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Abstract
Many military personnel experience mental health problems, but do not seek profes-
sional treatment for their symptoms. The present study examined how support for
seeking treatment from family members and friends, unit members, and leaders relate to
soldiers’ treatment attitudes and decisions. Active-duty soldiers (N = 1725) completed
assessments of perceived social support for treatment-seeking, attitudes toward treat-
ment-seeking, mental health symptoms, and treatment-seeking behaviors. Family and
friends were rated as most supportive of seeking treatment and support from all sources
was related to a more positive attitude toward treatment seeking. For those who were
experiencing a current problem (N = 718), support from all sources was indirectly
related to treatment-seeking behaviors through overall attitude toward treatment. Of
those who had sought treatment, family and friends were rated as most influential to
that decision, and an instrumentally supportive behavior was rated as the most influ-
ential out of several supportive leader behaviors. These results demonstrate that support
may be an important facilitator of treatment; however, the source of support and
specific behaviors may be important considerations in optimally supporting soldiers.
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Employees in high stress jobs are subject to intense demands, which make them
vulnerable to experiencing mental health problems. In the context of military personnel,
studies of service members post-9/11 report that approximately 30% of soldiers
experience a mental health problem such as Post-Traumatic Stress Disorder (PTSD),
depression, or anxiety (Britt et al. 2011, 2016; Hoge et al. 2006). The majority of
soldiers experiencing a problem do not seek help from a mental health professional
(Britt et al. 2011, 2016; Hoge et al. 2004), which is concerning given the impact
untreated symptoms may have on soldier wellbeing and duty performance.

Many factors impact an individual’s decision to seek mental health treatment. These
factors include personal attitudes about seeking help (Britt et al. 2016; Kim et al. 2011),
characteristics of the problem (e.g, experienced impairment; Britt et al. 2011; Fikretoglu
et al. 2008), and practical constraints (e.g., time off work; transportation, Britt et al. 2008;
Hoge et al. 2004). Important others are social influences that could have a positive impact on
a soldier’s decision to seek help (i.e., social support; Zinzow et al. 2013) or negative
influences by directly or indirectly discouraging treatment (i.e., stigma; Britt et al. 2008).

Ajzen’s (1985) theory of planned behavior captures how many of these factors
influence behavior, proposing that an individual’s personal attitudes, perceived social
norms, and perceived control together influence intentions to engage in a behavior, and
subsequently the behavior itself. Thus, if a soldier has positive views of treatment
seeking, believes important others would support treatment, and feels in control of the
decision, he or she would be likely to get treatment (Britt et al. 2011). The stages of
change model (Prochaska and DiClemente 1983) can be used as a framework to
elaborate on the complexities of a treatment decision (Britt et al. 2016), where changing
behavior involves recognizing a problem, contemplating change, preparing to engage
in change-related behavior, actively working on the problem, and maintaining progress
(Prochaska and DiClemente 1983; Prochaska et al. 1992). Social support has long been
recognized as a resource for coping with stressful circumstances (Cohen and Wills
1985), and helping relationships in particular have been noted as important throughout
the process of behavior change (Prochaska et al. 1992). Soldiers may rely on several
important relationships as a resource throughout the treatment process, including
friends and family, unit members,1 and their leadership, due to the hierarchical nature
of the military. In this study, we focus on the influence of these important others
through a fine-grained analysis of social support related to treatment seeking.

Social support has been associated with soldiers’ adjustment following deployment
and experience of symptoms (e.g., Fink et al. 2013; Sripada et al. 2015; Zang et al.
2017). A few studies have also compared perceived support of those in treatment to
those not in treatment (Fink et al. 2013; Harpaz-Roten et al. 2014) or the influence of
perceived norms associated with treatment seeking on treatment seeking intentions and
behaviors (Britt et al. 2011). Fewer studies have considered how perceived support for
treatment seeking can be associated with treatment-seeking behaviors (Britt et al. 2016;
Zinzow et al. 2013, 2015).

1 The term unit members is used as a general term in this paper. In the specific context of the Army (the
population studied in the present study), this could refer to either a service member’s squad (the smallest unit
in the Army, typically 6 to 10 members) or potentially their platoon (3 or 4 squads). Because the nature of the
work itself could affect what “unit” means to a given soldier, we opt for this more generic term rather than the
more specific terms. Still, it is expected that most service members would interpret the term unit as the smallest
group with which they regularly work.
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Those existing studies examining social support and treatment seeking focused on
soldiers who recognized a current problem (Britt et al. 2016) and those who had
experienced sexual assault (Zinzow et al. 2015). As the potential benefits of social
support were not the primary topic of investigation in these studies, but rather a broad
strokes identification of major barriers and facilitators, the researchers combined
perceived social support from several sources as an overall index of support in relation
to treatment seeking. Using the combined measure Zinzow et al. 2015, but not Britt
et al. 2016, found some evidence that social support could distinguish soldiers who
sought treatment from those who did not. Beyond these studies, interviews with
soldiers who had sought treatment for a mental health concern find social support to
be a top facilitator of treatment seeking (Zinzow et al. 2013).

Given some of the discrepancies in the qualitative and quantitative findings and
among different subsets of military populations, we sought to take a more detailed look
at the complexities of social support as a facilitator of treatment seeking. The present
study considered how three sources of support (family members, unit members, and
leaders) could uniquely relate to treatment-seeking attitudes and behaviors. We ex-
plored these relationships for soldiers in various stages, in terms of their potential need
for treatment. In a general sample of soldiers, we examined which sources of support
are perceived as the most encouraging of help-seeking and whether the perception of
support is related to a soldier’s attitude toward seeking treatment if they were to
experience a problem. We then examined relationships with treatment seeking behav-
iors among soldiers experiencing a current mental health problem. Finally, we focused
on a sub-sample of soldiers who had sought treatment and provided retrospective
ratings of the extent to which supportive others influenced their treatment decision.
In using the detailed approach, we hoped to determine whether it is necessary to
distinguish the source of support in order to understand optimal forms of support to
encourage soldiers to seek treatment when needed. Equipping important others to
demonstrate social support and encouragement to an individual soldier could be an
extremely actionable intervention strategy. Therefore, the research questions are im-
portant empirically, as well as practically in supporting the receipt of needed mental
health treatment among military personnel and other high-risk occupations.

