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Abstract 

First- and second- generation immigrant veterans (target population) constitute 13% of veterans 

at large; however, this population’s mental treatment seeking behavior is relatively unknown.  

Current literature on immigrants and veterans shows that factors related to mental health stigma 

and cultural mismatch are significant barriers to seeking mental treatment.  This cross-sectional 

study (n-=131) explored the treatment seeking behavior for first- and second- generation 

immigrant veterans.  Logistic regression was used to assess the impact of treatment barriers and 

facilitators identified in prior research on immigrants and veterans.  The findings revealed that 

the facilitators “access to a culturally competent therapist” and “encouragement from family and 

friends” increased the odds of seeking mental health treatment; while the barriers of ‘lack of 

mental health access’ and ‘negative perceptions of mental health’ both decreased the odds of 

seeking mental health treatment, and bicultural stress increased the odds of seeking mental health 

treatment.  Findings also revealed that a model that included both barriers and facilitators was 

stronger than models that included only barriers or only facilitators.  Implications for future 

research and social work education, practice, and policy, include the need to increase access, 

both in accessing a culturally competent therapist and access to mental health care services.    

Keywords: immigrant veteran, mental health treatment seeking, bicultural stress, mental 

health access, perceptions of mental health, cultural competence 
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Chapter One: Introduction 

Statement of Purpose and brief Methodological Description  

 This study examined the treatment seeking behavior of first- and second-generation 

immigrant veterans.  The specific aims of this study are to understand the treatment seeking 

behavior of mental health services amongst this population.  The type of study that was 

conducted was quantitative research, with a cross-sectional design.  Cross-sectional research 

consists of collecting data from many participants at a single point in time (Creswell & Creswell, 

2018).  Quantitative research is used to provide an explanation for the relationship between 

variables that the researcher chooses to test (Creswell & Creswell, 2018).  The data was gathered 

using an online survey, Qualtrics, to veterans across the nation.  Online recruitment consisted of 

posting on various Facebook groups (with the permission of the administrator) and through 

newsletters of veteran groups.  The study used non-probability sampling, where the researcher 

selected participants with a subjective method and not random selection (Creswell & Plano 

Clark, 2017).  The data was analyzed using the software Stata, which allows the researcher to 

find correlation between variables.  Descriptive statistics was used to analyze independent 

variables, such as the measure of frequency (count, percent), tendency (mean, median, mode), 

dispersion (range, standard deviation), and position (percentile and quartile ranks) (Tabachnick 

& Fidell, 2013) as well as provide significance and predictive models.  The study used eighty-

four quantitative survey questions, excluding the demographic portion.  The seventy survey 

questions were derived from four existing scales, that center around issues with bicultural 

stressors, discrimination, treatment fit within the VA health care system, and barriers to seeking 

mental health counseling. 

Significance in Social Work 
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 Immigrant veterans have been a vital part of the military, many of whom sought US 

Citizenship through fighting in various wars and conflicts (Bredbrenner, 2012).  While these 

veterans, and other veterans alike, have fought for this country, many have worse outcomes than 

the population at large.  Veterans are almost twice as likely to be diagnosed with PTSD than the 

general population (Muller et al., 2017) but only about half are seeking treatment for PTSD 

(Barbour, 2010).  Immigrants could be even more susceptible to PTSD, with some estimates 

being five times higher than the general population (Duckers, Alisic & Brewin, 2016) but are 

40% less likely to seek mental health treatment than their US-born counterparts (Lee & 

Matejkowski, 2012).  First- and second- generation immigrant veterans are a significant portion 

of the veteran population at large (13%) (Zong & Batalova, 2019) and further investigation is 

needed to understand this group of veterans, specifically in their treatment seeking behaviors to 

improve mental health outcomes.   

Social Work Values and Anticipated Contributions to Practice 

The social work profession primary focus is to help meet the basic human needs of 

everyone, in particularly those of disadvantaged and vulnerable circumstances and backgrounds.  

There are six core values in the social work profession, and they are service, social justice, 

dignity and worth of the person, importance of human relationships, integrity, and competence 

(NASW, 2017).  While all the core values can apply to this study, social justice and dignity and 

worth of the person holds particular relevance.  Social workers must challenge social injustices 

and pursue social change (NASW, 2017).  First- and second- generation immigrant veterans have 

the difficulties associated with being a veteran- higher propensity of developing mental health 

issues, higher suicide rates, homelessness- while also being confronted with issues that are 

associated with being an immigrant- acculturation and bicultural stress, discrimination, and 
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xenophobia (Tummala-Narra, 2021).  The challenges with mental health treatment seeking are 

well documented with veterans (Williston et al., 2019)  and with immigrants (Lee et al., 2021) 

with a variety of factors that inhibit these groups from seeking mental health treatment, even 

though there is evidence that both groups have a higher propensity of developing mental health 

issues than the general population.  The principle of social justice applies here in that this group 

of veterans are exceptionally vulnerable to developing mental health issues and develop negative 

outcomes but, as the literature demonstrates, are not seeking mental health treatment at desirable 

rates.  Addressing this issue can provide social justice to this marginalized, and often ignored, 

subgroup of veterans. 

The NASW principle of dignity and worth of the person is defined as social workers must 

respect the inherent dignity and worth of the person (NASW, 2017).  More specifically, this 

principle requires that social workers treat individuals in a caring and respectful manner, while 

being mindful of cultural and ethnic diversity (NASW, 2017).  While studies have addressed 

veterans at large with treatment seeking barriers (Johnson & Possemato, 2021) and studied the 

effects of discrimination amongst veterans in the context of race (Tsai & Kong, 2012), very little 

is known about how these issues effect first- and second-generation immigrant veterans.  Current 

studies and data can be helpful with the target population, in that they share related experiences 

of being a veteran and being a minority.  However, having related experiences as a group does 

not mean that they are the same experiences.  In keeping with this NASW principle, and to best 

serve this population, being mindful of cultural and ethnic diversity is paramount.  Having a 

better understanding of the unique treatment barriers and behaviors can help those in this 

community feel heard and seen, and lead to better treatment outreach programs, modules, and 

outcomes for this subgroup of veterans.   
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Summary 

 This study has seven chapters, which include: Chapter 1, Introduction, which consists of 

an overview of the study, purse of the study, brief synopsis of the methodology, and the 

connection to social work practice, using the NASW as the framework.  Chapter 2, The Study 

Problem, consists of the overview of mental health issues, which include PTSD, and the history 

of immigrant veterans, current status of mental health issues and veterans, immigrants, and 

immigrant veterans, and relevant policies.  Chapter 2 also contains key definitions for the study.   

 Chapter 3, The Literature Review, contains a review of the empirical literature relevant to 

the present study.  There is a total of twenty-two (22) articles, and they are divided into six 

themes: immigrants and trauma, intergenerational trauma, and prior trauma before enlisting in 

the military, minority veterans and PTSD, treatment seeking behavior and barriers for veterans, 

treatment seeking barriers and behavior for immigrants and immigrant veterans, and treatment 

facilitators.  The literature review critiques each study in analyzing their sample, type of study 

(e.g., quantitative), limitations, gaps, findings, and the researcher provides their own 

interpretation and how it relates to this study.    

 Chapter 4, The Theoretical Framework, presents Ecological Systems Theory, and its five 

systems, as the framework for understanding this study.  The Ecological View of Psychological 

Trauma and Trauma Recovery was used as a framework in understanding the trauma competent 

of this study.  Chapter 5, The Research Question, provided the research questions and hypotheses 

for this study.  Chapter 6, The Methodology, describes the methods and procedures, study 

design, sampling and data collection methods, procedures, measurement scales, planned data 

analysis, and a variable chart.  Chapter 7, Findings of the Study, consists of the findings of the 
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study.  Chapter 8, Discussion, analyzes the data as well as provide recommendations for the 

social work field as well as future implications and research.   
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Chapter Two: Study Problem 

Overview of the Problem 

According to the DSM-5, there are nearly three hundred mental health disorders, which 

include PTSD (APA, 2013).  The DSM-5 criteria for PTSD include, direct or indirect, 

witnessing, learning that the traumatic event occurred to a close family member, and 

experiencing repeated exposure to a traumatic event (APA, 2013).  A traumatic event is defined 

as exposure to death, serious injury or sexual violence and this criterion applies to adults, 

adolescents, and children older than six years old (APA, 2013).  Symptoms must be followed by 

the following four categories: 1) intrusion consists of nightmares, flashbacks, emotional distress 

and physical reactivity, 2) avoidance consists of trauma related thoughts or feelings and external 

reminders, 3) negative alterations in cognitions and mood include inability to recall key features 

of the trauma, decreased interest in activities, and feeling isolated, and 4) alterations in arousal 

and reactivity include irritability or aggression, hypervigilance, and difficulty concentrating 

(APA, 2013).  The DSM-5 criteria also state that the symptoms must last for at least a month, 

cause considerable distress and/or interfere with life, and not be caused by another medical 

condition or by substance use (APA, 2013).   

Untreated mental health disorders can have a debilitating effect on people, which include 

depression, substance abuse, and health problems (Iribarren et al., 2005).  Mental health issues 

like PTSD are difficult to deal with emotionally and psychologically, which can lead to numbing 

of feelings through substance abuse (Kaysen et al., 2014).  Mental health issues like depression 

are also a huge problem in that depression can affect one’s eating and sleeping, how they think, 

and how they feel about themselves (Kaysen et al., 2014).  Therefore, understanding barriers in 

treatment are so vital as untreated mental health disorders can yield more harmful, long-term 
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consequences.  Mental health disorders like PTSD, if left untreated, can not only cause 

significant psychological and social issues, but it can also lead to physical conditions, including 

high blood pressure, Type-II diabetes, and chronic pain (Barbour, 2010).   

History of PTSD 

 The history of PTSD dates to the Civil War, where soldiers who were coming back from 

war who had PTSD like symptoms were labeled as having “shell shock” (Barbour, 2010).  “Shell 

shock” consisted of soldiers who would develop nervous conditions such as stuttering, body 

tremors, high irritability, and restlessness but suffered no physical wounds (Black, 1991).  Due to 

this unexplained phenomenon following World War I, the demand for psychiatric social work 

greatly increased due to the prevalence of soldiers that came back with symptoms of “shell 

shock” (Black, 1991).  Using a medical model, psychiatric social work came to dominate the 

profession (Black, 1991).   

The first official diagnosis occurred in the DSM-I (in 1952) under the name Gross Street 

Reaction but was omitted in the DSM-II due to a long period of relative peace (Barbour, 2010).  

It was not until the DSM-III (in the 1980s), after pressure coming from Vietnam War veteran 

advocates, that PTSD became an official diagnosis, as an anxiety disorder (Barbour, 2010).  

According to Iribarren et al. (2005), the major causes for people being diagnosed with PTSD are 

“witnessing of traumatic or life-threatening events such as terrorist attack, violent crime and 

abuse, military combat, natural disasters, serious accidents or violent personal assaults” (p.503).    

History of Immigrant Veterans in the US  

 Joining the military has long been a pathway to citizenship throughout US history, 

especially during times of conflict (Bredbrenner, 2012).  Beginning with the Revolutionary War, 
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immigrant veterans were granted citizenship based on their wartime military service 

(Bredbrenner, 2012).  In the Civil War, immigrant soldiers made up twenty-five percent of the 

military, and were given full citizenship rights upon their honorable discharge (Sullivan, 2019).   

Immigration restrictions were enacted between World War I and 1924, which subsequently led to 

the growth in population of unauthorized immigrants, which consisted mostly of undocumented 

immigrants of Mexican descent (Ngai, 1999).  Racial dynamics have historically played a factor 

in the acceptance of immigrants and immigrant veterans in this country.  During World War I, 

immigrants from Italy and Eastern Europe were granted citizenship through military service but 

during the Spanish-American War, Texans of Mexican descent were often terrorized by Anglo-

Texans and Texas governor James Ferguson demanded that Mexican soldiers prove their loyalty 

to the state and nation (Sullivan, 2019).  The US government has allowed unauthorized 

immigrants to serve during World War II, the Korean War, and the Vietnam War (Sullivan, 

2019).  In more recent history, as of 2008, there were more than 65,000 immigrants that served 

in the armed forces, and about half were naturalized due to their military service (Shrader, 2020).   

