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to increase support toward military personnel with mental health Accepted 13 February 2018
problems. Soldiers from two Battalions (N=349) were randomly
assigned by squad to receive the training (n=179) or to a survey-
only control group (n=170). Soldiers completed survey
assessments at baseline and three months later. Soldiers also
completed an implicit association test assessing attitudes toward
mental health treatment at the three-month follow-up. Results
revealed that soldiers in the training condition reported an
increase in supportive behaviours toward soldiers with mental
health problems three months following the training, whereas
there was no increase in soldiers assigned to the control group.
Soldiers in the training condition were also marginally more likely
to increase their own treatment seeking in the three months
following the training. Discussion focuses on the importance of
unit member support for military personnel with mental health
problems and the implications for employees in other occupations
characterised by the expectation for resilience.
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Introduction

Employees in high-risk jobs (e.g. military personnel, police officers, firefighters, first
responders) often experience traumatic events that put them at risk for developing
mental health problems (Britt & McFadden, 2012). Unfortunately, many employees in
these jobs fail to get timely mental health treatment for these difficulties, often leading
to worsening symptoms for the employee and his or her family (Boulos & Zamorski,
2015; Vashdi, Bamberger, & Bacharach, 2012). One reason offered for low treatment
seeking in these occupations is an organisational culture that emphasises the importance
of individual resilience in employees and handling mental health problems on their own
(Britt & McFadden, 2012).

Employees in high-risk occupations are typically embedded in units that are highly
cohesive, resulting in an increased responsivity to fellow unit member evaluations and
feedback (Bacharach & Bamberger, 2007). Therefore, increasing fellow unit member
support for individuals with mental health problems should have a positive effect on
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those employees in need of treatment. In the present research, we describe the develop-
ment and evaluation of training to increase supportive behaviours toward fellow soldiers
experiencing mental health problems.

The incidence of mental health problems among soldiers in the military has been exten-
sively documented, along with the fact that the majority of soldiers with problems typically
do not receive treatment. Thomas et al. (2010) found rates of Post-Traumatic Stress Dis-
order or depression as high as 33% among Active Component and National Guard Soldiers.
In terms of military personnel getting treatment for these problems, Kim, Thomas, Wilk,
Castro, and Hoge (2010) found the percentages of National Guard soldiers who reported
seeking treatment were between 13% and 27%. For the most part, similar rates of treatment
seeking have been found across cultures beyond the US, with data from the Canadian Com-
munity Health Survey-Canadian Forces Supplement reporting that 14.5% of veteran and
active members of the Canadian Forces experienced a problem and 42% of those with a
problem sought treatment (Fikretoglu, Brunet, Schmitz, Guay, & Pedlar, 2006; Fikretoglu,
Guay, Pedlar, & Brunet, 2008). In a sample of members of the UK armed forces, of those
identified to be at risk for psychiatric problems, 23% reported seeking help, though these
estimates varied based on diagnosis (Iversen et al., 2010).

Among employees in high-risk occupations, much of the research on treatment
seeking, both in the US and abroad, has focused on stigma, practical constraints, and atti-
tudes toward treatment as primary barriers to treatment (Britt et al., 2016; Hoge et al.,
2004; Iversen et al., 2011; Kim, Britt, Klocko, Riviere, & Adler, 2011). Although concerns
about stigma within the military have been consistently high and reported across a
number of Armed Forces from several nations (e.g. Gould et al.,, 2010), Sharp et al.
(2015) found evidence of inconsistent relationships between stigma and help seeking
and proposed that important others facilitating treatment may be more influential than
anticipated negative judgement.

Britt and McFadden (2012) also argued that leaders and fellow unit members play a
critical role in promoting psychological health and facilitating treatment seeking. Aligning
with the Theory of Planned Behavior (TPB; Ajzen, 1985), one key determinant of intend-
ing to perform a given behaviour is the subjective norms of important others around the
individual. Leaders and fellow unit members represent important sources of influence
which help to shape the subjective norms for military personnel and personnel in other
high-risk occupations (e.g. firefighters, police officers, first responders). In fact, higher
unit support or cohesion and more positive leadership are related to lower levels of treat-
ment-related stigma and to fewer practical barriers to getting help (Britt, Wright, &
Moore, 2012; Pietrzak, Johnson, Goldstein, Malley, & Southwick, 2009; Wright et al.,
2009).

Supportive ties among military unit members is a primary predictor of positive adap-
tation following exposure to the traumatic events that can occur during combat (Solomon,
Mikulincer, & Hobfoll, 1986; Solomon, Weisenberg, Schwarzwald, & Mikulincer, 1987), as
well as aiding in a positive transition following deployment (Fink, Gallaway, & Millikan,
2013). While studies have considered the influence of general forms of support on soldier
adaptation (Fink et al., 2013), fewer studies have attended to how unit support may relate
specifically to treatment-seeking behaviours. Recently, Harpaz-Roten, Rosenheck, Pietr-
zak, and Southwick (2014) found that support from one’s unit, leader, and the military
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in general was associated with a higher likelihood of initiating treatment among a sample
of veterans in an initial visit at a Veterans Affairs clinic.

Thus, there is evidence that fostering unit support may be a promising method to
promote soldiers’ psychological health, and potentially treatment seeking. We argue
that support from one’s unit needs to be clearly directed toward encouraging treatment
when needed (rather than support in general), as earlier work pointed out the complexities
that supportive individuals can either serve as a gateway or a substitute for professional
treatment (Gottlieb, 1976). These complexities highlight the need to take a more fine-
grained approach to considering how unit members may be trained to offer support for
seeking professional treatment when needed.

Within the context of unit members providing support to fellow service members with
mental health problems, supportive behaviours include continuing to provide emotional
support to service members receiving treatment (while not trying to serve as a counsellor
oneself), helping service members access treatment, providing information to fellow sol-
diers regarding treatment, and helping fellow service members know when it is necessary
to receive help. The primary purpose of the unit training developed for the present study
was to increase targeted supportive behaviours toward fellow service members experien-
cing mental health problems but not yet in treatment. Thus, we focused on supportive
behaviours to help a soldier know when professional treatment is needed and to get
them into treatment.

