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National Guard and reserve
service members are an inte-
gral part of the military and

represent up to 50% of the U.S.
forces serving in Iraq and Afghan-
istan. Collectively they equal 883,000
members nationwide, and nearly 75%

have been mobilized since 2001 (1).
Unique challenges for reserve com-
ponent members include civilian em-
ployment, economic security, health
care, and community reintegration.
National Guard families are dis-
persed geographically and do not

have the same access to military re-
sources as those living near installa-
tions and often feel isolated from the
military community. There is limited
information pertaining to family
members’ mental health status along
with their usage of services and their
perceived barriers to care.

Service members who deploy are at
risk of mental health problems, in-
cluding posttraumatic stress disorder
(PTSD) and depression (2–4). Hoge
and colleagues (5) reported that after
deployment to Iraq, National Guard
(21%) and reserve (21%) troops
screened positive for a mental health
problem at a higher rate than active-
duty (18%) members. Combat de-
ployment for reserve and National
Guard members has been associated
with the onset of binge drinking and
alcohol-related problems (6). Symp-
toms of mental disorders place all vet-
erans at additional risk of suicide (7),
up to eight times higher than that of
the general population (8,9).

Deployment to a combat zone also
places stress on troops’ families and
can affect the mental health of spous-
es or significant others (10,11). Mili-
tary spouses receiving primary care
on military installations showed men-
tal health problems at rates similar to
those of their Operation Enduring
Freedom (OEF)–Operation Iraqi
Freedom (OIF) service member (10).
Among the National Guard and re-
serve members, 21% expressed con-
cerns about interpersonal conflict on
their Post Deployment Health Re-
assessment (PDHRA), whereas only
4% did so three to six months earlier
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Objective: National Guard forces have deployed in large numbers to
Iraq and Afghanistan since September 11, 2001. The purpose of this
cross-sectional study was to assess mental health symptoms, utilization of
mental health services, and perceived barriers to service use among Na-
tional Guard members and their significant others (including spouses
and others with whom they share a committed relationship) from a Mid-
western state. Methods: Participants were recruited for the study at mil-
itary-sponsored reintegration workshops, which took place 45–90 days
after service members’ return from deployment. A sample of 332 Na-
tional Guard members and 212 significant others volunteered to com-
plete a survey that assessed mental health symptoms, service utilization,
and barriers to treatment. Results: Forty percent of National Guard
members and 34% of significant others met the screening criteria for
one or more mental health problems. Of those meeting the criteria, 53%
reported seeking help of some kind (50% of soldiers; 61% of significant
others). Stigma associated with mental health care and concerns about
service utilization appearing on military records ranked high as barriers
among service members. Concerns about the influence of mental health
issues on career advancement were of note. For significant others, bar-
riers included the costs of mental health care, trouble with scheduling
appointments, difficulty in getting time off work, and not knowing where
to get help. Conclusions: The mental health effects of combat on the sol-
dier and his or her significant other remain a challenge for National
Guard families, who often reside in communities that show little under-
standing of the psychological costs of war. Barriers remain for mental
health service utilization. (Psychiatric Services 62:28–34, 2011)



on the initial postdeployment assess-
ment (PDHA)—a significant differ-
ence (12). Negative interactions with-
in the family system can intensify the
development and continuation of
PTSD (13,14). With 51% of National
Guard and reserve members being
married (13), considerations should
be made for the mental health prob-
lems of the family in addition to that
of the service member.

Mental health utilization is associat-
ed with a high level of stigma within
the military (4,15). Studies indicate
that although nearly one in five veter-
ans screen positive for some mental
health impairment, less than 40%
with an identified mental health prob-
lem seek treatment. Service members
express real and perceived fears that
notations about mental health service
use in their military records would
prevent them from completing mis-
sions, redeploying, or receiving an
earned promotion (2,15,16).

The purpose of this study was, first,
to identify symptoms of mental health
problems in a sample of National
Guard members and their significant
others after service members’ return
from OEF-OIF deployment and, sec-
ond, to identify whether mental
health services were utilized in the 12
months before the study assessment,
the types of mental health services
utilized by National Guard members
and their significant others, and per-
ceived barriers that would affect the
participants’ decisions to receive
treatment. The guiding research
question for the study was, “What are
the mental health problems identi-
fied in a sample of National Guard
service members and their spouses
after returning from OEF-OIF, what
types of mental health services do
they report using, and what barriers
do they identify related to mental
health service utilization?”

