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Background

Globally, millions are exposed to stressors at work that increase
their vulnerability to develop mental health conditions and sub-
stance misuse (such as soldiers, policemen, doctors). However,
these types of professionals especially are expected to be strong
and healthy, and this contrast may worsen their treatment gap.
Although the treatment gap in the military has been studied
before, perspectives of different stakeholders involved have
largely been ignored, even though they play an important role.

Aims
To study the barriers and facilitators for treatment-seeking in the
military, from three different perspectives.

Method

In total, 46 people participated, divided into eight homogeneous
focus groups, including three perspectives: soldiers with mental
health conditions and substance misuse (n = 20), soldiers with-
out mental health conditions and substance misuse (1 = 10) and
mental health professionals (n = 16). Sessions were audio-taped
and transcribed verbatim. Content analysis was done by apply-
ing a general inductive approach using ATLAS ti-8.4.4 software.

Results

Five barriers for treatment-seeking were identified: fear of
negative career consequences, fear of social rejection, confi-
dentiality concerns, the ‘strong worker” workplace culture and
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practical barriers. Three facilitators were identified: social
support, accessibility and knowledge, and healthcare within the
military. The views of the different stakeholder groups were
highly congruent.

Conclusions

Barriers for treatment-seeking were mostly stigma related (fear
of career consequences, fear of social rejection and the ‘strong
worker" workplace culture) and this was widely recognised by all
groups. Social support from family, peers, supervisors and pro-
fessionals were identified as important facilitators. A decrease in
the treatment gap for mental health conditions and substance
misuse is needed and these findings provide direction for future
research and destigmatising interventions.
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Background

Globally, millions are exposed to stressors at work that increase their
vulnerability to develop mental health conditions and substance
misuse (such as soldiers, policemen and doctors)'. Specifically, sol-
diers have an increased risk for mental health conditions and sub-
stance misuse after deployment” and research shows that 60% of
soldiers with mental health conditions and substance misuse, who
could benefit from treatment, do not seek treatment,’ leading to a
treatment gap for these issues. Leaving mental health conditions
and substance misuse untreated poses a threat to sustainable
employment through a higher risk for sick leave and unemploy-
ment.*” Beside negative consequences that affect well-being at an
individual level, there are high economic costs involved when
leaving these conditions untreated.®

In order to reduce the treatment gap, it is essential to examine
causes of non-treatment-seeking. Multiple reviews have examined
barriers and facilitators for treatment-seeking,”® with one of the
main barriers being concern about stigma.”'® There are different
types of stigma, and in line with previous research'' the current
study will focus on three types:

(a) public stigma - members of the general population endorse
prejudice and discrimination against individuals with mental
health conditions and substance misuse,'?

(b) self-stigma — occurs when individuals with these conditions
internalise the negative stereotypes and prejudices held by
the general public,13 and

(c) structural discrimination - rules/regulations that either inten-
tionally or unintentionally disadvantage individuals with
mental health conditions and substance misuse.'*

For example, US marines indicated being afraid that receiving
treatment would cause them to be seen as weak (public stigma)
and cause them to be treated differently in an unfair way (structural
discrimination).”” One main facilitator has been found to be
supportive leadership.'' Although research, both quantitative and
qualitative, has been conducted on barriers and facilitators of
treatment,” it remains a complex phenomenon and more research
is needed.'® Existing research has focused on the perspectives of
soldiers with mental health conditions and substance misuse,
largely ignoring perspectives of soldiers without these conditions
and military mental health professionals,”™ although they play a
significant role in the decision to seek treatment. First, soldiers
without mental health conditions and substance misuse problems
potentially hold negative views (public stigma) and influence
others in deciding to seek treatment.'” Second, they may
develop these conditions themselves in the future, making it rele-
vant to explore what would determine their treatment-seeking.
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Third, existing research has shown that generally, (civilian) mental
health professionals hold stigmatising attitudes towards patients
with substance misuse issues (for example perceive them as danger-
ous or responsible for their own substance misuse), which nega-
tively influences treatment outcomes.'® Finally, military mental
health professionals have influence on how mental healthcare is
provided, and can potentially take away certain barriers. As they
can be part of the solution, it is valuable to examine their
perspectives.

Aims

Using a multi-perspective approach can validate and extend earlier
findings, providing more insight into the complex decision to seek
treatment. The aim of the current study was to examine barriers
and facilitators of treatment-seeking for mental health conditions
and substance misuse in the military, using a qualitative approach
from multiple perspectives. Specifically, the research questions
were:

(a) What are the barriers and facilitators for treatment-seeking
within the military, and

(b) What are the differences and similarities in the views between
the three groups?

Method

The COREQ-checklist, a guideline for reporting qualitative
research, was used in reporting this study (see supplementary
material 1, available at https:/doi.org/10.1192/bjo.2020.136)."