Current Status of the Problem 

 According to Muller et. al. (2017), the rate for veterans is almost twice as likely to be 

diagnosed with a mental health disorder than the general population (12.9% to 6.8%).  Veterans 

are also seeking treatment at a less than ideal rate.  According to Barbour (2010), an estimated 

14% of veterans who served in the Afghanistan and Iraq (OEF/IEF) conflicts have PTSD, but 

only about half (7%) are seeking mental health treatment.  While barriers for seeking mental 

health treatment among veterans range from mental health stigma (Muller, 2017) to lack of 

access (Barbour, 2010) for veterans, little is known about first- and second-generation immigrant 

veterans and their rates of, and barriers in, seeking mental health treatment.   



9 
 

 In the context of immigrants and mental health disorders, the rates could be higher than 

that of the general population.  According to Aragona et al. (2012), who conducted a study of 

391 participants about their post-migration living difficulties for refugees and asylum seekers in 

Italy, found that the prevalence of PTSD to be 10.2%, in comparison to the national average of 

2.3% (Duckers, Alisic & Brewin, 2016).  Second-generation immigrants are also not immune, as 

children of immigrants may be more vulnerable to acculturation stressors because of their 

developmental challenges associated with adolescence (Suarez-Orozco et al., 2021).  While 

immigrants may have a higher susceptibility to developing mental health disorders, they may be 

seeking treatment at a lower rate than their counterparts.  For instance, Asian American adults 

have a significantly lower rate of lifetime prevalence of any mental disorder (23.5%) than the 

general population (43.3%) (Lee et. al., 2021).  With the likelihood that immigrants have a 

higher rate of having mental health illness, it is possible that this can influence first- and second- 

generation immigrant veterans.  With the changing of the racial demographics of the US, this 

population is growing at a rapid rate.   

 As of 2017, approximately 44.4 million, or 13.6%, of the population are first-generation 

immigrants, and second-generation immigrants comprise about 12% of the population (Pew 

Research Center, 2019).  This is a large increase from 1960, where approximately 11 million 

were immigrants and, current projections predict that by 2050, first-generation immigrants will 

account for 19%, and second-generation immigrants will account for 18% of the total population; 

totaling about 37% of the population at large (Pew Research Center, 2019).  With the rise in 

first- and second-generation immigrants, the military has also followed suit.  According to Zong 

& Batalova (2019), there are 530,000 (approximately 3%) veterans who were born outside the 

United States and almost 1.9 million veterans (~10%) are the U.S.-born children of immigrants.  
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In total, this group comprises approximately 13%, or 2.4 million, of all veterans.  Despite their 

significant presence in our armed forces, this group of veterans is often overlooked.  From 2013 

to 2021, the VA funded over a hundred studies surrounding PTSD, none of which was research 

dedicated towards this subgroup of veterans.  This subgroup of veterans has different experiences 

and stressors, both prior to joining the military (e.g., acculturative stress) and during military 

service (e.g., language proficiency issues), then their counterparts.  This leads to the target 

population having a unique set of treatment seeking barriers and behavior.   

Relevant Policies and Judicial Decisions for Immigrant Veterans  

 In 2002, the Bush administration issued an Executive Order authorizing all noncitizens 

who served on or after 9/11 to immediately file for citizenship and, as of February 2021, this 

Executive Order is still in effect (“Immigrant Veterans,” 2021).  In 2008, USCIS (United States 

Citizenship and Immigration Services) issued the Naturalization of Basic Training Initiative.  

This initiative allowed basic training graduates of all military branches to naturalize and request 

expedited processing of their application (“Immigrant Veterans,” 2021).  From 2008-2016, 

10,000 noncitizens with critical medical, cyber and language skills were allowed to join the 

Armed Forces , and in response to national security threats, the DOD (Department of Defense) 

authorized US Code Title 10 to allow noncitizens with needed skills to join the Armed Forces 

(“Immigrant Veterans,” 2021).  However, in 2017 under the Trump administration, prolonged 

the process of naturalization for immigrant veterans (although this was overturned in September 

2020), prevented new enlistees from naturalizing after basic training, and closed 13 of the 20 

USCIS international field offices, which disproportionately affects noncitizen military members 

serving overseas (“Immigrant Veterans,” 2021).  As immigrant veterans start to lose their rights, 

this can impact their ability to seek and receive mental health treatment. 
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 Individuals diagnosed with mental health disorders are protected under Title I of the 

Americans with Disabilities Act (ADA) in which the policy states that a job applicant, unless 

they require special accommodation, does need to disclose their diagnosis to an employer or 

potential employer (Hockox & Hall, 2018).   In the case that an individual needs to disclose their 

diagnosis, the ADA requires an employer to make a reasonable accommodation, if it would not 

impose an “undue hardship” on the operation of the employer’s business (Hockox & Hall, 2018).  

Accommodations for individuals with mental health disorders can take many forms, depending 

on the needs of the individual, which can include noise canceling headphones for those who 

struggle with concentration and special assistance for dealing with stress or emotional issues 

(“Post-Traumatic Stress Disorder and the ADA,” 2022).  Therefore, it is crucial that those who 

suffer from mental illness like PTSD get treatment and a diagnosis to help them better navigate 

through life with policies such as the ADA.  For veterans with PTSD, the large majority seek 

treatment through the Veterans Healthcare Administration (VHA) (Barbour, 2010).  The VA has 

an operating budget of $440 billion dollars for fiscal year (FY) 2021 and the VHA comprises of 

$243 billion of that budget (“Office of Research & Development,” 2021).  In 2013, the VA and 

the DOD announced that they were committing more than $100 million to fund research aimed 

at improving diagnosis and treatment of PTSD and mild traumatic brain injury (“Office of 

Research & Development,” 2021). 

Definitions  

First-generation immigrant veteran: An individual who was born outside of the United States and 

served in the US military.  

Second-generation immigrant veteran: An individual who has at least one parent (or caregiver) 

who immigrated to the United States from another country and served in the US military.  
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Target population: First- and second- generation immigrant veterans. 

Generational American: An individual both of whose parents (or caregiver[s]) were born in the 

US and who themselves were born in the US.  If raised by a single parent or caregiver, that 

parent or caregiver would meet the criteria of “both parents.” 

Treatment seeking behavior: The active pursuit of mental health treatment by an individual who 

has a disorder or who wishes to improve their general mental or physical functioning (APA, 

2013).  This also encompasses attitudes towards seeking mental health treatment, whether for 

themselves or others.    

Veteran: one who served in the US Army, Navy, Marine Corps, Air Force, and Coast Guard, 

including their Reserve components and was who was discharged or released under conditions 

other than dishonorable (“38 CFR § 3.1-Definitions,” 2022). 

Conclusion 

 Veterans suffer from mental illness like PTSD at about twice the rate of civilians (Muller 

et al., 2017) yet only half are seeking treatment, which leads to poorer outcomes (Barbour, 

2010).  Immigrant veterans have been a large part of the Armed Forces since the country’s 

founding, and that remains true today, as 13% of veterans are first- or second-generation 

immigrant veterans (Zong & Batalova, 2019).  This study aims to contribute to the knowledge of 

treatment seeking behavior among first- and second-generation immigrant veterans to improve 

mental health outcomes for this population. 

 

 



13 
 

Chapter Three: Literature Review 

Introduction 

 The literature review chapter will examine the experience of immigrants and veterans 

around the issues of trauma, mental health issues including PTSD, and factors that impact 

treatment seeking behavior.  The Literature Review is divided into five themes, with a total of 

twenty-two articles.  The themes are as follows: immigrants and trauma, intergenerational 

trauma, and prior trauma before enlisting in the military, minority veterans and PTSD, treatment 

seeking behavior and barriers for veterans, treatment seeking barriers and behavior for 

immigrants and immigrant veterans, and treatment facilitators for veterans and immigrants.  The 

literature review analyzes each study, which consist of, the sample, type of study (e.g., 

quantitative), limitations, gaps, findings, and the researcher provides their own interpretation and 

how it relates to this study.    

Methods 

 The findings portion of the literature review, the researcher conducted research primarily 

on YU Find and Google Scholar, while the rest of the content was found on VA.gov and 

ResearchGate.  Inclusion criteria included peer-reviewed articles using key search terms, which 

included: “mental health disorders,” “mental health issues,” “immigrants,” “veterans,” “minority 

veteran,” “mental health treatment seeking barriers,” “pre- and post- migration trauma,” 

“trauma,” and “intergenerational trauma,” as well as combining the search terms (e.g., “mental 

illness immigrant veterans”).  Exclusion criteria included non-peer reviewed literature and 

dissertations.  Twenty-two articles were reviewed to adequately cover the themes of this 

literature review.  The themes, along with the number of articles covered, are as follows: 
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Immigrants and trauma (four), Prior Trauma before enlisting in the military and intergenerational 

trauma (four), Minority Veterans and PTSD (five), Treatment Seeking Barriers and Behavior for 

veterans (three), and Treatment Seeking Barriers and Behavior for immigrants and immigrant 

veterans (four), and Facilitators in seeking Mental Health Treatment for Veterans and 

Immigrants (two). 

Findings 

Immigrants and Trauma  

 First- generation immigrants may be more susceptible to developing PTSD, even before 

they enter the US.  Factors that develop pre-migration trauma are conflicts or wars from country 

of origin and individual or family stressors (e.g., abject poverty, lack of adequate healthcare) 

(Aragona et. al., 2012).  Pre-migration trauma is not the only factor at play, as post-migration 

trauma (e.g., acculturation stressors, discrimination, language proficiency) also leave both first- 

and second-generation immigrants more vulnerable to PTSD (Sangalang et al., 2019).  The 

following articles highlight how pre- and post-migration trauma can lead to mental health issues 

such as PTSD. 

 Research shows a connection between pre- and post-migration trauma.  Li and Anderson 

(2015) conducted a study examining whether pre-migration trauma exposure is linked with 

psychological suffering through post-migration perceived discrimination, specifically for Asian 

American immigrants.  This research was based on cross-sectional data analysis from the 

National Latino and Asian American Study, which comprised of a subsample of 1639 

participants (originally 4649) of Asian immigrants.  The measures used were psychological 

distress (measured with Kessler-10 scale), perceived discrimination (Everyday Discrimination 
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Scale (EDS), and pre-migration trauma exposure (Posttraumatic Stress Diagnostic Scale).  One 

limitation of the study is based on the data being cross-sectional in nature, and it does not allow 

the study to truly determine the causal directions.  The results show that pre-migration trauma 

exposure (e.g., political trauma) effects post-migration trauma (namely perceived discrimination) 

and mental health outcomes, namely in both the direct and indirect effects of pre-migration 

trauma exposure have on psychological distress in post-migration trauma.  While this study just 

focused on the post-migration stressor of perceived discrimination, what is not known is how 

pre-migration trauma effects other post-migration traumatic exposures such as language 

proficiency or legal status stress.  It would be appropriate to have a more in-depth understanding 

of what specific post-migration stress (e.g., language proficiency) yields which outcomes and 

symptoms.   

 Post-migration discrimination can exacerbate trauma.  According to Brabeck et al., 

(2021), discrimination contributes to mental health disparities and activates the body’s stress 

response system, which can cause mental health problem such as PTSD.  In this study, 

discrimination encompasses interpersonal, involving harmful interactions and microaggressions 

from others (e.g., teachers, peers), as well as structural (policies and practices that affect 

marginalized community).  Within the Latinx community, factors that increase discrimination 

are race, nationality, English proficiency, and immigration status.  Brabeck et al., (2021) 

conducted a study analyzing the relation between perceived discrimination and PTSD symptoms 

among Latinx immigrant youth.  This study used a quantitative method, which consisted of high 

school students in eleven different high schools.  The two sites were selected based on differing 

levels of immigrant enforcement climates.   The measures were PTSD symptoms (17-item Child 

PTSD Symptom Scale), perceived discrimination (15 questions using the Adolescent 
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Discrimination Distress Index), and Trauma Exposure, Resilience, and Demographic 

Characteristics (20 questions from a modified version of the Life Events Checklist and a 6-item 

family level-resilience).  One limitation of this study is that it only captured two counties (Harris 

County, Texas, and Rhode Island), which may not represent adolescents in other regions of the 

US.  The sample consisted of 306 Latinx youth, average age was 16, 53% were born outside of 

the US, and 47% were children of immigrants, or second-generation immigrants.  The study 

found that youth who perceived more discrimination were more likely to report PTSD 

symptoms, which include higher levels of avoidance and reexperiencing symptoms.  What is not 

known are the differences between first- and second-generation immigrants in how they perceive 

and experience discrimination and PTSD symptoms.   