Methods
Participants were recruited from
among National Guard members and
their spouses or significant others who
were participating in one of nine rein-
tegration workshops between Octo-
ber 2007 and August 2008 at confer-
ence centers in the Midwest. The
reintegration workshop was mandato-
ry for all returning National Guard

service members and was optional for
all family members. The two-day pro-
grams took place approximately 45–90
days after service members’ return
home from a 12-month deployment.
Service members may have had addi-
tional time away from family for pre-
mobilization training. The sample in-
cluded members from the following
Military Occupational Specialties: in-
fantry, transportation, service person-
nel, medical, military police, and secu-
rity force. Attendance at the nine rein-
tegration programs included 826 Na-
tional Guard members and 588 family
members. Workshop participants
were told about the study during a
general session. Service members and
persons in a committed relationship
with them (“significant others” used
hereafter) were invited to participate.
Of the National Guard and family
members present during study re-
cruitment, 332 National Guard mem-
bers (40%) and 212 significant others
(36%) volunteered to participate.

The study was conducted with con-
sideration for human subject protec-
tion and followed the protocol ap-
proved by the Michigan State Univer-
sity Institutional Review Board. In-
formed consent information was pro-
vided to potential participants, who
were briefed about their rights as par-
ticipants and the potential risks associ-
ated with participation. Even though
data were collected at the site of a
military meeting, this meeting was
formally adjourned and participants
were free to leave the room before
data collection. Emphasis was placed
on the voluntary nature of the study.
All data were collected with no iden-
tifying information and with an em-
phasis on anonymity. Participants de-
posited their completed surveys into a
closed box; however, absolute anon-
ymity could not be assured because
study team members were involved
in data collection. Participants re-
ceived a $10 gift card for their volun-
tary participation.

We assessed psychiatric symptoms
in relation to PTSD, depression, suici-
dal ideation, and hazardous alcohol
use. The Posttraumatic Stress Disor-
der Checklist–Military Version (PCL-
M) (17) is a 17-item self-report meas-
ure of PTSD symptoms. Using the
reference point of the previous 30

days, respondents were asked to an-
swer each item in regard to their most
distressing military event. A 5-point
Likert scale was used, with responses
ranging from 1, “not at all,” to 5, “all
the time” (5). The PCL-M can be used
as a continuous measure of symptom
severity by summing scores across the
17 items. Congruent with similar stud-
ies, participants were identified as
meeting the criteria for a likely PTSD
diagnosis if they had a PCL-M score of
50 or higher (2,17). The Cronbach’s
alpha for this study was .95. The PCL-
M correlates strongly with other meas-
ures of PTSD, such as the Mississippi
Scale, the PK scale of the Minnesota
Multiphasic Personality Inventory–2,
and the Impact of Events Scale for
PTSD (correlations range from r=.77
to r=.93) (18).

The Stressful Life Event Screener
was used to identify and reference
traumatic life events of significant
others in relation to nonmilitary
events. This screening measure was
adapted from Goodman and col-
leagues’ Stressful Life Events Screen-
ing Questionnaire (19). Presented
with a list of 15 stressful life events,
respondents indicated whether they
had experienced any of the events, as
well as the event that was most dis-
tressing. In reference to their most
distressing life event, significant oth-
ers were asked to complete the Short
Screening Scale, which assessed for
PTSD symptoms (20). The Short
Screening Scale for DSM-IV PTSD
(20) is a seven-item self-report meas-
ure of PTSD symptomatology. In this
study the Cronbach’s alpha for the
scale was .84. Significant others were
identified as meeting the criteria for
likely PTSD if they had a score of 4 or
higher (20).

The Beck Depression Inventory–
Second Edition (BDI-II) (21) was
used to identify depression symp-
toms. This 21-item self-report inven-
tory is effective in discriminating
among individuals with various levels
of depression, ranging from minimal
to severe. The BDI-II has a high in-
ternal consistency, with a Cronbach’s
alpha of .91. Similar to other studies
(22–25), in this study a total score of
14 or greater on the BDI-II was the
criterion for having depression.