Setting

The study took place within the Dutch military — a military force
with approximately 40 000 soldiers and no compulsory military
service. Mental healthcare is organised internally and is available
relatively close to a soldier’s home. Soldiers can seek treatment for
both mental health conditions and substance misuse and costs are
covered by a military specific insurance. For ‘soft drugs’ (such as
marijuana, hashish, sleeping pills) and alcohol, treatment is pro-
vided within the military, for ‘hard drugs’ (such as heroin,
cocaine, amphetamine) soldiers are referred externally. A soldier
can also individually decide to seek treatment outside of the mili-
tary; however, these costs will not be covered by their insurance.
As for the policies for substance misuse, there is a zero-tolerance
policy for use of hard drugs, with the sanction being discharge.
The use of alcohol is only prohibited during training and deploy-
ment. Use of soft drugs results in an official warning. However,
when substance (mis)use is reported to a mental health professional,
there are confidentiality agreements, and treatment is possible.
When a soldier seeks treatment, their treatment and diagnosis are
not reported to their supervisor. The soldier can decide whether
he/she tells the supervisor about the mental health condition or sub-
stance misuse.

Ethical considerations

Anonymity in reporting of results was guaranteed to all participants.
All procedures were approved by the Tilburg School of Social and
Behavioral Sciences Ethics Review Boards (approval number EC-
2018.107) and the Military Ethics Review Board. The authors
assert that all procedures contributing to this work complied with
ethical standards of relevant national and institutional committees
on human experimentation and with the Helsinki Declaration of
1975, as revised in 2008.

Design

Qualitative research was chosen, as this is the preferable method for
exploratory research when subject matters are complex or sensitive,
which is the case for the current study.*® Specifically, focus groups
were used as interaction among participants creates an in-depth
understanding of complex subjects.”’ Content analysis was done
by applying a general inductive approach using ATLAS.ti-8.4.4
software.

Participants

In total 46 people participated, divided over eight homogeneous
focus groups. As the perspective of soldiers with mental health con-
ditions and/or substance misuse was expected to be more elaborate,
as they have lived experience, four groups were recruited for this
perspective, and two for each of the other perspectives.
Demographics can be found in Table 1. Two people signed up for
the study, but dropped out because of illness.

Procedure

Participants were approached through (a) flyers in waiting rooms of
the mental health departments, (b) flyers at several military bases,
(c) military psychologists who invited their patients, (d) adverts in
a military newsletter, (e) personal contacts of one of the researchers,
and (e) word-of-mouth between participants. After potential parti-
cipants showed interest in participating (through email or tele-
phone), they received an information letter and registration
information. Participants were assigned to the specific focus
groups based on whether they indicated having (had) mental
health conditions and substance misuse or not (in the quotes
below defined as the ‘with group’ and the ‘without group’, respect-
ively) or being a military mental health professional. Written
informed consent was obtained from all participants prior to par-
ticipation in the focus groups.

First, participants filled out a demographic’s questionnaire
(including mental health diagnosis), and then the focus group
leaders introduced themselves (names and research background).
Focus groups were held in multiple rounds to facilitate iteration."”
All focus groups took place at military locations, lasted 2 h and
were audio-recorded and transcribed verbatim. Additionally, the
second focus group leader took notes. After every focus group,
notes were reviewed, and if needed slight adjustments were made
to the topic list to ensure sufficient attention was paid to all
topics. No major new topics came up in the last focus group, indi-
cating saturation.

All focus groups were facilitated by two (female) researchers
(first author, R.B., MSc) and a coauthor (E.B. or A.R., both PhD),
all with a background in psychology and health sciences and experi-
enced in qualitative research. None of the researchers were actively
involved in treatment of patients. The first author was familiar with
two participants (both soldiers without mental health conditions
and substance misuse) through a friend, but had no personal rela-
tionship with them. It was made clear that the mutual friend
would not find out about their participation.

Measurement

A topic list was developed based on existing literature. As this study
was explorative, the aim was to see what barriers and facilitators for
treatment-seeking the participants identified themselves, using open
questions. However, when needed, probes based on current literature
were used (for example ‘What role does a supervisor play in the deci-
sion to seek treatment?’).””® The same topic list was used for all focus
groups, with slight adjustments that made questions applicable to par-
ticipants in a specific group. The topic list was piloted among experts
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Table 1

