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Posttraumatic Stress Disorder and Treatment Seeking
in a National Screening Sample

Karestan C. Koenenl-4 Renee Goodwint2 Eimer Struening,! Fred Hellman,1
and Mary Guardino 3

The behavioral model of service use was employed to identify predictors of mental health treat-
ment seeking and treatment readiness among individual with PT&B 2,713) in data from the

1996 National Anxiety Disorders Screening Day (NADSD). This model examines the contribution of
predisposing (age, sex, marital status, race/ethnicity, education), enabling (employment, geographic
location), perceived need (interference of symptoms with daily life), and evaluated need (other di-
agnoses) factors to treatment seeking and treatment readiness for individuals with PTSD. Results
indicate that although need factors (interference by anxiety symptoms with daily life, diagnosis of
panic disorder) are related to both receiving and readiness for treatment, predisposing (age, marital
status, minority race) factors influence which individuals receive treatment for PTSD.
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Posttraumatic stress disorder occurs following ex- of life, and poor psychosocial adjustment (Ferrada-Noli,
posure to a traumatic event and is defined by three symp-Asberg, Ormstad, Lundin, & Sundbom, 1998; Kulka et al.,
tom clusters: reexperiencing, avoidance and numbing, and1990; McFarlane, Atchinson, Rafalowicz, & Papay, 1994;
arousal. With lifetime prevalence rates of approximately Zatzick et al., 1999).

7.8% inthe general population (Kessler, Sonnega, Bromet, Research has documented the efficacy of psychother-
Hughes, & Nelson, 1995), PTSD has been identified as aapy (Rothbaum & Foa, 1999) and psychopharmacology
notable mental health problem by a number of epidemi- (Friedman, 2000) for treatment of PTSD. However, epi-
ological studies during the past decade (Breslau, Davis, demiological studies have documented that many indi-
Andreski, & Peterson, 1991; Bromet, Sonnega, & Kessler, viduals with diagnosable mental disorders never receive
1998; Davidson, 1991; Helzer, Robins, & McEvoy, 1987; treatment (Kessler et al., 1997; Magee, Eaton, Wittchen,
Kulka et al., 1990; Norris, 1992; North et al., 1999; McGonagle, & Kessler, 1996; Shapiro et al., 1984). Fur-
Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). thermore, previous studies of treatment seeking behavior
Furthermore, PTSD has been strongly associated withamong individuals with psychiatric disorders have not fo-
decreased well-being, compromised health and quality cused on PTSD. The limited research available suggests,
however, that for many people the disorder may go un-
1Division of Epidemiology, The Joseph L. Mailman School of Public detected and untreated (Fifer et al., 1994) and that PTSD
Health, Columbia University, New York. appears to have a large negative impact on functioning
2Department of Epidemiology of Mental Disorders, New York State in a number of domains (Schonfeld et al., 1997). Al-
Psychiatric Institute, New York. though several previous studies have examined service use

+Freedom From Fear, New York. in individuals exposed to traumatic experiences like sex
4To whom correspondence should be addressed at Women'’s Health Sci- uals exposed to traumatiC experiences like sex-

ences Division (116B-3), National Center for PTSD, VA Boston Health- Ul assault_(e_.g., _Sorenson & Siegel, 1992)1_ t_hese Stu_dies
care System, Boston, Massachusetts 02130. have not distinguished service use for individuals with
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and without PTSD. The few studies of service use by might include the degree to which symptoms interfere
individuals with PTSD have focused on Vietnam veter- with daily living and the number or type of comorbid
ans or clinical samples. The results of these studies havediagnoses.
been inconsistent with some showing that individuals with As far as we are aware, no previous study has applied
PTSD use more mental health services than those with-the behavioral model of health service use to the study of
out the diagnosis (Ronis et al., 1996; Switzer et al., 1999) the predictors and barriers of treatment seeking and readi-
and others that individuals with PTSD receive relatively ness for treatment among a large community sample of
few mental health services (Amaya-Jackson et al., 1999). individuals with PTSD. Identifying these predictors and
Therefore, little is known about the characteristics that barriers has important implications for developing pub-
predict mental health service use and readiness forlic education campaigns and other interventions aimed at
treatment among individuals in the community with improving access to treatment and increasing treatment
PTSD. readiness among this population.
The behavioral model of health service use is one
framework that has been widely used to address the is-
sue of why many individuals who appear to need health Method
services do not use them (Andersen, 1995; Andersen &
Newman, 1973; Andersen, Rice, & Kominski, 1996). The Design and Procedure
model was developed to explain the use of medical ser-
vices; it has since been applied to mental health service use The National Anxiety Disorders Screening Day
(Greenley, Mechanic, & Cleary, 1987; Leaf et al., 1988). (NADSD) survey was designed to screen for anxiety dis-
The model proposes that the individual determinants of orders in mental health and primary care settings. The
service use are composed of predisposing, enabling, andNADSD takes place on 1 day each year in all 50 states in
need factors. An essential aspect of the model is thatthe United States. Advertisements about the 1996 screen-
while level of iliness or need will influence who seeks ing were posted in various media outlets and participants
and receives services, other characteristics of the individ- were volunteers who showed up for the screening on the
ual and his or her place in the social hierarchy will also appointed day. Upon arrival, participants were first asked
contribute to whether or not services are sought and/or to view a video that dramatizes the symptoms for PTSD,
received. The specific components of the model are de- panic disorder (PD), generalized anxiety disorder (GAD),
scribed below. obsessive—compulsive disorder (OCD), social phobia
Predisposing factors exist before the onset of ill- (SP), and major depression (MD). Participants were then
ness and are not reasons for seeking treatment per seasked to complete a screening questionnaire. After com-
but are related to the individual’s propensity to use men- pleting the questionnaire, participants met with a mental
tal health services. These factors include demographics,health professional. The mental health professionals were
social structure variables, and beliefs about treatment. De-instructed to inquire as to whether the symptoms were dis-
mographics include factors such as gender, age, and martressing or resulted in functional impairment. This indivi-
ital status; for example, it is well known that women are dual determined whether further evaluation was necessary
more likely to seek mental health treatment than men. and if so provided a referral.
Social structure variables are those factors such as mi-
nority race and level of education that reflect the indi-
vidual's place in the social hierarchy; some authors have Participants
proposed that higher social status is associated with using
mental health treatment even in the absence of a diag- Participants in this study were obtained from the to-
nosable mental disorder (Mechanic, 1975). Beliefs about tal sample of 15,606 individuals who attended the 1996
treatment, such as being afraid of what other’'s might say NADSD. Details of the NADSD sample have been de-
or not thinking treatment will help, clearly appear to in- scribed previously (Struening, Pittman, Welkowitz,
fluence who seeks mental health services. Enabling fac-Guardino, & Hellman, 1998).
tors are those related to the means by which the individ- This study had three primary goals: (1) to identify
ual might access mental health services. These includethe predisposing, enabling, and need factors for individu-
being employed (which provides insurance or financial als with PTSD who have ever versus never sought mental
means to access services) and knowledge about wheréealth treatment; (2) to identify barriers to mental health
to seek help. Need factors are related to the level of the treatment for individuals with PTSD as compared with
individual's illness. For individuals with PTSD, this other anxiety disorders; and (3) to use the behavioral
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model of service use to predict readiness for mental health Enabling Factors

