.

4 | DISCUSSION

Our randomized controlled trial assessed self‐reported probable

anxiety, depression, and PTSD among veterans during Covid‐19, and
tested the utility of a brief intervention in increasing their treatment‐
seeking intentions. Self‐reported psychiatric symptoms were high in

this veteran, Covid‐era sample. As hypothesized, the brief video‐
based intervention yielded greater increase in treatment‐seeking
intentions among veterans. In the 3‐min video, a veteran previously

diagnosed with PTSD and depression portrayed his personal story,

described how Covid‐19 reactivated his symptoms, and how therapy

helped him to cope with daily difficulties. Consistent with previous

studies (Hurtado et al., 2019; Thornicroft et al., 2016), this RCT

showed the greater effectiveness of social contact‐based video in-

terventions. This study is the first to demonstrate effectiveness of a

brief social contact‐based video in increasing treatment‐seeking in-

tentions among veterans.

TABLE 1 Demographics and
Psychopathological Characteristics at
Baseline, n (%)

Video Vignette Control

Items n = 86 n = 44 n = 42 Total n = 172 statistic p Value

Mean age (SD) 48.2 ± 14.3 45.4 ± 13.3 47.3 ± 15.6 47.2 ± 14.3 0.57a .57

Gender—male (%) 60 (70) 30 (68) 28 (67) 118 (69) 1.17b .88

Hispanic 7 (8) 5 (11) 3 (7) 15 (9) 2.38b .67

Race

White 64 (74) 39 (89) 28 (67) 132 (76) 10.1b .43

African American 12 (14) 2 (5) 9 (21) 23 (14)

Asian 2 (2) 0 (0) 2 (5) 4 (2)

Native American 2 (2) 0 (0) 0 (0) 2 (1)

Other 4 (5) 2 (5) 2 (5) 8 (5)

Exposure to

Covid‐19
26 (31) 17 (39) 17 (40) 60 (35) 1.97b .37

Exposure to military

trauma

23 (27) 16 (36) 10 (24) 49 (28) 1.92b .38

Clinical symptoms at

baseline

GAD‐7 4.7±5.0 4.2±5.0 5.0±5.1 4.7±5.0 0.25a .78

PHQ‐9 5.2±5.6 5.7±5.8 5.7±6.0 5.4±5.7 0.16a .85

PC‐PTSD 1.2±1.4 1.2±1.5 1.1±1.4 1.2±1.4 0.16a .85

Abbreviations: ANOVA, analysis of variance; DSM‐5, Diagnostic and Statistical Manual of Mental

Disorders, 5th Edition; GAD‐7, generalized anxiety disorder; PC‐PTSD, Primary Care PTSD Screen for

DSM‐5; PHQ‐9, Patient Health Questionnaire.
aOne way ANOVA.
bPearson χ2.
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TABLE 2 Exposure to Covid‐19 and
Clinical Symptoms at Baseline

Total Exposure to Covid‐19a
(n = 172) Yes (n = 60) No (n = 112) statistic p Value

Age 47.2 ± 14.2 43.3 ± 12.9 49.3 ± 14.6 2.7b .009

Clinical symptoms

GAD‐7 (range: 0–21) 4.7 ± 5.0 6.2 ± 5.4 3.8 ± 4.7 3.1b .003

PHQ‐9 (range: 0–27) 5.4 ± 5.7 6.9 ± 5.9 4.7 ± 5.5 2.4b .020

PC‐PTSD (range: 0–5) 1.2 ± 1.4 1.7 ± 1.6 0.9 ± 1.3 3.5b .001

Severity level of GAD

Mild (9≥GAD‐7≥5) 35 (20%) 12 (20%) 23 (21%) 13.8c .003

Moderate (14≥GAD‐7≥10) 22 (13%) 15 (25%) 7 (6%)

Severe (GAD‐7 ≥15) 10 (6%) 4 (7%) 6 (5%)

Total 67 (39%) 31 (53%) 36 (32%)

Severity level of depression

Mild (9≥PHQ‐9≥5) 46 (27%) 13 (22%) 33 (29%) 18.7c .001

Moderate (14≥PHQ‐9≥10) 16 (9%) 12 (20%) 4 (4%)

Moderately severe

(19≥PHQ‐9≥15)
11 (6%) 7 (12%) 4 (4%)

Severe (PHQ‐9 ≥20) 5 (3%) 1 (2%) 4 (4%)

Total 78 (45%) 33 (55%) 45 (40%)

PTSD 31 (18%) 19 (32%) 12 (11%) 12.0c .001

Any psychopathology 118 (69%) 46 (27%) 41 (24%) 3.8c .051

Note: The bold values are the significance p values for "statistics" column.

Abbreviations: DSM‐5, Diagnostic and Statistical Manual of Mental Disorders, 5th Edition; GAD‐7,
generalized anxiety disorder; PC‐PTSD, Primary Care PTSD Screen for DSM‐5; PHQ‐9, Patient Health

Questionnaire.
aExposure to Covid‐19 were participants who tested positive to Covid‐19, or had a close friend/family

member who tested positive.
bIndependent t test.
cPearson χ2.