The training developed for the present study was consistent with Mental Health First
Aid (MHFA) training developed by Kitchener and Jorm (2002). MHFA training covers
how to help others who are experiencing a mental health crisis and has five major
steps: assessing risk of self-harm or suicide, listening without judgment, providing reassur-
ance and information to someone with a problem, encouraging getting professional help
when necessary, and encouraging the appropriate use of self-help strategies (Kitchener &
Jorm, 2002, p. 2). Kitchener and Jorm (2004) examined the effectiveness of MHFA in an
occupational setting using a wait-list control design but did not tailor the training to the
occupational setting of the employees. The employees demonstrated more accurate beliefs
about effective treatment for two disorders, decreased social distance toward individuals
with the disorders, and increased their own mental health following the training.

In the present study, we developed unit training with comparable goals of MHFA
focusing on the unique occupational context and mental health concerns facing military
personnel and training for unit support (e.g. Pietrzak et al., 2010). The training addressed
many of the barriers that have been consistently found in the literature, such as the strong
stigma against unit members with mental health problems and the importance of the unit
being supportive for soldiers needing help (Britt & McFadden, 2012).

To contextualise the training, much of the content was based on prior qualitative and
quantitative studies highlighting the main predictors of treatment seeking among military
personnel (Britt et al., 2016; Hoge et al., 2004; Kim et al., 2011; Zinzow et al., 2013), as well
as recommendations from the broader literature on reducing stigma and improving
support of individuals with mental health problems, including the use of video testimo-
nials (Corrigan et al., 2002; Pinfold, Thornicroft, Huxley, & Farmer, 2005). These steps
align with the training literature, which highlights the need for an analysis of the needs
of an organisation prior to a training intervention (e.g. Salas, Tannenbaum, Kraiger, &
Smith-Jentsch, 2012). Our training was based on qualitative research on the important
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factors involved in whether military personnel get needed mental health treatment.
Zinzow et al. (2013) conducted focus groups with military personnel of different rank
as well as interviews with personnel who had sought mental health treatment on active
duty. The authors identified the importance of support from fellow unit members and
leaders in facilitating treatment seeking, as well as witnessing fellow personnel benefiting
from mental health treatment.

In addition, we followed guidelines from the broader training literature to ensure our
method of training delivery and evaluation aligned with recommendations. For the
method of training delivery, we examined research on how to provide information to
improve knowledge and attitudes, such as using practice activities during training (Saks
& Belcourt, 2006). As a particular strategy for increasing service member confidence
regarding providing support to unit members with mental health problems, we used
role-playing to allow soldiers to practise skills associated with supporting soldiers with
mental health problems. We also used empirically supported instructional tools, such as
discussions that promoted critical thinking in terms of costs and benefits of not seeking
treatment, as well as recognising ways to counter barriers to treatment. Given the impor-
tance of leaders in the mental health of employees (Dimoft, Kelloway, & Burnstein, 2016),
we modified the training for leaders of the units, highlighting how leaders set the climate
within the unit for supporting soldiers who need treatment.

In evaluating the effectiveness of training, we followed guidelines in the training litera-
ture. Kirkpatrick (1959/1994) provided one of the most widely used frameworks for eval-
uating training. The framework recommends measuring participant reactions to the
training, learning outcomes, behavioural outcomes (post-training, on the job), and tangi-
ble outcomes which indicate that the training has benefited the organisation. In following
this framework, we assessed evaluations of the training from soldiers. In evaluating learn-
ing, researchers have noted learning outcomes can be cognitive, skills-based, or affective in
nature (Kraiger, Ford, & Salas, 1993). In accordance with Kraiger et al.’s (1993) rec-
ommendations, we assessed declarative knowledge about mental health treatment with
a recall test and targeted attitudes with self-report measures. While hands-on testing or
an observational assessment may be preferred for assessing acquired skills in supporting
a fellow unit member, these behaviours may be difficult to be observed naturally. There-
fore, we used the role-playing scenarios to encourage the use of these skills but did not
directly test them as a learning outcome.

As a measure of skill use and behaviour outcomes after the training (in the framework
of Kirkpatrick’s model), we used self-report indicators of specific supportive behaviours in
which soldiers engaged following the training. We also assessed whether soldiers partici-
pating in the training had more positive implicit attitudes toward mental health treatment
(Goguen et al., 2016) as assessed through the Implicit Association Test (IAT), which is a
reaction time-based measure of the extent to which individuals associate a given concept
with the adjectives of “Good” versus “Bad” (Greenwald, Nosek, & Banaji, 2003). The
addition of the IAT also meets a call in the training literature to incorporate assessments
of implicit attitudes that may be more indicative of true attitude change (e.g. Ford, Kraiger,
& Merritt, 2010).

Finally, we recognised that in focusing the training on supporting fellow unit members
with mental health problems, soldiers may also be more likely to seek treatment them-
selves when experiencing mental health problems. Siegel, Lienemann, and Tan (2015)
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demonstrated that individuals showing symptoms of depression who heard a persuasive
message regarding the importance of a close other getting treatment for depression
expressed more positive attitudes toward treatment and greater intentions to get treatment
than those depressed individuals who received a direct message to get treatment. There-
fore, we hypothesised that the unit training would not only result in increased supportive
behaviours to other unit members but that soldiers would also be more likely to report
getting mental health treatment themselves.

In the present study, soldiers from two Battalions were randomly assigned to either par-
ticipate in the training to support soldiers with mental health problems or to a survey-only
control group. Soldiers were assessed before the training (at baseline) and then three
months following the training. Our hypotheses were as follows:

Hypothesis 1: Those soldiers receiving the unit training, in comparison to those in the control
group, would report greater confidence in helping soldiers with mental health problems, as
well as greater knowledge of mental health issues, at the three-month follow-up.