treatment among individuals with PTSD who have never

been in mental health treatment. The NADSD questionnaire asked about the employ-
In order to accomplish the first goal, individuals with ment status of the respondent and place of residence.

PTSD (N =2,713) who had evern(= 2,045) versus  Participants who had never been in treatment for a mental

never i = 668) been in treatment were compared. In or- disorder were asked to identify barriers to treatment, for

der to accomplish the second goal, the 668 participants example, “I'm afraid of what people might think or say”

with PTSD who had never been in treatment were com- and “I don't think treatment will help.”

pared to 908 participants who had (1) never been in treat-

ment, (2) reported being exposed to a traumatic event, (3

did not(nzeetpcriteriafor g PTpSD diagnosis, and (4) met cr(i—) Need Factors

teria for another anxiety disorder. The third goal focused

solely on participants with PTSD who had never been in

treatment for a mental disorder & 668).

Interference by symptoms with daily life was mea-
sured by participant’s response to the question: “How
much of the time does your anxiety interfere with your
daily life?” on a 6-point Likert scale (fromot at allto al-
most all the timg The diagnoses for MD, PD, GAD, OCD,
Measures and SP were made according to participant’s endorsement

_ ) ) of symptoms using algorithms based on DSM-IV crite-
~ The 1996 NADSD questionnaire was designed 10 (5 The 1996 NADSD screening questionnaire diagnoses
identify individuals with anxiety disorders. Items refer.— have been shown to have excellent internal consistency
ence symptoms to the past month and are based on diagisiryening et al., 1998). Factor analysis of the question-

nostic criteria for thdiagnostic and Statistical Manual— e diagnoses demonstrated factorial invariance across
Fourth Edition (DSM-IV; American Psychiatric  acjal/ethnic groups (Ritsher, Struening, Hellman, &
Association, 1994). Guardino, 2000). Questionnaire diagnoses were compared

with diagnoses made by experienced clinicians using the
Structured Clinical Interview for DSM-IV (First, Spitzer,
Gibbon, & Williams, 1995; Spitzer, Williamsn, Gibbon, &
First, 1992) on a sample of 203 individuals from two anx-
o T iety disorders clinics. Comparisons of screening and diag-
answer "yes to. the ggte questlon_: Have you ever h","d nostic outcomes revealed fair to moderate levels of agree-
an extyemely frlghtemng, traumatic or h.or”b|e EXPEI™ - ment. The sensitivity and specificity for participants with
ence I|k_e being the victim of a violent crime, s_erlously a positive screen for PTSD were 62 and 94, respectively.
injured In an a_c<_:|dent, se>_<ually assaulted, SE€EING SOME-cohen's kappa for PTSD (percent agreement for screening
one senqusly injured or k.|||.ed, or been the victim of a diagnosis and SCID diagnosis corrected for chance agree-
natural disaster?” The individual must also then endorse ment) was .44. The kappas, sensitivity, and specificity for
three of the following four symptoms: “Did you relive the other diagnoses were as f(),llows: PD (’_50’ 87, 72); GAD

traumatic experience through recurrent dreams, preoccu—( 34,89, 55); OCD (.39, 50, 91): SP (.46, 64, 85); and MD
pations, or flashbacks?”; “Did you seem less interested ('44' 80, 72)' DR B

in important things, not ‘with it’ or unable to experience

or express emotion?”; “Did you have problems sleeping,

concentrating, or have a short temper?”; and “Did you Dependent Variables

avoid any place or anything that reminded you of the

original horrible event?” Finally, the individual must state Whether participants were currently, had been in the

that he or she has had the above problems for at leastpast, or were never in mental health treatment was deter-

