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Objective: The goal of this study was to identify rates, characteristies, and predictors of mental
health treatment seeking by military members with posttraumatic stress disorder (PTSD).

Method: Our sample was drawn from the 2002 Canadian Community Health
Survey-Canadian Forces Supplement (CCHS-CF) dataset. The CCHS-CF is the first
epidemiologic survey of PTSD and other mental health conditions in the Canadian military and
includes 8441 nationally representative Canadian Forces (CF) members. Of those, 549 who met
the criteria for lifetime PTSD were included in our analyses. To identify treatment rates and
characteristics, we examined frequency of treatment contact by professional and facility type.
To identify predictors of treatment seeking, we conducted a binary logistic regression with
lifetime treatment seeking as the outcome variable.

Results: About two-thirds of those with PTSD consulted with a professional regarding mental
health problems. The most frequently consulted professionals, during both the last year and
lifetime, included social workers and counsellors, medical doctors and general practitioners,
and psychiatrists. Consultations during the last year most often took place in a CF facility.
Treatment seeking was predicted by cumulative lifetime trauma exposure, index traumatic
event type, PTSD symptom interference, and comorbid major depressive disorder. Those with
comorbid depression were 3.75 times more likely to have sought treatment than those without.

Conclusions: Although a significant portion of military members with PTSD sought mental
health treatment, 1 in 3 never did. Trauma-related and illness and (or) need factors predicted
treatment seeking. Of all the predictors of treatment seeking, comorbid depression most
increased the likelihood of seeking treatment.

(Can J Psychiatry 2007;52:103-110)

Information on funding and support and author affiliations appears at the end of the article.

Clinical Implications

• Intervention programs aimed at increasing treatment-seeking behaviours, especially in the military
context, should carefully assess history of trauma exposure.

• Intervention programs should also assess comorbid conditions, especially depression.

• Treatment adequacy as well as treatment contact should be measured in future studies.

Limitations

• Cross-sectional data cannot imply causality.

• Retrospective recall of symptoms and treatment contact are subject to recall bias.

• Treatment contact is not the same as treatment adequacy.
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Over the past 5 decades, the Canadian military has been
deployed to nutnerous conflict-ridden places, such as

Bosnia-Herzegovina, Rwanda, and Afghanistan. In the course
of operational missions, CF members are routinely exposed to
stressfiil deployment-related events and are at risk for devel-
oping stress-related disorders such as PTSD.' A recent
epidemiologic survey found that exposure to traumatic expe-
riences and PTSD are indeed significant problems in the
Canadian military.^

For those diagnosed with the disorder, PTSD is strongly asso-
ciated with compromised physical health, decreased
psychosocial and occupational functioning, and decreased
quality of life ; it also has a significant economic impact, both
in civilian'' and military^ populations. Despite these high
costs, a significant portion of those with PTSD never seek
treatment for their symptoms, both in civilian* and veteran
populations.' Because of the paucity of epidemiological
research on mental health conditions and health care use in
active military populations in general and, more specifically,
in active CF members, it is not known how widespread the
problem of failing to seek mental health treatment is for
Canadian military members with PTSD. Information on rates,
characteristics, and predictors of mental health treatment
seeking in the CF is essential for appropriate service planning,
access, and delivery within the Canadian military and veteran
health care systems.

The purpose of our study was to identify rates, characteristics,
and predictors of mental health treatment seeking in a large,
nationally representative sample of CF members with PTSD.