Suicidal risk was assessed with the
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BDI-II question assessing suicidal
thoughts. Individuals were consid-
ered to have risk associated with sui-
cidality if their responses endorsed
one of the following statements: “I
have thoughts of killing myself, but I
would not carry them out,” “I would

like to kill myself,” or “I would kill
myself if I had the chance.”

The Alcohol Use Disorders Identi-
fication Test (AUDIT) (26) was used
to assess for hazardous drinking. This
ten-item self-report measure has
been found to provide good discrimi-

nation across genders and multiple
cultures and socioeconomic groups.
The AUDIT showed a high reliability
(r=.86) with a sample of nonhaz-
ardous drinkers, cocaine abusers, and
persons with alcohol dependence
(27); the Cronbach’s alpha was .80 for
this sample. Total scores of 8 or more
indicated hazardous and harmful al-
cohol use.

An additional dichotomous variable
was created to ascertain the presence
of one or more identified mental
health problems. A positive response
was recorded for an identified mental
health problem if someone met the
study criteria for PTSD, depression,
suicidal ideation, or hazardous alco-
hol use. Health care utilization was
assessed by asking participants
whether they had received mental
health services during the prior 12
months for a problem related to
stress, emotional issues, alcohol, or
family. Participants indicated a yes or
no response to a list of ten military
and civilian providers. Questions as-
sessing perceived barriers to seeking
mental health services were adapted
from a study by Hoge and colleagues
(2) to address not only concerns of
the National Guard service member
but also to include issues relevant to
significant others. Respondents were
asked to rate each of the possible con-
cerns that might affect their decision
to receive mental health services.
Five possible responses ranged from
strongly disagree to strongly agree.
Agree and strongly agree were con-
sidered an indicator of a perceived
barrier to care.

Results
Service members ranged in age from
18 to 60, with 89% of respondents in
the 22–50 range (Table 1). A majority
of the service member respondents
(87%) were male, Caucasian (79%),
and relatively well educated, with
83% having education beyond a high
school diploma. Seventy-one percent
were either married or in a commit-
ted relationship. Demographic char-
acteristics for significant others were
similar, with a majority being 22–50
years old, female, and Caucasian.
When demographic characteristics of
our participants were compared with
those of the Army National Guard
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Demographic characteristics of National Guard service members and their 
significant othersa

National Guard Significant Total sample
members (N=332) others (N=212) (N=544)

Characteristic N % N % N %

Age group
18–21 16 5 7 3 23 4
22–30 93 28 64 30 157 29
31–40 101 30 77 37 178 33
41–50 102 31 48 23 150 28
≥51 20 6 16 8 36 7

Gender
Female 43 13 201 96 244 46
Male 283 87 8 4 292 54

Race or ethnicity
African American 39 12 19 9 58 11
Caucasian 263 79 173 82 436 80
Hispanic 7 2 3 1 10 2
Native American 6 2 2 1 8 2
Asian American 6 2 4 2 10 2
Multiethnic 4 1 5 2 9 2
Other 5 2 4 2 9 2

Education
High school diploma or GED 55 17 40 19 95 18
Some college 124 37 71 34 196 36
Technical certificate 23 7 12 6 35 6
Associate’s degree 37 11 24 11 61 11
Bachelor’s degree 74 22 50 24 124 23
Master’s degree 15 5 11 5 26 5
Doctoral degree 4 1 3 1 7 1

Military rank
Enlisted E1–E4 102 31 102 31
Enlisted E5–E9 168 51 168 51
Officer O1–O9 60 18 60 18
Warrant officer WO1–WO5 2 <1 2 <1

Marital status
Married 214 65 177 85 392 73
Engaged 14 4 12 6 26 5
Divorced 23 7 5 2 28 5
Cohabiting 6 2 5 2 11 2
Separated 4 1 1 <1 5 1
Widowed 2 <1 3 1 5 1
Single 66 20 6 3 72 13

Family income
≤$20,000 30 9 19 9 49 9
$20,001–$30,000 42 13 29 14 71 13
$30,001–$40,000 57 17 33 16 90 17
$40,001–$50,000 52 16 28 14 80 15
$50,001–$75,000 75 23 42 21 117 22
$75,001–$100,000 36 11 29 14 65 12
>$100,000 36 11 26 12 62 12

Rearing children
Yes 216 65 163 79 379 70
No 116 35 43 21 159 30

a Some participants did not answer every question; valid percentages are reported.