Social Support as a Resource

Social support can be broadly defined as providing assistance to others or exchang-
ing resources to enhance the wellbeing of the recipient (Shumaker and Brownell
1984). The construct of social support has taken on a wide variety of operational
definitions in the organizational and mental health literature, ranging from a simple
assessment of whether or not a supportive resource is available to extensive
assessments of supportive behaviors (e.g., Sherbourne and Stewart 1991). Theoret-
ical perspectives and empirical evidence suggest that social support can directly
reduce experienced stress, as well as buffer the negative impact of stressors on
health-related outcomes (Cohen and Wills 1985). Although social support is gen-
erally regarded as a multidimensional construct, we first talk about the empirical
and theoretical benefits of social support at a broad level and will later distinguish
the source of support and function of different supportive behaviors.

339Occupational Health Science (2019) 3:337–361



As previously introduced, the theory of planned behavior (Ajzen 1985) and stages of
change model (Prochaska and DiClemente 1983) capture the broader role of social
support in behavior change (i.e., help-seeking) processes, noting that the support of
important others may be a key ingredient in initiating and maintaining a change. A
deeper look into the stress literature offers a better understanding of the value of support
as a resource. In particular, the Conservation of Resources theory (COR; Hobfoll 1989)
can be used to understand why social support may aid a soldier experiencing a mental
health concern. COR theory broadly posits that individuals need resources to cope with
demands, particularly resources that fit the nature of the demand (Hobfoll and Lilly
1993). Thus, individuals strive to protect, retain, and build resources, which include
objects, conditions, personal characteristics, or other energies or states that are valued
by an individual or that help them to obtain valued states or objects. Strain is
experienced when an individual either experiences a loss of desirable resources or
perceives that resources are threatened.

COR theory has been appropriately applied to a number of high stress circumstances,
such as traumatic experiences or natural disasters in which resource loss is associated
with poor adjustment (e.g., Bonanno et al. 2007; Freedy et al. 1994; Ironson et al. 1997).
Resources may be of prime importance during and following high stress situations, as
research has noted resource gains to be exceptionally important in times of high resource
loss (Hobfoll 2001). Interpersonal resources, including social support, are considered a
major resource category (Hobfoll and Lilly 1993) and have been found to help individ-
uals to be more resilient following exposure to trauma or negative life events that
inherently involve high resource loss (Bonanno et al. 2007; Holahan and Moos 1990).

In the case of military personnel, high demands (from both work and non-work
stressors) can be associated with high resource loss, a reduced ability to gain resources,
and the experience of mental health symptoms (Hobfoll et al. 2012). Symptoms of a
mental health problem could further be experienced as resource loss if participation in
daily life is affected, and if symptoms limit the continued acquisition of other resources
(e.g., enjoyment of time with important others, ability to work, feelings of confidence/
esteem). Seeking treatment from a mental health provider can be a clear resource to fit
the demand of experienced mental health symptoms. Social support may be an
important facilitating resource to encourage an individual to seek treatment and support
this decision, relieving concerns about threat of loss in relationships (i.e., if a soldier
perceives others would treat them differently as a result of seeking treatment). Social
support could further help individuals to accumulate other resources such as boosting
esteem or acquiring practical resources (e.g., transportation to appointments; time off
work for appointments) that could facilitate treatment seeking.

Although COR theory would suggest a primary benefit of social support resources,
it is important to note that research has yielded inconsistencies regarding the direct and
moderating effects of social support on health-related outcomes (Van der Doef and
Maes 1999). In fact, some have found that support is associated with negative health
outcomes, such as supervisor attempts to provide help being associated with emotional
exhaustion and physical health symptoms (Beehr et al. 2010) or co-worker support
being associated with higher stress and exhaustion (Ray and Miller 1994). These
studies highlight the complexities of providing appropriate support. A notable factor
to be considered is the match between provided support and needs of the recipient
(Beehr et al. 2003; Beehr et al. 2010). Further, supportive behaviors could be unhelpful
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if they draw unnecessary attention to the stressor, undermine an individual’s perceived
competence, or are generally unwanted (Beehr et al. 2010).

Inconsistencies in the social support literature may also be attributed to the
operationalization of support, where studies have used measures that vary widely
(Heitzmann and Kaplan 1988). Cutrona (1990) argued that research techniques using
aggregate support scores may obscure the true nature of relationships between more
precise components of support. Thus, Cutrona recommended the matching approach,
where the support assessed should be matched to the type of stressful event being
experienced. Prior research has demonstrated the value of domain-specific measures of
support, such as family supportive supervisor behaviors and family supportive organi-
zation perceptions explaining more variance in work-family related stress compared to
more general measures of support (Kossek et al. 2011) as well as domain-specific
measures of military leader support behaviors predicting a number of outcomes above
and beyond general leadership measures (Adler et al. 2014; Gunia et al. 2015; Jennings
et al. 2017). In the present study, we examined social support for mental health
treatment seeking in order to capture a supportive resource that would fit the stressful
circumstance of experiencing a mental health problem. Specifying the target supportive
behavior (i.e., being supportive of seeking treatment) is particularly important so that
the difference in others serving as a gateway to professional treatment rather than an
informal alternative to treatment (Gottlieb 1976) can be better clarified.

In considering the role of support in the treatment process, studies have found that
support in general and unit cohesion can be associated with reduced PTSD symptoms for
soldiers undergoing treatment (Zang et al. 2017); however, the presence of close rela-
tionships has also been associated with increased discomfort with seeking treatment (e.g.,
comparing marital status in Ouimette et al. 2011). Britt and colleagues (Britt et al. 2011)
found that positive perceived social norms regarding treatment were related to higher
intentions to seek treatment for a mental health problem among military personnel.

As previously mentioned, the relationship between social support and actual treat-
ment seeking has been somewhat mixed. Qualitative data report social support as a
primary facilitator of treatment seeking for soldiers who had previously sought treat-
ment for a mental health problem (Zinzow et al. 2013). Using quantitative measures,
Zinzow et al. (2015) reported a significant relationship between social support and
treatment seeking behaviors among military members who had been victims of sexual
assault, with social support being measured by a combined assessment of perceived
support for treatment seeking from friends and family, unit members, and leaders.
Using the same social support measure, Britt and colleagues (Britt et al. 2016) found a
non-significant relationship with treatment-seeking behaviors among a sample of
soldiers who recognized a current problem. Although the three groups of individuals
assessed in prior measures of support (i.e., family and friends, unit members, leaders)
all serve as important forms of support, each may offer unique influences that are
overlooked by averaging the three ratings.