Hypothesis 2: Those soldiers receiving the unit training, in comparison to those in the control
group, would report performing more supportive behaviours at the three-month follow-up.

Hypothesis 3: Those soldiers receiving the unit training, compared to soldiers in the control
group, would be more likely to report receiving mental health treatment at the three-month
follow-up.

Hypothesis 4: Soldiers in the unit training condition will possess more positive implicit atti-
tudes toward mental health treatment at the three-month follow-up.

Method
Participants and design

A total of 349 active duty US Army soldiers (N =272) and squad/section leaders (N =77)
from 61 squads/sections in two Battalions from an Infantry Brigade participated in the
study at the baseline assessment. The participants were evenly split between the two bat-
talions (50% each). Participants were randomly assigned by squad to either the training or
survey-only control conditions, with 51% (n =179) of the participants being assigned to
the training condition and 49% (n=170) being assigned to the survey-only control
condition.

The majority of the sample was male (84%, 16% female), with an average age of 26.36
(SD = 6.36). Soldiers had been in the military for an average of 4.74 years (SD = 5.22). The
majority of participants were White (51%), followed by African-American (25%). Almost
all of the participants were either junior enlisted (E1-E4, n =247, 71%) or non-commis-
sioned officers (E5-E7, n =98, 28%).

Three months later, 270 soldiers participated in the follow-up assessment. Soldiers were
matched based on an arbitrary code they completed on both the baseline and three-month
follow-up measures. The code had participants fill in the last 5 digits of their social security
number as well as the state or territory they were in on 11 September 2001 (see Adler, Britt,
Kim, Riviere, & Thomas, 2015). Of the 349 soldiers who completed the baseline assess-
ment, 112 (32%) responded to the three-month follow-up. The matching rate found in
the present research is consistent with prior research and reflects military personnel
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moving to new duty locations or being away for operational training exercises at any given
time period (Adler et al., 2015). Analyses were conducted to examine potential differences
between the matched sample and those individuals who completed the baseline assess-
ment but did not complete the three-month follow-up assessment. Demographic compari-
sons using chi-square tests of independence revealed no significant differences in the
composition of the matched sample compared to those who did not participate in the
follow-up assessment in terms of gender (XZ (1)=0.17, p>.05), rank (Xz (3)=2.86, p
>.05), or ethnicity (XZ (4) =2.24, p>.05). A one-way ANOVA also revealed no difference
in age (F(1, 346) = 0.36, p > .05). Because of the small number of leaders in the matched
database (N=12 in the training condition, N=17 in the control condition), analyses
were not conducted on measures administered only to leaders for the matched baseline
to three-month follow-up sample.

Analyses were also conducted comparing differences between the two battalions who
participated in the study. Using the matched sample, soldiers from the two battalions
did not differ in terms of baseline confidence (F(1, 112) =3.57, p = ns), mental health
knowledge (F(1, 112) =0.76, p =ns), or supportive behaviours (F(1, 81)=0.02, p = ns).
There was a small difference in the battalions in treatment seeking in the prior three
months at baseline ()(2 (1) =4.16, p = .04). We did not control for battalion given that sol-
diers from the two battalions were randomly assigned to the training and survey-only
control groups and there were no baseline differences between the conditions (see below).

Description of the unit training

The training took place in 10 different sessions, each session lasting approximately 2
hours, with a 10-minute break at approximately the halfway point. Each session featured
a PhD-level faculty member as the primary facilitator (the first, fourth, and fifth authors)
along with a graduate student assistant and an ombudsman who answered any questions
soldiers had regarding their rights as research participants. The objectives were to encou-
rage soldiers to be more supportive of fellow soldiers getting mental health treatment by
understanding (1) the common symptoms of mental health concerns and when a problem
needs to be addressed, (2) the benefits of getting help for mental health problems, (3) the
barriers and facilitators of treatment seeking (including those that result from the actions
of fellow unit members), (4) what happens during treatment and providing accurate infor-
mation about the use of medication, (5) how unit climate can affect a soldier’s decision to
seek help, and (6) actions peers can take to help fellow soldiers get help.

The training was designed to be discussion-oriented and interactive, and soldiers were
strongly encouraged to speak and ask questions; thus, there were no PowerPoint slides.
Handouts highlighting the important messages from the training session as well as
listing various national and local resources were provided to soldiers for their future refer-
ence. Six video interviews of soldiers who had sought treatment and mental health pro-
fessionals were also presented throughout the training session. The videos highlighted
several messages, including the recognition of mental health symptoms, benefits of treat-
ment, barriers soldiers experienced, the nature of mental health treatment, how to support
soldiers who need treatment, and the importance of fellow soldiers facilitating treatment.

The training also included an interactive exercise using an electronic classroom
response system. Soldiers anonymously responded to questions about various unit-level
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supportive and unsupportive behaviours related to mental health problems and treatment
(e.g. “Soldiers in my unit encourage fellow Soldiers to get professional help when necess-
ary” and “Negative comments about Soldiers who get mental health treatment are toler-
ated in my unit”). The responses of soldiers were displayed on a graph in an anonymous
fashion, followed by a discussion of how to increase supportive behaviours and decrease
unsupportive behaviours.

The training emphasised looking out for battle buddies, the responsibilities of peers to
recognise mental health symptoms among their unit members, and ways in which soldiers
can contribute to a more positive unit climate that is supportive of treatment seeking. The
training provided to squad/section leaders occurred separately from the unit member
training. The training covered the same general areas as that of the unit members.
However, leader training also highlighted the important role played by the leaders them-
selves in creating a supportive climate for soldiers getting help. The leaders also generated
specific goals for improving the supportive climate of their unit. Soldiers and leaders were
trained in separate sessions.

Evaluation of the training was assessed through 11 items that assessed soldier percep-
tions of the usefulness, effectiveness, and relevance of the training (e.g. “I found this train-
ing session to be useful”), and whether they learned specific behaviours relevant to the
training (e.g. “I learned specific actions that I can take to encourage soldiers to seek
help”). The items were rated on a 7-point agreement scale anchored by “Strongly Dis-
agree” (1) and “Strongly Agree” (7).