Abbreviations used in this article

CCHS-CF Canadian Community Health Survey-
Canadian Forces Supplement

CF

Cl

CIDI

GAD

GP

MD

MDD

ns

OR

PTSD

PD

SD

SP

Canadian Forces

confidence interval

Composite International Diagnostic Interview

generalized anxiety disorder

general practitioner

medical doctor

major depressive disorder

nonsignificant

odds ratio

posttraumatic stress disorder

panic disorder

standard deviation

social phobia

Our study employed Andersen's Behavioral Model of Health
Service Use* to predict treatment seeking. According to this
model, individuals who need health services seek them
because of predisposing, enabling, and (perceived and evalu-
ated) need factors. Predisposing factors exist before the indi-
vidual becomes ill and affect an individual's inclination to
seek treatment; these include demographic and social struc-
ture variables such as age, sex, ethnicity, and religion.
Enabling factors help the individual to access treatments, and
include income, employment, and social support. Perceived
need factors refer to subjective assessments of how much the
symptoms interfere with functioning. Evaluated need factors
include the number and type of comorbid conditions that may
also interfere with functioning. In addition to predisposing,
enabling, and need factors, we examined the contribution of
trauma-related factors to treatment seeking. Although
trauma-related factors are typically not included in
Andersen's model, they have been found to be associated with
treatment seeking in several studies.' To our knowledge, the
present study is the first attempt at identifying rates,
characteristics, and predictors of treatment seeking among CF
members with PTSD.

Method
Participants and Procedure

Data were drawn from the Canadian Forces Supplement of
Cycle 1.2 of the CCHS, which was conducted by Statistics
Canada. The CCHS-CF is the first epidemiologic survey of
mental health conditions in active members of the Canadian
military. The target population was defined in May 2001 and
included all full-time regular members (n = 57 000) and
reservists {n = 24 000). Each target population was stratified
by sex and rank. Rank was collapsed into 3 categories (pri-
vate, sergeant, and officer) for men and 2 categories (private
and officer) for women. Within each design stratum, the units
were sorted by geographic region (Atlantic, Quebec, Ontario,
or Prairies) and CF environment (land, air, or sea) and the final
sample was obtained by using a systematic sampling scheme.
After out-of-scope units (see below) were removed, 6487 reg-
ular members and 3957 reservists were selected for interview.
The interviews were conducted between May and December
2002. A response was obtained for 5155 regular members and
3286 reservists, yielding an overall response rate of 79.5% for
regulars and 83.0% for reservists, resulting in a final sample
size of 8441. Of these, 549 who met criteria for lifetime PTSD
were included in our analyses. Sample characteristics are
reported in Table 1.

Content of the CCHS-CF Survey
The diagnostic assessment section of the CCHS-CF is based
on a selection of mental disorders from the CIDI,'" a
lay-administered psychiatric interview that generates
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diagnoses according to criteria of the DSM-IV.' A recent
large-scale epidemiologic survey showed that "blind clinical
reinterviews with the Structured Clinical Interview for
DSM-IV (SCID)f"' were in good concordance with CIDI
diagnoses for anxiety and mood diagnoses."'^' '' ^'''
Nondiagnostic sections are based on sources used in other epi-
demiologic surveys conducted by Statistics Canada.

Diagnostic Assessment. Trauma-related and (perceived and
evaluated) need factors were drawn from the CCHS-CF diag-
nostic assessment section, which included a screener for men-
tal disorders and additional sections on alcohol dependence,
MDD, dysthymia, PD, SP, GAD, and PTSD. Lifetime alcohol
dependence could not be ascertained owing to a skip error. We
used diagnostic status on lifetime MDD, PD, SP, and GAD to
index the evaluated need for treatment.

The PTSD section was adapted specifically for CF members.
To assess trauma exposure, respondents were given a booklet
containing 28 potentially traumatic experiences and asked
whether they had experienced any (an Appendix including
these questions is available from the author). Affirmative
responses were followed by a question regarding the number
of event types experienced. The responses to this question
were used to index cumulative trauma exposure. Respondents
were asked to pick the event that caused the most reactions,
referred to hereafter as the index event. Respondents who
could not pick the event that caused the most reactions (less
than 1 % of our sample) were asked about the most recent
event. Certain types of index events were reported very infre-
quently; we therefore reduced the 28 categories into 3 theoret-
ically meaningful categories (civilian nonsexual, civilian
sexual, and war-terror zone). For lifetime PTSD diagnosis,
questions on PTSD criteria A2, B, C, D, E, and F were asked
only about the index event. The interference of PTSD symp-
toms with functioning was used to index perceived need for
treatment.