Source of Support for Treatment Seeking The source of support may indeed be
meaningful to consider when studying the effects of social support. As noted in the
COR framework, resources are likely to be most effective when they fit the nature of
the demand (Hobfoll and Lilly 1993). A meta-analytic study found that source mod-
erates, though somewhat weakly, relationships between social support and strain
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(Viswesvaran et al. 1999). Several more recent studies provide examples of these
effects. Akerboom and Maes (2006) found that increases in supervisor support, but
not co-worker support, corresponded with decreases in psychological distress.
Halbesleben (2006) demonstrated in a meta-analytic study that different sources of
support may protect employees from different dimensions of burnout. Specifically,
work sources of social support were more highly related to the exhaustion dimension of
burnout and non-work sources of support were more strongly related to depersonali-
zation and personal accomplishment. Finally, Beehr and colleagues (Beehr et al. 2003)
found that source congruence (i.e., if supervisor is the source of stress and the source of
support) may be helpful in buffering the effects of social support on the relationship
between various stressors and negative psychological outcomes. Many of these re-
searchers attribute the difference in effects based on source to the closeness or control
the source has over experienced demands and/or the resources at the disposal of the
individual providing support. In sum, the effectiveness of support may depend on the
role of the provider, as each provider has a unique relationship with the recipient and
different resources at their disposal.

Although a number of studies with military populations have examined different
sources of support, none to our knowledge have specifically compared the influence of
different support sources on attitudes toward treatment seeking and treatment seeking
behaviors. Our study seeks to determine unique influences of three support sources
(family and friends, unit members, and leaders) from an overall facilitators of treatment
measure used by Britt et al. (2016). Examining each source separately may highlight
nuances in perceived support from each relationship. A soldier’s friends and family may
be particularly influential because of the social closeness of such relationships (Gottlieb
1976). Having close family relationships has been related to decreased suicidal behav-
iors in soldiers (Jakupcak et al. 2010); however, close relationships may also elicit
concerns with negative evaluations and stigma (Ouimette et al. 2011).

In the present study, we expected perceived support from family and friends to relate
to a more positive attitude toward treatment seeking and to soldiers actually seeking
treatment when experiencing a problem. We focused on emotional social support,
assessed as the soldier perceiving that a family member or friend would encourage
them to seek treatment if they needed it. Though emotional support may be expressed
in a number of ways, encouragement is one way that care could be shown, aligning
with definitions of emotional support (Barrera 1986; House 1981). In viewing stress as
a state of depleted resources, aligning with COR theory, emotional support from family
and friends would provide an important resource, particularly if a source of resource
loss is that a soldier is concerned about negative evaluations from others. The avail-
ability of support would likely prevent resource loss associated with negative evalua-
tions of self-worth that could come along with perceived stigma. Further, we expected
that soldiers would rate perceived support from family and friends for seeking treatment
as the highest of the three sources, as these are the individuals who are likely in closest
relationship with the soldier and may have the greatest awareness of resource loss
experienced as a result of symptoms. Thus, these individuals, being potentially more
aware of a need for treatment, would be likely to support seeking treatment if a soldier
were experiencing a mental health concern.

The hierarchical structure of the military and the emphasis on close unit bonds
highlight the importance of emotional support from the unit and leader as well.
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Leaders inhabit an important role where they may influence the stressors soldiers
experience, can make changes to the work environment that affect subordinate
health and performance (Britt et al. 2004), and may shape the overall climate of
the unit toward treatment-seeking (Britt and McFadden 2012). The unit itself is a
prominent source of support, given the substantial emphasis on unit cohesion and
trusting bonds within military teams (Coll et al. 2011). High unit cohesion has been
associated with lower perceived stress and fewer experienced mental health symp-
toms (Sripada et al. 2015; Zang et al. 2017). Both unit cohesion and leader support
have been associated with fewer mental health symptoms and lower stigma per-
ceptions (Britt et al. 2012; Jones et al. 2012; Wright et al. 2009). As social support
can be associated with fewer symptoms and stigma perceptions, support for treat-
ment seeking from unit members and leaders should also be positively related to
treatment-seeking attitudes and behaviors.

In the same way as support from family members, we expected that emotional
support from unit members and leaders may be an important resource for soldiers
experiencing the actual or threat of resource loss associated with mental health symp-
toms. Although we expected that family and friends may have the greatest awareness of
a soldiers experienced symptoms, and thus be perceived as most likely to support
treatment, unit members and leaders still occupy an important position to support a
soldier given the closeness of military units and shared experiences. We expected that
each of the three support sources would be significant predictors, accounting for unique
variance in attitudes toward treatment seeking, given the different roles each source
occupies in relation to the soldier. Given the rationale provided on the closeness of
family and friends, we expected the strength of the relationship between support and
attitude to be largest for family and friends, with unit and leadership being similar in
magnitude. In sum, we hypothesized the following:

Hypothesis 1: Family and friends will be rated as most supportive of seeking
treatment in comparison to unit members and leaders.
Hypothesis 2a: Support from family and friends, unit members, and leaders will be
significantly related to a more positive overall attitude treatment seeking, with each
predictor accounting for unique variance in attitude.
Hypothesis 2b: Support from family and friends will have a stronger relationship
with overall attitude, compared to support from the unit and leader.

The first two hypotheses were examined among a general sample of soldiers. Perceptions
regarding treatment seeking barriers may change once a soldier is actually experiencing a
problem, presumably because the barriers feel more real (Hoge et al. 2004) and actual
resource loss may be experienced in the face of symptoms and other experienced stressors
(Hobfoll et al. 2012). We addressed this potential difference in perceptions by considering
whether mean differences in ratings of support for treatment differ based onwhether or not a
soldier is experiencing a current problem. In the same way that barriers may become more
apparent when one experiences a problem, the perceived availability or absence of support-
ive resources may also become more salient.

Hypothesis 3: The differences in mean ratings of support from the three sources
will depend on whether or not a soldier has a current problem.
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Our fourth hypothesis concerned only those experiencing a current problem, as
indicated by self-reporting a problem or screening positive on symptom measures
of PTSD, depression, or an alcohol problem. We extend the logic that emotional
support from important others should affect a soldier’s willingness to engage in
treatment if they were to experience a problem, as well as their actual treatment
seeking behaviors when symptoms are present. Again, we expected that support
from family and friends would result in the strongest association with treatment
seeking.

