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Objective: This study assessed be-
liefs about mental health treat-
ment in a group of soldiers newly
returning from the war in Iraq.
Methods: Participants were 20
National Guard soldiers who had
served in Operation Iraqi Free-
dom. Soldiers who in phone inter-
views screened positive for a
mental disorder were asked
about advantages and disadvan-
tages of seeking treatment, who
would or would not support treat-
ment seeking, and facilitators and
barriers to treatment seeking. Re-
sults: Stigma was portrayed as a
major disadvantage to treatment
seeking. Yet most participants in-
dicated that people would be sup-
portive of treatment seeking. Re-
ducing symptoms was a major ad-
vantage of care. Barriers, espe-
cially those viewed as “self-in-
duced,” such as pride, not being
able to ask for help, and not being
able to admit to having a prob-
lem, were considered major im-
pediments. Conclusions: The find-
ings suggest that interventions de-

veloped to engage veterans in
care must be directed toward
cognitive factors that motivate
treatment seeking. (Psychiatric
Services 58:1358–1361, 2007)

The likelihood of military veterans
having mental health symptoms

increases postdeployment, particular-
ly for those who have combat-related
experiences (1). About a quarter of
recent war veterans receiving care in
the Department of Veterans Affairs
(VA) health care system have report-
ed mental health problems (2). Sol-
diers returning from Iraq were more
likely to meet criteria for depression,
anxiety, or posttraumatic stress disor-
der (PTSD) than soldiers returning
from Afghanistan (1). Rates of mental
health symptoms for soldiers return-
ing from Iraq were as high as 20% for
PTSD, 18% for anxiety, and 15% for
depression (1).

Given the prevalence of mental
health concerns among returning vet-
erans, it is critical to promote the de-
tection and treatment of these disor-
ders in this population. Unfortunate-
ly, many returning veterans struggling
with such problems do not initiate
treatment (1). This study was de-
signed to explore factors that influ-
ence veterans’ decisions to seek treat-
ment for these disorders. A better un-
derstanding of the underlying deter-
minants can provide the basis for in-
terventions to encourage treatment
seeking.

The conceptual framework for the
study was provided by the theory of
planned behavior (3), which has been

used successfully to explain and pre-
dict health behaviors (4–9). Briefly,
according to the theory, human action
is guided by three considerations: be-
liefs about likely consequences of be-
havior (behavioral beliefs), beliefs
about the normative expectations of
others (normative beliefs), and beliefs
about factors that facilitate or prevent
performance of behavior (control be-
liefs). In their respective aggregates,
behavioral beliefs produce a favorable
or unfavorable attitude toward the be-
havior, normative beliefs result in per-
ceived social pressure or subjective
norm, and control beliefs give rise to
perceived behavioral control—the
perceived capability of performing
the behavior. In combination, attitude
toward the behavior, subjective norm,
and perception of behavioral control
lead to the formation of a behavioral
intention. As a general rule, the more
favorable the attitude and subjective
norm and the greater the perceived
control, the stronger should be the
person’s intention to perform the be-
havior in question. Finally, given a suf-
ficient degree of actual control over
the behavior, people are expected to
carry out their intentions when the
opportunity arises. Intention is thus
assumed to be the immediate an-
tecedent of behavior and to guide be-
havior in a controlled and deliberate
fashion. However, because many be-
haviors pose difficulties of execution
that may limit volitional control, it is
useful to consider actual behavioral
control in addition to intention.

According to the theory of planned
behavior, the decision to engage in
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any behavior can ultimately be traced
to the person’s beliefs about that be-
havior. For the purpose of this study,
we identified the behavior as seeking
mental health treatment from a
physician or mental health specialist
for the treatment of mental health
concerns within one year after return-
ing from the war in Iraq. To obtain in-
formation about the behavioral, nor-
mative, and control beliefs common
in the research population, we con-
ducted elicitation interviews with key
informants. In contrast to traditional
qualitative interviews intended for
open coding, elicitation interviews
are designed to collect specific infor-
mation about predetermined con-
structs identified by the theory of
planned behavior. The beliefs identi-
fied in this manner can be used in fu-
ture intervention programs. The Uni-
versity of Arkansas for Medical Sci-
ences and the Central Arkansas Vet-
erans Healthcare System Research
and Development institutional re-
view boards approved this study.

Methods
Army National Guard soldiers who
served a one-year deployment in Op-
eration Iraqi Freedom were enrolled
during monthly drill weekends at lo-
cal armories approximately one year
after returning from war. This study
took place between June and Novem-
ber 2006. Participants were given in-
formation about the study through
the chain of command. Interested
participants were asked to go through
an informed consent process with re-
search staff. Eligibility was deter-
mined through a structured diagnos-
tic assessment for depression, panic
disorder, generalized anxiety disor-
der, PTSD, and alcohol abuse disor-
der with the Mini International Neu-
ropsychiatric Interview (MINI), a
commonly used and validated struc-
tured psychiatric assessment instru-
ment (9). Participants who screened
positive for at least one of the target-
ed disorders were eligible to partici-
pate as key informants in the elicita-
tion interviews.