Nondiagnostic Sections: Demographics and Determinants of
Mental Health. Predisposing and enabling variables were
drawn from the "demographics" and the "determinants of
mental health" sections. The demographic section of the sur-
vey included questions on age, sex, ethnicity, marital status,
education, household income, military force type, and rank.
Additional questions on spirituality and religiosity (drawn
from Cycle 1.1. of the CCHS) were used to create 3 indices of
spirituality and religiosity: the spirituality index, obtained by
summing all spirituality items; the spirituality-religiosity
index (that is, not spiritual-not religious, not spiritual-
religious, spiritual-not religious, and spiritual-religious),
based on 2 items that asked respondents whether they would
describe themselves as spiritual or religious; and the fre-
quency of religious service attendance index, based on a sin-
gle item that asked about frequency of religious service

attendance. To index cumulative social support, we summed
19 questions on the detemiinants of mental health from the
Medical Outcomes Study Social Support Survey.'^

Nondiagnostic Sections: Mental Health Services Use. The
outcome variable of general mental health treatment seeking
was indexed by an item that asked participants whether they
had ever seen or talked to a professional about their emotions,
mental health, or use of alcohol or drugs in their lifetime and
by follow-up items on age at which each professional type was
first and last seen. Treatment seeking was coded as a "yes"
only ifthe individual had sought help from at least one profes-
sional after the index (worst) trauma, and as a "no" only ifthe
individual had not sought help from any professional after the
index trauma. Treatment characteristics were indexed in this
section by follow-up questions assessing frequency and
location of treatment.

Data Anatyses

Weighting. To produce estimates from survey data that are
representative of the CF population, and not just the sample, a
final survey weight was created by Statistics Canada and
applied to each respondent. This weight refiects 4 adjust-
ments: initial sampling, sample reduction (regular forces
only), removal of out-of-scope units, and individual
nonresponse. The initial sampling adjustment takes into
account the differential probabilities of selection in each of the
5 strata (men-women and private-sergeant-officer). The
sample reduction adjustment refers to the reduction in the tar-
get sample size in the second phase of data collection as a
result of higher-than-estimated response rates in the first
phase. The removal of out-of-scope units refers to exclusion
of individuals who were no longer CF members during the
data collection period. The individual nonresponse adjust-
ment takes into account the participants who could not be
reached for an interview, provided unstable data, or refused to
participate. All analyses are weighted using the final survey
weight.

Statisticat A nalyses

To examine characteristics of treatment, we analyzed descrip-
tive statistics (mean, SD, and frequency) on relevant items of
the mental health service use section. To identify predictors of
mental health treatment seeking, we conducted logistic
regression analyses by following standard procedures
described in Hosmer and Lemeshow. '"* First, we created a list
of all theoretically meaningful potential predictor variables.
Then, we examined the distributions of the original variables
(all potential predictor variables and the dependent variable).
We checked linearity for those potential predictor variables
that were initially in continuous fonnat. If there was a signifi-
cant problem with linearity, we changed the variable into a
categorical one. We examined collinearity among the
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predictors and excluded a small number of potential predictor

variables when necessary. We then ran bivariate tests {t tests

and chi-squares) to see whether there was a relation between

each of the predictor variables and the outcome variable. In

our logistic regression analyses, we avoided including those

variables that did not seem to have a relationship with the out-

come variable. However, if there was a compelling theoretical

reason or precedent to include a variable in the model (despite

lack of a significant bivariate relation), we did so, as per

Hosmer and Lemeshow's recommendations.''' We ran the

logistic regression with the Enter (full model, no stepwise

selection). Forward (stepwise forward entry), and Backward

(stepwise backward removal) methods in SPSS version 13

software (SPSS Inc, Chicago [IL], 2005). For each of the 3

methods, predictors were entered in 5 blocks into a

multivariate logistic regression, with treatment seeking (ever

compared with never) as the dependent variable.