Baseline survey

Knowledge about mental health issues was assessed through eight multiple-choice factual
questions that assessed soldier knowledge of mental health problems and treatment
seeking in the military. Questions were developed as a result of prior research on
mental health problems and treatment seeking in the military. Two sample items were
“Among soldiers with mental health problems, what proportion seek treatment?” and
“How long does it typically take for psychotherapy (talk therapies) to start working for
mental health problems?” Respondents were provided four response options for each
knowledge item, and the number of correct responses was summed to compute their
knowledge scores.

Confidence in helping fellow soldiers was assessed with a three-item measure including
the questions “I believe I can succeed in helping a fellow Soldier get needed mental
health treatment,” “I am confident that I can effectively help a fellow Soldier get
mental health treatment if needed,” and “I will be able to overcome the challenges associ-
ated with helping a fellow Soldier get mental health treatment.” Although these items
were developed for the present study, they were created according to guidelines rec-
ommended by Bandura (1997) for developing self-efficacy items specific to the
domain of behaviour of interest. These items were rated on a 5-point agreement scale
anchored by “Strongly Disagree” (1) and “Strongly Agree” (5). Cronbach’s alpha for
the measure at baseline was .90.

Supportive behaviours were assessed through five items addressing whether soldiers had
engaged in behaviours supporting fellow soldiers with mental health concerns. The items
were developed in part based on the qualitative research by Zinzow et al. (2013) highlight-
ing factors that would increase treatment seeking among military personnel. Respondents



288 (&) T.W.BRITTETAL.

answered either “yes” (1) or “no” (0). Sample items for the soldier-supportive behaviours
included “In the past 3 months, did you offer assistance to a soldier who was struggling
with mental health concerns?” and “In the past 3 months, did you provide support for
a fellow soldier who was currently in treatment?” Responses to these five items were
summed to generate each person’s score on supportive unit behaviours (alpha =.87 at
baseline). These items were administered to the unit members in the sample. A separate
set of supportive leader behaviour items were administered to the leaders. However, this
measure was not analysed due to the small number of leaders matched from baseline to the
three-month follow-up.

Treatment seeking was measured in multiple ways in order to capture any attempt sol-
diers made to reach out to professionals for mental health services (Britt et al., 2016;
Zinzow et al., 2015). First, soldiers were asked “In the past 3 months, did you receive
mental health services (e.g. individual therapy, group therapy) for a stress, emotional,
alcohol, or family problem from any of the following professionals?” Soldiers were indi-
cated as having sought treatment if they reported to receive mental health services from
a mental health professional at a military or civilian facility or a primary care/general
medical doctor at a military or civilian facility. Second, participants were asked “In the
past 3 months, how many visits did you attend for mental health problems?” Response
options were “0,” “1-2,” “3-7,” “8-12,” and “more than 12.” Participants were indicated
as having sought treatment if they reported 1-2 visits or more.

Three-month follow-up

Participants completed the same survey that was administered at baseline, including
assessments of knowledge about mental health issues, awareness of mental health treat-
ment, confidence in helping fellow soldiers, supportive behaviours toward soldiers, and
mental health treatment seeking. In addition, two 5-minute IATs were developed to evalu-
ate soldier’s implicit attitudes toward mental health treatment in comparison to medical
treatment (see Goguen et al., 2016).

On opposite sides of the computer screen, the IAT presented two focal categories: (1)
mental health treatment and (2) medical treatment, with each of these being paired with
either a positive or negative term (i.e. good vs. bad and effective vs. ineffective). When an
attribute (e.g. great) appeared in the middle of the screen, soldiers were asked to categorise
the attributes into the appropriate categories. The IAT records response time (in millise-
conds) for correct categorisations. A longer response time would suggest implicit bias in
cases where two terms (e.g. mental health treatment and effective) were not automatically
associated by participants. The IAT software computes based on the scoring procedure
recommended by Greenwald et al., (2003), which is a measure of bias based on the differ-
ences in response time between trials focusing on mental health treatment and those
focusing on medical treatment. A positive score would indicate more bias against
mental health treatment. Goguen et al. (2016) demonstrated a negative bias of mental
health treatment being responded to as less good and less effective than medical treatment
among a sample of college students. The IAT has been found to be a reliable and valid way
of assessing implicit attitudes toward a variety of objects (Bar-Anan & Nosek, 2014). These
IATs were not assessed at baseline due to the time commitment of soldiers in the training
condition.
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Procedure

In all of the sessions, at least one investigator, one graduate student, and one ombudsman
were present. The investigators briefed the soldiers at the beginning of all sessions on the
purpose of the study, and soldiers were given an informational letter about the project.
Soldiers were given an option on all of the surveys of whether they agreed to have their
responses used for research purposes. Soldiers could also choose not to respond to any
of the survey questions. Only responses from consenters were included in the current
study analyses.

Soldiers from up to five squads participated in a given training session, and soldiers
from up to six squads participated in a single survey-only control session. Soldiers in the
unit training and control conditions were assessed in different rooms and/or different
times. Given that multiple squads participated in a given training or survey-only
control session, the fact that many soldiers did not provide their unit information on
the baseline assessment, and the relatively small number of soldiers in the matched
sample, the analyses in the present research are conducted at the individual soldier
level rather than the unit level of analysis. Soldiers in both the unit training and
survey-only control conditions completed a 30-minute baseline survey assessment. Sol-
diers in the unit training condition then participated in the unit training described
earlier, whereas soldiers in the survey-only control condition were dismissed. Three
months later, soldiers from the same two battalions were recruited to participate in
the follow-up assessment. They completed the three-month follow-up survey and
then completed the two 5-minute computerised IATs to assess their implicit attitudes
toward mental health treatment.

Results
Evaluations of the training

Responses to the immediate post-training survey showed that the training was well
received by the participants. The responses to specific evaluation items are presented in
Table 1. The means on all the items were above 5 on a 1-7 scale, where higher
numbers represented more favourable ratings. Participants indicated that they generally
understood the content, enjoyed the delivery methods, and found it applicable.