Participant characteristics in focus groups

Treatment-seeking for mental health conditions and substance misuse

Soldiers with mental health Soldiers without mental health Military mental health
conditions and/or substance misuse conditions and substance misuse professionals
Demographics (groups 4, n =20) (groups 2, n=10) (groups 2, n=16)
Age, years: mean (s.d.) 46.25 (8.32) 31.8 (10.30) 41.81 (10.29)
Male, n (%) 18 (90) 8 (80) 11(69)
Married/living together, n (%) 19 (95) 6 (60) 11 (69
Permanent contract, n (%) 20 (100) 8 (80) 16 (100)
Ranks, n (%)
Staff officer 6 (30) 4 (40) 15 (94)
Non-commissioned officer 10 (50) 1(10) 0(0)
Corporals 0 () 1(10) 0(0)
Private 0(0) 4 (40) 0(0)
Civilian 0() 00 1(6)
Unknown 4 (20) 0(0) 000
Branches of military, n (%)
Army 11 (55) 2 (20) N/A
Navy 4(20) 5(50) N/A
Air force 2(10) 1(10) N/A
Military police 3(15) 0(0) N/A
Policy and support 0 () 2 (20) N/A
Mental health condition,® n (%)
Post-traumatic stress disorder 6 (30) N/A N/A
Depression 5 (25) N/A N/A
Burnout 4 (20) N/A N/A
Attention-deficit hyperactivity disorder 2 (10) N/A N/A
Substance misuse 2 (10) N/A N/A
Personality disorder 2 (10) N/A N/A
Autism 10) N/A N/A
Profession, n (%)
Psychologist N/A N/A 7 (44)
Social worker N/A N/A 3(19)
Mental health nurse N/A N/A 1(6)
Chaplain N/A N/A 2(13)
Occupational physician N/A N/A 1(6)
Systemic family therapist N/A N/A 1(6)
General practitioner N/A N/A 1 (6)
N/A, not applicable.
a. Total more than 100%, caused by two participants with a dual diagnosis.

within the military. This topic list can be found in the supplementary
material 2, available at https://doi.org/10.1192/bjo.2020.136.

Analysis

Content analysis was done by applying a general inductive approach
using ATLAS.ti (8.4.4) software.”® To ensure reliability, all tran-
scripts were coded independently by the main researcher (R.B.)
and a second member of the research team (E.B., E.G., Jv.W., A.
R. or F.L.). Differences were discussed until consensus was
reached, where about one-fifth of all codes were modified. Coders
used an open, bottom-up, inductive coding style. Next, overarching
categories were identified by one researcher, and checked by a
second. In order to increase validity, multiple members of the
research team identified the final categories. Analysis remained at
a category level, in order to not lose valuable information by sum-
marising at a theme level.

Results

Five main categories of barriers were found:

(a) fear of negative career consequences,

(b) fear of social rejection,

(c) confidentiality concerns,

(d) the ‘strong worker’ workplace culture, and
(e) practical barriers.

There were three main categories of facilitators:

(a) social support,
(b) accessibility and knowledge,
(c) and healthcare within the military.

First the overarching results will be discussed, which will be fol-
lowed by an examination of differences between the groups. For a
full overview of the results, see the Appendix.

Barriers
Fear of negative career consequences

All groups mentioned the fear for negative career consequences as a
barrier to treatment-seeking. Participants indicated that seeking
treatment could lead to (a) losing their job, (b) receiving negative
differential treatment by not being allowed to do what they like
most about their job, for example going on deployment, and (c)
not being able to advance in their careers. The fear of losing their
job applied to all mental health conditions and substance misuse,
however, it appeared especially critical for substance misuse and
addiction.

‘For us [air force] it is very clear that you will not be allowed to
fly [if you have a mental health condition and substance
misuse]. And that is what people love most about their job.
So, they postpone seeking treatment.” (male soldier, without
group)


https://doi.org/10.1192/bjo.2020.136

Bogaers et al

‘When I was in treatment [for post-traumatic stress disorder], I
still kept my addiction a secret. I thought — if I tell them now - I
will lose my job.” (male soldier, with group):

Fear of social rejection

All groups also indicated fear of social rejection as a barrier, espe-
cially when mental health conditions and substance misuse were
non-work related. First, there was fear of being rejected, literally
being removed from the group, and of being seen as weak by peers.

‘You want someone who is capable of doing their job, and not
some crazy person. On our deployment we removed someone
from our group. Because he, well he was just a weird guy.
(male soldier, without group)

Second, there was fear of social rejection by a supervisor.
Participants indicated that a supervisor’s negative attitude concern-
ing treatment-seeking and mental health conditions and substance
misuse in general, was an influence on a soldier’s treatment-seeking.

‘During military training you notice that it is a no-go. The offi-
cers laugh about any form of mental health treatment. [....]
There is a trend, it [mental health conditions and substance
misuse] doesn’t exists or isn’t cool, and you will be rejected
and removed from the group [if you have those conditions].’
(male, mental health professional)

Confidentiality concerns

All groups discussed confidentiality concerns associated with
mental healthcare facilities forming a barrier for treatment-
seeking. The fear of a breach of confidentiality was related to previ-
ous barriers, as this might lead to negative career consequences and/
or social rejection. Because healthcare is organised within the mili-
tary and is located at a military location, soldiers indicated that ano-
nymity is lacking for soldiers who seek healthcare, and that soldiers
are afraid to get recognised in waiting rooms.