Post-migration trauma can also lead to other mental health issues.  Sangalang et al., 

(2019) conducted an analysis based on data from the National Latino and Asian American Study, 

which was a study that examined refugees and immigrants from Asian and Latino descent in the 

context of impact of traumatic experiences in both pre- and post-migration to the US.  This 

analysis used a subsample of 3268 (originally 4649), of which 1639 (originally 2554) were 

Latino, and 1629 (originally 2095) were Asian who were born outside of the US.  The 

participants had at least one diagnosis of a depressive disorder or persistent depressive disorder 

in the last year.  A limitation of the survey was due to the research instrument relying on 

participants’ retrospective accounts of their trauma experience, it can lead to participants not 

sharing repressed or forgotten experiences as well choosing not to disclose this information, due 

to the sensitive nature of trauma.  The study found that first-generation immigrants with post-

migration trauma, such as acculturative stress, can lead to increased risk of mental illness (with 

refugees being twice as likely as first-generation immigrants).  What is not known is how 
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acculturative stress effects first- and second-generation immigrants differently.  Second-

generation immigrants experience a different kind of acculturative stress of navigating between 

two cultures- one at home and one in society at large. 

Immigrant groups have different rates of PTSD.  Davison et al., (2020) analyzed data 

from the Canadian Longitudinal Study on Aging, which is comprised of in-home interviews with 

30,097 participants.  For measures, the independent variable was PTSD (measured by four-item 

Primary Care Post-Traumatic Stress Disorder tool), the four independent variables were 

Canadian born white, Canadian-born visible minority member, immigrant white, and immigrant 

visible minority member, and the covariates of demographic, social, economic, health, and 

nutrition-related variables that could potentially reduce the relationship between PTSD and 

immigration status were also examined.  One limitation of the study was that a large majority of 

the participants were college educated (77.7%), which limits the generalizability of the findings 

in respect to age and age groups.  This study tried to address the knowledge gaps about PTSD in 

middle-age and older adults, with particular attention to the relationship of PTSD with nutrition 

and with ethnicity and immigrant status.  This study found that immigrants from “visible” 

minority groups (not “white” or Caucasian) have a significantly higher prevalence of PTSD than 

their Canadian born counterparts, while white immigrants (e.g., Italian) had the lowest odds of 

PTSD amongst the three groups.  Davison et al. (2020) state that, “this association was robust 

across various analyses that accounted for various demographic, social, economic, health status, 

health behaviors, nutrition status, and dietary intake indicators” (p. 976).  One gap in the 

literature is understanding the reasons why white immigrants had the lowest rate of PTSD.  More 

could be understood about the PTSD rates and outcomes in white immigrants to that of 

generational Canadian minority groups.   
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 Trauma also impacts the children of immigrants.  Anakwenze and Rasmussen (2021) 

conducted a quantitative study of ninety-one parents of children between the ages of 5 and 12 

years, all of whom were immigrants from West Africa and currently living in New York City.  

The measures that were used consisted of potentially traumatic events, parents’ posttraumatic 

stress symptoms, children’s externalizing behavior, and parent-child separation.  None of the 

interviewers could read Fulani due to lack of formal education, thus the measures and scales had 

to be translated and read to the participants in verbal form.  The aim of this study was to assess 

whether there was a correlation between parenting difficulty, due to parental traumatic stress 

symptoms (e.g., PTSD from migration, family separation, etc.), and child behavior problems in 

immigrant families.  A limitation of the study was that it only focused on West African 

immigrants in NYC, and not on other immigrant groups or in other parts of the country (e.g., 

suburban, or rural areas).  The study found that children of immigrants recovering from trauma 

are at risk of exhibiting externalizing behavioral symptoms (e.g., physical aggression, impulsive 

behavior, etc.).  What is not known are how cultural clashes (e.g., child not obeying cultural 

values set forth by the parents and instead want to follow more ‘American’ values) affect 

second-generation immigrant children in behavior problems or acculturation difficulties.   

The interpretation of the data for the above studies are as follows.  First-generation 

immigrants who experience discrimination are much more vulnerable to developing PTSD.  As 

the data for Li and Anderson (2015) and indicates, perceived discrimination may have a 

significant impact in the development of PTSD on first-generation immigrants who have pre-

migration trauma exposure and Brabeck et al., (2021) data shows that discrimination can 

increase the likelihood of developing PTSD.  Acculturative factors, as the data for Sangalang et 

al., (2019) suggest, combined with post-migration trauma, can lead to increased risk of mental 
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illness.  This data indicates that acculturative stress encountered by first- and second-generation 

immigrants, may exacerbate their PTSD symptoms.  Social support along with race and culture 

play a vital role in PTSD outcomes and treatment seeking behavior (Davison et. al., 2020).  As 

Davison et al. (2020) data suggest, white immigrants have the best PTSD outcomes due to the 

benefit of having a robust social support network (more so than their generational American 

counterparts), without experiencing the same level of discrimination and acculturation 

challenges, of other minority immigrant groups.  First-generation immigrants experiencing high 

levels of stress and mental illness not only affect them but can have implications for their 

offspring.  As the data for Anakwenze and Rasmussen (2021) suggests, second-generation 

immigrant children, especially from families with traumatic stress symptoms, are at a higher risk 

of developing behavioral issues.  This data can apply to first- and second-generation immigrant 

veterans, as the data indicates that immigrants have a higher rate of traumatic exposure even 

before arriving to the US, and stress factors such as assimilating may exacerbate their mental 

illness.   

Prior Trauma before enlisting in the military and intergenerational trauma  

 Second-generation immigrants are more susceptible to PTSD, even if they never had pre-

migration stress.  Suarez-Orozco et al., (2021) suggest that second-generation immigrants may 

be more susceptible to acculturative stressors than their parents because of developmental 

challenges associated with adolescence or increased exposure to various settings (e.g., school) 

compared to their parents.  With first- and second-generation immigrants being more vulnerable 

to PTSD before military service, this can impact their mental health during and after military 

service.  The following studies examine the impacts of children whose parent are diagnosed with 

PTSD from military service and the impact of having trauma exposure prior to joining the 
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military.  It should be noted that none of the studies below examined first- or second-generation 

immigrant veterans.   

 Combat trauma can lead to a variety of challenges for veterans.  Jordan et. al. (1992) 

conducted a study where they interviewed a total of 3,106 participants, 1,200 of which were male 

Vietnam war veterans and the spouses or domestic partners of 376 of these veterans.  There were 

fourteen measures that were used, including marital problems index, parental problems index, 

family adjustment index, level of life functioning index, family violence measures, and index of 

subjective well-being.  One limitation of the study was that it did not focus on veterans from 

other conflicts (thus the study being from 1992) or veterans who did not see combat.  The aim of 

the study was to determine the presence of PTSD and issues surrounding family and marital 

adjustment, parenting problems, and violence.  The spouse or partner were interviewed 

surrounding these same issues, as well as their view of their own mental health, drug, and 

alcohol problems and behavioral problems of school-aged children living at home.  The study 

found that the presence of PTSD in combat veterans, especially Vietnam War veterans, showed 

markedly elevated levels of severe issues with marital and family adjustment, parenting skills, 

and violent behavior, in comparison to veterans without PTSD and civilians.  This study leaves a 

gap of understanding in the children of these parents with PTSD.  It would be beneficial to have 

data on the children’s interpretation of their behavior and to follow up with them into adulthood 

and see if they are more likely to develop PTSD symptoms.   

 Research shows veterans’ trauma also impacts their children’s well-being.  Parsons et al., 

(1990) conducted a study comparing combat Vietnam War era veterans with PTSD to non-

combat Vietnam War era veterans without PTSD on their perceptions of their children’s social 

and emotional functioning.  This study consisted of 107 veterans, who are fathers to 191 
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children.  Of these children, 143 (75%) were children of Vietnam veterans who met the criteria 

for PTSD, while the remaining 48 children had fathers who did not meet the criteria for PTSD.  

It should be noted that the participants were only from the Northeast (New England and New 

York) and US territories (Puerto Rico and US Virgin Islands) and did not represent the 

population of Vietnam Veterans at large.  The participants (the 107 fathers) completed a parent’s 

behavior checklist on their 191 children.  The results show that fathers with PTSD, perceived 

their children as exhibiting a substantially greater level of dysfunctional social and emotional 

behavior, as well as difficulty in establishing and maintaining relationships, in comparison to 

their counterparts (veteran fathers without PTSD).  This study could benefit by adding data from 

non-veteran parents with and without PTSD, to show the differences with and without military 

service, in children’s social and emotional functioning.   

Researchers have also looked at pre-military trauma on veteran life outcomes.  Hollis et 

al., (2017) conducted a study about whether pre-military traumatic experiences impacted mental 

health symptoms, which contributed to hazardous alcohol use.  The study consisted of 506 (323 

men and 183 women) military service members and veterans who filled out online surveys 

assessing their pre-military abuse, mental health symptoms, and combat exposure and hazardous 

drinking.  The measures that were used consist of the following: sexual and physical abuse prior 

to military service, mental health symptoms, combat exposure, and hazardous drinking.  One of 

the limitations of the study is memory bias, as participants retrospectively reported on their abuse 

and mental health prior to joining the military.  The study found that pre-military traumatic 

experiences correlate with hazardous drinking; however, pre-military mental health symptoms 

did not significantly mediate the relationship between pre-military traumatic experiences and 

hazardous drinking.  More can be known about whether traumatic experiences during military 
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service will impact first- and second-generation immigrants and generational Americans 

differently, given both populations reported prior trauma before military service.    

A veteran’s experiences prior to joining the military influence their mental health 

outcomes.  Brownlow et al., (2018) conducted a study to examine the association of both 

traumatic stresses encountered during deployment, and traumatic stress over one’s lifetime on 

probable PTSD diagnosis.  Brownlow et al., (2018) analyzed data from the Army Study to 

Assess Risk and Resilience in Servicemembers (Army STARRS), which is an epidemiologic 

study that collected data from various sources (e.g., surveys, cognitive tests, and biomarkers) to 

examine predictors of poor mental health, suicidality, and resilience in Army personnel.  For this 

study, Brownlow et al., (2018) analyzed two sub-studies: one which is comprised of 21,499 

active-duty soldiers and the other of 55,814 recently recruited soldiers prior to completing boot 

camp.  The participants completed a survey regarding their health and experiences inside and 

outside of the military.  The measures consisted of the following: lifetime stress (for active-duty 

soldiers, this consisted of stress that were encountered outside of the military; for new soldiers, 

this consisted of stress encountered prior to joining the military), deployment-related stress, and 

probable PTSD diagnosis.  One limitation of this study is that it did not examine specific 

traumatic stress events on predicting PTSD diagnosis.  This study found that “traumatic stress 

over one’s lifetime is a predictor of probable PTSD for veterans, as much as traumatic stress 

encountered during war” (Brownlow et. al., 2018, p.2).  More could be known about what kinds 

of stress in the military (e.g., acclimating to military culture, leaving hometown and family, war, 

etc.) exuberates the susceptibility of developing, or re-triggering, PTSD amongst first- and 

second- generation immigrant veterans.   
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The interpretation of the data for the above studies are as follows.  Parents with PTSD 

have a negative impact in raising children.  As the data for Jordan et al. (1992) indicate, parents 

who have PTSD are more susceptible to having issues raising families.  This can affect second-

generation immigrants as these issues in raising families can lead to intergenerational trauma for 

children living in these households.  As the data for Parsons et al. (1990) suggest, a parent with 

PTSD can affect their children’s social and emotional functioning, which can lead these children 

to developing various issues.  This impacts second-generation immigrant veterans, in that trauma 

exposure prior to joining the military can have adverse effects both during and after military 

service.  As the data for Hollis et al. (2017) suggest, pre-military trauma may result in a loss of 

resources and adaptive coping mechanisms, which can lead to negative mental health 

consequences and problematic ways of coping.  This data impacts first- and second-generation 

immigrants due to having a higher probability of entering military service with some type of 

trauma exposure, thus leading this population to developing negative coping strategies both 

during and after military service.  As the data for Brownlow et al. (2018) suggests, traumatic 

stress prior to military service (e.g., acculturation, trauma from migrating, conflicts in country of 

origin, intergenerational trauma, etc.) can leave first- and second-generation immigrants at a 

higher risk of PTSD before and after military service.  First- and second- generation immigrant 

veterans are more susceptible to stressors such as migration and acculturation, than their 

generational American counterparts.  However, other factors such as discrimination and 

xenophobia are also stressors that first- and second-generation immigrants deal with that are like 

that of minority veterans, regardless of how many generations they have been in America.    