Trauma-related factors (cumulative trauma exposure and

index traumatic event type) were entered in the first block,

predisposing factors (age, sex, marital status, ethnicity, edu-

cation, spirituality, spirituality-religiosity, and frequency of

religious service attendance) in the second block, enabling

factors (household income and social support) in the third

block, perceived need factors (PTSD symptom interference)

in the fourth block, and evaluated need factors (comorbid

MDD, PD, SP, and GAD) in the fifth block. The calibration of

the models obtained was assessed according to the Hosmer

and Lemeshow goodness-of-fit statistic.''' Low chi-square

values and high (ns) corresponding P values for this statistic

indicated a good model fit. The relative contribution of each

predictor to treatment seeking in the final models was exam-

ined by testing the strength of the association between each

predictor and the dependent variable after controlling for all

other predictors by using the adjusted OR and its correspond-

ing 95%CI. With each of the 3 methods (Enter, Forward, and

Backward), we also tested for outliers, potential confounders,

and potential interactions among significant predictors.

Because the CCHS-CF uses a complex sampling design, the

use of the final survey weight is appropriate only in producing

accurate point estimates (for example, ORs); to produce accu-

rate variances (for example, CIs around the ORs), the final

models, obtained by using each method (Enter, Forward, and

Backward) were bootstrapped'^ according to guidelines and

programs provided by Statistics Canada. As a last step, the

final models, obtained with the Enter, Forward, and

Backward methods, were compared and the best model was

chosen.

Table 1 Sample characteristics

Sample characteristics

Age in years

17-25

26-34

35-44

45 or older

Sex

Male

Female

Marital status

Married or common law

Widowed, separated, divorced

Single

Ethnicity

White

Nonwhite

Education

Up to and including secondary

Postsecondary

Household income

$0-$39 000

$40 000-$59 000

$60 000-$79 000

$80 000 or more

Not specified

Military force type

Regular

Reserve

Military rank

Junior

Officer

Senior

Cumulative lifetime trauma

1

2

3

4

5 or more

Index traumatic event type

War or terror zone

Civilian nonsexual

Civilian sexual

(n = 549)

n

77

166

244

62

407

142

330

86

133

510

39

286

263

55

188

100

200

7

433

117

378

105

66

15

35

64

78

356

121

352

77

%

14.10

30.20

44.40

11.30

74.20

25.80

60.10

15.60

24.30

92.90

7.10

52.10

47.90

9.90

34.20

18.20

36.50

1,20

78.80

21.20

98.80

19.20

12.00

2.80

6.30

11.70

14.30

64.90

22.00

64.10

13.90

Note: Weighted data are reported. Numbers are rounded to the
closest integer.
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Results
Lifetime and Past-Year Treatment Seeking
About two-thirds (n = 341, 62.2%) of military members with
PTSD sought some form of mental health treatment in their
lifetime; a significant portion {n = 193, 35.2%) never sought
any form of mental health treatment (14 had missing data). Of
those who sought treatment, most (« = 310, 90.80%) reported
having had at least one counselling or therapy session lasting
15 minutes or longer in their lifetime; about one-half (n = 184,
53.90%) reported continuing to seek treatment in the past
year. Among those who reported seeking treatment in the past
year, the average (SD) number of yearly treatment contacts
were (in ascending order): 3.77 (4.17) for other MDs (for
example, cardiologist, gynecologist or urologist); 5.77
(10.84) for nurses, nurse practitioners, physician's assistants,
or medics; 9.00 (11.55) for MDs or GPs; 15.08 (34.10) for
religious or spiritual advisors; 15.94 (20.45) for social work-
ers, counselors, or psychotherapists; 16.90 (20.99) for psychi-
atrists; and 23.93 (21.59) for psychologists.

Professionats Seen for Treatment
(Lifetime and Past-Year)
CF members who reported seeking treatment in their lifetime
(n = 341) saw a total of 992 professionals; those continuing to
seek treatment in the past year (n = 184) saw a total of 459 pro-
fessionals. Among the 992 professionals seen (lifetime), 220
were MDs or GPs; 218 were social workers, counsellors, or
psychotherapists; 185 were psychiatrists; 148 were psycholo-
gists; 103 were religious or spiritual advisors; 70 were nurses,
nurse practitioners, physician's assistants or medics; 36 were
other MDs; and 12 were other professionals. Among the 459
professionals seen in the past year, 123 were MDs or GPs; 92
were social workers, counsellors, or psychotherapists; 90
were psychiatrists; 70 were psychologists; 40 were religious
or spiritual advisors; 30 were nurses, nurse practitioners,
physician's assistants, or medics; and 14 were other MDs.