Table 1. Means and standard deviations of responses to items evaluating the training.

Mean SD
This training was relevant for Soldiers in my unit. 5.68 1.27
| found this training session to be useful. 5.68 134
| understood the information in this training session. 6.05 1.06
| liked the group exercises in this training session. 5.74 1.22
| liked the videos in the training. 5.65 1.19
This training session encouraged Soldiers (Leaders) to look out for one another. 5.87 1.16
| learned specific actions that | can take to encourage Soldiers to seek treatment. 5.86 1.16
I learned how to recognize when mental health problems require treatment. 5.61 1.30
My attitude toward mental health treatment was improved by this training. 5.58 1.38
My attitude toward those who get mental health treatment improved as a result of this training. 5.64 1.22
My attitude toward mental health professionals improved as a result of this training. 5.64 133

Note: Responses provided on a 1-7 scale where 1="“Strongly Disagree” and 7 = “Strongly Agree.”
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Baseline differences between the training and survey-only control groups

Demographic comparisons using chi-square tests of independence revealed no differences
in the composition of the training and control groups in terms of gender (x* (1) = 0.15, p
=.70), rank (X2 (3) =3.89, p=.27), or ethnicity (Xz (4) =2.31, p=.68). A one-way ANOVA
also revealed no significant difference in age (F(1, 345) = 3.59, p = .06). In addition, a series
of one-way ANOV As revealed no differences in the major baseline study variables of sup-
portive unit behaviours (F(1, 348) = 0.007, p = .93), confidence in helping a fellow soldier
get treatment (F(1, 348) = 0.17, p = .68), awareness of treatment (F(1, 348) = 0.06, p = .81),
and knowledge of mental health issues (F(1, 347) = 2.43, p =.12). A chi-square test of inde-
pendence also revealed no difference in the number of soldiers who had sought treatment
between the training and control group (y* (1) = 1.43, p = .23).

Effects of training condition and time

A series of 2 (baseline, three-month) x 2 (training, control) mixed-methods ANOVAs
were used to test for the effects of the training over time. We did not include whether
or not the soldier was a leader or unit member in the analyses because of the limited
number of leaders in each of these conditions at the follow-up assessment. The results
are first presented for confidence in helping a fellow unit member and supportive beha-
viours towards unit members with mental health problems, followed by knowledge of
mental health treatment.

Confidence in helping fellow soldiers

For confidence in helping a fellow soldier, there were no main effects of time (F(1, 112) =
0.05, p=.82) or condition (F(1, 112) =0.001, p=.97), and no significant interaction
between time and condition (F(1, 112) =0.47, p = .49). Overall, scores on confidence in
helping a fellow soldier were high among participants at baseline (M =4.10, SE=.05,
on a 1-5 scale), which may have contributed to the failure to find effects of unit training
compared to the survey-only control condition.

Supportive behaviours

For actual supportive behaviours toward fellow unit members with mental health pro-
blems, there was no significant main effect of time (F(1,75) = 0.69, p = .41). However,
there was a significant main effect of training condition (F(1, 75)=7.90, p<.01,
n*=.10), along with the predicted interaction between time and training condition
(F(1, 75) = 6.94, p=.01, n*=.09). Figure 1 provides a graph of the interaction. As
expected, those soldiers in the training condition showed a significant increase in the
number of supportive behaviours they engaged in at the three-month follow-up com-
pared to baseline (F(1, 51) =7.71, p <.01, 172 =.13). In contrast, those soldiers in the
control group did not show an increase in supportive behaviours at the three-month
follow-up (F(1, 24) =2.09, p=.16). Viewing the interaction differently, the training
and survey-only control group did not differ in their supportive behaviours toward
fellow soldiers at baseline (F(1, 81) =2.34, p=.13), but the training group reported
more supportive behaviours at the three-month follow-up than the control group
(F(1,81) =8.75, p < .01).
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Figure 1. Number of supportive behaviours as a function of training condition and time period.

Mental health knowledge

In terms of knowledge of treatment issues in the military, there was a main effect of time
(F(1,111) =6.27, p = .01), indicating higher knowledge levels at the three-month follow-
up (M =5.08, SE =.13) than at baseline (M = 4.72, SE = .13). There was neither a signifi-
cant main effect of condition (F(1, 111)=0.25, p=.62) nor a significant interaction
between time and condition (F(1, 111) = 1.41, p =.24). Given the main effect of time
was not qualified by a condition X interaction, it is possible that personnel in the
survey-only control group could have become interested in mental health issues as a
result of completing the baseline survey, resulting in an increase in knowledge at the
three-month follow-up.

Mental health treatment seeking

We examined treatment seeking at baseline and at the three-month follow-up for those
participants in the unit training condition versus those in the survey-only control
group. There were no differences between the training and survey-only control groups
in treatment seeking at baseline ()(2 (1)=1.31, p=.25). However, at the three-month
follow-up, a marginally significant higher percentage of soldiers in the training condition
had sought treatment (21.4%) than in the survey-only control group (7.5%) (Xz (1)=3.61,
p <.06).

Implicit associations for mental health treatment

We examined the responses on the IATs at the three-month follow-up. We found evi-
dence for significant bias toward mental health treatment as being less good and less
effective when compared to medical treatment. The average GNB scores were signifi-
cantly different from zero on both the good-bad IAT (M =0.15 SD=.02, #(231) =
7.17, p<.01) and the effective-ineffective IAT (M =0.08, SD=.02, #(226)=4.06,
p<.01). In addition, the two implicit attitudes were positively correlated with one
another (r (210) = .20, p < .01). However, there were no significant differences in implicit
attitudes based on whether the soldier received the unit training or were in the survey-
only control condition.
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Discussion

The present study developed and tested a training programme designed to encourage sol-
diers to support their fellow unit members experiencing mental health problems and to
indirectly promote mental health treatment seeking more generally. This training pro-
gramme was developed in order to address the well-documented concern for the
number of soldiers who experience mental health problems yet do not seek treatment
(e.g. Kim et al., 2010). The training received favourable evaluations from soldiers, and
the study results provide preliminary evidence that a training focused on supporting
fellow soldiers to seek treatment results in an increase in the number of supportive beha-
viours performed.