1 month. mined by self-reported treatment history. These include
guestions about whether the participant has ever sought
mental health treatment and for which disorders the treat-

Predisposing Factors ment was sought. Readiness for treatment was measured
by participant’s response to the question: “How ready are

The NADSD questionnaire included questions about you to get professional help?” on a 5-point Likert scale
age, gender, marital status, race, and education of the(from not even thinking about getting hetp ready to
participants. seek treatmeit

PTSD Diagnosis

To meet criteria for PTSD, the individual must first
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Analytic Strategy entered in four blocks (predisposing, enabling, perceived
need, evaluated need) with treatment readiness as the de-
Predisposing, Enabling, and Need Factors as Predictors pendent variable. The overall significance of the model
of Treatment Seeking was evaluated by th& statistic and the contribution of
each block by thé& change statistic and the changeRf
Participants with PTSD who have ever versus never The contribution of an individual predictor to the model
been in mental health treatment were compared on predis-after controlling for all others was assessed by comparing
posing, enabling, and need factors. The one-way ANOVA the standardized beta weights. Statistical significance was
was used for continuous variables and the chi-square testdetermined by thé test.
for categorical variables. All tests were two-tailed gmd
was set to .01 for univariate tests to correct for multiple
comparisons.
To identify predictors of treatment seeking, predis- S
posing, enabling, and need (perceived and evaluated) fac- Analyses were undgrtaken to determ|.ne i missing
tors were entered into a multivariate logistic regression in data on one or more variables were associated with out-

four blocks, corresponding to the four elements of the be- COMES examined. There were no missing data for anxiety
havioral model of health service use, with treatment seek- 4iSOrder symptoms, barriers to treatment, treatment seek-

ing (ever vs. never) as the dependent variable. Predispos-'ng or readiness for treatment. Analyses demonstrated that

ing factors (age, gender, status, education, marital Status)missi_ngness, on othervariablesvyas notrelated to treatment
were entered in the first block. Enabling factors (employ- seeking (ever vs. never) or readiness for treatment.

ment, residence) were entered in the second block. Per-

ceived need factors (interference by symptoms with daily

living) were entered in the third block. Finally, evaluated Cross Validation

need factors (psychiatric diagnoses) were entered in the

fourth block. The significance of the model was assessed ~ Cross validation was conducted for the models pre-
using the chi-square test. The strength of the associationdicting treatment seeking and readiness for treatment us-
between an individual predictor and the outcome after ad- ing data collected during the 1997 NADSH (= 9,358).
justing for all other predictors was evaluated using the odds At least half the sites in the 1997 NADSD differed from
ratio (OR) and its 95% confidence interval (Cl). A 95% those used in 1996. The procedure for collecting these
Cl that does not include one is statistically significant. Fit data was identical to that used in 1996. Within the 1997

of the model was determined by the Hosmer—Lemeshow Sample, 1651 (17.6%) participants met screening criteria
Goodness of Fit Test that follows a chi-square distribu- for PTSD and 459 (27.8%) of those with PTSD had never

tion with 8 degrees of freedom. A nonsignificant result Peen in treatment.
indicates a good fit.

Missing Data

Predictors of Treatment Seeking
Barriers to Treatment
The logistic regression model predicting treatment
Only participants who had never been in treatment seeking developed on the 1996 data was applied to the
were included in this analysis. Participants with PTSD 1997 data. This resulted in a predicted probability of be-
were first compared to those with other anxiety disorders ing in treatment for each individual in the 1997 data. The
on predisposing and enabling factors. Logistic regression predicted probability of being in treatment was then di-
analyses were then used to calculate odds ratios for the aschotomized &.50 = O never in treatment>.50 = 1 cur-
sociation between PTSD diagnosis and specific treatmentrently or had been in treatmeyand the resulting variable
barriers adjusted for differences in these factors. cross-tabulated against the observed treatment-
seeking variable.

Predictors of Treatment Readiness
Predictors of Treatment Readiness
Ordinary least squares regression analyses were used
to identify predictors of treatment readiness among indi- The regression model predicting readiness for treat-
viduals with PTSD who had never beenintreatment. Using ment developed on the 1996 data was applied to the 1997
the behavioral model of health service use, predictors weredata. This resulted in a predicted readiness for treatment
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value for each individual in the 1997 data. This value was in treatment among individuals with PTSD. The value
then correlated with the observed readiness for treatmentfor the model is highly significanty?(17, N = 2713)=
variable in the 1997 data. The result was squared to deter-15659**, p < .001. The Hosmer-Lemeshow chi-square
mine how much of the variance in the 1997 readiness for for model fitwasy?(8, N = 2713)= 7.04,ns The blocks
treatment variable was explained by the 1996 regressionof predisposing, enabling, and perceived need factors each
equation. contributed significantly to the model over and above that
explained by previously entered blocks. The block of eval-
uated need factors did not contribute significantly to the
Replication of Treatment Barriers model over and above the other factors. However, a di-
agnosis of PD was positively associated with ever having
Using data from the 1997 NADSD, participants with been in treatment. When PD was entered as the single
PTSD who had never been in treatment were comparedevaluated need factor, it contributed significantly to the
to those with other anxiety disorders on predisposing and model, x?(1, N = 2713)= 6.04, p < .05, and improved
enabling factors. Logistic regression analyses were thenmodel fit. The Hosmer—Lemeshow chi-square for model
used to calculate odds ratios for the association betweenfit becamey?(8, N = 2713)= 3.22, ns The predispos-
PTSD diagnosis and specific treatment barriers adjusteding factor of older age and perceived need factor of more
for these differences in these factors. interference by symptoms in daily life were positively as-
sociated with having been in treatment. Minority race was
associated with decreased likelihood of having been in
Results treatment.