Treatment Location
Members of the CF who reported seeking treatment in the past
year made a total of 501 treatment contacts. A significant por-
tion of contacts (n = 188, 37.52%) took place in a medical
inspection room at a CF facility. Other contacts occurred at
civilian MDs' offices (non-CF facility) (n = 125, 24.95%), at
civilian work locations {n = 55,10,98%), at various outpatient
clinics {n = 39, 7.78%), during overnight hospital stays (n =
22, 4.39%), over the telephone (n = 19, 3.79%), or at home
(n = 9, 1.80%). The locations of 44 contacts (8.78%) in the
past year were undisclosed.

Predictors of Lifetime Treatment Seeking According to
Logistic Regression
We found that, in our logistic regression analyses, the 3 vari-
able selection methods (Enter, Forward, and Backward)

Table 2 Results of logistic regression with
elimination: final model

Predictors

Block 1: Trauma-related

Traumatic index event type

War or terror zone

Civilian nonsexual

Civilian sexuai

Number of lifetime traumas

1

2

3

4

5 or more

Biock 2: Predisposing

Marital Status

iVlarried or common iaw

Separated, divorced, widowed

Single

Spirituaiity-Reiigiousity

Not spiritual-not religious

Not spirituai-reiigious

Spiritual-not reiigious

Spiritual-religious

Block 3: Enabling

Sociai support

Block 4: Need factors (perceived)

PTSD Symptom Interference

1 = Not at ail

2 = A littie

3 = Some

4 = A lot

5 = Extreme amount

Block 5: Need factors (evaluated)

MDD

Yes

No

°P<0,05

Adjusted OR

0.21"

0.36"

1.00
(reference)

0.81

0.33"

0.27"

0.59

1.00
(reference)

1.41

2.21

1.00
(reference)

0.73

0.30

1.56

1.00
(reference)

0.99

1.01

0.50

0.46"

0.74

1.00
(reference)

3.75"

1.00
(reference)

Backward

95%CI

0.10-0.47

0.19-0.67

0.28-2.31

0.11-0.98

0.13-0.53

0.29-1.21

0.78-2.53

0.97-5.05

0.42-1.27

0.07-1.35

0.79-3.06

0.97-1.01

0.26-3.93

0.20-1.30

0.21-0.97

0.35-1.56

2.23-6.33

Note: We included in our logistic regression analyses only those CF
members who met criteria for lifetime PTSD and had complete data on all
variables of interest. We ran logistic regression analyses that used full
model and Forward entry methods. These methods produced strikingly
similar results to what is reported for the Backward removal method in
this table (the additional analyses are available upon request).

The Canadian Journal of Psychiatry, Vol 52, No 2, February 2007 107



Original Research

produced remarkably similar models in terms of significant
predictors, variance explained, and classification rates. Here,
we are only presenting the model obtained by using the Back-
ward selection method, as this model was the least saturated
and explained the most variance. Table 2 presents the results
of the logistic regression for predicting lifetime mental health
treatment seeking with the Backward selection method. The
final model provided a good fit for the data, with a Hosmer and
Lemeshow goodness-of-fit statistic oiy^ (8, n = 500) = 12.70,
ns, and an overall classification accuracy of 74.70% (85.5%
for treatment seekers and 55.2% for nontreatment seekers).

The trauma-related factors of traumatic index event type and
cumulative lifetime trauma exposure were both significantly
associated with treatment seeking. Those with a war-terror
zone or a civilian nonsexual trauma were less likely to seek
treatment than those with a civilian sexual trauma (ORs 0.21
and 0.36, respectively). Those who had experienced 2 or 3 dif-
ferent types of traumatic events in their lifetime were less
likely to seek treatment than those who had experienced 5 or
more events (ORs 0.33 and 0.27, respectively). Both the per-
ceived need factor of PTSD symptom interference and the
evaluated need factor of comorbid MDD were significantly
associated with treatment seeking: those with moderate PTSD
symptom interference were less likely to seek treatment than
those with extreme PTSD symptom interference (OR 0.46),
and those who met criteria for lifetime MDD were more likely
to seek treatment those who did not meet criteria for lifetime
MDD (OR 3.75).