Our results indicated that soldiers reported engaging in more supportive behaviours
after receiving the training compared to the control group. The outcome of supportive
behaviours was the primary target of the intervention, with the goal of fostering a more
supportive climate toward seeking mental health treatment when needed. Focusing on
supporting fellow unit members may be a particularly important strategy in the context
of military units and other high-risk occupations that emphasise close, trusting bonds
(Bacharach & Bamberger, 2007; Britt & McFadden, 2012). In addition, increasing suppor-
tive behaviours should result in strengthening the subjective norms component of the TPB
(Ajzen, 1985), where individuals believe that others important to them want them to get
treatment.

In addition, we found that those who received the training reported seeking treatment
at marginally higher rates at the follow-up assessment compared to those in the control
condition. We acknowledge this finding should be interpreted with caution due to the
small sample size. In addition, the finding was only marginally significant within those
personnel in the training condition and did not reflect differences in treatment seeking
between the training and survey-only control group. In general, prior help-seeking inter-
ventions have not resulted in increases in treatment seeking (Gulliver, Griffiths, Christen-
sen, & Brewer, 2012), However, this trend could further support the value of indirect
messages in encouraging others to seek help, thus increasing individual intentions to
seek treatment themselves if needed (Siegel et al., 2015).

Although we found increases in supportive behaviours, we did not find strong evi-
dence for increases in confidence in helping fellow unit members get treatment or
knowledge of mental health issues in the military. The failure to find significant
effects of training on confidence in helping fellow soldiers get mental health treatment
was likely a function of ceiling effects created by the very high mean on the variable
at baseline. The lack of effects on mental health knowledge may be due to a lack of trans-
fer of the knowledge to the operational setting of the soldiers, as soldiers may not need to
recount information, such as facts about psychotherapy or where mental health pro-
fessionals are located.

Although our study has strengths in the design and implementation, we acknowledge
limitations that offer areas for future research. First, our sample size was relatively small
to find strong effects of the training over time. We were also unable to conduct analyses
at the unit level to more explicitly examine contextual changes in the unit climate. Thus,
we encourage future researchers to implement our training, or a similar training, among
a larger sample to more fully examine unit-level changes. Second, the primary effects
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of the unit training were significant for variables assessed through the method of
self-report. In addition, the majority of these measures were developed for the present
study, and therefore the results with these measures are not directly comparable with
research that uses validated measures of mental health knowledge and attitudes
towards mental health treatment in other military populations. While self-report infor-
mation is valuable in assessing individual knowledge and attitudes, more objective
measures of treatment seeking may provide valuable information in future studies.
Our study did use the IAT to assess implicit attitudes toward mental health treatment
(Goguen et al., 2016). Although the findings showed that soldiers in general viewed
mental health treatment as less good and less effective than medical treatment, these atti-
tudes were not significantly different between the unit training and control groups. In
addition, given the IAT was only administered at the third month, we were unable to
examine changes in implicit attitudes toward treatment from before the training until
the three-month assessment.

As a final consideration, our study used a design of an experimental training group and
a survey-only control group, which helped to account for confounding effects of simply
being involved in a study or taking the survey assessment. However, future studies
could use active control groups that receive a more neutral training to make stronger
causal inferences. Furthermore, given the failure to find effects of our training on
mental health knowledge, we recommend including booster sessions to reinforce the
key elements of the training. In addition, spreading the training over several sessions
could allow soldiers to practise the skills learned in the training and receive feedback
on their performance (Saks & Belcourt, 2006). Additional studies could also include
non-self-report measures of supportive behaviours (e.g. potentially through observer
ratings of such behaviours) and treatment seeking (e.g. through assessing service
member medical records). Objectively assessing supportive behaviours by soldiers not
involved in the training would also help address a concern with the present study that sol-
diers exaggerated their reports of supportive behaviours because they remembered parti-
cipating in the training.

In addition to the future directions discussed in light of the study limitations, we see
several other opportunities for research based on our study findings. We encourage
researchers to apply this training to other occupational settings. Training on supporting
co-workers who may need professional help could be particularly important in occu-
pations that share a similar organisational culture as the military (i.e. high-risk jobs
such as police officers, firefighters, first responders that share an emphasis on unit cohe-
sion and trusting bonds). We note, however, that mental health problems can be costly to
all occupations in terms of worker well-being, productivity loss, and even financial costs in
providing health care (e.g. Goetzel, Ozminkowski, Sederer, & Mark, 2002). Thus, interven-
tions to encourage fellow workers to seek help, be informed of symptoms, and demon-
strate support may be valuable to a broad range of occupations.

Acknowledgement

The authors would like to thank Laura Ross, Christopher Herring, and Jerry Lowden for serving as
ombudsmen for the study, and Mr Brad Singer and MAJ Donna Terrell for their assistance with the
project. We would also like to think Amy Adler, Charles Hoge, Joshua Wilk, Paul Kim, Robin
Toblin, and Maurice Sipos for their instructive feedback on the training reported in this manuscript.



294 (&) T.W.BRITTETAL.

Disclosure statement

The views expressed in this article are those of the authors and do not necessarily represent the offi-
cial policy or position of the U.S. Army Medical Command or the Department of Defense.

Funding

This work was supported by a grant from the Department of Defense (grant number #W81XWH-
11-2-0010) administered by the U.S. Army Medical Research Acquisition Activity.

References

Adler, A. B, Britt, T. W, Kim, P. Y., Riviere, L. A., & Thomas, J. L. (2015). Longitudinal determi-
nants of mental health treatment-seeking by US soldiers. British Journal of Psychiatry, 207, 346-
350.