Predisposing, Enabling, and Need Factors
as Predictors of Treatment Seeking Barriers to Treatment

Table 1 presents predisposing and enabling factors Table 4 presents barriers to treatment reported by
of participants with PTSD who have ever versus never those with PTSD as compared to those with other anxi-
been in any kind of mental health treatment. Predisposing ety disorders among participants who have never been in
factors significantly associated with ever having been in treatment. After adjusting for predisposing and enabling
mental health treatment include older age, marital status characteristics, participants with PTSD were more likely
(being separated or divorced), and race (White vs. minor- to report that they did not seek treatment because they
ity). Enabling factors significantly associated with ever were “afraid of what others might think,” “not sure where
having been in mental health treatment include employ- to get help,” and “can’t afford treatment” than those with
ment status, specifically being unemployed or disabled. other anxiety disorders.

Table 2 presents need factors of participants with
PTSD who have ever versus never been in any kind of
mental health treatment. After adjusting for differences in Predictors of Treatment Readiness
predisposing and enabling factors presented in Table 1,
participants with PTSD who have been in mental health Table 5 presents the results for the regression ana-
treatmentdemonstrate more perceived and evaluated needysis predicting readiness for treatment among individ-
Specifically, those who have ever been in treatment reportuals with PTSD who have never been in treatment. The
more perceived need in terms of interference by symptoms overall model was highly significanp(< .001) withR =
in daily life and more evaluated need in that they are also .58. Predisposing, enabling, perceived need, and evaluated
more likely to qualify for a diagnosis of MD, PD, GAD, need factors were entered in four blocks. Each block sig-
OCD, or SP than participants who have never been in nificantly contributed to explaining the variance in
treatment. In addition, participants with PTSD who have treatment readiness over and above that explained by the
ever been in mental health treatment have more evaluatedoreviously entered blocks. Individual items that had a
need in that they qualify for two or more other diagnoses. significant negative association with treatment readiness
Despite these differences, both those who had and had noivere the predisposing factor of beliefs about one’s
been in treatment were equally likely to be referred for a disorder—"I don’t have an anxiety disorder” and “I can
PTSD evaluationy?(1, N = 2713)= 1.09, p = .30. handle it on my own.” Iltems that have a significant posi-

Table 3 presents the results of the logistic regres- tive association with treatment readiness were the enabling
sion analysis predicting ever versus never having beenfactor of not knowing where to get help, the perceived need
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Table 1. Predisposing and Enabling Factors for Individuals With PTSD as a Function of Treatment Seeking Status

Treatment status

Ever Nevef
(N = 2045) (N = 668) Analysis
Characteristic n % n % df x2
Predisposing factors: Demographics
Age 3 27.45**
18-24 181 8.9 99 14.8
25-44 1028 50.3 336 50.3
45-64 700 34.2 179 26.8
65+ 136 6.7 54 8.1
Sex 1 0.07
Male 354 17.3 117 17.5
Marital status 3 31.36*
Married 858 43.1 306 47.7
Widowed 119 6.0 37 5.8
Separated/divorced 580 29.1 118 18.4
Never married 436 21.9 180 28.1
Predisposing factors: Social structure
Race or ethnicity 5 15.70
White 1701 84.0 525 79.2
Black 164 8.1 74 11.2
Hispanic 85 4.2 42 6.3
Asian 23 11 12 1.8
Native American 25 12 5 0.8
Did not answer 27 1.3 5 0.8
Education 3 3.13
No high school degree 111 5.5 28 4.3
High school 955 47.3 307 46.7
Some college 577 28.6 184 28.0
College or more 377 18.7 139 211
Enabling factors
Employment status 5 64.43
Employed 1052 52.0 403 61.1
Unemployed 377 18.6 95 14.4
Homemaker 155 7.7 54 8.2
Student 47 23 30 4.2
Disabled 276 13.6 27 4.1
Retired 118 5.8 51 7.7
Geographic location 2 1.55
Rural or small town 730 37.3 255 40.0
Small or medium city 936 47.8 293 46.0
Large city 291 14.9 89 14.0

aThe exactN for each comparison varies due to missing data.
**p < .01.***p < .001

factor of interference of daily life by symptoms, and the The model predicting readiness for treatment devel-
evaluated need factor of having a diagnosis of panic disor- oped on the 1996 data was run using the 1997 data. The
der. The model was highly significant and explained 30% resulting variable—"“predicted readiness for treatment’—
of the variance in readiness for treatment. was correlated with the observed value for “readiness
for treatment” giving anR = .59, p < .001. These val-
ues are similar to those for the model using the 1996 data
(R = .58) and indicate that the model explains a similar
proportion of the variance in both data sets.