Discussion
The purpose of this study was to identify rates, characteristics,
and predictors of mental health treatment seeking of CF mem-
bers with PTSD according to a nationally representative,
active, military sample.

We found that one-third of CF members with PTSD failed to
seek any form of treatment in their lifetime. These results are
similar to what has been reported in civilian* and veteran^
samples and underscore the continuing need for interventions
and policies aimed at destigmatizing mental health conditions
and treatments, especially in a military context.'^ We found
that, among those who sought treatment in the past year, treat-
ment contacts most often took place in a CF medical facility.
This finding is to be expected because active CF members are
enrolled in a specialized health care system (that is, the
Canadian Forces Health Services) which, except in medical
emergencies, requires members to seek care from CF medical
establishments. We also found that, among those CF members
with PTSD who seek treatment, most seem to seek treatment
from MDs, social workers and (or) psychotherapists, and psy-
chiatrists. It is unclear how much of the observed pattern of
treatment seeking by professional type is due to personal

preferences of CF members and how much is due to the avail-
ability of different types of professionals in CF medical estab-
lishments. Finally, it is worth noting that, although fewer CF
members saw a psychologist than a psychiatrist, GP or MD, or
social worker or therapist in the past year, those seeing a psy-
chologist reported more sessions than those seeing other pro-
fessionals. The latter finding highlights the importance of
looking at frequency as well as likelihood of contact by pro-
fessional type to fully assess the burden of PTSD on various
health care delivery systems in the Canadian military.

Findings from our logistic regression analyses indicate that
trauma-related and illness and (or) need factors play an impor-
tant role in predicting general mental health treatment seeking
among CF members with PTSD. In general, likelihood of
treatment seems greatest for those with 5 or more types of
trauma and (or) sexual trauma. As we discussed elsewhere,'^
it is possible that the greater likelihood of treatment after mul-
tiple types of trauma is due in part to the greater PTSD severity
associated with the prior history of trauma.' ̂  It is also possible
that the greater likelihood of treatment for sexual trauma is
due to the greater severity of PTSD symptoms that may be
experienced after an interpersonal'* or sexual trauma."
Unfortunately, a lack of assessment on PTSD severity and the
cross-sectional design of the study prevent testing these possi-
ble explanations in our sample. Likelihood of treatment seems
highest when PTSD symptom interference is extreme, a find-
ing which perhaps highlights the importance of the individ-
ual's own sense of symptom interference in the self-referral
process. Perhaps most strikingly, likelihood of treatment
seems to increase by a factor of almost 4 for those CF mem-
bers with comorbid MDD. This finding is consistent with
what has been reported in veteran populations: compared with
those with PTSD only or major depressive disorder only,
those with comorbid PTSD and depression report greater psy-
chological distress and are more likely to use mental health
services.'̂ "

Strengths and Limitations

Our study had several notable strengths. Data for our analyses
came from a large, nationally representative sample of active
CF members, increasing confidence in the generalizability of
findings to the whole CF. To our knowledge, the CCHS-CF is
the first large-scale epidemiologic study of PTSD and other
mental health conditions in an active military sample. As
such, our study is a significant addition to the literature on
PTSD and treatment seeking, which until now, has been
mostly limited to civilian and veteran populations.