Hypothesis 4a: Support from family and friends, unit members, and leaders will be
significantly related to a higher likelihood of having sought treatment.
Hypothesis 4b: Support from family and friends will have a stronger relationship
with overall attitude, compared to support from the unit and leader.

Beyond the overall relationships between support and treatment seeking, we
sought to connect the relationships among support, attitudes toward treatment,
and treatment-seeking behavior. We sought to determine whether emotional sup-
port from important others could be conceptualized as a resource that directly
encourages soldiers to seek treatment or whether it may have an indirect effect
through positively influencing a soldier’s attitude toward treatment. Although the
theory of planned behavior discusses social norms as a contributing factor,
alongside personal attitudes, to intentions to engage in a given behavior, other
research has found that personal attitudes can mediate the relationship between
social influences (social stigma, social norms, social support) and intentions to
seek treatment (Vogel et al. 2005). This indirect relationship likely extends to
treatment-seeking behaviors and may be important in demonstrating that although
it is ultimately the decision of the individual to seek treatment, support from
others could impact the overall attitude, a personal resource that would facilitate
the acquisition of treatment.

Hypothesis 5: The relationship between the three sources of support and treatment
seeking will be mediated by a soldier’s overall attitude toward seeking treatment.

Supportive Leader Behaviors

We have noted the importance of family and friends and unit members. The role of a
leader can also be critical in helping employees cope with difficult circumstances and
avoid negative outcomes, where leaders can serve as a buffer in stressful situations
(Bliese and Castro 2000; Bliese and Halverson 2002). Up to this point, we have
focused our study hypotheses on emotionally supportive behaviors; however, different
types of supportive behaviors could be used to encourage treatment seeking. Early
research distinguished types of supportive behaviors, including: emotional support that
demonstrates care for an individual, instrumental support that meets a tangible need,
informational support that provides information to help solve a problem, and appraisal
support that provides information relevant to an individual’s self-evaluations (Barrera
1986; House 1981).
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As previously noted, research on leader support has also highlighted the value of
using domain-specific assessments of support from leaders (Adler et al. 2014; Gunia
et al. 2015; Hammer et al. 2009; Jennings et al. 2017; Kossek et al. 2011). These
measures, such as Family Supportive Supervisor Behaviors (FSSB; Hammer et al.
2009), demonstrate the value of differentiating different types of supportive behaviors
relevant to a given target (i.e., supporting work-family balance). In the present study,
we examined leader behaviors which influenced soldiers’ decisions to seek treatment.
These assessments of leader support were contextualized to the domain of treatment
seeking and were classified by the authors as emotional, instrumental, and informa-
tional in nature.

Supportive behaviors were examined retrospectively, where soldiers who had
sought treatment rated how influential three leader behaviors were to their deci-
sion to seek treatment. The assessment also included single items addressing
emotional support from family and fellow unit members. We acknowledge that
detailed assessments of different supportive behaviors from friends and unit
members would be valuable; however, in the present research additional items
assessing targeted support focused on leaders because several of the typical types
of support map onto leadership competencies (e.g., supporting soldiers, creating a
positive work environment; Department of the Army 2006). We proposed that, of
the leader support behaviors, instrumental support would be rated as most influ-
ential. Access to practical needs (e.g., time off work) are likely an important
resource to engaging in treatment and maintaining progress. Such resources are
often under the control of the leader. Thus, leaders would be in a valuable
position to offer instrumental support that can facilitate treatment for those in
an active stage of behavior change, such as by altering demands of the job that
can create practical barriers to care.

Hypothesis 6: Among soldiers who report having sought treatment for a
mental health problem, instrumental support from leaders will be rated as
more influential to the soldier’s decision to seek treatment than emotional and
informational support.

Method

Participants

U.S. Army soldiers (N = 1911) were surveyed on their base, and 90% (N = 1725)
provided consent for their responses to be used for research purposes (Britt
et al. 2016). Only these responses with consent given were used in analyses.
The full sample was used for examining Hypotheses 1–3. The majority of the
sample identified as male (90.1%). The most commonly reported ethnicity was
white (63%), followed by African American (18%), Hispanic (10%), and Asian/
Pacific Islander (4%) or other (5%). Most soldiers were between the ages of 20
and 24 (46%) or 25 and 29 (27%), with fewer soldiers aged 18 to 19 (5%), 30
to 39 (18%), or over 40 (4%). Average military tenure was 5 years (SD = 5.6)
and most soldiers were junior enlisted (69% E1-E4) or non-commissioned
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officers (21% E5-E6). Fewer soldiers were E7-E9 (3%) or officer ranks (O1-O9;
WO1-WO5; 7%).2

For Hypothesis 4 and 5, the focal sample was soldiers who either reported
experiencing a current problem or who met screening criteria for PTSD, depression,
or an alcohol problem (N = 718). The subsample of those with a mental health problem
was demographically similar to the total sample: male (89.7%), white (65.6%), age 20
to 24 (45.4%) or 25 to 29 (27.3%), average military tenure 5.4 years (SD = 5.6), and
junior enlisted (70%). For Hypothesis 6, only those who had sought treatment were
included (N = 318), as these individuals indicated the sources of support that most
influenced them to seek treatment.

The dataset has been used in prior research by Britt et al. (2016) and Zinzow et al.
(2015). Britt et al. (2016) examined an overall measure of social support as a predictor
of treatment seeking only among those individuals who recognized their problem.
Zinzow et al. (2015) used an overall measure of social support only among victims
of sexual assault. The present study offers novel contributions by examining individual
sources of support, the mediating role of overall attitude towards treatment, and how
influential individual sources were in getting treatment.

Procedure

A survey designed to understand soldier perceptions and utilization of mental health
services was administered to soldiers nine months following the Brigade’s combat
deployment. The survey assessment took place over five consecutive days, consisting
of 29 total sessions with a maximum of 140 soldiers in each session. Soldiers arrived to
a classroom facility on the base with their unit at times arranged with unit leadership to
complete the survey.

Measures

Sources of Support for Treatment Seeking was assessed with three items (Britt et al.
2016), which were examined independently. Past research has established that single
item measures can demonstrate comparable validity to that of multiple item measures
(Bergkvist and Rossiter 2007). The items were: “Friends and family would encourage
me to go get mental health treatment if I needed it”, “My leaders would encourage me
to go get treatment if I needed it”, and “My fellow unit members would encourage me
to go get treatment if I needed it”. Responses ranged from strongly disagree (1) to
strongly agree (5).