Thirty-five veterans were screened
with the MINI, and 20 screened posi-
tive for one of the disorders. All 20 par-
ticipated in the elicitation interviews.

Beliefs were elicited in open-ended,

semistructured interviews designed to
gather information about the decision
to seek behavioral health care with the
theory of planned behavior model. In-
terviews were conducted with individ-
uals by phone and audiotaped. All in-
terviews were conducted by the prin-
cipal investigator (TS). Screenings
were conducted by other research per-
sonnel. To elicit behavioral beliefs
about seeking mental health treatment
from a physician or mental health spe-
cialist to treat mental health concerns,
participants were asked to describe
any advantages or disadvantages that
may occur from participating in men-
tal health care. To elicit normative be-
liefs, participants were asked to de-
scribe any people, groups, or organiza-
tions that support or discourage the
use of mental health care. To elicit
control beliefs, participants were
asked to identify any factor that facili-
tates or impedes plans to initiate men-
tal health care.

Interviews were transcribed and
coded for each interviewee. Tran-
scriptions were checked for com-
pleteness and accuracy. Three re-
viewers analyzed the content to iden-
tify commonly held beliefs in the re-
search population. Coding occurred
on a line-by-line basis in the text to in-
crease the likelihood that each theme
would be captured. Coders identified
beliefs by using multiple strategies,
including searching the text for main
ideas, listening to stories, putting
themes together, identifying repeti-
tion among respondents, looking for
opposite themes, and searching for
confirming and disconfirming evi-
dence of themes. Using the theory of
planned behavior model as a guide,
coders identified and coded each be-
lief. A coding sheet was designed on
the basis of responses for each of the
three key constructs. Similar beliefs
were grouped together to increase
specificity to the theory. To increase
confidence that all instances of com-
monly held beliefs were identified,
coders read and marked codes inde-
pendently before meeting jointly to
discuss themes for consensus.

Results
Characteristics of the sample are
shown in Table 1.

Getting better was reported by 16

of 20 (80%) of informants as the pri-
mary advantage of seeking mental
health care. Most statements focused
on the need for symptom improve-
ment, especially for sleep and rela-
tionships. “I can’t sleep anymore.
Over there, going to bed could get
you killed.”

Half of the sample reported that
being able to talk to someone who
would understand their symptoms
was a primary advantage of treat-
ment. One informant reported, “You
can’t get a shot for these problems—
or a pill. You need time to process it.”

Another six participants (30%)
talked about treatment as a means to
return to “normal,” although this con-
cept was expressed in multiple ways.
Some reported a desire to be able to
concentrate and perform at work.
Others wanted to be released from
traumatic memories: “I can deal with
PTSD as long as it is not every time I
walk in the door, drive down the road,
or sit in my chair. You know every TV
show has something that triggers
something. It could be my wife in
there cooking and I get the smell of
brains. Everything now triggers
something for me in Iraq.”

The primary disadvantage of re-
ceiving mental health care was stig-
ma. Stigma was identified both in
terms of the label received for being
“crazy” and the consequences to par-
ticipants’ military career. A total of 14
participants (70%) reported a fear of
being labeled, and 11 (55%) dis-
cussed consequences to work. High-
ranking officers who participated in
interviews reported that seeking care
could affect perceptions of their lead-
ership abilities and result in deaths
among those they lead, whereas low-
er-ranking individuals reported fears
of becoming nondeployable or not
being able to receive promotions. “I
would not want anyone ranked below
me to know that I had mental health
problems. They would think that I am
not capable of performing my duties,
and this doubt could get them killed.
They need to believe that I am right
in the head.”

Getting immediate help was also
perceived as interfering with their re-
turn home. “When we came back
from our deployment, we had to go
through all these little classes, and
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some of those were mental health
classes. Without a doubt, we knew
that everybody was there to help us.
The last thing on our mind was want-
ing that help. We wanted to go
home.”

Most informants (15, or 75%) indi-
cated that everyone would support
their decision to seek care. For exam-
ple, one veteran stated, “I’m 32 years
old. Who am I going to get in trouble
by? The only people I have to answer
to are God and my wife.” Another
stated, “It is not a stigma. That is what
you have to remember. If you go and
get help, it is not a stigma. It is like
there is no such thing as a stupid
question, because you are trying to
learn something. It is just like if you
have a toothache, you go to the den-
tist.” The other 25% (N=5) reported
that various members of their family
would rather they “suck it up” and not
identify themselves as needing help.

A majority of participants (15, or
75%) stated that the military would
support their choice to seek care. In
fact, several informants stated that
the “entire [brigade] would support”
their choice to seek care. However,
this belief was not universal. One in-
formant stated, “There were officers

and key non-commissioned officers
that encouraged soldiers not to say
everything they needed to say [on the
postdeployment health assessment],
and they would say ‘Boy, if you do this
and you do that, it is going to come
back and haunt you.’ ”

In terms of facilitators, respon-
dents reported that they would pre-
fer treatment to be nonthreatening.
By this they indicated that they re-
quired confidentiality and would pre-
fer a convenient, comfortable, non-
clinical setting to receive care. “In
going into a clinical environment,
where you are going to talk about
things that hurt your heart and that
cause you great grief and distress, not
only do you not know the counselor
that you are going to talk to, but you
are walking into a sterile environ-
ment that is foreign to you.”