Ajzen, I. (1985). From intentions to action: A theory of planned behavior. In J. Kuhl & J. Beckman
(Eds.), Action control: From cognition to behavior (pp. 11-39). Heidelberg: Springer.

Bacharach, S. B., & Bamberger, P. A. (2007). 9/11 and New York City firefighters’ post hoc unit
support and control climates: A context theory of the consequences of involvement in traumatic
work-related events. Academy of Management Journal, 50, 849-868.

Bandura, A. (1997). Self-efficacy: The exercise of control. New York, NY: W.H. Freeman.

Bar-Anan, Y., & Nosek, B. A. (2014). A comparative investigation of seven indirect attitude
measures. Behavior Research Methods, 46, 668-688.

Boulos, D., & Zamorski, M. A. (2015). Do shorter delays to care and mental health system renewal
translate into better occupational outcomes after mental disorder diagnosis in a cohort of
Canadian military personnel who returned from an Afghanistan deployment? BMJ Open.
doi:10.1136/bmjopen-2015-008591

Britt, T. W., Jennings, K. S., Cheung, J. H., Pury, C. L. S., Zinzow, H. M., Raymond, M. A, &
McFadden, A. C. (2016). Determinants of mental health treatment seeking among soldiers
who recognize their problem: Implications for high-risk occupations. Work & Stress, 30,
318-336.

Britt, T. W., & McFadden, A. C. (2012). Understanding mental health treatment seeking in high
stress occupations. In J. Houdmont, S. Leka, & R. Sinclair (Eds.), Contemporary occupational
health psychology: Global perspectives on research and practice (pp. 57-73). Hoboken, NJ:
Wiley-Blackwell.

Britt, T. W., Wright, K. M., & Moore, D. (2012). Leadership as a predictor of stigma and practical
barriers toward receiving mental health treatment: A multilevel approach. Psychological Services,
9, 26-37.

Corrigan, P. W, Calabrese, J. D., Diwan, S. E., Keogh, C. B,, Keck, L., & Mussey, C. (2002). Some
recovery processes in mutual-help groups for persons with mental illness; I: Qualitative analysis
of program materials and testimonies. Community Mental Health Journal, 38, 287-301.

Dimoft, J. K., Kelloway, E. K., & Burnstein, M. D. (2016). Mental health awareness training
(MHAT): The development and evaluation of an intervention for workplace leaders.
International Journal of Stress Management, 23, 167-189.

Fikretoglu, D., Brunet, A., Schmitz, N., Guay, S., & Pedlar, D. (2006). Posttraumatic stress disorder
and treatment seeking in a nationally representative Canadian military sample. Journal of
Traumatic Stress, 19, 847-858.

Fikretoglu, D., Guay, S., Pedlar, D., & Brunet, A. (2008). Twelve month use of mental health services
in a nationally representative, active military sample. Medical Care, 46, 217-223.

Fink, D. S., Gallaway, M. S., & Millikan, A. M. (2013). Assessment of subthreshold and developing
behavioral health concerns among U.S. Army soldiers. Military Medicine, 178, 1188-1195.

Ford, J. K., Kraiger, K., & Merritt, S. M. (2010). An updated review of the multidimensionality
of training outcomes: New directions for training evaluation research. In S. J. Kozlowski, E. Salas,


https://doi.org/10.1136/bmjopen-2015-008591

WORK & STRESS (&) 295

S.J. Kozlowski, & E. Salas (Eds.), Learning, training, and development in organizations (pp. 135-
165). New York, NY: Routledge/Taylor & Francis Group.

Goetzel, R. Z., Ozminkowski, R. J., Sederer, L. I., & Mark, T. L. (2002). The business case for quality
mental health services: Why employers should care about the mental health and well-being of
their employees. Journal of Occupational and Environmental Medicine, 44, 320-330.

Goguen, K., Britt, T.W., Jennings, K., Sytine, A., Jeffirs, S., Peasley, P., Zaremba, B., & Palmer, J.
(2016). Implicit and explicit attitudes toward mental health treatment. Journal of Social and
Clinical Psychology, 35, 45-63.

Gottlieb, B. H. (1976). Lay influences on the utilization and provision of health services: A review.
Canadian Psychological Review/Psychologie Canadienne, 17, 126-136.

Gould, M., Adler, A., Zamorski, M., Castro, C., Hanily, N., Steele, N., ... Greenberg, N. (2010). Do
stigma and other perceived barriers to mental health care differ across Armed Forces? Journal of
the Royal Society of Medicine, 103, 148-156.

Greenwald, A. G., Nosek, B. A., & Banaji, M. R. (2003). Understanding and using the implicit
association test (IAT): I. An improved scoring algorithm. Journal of Personality and Social
Psychology, 85, 197-216.

Gulliver, A., Griffiths, K. M., Christensen, H., & Brewer, J. L. (2012). A systematic review of
help-seeking interventions for depression, anxiety and general psychological distress. BMC
Psychiatry, 12. doi:10.1186/1471-244X-12-81

Harpaz-Roten, 1., Rosenheck, R. A., Pietrzak, R. H., & Southwick, S. M. (2014). Determinants of
prospective engagement in mental health treatment among symptomatic Iraq/Afghanistan
Veterans. The Journal of Nervous and Mental Disease, 202, 97-104.

Hoge, C. W., Castro, C. A., Messer, S. C., McGurk, D., Cotting, D. I, & Koffman, R. L. (2004).
Combat duty in Iraq and Afghanistan, mental health problems, and barriers to care. The New
England Journal of Medicine, 351, 13-22.

Iversen, A. C., van Staden, L., Hughes, J. H., Browne, T., Greenberg, N., Hotopf, M., ... Fear, N. T.
(2010). Help-seeking and receipt of treatment among UK service personnel. The British Journal
of Psychiatry, 197, 149-155.

Iversen, A. C., van Staden, L., Hughes, J. H., Greenberg, N., Hotopf, M., Rona, R.J., ... Fear, N. T.
(2011). The stigma of mental health problems and other barriers to care in the UK armed forces.
BMC Health Services Research, 11, 31.