Influences on Treatment Seeking Assessed the behaviors and individuals that influ-
enced soldiers who decided to seek treatment (Zinzow et al. 2015). Participants were
asked to indicate the extent to which a series of factors influenced them to seek
treatment with response options ranging from not at all (1) to very much (5). Three

2 Officers are military personnel who have a minimum of a bachelor’s degree and who went through formal
officer leadership training. Non-commissioned officers are enlisted soldiers who have attained the minimum
rank of Sergeant and participated in non-commissioned officer leadership training. Junior enlisted soldiers are
those enlisted personnel with the rank of Private, Private First Class, or Specialist.
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items reflected emotional support from the different sources: “My spouse/family
encouraged me”, “A fellow soldier or friend encouraged me”, and “My leaders were
supportive of seeking treatment”. In addition to the item assessing emotional support
from leaders, two items reflected instrumental and informational supportive leader
behaviors: “My leaders allowed me time off work to attend treatment” and “My leaders
gave me information on where to go for treatment”.

Attitude Toward Treatment Seeking Was assessed using one item: “Overall, what is
your current attitude toward seeking treatment from a mental health professional were
you to develop a problem?” (Britt et al. 2011). Response options were very negative (1)
to very positive (7).

Treatment Seeking Was assessed in four ways. Soldiers were considered to have
sought treatment if they indicated that they had: 1) Sought treatment from any of nine
sources that were provided within the past 12 months (e.g., military behavioral health
clinics, civilian providers); 2) Received any of six provided treatments within the past
12 months (e.g., individual therapy or counseling, medication); 3) Attended mental
health visits within the past 12 months (response options: 0, 1–2, 3–7, 8–12, or more
than 12); or 4) started treatment but dropped out.

Current Problem Soldiers were considered to be experiencing a current problem if they
self-reported a current problem on a single item asking if they were currently experienc-
ing a stress, emotional, alcohol, or family problem (response options yes or no) or
screened positive on any symptom measures described below.

PTSD (α = .96) symptoms were assessed using the 17-item PTSD Checklist
(Weathers et al. 1993). Soldiers were asked to indicate how bothered they had
been by 17 symptoms in the past month (1 = not at all; 5 = extremely). A sample
item was “Repeated, disturbing memories, thoughts, or images of the stressful
experience”. Participants were considered as experiencing PTSD if they met
DSM-IV criteria for PTSD and had a symptom severity score greater than 50
(National Center for PTSD 2012).

Depression (α = 91) symptoms were assessed using the nine-item Patient Health
Questionnaire (PHQ; Kroenke et al. 2001). Participants indicated how often they had
been bothered by each symptom in the past two weeks (1 = not at all; 4 = nearly every
day). A sample item was “little interest or pleasure in doing things”. Participants also
indicated how difficult the problems made it to do work, take care of things at home, or
get along with others (1 = not difficult at all; 4 = extremely difficult). Participants were
considered as having Major Depressive Disorder if they: 1) reported “little interest or
pleasure in doing things” or “feeling down, depressed, or hopeless” at least more than
half the days; 2) reported on five or more items that they experienced the symptom at
least more than half of the days, and; 3) reported at least somewhat difficult on the
difficulty item.

Alcohol Problem (rSB = .66). A problem with excessive alcohol use was assessed
using the Two Item Conjoint Screen (TICS; Brown et al. 2001). Items were “Have you
ever felt you wanted or needed to cut down on your drinking?” and “Have you ever
used alcohol more than you meant to?” Participants were considered to have an alcohol
problem if they responded yes to at least one of the items.
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Demographics and Control Variables Age, gender, race/ethnicity and education were
included as control variables in analyses to account for any basic differences in treatment
seeking based on demographics, as demographic variables can be related to perceptions/
availability of support, help-seeking attitudes, and help-seeking behaviors (e.g., Galdas
et al. 2005; Hall and Tucker 1985; Mckinlay 1973; Steele et al. 2007). In analyses
involving those experiencing a problem, we also controlled for functional impairment,
as the degree of impairment caused by symptoms has been related to treatment seeking
behaviors (Britt et al. 2011; Fikretoglu et al. 2008). Functional impairment (α = .91)was
measured using three items adapted from Sheehan et al. (1996). Participants were asked
how much stress or emotional problems had “limited your ability to do your primary
military job”, “disrupted your social life”, and “disrupted your family life/home respon-
sibilities” over the past four weeks (1 = not at all; 5 = extremely).

Results

Analyses were conducted using SPSS v.25. Means, standard deviations, and correla-
tions for variables used in analyses for the full sample are presented in Table 1;
correlations for those with a current problem are reported in Table 2. Initial correlations
provided support for the proposed relationships, where each source of support was
correlated with overall attitude toward treatment; however, only support from family
members and friends was correlated with treatment seeking for those who were
experiencing a problem.

Mean Differences in Support Ratings

To examine Hypothesis 1 and 3, a 3 × 2 mixed ANOVA was conducted to determine
whether there were differences in the repeated measures of source of support and

Table 1 Correlations among study variables using full sample

Mean SD 1 2 3 4 5 6 7

1. Age – – –

2. Gender – – .001 –

3. Race/Ethnicity – – .09** .17** –

4. Education – – .34** .10** .04 –

5. Family Support 4.05 .93 .07** −.001 .000 .01 –

6. Leader Support 3.53 1.05 .02 −.02 .02 .05* .33** –

7. Unit Support 3.44 .98 .02 −.02 .07* .01 .32** .70** –

8. Overall Attitude 4.50 1.48 .10** .06* .05* .05* .18** .18** .22**

Age is coded 1 = 18–19; 2 = 20–24; 3 = 25–29; 4 = 30–39; 5 = 40 or older. Gender is coded 1 =male; 2 =
female. Race/Ethnicity is coded 0 = Caucasian/White; 1 = Non-White/Minority; Education is coded 1 = some
high school; 2 = GED; 3 =High school diploma; 4 = Some college; 5 = Associates degree; 6 = Bachelor’s
degree; 7 =Master’s degree; 8 = Doctorate degree

*p < .05. ** p < .01. N range = 1551–1720
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differences between subjects who were experiencing a problem verses those who were
not. There was a significant difference in mean ratings of the three sources of support
for treatment seeking, F(1.70, 2911.27) = 365.04, p < .01, η2p = .18. Results of the

Greenhouse-Geisser test are reported because Mauchly’s test of Sphericity was violat-
ed. Post-hoc comparisons indicated that ratings of support for treatment from family
and friends (M = 4.05, SD = .93) were higher than support from one’s leader (M = 3.50,
SD = 1.05; p < .01) and unit (M = 3.42, SD = .98; p < .01), supporting Hypothesis 1.
Leader support was also rated higher than unit support (p < .01).