Minority veterans and PTSD    
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  Throughout America’s history, minority service members have had to struggle for 

equality.  During World War I, immigrants from Italy and Eastern Europe were able to claim 

citizenship and obtain social acceptance through military service while generational African 

American soldiers were segregated and faced various forms of discrimination (Ngai, 1999).  The 

following studies highlight the potential differences between minority groups and generational 

white Americans in symptomatology, treatment seeking behavior, mental health outcomes, use 

of social support, resilience, and overall experience while in the military.  These differences 

include mental health stigma, use of social support, experience while in service, and the target 

population having a higher susceptibility of PTSD.  It should be mentioned that none of these 

studies included immigrant veterans or had immigrant status as part of their participant 

demographics.  The correlation between minority veterans and immigrant veterans are in their 

experience of discrimination and xenophobia.   

Treatment outcomes for PTSD vary by race.  Spoont et al., (2021) conducted a secondary 

analysis of veterans who were diagnosed with PTSD, evaluating variations in clinical outcomes 

for veterans of various racial and ethnic groups.  Surveys were filled out immediately following 

the initial diagnosis and again 6 months later.  One limitation of the study was the lack of data on 

subgroup comparisons (e.g., for Latinx, Mexican vs. Panamanian, etc.).  The study consisted of 

4,338 participants and found that Latinx and African American veterans were less likely than 

Non-Latinx Whites to show significant improvement in PTSD symptoms.  In other mental health 

outcome measures, in this case Mental Health quality of life scores, African American veterans 

scored relatively higher than Non-Latinx Whites and Asian/Hawaiian/Pacific Islander veterans.  

A gap in literature exists in understanding why certain minority groups scored higher in mental 

health outcome measures (e.g., African American) but showed little improvement in PTSD 



25 
 

symptoms in comparison to their counterparts.  This data shows that minority veterans have 

worse outcomes for treatment of PTSD symptoms than their white counterparts, even though 

they may score higher in other mental health measurements.   

Minority veterans are treated differently than their white counterparts, which can lead to 

race-related stressors.  Loo et al., (2007) conducted a case study of two Asian American, 

Vietnam War veterans, examining race-related stressors that placed minority veterans under 

greater risk of both death and reduced cohesion with their fellow service members.  The 

limitations of the methodology are the small sample size of two participants.  The study found 

that two types of race-related stressors were: bicultural identification and conflict is defined as 

identifying with Vietnamese people or culture, which goes against the military’s conditioning of 

dehumanizing the enemy.  Racial stigmatization is the exclusion by fellow military service 

members based on race or ethnicity.  The results indicate that minority veterans have different 

experiences and are treated differently than their white counterparts, which can lead to being an 

outsider and complicated feelings involving combat.   

Race-related stress can increase the severity of PTSD.  Tsai and Kong (2012) conducted a 

literature review of thirteen studies on veterans and PTSD, four of which focused primarily on 

AAPI (Asian American and Pacific Islanders) veterans.  Amongst the thirteen studies, nine 

articles presented empirical data while the other four presented case studies and conceptual 

frameworks.  The empirical studies’ design and topic were categorized as an analysis of national 

surveys and an examination of PTSD among AAPI Vietnam veterans.  One limitation of the 

methodology was that most of the data analyzed were around veterans who served in the 

Vietnam War, not getting an accurate representation of other veterans in other conflicts.  The aim 

of this review was to examine the mental health outcomes of AAPI veterans.  The finding shows 
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that AAPI Vietnam veterans endured racism from fellow soldiers and these race-related stressors 

led to more severe PTSD symptoms.  The findings also show that AAPI veterans were physically 

healthier but reported greater mental health issues and were less likely to use mental health 

services than their counterparts.  More could be known about the reasons why AAPI veterans are 

seeking mental health services at a lesser rate than their counterparts.   

In addition to stress, race/ethnicity has also been studied in terms of its relationship to 

resilience among veterans.  Herbert et al., (2017) conducted a study to examine the relationship 

between race/ethnicity and psychological resilience, and the role that social support plays in this 

relationship.  This study was part of a larger cross-sectional evaluation of OEF/IEF veterans 

registering at VA San Diego Healthcare System.  The measures that were used were 

psychological resilience (10-item Connor-Davidson resilience scale) and social support 

(measured with a single item: “Who gives you emotional support or advice?”).  One limitation of 

the methodology is that the participants were all enrolled in the VA health care system and does 

not include OEF/IEF veterans who are not enrolled in the VA health care system.  Another 

limitation is the lack of depth in the social support portion (just one question) of the 

measurement.  The participant racial demographics were non-Hispanic White (n = 605), 

Hispanic (n = 107), African American (n = 141), and Asian American (n = 97) combat veterans 

who served during Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF).  Social 

support is defined by anyone (e.g., spouse, family, religious advisor, etc.) that gives emotional 

support or advice.  This study found that the relationship between psychological resilience and 

social support was positively associated with resilience among non-Hispanic White veterans, but 

not among other racial/ethnic groups.  This study also found that Asian American veterans report 

lower psychological resilience than non-Hispanic White veterans, while finding no other 



27 
 

racial/ethnic differences in psychological resilience.  The study lacked data on subgroups within 

a race/ethnic group (e.g., Chinese vs. Filipino) and could did not measure cultural differences 

and constructs surrounding issues like individualism/collectivism or acculturation.  The results 

show that cultural differences in individuals from specific racial/ethnic groups in how and why 

they use social support may contribute to the relationship between social support and 

psychological resilience.   

 Risk and resilience factors associated with PTSD are different amongst various 

racial/ethnic groups.  Whealin et al., (2015) examined the risk and resilience factors associated 

with PTSS (posttraumatic stress symptomatology) for National Guard members of various 

minority (Native Hawaiian, Japanese Americans, etc.) groups and European (White) Americans.  

The study consisted of 288 participants, who were part of the Hawaiian National Guard, the 

survey consisted of various PTSD and resilience scales and checklists.  The assessments that 

were used consisted of the following: PTSD checklist-civilian version, the deployment risk and 

resilience inventory social support scale, and the Connor-Davidson Resilience Scale-10.  One 

limitation of this study was that the data did not include demographic categories such as gender, 

age, SES, or sexual orientation and did not access the participants’ exposure to combat events.  

This study found that risk and resilience factors associated with PTSD are higher in the subgroup 

of minority veterans (Filipino, Japanese, and Native Hawaiian) than their white counterparts.  A 

gap in the literature would be to further understand how risk and resilience factors affect 

treatment seeking behavior for PTSD.   

 The interpretation of the data for the above studies are as follows.  As the data from 

Spoont et al., (2021) suggest, PTSD treatment for veterans is geared towards Non-Latinx Whites, 

and may not be as effective for minority groups, which include the first- and second-generation 
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immigrant veterans.  This may play a role as to why this population is not seeking treatment, due 

to believing that the treatment is not suited, and will ultimately be ineffective, for them.  

Apprehension towards seeking treatment for minority veterans may also be rooted in 

xenophobia.  As the data for Loo et al., (2007) indicate, the feeling of being an outsider may 

contribute to first- and second-generation immigrants’ distrust of American institutions, which 

lead to not seeking treatment for mental health services and relying more heavily on an insular 

social support system.  Reliance on an insular social support system may be rooted in the target 

population’s experience during military service.  Tsai and Kong (2012) data indicate that factors 

such as experiencing racism and discrimination during military service erodes the faith and trust 

of American institutions (e.g., mental health services) for first- and second-generation immigrant 

veterans, which may be a contributing factor as to why they are seeking treatment at a lesser rate 

than their counterparts. Social support systems vary widely between groups.  As the data for 

Herbert et al., (2017) indicate, cultural differences may play a key role in the use of a social 

support system and how immigrant veterans choose whether to seek mental health treatment.  

First- and second-generation immigrants may have different interpretations, and use of, 

resilience and social support than their counterparts.  As the data from Whealin et al., (2015) 

suggests, minority veterans have different interpretations of risk and resilience than their white 

counterparts and may play a role in their treatment seeking behavior.  While there are differences 

between various subgroups of veterans, veterans at large are still resistant towards mental health 

treatment.   

Treatment Seeking Barriers and Behavior for veterans 

Veterans are in dire need of mental health services however, there are many barriers that 

inhibit veterans from seeking treatment.  The following studies analyze data from veterans and 
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found that factors such as mental health stigma may be a barrier in treatment seeking behavior, 

although there is not a consensus in the data, and that social support networks are a key factor in 

the encouragement for seeking mental health treatment.   What is not known is if these barriers 

are different, or similar, for first- and second-generation immigrant veterans.   

Veterans possess barriers in seeking mental health treatment.  Williston et. al., (2019) 

conducted a quantitative study examining the correlation between military cultural values (self-

reliance and emotional control) and dimensions of anticipated stigma and negative beliefs about 

mental health.  The study used a cross-sectional survey which consisted of 134 participants, all 

of whom were post 9/11 veterans.  Participants were recruited via social media, research email 

blasts and snowball sampling.  There were six total surveys which centered around measuring 

two themes: negative beliefs about seeking mental health care treatment and anticipated stigma.  

One limitation of the was that the sample was predominately white (73.4%), and immigrants 

were not included in the demographics.  The study found that both concerns about mental health 

stigma and negative mental health beliefs are barriers to seeking treatment.  With mental health 

stigma, participants listed worries about career implications and there was a belief that symptoms 

had to be ‘really bad’ to seek treatment (which most did not feel they were in this category).  The 

results show that the most highly endorsed items are ‘I try to be in control of everything in life’ 

(73.2%) and ‘I don’t discuss my feelings with others’ (62%).  A gap in the literature would be to 

further understand if serving in the military affected treatment seeking behavior or if these 

notions surrounding mental health stigma existed prior to joining the military.   

Mental health stigma plays a role in treatment seeking behavior for veterans.  Johnson 

and Possemato (2021) conducted a quantitative study assessing the barriers and facilitators for 

veterans with common mental health concerns.  The total number of participants were 116 
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veterans, who were enrolled in primary care and had current symptoms of mental health issues 

(e.g., PTSD, depression).  The surveys that were used are as follows: PTSD symptoms (PCL-5), 

depression (PHQ-9), and hazardous alcohol use (AUDIT).  The reason for choosing these 

surveys is that it displays strong psychometric detection of PTSD, depression, and hazardous 

alcohol use, respectively.  One limitation of the study was that only 7 (13%) participants were 

people of color, and immigrant status was not included in the demographics.  The study found 

that mental health stigma and lack of knowledge surrounding mental health were the biggest 

barriers for veterans seeking mental health treatment.  A gap in the literature consists of 

understanding the correlation between mental health stigma and the lack of knowledge 

surrounding mental health.  If mental health is stigmatized for a group or individual, they will not 

take the time or effort to learn about mental health and mental health treatment.   

There are several factors that influence treatment seeking behavior for veterans.  Spoont 

et al., (2014) conducted a prospective, national cohort study among veterans who were recently 

diagnosed with PTSD.  The aim of the study was to understand social and attitudinal factors 

influencing treatment seeking behavior, which may help influence outreach programs in the 

future veterans with PTSD.  The study consisted of 7,645 participants, from a national sample, 

who filled out surveys regarding their beliefs surrounding mental health treatment and social 

network encouragement in seeking mental health services.  Participants consisted of VA service 

users who were recently diagnosed as having PTSD by a VA clinician.  Surveys were used to 

access severity of PTSD, quality of life related to mental health, anticipated access barriers, 

treatment-related beliefs, and social encouragement to seek mental health treatment.  One 

limitation of the study was that it included demographic variables such gender, age, race, 

ethnicity, and service-connected disability but did not include immigrant status.  The study found 
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that belief in the severity of their PTSD, or other emotional issues, and encouragement from their 

family and friends, as main factors for seeking treatment for PTSD.  The study also found that 

mental health stigma was not a barrier to seeking treatment.  This data also found that mental 

health stigma as a barrier is not conclusive in terms of treatment seeking behavior for veterans.    