‘T ran into one of my subordinates in the waiting room for the
psychologist — that was uncomfortable.” (male soldier, with

group)

Participants also indicated a lack of a trusting relationship with the
(mental) healthcare providers. Soldiers tended not to trust whether
what they said to their (mental) healthcare provider was really con-
fidential. Participants mentioned there was a high turnover of
healthcare professionals within the military that stands in the way
of having the time to build a trusting relationship with them.

Workplace culture

All groups spoke about the influence of the military workplace
culture on the decision to seek treatment. They described this as a
place where soldiers are expected to be strong, and confront chal-
lenges of any kind, rather than showing weakness or uncertainty,
ie. having a ‘can-do’ mentality. As a result, soldiers indicated
seeing themselves as weak/a failure for having mental health condi-
tions and substance misuse. This ‘can-do’ mentality also causes a
failure to recognise the need for treatment. Additionally, they dis-
cussed the importance of self-management within the military work-
place culture, and how this formed a barrier for treatment-seeking.

‘Soldiers are used to having control, and to then discover that
they can’t solve something themselves, [...], well then shame
comes into play. It is a form of failure.’ (male, mental health
professional)

Tt started 4 years ago; I was getting some mental health com-
plaints as a result of my first deployment. I was easily annoyed
and had nightmares, which got worse. But you deny those

symptoms to yourself. You just keep going and going.” (male
soldier, with group)

‘Most guys don’t see it [alcohol misuse] as a problem, [...] and
before you can talk to them about it, well they should first
realize [they have a problem]. This realization often never
comes.” (female soldier, without group)

Focus group leader: ‘What would you do if you would develop
a depression?’

Soldier: ‘T would try to solve it by myself.” (male, without
group)

“The focus is to always keep on going, take your own responsi-
bility, you are trained in that way.’ (male, mental health
professional)

As a result of wanting to solve things themselves, it also happens
that help is provided within their own group. Soldiers want to
protect each other from having to seek help outside of the group
and its stigmatising consequences.

‘There are soldiers who are ill, but it won’t show up in the
system. Those soldiers also don’t go into treatment, because
they are kept in the shadows for a while. We take good care
of each other.” (male solider, with group)

[Giving example of how supervisors think] ‘There is also an
aspect of ethics involved. Sh*t, I know someone used
cocaine. Sh*t, I have to confront him. This will result in him
losing his job. He has a wife and kids. There will be conse-
quences. I don’t want to see it. I don’t see it.” (male solider,
with group)

Practical barriers

All groups indicated practical barriers for treatment-seeking. First,
there is knowledge that help is available, but soldiers do not know
who or where to go to for this help.

Focus group leader: ‘Would you know where to find help?
Soldier: “Actually, no I would not.” (male, without group)

Additionally, they mentioned that there is often a lack of time for
treatment because of being understaffed and having a busy schedule.

[We would tell colleagues with mental health conditions and
substance misuse] ‘You should not overreact, you just have
to come with us [on training], because we need you. Shake it
off and keep going.” (male solider, without group)

Facilitators
Social support to encourage treatment-seeking

Social support to encourage treatment-seeking was mentioned by all
groups as a facilitator. Four sources of social support were men-
tioned to be important: family, peers, supervisors and mental
health professionals.

‘My family was the reason for me [to seek help]. I was afraid to
be judged at work, or miss a career opportunity. For me
support did not come from work, but from my family.” (male
solider, with group)

‘Colleagues advise each other to go to a mental health profes-
sional. Patients tell others “you should really go to a mental
health professional, I have also been, and it really helped
me”.” (female, mental health professional)

‘When a higher-ranking [soldier] shows subordinates that the
healthcare system is important, this creates a different atmos-
phere for seeking treatment.’ (female, mental health
professional)



Tt is really important to build a trusting relationship with a
mental health professional first’. (male solider, with group)

Accessibility and knowledge

All groups discussed the importance of easily accessible healthcare,
relatively short waiting lists and quick referrals. Additionally, they
mentioned the importance of having knowledge of how the military
mental health service works — that they know what help is available
and who they should go to for help first.

Healthcare within the military

Two properties of the military healthcare system were mentioned as
facilitators. First, participants mentioned the importance of mental
health professionals who are familiar with and part of the military
context — which is the case within the Dutch military. However,
this was only the case for participants with mental health conditions,
not for substance misuse. The latter indicated a preference for help
for substance misuse outside the military out of fear for negative
career consequences.

‘The mental health professional should be someone who
understands you and has shared your experiences. Civilians,
they have never been through it, you will just end up having
to explain everything to them.” (male solider, without group)

Second, doctor—patient confidentiality, which was mentioned as a
barrier by some participants, but was also mentioned as an import-
ant facilitator. Soldiers discussed that it is wise to go to a mental
health professional first and ask for advice, because they are obli-
gated to keep your information confidential.