F IGURE 2 Comparison between Video (n = 86), Vignette (n = 44)
and Control (n = 42) Groups on Attitudes Toward Seeking
Professional Help Scale (ATTPHS) Over Time. Scores ranged from 3
to 12, with higher scores indicate higher help seeking intentions; F/U.
follow‐up

F IGURE 3 Comparison between Video (n = 54), Vignette (n = 30)
and Control (n = 34) Groups on Attitudes Toward Seeking
Professional Help Scale (ATTPHS) Over Time among veterans who
reported anxiety, depression or PTSD. Scores ranged from 3 to 12,
with higher scores indicate higher help seeking intentions; F/U,
follow‐up
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Overall, the video‐based intervention yielded a greater in-

crease in treatment‐seeking intentions compared to written

vignette and control groups, mostly short‐term. Furthermore, a

secondary analysis among a subgroup of veterans who reported

clinical symptoms of anxiety, depression, or PTSD showed a si-

milar pattern of increase in treatment‐seeking intention in the

video group only. Other studies (Hamblen et al., 2019; Hurtado

et al., 2019) that tested social contact‐based interventions used

much longer videos or a significantly greater number of videos.

Brevity has advantages: lower cost, use of fewer resources, and

offering focused, proactive approach to encourage veterans to

seek help if needed. This single, targeted, Covid‐related anti-

mental health stigma video can be sent by email or shared on

social media platforms. How can a 3‐min video create such

change? The video protagonist, a 43‐year‐old White male, shared

several characteristics with most viewers: age (mean = 47), gen-

der (70% male), race (74% identified as White), and, of course,

the living experience of a veteran trying to cope with the

Covid‐19. In addition to veterans, this brief intervention may

benefit other subgroups affected by this pandemic (e.g., health-

care workers), potentially changing their openness to treatment‐
seeking as well (Serrano‐Ripoll et al., 2020). However, we found

no differences across conditions at Day 30. Future studies should

explore whether booster videos enhance the intensity and dur-

ability of this effect among veterans and other populations

(Corrigan et al., 2015).

A secondary, within groups item‐level analysis showed that al-

though the video had an immediate effect on both men and women,

only men showed persisting, longer‐term effects. This gender dif-

ference, found only in the video group, strengthens our hypothesis

that a tailored intervention enabled identification and enhanced the

emotional engagement between video protagonist and viewer. This

finding corroborates our previous study: a similar intervention with a

22‐year‐old woman protagonist sharing her living experience with

psychosis showed greater efficacy among women viewers in the vi-

deo group only (Amsalem et al., 2020). Further studies should ex-

amine whether characteristics as age, gender, race/ethnicity could

create greater change in perception regarding treatments and

seeking help.

Almost half of the participants reported probable anxiety and

depression, one‐fifth reported PTSD symptoms, and of the

172 participants, 118 (69%) reported probable psychopathology

across time points. No other study has screened for clinical symptoms

among veterans during the Covid‐19 pandemic, although compared to

data of veterans pre‐Covid‐19, or to nonveteran groups during the

pandemic, it appears relatively high. For example, using equivalent

instruments, a previous study of veterans. Conducted before the

Covid‐19 era, showed lower rates for probable anxiety (23%) and

depression (33%), and a similar level of PTSD (Fortney et al., 2016).

Recent studies among healthcare workers, people diagnosed with

Covid‐19, and their relatives show similarly increased rates of symp-

tomatology (Pappa et al., 2020; Pfefferbaum & North, 2020). The

Covid‐19 pandemic has profoundly affected individuals and

populations, and these findings emphasize the need to intervene for

at‐risk groups like veterans (Pfefferbaum & North, 2020).

4.1 | Limitations

Our study has several limitations. First, study findings are limited to

MTurk participants, who might differ from the veteran population

(Paolacci et al., 2010). For example, 76% of participants reported

white race, 14% reported African American race, and 9% reported

Hispanic ethnicity, percentages slightly divergent from the distribu-

tion of the US veteran population of 81% White, 12% African

American, and 8% Hispanic (https://www.va.gov/vetdata/veteran_

population.as). Second, our survey of veteran symptoms derived

from a relatively small sample, used only self‐report instruments, and

hence requires cautious interpretation. Third, we only assessed

openness to seeking help (treatment‐seeking intentions), the re-

porting of which is subject to social desirability (Perinelli &

Gremigni, 2016) and thus may not reflect actual help‐seeking be-

haviors. Future studies should measure change in help‐seeking be-

haviors and inquire if respondents were actually receiving mental

health services. Last, our study showed limited longer‐term effects of

our brief video intervention. Further studies are needed to examine

how to create a sustainable effect.

5 | CONCLUSION

The Covid‐19 pandemic has accelerated an already emerging trend

towards online platforms, which is changing dissemination of

knowledge and consumption of contents. More than half of the

surveyed veterans reported symptoms of either generalized anxiety,

depression, and/or PTSD, emphasizing the need for an online inter-

vention to increase treatment‐seeking. A 3‐min online social contact‐
based video intervention effectively increased self‐reported short‐
term help‐seeking intentions among participants. Men showed a

greater duration of this effect solely in the video group, supporting

our hypothesis that identification with the video protagonist in-

creases treatment‐seeking intentions. This is the first study to assess

Covid‐19 related psychopathology in a veteran sample, and to use

such a brief intervention. This ultra‐brief video‐based intervention

can be easily shared and disseminated by email or social media

platform, and has the potential to increase likelihood of seeking care,

which is crucial during this Covid‐19 pandemic era. Future studies

should examine the effect of a series of videos (booster videos) on

treatment‐seeking intentions and behaviors.
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