There was an interaction between support ratings and whether a soldier was
experiencing a current problem, F (1.70, 2911.27) = 14.91, p < .001, η2p = .01. Soldiers

experiencing a problem tended to rate support for treatment from all sources as lower
than those not experiencing a problem. Differences were more pronounced in the
ratings of perceived support from leaders and unit members (Fig. 1).

Support and Attitude Toward Treatment

A series of linear regressions were conducted relating each source of support for
treatment seeking to overall attitude toward treatment seeking (Hypothesis 2). Each
source was first entered into a separate model with demographic control variables (age,
gender, race/ethnicity, and education). Demographics were entered in Step 1 and the
specific source of support was entered in Step 2 to determine the variance explained
beyond the control variables. All significant support predictors were entered into a final
model, including the control variables. In addition, a relative weights analysis using the
web-based software developed by Tonidandel and LeBreton (2015) was conducted to
determine whether the magnitude of the effects of each source of support were
significantly different from one another.

In the initial regression analyses, examining each source of support separately, social
support for treatment seeking from family members was positively related to the
soldier’s overall attitude toward seeking treatment (B = .29, SE = .04, p < .01, 95%

Fig. 1 Differences in ratings of perceived support for treatment seeking from three sources based on whether
soldiers were experiencing a current problem (N = 1716). Figure displays marginal means and standard errors
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CI: .21, .37, ΔR2 = .03). The same relationships were true for leader support (B = .25,
SE = .04, p < .01, 95% CI: .18, .31,ΔR2 = .03) and unit support being positively related
to overall attitude (B = .34, SE = .04, p < .01, 95% CI: .26, .41, ΔR2 = .05).

When all variables were entered into a single regression (Table 3), support from
family and friends and unit members remained significant predictors of attitude toward
treatment seeking; leader support was not significantly related to attitude when ac-
counting for the other two sources of support. These results suggest that support for
treatment from family and unit members explain unique variance in a soldier’s overall
attitude toward seeking treatment, providing partial support for Hypothesis 2a. A
relative weights analysis revealed that unit support accounted for the largest portion
of the variance explained in the model. Table 3 provides the relative weights for the
different predictors and the portion of the explained variance accounted for by each
predictor (RS-RW %). When comparing the strength of the relative weights, the
contribution by unit support was not significantly higher when compared to family
support (95% CI = −.03, .008); however, the relative weight for the unit was signifi-
cantly higher than support from the leader (95% CI = .0007, .03). Thus, these results

Table 3 Final regression model predicting overall attitudes toward seeking treatment

Model B SE (B) β sr2 RW Lower CI Upper CI RS-RW %

Step 1 Intercept 3.91 .20

Age .14* .04 .09 .01

Gender .24 .13 .05 002

Education .04 .04 .03 001

Race/Ethnicity .16 .08 .05 .003

Model

R2 .02**

Step 2 Intercept 3.94 .15

Age .13* .04 .08 .01 .01 .0001 .02 9.55

Gender .27* .13 .05 .003 .003 .00001 .01 3.23

Education .05 .04 .03 .001 .001 .00002 .006 1.92

Race/Ethnicity .11 .08 .04 .001 .001 .00002 .01 1.96

Family Support .19** .04 .12 .01 .02 .0008 .04 27.83

Unit Support .27** .05 .18 .02 .03 .001 .04 36.74

Leader Support .01 .05 .004 .000 .01 .0006 .04 18.09

Model R2 .08**

Δ R2 .06**

*p < .05; **p < .001. N = 1529. Notes. Relative weights analysis was carried out only on the full model (step
2). RW= raw relative weight; Lower CI = lower bound of the confidence interval for the raw relative weight;
Upper CI = upper bound of the confidence interval for the relative weight; RS-RW%=Relative weight as a
percentage of the explained variance (R2 ) in overall attitude accounted for by each predictor

Age is coded 1 = 18–19; 2 = 20–24; 3 = 25–29; 4 = 30–39; 5 = 40 or older. Gender is coded 1 =male; 2 =
female. Race/Ethnicity is coded 0 = Caucasian/White; 1 = Non-White/Minority. Education is coded 1 = some
high school; 2 = GED; 3 =High school diploma; 4 = Some college; 5 = Associates degree; 6 = Bachelor’s
degree; 7 =Master’s degree; 8 = Doctorate degree
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did not support Hypothesis 2b. Rather, our results demonstrated that the unit and family
may be similarly influential sources of support in relation to a soldier’s overall attitude.

Support and Treatment-Seeking Behaviors

The effect of each source of support on treatment-seeking behaviors for soldiers
experiencing a current problem was examined in a series of logistic regressions
(Hypothesis 4). Age, ethnicity, education, and functional impairment were included
as control variables. Note gender was excluded as a control variable because there were
a number of cases who did not report gender. Because the sample size was already
limited when focusing on those with a problem and given the weak and non-significant
correlations between gender and treatment seeking, we saw this as an appropriate
measure to preserve statistical power.

Logistic regressions were conducted for each source of support separately. Only
family support (OR = 1.16, 95% CI: .98, 1.37, p = .09) and leader support (OR =
1.15, 95% CI: .99, 1.33, p = .07), but not unit support, approached significance as
predictors of treatment seeking. Thus, Hypothesis 4a was not supported. Given the
lack of support for Hypothesis 4a, Hypothesis 4b was not tested with a relative
weights comparison.

Hypothesis 5 proposed an indirect relationship between sources of support and
treatment seeking behaviors through overall attitude toward treatment. Although we
did not find evidence of direct effects between support and treatment seeking, it is
possible and still meaningful to find an indirect relationship in the absence of a direct
effect (Zhao et al. 2010). Because each source of support was related to overall attitude
and attitude was correlated with treatment-seeking (r = .25), three tests were done to
determine if there could be an indirect effect of support on treatment seeking through
overall attitude using Hayes (2012) SPSS PROCESS script. Age, education, and
functional impairment were included as control variables. Again, gender was omitted
as a control variable to conserve statistical power.