Differences and similarities in views between groups

As can be seen from the Appendix, across the three different per-
spectives, the barriers and facilitators identified were very similar.
All main categories of barriers and facilitators were identified by
all the different groups. Besides the fact that the groups were very
similar, some subcategories were not discussed in certain groups.
For barriers, fear of social rejection by the supervisor was not men-
tioned by soldiers with mental health conditions and substance
misuse; feelings of shame were not mentioned by soldiers without
these conditions; and the failure to recognise need for treatment
was not mentioned by mental health professionals. For facilitators,
support from family was only mentioned by soldiers with mental
health conditions and substance misuse; support from the super-
visor was only mentioned by mental health professionals; and the
preference for mental health professionals who are familiar with
the military context, was not mentioned by the mental health pro-
fessionals themselves.

Discussion

Main findings and comparison with findings from other
studies

Although barriers and facilitators for help-seeking were discussed in
stakeholder groups with three different perspectives, the findings
yielded striking resemblances rather than differences. The main bar-
riers and facilitators were recognised from all three perspectives
(soldiers with and without mental health conditions and substance
misuse, and mental health professionals), with only minor differ-
ences. The results showed that treatment is a complex decision, as
has also been found in previous research.'® There is fear for negative
career consequences and social rejection, and concerns surrounding
confidentiality, the ‘strong worker’ workplace culture and practical
barriers. On the other hand, social support, accessible care and

Treatment-seeking for mental health conditions and substance misuse

having internal military mental healthcare all help soldiers in
seeking treatment.

Stigma and treatment-seeking

The majority of barriers to treatment-seeking were related to differ-
ent types of stigma. The fear for negative career consequences is
related to structural discrimination, the fear of social rejection is
related to public stigma, and the ‘strong worker’ workplace
culture is related to self-stigma. Previous research showed mixed
findings for the relationship between stigma and treatment-
seeking, where some find a negative relationship,'"** some find
no relationship™'” and others even find a positive relationship.**

Concerning the fear of negative career consequences, existing
research, both quantitative and qualitative, has mainly focused on
fear of differential treatment and lack of career advancement oppor-
tunities.>'*> However, fear of losing a job has received far less
attention,”® whereas it is recognised by all stakeholders in the
current study, especially for substance misuse. Additionally, inter-
ventions that have been implemented in other countries have
largely ignored this concern.”®*” Fear of social rejection, the work-
place culture, confidentiality concerns and practical barriers have all
received attention in existing literature, both quantitative and
qualitative >'*262%2°

Social support issues

In the current study social support, both from family and the work
environment, was found to be facilitating for treatment-seeking,
which has also been found by other researchers.*”*° The importance
of social support from the work environment (peers and supervi-
sors) is directly related to the fear of social rejection being a
barrier for treatment-seeking. The importance of social support in
the decision to seek treatment is not surprising, as the military is
known for high social cohesion.’® The other two
facilitators, accessible care (including knowledge of where to find
help) and preference for healthcare within the military, have been
recognised by existing literature.'"!

Comparison of findings in the different groups

For the comparison of views, there was high agreement across the
three stakeholder groups for all main barriers and facilitators for
treatment-seeking. Existing research on this topic with similar find-
ings only examined views of soldiers with mental health conditions
and substance misuse.>”” The high agreement across different per-
spectives implies that help-seeking actually does pose a risk for
negative career consequences and social rejection, and that a key
to closing the treatment gap can be found in taking measures to
overcome these adverse outcomes from occurring.

As for differences between groups, two are noteworthy. First,
supervisors’ attitude towards treatment and mental health condi-
tions and substance misuse, both as barrier and facilitator, was
not mentioned by soldiers with mental health conditions and sub-
stance misuse themselves. A possible explanation is that many sol-
diers with these issues mentioned that they had sought treatment
because they had no other choice - their symptoms were too
severe. Previous qualitative research also showed that soldiers seek
treatment at a ‘crisis point’."®** It could thus be that a supervisor
plays an important role when someone is contemplating seeking
treatment, however, when symptoms become too severe, the super-
visor’s role becomes negligible. Nonetheless, existing research has
shown that military leaders are influential for the decision to seek
treatment,'’ providing motive for further research into when and
how military leaders influence the decision to seek treatment.
Second, it is noteworthy that mental health professionals did not
mention failure to recognise need for treatment as a barrier. This
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has been recognised as a barrier in existing studies, but has to our
knowledge never been found within a population of military
mental health professionals.”® This seems logical, as professionals
will only see those who have recognised the need for treatment.
However, better awareness of this can give guidance to mental
health professionals in how they provide care and how they
approach new patients.

Strengths and limitations

The first strength of the present study was that multiple perspectives
and types of mental health conditions and substance misuse that
were included, creating a comprehensive and realistic view on the
topic.””**** Additionally, the sample included participants with
an addiction, even though this is a sensitive topic within the mili-
tary. Results showed that the fear of losing one’s job was especially
present for substance misuse, making the inclusion of participants
with addiction valuable.