Our study had several limitations that should be noted. First,
the cross-sectional nature of our study precludes drawing any
conclusions on causality. Longitudinal studies are needed to
determine whether the associations observed between
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treatment seeking and trauma-related and need factors are
causal. Second, respondents were asked to recall lifetime
treatment-seeking behaviours. Recall bias could have led
those who sought treatment to exaggerate and those who
never sought treatment to underreport their PTSD symptoms.
This can lead to underestimation of the prevalence of a dis-
order and overestimation of treatment seeking.^' Third, gen-
eral rather than PTSD-specific mental health treatment
seeking was assessed in the current investigation. The rates of
treatment seeking specifically for PTSD are likely to be lower
than rates reported in this paper. Fourth, treatment likelihood,
not treatment adequacy, was assessed in the CCHS-CF; there-
fore, the rates we report are upper estimates of the proportion
of military members who received adequate and appropriate
mental health treatment. Fifth, our sample was drawn from the
Canadian military, which may have a different health care sys-
tem than other military or civilian samples; generalizations to
other military or civilian populations may be limited. Sixth, a
skip error in the survey prevented us from looking at the
effects of an important comorbid condition, alcohol depend-
ence, on treatment seeking. Finally, it should be noted that,
when the overall classification accuracy (74.7%) of the final
model obtained in our logistic regression analyses is com-
pared with the base rate of treatment seeking in our sample
(62.6%), it becomes clear that the predictors included in our
analyses had only limited incremental predictive value. It is
therefore important for future studies to examine the
predictive power of variables that were not assessed in our
study.

Conclusion
Within the limitations outlined above, findings from our study
suggest that a significant portion of military members with
PTSD fail to seek any form of mental health treatment in their
lifetime. As would be expected, most treatment contacts take
place in CF facilities. Trauma-related and illness and (or) need
factors play an important role in determining whether a mili-
tary member with PTSD ever seeks treatment. Our findings
suggest that there is still a great need for public education
campaigns aimed at destigmatizing PTSD and mental health
treatment in the military and that interventions to increase
treatment seeking should carefully assess trauma-related and
illness factors.
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Original Research

Resume : La recherche de traitement de sante mentale par les militaires souffrant du
trouble de stress post-traumatique : resultats des taux, caracteristiques et predicteurs
d'un echantillon militaire canadien representatif de l'ensemble du pays
Objectif: Cette etude visait a identifier les taux, caracteristiques et predicteurs de la recherche de
traitement de sante mentale par les militaires souffrant du trouble de stress post-traumatique
(TSPT).

Methode : Notre echantillon provenait de l'ensemble des donnees du Supplement de l'Enquete
de 2002 sur la sante dans les collectivites pour les Forces canadiennes (ESCC-FC). L'ESCC-FC est
la premiere enquete epidemiologique du TSPT et d'autres etats de sante mentale dans la population
militaire canadienne, et comprend 8 441 membres des forces canadiennes (FC) representatifs de
l'ensemble du pays. Parmi ceux-ci, 549 qui satisfaisaient aux criteres du TSPT de duree de vie ont
ete inclus dans nos analyses. Pour identifier les taux et les caracteristiques de traitement, nous avons
examine la frequence des contacts de traitement par type de professionnel et d'etablissement. Pour
identifier les predicteurs de la recherche de traitement, nous avons mene une regression logistique
binaire dont la variable de resultat etait la recherche de traitement a vie,

Resultats : Environ deux tiers des personnes souffrant du TSPT ont consulte un professionnel a
propos de problemes de sante mentale. Les professionnels les plus frequemment consultes, tant
I'annee precedente qu'a vie, incluaient des travailleurs sociaux et des therapeutes, des medecins et
des omnipraticiens, et des psychiatres. Les consultations de I'annee precedente ont eu lieu le plus
souvent a un etablissement des FC. La recherche de traitement etait predite par l'exposition
cumulative de duree de vie aux traumas, le type du premier evenement traumatique, I'interference
des symptomes du TSPT, et le trouble depressif majeur comorbide, Ceux qui souffraient de
depression comorbide 6taient 3,75 fois plus susceptibles de rechercher un traitement que ceux qui
n'en souffraient pas.

Conclusions : Bien qu'une portion significative des militaires souffrant du TSPT ait obtenu un
traitement de sante mentale, 1 sur 3 n'en a jamais eu. Des facteurs lies au trauma, a la maladie et/ou
au besoin predisaient la recherche de traitement. De tous les predicteurs de la recherche de
traitement, la depression comorbide accroissait le plus la probabilite d'une recherche de traitement.
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