Cross Validation

The logistic regression model predicting treatment
seeking was run using the 1997 data. The percent of par-
ticipants accurately classified by the 1996 model using Replication of Treatment Barriers
1997 data was 83.0%. The prediction of treatment seek-
ing in 1997 by the model developed on the 1996 data was Participants in the 1997 NADSD endorsed the
significant,x?(1, N = 1651)= 9.55, p < .01. same barriers as those in 1996. After controlling for
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Table 2. Need Factors for Individuals With PTSD as a Function of Treatment Seeking Status

Ever Nevef
(N = 2045) N =668) Univariate AdjustedDR ever vs.
Characteristic Mean SD Mean SD test statistic df never (95% CI)
Perceived need factors
Interference by symptoms 4.37 120 3.92 1.19F = 44.26"* 2,2711 126* (1.16, 1.36)
n % n %
Evaluated need factors
Other DX (vs. not)
Major depression 1636 80.0 471 70.5X? = 26.15"* 1 147 (1.19,1.82)
Panic disorder 1504 735 423 63.3 X2 = 2557+ 1 155 (1.27,1.89)
GAD 1809 885 556 83.2 X2 =1230"* 1 142 (1.10,1.84)
OCD 781 38.7 224 33.5 X2=570" 1 123 (1.01, 1.49)
Social phobia 1683 82.3 499 74.7 X? = 18.46"** 1 1.80* (1.34,2.41)
Number of comorbid anxiety diagnoses
0 65 3.2 44 6.6 X2 = 4524 4 1.00
1vs.0 273 133 139 20.8 .31 (083,2.07)
2vs.0 562 275 187 28.0 .86* (1.20,2.91)
3vs.0 656 32.1 169 253 40" (1.53,3.77)
4vs.0 489 239 129 19.3 27" (1.43,3.61)

aThe exactN for each comparison varies due to missing data.
PORs are adjusted for age, race/ethnicity, marital status, education, and employment status.
*p < .05.%**p < .001.

demographic characteristics, the following barriers were beenintreatmentare suffering and in need of mental health
significantly endorsed by those with PTSD: “afraid of services, even though they had not received such services
what people will think,” “not sure where to get help,” and prior to this study.

“can’t afford treatment.” These barriers are identical to

those in the 1996 NADSD. , i
Predictors of Treatment Seeking

Discussion Predisposing and need factors were associated with
mental health service use by individuals with PTSD.
This study is the first to use the behavioral model of Specifically, age, being separated or divorced, race/
health service use to examine treatment-seeking behaviorethnicity, interference by symptoms in daily life, and hav-
in individuals with PTSD from a large community sam- ing panic disorder (PD) predicted service use. Particularly
ple. Our findings suggest that treatment seeking is associ-striking is the fact that minority individuals with PTSD
ated with certain predisposing, enabling, and need factorswere less likely to have received mental health treatment,
among individuals with PTSD. Examining predisposing even though enabling and need factors were accounted
and enabling factors, those who seek treatment are morefor in the analyses. It may be that specific barriers ex-
likely to be aged 4564, separated or divorced, White, ist that prevent minority individuals with PTSD from re-
and unemployed or disabled. Furthermore, after control- ceiving mental health care; on the other hand, minority
ling for predisposing and enabling factors, certain need individuals may make use of resources other than men-
factors are strongly associated with treatment seeking in-tal health services (e.g., clergy) to address PTSD. Fur-
cluding the degree to which symptoms interfere with daily ther research is needed to determine if and why minority
living and comorbidity (MD, PD, GAD, OCD, SP). Itis individuals with PTSD are in fact being underserved by
important to note, however, that a high degree of impair- the mental health system. Racial bias on the part of clin-
ment was also found among individuals with PTSD who icians might contribute to minority individuals not pur-
had never sought treatment; the mean interference scoresuing treatment for PTSD (Whaley, 1998). For example,
for this group indicated that anxiety interferes with their research on Vietnam veterans seeking treatment for PTSD
daily life about 40—-60% of the time. Moreover, 50% of suggests that African Americans may be more likely than
these individuals had two or more comorbid anxiety di- Whites to prematurely terminate treatment—but that this
agnoses and over 70% met criteria for major depressiononly occurs when African American’s are paired with
(MD). This suggests that those with PTSD who had never White clinicians (Rosenheck, Fontana, & Cottrol, 1995).
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Table 3. Results of Logistic Regression Predicting the Probability of Treatment Seeking for
Individuals With PTSD

Predictors Blocldf  Block x2 OR (95% CI)
Predisposing factors 9 5095+
Demographic
Age
18-24 1.00
25-44 154* (1.09, 2.20)
45-64 205* (1.38,3.05)
65+ 1.46 (084, 1.56)
Gender (male vs. female)
Femalé 1.00
Male 101 (078, 1.31)
Marital status
Married® 1.00
Not married 123 (092, 1.63)
Separated/divorced .88 (1.40, 2.51)
Widowed 139 (083, 2.34)
Social structure
Race
White? 1.00
Minority 0.71* (0.54,0.94)
Education (more than high school vs.
high school or less)
High school or less 1.00
More than high school .86 (069, 1.08)
Enabling factors 2 835
Employment
Not employed 1.00
Employed 087 (070, 1.09)
Residence
Rural/small tow# 1.00
Small to large city 86 (069, 1.07)
Perceived need factors 1 34.63*
Interference by symptoms A3 (111, 1.37)
Evaluated need factors 5 9.31

Major depression
Panic disorder
GAD

OoCD

Social phobia

10 (085, 1.43)

B2 (1.04, 1.68)
0.98 (072, 1.34)
098 (077, 1.25)

20 (0.95, 1.50)

aReference group.
*p < .05.%p < .01.**p < .001.