A gap in the literature includes understanding which sources of social support (e.g., fellow 

veterans) encourage getting mental health treatment and which sources does not (e.g., immigrant 

families).   

The interpretation of the data for the above studies are as follows.  Veterans have 

treatment seeking barriers partly due to their experience during their military service, while the 

target population may experience enhanced barriers.  As Williston et al.’s, (2019) data suggests, 

military cultural values have a large impact on veteran treatment seeking behavior, while first- 

and second-generation immigrant veterans may have different, or added, components to their 

treatment seeking behavior.  As Johnson and Possemato (2021) data suggest, mental health 

stigma, which include perceived norms, is a main barrier for treatment seeking for veterans.  For 

first- and second-generation immigrant veterans, due to enhanced cultural barriers (e.g., 

perceived cultural norms surrounding mental health and lack of mental health awareness in the 

country of origin in comparison to the US), lead to higher stigmatization surrounding seeking 

mental health treatment than their counterparts.  While military culture and mental health stigma 

are barriers, there are factors that encourage seeking mental health treatment for veterans.  As the 

data for Spoont et. al., (2014) indicates, a veteran’s social network is paramount to seeking 

treatment for mental health.  In terms of first- and second-generation immigrant veterans, due to 

immigrant families being less open to seeking mental health treatment, may not have the same 

social network encouragement as their counterparts.   
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Treatment Seeking Barriers and Behavior for immigrants and immigrant veterans  

  Immigrant groups have a high variance in mental health outcomes and, in comparison to 

their counterparts, have a unique set of barriers for seeking mental health treatment.  First- and 

second-generation immigrant veterans are a diverse group and possess differing treatment 

seeking behavior amongst itself.  The following studies found that amongst immigrant groups, 

factors such as lack of mental health knowledge, knowing who and where to seek treatment, 

language proficiency, and finding a culturally competent therapist are main barriers for seeking 

mental health treatment.  For immigrant veterans, there is evidence that first-generation 

immigrants have distinct disability reporting behavior than second-generation immigrants.   

First-generation immigrant parents have multiple reasons for not seeking mental health 

treatment.  Vasquez et. al. (2020) conducted a quantitative study evaluating the barriers for 

seeking mental health treatment for Latinx caregivers.  The sample included 598 Latinx 

caregivers of youths ages 6 to 18 years old from across the US.  The criteria for the participants 

consisted of being Latina/o/x, a caregiver to at least one youth between the ages 6–18, able to 

complete the survey in English, and were living in the United States.  One limitation is the 

survey only being in English, which eliminates a large portion of immigrant Latinx caregivers. 

Another limitation is that in using cross-sectional data, it cannot establish a causal relationship 

between treatment barriers and service utilization outcomes.  The study found that three main 

barriers for seeking mental health treatment for Latinx caregivers were a) felt that they were the 

ones who should address their child’s mental health issues, b) not knowing who to see or where 

to go for treatment, and c) not having adequate knowledge of mental health issues (e.g., feeling 

that their child’s problem was ‘normal,’ and did not need services).  What is unknown is whether 

this target population (Latinx caregivers) has different treatment seeking barriers than their 
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counterparts (e.g., white, or other ethnicity, caregivers) and, within the Latinx community, 

whether there are differences in first- or second- generation caregivers.   

Asian Americans have the lowest rates of seeking treatment for mental health, even 

amongst those diagnosed with mental illness (Lee et. al., 2021).  Lee et al., (2021) conducted a 

quantitative study examining what barriers to mental health treatment were associated with Asian 

Americans.  There were 126 participants, all of whom were diagnosed with a mental illness, of 

which 93 (78.2%)  immigrated to the US after age 10, and 78 (62%) has been in the US for 20 

years or more.  All surveys were translated to native language of the participant (Korean, 

Chinese, and Vietnamese) and surveys were used to measure immigration-related variables (e.g., 

country of origin, years living in the US, etc.), perceived psychiatric problems and needs, 

treatment receipt, and barriers to treatment receipt.  One limitation of the study is that it only 

focused on Chinese, Vietnamese, and Korean Americans in one metropolitan area (the Greater 

Philadelphia Region).  Asian Americans are a diverse group and have a high variance in 

language proficiency, cultural norms, and values.  This study reported that the main barrier for 

seeking mental health treatment was the lack of language proficiency and finding a culturally 

appropriate therapist.  Language proficiency seems to be a particularly puzzling barrier, as 95 

(77%) participants reported having little to no English proficiency but 78 (62%) have been in the 

US for 20 years or more.  What is not known is understanding what qualities constitutes a 

culturally competent therapist (e.g., being bilingual, being from the region in the country of 

origin, or being a different race but understanding the culture, etc.) and how that would affect 

treatment seeking behavior for this target population.   

Disability reporting behavior is also different amongst the target population and its 

counterparts.  Adler and Page (2019) conducted a preliminary study regarding the health-related 
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assessment of US immigrant veterans, analyzing data from the US Census from 2011-15, 

comparing disability reporting among foreign-born veterans, native-born veterans, foreign-born 

non-veterans, and native-born non-veterans.  The aim was to assess levels of disability reporting 

among foreign-born veterans in comparison to other populations.  The sample contained 

4,551,628 individuals, with 72.5% being native-born non-veterans, 18.3%  foreign-born non-

veterans, 8.9% native-born veterans and 0.4% were foreign born veterans.  The Oaxaca-Blinder 

method was used to determine whether significant differences exist between native and foreign-

born veterans in disability reporting.  One limitation of the study was that the analysis was too 

restricted and only focused on reporting of disability, and not on other health status 

measurements.  The results show that middle-aged foreign-born veterans were less likely to 

report a disability than native-born veterans and native-born non-veterans, but more likely to 

report than fellow non-veteran immigrants.  One gap in literature is understanding the reasons 

why foreign-born veterans are more likely to report a disability than foreign-born non-veterans.   

The interpretation of the data for the above studies are as follows.  As the data from 

Vasquez et al., (2020) indicates, immigrants may have different barriers for seeking mental 

health treatment than generational Americans.  Some of these barriers are unique from 

generational Americans.  As the data from Lee et al., (2021) indicates, a treatment seeking 

barrier such as language proficiency are not experienced by generational Americans and vary 

widely by immigrant groups (e.g., a Chinese immigrant having less language proficiency than a 

Filipino immigrant).  This difference between immigrants and generational Americans can also 

be found in veterans.  As the data from Adler and Page (2019) indicate, foreign-born veterans are 

distinct from both other veterans as well other immigrants in respect to their levels of reporting 

disability.  This could be due to foreign-born veterans becoming more acculturated through their 
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military experience.  The implications for this study are that first-generation immigrant veterans 

could be distinct from second-generation immigrants and generational Americans in their 

treatment seeking behavior.   

Facilitators in seeking mental health treatment for veterans and immigrants 

The following studies highlight treatment facilitators for veterans and immigrants, which 

is just as crucial in understanding treatment seeking barriers.  These studies find that privacy in 

seeking treatment and family behavior are key factors in treatment facilitators.  While these 

studies focus on immigrants and veterans, the researcher was unable to find treatment facilitators 

for first- and second-generation immigrant veterans.  

         Families play a pivotal role in treatment seeking behavior amongst immigrants.  Sharma 

et al., (2022) conducted a qualitative study to gain an understanding of the facilitators and 

barriers of Asian Indian Americans when accessing mental health services, while focusing on 

potential family and cultural factors involved.  A multiple case approach was used to gain an in-

depth understanding and to identify common themes.  The sample consisted of four first-

generation, and three second-generation, totaling seven Asian Indian Americans.  Limitations to 

this study include only having Asian Indian Americans, and no other immigrant groups and all 

participants were self-selected.  This can result in participants being more likely to have highly 

positive or negative experiences.  The results show that first- and second- generation immigrant 

Asian Indian American have seven main themes that facilitate mental health treatment: privacy 

in services, a positive therapy experience, increased psychoeducation, accessibility, motivation 

for self-improvement, normalizing of mental health treatment, and support system.  The results 

also showed that privacy in services (defined as seeking mental health treatment without parents, 

family, friends, and/or community members finding out) in particular, played a crucial role in 
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seeking mental health treatment.  One gap in the literature is understanding the correlation 

between privacy in services and the other six main themes.  

         Families also play a crucial role in a veteran’s mental health outcomes.  Thompson-

Hollands et al., (2022) conducted a qualitative study to gain a better understanding of VHA 

(Veterans Health Administration) clinician’s perspective on the impact of family involvement in 

PTSD treatment.  The researchers spoke with thirty-one clinicians from ten VHA facilitates 

nationwide, using the i-PARIHS framework to guide the interviews and analysis.  One limitation 

to this study is that it does not include interviews with veterans and family members, only 

garnering the perspective of the clinician.  The results show that a veterans’ family behavior or 

attitude have an impact on a veteran’s day to day functioning and a veteran’s PTSD symptoms 

can have a tremendous disruption within their family unit.  A gap in the literature is 

understanding how to remedy this family unit disruption and the impact of family involvement in 

veterans who are seeking mental health treatment.    

         The interpretation of the data for the above studies are as follows.  As the data from 

Sharma et al., (2022) indicates, privacy in seeking mental health treatment is a facilitator for 

immigrants.  Ensuring privacy in seeking mental health treatment could be an important issue for 

the target population.  As the data from Thompson-Hollands et al., (2022) indicate, a family’s 

attitude toward mental health treatment could be a facilitator for veterans seeking mental health 

treatment.  Focusing on the family’s attitude toward mental health treatment could be a vital 

competent for first- and second-generation immigrant veterans.  

Conclusion  

 The literature has established that first-generation immigrant are more susceptible to 

PTSD and mental health issues due to pre- and post-migration trauma.  First-generation 
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immigrant parents with PTSD also have a more difficult time raising children, which can lead to 

various issues for second-generation immigrants, including intergenerational trauma.  Lev-

Wiesel (2007) states that the impact of trauma is not only felt during one’s lifetime but can have 

impact on the next generation in terms of behavior patterns, symptoms, and values.  Trauma 

exposure for veterans prior to joining the military can lead to worst outcomes both during and 

after military service (Hollis et al., 2017).  Minority and first- and second-generation immigrant 

veterans, due to issues such as discrimination and xenophobia, have poor mental health and 

treatment outcomes.  The barriers for seeking mental health treatment for veterans include 

mental health stigma and lack of mental health knowledge while encouragement to seek help 

from their social support network is a key competent to seeking mental health treatment.  Some 

of the barriers for seeking mental health treatment for first- and second- generation immigrants 

are different and include issues such as language proficiency and not having access to a 

culturally competent therapist.   

 As the literature review suggests, there are potential differences between the target 

population and generational Americans in treatment seeking behavior and barriers.  Pre- and 

post-migration trauma affect first- and second-generation immigrant veterans prior to their 

military service, causing them to have a higher propensity to developing PTSD both during and 

after military service.  Yet, little is known about the treatment seeking behavior of first- and 

second- generation immigrant veterans, especially giving the heightened vulnerability this 

population has with PTSD.  Studies have shown that immigrant and minority veterans are 

physically healthier, but suffer from higher rates of mental illness, yet seek treatment at a lower 

rate than their counterparts (Tsai & Kong, 2012).  There is scant research and data regarding the 



38 
 

specific barriers and facilitators for mental health treatment for first- and second-generation 

immigrant veterans.   

This project aims to shed light on the target population in their mental health treatment 

seeking behavior.  The goal of this research is to contribute to the understanding of treatment 

seeking behavior for, and understanding of, PTSD in first- and second-generation immigrant 

veterans in the United States. This knowledge is needed to create curated outreach programs for 

the target population to seek PTSD treatment services and provide treatment modules aimed 

specifically at the target population.    
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Chapter Four: Theoretical Framework 

 This section will cover two comprehensive theoretical frameworks that inform the study 

and methodology.  Ecological systems theory and ecological view of psychological trauma and 

trauma recovery provide context to the target population’s unique experiences.  The two 

frameworks are rooted in social work research and create a foundation in understanding the 

target population’s treatment seeking behavior.   