Kim, P. Y., Britt, T. W., Klocko, R. P, Riviere, L. A., & Adler, A. B. (2011). Stigma, negative attitudes
about treatment, and utilization of mental health care among soldiers. Military Psychology, 23,
65-81.

Kim, P. Y., Thomas, J. L., Wilk, J. E.,, Castro, C. A., & Hoge, C. W. (2010). Stigma, barriers to care,
and use of mental health services among active duty and national guard soldiers after combat.
Psychiatric Services, 61, 572-588.

Kirkpatrick, D. L. (1959/1994). Evaluating training programs: The four levels. San Francisco, CA:
Berrett-Koehler.

Kitchener, B. A., & Jorm, A. F. (2002). Mental Health First Aid training for the public: Evaluation of
effects on knowledge, attitudes and helping behavior. BMC Psychiatry, 2, 145. d0i:10.1186/1471-
244X-2-10

Kitchener, B. A., & Jorm, A. F. (2004). Mental health first aid training in a workplace setting: A
randomized controlled trial [ISRCTN13249129]. BMC Psychiatry, 4, 182. doi:10.1186/1471-
244X-4-23

Kraiger, K., Ford, J. K., & Salas, E. (1993). Application of cognitive, skill-based, and affective the-
ories of learning outcomes to new methods of training evaluation. Journal of Applied
Psychology, 78, 311.

Pietrzak, R. H., Johnson, D. C., Goldstein, M. B., Malley, J. C., Rivers, A. J., Morgan, C. A., &
Southwick, S. M. (2010). Psychosocial buffers of traumatic stress, depressive symptoms, and psy-
chosocial difficulties in veterans of Operations Enduring Freedom and Iraqgi Freedom: The role of
resilience, unit support, and postdeployment social support. Journal of Affective Disorders, 120,
188-192.


https://doi.org/10.1186/1471-244X-12-81
https://doi.org/10.1186/1471-244X-2-10
https://doi.org/10.1186/1471-244X-2-10
https://doi.org/10.1186/1471-244X-4-23
https://doi.org/10.1186/1471-244X-4-23

296 (&) T.W.BRITTETAL.

Pietrzak, R. H., Johnson, D. C., Goldstein, M. B., Malley, J. C., & Southwick, S. M. (2009). Perceived
stigma and barriers to mental health care utilization among OEF-OIF veterans. Psychiatric
Services, 60, 1118-1122.

Pinfold, V., Thornicroft, G., Huxley, P., & Farmer, P. (2005). Active ingredients in anti-stigma pro-
grammes in mental health. International Review of Psychiatry, 17, 123-131.

Saks, A. M., & Belcourt, M. (2006). An investigation of training activities and transfer of training in
organizations. Human Resource Management, 45, 629-648.

Salas, E., Tannenbaum, S. I, Kraiger, K., & Smith-Jentsch, K. A. (2012). The science of training and
development in organizations: What matters in practice. Psychological Science in the Public
Interest, 13, 74-101.

Sharp, M.-L,, Fear, N. T., Rona, R. J., Wessely, S., Greenberg, N., Jones, N., & Goodwin, L. (2015).
Stigma as a barrier to seeking health care among military personnel with mental health problems.
Epidemiologic Reviews, 37, 144-162.

Siegel, J. T., Lienemann, B. A., & Tan, C. N. (2015). Influencing help-seeking among people with
elevated depressive symptomatology: Mistargeting as a persuasive technique. Clinical
Psychological Science, 3, 242-255.

Solomon, Z., Mikulincer, M., & Hobfoll, S. E. (1986). Effects of social support and battle intensity
on loneliness and breakdown during combat. Journal of Personality and Social Psychology, 51,
1269-1276.

Solomon, Z., Weisenberg, M., Schwarzwald, J., & Mikulincer, M. (1987). Posttraumatic stress dis-
order among frontline soldiers with combat stress reaction: The 1982 Israeli experience.
American Journal of Psychiatry, 144, 448-454.

Thomas, J. L., Wilk, J. E., Riviere, L. A., McGurk, D., Castro, C. A., & Hoge, C. W. (2010).
Prevalence of mental health problems and functional impairment among Active Component
and National Guard soldiers 3 and 12 months following combat in Iraq. Archives of General
Psychiatry, 67, 614-623.

Vashdi, D. R., Bamberger, P. A., & Bacharach, S. (2012). Effects of job control and situational sever-
ity on the timing of help-seeking. Journal of Occupational Health Psychology, 17, 206-219.

Wright, K. A., Cabrera, O. A,, Bliese, P. D., Adler, A. B., Hoge, C. W., & Castro, C. A. (2009). Stigma
and barriers to care in soldiers postcombat. Psychological Services, 6, 108-116.

Zinzow, H. M., Britt, T. W, Pury, C. L. S., Raymond, M. A., McFadden, A. C., & Burnette, C. M.
(2013). Barriers and facilitators of mental health treatment seeking among active-duty army per-
sonnel. Military Psychology, 25, 514-535.

Zinzow, H. M., Britt, TW.,, Pury, C. S., Jennings, K., Cheung, J. H., & Raymond, M. A. (2015).
Barriers and facilitators of mental health treatment-seeking in U.S. Active duty soldiers with
sexual assault histories. Journal of Traumatic Stress, 28(4), 289-297.



Copyright of Work & Stressisthe property of Taylor & Francis Ltd and its content may not
be copied or emailed to multiple sites or posted to a listserv without the copyright holder's
express written permission. However, users may print, download, or email articles for
individual use.



	Abstract
	Introduction
	Method
	Participants and design
	Description of the unit training
	Baseline survey
	Three-month follow-up

	Procedure

	Results
	Evaluations of the training
	Baseline differences between the training and survey-only control groups
	Effects of training condition and time
	Confidence in helping fellow soldiers
	Supportive behaviours
	Mental health knowledge
	Mental health treatment seeking

	Implicit associations for mental health treatment

	Discussion
	Acknowledgement
	Disclosure statement
	References