Treatment Barriers disorder and at increasing knowledge about the availabil-

ity and efficacy of current treatments and how to access
Individuals with PTSD endorsed more barriers to them—particularly those provided at low or no cost (e.g.,

mental health treatment than individuals with other anx- sliding scale, treatment outcome studies).

iety disorders. With regard to beliefs about treatment,

PTSD was associated with not seeking treatment because

of being afraid of what others might think (18.4%). In Predictors of Treatment Readiness

terms of resource barriers, one striking finding was that

almost 40% of those with PTSD who had never sought Specific barriers were also important in predicting

treatment indicated they were “not sure where to get help.” treatment readiness. Beliefs about the disorder such as

A significant minority also indicated financial concerns— “l don't have an anxiety disorder” and “I can handle it

“can’t afford treatment” and “no insurance” as barriers. on my own” were negatively associated with treatment

These belief and resource barriers suggest targets for pubreadiness. Clearly, individuals who don'’t think they have

lic education efforts aimed at improving access to treat- a mental health problem and believe they don't need help,

ment among individuals with PTSD. Specifically, these are going to be less amenable to treatment. However, these

efforts should aim at reducing stigma surrounding the individuals met screening criteria for PTSD and most for
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Table 4. Barriers to Treatment for Individuals With PTSD Who Have Never Been in Treatment

13

Other anxiety
PTSD+2 disordef
(N = 668) (N = 908)
Barrier n % n % Univariate df Adjusted OR 95% CI
Beliefs
Don't have a disorder 63 9.4 119 13.1 509 1 0.69 0.47-1.00
Afraid of what people will think 123 184 76 8.4 3519 1 2.30 1.62-3.26
Afraid to take meds 91 13.6 104 11.5 1.69 1 1.07 0.75-1.52
Treatment won't help 44 6.6 32 3.5 787 1 1.73 1.00-2.99
Can handle it on my own 192 28.7 279 30.7 0.72 1 0.92 0.71-1.18
Resources
No insurance 121 18.1 110 121 1107 1 1.38 0.99-1.93
Not sure where to get help 264 39.5 263 29.0 1927 1 1.46 1.14-1.87
Can't afford treatment 189 28.3 152 16.7 30730 1 1.65 1.24-2.18

aThe exactN for each comparison varies due to missing data.
bORs are adjusted for age, gender, race/ethnicity, marital status, education, and employment status.
*p < .05.%p < .01."**p < 001.

Table 5. Predictors of Readiness for Treatment Among Individuals With PTSD Who Have Never Been in Tredtme®68f

Step 1 R? = .20%)

Step 2 R? = .22%)

Step 3 R? = .29%)

Step 4 R? = .30%)

Predictors B SE B B SEB B B SEB B B SEB B
Predisposing factors
Demographic
Age
25-44 0.056 0.189 .019 0.105 0.187 .036 0.038 0.180 .013 0.023 0.181 .008
45-64 —0.287 0.221 —-.086 —0.187 0.221 —.056 -0.152 0.212 —.046 -0.172 0.212 —.052
65+ —0.540 0.307 —.095 —-0.362 0.319 —.064 —0.227 0.307 —.039 —0.150 0.306 —.026
Male gender —0.048 0.147 —.007 —-0.066 0.147 —.018 -0.052 0.141 —-.015 -0.039 0.140 -.011
Marital status
Not married —0.069 0.160 —.022 —0.090 0.159 .001 0.002 0.153 .001 0.045 0.154 .014
Separated/divorced 0.224 0.173 .056 0.253 0.171 .063 0.326 0.164 .081 0.346  0.163 .086
Widowed 0.208 0.314 .030 0.019 0.314 .003-0.005 0.301 .001 -0.051 0.301 —.007
Social structure
Minority race 0.027 0.149 .007 0.034 0.149 .010 0.141 0.144 .039 0.152 0.144 .042
More than high —0.015 0.123 —.005 0.028 0.124 .010 0.095 0.119 .032 0.065 0.119 .022
school education
Beliefs
“Don’t have an anxiety —-1.537 0.206 —.307* —1.387 0.206 —.277 —1.058 0.204 —.212* -0.976 0.206 —.195**
disorder”
“Afraid of what people 0.433 0.157 .116 0.386 0.157 104 0.228 0.152 .061 0.205  0.152 .055
will think”
“Afraid of medication” 0.169 0.178 .040 0.172 0.177 .041 0.178 0.170 .042 0.124  0.169 .029
“Treatment won't help” —0.396 0.254 —.065 —0.414 0.251 —.068 —0.499 0.241 —.082 -0.448 0.239 —.074
“Can handle iton my own” —0.835 0.130 —.262° —0.667 0.134 —.209° -0.534 0.130 —.168° —0.504  0.129 —.158**
Enabling factors
Employed —-0.029 0.12 -.010 0.105 0.123 .035 0.130 0.122 .044
Small to large city 0.056 0.122 .019 0.107 0.117 .036 0.125 0.116 .042
“No insurance” 0.260 0.177 .068 0.209 0.170 .055 0.116  0.172 .030
“Not sure where to get help” 0.549 0.127 .184 0.493 0.122 165 0471 0122 .158*
“Can't afford treatment” —-0.102 0.151 —.032 —-0.219 0.145 —.068 -0.207 0.144 —.064
Perceived need factors
Interference by symptoms 0.362 0.066 .289 0.364 0.061 29
Evaluated need factors
Major depression —0.093 0.138 —.029
Panic disorder 0.445 0.126 .148
GAD -0.144  0.163 —.037
OCD 0.160 0.132 .052
Social phobia —0.143  0.128 —.049