Ecological Systems Theory  

 The concept of systems theory gained prominence with von Bertalanffy (Bertalanffy, 

1950).  Von Bertalanffy thought that a system has holistic properties that do not exist separately 

within the parts and believed that general systems theory that interacting elements may together 

form an entity (Bertalanffy, 1950).  While the beginnings of systems theory applied to scientific 

discoveries, a systems approach, led by cultural anthropologist Gregory Bateson, was used to 

understand human relationships (Turner, 2017).  This approach aimed to see problems in context, 

while looking at how interactions create and maintain problems, as well as analyzing patterns 

that can remain constant or change (Smith-Acuna, 2011).  Hearn (1958, 1969) applied systems 

theory to social work and Goldsterin (1973), Pincus and Minahan (1973), Siporin (1975), and 

Germain (1979) published interpretations of applying systems theory to practice that had 

considerable influence, both domestically and abroad (Payne, 2014).  Systems theory was a 

reaction against psychodynamic theory in the 1970s, as its sociological focus runs counter to the 

individual focus of psychodynamic theory (Payne, 2014).  In 1979, a developmental psychologist 

named Uri Bronfenbrenner, created a socio-ecological model known as ecological systems 

theory (Bronfenbrenner, 1979).     
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The Ecological Systems Theory (EST) was created to understand how family’s function 

within a complex system and how interrelated components can impact each other while 

understanding the characteristics of the individuals (Bronfenbrenner, 1979).  Within the family, 

the biopsychosocial characteristics play a pivotal role in how a family’s ability to function 

properly (Bronfenbrenner & Morris, 2006).  In practice, EST aims to integrate interpersonal 

interventions that involve engaging with families, communities, and other social agencies; an 

emphasis is placed on how social and personal factors interact, thus allowing individuals to adapt 

and thrive in their social environment (Payne, 2014).  An example of this would be a child with a 

developmental disability.  This child is part of a larger family system and has reciprocal 

exchanges amongst them.  The family affects the child and the child’s difficulties affect the 

family’s functioning and quality of life (Turner, 2017).  EST considers the child to be “nested” 

within their family, in the same way that the family is “nested” within a broader community 

system (Turner, 2017).  EST provides a framework to understand the interaction that both the 

child with special needs and the family have in their environment (Bronfenbrenner, 1979).  EST 

benefits social work practice by incorporating social factors as well as psychological functioning 

into people’s lives, balancing the two pivotal elements of social work practice (Payne, 2014).   

EST consists of five systems that look at a child’s development within the context of the 

system of relationships that form in their environment (Bronfenbrenner, 1979).  1) The 

Microsystem consists of the direct contact and environment in an individual’s life (Payne, 2014).  

Relationships have impact in two directions (called bi-directional influences), both away from 

the child and toward the child (Berk, 2000).  For example, a child’s parents may affect their 

beliefs and behaviors; however, the child also influences the beliefs and behaviors of their 

parents.  Examples of this include the interactions and relationships with family, friends, school, 
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and neighborhood.  2) The Mesosystem involves the relationships between the microsystems 

(Payne, 2014).  An example of this would be the relationship between the child’s teacher and 

their parents.  3) The Exosystem refers to social institutions or larger social system that indirectly 

affects the individual (Payne, 2014).  These institutions or larger social system impact the child’s 

development by interacting with some aspect of their microsystem.  An example of this would be 

a child’s parent work schedule.  The child is not directly involved, but they could feel the 

negative impact of not having a parent look after them due to having a busy schedule.  4) The 

Macrosystem refers to the larger social and cultural environment in which all the other systems 

exist, and draws heavily on attitude, ideologies, culture, and beliefs that have indirect effects on 

other systems and the individual (Twintoh et al., 2021).  These values and principles defined by 

the macrosystem have an influence on the child’s interactions with all other layers.  For example, 

a parent’s cultural belief is that they should be solely responsible for raising their children.  This 

leads to the culture being less likely to provide resources to help parents and in turn, affects the 

structures in which the parents function.  Elements of the macrosystem include socioeconomic 

status, ethnicity, race, cultural ideology, and geographic location.  5) The Chronosystem includes 

the transitions and major shifts in an individual’s life (Payne, 2014).  Examples of this include 

external elements such as a parent’s death, or internal, such as physiological changes that occur 

with aging.   

In this study, the Microsystem, Exosystem, and Mesosystems were used as the 

framework in understanding the target population’s treatment seeking behavior.  Encouragement 

from family and friends (Microsystem) play a vital role in whether a veteran seeks mental health 

treatment (Spoont et al., 2014).  In terms of the Exosystem, there is evidence that some 

immigrant groups have more ethnic related, cultural treatment seeking treatment seeking 
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barriers, which include not having access to an ethnically competent therapist (Lee et al., 2021).  

PTSD treatment and outreach programs do not address issues for the target population, thus 

leading to not seeking mental health treatment.  For the target population, the Mesosystem 

underlines and incorporates the relationship that occurs within the microsystem (Payne, 2014).  

An example of this would the relationship between an individual’s family and the VA.  If the 

individual’s family does not believe in seeking mental health treatment from the VA and lacks 

trust in American institutions, this can prevent the individual from seeking mental health 

treatment.  As Tsai and Kong (2012) state, Asian American, Vietnam War veterans were 

physically healthier but reported greater mental health issues than their counterparts.  Other 

aspects of EST were as a framework for this study.   

The Macrosystem was used as a framework to understand the discrimination being felt by 

the target population from their military peers or superiors, which have a direct negative impact 

on the individual.  Minority veterans must face issues such as discrimination and race-related 

stress (Loo et al., 2007), and veterans who experienced discrimination led to more severe PTSD 

symptoms (Tsai & Kong, 2012).  The Chronosystem was used as a framework to understand the 

target population’s vulnerability to PTSD.  After joining the military (life changing event), the 

target population is more vulnerable to PTSD than their counterparts.  Before the target 

population joins the military, they are more susceptible to develop PTSD and other mental health 

issues (Sangalang et al., 2019) and accumulation of traumatic stress over one’s lifetime prior to 

joining the military can be a predictor of PTSD and severity for veterans (Brownlow et al., 

2018).  While EST provides a great framework for aspects of this study, ecological view of 

psychological trauma and trauma recovery helps in understanding the trauma competent of this 

study.   
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Ecological View of Psychological Trauma and Trauma Recovery 

 The ecological view of psychological trauma and trauma recovery states that differences 

in individual responses and recovery to posttraumatic stress are due to the complex interactions 

among person, event, and environmental factors (Harvey, 1996).  This ecological model presents 

a multidimensional definition of trauma recovery and proposes that trauma-focused interventions 

hinge on the relationship the individual has with their community and whether they achieve 

“ecological fit” within their recovery  (Harvey, 1996).  The “ecological fit” refers to a person’s 

“perception of the ‘fit’ between their physical, intellectual, emotional, and motivational strengths 

and limitations and environmental resources (family, social networks, organizations, and 

physical space) to deal with a specific life stressor(s) or challenge(s)” (Gitterman & Heller, 

2011).  A “good fit” refers to an individual having the perception that they have sufficient 

personal and environmental resources to deal with whatever life stressors or event that they may 

experience (Gitterman & Heller, 2011).  A “bad fit” is when an individual has the perception that 

their personal and environmental resources are not enough to deal with whatever life stressors or 

events that they may experience, which will often manifest in experiencing stress (Gitterman & 

Heller, 2011).   

 This ecological model contends that violent and traumatic events are ecological threats to 

the adaptive abilities and capacity to foster healthy and resiliency among affected individuals 

(Harvey, 1996).  Factors such as community violence, racism, sexism, and poverty can 

overwhelm community resources, which can lead to negative outcomes for individuals within 

this community (Harvey, 1996).  Similarly, if factors such as misogyny and patriarchy are the 

environmental contributors to sexual violence and as ecological threats to women, then 

community-based rape crisis centers are seen as ecological supports to the safety and well-being 
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of women (Koss & Harvey, 1991).  This model focuses on community-level trauma and does not 

explicitly address military or combat trauma.  For this study, this model is being expanded to 

address military trauma through community-based trauma and intervention outcomes.  Another 

aspect of this ecological theory is the importance of how an individual assigns significance to 

circumstantial detail.  An example of this would be a Muslim American, OEF/IEF veteran of 

who would be haunted by seeing a blown-up mosque during deployment.  The aim would be to 

listen for subtleties of interpretation and remembrance, and to pay attention to the nuances of 

aspects like social constructions, which provide insight into an individual’s unique posttraumatic 

response (Harvey, 1996). 

In this study, ecological systems theory was used as a framework in understanding 

trauma and treatment seeking behavior for veterans, immigrants, and the target population.  For 

veterans at large, military culture has a stigmatizing view on mental health and is predicated on 

self-reliance to deal with personal issues (Williston et al., 2019).  The ecological view of 

psychological trauma and trauma recovery state that ecological influences can impede those 

seeking mental health treatment, which can lead to some individuals never recovering from 

trauma or PTSD (Harvey, 1996).  This leads to veterans seeking treatment at half the rate of the 

population at large (Muller et al., 2017), which in turn leads to veterans not receiving timely or 

appropriate intervention, thus not allowing them to recover from their trauma (Harvey, 1996).  

First- and second-generation immigrants also have the added competent of dealing with pre- and 

post-migration trauma, which can lead to increases in mental illness and distress (Sangalang et 

al., 2019).  “Ecological fit” plays a pivotal role in how an individual can handle and respond to 

traumatic experiences (Harvey, 1996).  Thus, to gain a better understanding of the treatment 
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seeking behavior of the target population, the aim is to understand the nuances and 

interpretations of an individual’s unique posttraumatic response (Harvey, 1996).   

Summary of Theoretical Framework 

 The decision to use EST as a framework for this study was that it allowed for an 

understanding of the target population through their respective communities.  The ethos of social 

work practice hinges on the biopsychosocial and to understand any individual, one must look at 

the systems they occupy.  EST’s foundation is to understand an individual through their 

engagement with families, communities, and other social agencies; and how these systems 

interact with each other (Payne, 2014).  EST consists of five systems: the Microsystem, 

Mesosystem, Exosystem, Macrosystem, and Chronosystem.  All five systems relate to this study 

in trying to understand the various issues in the target population’s treatment seeking behavior.  

The ecological view of psychological trauma and trauma recovery states that exposure to 

traumatic events greatly affects an individual’s resilience and adaptive abilities.   This, along 

with ecological influences, hinders an individual’s ability in seeking mental health treatment.  
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Chapter Five: Research Question 

This section consists of the research questions for this study.  This study seeks to close 

the gap in knowledge on the specific factors that facilitate and impede mental health treatment 

seeking behavior of first- and second-generation immigrant veterans.  Studies show veterans 

with mental health illness face barriers to mental health treatment seeking, including mental 

health stigma (Williston et al., 2019) and lack of knowledge surrounding mental health (Johnson 

& Possemato, 2021).  This study examined whether these factors also play a role in help seeking 

by immigrant veterans.  There is evidence that some immigrant groups have more ethnic related, 

cultural treatment seeking treatment seeking barriers, which include not having access to an 

ethnically competent therapist (Lee et al., 2021).  The current study seeks to extend our 

understanding of these factors by testing whether they also play a role in help seeking among 

immigrant veterans.  Moreover, current research and theory suggests that the biggest barriers of 

treatment seeking for immigrants are lack of knowledge, language proficiency, and lack of 

access to a culturally competent therapist.  As for veterans, the biggest barriers include mental 

health stigma and concerns about negative career repercussions in seeking mental treatment.   

As described in the Theoretical Framework, Ecological Systems Theory (EST) and 

Ecological View of Psychological Trauma point to the role of discrimination, bicultural stressors, 

and assimilation has on treatment seeking behavior.  Immigrants experience discrimination both 

prior to (Brabeck et al., 2021) and during military service (Loo et al., 2007).  What has not yet 

been studied is whether prior discrimination or discrimination during military service has a 

greater impact of treatment seeking among immigrant veterans.  There is also evidence of 

facilitators of treatment seeking for veterans, including encouragement from family and friends 

(Spoont et al., 2014).  This study will test whether the facilitators also play a role for immigrant 
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veterans.  This study will also test whether factors such as discrimination, bicultural stressors, 

and other factors such as cultural barriers and ingroup stigma, combine to explain treatment 

seeking behavior for the target population.   

Research Questions and Hypotheses 

Research Question #1:   

To what extent do documented barriers to mental health treatment seeking among veterans 

(stigma, lack of knowledge, concerns about career repercussions) and among immigrants (lack of 

cultural fit, lack of knowledge) explain mental health treatment seeking behavior amongst first- 

and second- immigrant veterans? 