Results suggested a significant indirect effect, with bootstrap confidence intervals
(using 5000 iterations) not including zero, for family support (Bootstrap CI: .04, .17),
leader support (Bootstrap CI: .03, .14), and unit support (Bootstrap CI: .05, .17) related
to treatment seeking through overall attitude. Thus, there was evidence for Hypothesis
5 that support from each source could have an indirect effect on treatment-seeking
behavior through overall attitude. Figure 2 provides a summary of the indirect paths for
each of the three models.

Retrospective Supportive Ratings

The final analyses focused on differences in the retrospective ratings of supportive
behaviors that influenced a soldier’s decision to seek treatment. Providing additional
support for Hypothesis 1, a repeated measures ANOVA comparing the ratings of
influences to seeking treatment revealed that the ratings of family members encourag-
ing soldiers to go to treatment were highest (M = 2.52, SD = 1.35) compared to support
from leaders (M = 1.72, SD = 1.32) or a fellow soldier/friend (M = 1.81, SD = 1.35).
The mean differences were significant, F (1.96, 699.77) = 64.59, p < .001, η2p = .15.
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Post-hoc comparisons revealed that ratings of family were significantly higher than
ratings of leaders and fellow soldiers (which were not significantly different from one
another). Again, values for the Greenhouse-Geisser test are reported.

In regard to supportive leader behaviors, a repeated measure ANOVA revealed a
significant difference in reports of instrumental (M = 1.95, SD = 1.27), informational
(M = 1.44, SD = 1.33), and emotional (M = 1.74, SD = 1.32) support behaviors, F (1.77,
640.63) = 37.53, p < .01, η2p = .09. Each type of support was significantly different from

the others, with instrumental support as the highest rated form of support that influ-
enced the soldier to seek treatment (p < .01), supporting Hypothesis 6.

Discussion

The results of the present study demonstrate that social support for treatment seeking
may be influential to soldiers’ attitudes toward seeking treatment, as well indirectly
related to actual treatment decisions. Family and friends were rated as the most
supportive of seeking treatment, both in general ratings from soldiers and retrospective
ratings from those who sought treatment. The findings support previous research,
which theorizes that those closest to an individual will have the strongest influence
on whether or not an individual decides to seek treatment (Gottlieb 1976). Family and
friends are likely influential because they can provide a critical resource of support
when a soldier anticipates or experiences stress associated with a mental health
concern. Such interpersonal resources are likely an ideal match to the demands
(Cutrona 1990; Hobfoll and Lilly 1993) experienced by a soldier with a mental health
concern, given resource loss that may be associated with symptoms or threat of loss if
there is concern about a mental health concern affecting relationships with others. As an

Family support for 

treatment

Leader support for 

treatment

Unit support for 

treatment

Overall attitude 

toward treatment 

seeking

Sought treatment

Indirect effect = .10, 95% Confidence Interval: .04, .17 

B = .29

B = .33

Overall attitude 

toward treatment 

seeking

Overall attitude 

toward treatment 

seeking

Sought treatment

B = .34

Sought treatment
B = .34

Indirect effect = .08, 95% Confidence Interval: .03, .14

Indirect effect = .07, 95% Confidence Interval: .05, .17 

B = .24

B = .28

Fig. 2 Indirect relationships between support and treatment-seeking. Estimates control for age, education, and
functional impairment
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interesting consideration, we also found that perceptions of support may be different for
those experiencing a problem. Extending the findings of Hoge et al. (2004), where
soldiers perceived more stigma and barriers to treatment when experiencing a problem,
soldiers experiencing a problem may feel less supported. The lower ratings of support
could be a function of the soldiers’ symptoms themselves, or could indicate that that
soldiers do not feel their supportive resources are sufficient when they actually expe-
rience a problem and threat of or actual resource loss.

Although close family members may exert a strong influence by supporting soldiers,
organizational agents may still influence a soldier’s attitude. Unit members remained a
unique predictor of a soldier’s attitude toward treatment, with a relative weight similar
to family support, but significantly larger than leader support. The strong relationship
with a soldier’s attitude could be concerning, given perceived support for seeking
treatment from one’s unit was rated as lowest in mean comparisons. Such findings
support the need for increased intervention at the unit level to create a unit climate that
is supportive of treatment seeking (Britt et al. 2018). For instance, in the training by
Britt et al. (2018) soldiers were encouraged to proactively talk about barriers to mental
health treatment and how the unit can facilitate treatment for soldiers who could benefit
from professional help.

Our findings in regard to leader and unit support add to past research on positive
leadership and unit cohesiveness in the military (Britt et al. 2012; Wright et al. 2009) by
showing that support for treatment from these individuals is related to soldiers’ attitudes
toward treatment seeking. In addition, we found that instrumental support may be themost
influential form of support for leaders to provide. Soldiers may first seek emotional
support from those closest to them (e.g., family members and potentially unit members),
but adjustments to work demands may be important forms of support from leaders.
Further, these may be the most relevant sources of support at the stage of being actively
involved in treatment and maintaining progress compared to more emotional support that
may be needed for recognizing a problem and initiating treatment.

The results of this study hold several theoretical and practical implications. First, the
present study contributes existing research by showing that social support is related to
soldier’s attitudes toward treatment seeking (Britt et al. 2011) and indirectly to
treatment-seeking behaviors. In line with research that recommends matching a mea-
sure of support to a particular need (Cutrona 1990), we provide evidence that targeted
support assessments may be valuable in providing conceptual clarity for understanding
support as a facilitator of treatment. Some researchers have noted that individuals may
cope with problems through informal support sources rather than utilizing professional
services (Gottlieb 1976). Using targeted assessments of support for seeking profession-
al treatment clarifies the nature of support provided. Future research studies could use
more extensive assessments of informal support (as an alternative to treatment) to
further understand the nuances of support from important others.

Our study also provided evidence that researchers should not immediately turn to
oversimplified measures of social support averaging across sources because support
from different individuals shown through different behaviors may have unique rela-
tionships with outcomes. Of practical significance, friends and family members were
generally rated as most supportive and influential to a soldier’s treatment decisions, yet
unit support was still strongly and uniquely related to attitudes toward treatment. The
importance of family may encourage the organization to emphasize family involvement
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and provide educational resources for family members of soldiers. It may be particu-
larly helpful to offer resources to educate family members on how to provide the most
appropriate support to encourage service members to seek treatment. These trainings
could focus on offering support that matches the need of the soldier (e.g., trying to
direct a soldier to professional help rather than serving as a substitute) or recognition of
symptom severity that may warrant treatment.