aThe totalN for the regression model was reduced due to a number of participants who had missing data on one or more items.

*p < .05.%*p < .001.



14 Koenen, Goodwin, Struening, Hellman, and Guardino

another comorbid disorder, suggesting that they have sig-not representative of the population as a whole. Although
nificant psychiatric symptoms. These individuals might the screening instrument had good specificity, its sensi-
be thought of as being in the “precontemplation” stage of tivity as compared to the SCID was .62, indicating that it
treatment readiness (Prochaska, Velicer, DiClemente, & may have missed some cases of PTSD. Examination of
Fava, 1988). Because these individuals are unlikely to seekthe discrepancies between the screening and SCID PTSD
treatment, public education campaigns (e.g., advertising, diagnoses suggests that this was due to the gate question
commercials) targeted at challenging these beliefs may befor PTSD diagnosis. Because the gate question for the
necessary in order to encourage these individuals to acces®TSD diagnosis only specified five types of events it is
the services they seem to need. These campaigns mightikely that this underestimates the prevalence of PTSD
include television commercials depicting individuals with as specific trauma probes are needed to enhance recall
certain types of symptoms and indicating that these symp- of traumatic events (Kessler et al., 1995; Stein, Walker,
toms may reflect a psychiatric disorder for which effective Hazen, & Forde, 1997). Specifically, deficiencies in sen-
treatments are available. sitivity of PTSD diagnosis would result in some PTSD
In terms of enabling factors, not being sure where cases wrongly identified as hon-PTSD. This would pri-
to get help was positively associated with treatment readi- marily affect the analyses comparing barriers to treatment
ness indicating that there is an inverse association betweerin those with PTSD versus other anxiety disorders. If the
knowledge of treatment resources and desire to use themother anxiety disorder group contains misclassified PTSD
Individuals who are ready to seek help might also be more cases, this would reduce the possibility of finding differ-
likely to identify not knowing how to get help as a treat- ences in treatment barriers endorsed by the two groups.
ment barrier. Moreover, need factors—degree of interfer- Another limitation of this study is our inability to
ence of anxiety symptoms in daily life and PD—were distinguish between specific types of traumatic events that
important predictors of treatment readiness. Predisposingmight be associated with certain patterns of mental health
factors such as age, marital status, and status as well aservice use (Norris, Kaniasty, & Scheer, 1990). The data
enabling factors such as financial concerns and not havingare also cross-sectional and do not allow us to distinguish
insurance were not associated with treatment readinesswhether comorbid disorders came before or after PTSD
This suggests that while these factors might influence who or whether the relationships between predictor variables
actually uses mental health services they do not influenceand outcome are causal. PTSD is highly comorbid and
readiness to use them. At the same time, interference andanalyses do not distinguish between patterns of treatment
panic disorder predicted both treatment seeking and treat-seeking and readiness for treatment among individuals
ment readiness, indicating that these factors influence bothwith pure versus comorbid PTSD. Because this study was
readiness for treatment and who actually seeks treatmenta cross-sectional investigation of predictors of treatment
Previous studies have documented an association beseeking, it is necessary for future researchers to conduct
tween PD and service use (Klerman, Weissman, Ouellette,prospective studies to see how these factors predict which
Johnson, & Greenwald, 1991). The reasons for this are individuals actually seek treatment before solid conclu-
unclear. PD is associated with a great deal of immediate sions can be drawn. The use of single self-report items to
and acute distress. In terms of individuals with PTSD, PD assess many of the variables is also a limitation. Finally,
could be a marker of the severity or reflect earlier onset of substance use was notassessed in this sample and has been
the illness. Because of space limitations on the screeningshown to effect patterns of service use among individu-
instrument, we do not know if PD preceded or postdated als with PTSD (Brown, Recupero, & Stout, 1995; Brown,
the onset of PTSD. However, the association of PTSD with Stout, & Mueller, 1999).
both mental health service use and with treatment readi-
ness suggests an area worth further exploration. Indivi-
duals with PTSD have high rates of panic attacks; clinical Conclusions
evaluations of PTSD should include a careful assessment
for PD (Falsetti & Resnick, 1997). Despite certain limitations, this study provides
unique information about treatment seeking among indi-
viduals with PTSD. As far as we are aware, this is the first
Limitations study to examine factors related to treatment seeking and
treatment readiness in a large, national sample of individ-
This study has several limitations that should be ualswith PTSD, using a well-defined theoretical model of
noted. The sample used in this study, although large andservice utilization. The utility of the behavioral model of
distributed across the United States, is self-selected andservice use for predicting treatment seeking and treatment
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readiness was further verified by the cross validation of American Psychiatric Association. (1994piagnostic and Statisti-