Hypothesis #1a:   

First- and second- immigrant veterans with high Barriers to seeking mental health counseling 

(BMHC) score are less likely to seek mental health treatment. 

Hypothesis #1b: 

A model combining all the documented barriers will be a strong indicator in treatment seeking 

behavior. 

Hypothesis #1c: 

All the documented barriers among veterans and immigrants each reduce the likelihood of 

mental health seeking amongst the target population. 

Research Question #2:   
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To what extent do socio-cultural forces such as first- and second- immigrant veterans’ 

experience of discrimination prior to and during military service and bicultural stress affect 

mental health treatment seeking? 

Hypothesis #2: 

Discrimination experienced prior to military service, discrimination during military service, and 

bicultural stress each reduce treatment seeking for the target population.   

Research Question #3: 

To what extent do the three documented facilitators: access to a culturally competent therapist 

and encouragement from friends and family, and treatment fit within the VA, impact mental 

health treatment seeking? 

Hypothesis #3: 

Access to a culturally competent therapist, encouragement from family and friends, and 

treatment fit within the VA each increase treatment seeking for the target population. 

Research Question #4: 

What model best predicts treatment seeking behavior for the target population? 

Hypothesis #4: 

A model including a combination of barriers and facilitators will be a stronger predictor of 

treatment seeking behavior than a model that only includes barriers or facilitators.   
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Chapter Six: Methodology 

The Research Perspective 

 This research study is quantitative in nature and the surveys were distributed 

electronically to veterans across the nation.  The study aims to address research gaps with first- 

and second-generation immigrant veterans.  Inclusionary criteria for this study were: 1) they are 

part of the target population, which is either first- or second-generation immigrants and 2) a 

veteran, as defined by Title 38 of the Code of Federal Regulations.  According to 38 CFR § 3.1 

(2022), a veteran is one who served in the US Army, Navy, Marine Corps, Air Force, and Coast 

Guard, including their Reserve components and was who was discharged or released under 

conditions other than dishonorable (“38 CFR § 3.1-Definitions,” 2022).  The reasoning behind 

this criterion is that the researcher’s goal is to understand the treatment seeking behavior for the 

target population, not all veterans.  Limiting the sample to only the target population allows for 

specific data for this understudied subgroup of veterans.  

Data and Subjects 

 The source of data for this study were gathered through individual online surveys, which 

participants filled out.  Online recruitment occurred through various veteran groups and 

Facebook groups.  Veteran groups were targeted for having a higher probability of the target 

population.  For instance, groups like the Hispanic War Veterans of America, Veterans for New 

Americans, Asian American Veteran Council, and American Latino Veterans Association.  

Veteran groups that are also large in absolute numbers were also chosen, these groups include 

The American Legion, Veteran of Foreign Wars, and Disabled American Veterans.  The 

researcher also realizes that these groups have an older demographic and may not be 
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technological savvy to access an online survey.  Thus, groups with a younger population were 

also targeted, and include groups such as Iraq and Afghanistan Veterans of America, Iraq 

Veterans Against the War, and Service Women’s Action Network.  Facebook groups were also 

targeted with the above criteria, and these groups include Cal Veterans Group, NYU Military 

Alliance, Immigration Reform for Veterans, PTSD projects military veterans support group, 

disabled veterans, and Veteran PTSD Support and Recovery.  The goal was to reach statistical 

significance by recruiting at least sixty participants.   

Research Design 

 The quantitative research design for this study was cross-sectional.  Quantitative research 

is used to provide an explanation for the relationship between variables that the researcher 

chooses to test (Creswell & Creswell, 2018).  Correlational research is designed to identify 

negative or positive relationships between variables and the strength of these relationships, 

without the researcher controlling or manipulating the variables (Creswell & Creswell, 2018).  

Cross-sectional research consists of collecting data from many participants at a single point in 

time (Creswell & Creswell, 2018).  This study aims to understand the relationship between the 

multiple factors that affect treatment seeking behavior amongst the target population.  This does 

not mean that this correlational study can predict the causal (e.g., cause and effect) relationship 

but rather understand the relationships between the variables (Creswell & Creswell, 2018).   

Measures  

The following concepts will be used throughout the study: bicultural stressors, 

discrimination, treatment seeking barriers, and treatment fit with the VA.  The research questions 

attempted to measure concepts focused on bicultural stress, discrimination, seeking mental health 
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treatment, and mental health treatment seeking barriers.  Using this as a guide, the researcher 

found four scales to measure these concepts.    

Demographics  

 The researcher chose to put the demographics portion at the beginning of the survey, due 

to the need of identifying eligibility of the respondent.  There were fourteen total questions, 

which include follow-up questions.  The researcher did not choose gender as a question due to 

the study being about first- and second-generation immigrant veterans, and not about gender.  

The researcher asked for age, ethnic background, years of service in the military.  For immigrant 

status, there were five questions, which include “were you born outside the USA” and “were one 

of your parents born outside of the USA?”  The researcher then asked if the respondent has ever 

deployed and if they ever struggled with mental health issues.  The researcher then included two 

questions that revolve around facilitators in seeking mental health treatment.  The question was 

asked “Do you have access to therapists who you feel can understand your cultural background?”  

According to the literature, finding a culturally competent therapist is a treatment seeking 

facilitator (Lee et al., 2021).  Another question that was asked was “Do your friends and family 

support you in seeking mental health treatment?”  According to the literature, encouragement 

from family and friends play a pivotal role in veterans seeking mental health treatment (Spoont 

et al., 2014).  These facilitators were measured to test their impact on treatment seeking 

behavior.  Finally, the dependent variable was asked, “Have you ever sought mental health 

treatment (voluntarily, not ordered by court or superiors).   

Bicultural Stress Scale 
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The bicultural stress scale contains twenty questions in total.  Some of the questions were 

developed from the Cuellar and Roberts (1997) adult stress scale, but altered with an adolescent 

focus on school, family, and peers (Romero & Roberts, 2003).  Other items in the scale were 

developed based on previous scales that focused on minority status stressors and new items that 

the author derived from literature reviews that focused on intergenerational conflict, language 

stressors, and peer pressure to conform to an individual’s ethnic group (Romero & Roberts, 

2003).  One of the central features of post-migration stress (which is applicable to both first- and 

second- generation immigrant veterans) is acculturation, which used as a framework to measure 

bicultural stress (Romero & Roberts, 2003).  The acculturation process has negative mental 

health implications, which vary based on individual perception (Lazarus, 1997).  Romero and 

Roberts (2003) defined bicultural stressors to include everyday life stressors within a bilingual 

and bicultural context and assessed bicultural stressors due to discrimination and 

intergenerational conflict and monolingualism stressors and used this scale to capture this 

phenomenon for Latinos in the United States.  The scale was developed in English and translated 

to Spanish for the participants, all of whom were native Spanish speakers (Romero & Roberts, 

2003).  The researcher used all twenty items from this scale, which include the following 

changes.   

Some changes were made due to the original scale being designed for Latino youth.  For 

question f, or #6, “I have felt pressure to learn Spanish,” was changed to “I have felt pressure to 

learn my native language.”  For g, or #7, “I have felt that I need to speak Spanish better,” was 

changed to “I have felt that I need to speak my native language better.”  For i., or #9, “My 

friends think I’m acting ‘White,’” was changed to “My friends think I’m acting too ‘American.’”  

For i., or #9, the change in verbatim to ‘American’ was to reflect immigrant status, not racial 
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status.  The rest of the scale has either language that explicitly describes the target population 

(e.g., ‘traditional,’ ‘culture’) or uses “ethnic background.”  According to the dictionary, ethnic is 

described as “pertaining to or characteristic of a people, especially a group (ethnic group) sharing 

a common and distinctive culture, religion, language, or the like” (Merriam-Webster, n.d.).  

Ethnic background encapsulates immigrant status, either from themselves or their parents, 

regardless of race or country of origin.  Thus, the rest of the scale was unaltered, barring the 

above changes.  While the Bicultural Stress scale was intended for Latino youth, this scale 

applies to the current study because the concept of bicultural stress transcends race and can be 

used to reflect acculturation issues facing the target population.   

Barriers to seeking mental health counseling (BMHC) scale 

To assess the participants’ barriers to seeking mental health services, the Barriers to 

seeking mental health counseling (BMHC) scale was used (Shea et al., 2019).  The BMHC scale 

has been revised and validated with a sample of immigrant teens and young adults.  This scale 

was originally validated and revised based on younger samples, prior to the analysis, the validity 

of its scale across first- and second-generation immigrant veterans will be performed by 

Confirmatory Factor Analysis.  Due to some of the respondents not having had any mental health 

issues, there were two sets of instructions.  One, “For those of you who have struggled with 

mental health issues OR have sought mental health treatment: For the following questions, 

choose the response that BEST relates to your thoughts about seeking mental health treatment.  

Two, “For those of you who never struggled with mental health issues or have never sought 

mental treatment, these questions are intended for your thoughts about seeking mental health 

treatment.  For the following questions, choose the response that BEST relates to your thoughts 

about seeking mental health treatment.”  Due to the confusion the participants without mental 
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health issues would have, the researcher felt that the instructions should be altered to provide 

clarity and that this data would be beneficial in understanding the target population’s views on 

seeking mental health treatment, even if they have never had any PTSD symptoms.  The 

researcher also felt that the literature highlighted the importance of social support 

encouragement in leading veterans to seeking mental health treatment (Spoont et al., 2014). 

In this study, a modified version of the BMHC was used.  The original scale contains 39 

questions, with the researcher using a modified version.  Using prior confirmatory factor 

analysis, this modified version contains 27 questions and resulted in six barriers: Negative 

Perceived Value, Discomfort with Emotions, Ingroup Stigma, Lack of Knowledge, Lack of 

Access, and Cultural Barriers (Shea et al., 2019).  The attitudes toward seeking professional help, 

or negative perceived value scale, was used to measure whether they would act on help-seeking 

action (Shea et al., 2019).  This scale refers to the individual’s negative attitude and/or negative 

perceived value toward seeking mental health counseling (Shea et al., 2019).  There were 5 

hypothesized indicators of Negative Perceived Value, which include “I don’t think talking with a 

mental health counselor would be useful” and “I like to count on my friends or family for 

support rather than reach out to a mental health counselor.”  The BMHC used the self-stigma of 

seeking help scale to measure a participant’s anticipated self-stigma in seeking mental health 

treatment (Shea et al., 2019).  There were 5 hypothesized indicators of self-stigma of seeking 

help, which include “My family or significant other will judge me poorly if I disclose my 

problems to a mental health counselor” and “Most people in my cultural group would not 

approve of my decision to seek mental health counseling.”  The discomfort with emotions scale 

(5-item) was used to measure both internally experiencing and externally disclosing painful 

emotions, which has been cited as a barrier to seeking mental health counseling amongst college 
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students (Shea et al., 2019).  The indicators for the discomfort of emotions scale include “I 

would feel embarrassed about sharing my feelings with a mental health counselor” and “I would 

feel nervous about showing the emotional side of me during the mental health counseling 

process.”  The Structural/logistical barriers, or the lack of knowledge and lack of access scales, 

was used to measure an individuals’ lack of knowledge and difficulty accessing services due to 

financial, geographical, or time constraints (Shea et al., 2019).  There were 7-items and the 

indicators for this scale include “I don’t know how to where to seek mental health counseling” 

and “I have no financial means (e.g., insurance, money) to afford mental health counseling.”  

The cultural barriers scale (5-items) was used to access the attitudes and cultural values of the 

participants toward either the counselor or counseling process (Shea et al., 2019).  The indicators 

for this scale include “I perceive that most mental health counselors would not be sensitive to 

issues related to my cultural identity” and “I don’t think that most mental health counselors 

would understand my cultural values.”  All indicators were measured in ordinal format (1= 

slightly disagree to 6=strongly agree).  Additionally, BMHC scale was administered to 

understand a college student’s potential barriers to seeking mental health treatment and the 

results may inform appropriate outreach and intervention programs (Shea et al., 2019).   