(13), some differences were notable,
including an underrepresentation of
people from racial-ethnic minority
groups and young soldiers aged
18–21, as well as more married serv-
ice members and more participants
with children. At the reintegration
event, younger soldiers were less in-
terested in completing a survey,
whereas soldiers who were married
seemed more willing to volunteer.
Only 5% of the sample was in the
18–21 age group, although nationally
there are reportedly 31% under the
age of 25 (13). Sixty-five percent of
the service member participants were
married, 65% were parents, and 21%
were from minority groups, com-
pared with national figures of 51%,
43%, and 20%, respectively (13).

Table 2 presents the incidence of
mental health problems in our sam-
ple. Forty percent of National Guard
members and 34% of their significant
others met the screening criteria for at
least one mental health problem. Sig-
nificant others indicated symptoms
that met the criteria for a PTSD diag-
nosis (17%), depression (22%), suici-
dal ideation (10%), and hazardous al-
cohol use (3%). National Guard mem-

bers indicated symptoms that met the
criteria for PTSD diagnosis related to
a military event (11%), depression
(21%), suicidal ideation (5%), and
hazardous alcohol use (20%).

Table 3 summarizes utilization of
mental health–related services. Find-
ings indicate that among those meet-
ing the criteria for a mental health
problem, 47% reported no utilization
of mental health care services in the
past year. During the previous 12
months, which included deployment

to a combat zone and approximately
45–90 days of reintegration into the
family, the four services used most
frequently by all National Guard
members in the sample were from a
medical doctor at a military facility
(71 of 330, 22%), a military chaplain
(52 of 329, 16%), a mental health pro-
fessional at a military facility (48 of
329, 15%), and a medical doctor at a
civilian facility (38 of 329, 12%). Sig-
nificant others reported receiving
services mostly in the private sector,
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National Guard service members and their significant others who met screening
criteria for a mental health problema

National Guard Significant Total
members (N=332) others (N=212) (N=544)

Mental health problem N % N % N %

Posttraumatic stress disorder
Military event 36 11 36 11
Stressful life event 35 17 35 17

Depression 68 21 45 22 113 21
Suicidal ideation 17 5 21 10 38 7
Hazardous alcohol use 66 20 7 3 73 14
One or more problems 133 40 72 34 205 38

a Some participants did not answer every question; valid percentages are reported.
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Utilization of mental health services by National Guard members and their significant othersa

Total group Persons with a mental health problem

National Guard Significant National Guard Significant
members others  Combined members others Combined
(N=332) (N=212) (N=544) (N=133) (N=71) (N=204)

Professional service utilized N % N % N % N % N % N %

Mental health professional 
at a military facility 48 15 1 1 49 9 27 20 1 1 28 14

Medical doctor at a military
facility 71 22 9 4 80 15 39 29 5 7 44 22

Military chaplain 52 16 6 3 58 11 31 23 3 4 34 17
Mental health professional 

at a civilian facility 18 6 39 19 57 11 15 11 21 30 36 18
Medical doctor at a civilian

facility 38 12 76 37 114 21 22 17 36 51 58 29
Civilian clergy 14 4 16 8 30 6 8 6 10 14 18 9
Military One Source referral 18 5 17 8 35 7 12 9 9 13 21 11
Readjustment counseling

at a veterans center 12 4 1 1 13 2 10 8 1 2 11 6
TRICARE referral 17 5 15 7 32 6 10 8 10 14 20 10
Other 6 2 7 3 13 2 3 2 4 6 7 4
Utilized at least one of

these services 124 37 96 46 220 41 66 50 43 61 109 53

a Some participants did not answer every question; valid percentages are reported. Participants were asked whether they had received during the prior
12 months mental health care from a list of potential providers.



largely from a medical doctor at a civil-
ian facility (76 of 206, 37%) or a men-
tal health professional at a civilian fa-
cility (39 of 207, 19%). Mental health
services intended to support families
during deployment and reintegration
stresses were underutilized by this
sample: Military One Source (35 of
533, 7%); TRICARE referral (32 of
532, 6%); and readjustment counsel-
ing at a veterans facility (13 of 532,
2%). Of those with at least one men-
tal health problem, only 53% report-
ed talking to someone on the list.