the 1996 models on the 1997 data. The models developed cal Manual for Mental Disorders Version I\Washington, DC:
n the 1996 data significantly predicted treatment seeking x oo
0 € ata significantly predicted treatment Se€KINg pngersen, R. M. (1995). Revisiting the behavioral model and access to

and treatmentreadinessinthe 1997 sample and showed lit-  medical care: Does it matteg@urnal of Health and Social Behav-
tle shrinkage across samples. More specifically, the 1996 _ior, 36,1-10. _ o

del for treat t Ki tlv classified treatment Andersen, R. M., & Newman, J. F. (1973). Societal and individual de-
mo e or treatment seeking correc yC m 8 terminants of medical care utilization in the United Stakéihank
seeking for 83.0% of the 1997 participants with PTSD, Memorial Fund Quarterly—Health and SocigBi, 95-124.

whereas the model for treatment readiness explained about\ndersen, R. M., Rice, T. H., & Kominski, G. F. (Eds.). (19%6hanging
31% of th . in the treat t di f th the US health care systei®an Francisco, CA: Jossey-Bass.
o Or the variance In the trealment readiness Of tNOS€ gregjay, N., Davis, G. C., Andreski, P., & Peterson, E. (1991). Traumatic

1997 participants with PTSD who were never in treat- events and posttraumatic stress disorder in an urban population of

ment. In addition, the treatment barriers identified by in- young adultsArchives of General Psychiatrg8, 216-222.

dividual ith PTSD were consistent with those endorsed Bromet, E., Sonnega, A., & Kessler, R. C. (1998). Risk factors for DSM-
Ividuals wi w ! wi I1I-R posttraumatic stress disorder: Findings from the National Co-

in the 1996 data. These results suggest that factors con-  morbidity Survey.American Journal of Epidemiologyt47,353—
tributing to treatment seeking and treatment readiness as__ 358

Il as the belief interferi ith individual Brown, P. J., Recupero, P. R., & Stout, R. (1995). PTSD substance
wellasthe beliets or resources Intertering with individuals abuse comorbidity and treatment utilizatigxddictive Behaviors

seeking treatment for PTSD are not just sample artifacts. 20,251-254.

Instead, they appear to be stable relationships across dif-Brown. P- J., Stout, R. L., & Mueller, T. (1999). Substance use disor-
der and posttraumatic stress disorder comorbidity: Addiction and

ferent samples that offer Some 'Sl'JggeStIO.nS for Increasing psychiatric treatment rateBsychology of Addictive Behaviods3,
access to treatment among individuals with PTSD. 115-122.
In summary, our data indicate that although need fac- Davidson, J. R. T. (1991). Post-traumatic stress disorder in the commu-

. . . N ity: An epidemiological studyPsychological Medicine21, 713—
tors (interference by anxiety symptoms with daily life, di- 9'2{ n epidemiological studyPsychological Medicin

agnosis of panic disorder) are related to both receiving and Falsetti, S. A., & Resnick, H. S. (1997). Frequency and severity of panic

readiness for treatment, predisposing demographic (age, attacksi_natreatment seeking sample of trauma victimstnal of
. . p Traumatic Stressl0, 683-689.
marital status) and social structure (race/ethnicity) fac- reaga-Noli, M., Asberg, M., Ormstad, K., Lundin, T., & Sundbom, E.

tors also influence which individuals receive treatment (1998). Suicidal behavior after severe trauma. Part 1: PTSD diag-

for PTSD. These results suggest that effort needs to be noses, psychiatric comorbidity, and assessments of suicidal behav-
ior. Journal of Traumatic Stres41,103-112.

made to reduce treatment barriers and improve equitab"' Fifer, S. K., Mathias, S. D., Patrick, D. L., Mazonson, P. D., Lubeck
ity of access to treatment for PTSD. Now that the trauma D. P., & Buesching, D. P. (1994). Untreated anxiety among adult

field has made great strides in developing empirically val- primary care patie_ntsin a health maintenance organizatichives
id d for PTSD. i . of General Psychiatry51,740-750.
Idated treatments for » It seems important to enSure s M. B, Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1995).

that those treatments are disseminated and made avail-  Structured Clinical Interview for DSM-IV Axis | Disorders—Patient

dedtoi h del di . h le of Institute, Biometrics Research.
needed to Improve these models and investigate the role o Fleiss, J. L. (1981)Statistical methods for rates and proportiomdew

other factors (e.qg., social support, personality characteris-  York: Wiley.

tiCS) in treatment Seeking and treatment readiness amond:riedman, M. J. (2000). A guide to the literature on pharmacotherapy
Lo . " . . . for PTSD.PTSD Research Quarterlg1(1), 1-7.

individuals with PTSD. In addition, investigations of the g eenley, J. R., Mechanic, D., & Cleary, P. D. (1987). Seeking help
type of public education campaigns that are most effec- for psychological problems: A replication and extensidtedical

tive in reducing treatment barriers, such as negative beliefs Care 25,1113-1128. ,
Helzer, J. E., Robins, L. N., & McEvoy, L. (1987). Post-traumatic stress

about treatment, are Sorely needed. disorder in the general population: Findings of the epidemiological
catchment area surveiew England Journal of Medicing17,
1630-1634.
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