Because of the relationships with attitude and indirect effects on treatment seeking,
unit members and leaders should also be considered important and unique support
sources. In past research, positive behaviors from the leader and unit have been
associated with lower perceptions of stigma and barriers (Wright et al. 2009). The
present study further demonstrates the value of positive unit members and leadership,
not only to reduce barriers, but also in facilitating treatment by offering support.

The lower ratings of support from the unit in the present study highlight the need
for unit-level interventions. These results should encourage the military as a whole
to emphasize the importance of supporting fellow unit members in seeking treat-
ment, potentially through support training such as that developed by Britt et al.
(2018). Using this training format soldiers can be taught to recognize the effect that
unit members can have on fellow soldiers’ decisions to seek treatment. As one
example, Britt et al. (2018) highlighted how the unit can create heightened concerns
that others will perceive a soldier as trying to get out of work if they attend
treatment, which could be a major barrier to treatment seeking. Britt et al. (2018)
found evidence that such a training focusing on reducing stigma and developing a
positive unit climate could increase supportive behaviors toward fellow unit mem-
bers. Beyond changes to the climate, unit members may also be in a critical position
to be trained to recognize symptoms in fellow soldiers, given close unit bonds and
shared experiences. In particular, studies suggest that peer support through sharing
similar experiences of symptoms, and thus normalizing mental health concerns to
some degree, shows beneficial effects that can encourage treatment seeking (Mur-
phy et al. 2014; Ben-Zeev et al. 2012).

Although emotional support from leaders was generally less related to a soldier’s
attitude compared to family and friends and unit members, our study highlights that
leaders may be exceptionally valuable in their ability to provide instrumental support.
Leaders could receive further training on how to be an instrumental and informational
resource to soldiers who may benefit from seeking mental health treatment. Making
sure it is readily known to soldiers that leaders can help accommodate practical
treatment needs could be an important facilitator for soldiers who are concerned with
seeking treatment because of interference with their work schedule, or even how
seeking treatment may be perceived by their leadership. Studies have suggested that
military leaders do view caring for the behavioral health of their soldiers as an aspect of
their leadership role (Mallick et al. 2016). Therefore, such training on tools for
providing optimal support would likely be welcomed by leaders who share with this
view of their role.

It is worth highlighting that these findings may practically apply to other high stress
occupations, such as firefighters, police officers, and other first responders. Many of
these occupations can be characterized by potential for traumatic exposure, working in
close units, and emphasize norms that emphasize resilience. With such parallels, it is
likely that these occupations could also benefit from both interventions with family
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members to recognize symptoms and support those who may experience a problem, as
well as working to create a supportive climate among unit members and leadership.

Limitations and Future Directions

Limitations of the present study highlight potential areas for future research. First, the
study utilized cross-sectional and self-report data. Although self-report data is an
optimal way to capture perceptions of support and personal attitudes, concerns about
confidentiality or social desirability may impact participant responses. Further, using a
single self-report survey during a single measurement occasion presents some concerns
that common method variance could inflate the observed relationships (Podsakoff et al.
2003). We do, however, note that our self-report items did ask participants to provide
responses to a variety of measures, some that were perceptual in nature, some that were
behavioral (i.e., past treatment seeking visits). The scales also had different response
formats, where some were agreement scales and others assessed the presence or
absence of various behaviors. In order to reduce concerns about social desirability
and common method variance, future studies could attempt to gather more objective
measures of treatment visits or multi-source data for assessing support. In addition,
longitudinal research could better capture the process that may unfold between per-
ceived and provided support and treatment decisions. For instance, we found that
perceptions of support may be lower among soldiers experiencing a problem. It would
be interesting to consider how these perceptions change over time as the potential for
treatment becomes more real to both the recipient and provider of support.

Second, the assessments of social support were based on one-item measures. Past
research has established that single item measures can demonstrate comparable validity
to that of multiple item measures (Bergkvist and Rossiter 2007; Matthews et al. 2010).
Further, the support items were targeted specifically for treatment seeking, and should
have adequately captured the support of interest. Still, future studies should also assess
social support using larger inventories of possible supportive behaviors that may
facilitate treatment seeking, particularly assessing different supportive behaviors from
the three different sources. Our study results differentiating types of support provided
by leaders suggest that this may be a worthwhile future direction to distinguish a variety
of targeted supportive behaviors provided by unit members and family, in addition to
leaders. Researchers could also utilize more general measures of support in conjunction
with measures of support specifically for treatment seeking to better understand
whether general support functions more strongly as a facilitator to treatment seeking
or more as an informal source of treatment for the problem.

Related to this second limitation in our measurement of support, we did rely on
retrospective ratings of leader support in particular. The analyses involving those who
had previously sought treatment represent an important contribution in asking soldiers
to consider what supportive others affected their decision to seek treatment. We cannot,
however, eliminate the possibility that a soldiers ratings could be influenced by changes
in symptoms. Just as our findings suggest that those experiencing a current problem
may rate available support as lower than those not experiencing a current problem, a
soldier may rate supportive individuals more positively following treatment, when
symptoms have subsided. Detailed assessments of support throughout the treatment
process are needed to better clarify the potential for these complex relationships.
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There are several other areas where future research could extend the findings of the
present study. We found evidence for an indirect effect of support on treatment seeking
through overall attitude toward treatment seeking, which aligns with prior work that has
considered personal attitudes and beliefs as mediators (Vogel et al. 2005). Further
research should seek a better understanding of mediating and moderating mechanisms
that may impact treatment-seeking decisions. In particular, it is important for future
studies to examine these potential mediating mechanisms using a longitudinal design to
better understand how the effect of support on attitudes and treatment seeking may
unfold over time. Studies should also consider any unintended consequences of social
support (Beehr et al. 2010) that could occur in the process of considering treatment.
These options for unintended outcomes should be considered in order to provide
optimal support, as well as training in providing support to those close to soldiers.
Finally, in addition to further studies with military personnel, researchers should seek to
replicate and apply the results of this study to other high stress occupations, such as
police officers and other first responders. We anticipate that our findings would
translate well into these occupational groups, but further research is needed to clarify
the support needs of these populations.

Conclusion

Many soldiers experience mental health problems as a result of occupational condi-
tions; however, many who may benefit from professional treatment do not seek help.
The present study found that support for treatment seeking from friends and family, unit
members, and leaders was directly related to attitudes toward seeking treatment and
indirectly to decisions to seek treatment through attitude. Continued research and
application of the present findings should seek to enhance social support provided to
soldiers to encourage them to get needed treatment to improve their quality of life and
military service.
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