Perceived barriers to mental health
care for National Guard members
and their significant others are shown
in Table 4. Our data indicate the per-
ceived barriers to receiving mental
health care for National Guard sol-
diers were less than those perceived
by active U.S. Army and Marines
sampled in 2003 (2). For example,
28% of National Guard members
with identified mental health prob-

lems and 13% without identified
mental health problems responded
that “My unit leadership might treat
me differently,” compared with 63%
of the earlier sample of soldiers and
marines who met screening criteria
for mental problems and 33% of
those who did not meet the screening
criteria for a mental problem (2). The
greatest concern in our sample of Na-
tional Guard members was having
mental health care appear on their
military records. This concern was re-
ported by 45% (59 of 132) of soldiers
who met the screening criteria for at
least one mental health problem and
22% of soldiers who did not. Stigma
(43 of 195) continues to be an impor-
tant factor in the decision to receive
mental health care. To test the rela-
tionship between having an identified
mental health problem and perceived
barriers to seeking mental health
care, we used a chi square test of in-
dependence. Many barriers were sig-

nificant (p<.001) for soldiers: difficul-
ty scheduling appointment, possibly
harming career, too embarrassing, be-
ing viewed as weak, mental health
care seems ineffective, unit members
having less confidence in him or her,
leaders might treat soldier differently
or blame him or her, and not wanting
mental health care to appear on the
military record.

Findings for the sample of signifi-
cant others indicated other concerns
(Table 4). In this group, mental
health care cost was most likely to af-
fect their decision to receive mental
health counseling. Cost was an issue
for 37% (26 of 71) meeting the
screening criteria for at least one
mental health problem and 20% (27
of 136) not meeting those criteria.
Other statistically significant barriers
for significant others included diffi-
culty scheduling an appointment,
difficulty getting time off work, be-
ing viewed as weak, and having to
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Barriers to seeking mental health services for service members and their significant others who screened positive for a
mental health problem and those who screened negative for a mental health problema

National Guard members Significant others

Positive Negative Positive Negative 
for mental for mental for mental for mental
health problem health problem health problem health problem
(N=133) (N=196) (N=71) (N=137)

Perceived barrier N % N % χ2b N % N % χ2b

I don’t trust mental health professionals 29 22 25 13 4.64 5 7 7 5 —c

I don’t know where to get help 12 9 7 4 4.35 15 21 13 9 5.54
I don’t have adequate transportation 11 8 6 3 4.39 6 9 1 1 —c

It is difficult to schedule appointment 28 21 12 6 16.48∗∗ 19 27 14 10 9.59∗

It is difficult to get time off work 27 21 20 10 6.45∗ 11 16 19 14 .10
Mental health care costs too much 29 22 28 15 2.91 26 37 27 20 7.04∗

It might harm my career 33 25 22 11 10.45∗∗ 5 7 3 2 —c

It would be too embarrassing 32 24 17 9 14.74∗∗ 12 17 9 7 5.59
I would be seen as weak 41 31 18 9 24.92∗∗ 15 21 8 6 11.25∗∗

Mental health care doesn’t work 18 14 7 4 11.31∗∗ 6 9 4 3 —c

There are no providers in my community 9 7 6 3 2.54 8 11 6 4 —c

I would have to drive great distances 20 15 10 5 9.40∗ 12 17 7 5 8.05∗

It might harm my spouse’s career 8 11 2 2 —c

Members of unit might have less
confidence in me 38 29 23 12 14.81∗∗

Unit leaders might treat me differently 37 28 25 13 11.70∗∗

Leaders would blame me for problem 26 20 11 6 15.22∗∗

I don’t want it on my military records 59 45 43 22 19.51∗∗

a Some participants did not answer every question; valid percentages are reported. Respondents were asked to “rate each of the possible concerns that
might affect your decision to receive mental health counseling or services.” The five possible responses were coded such that “agree” and “strongly
agree” were positive responses and “neutral,” “disagree,” and “strongly disagree” were negative.

b df=1
c One cell (25%) had an expected count of <5.
∗p<.01

∗∗p<.001



drive great distances to receive high-
quality care. Compared with those
without mental health concerns, the
only barrier that was significant at
the p<.001 level for significant oth-
ers with such concerns was being
viewed as weak.