Second, this was, to the knowledge of the authors, the first study
to examine barriers and facilitators for treatment-seeking within the
Dutch military. As most studies have been done in the UK, Canada
and the USA,"" the current study is a valuable addition to existing
studies.

Third, measures were taken to ensure that participants would be
able to speak freely about a relatively sensitive topic, which allowed
for open and fruitful discussion. A safe and open environment was
created in the current study by (a) using a diverse sample of soldiers
from different armed forces to ensure participants were not familiar
with each other, (b) asking participants to come in civilian clothes so
as to not emphasise different ranks, and (c) ensuring focus group
leaders could not influence participants’ careers as they were not
part of the military.

The first limitation was the relatively low diversity in terms of
age and rank between participants, with a majority of older and
higher-ranking soldiers. It is possible that improvement has
already been made to decrease the treatment gap within the
younger generation of soldiers, but that this is not yet visible for
the older generation. Findings of a British study also indicate that
help-seeking is already improving.*®

Second, risk of self-selection bias cannot be ruled out, as parti-
cipants freely signed up for the study knowing what the study was
about. Third, a limitation of using a focus group study is the lack
of anonymity while discussing a sensitive topic. It is possible that
participants only provided socially desirable answers. As discussed
in the procedure section, the first author was familiar with two par-
ticipants (both soldiers without mental health conditions and sub-
stance misuse), also forming a risk for socially desirable answers.
However, as described above, several measures were taken to
ensure confidentiality and allow participants to speak freely.

Implications for practice and future research

The findings suggest that the treatment gap can be diminished by
involving social support and encouragement from family, peers,
supervisors and mental health professionals. Future research
should investigate if interventions built upon increased support,
and improved clarity about where and how to find help are effective
in lessening the treatment gap. A starting point for clinical care
would be to implement interventions that have already been
proven effective in other countries that target social support, such
as the peer-to peer programmes and programmes for military fam-
ilies implemented in the USA.*”*®

Importantly, the study also highlighted the substantial barrier to
treatment-seeking formed by stigma. Especially, the fear of negative
career consequences (structural discrimination), social rejection
(public stigma) and the ‘strong worker’ workplace culture (self-

stigma) are important obstacles for seeking help. Clinical care
should try to implement interventions targeting stigma that have
proven to be effective in other armed forces, for example an
online help-seeking stigma-reduction intervention that targets
self-stigma.”

The high-level of agreement from different perspectives on
these barriers implies that help-seeking actually does pose a risk
for negative career consequences and social rejection, and that a
key to closing the treatment gap can also be found in taking mea-
sures to overcome these adverse outcomes from occurring. Future
intervention studies and policy measures should thus also focus
on the barriers found in the present study, in order to decrease
the treatment gap and improve health and sustainable
employability.
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Barriers and facilitators to treatment-seeking for mental health conditions and substance misuse

Category Subcategory
Barrier 1 Losing employment (and subsequent
fear of negative career financial concerns)
conseqguences Negative differential treatment (different
duties, no deployment)
Lack of career advancement
Barrier 2: Fear of being rejected by/removed from the

fear of social rejection group

Fear of being seen as weak when having
mental health conditions or substance
misuse

Negative attitude of supervisor concerning
treatment

Lack of anonymity when seeking help

Lack of trusting relationship with mental
health professional

‘We can do it" mentality

Failure to recognise need for treatment

Preference for self-management

Feeling shame for having mental health
conditions and substance misuse

Help is provided within group in order to
protect each other from stigma

Barrier 3
confidentiality concerns

Barrier 4:
the ‘strong worker’
workplace culture

consequences
Barrier 5: Lack of knowledge about who/where to go to
practical barriers for help

Lack of time for treatment (work obligations)

Family/spouse support

Peer support (being sent to care by them)

Supervisor support (positive attitude
SUPErvisor)

Trusting relationship mental health
professional

Accessible healthcare (low key)

Relatively short waiting list, quick referrals

Knowledge of the healthcare system, and

Facilitator 1:
social support to encourage
treatment-seeking

Facilitator 2:
accessibility and knowledge
of where to get the right

healthcare where to find help

Facilitator 3: Mental health professionals that are familiar
healthcare within the with and part of the military work context
military (except substance misuse)

Anonymity in system through confidentiality
by mental health professionals

group of participants.

v, Indicates that the subcategory was brought up and discussed by participants within a specific group of participants; x, indicates that the subcategory was not mentioned within specific

Soldiers with mental Soldiers without mental
health conditions and health conditions and Mental health
substance misuse substance misuse professional
v v v
v v v
v v v
v v v
v v v
X N N
N v v
v v v
v v v
v N X
v v v
v X N
v v v
v v v
v v v
N X x
v v v
x X N
v v v
v v v
v v v
N v v
N N X
v v v




Bogaers et al

=y

N

w

I

(3,

o

~N

o

O

10

1

12

13

14

15

16

17

18

19

20

References

McFarlane AC, Williamson P, Barton CA. The impact of traumatic stressors in
civilian occupational settings. J Public Health Policy 2009; 30: 311-27.