Of interest, the most commonly re-
ported barrier to care was the way
participants perceived care. In fact,
13 respondents (65%) stated that
their own belief that they “ought to
handle it on my own” or “didn’t want
to believe I had a problem” prevent-
ed their seeking treatment. One re-
spondent reported, “The job I was
doing, it didn’t seem stressful at the
time. It is coming back and looking
back at everything I had to put up
with. That is really stressful.” Another
stated, “It is like going to the dentist,
you know what is on the other side of
the door. You know there is pain in
there, and so you associate mental
care with medicine, plus seeing
somebody that you don’t really know.”

Getting time off from work was
the second most common barrier to
care and was reported by seven re-
spondents (35%).

Discussion and conclusions
Several key points should be empha-
sized. Although not designed as an
epidemiologic study, this study
showed that more than half of the re-
spondents screened positive for men-
tal health problems. Although the
prevalence of mental health disorders
is high among returning war veterans,
the likelihood of seeking help for
them is alarmingly low (10–14). Even
among recent veterans who acknowl-
edged having mental health symp-
toms, less than half reported an inter-

est in receiving help, and only a quar-
ter actually got help (10). In this
study, only 25% of the participants
who screened positive for mental
health problems had received formal
treatment by the time they were in-
terviewed, consistent with other stud-
ies (1). 

Low rates of treatment seeking oc-
curred despite the availability of men-
tal health care programs for returning
soldiers. All returning veterans are el-
igible for free VA care for two years
after deployment, and the Depart-
ment of Defense (DoD) and the VA
have instituted a seamless transition
so that returning soldiers can begin
receiving care from the VA as
smoothly as possible, with a minimum
of paperwork requirements and other
delays. The VA also has clinical re-
minders in place for veterans return-
ing from Afghanistan and Iraq to pro-
mote screening for mental health dis-
orders. The DoD offers programs on
PTSD, and soldiers had access to
“combat stress teams” while in coun-
try. DoD has collaborated closely
with the VA on outreach efforts to re-
turning soldiers. It should be noted
that it is perhaps because of the seam-
less transition and local efforts that
few veterans identified access barri-
ers in the elicitation interviews. Con-
sequently, none of the key informants
raised concerns about access to care.

Our findings suggest that a prefer-
ence for and access to treatment are
not enough to motivate an individual
to seek treatment. Results provide
valuable information about reasons
for low rates of help seeking and sug-
gest ways to design effective inter-
ventions. Developing interventions to
increase help seeking is crucial to
providing treatment to veterans early
in their treatment episode. Interven-
tions that target cognitive beliefs in
order to change behavior, such as
those used in cognitive-behavioral
therapies, may be ideal. Specifically,
to be effective, interventions should
emphasize advantages of treatment in
terms of alleviating sleep disorders,
improving relationships, and general-
ly “returning to normal.” They should
counter the perceived stigma associ-
ated with mental health treatment as
well as the belief that seeking treat-
ment interferes with returning home.
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Characteristics of 20 National Guard
veterans who had served in Iraq in
the past year

Characteristic N %

Age
21–30 7 35
31–40 2 10
41–50 8 40
≥51 3 15

Gender
Female 2 10
Male 18 90

Race
African American 6 30
Caucasian 14 70

Screening rate
Depression 8 40
Panic disorder 11 55
Generalized anxiety 

disorder 9 45
Posttraumatic stress 

disorder 12 60
Alcohol abuse 5 25

Received mental health 
treatment since 
deployment 5 25
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As to control, interventions should
emphasize convenience and counter
perceptions that soldiers should be
able to deal with mental health prob-
lems on their own. Although partici-
pants who screened positive for men-
tal health problems generally be-
lieved others supported help seeking,
they also reported that a perceived
stigma or label would be assigned to
them if they sought help. It is possi-
ble that individuals have contradicto-
ry beliefs about mental health treat-
ment seeking or that they were re-
porting on a different set of individu-
als. It is also possible that an individ-
ual can be supported for treatment
seeking yet still labeled. Interven-
tions may want to focus on this appar-
ent contradiction.

Our findings are limited because
interviews were conducted in one
National Guard unit and may not
generalize to others who serve in the
military. Another limitation is that im-
portant nonverbal cues may have
been missed because interviews were
conducted by phone, although this
may have made it easier for inform-
ants to explore beliefs in relative
anonymity. We did not ask informants
about perceptions of care received at
the VA. Although the theory of
planned behavior is a well-validated
behavioral model, the legitimacy of

our findings is dependent on the ap-
plicability of this model to the treat-
ment-seeking behavior of veterans.
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