Discussion
The prevalence of mental health
problems among returning service
members (40%) in our sample is sim-
ilar to earlier screening results on the
PDHA and PDHRA, in which 42%
of reserve component soldiers (12)
were identified as needing treatment
of some kind. Our study extended
earlier findings of an increase in de-
pression diagnoses among Army
wives with each 12-month deploy-
ment (11). And like significant others
of active-duty members (10), with
National Guard significant others the
prevalence of mental health prob-
lems was similar to that of service
members postdeployment. In this
study, nearly one in five significant
others reported symptoms of PTSD
and depression in a clinical range,
and one in ten reported suicidal
thoughts. Because there are substan-
tial differences by sex in the preva-
lence of disorders such as depression
and PTSD, interpretation of similari-
ties or differences between National
Guard members and significant oth-
ers in this sample should be done
with caution, given that 87% of Na-
tional Guard members in our sample
were male and 96% of significant
others were female.

Even though mental health services
to help families cope with deployment
and reintegration were underutilized
as a whole, of those with an identified
mental health problem, significant
others (61%) were more likely than
soldiers (50%) to have talked to some-
one about their mental health prob-
lem in the prior 12 months. National
Guard families are far more likely
than their active-duty counterparts to
receive care from civilian service
providers (10). Because National
Guard significant others are most like-
ly to receive help from physicians and
mental health professionals at a civil-
ian facility, efforts should be made to
raise awareness of military family ex-
periences with these providers.

The reduction of stigma related to
utilization of mental health services
remains a challenge across the mili-
tary and civilian communities. Edu-
cational and outreach strategies are
needed on all system levels to raise
awareness and open pathways for
early intervention and treatment.
Community engagement and aware-
ness of deployment experiences are
needed to provide greater accessibil-
ity to high-quality services for Na-
tional Guard families receiving care
in the private sector (28). Further-
more, because significant others of
National Guard members are more
likely than those of U.S. Army mem-
bers to perceive cost as a barrier to
care (10), policy should address reim-
bursement issues for these families,
given their limited access to military
treatment facilities. Policy should en-
sure that no veteran or veteran’s fam-
ily member is penalized for psycho-
logical injuries sustained as a result of
a combat-related deployment. This is
especially true for National Guard
members, who return to civilian
communities and, in most cases, to
nonmilitary employment. Further-
more, if a psychiatric diagnosis asso-
ciated with combat duty has occupa-
tional effects, it will further compli-
cate the multiple stressors that these
families face (29).

Methodological limitations of this
study include that the sample was
limited to National Guard members
and significant others living in the
Midwest who were attending a rein-
tegration workshop. Attendance at
the workshop itself could have af-
fected survey responses. Although
the reintegration program was
mandatory for service members,
some of their significant others were
not in attendance because of family
or work obligations. Furthermore,
we did not have information about
the individuals who attended the
reintegration event but chose not to
participate in the study. Although
every effort was made during the
study assessment to maintain anon-
ymity, some participants may have
been inhibited in their responses if
they chose to remain in proximity to
their significant others or military
colleagues. Finally, the cross-sec-
tional design allowed for only a one-

time assessment of these partici-
pants shortly after service members
returned home.

Conclusions
The results of this study provide a
cross-sectional view of the mental
health and related experiences of the
National Guard family after OEF-
OIF deployments. The mental health
effects of deployment on the soldier
and his or her family remain a chal-
lenge for National Guard families liv-
ing in communities with limited un-
derstanding of the psychological cost
of war on military families. Continued
efforts are needed to educate com-
munities and civilian providers about
the experiences associated with com-
bat deployments, especially because
our findings indicate that these were
the providers delivering services to
National Guard families. Although
many National Guard families are ex-
tremely resilient and go on to live a
satisfying life, others endure compli-
cated deployments and find reinte-
gration into civilian life difficult.
Since early intervention is a protec-
tive factor (30), continued support is
needed for National Guard family
programs and interventions that ex-
tend beyond deployment and early
integration efforts.
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