Reijnen A, Rademaker A, Vermetten E, Geuze E. Prevalence of mental health
symptoms in Dutch military personnel returning from deployment to
Afghanistan: a 2-year longitudinal analysis. Eur PSychiatry 2015; 30: 341-6.

Sharp M-L, Fear NT, Rona RJ, Wessely S, Greenberg N, Jones N, et al. Stigmaas a
barrier to seeking health care among military personnel with mental health pro-
blems. Epidemiol Rev 2015; 37: 144-62.

Leijten FR, de Wind A, van den Heuvel SG, Ybema JF, van der Beek AJ, Robroek
SJ, et al. The influence of chronic health problems and work-related factors on
loss of paid employment among older workers. J Epidemiol Community Health
2015; 69: 1058-65.

Brouwers EP. Social stigma is an underestimated contributing factor to
unemployment in people with mental illness or mental health issues: position
paper and future directions. BMC Psychol 2020; 8: 1-7.

Chisholm D, Sweeny K, Sheehan P, Rasmussen B, Smit F, Cuijpers P, et al.
Scaling-up treatment of depression and anxiety: a global return on investment
analysis. Lancet Psychiatry 2016; 3: 415-24.

Clement S, Schauman O, Graham T, Maggioni F, Evans-Lacko S, Bezborodovs N,
et al. What is the impact of mental health-related stigma on help-seeking? A
systematic review of quantitative and qualitative studies. Psychol Med 2015;
45: 11-27.

Schnyder N, Panczak R, Groth N, Schultze-Lutter F. Association between men-
tal health-related stigma and active help-seeking: systematic review and meta-
analysis. Br J Psychiatry 2017; 210: 261-8.

Kantor V, Knefel M, Lueger-Schuster B. Perceived barriers and facilitators of
mental health service utilization in adult trauma survivors: a systematic review.
Clin Psychol Rev 2017; 52: 52-68.

Vermetten E, Greenberg N, Boeschoten MA, Delahaije R, Jetly R, Castro CA,
et al. Deployment-related mental health support: comparative analysis of
NATO and allied ISAF partners. Eur Jo Psychotraumatol 2014, 5: 23732.

Coleman S, Stevelink S, Hatch S, Denny J, Greenberg N. Stigma-related barriers
and facilitators to help seeking for mental health issues in the armed forces: a
systematic review and thematic synthesis of qualitative literature. PSychol Med
2017; 47: 1880-92.

Wright KM, Cabrera OA, Bliese PD, Adler AB, Hoge CW, Castro CA. Stigma and
barriers to care in soldiers postcombat. Psychol Serv 2009; 6: 108.

Vogt D. Mental health-related beliefs as a barrier to service use for military per-
sonnel and veterans: a review. Psychiatr Serv 2011; 62: 135-42.

Rusch N, Thornicroft G. Does stigma impair prevention of mental disorders? BrJ
Psychiatry 2014; 204: 249-51.

Greenberg N, Langston V, Fear N, Jones M, Wessely S. An evaluation of stress
education in the Royal Navy. Occup Med 2008; 59: 20-4.

Rafferty LA, Wessely S, Stevelink SA, Greenberg N. The journey to professional
mental health support: a qualitative exploration of the barriers and facilitators
impacting military veterans’ engagement with mental health treatment. Eur J
Psychotraumatol 2019; 10: 1700613.

Kim PY, Britt TW, Klocko RP, Riviere LA, Adler AB. Stigma, negative attitudes
about treatment, and utilization of mental health care among soldiers.
Military Psychol 2011; 23: 65-81.

Van Boekel LC, Brouwers EP, Van Weeghel J, Garretsen HF. Stigma among
health professionals towards patients with substance use disorders and its
consequences for healthcare delivery: systematic review. Drug Alcohol
Depend 2013; 131: 23-35.

Booth A, Hannes K, Harden A, Noyes J, Harris J, Tong A. COREQ (consolidated
criteria for reporting qualitative studies). In Guidelines for Reporting Health
Research: A User’s Manual (eds D Moher, DG Altman, KF Schulz, | Simera and
E Wagen): 214-26. Wiley, 2014.

Ritchie J, Lewis J, Nicholls CM, Ormston R. Qualitative Research Practice. Sage,
2013.

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

Cyr J. The pitfalls and promise of focus groups as a data collection method.
Sociol Methods Res 2016; 45: 231-59.

Thomas DR. A general inductive approach for analyzing qualitative evaluation
data. Am J Evaluation 2006; 27: 237-46.

0so6rio C, Jones N, Fertout M, Greenberg N. Perceptions of stigma and barriers
to care among UK military personnel deployed to Afghanistan and Iraq. Anxiety.
Stress Coping 2013; 26: 539-57.

Elnitsky CA, Chapman PL, Thurman RM, Pitts BL, Figley C, Unwin B. Gender dif-
ferences in combat medic mental health services utilization, barriers, and
stigma. Military Med 2013; 178: 775-84.

Hom MA, Stanley IH, Schneider ME, Joiner TE Jr. A systematic review of help-
seeking and mental health service utilization among military service members.
Clin Psychol Rev 2017; 53: 59-78.

Zinzow HM, Britt TW, McFadden AC, Burnette CM, Gillispie S. Connecting active
duty and returning veterans to mental health treatment: interventions and
treatment adaptations that may reduce barriers to care. Clin Psychol Rev
2012; 32: 741-53.

Xu Z, Huang F, Kdsters M, Staiger T, Becker T, Thornicroft G, et al. Effectiveness
of interventions to promote help-seeking for mental health problems: system-
atic review and meta-analysis. Psychol Med 2018; 48: 2658-67.

Adler AB, Britt TW, Riviere LA, Kim PY, Thomas JL. Longitudinal determinants of
mental health treatment-seeking by US soldiers. Br J Psychiatry 2015; 207:
346-50.

Zinzow HM, Britt TW, Pury CL, Raymond MA, McFadden AC, Burnette CM.
Barriers and facilitators of mental health treatment seeking among active-
duty army personnel. Mil Psychol 2013; 25: 514-35.

Black KJ, Britt TW, Zinzow HM, Pury CL, Cheung JH. The role of social support in
treatment seeking among soldiers. Occupa Health Sci 2019; 3: 337-61.

Kotzias V, Engel CC, Ramchand R, Ayer L, Predmore Z, Ebener P, et al. Mental
health service preferences and utilization among women veterans in crisis:
perspectives of veterans crisis line responders. J Behav Health Serv Res
2019, 46: 29-42.

Murphy D, Hunt E, Luzon O, Greenberg N. Exploring positive pathways to
care for members of the UK Armed Forces receiving treatment for PTSD: a
qualitative study. Eur J Psychotraumatol 2014; 5: 21759.

Pury CL, Britt TW, Zinzow HM, Raymond MA. Blended courage: moral and
psychological courage elements in mental health treatment seeking by active
duty military personnel. J Posit Psychol 2014; 9: 30-41.

Sheehan LL, Corrigan PW, Al-Khouja MA, Stigma of Suicide Research Team.
Stakeholder perspectives on the stigma of suicide attempt survivors. Crisis
2017; 38: 73-81.

Corrigan PW, Shah BB, Lara JL, Mitchell KT, Combs-Way P, Simmes D, et al.
Stakeholder perspectives on the stigma of fetal alcohol spectrum disorder.
Addict Res Theory 2019; 27: 170-7.

Stevelink SA, Jones N, Jones M, Dyball D, Khera CK, Pernet D, et al. Do serving
and ex-serving personnel of the UK armed forces seek help for perceived
stress, emotional or mental health problems? Eur J Psychotraumatol 2019;
10: 1556552.

Payne SE, Hill JV, Johnson DE. The use of unit watch or command interest profile
in the management of suicide and homicide risk: rationale and guidelines for
the military mental health professional. Mil Med 2008; 173: 25-35.

Greden JF, Valenstein M, Spinner J, Blow A, Gorman LA, Dalack GW, et al.
Buddy-to-Buddy, a citizen soldier peer support program to counteract stigma.
PTSD, depression, and suicide 2010. Annals of the New York Academy of
Sciences 1208 (1 Psychiatric and Neurologic Aspects of War): 90-97.

Cornish MA, Brenner RE, Vogel DL, Wade NG. Evaluation of an online help
seeking stigma-reduction intervention for military personnel. Stigma Health
2019, 4: 480.

EXTRA
CONTENT ol @ ®
ONLINE 5



	Barriers and facilitators for treatment-seeking for mental health conditions and substance misuse: multi-perspective focus group study within the military
	Outline placeholder
	Background
	Aims

	Method
	Setting
	Ethical considerations
	Design
	Participants
	Procedure
	Measurement
	Analysis

	Results
	Barriers
	Fear of negative career consequences
	Fear of social rejection
	Confidentiality concerns
	Workplace culture
	Practical barriers

	Facilitators
	Social support to encourage treatment-seeking
	Accessibility and knowledge
	Healthcare within the military

	Differences and similarities in views between groups

	Discussion
	Main findings and comparison with findings from other studies
	Stigma and treatment-seeking
	Social support issues
	Comparison of findings in the different groups

	Strengths and limitations
	Implications for practice and future research

	Supplementary material
	Data availability
	Acknowledgments
	Author contribution
	Funding
	Declaration of interest
	Barriers and facilitators to treatment-seeking for mental health conditions and substance misuse

	References