While the BMHC was designed to measure barriers for college-aged students, this scale 

applies to the current study because the primary objective is to understand how culture and 

minority status affect treatment seeking behavior.  For the BMHC scale, immigrant and 

minorities have the same experience of being college students as their generational American 

counterparts, however this study aims to understand how culture, race, and minority status affect 

treatment seeking barriers amongst immigrants and minorities.  For the researcher’s study, the 

target population and its counterparts have the same experience as veterans, however due to 
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various factors (e.g., culture, discrimination, etc.) have different treatment seeking barriers.  Due 

to this similarity and the scale having verbiage that applies to everyone, the BMHC scale will not 

be altered for the researcher’s study.   

Fit within Veterans Health Administration (VHA) scale  

Fit within Veterans Health Administration Measure was used to find the relationship 

between women’s veteran identity and implications for service use and experiences in the 

Department of Veterans Affairs (VA) health care setting.  Veteran identity was defined as “one’s 

self-concept as derived from their veteran status” (Di Leone et al., 2016, p. 60).  For the 

researcher’s study, the scale fit within VHA (Veterans Health Administration) was used.  This 

eight-item measure was used to assess the participants’ perceptions in their similarity to other 

VHA patients.  While Fit within Veterans Health Administration Measure was used in 

understanding women veterans’ issues, this scale can also be used towards the target population 

regarding the complex association of veteran identity and minority status.  As evidenced by the 

veteran identity centrality scale of the Fit within Veterans Health Administration Measure was 

taken from a scale centered around Black identity (Di Leone et al., 2016).  The Fit within 

Veterans Health Administration Measure has neutral phrasing (e.g., “my,” “I”) to address the 

participant, thus there is no need to alter the scale for the researcher’s study.  The indicators for 

this scale include “My health care needs are very different from most veterans who use the VA 

for health care” and “My military experiences were very different from most veterans who use 

the VA for health care.” 

Discrimination Scales (Lifetime and Everyday) 
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Kershaw et al., (2016) measured the correlation between everyday discrimination and 

lifetime discrimination to negative health outcomes (recent infection, anti-inflammatory 

medication use, and hormone replacement therapy).  The Everyday Discrimination scale, which 

contained nine-items, and Lifetime Discrimination scale, which contained six-items, was 

intended to assess negative health outcomes.  However, these scales apply to this study because 

discrimination is a prominent issue that affects the target population in treatment seeking 

behavior.  If the target population experienced discrimination during their military service, it will 

likely affect their belief and trust in institutions like the VA to help their PTSD symptoms.  The 

Everyday Discrimination scale has neutral phrasing to address the participant, thus the basic 

phrasing was not altered.  

Everyday Discrimination scale 

Everyday discrimination was defined as day-to-day minor incidents of unfair treatment 

across different race and ethnic groups (Kershaw et al., 2016).  This scale was based on the 

Detroit Area Study and asked the participants to cite the number of experiences in which they 

perceived that they were treated unfairly on an everyday basis, but the perceived reason for this 

unfair treatment was not assessed (Kershaw et al., 2016).  To differentiate the discrimination felt 

prior and during the military service, the Everyday Discrimination scale was given twice, once 

with instructions for “prior to military service” and once for “during military service.”  For prior 

to military service, the instructions were as follows “Please answer the following questions and 

indicate how often you would encounter this kind of treatment prior to your military service” and 

during military service, the instructions were “Please answer the following questions and 

indicate how often you would encounter this kind of treatment during your military service.”  

The past tense was also used to reflect that the participants are veterans and are not presently in 
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military service.  For example, on #1 the original question was “You are treated with less 

courtesy than other people.”  For this study, the phrasing was altered to “Were you treated with 

less courtesy than other people?”  Or for #4, the original question was “People act as if they are 

afraid of you” was altered to “People acted as if they were afraid of you.”  All indicators were 

measured in ordinal fashion (1-6), which consisted of: 1= Almost every day to 6= Never.     

Lifetime Discrimination Scale 

Lifetime discrimination was designed to measure the accumulation of exposure to major 

stressors over time (Kershaw et al., 2016).  This scale was adapted from the Detroit Area Study 

and using a dichotomous questionnaire (yes/no) (Kershaw et al., 2016).  If the participant 

answered yes, they would then rate their perceived reason for their unfair treatment (eight 

choices total, with one choice being ‘other’) (Kershaw et al., 2016).  To differentiate the 

discrimination felt prior and during the military service, the Everyday Discrimination scale was 

given twice, once with instructions for “prior to military service” and once for “during military 

service.”  For prior to military service, the instructions were as follows “Please answer the 

following questions and indicate how often you would encounter this kind of treatment prior to 

your military service” and during military service, the instructions were “Please answer the 

following questions and indicate how often you would encounter this kind of treatment during 

your military service.”  The indicators for this scale include “Do you think you have ever been 

unfairly fired or denied a promotion?” and “Have you ever been unfairly prevented from moving 

into a neighborhood because the landlord or a realtor refused to sell or rent you a house or 

apartment?”  All indicators were measured in nominal fashion, which consisted of 1-6 (more 

detail provided below).   

Demographic choices of Lifetime Discrimination Scale 
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The original scale had eight choices: race/ethnicity, gender, age, religion, physical 

appearance, sexual orientation, income level/ social class, other.  Wanting to be consistent with 

the everyday discrimination (six total choices), the researcher chose to have six total choices.  

The researcher chose to eliminate sexual orientation, income level/social class, and age, as these 

were not variables that were addressed in the Research Questions or the Demographic 

questionnaire.  The researcher chose to add the choice “immigrant status,” due to the relevance 

to this study.  Therefore, the six choices are: race/ethnicity, gender, religion, physical 

appearance, immigrant status, and other. 

Ethical Concerns and Protection of human subjects   

No one in this study will be under eighteen (as the military has an age requirement of 

eighteen years old to join), thus there will be no informed consent from parents for minors.  For 

this study, informed consent will be provided in English and the potential participant must 

consent before the survey will be delivered to them.  The consent form will contain information 

regarding anonymity (no identifiable information), that their participation is voluntary, and that 

they can stop at any point during the survey.  Potential participants will also be informed that 

their data will be retained for at least three years but that their survey is confidential and cannot 

be traced to them.   Once the potential participant consents, they will receive an email where they 

can access the survey via a link.  Regarding the survey itself, there are questions that pertain to 

PTSD or trauma, which could be a delicate issue for veterans.  As a measure to curb this issue, 

the researcher limited the questions pertaining to severity of PTSD symptoms or recalling 

specific episodes of trauma.   

Procedures  
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This study used non-probability sampling, which is where the researcher selects 

participants with a subjective method and not random selection (Creswell & Plano Clark, 2017). 

Non-probability sampling (or convenience sample) is where participants are chosen based on 

their convenience and availability (Creswell & Creswell, 2018).  The purpose of the study is to 

gain an understanding of a subgroup (first- and second-generation immigrant veterans) and not 

the entire group (veterans).  Non-probability sampling is designed to gain an understanding of a 

targeted set of people, based on their location or characteristics (Creswell & Creswell, 2018).   

After receiving approval from the Institutional Review Board, the researcher sent out an 

email (Appendix B) to the administrators of veteran groups, as listed earlier, which include 

Hispanic War Veterans of America, Veterans for New Americans, and Veteran of Foreign Wars.  

If the administrators of these groups agreed to allow the researcher access to their member’s 

email list, the researcher sent a mass email to this list with a letter to the potential participants 

(Appendix C).  Additionally, the administrators could email the members themselves with the 

letter to the potential participants (Appendix C).  If the member qualified to take part and 

consented to the study, they were invited to click a link which will direct them to the survey 

(Appendix A).  Data was collected through Qualtrics and analyzed with the data software, Stata.   

Data Analysis 

  The data was analyzed with Stata, which allowed the researcher to find correlation 

between variables.  Descriptive statistics were used to analyze independent variables, such as the 

measure of frequency (count, percent), tendency (mean, median, mode), dispersion (range, 

standard deviation), and position (percentile and quartile ranks) (Tabachnick & Fidell, 2013) as 

well as provide significance and predictive models.  The dependent variable is treatment seeking 

behavior while the independent variables include bicultural stressors, discrimination, cultural 
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barriers, and mental health stigma.  The survey collected demographic information to provide 

descriptive data about the participants and to include demographic variables as control variables.  

Multiple regression was used as the factor analysis for this study. 

Multiple regression is frequently used because it provides a way to understand the 

relationship of a set of independent variables to a dependent variable, while explaining or 

predicting a dependent variable (Orme & Combs-Orme, 2009).  Using multiple regression, the 

researcher can test the hypotheses using multivariable analysis.  Multivariable analysis is a 

generalization of ANOVA where there are multiple variables for each unit or individual 

(Tabachnick & Fidell, 2013).  An example of this would be to find the relationship between the 

independent variables (as listed in the BMHC scale) of negative perceived value of mental health 

counseling, discomfort with emotions, ingroup stigma, lack of knowledge, lack of access, and 

cultural barriers, to the dependent variable of treatment seeking behavior.  Multiple regression 

allows the researcher to tell how powerful this relationship is (or is not), in what direction the 

relationship is, whether the data is statistically significant, and, with less certainty, assess the 

importance of each of the independent variables to the relationship (Tabachnick & Fidell, 2013). 

According to Tabachnick and Fidell (2013), logistic regression allows the researcher “to predict 

a discrete outcome such as group membership from a set of variables that may be continuous, 

discrete, dichotomous, or a mix” (p.439).  Furthermore, according to Tabachnick and Fidell 

(2013), logistic regression “allows one to evaluate the odds (or probability) of membership in 

one of the groups (e.g., belly dancer) based on the combination of values of the predictor 

variables (e.g., 35-year-old female professors who read science fiction)” (p.24).   

Regarding the research questions for this study, the dependent variable is seeking mental 

health treatment.  The Independent Variables are as follows.  For research question #1 of this 
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study, the independent variables are barriers in seeking mental health treatment, which include 

the subscales of stigma, lack of knowledge, lack of access, negative perceptions of mental health, 

cultural barriers, and discomfort with emotions.  Research question #1 also used discrimination, 

both prior to and during military service, fit within the VHA, and bicultural stress as independent 

variables.  For research question #2 of this study, the independent variables were bicultural 

stress, discrimination experienced prior to military service, and discrimination experienced 

during military service.  For research question #3 of this study, the independent variables were 

access to a culturally competent therapist, encouragement from friends and family, fit within the 

VHA.  The dependent variable would be seeking mental health treatment.  It should be noted that 

fit within the VHA was used for both the barriers and facilitators models.  Fit within the VHA 

could impact both focal variables (barriers and facilitators), which is why it was included in both 

models.  For research question #4, the independent variables would be barriers in seeking mental 

health treatment (stigma, lack of knowledge, concerns about career repercussions, lack of 

cultural fit), bicultural stress, discrimination experienced prior to, and during, military service, as 

well as the facilitators of “access to a culturally competent therapist,” “encouragement from 

friends and family,” and treatment fit within the VA.  It should be noted that this question is 

measuring the strength of various models. 

Control Variables  

For all the hypotheses, the researcher chose the covariates of race, deployment, and 

mental health issues to control for the hypotheses.  A control variable is a variable that is not of 

interest and is held constant but must be controlled due to the ability that it can influence the 

results (Acock, 2018).  Due to the high number of white respondents (31%), and most of the 

scales in the study were at least partially race based (discrimination, bicultural stress, BMHC), 
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the researcher felt that race (white respondents) could influence the data.  Deployment can 

greatly increase a military member’s chance of developing mental health issues, which can be as 

high as six times more than a military member who did not deploy (Ursano et. al., 2018).  Due to 

this enhanced risk and subsequently impacting the data, the researcher felt it would be beneficial 

to control for deployment.  The aim of this research is to understand why those in the target 

population are not seeking mental health treatment, with the prerequisite that one needs to be 

experiencing, or has experienced, mental health issues.  Controlling for individuals who have 

never had mental health issues, preserves the data in understanding those who have had mental 

health issues within the sample.   

Table 6.1 – Variables and Hypotheses  

Hypothesis Variable Name Definition Level of 
Measurement 

Variable Use Analysis 

H1a: First- and 
second- 

immigrant 
veterans with 
high BMHC 
score are less 
likely to seek 
mental health 

treatment. 

Barriers to 
seeking mental 

counseling 
(BMHC) scale 

Assesses 
perceived 

mental health 
help-seeking 

barriers among 
college students  

(Shea et al., 
2019). 

Ordinal Dependent 
variable: 

Mental health 
treatment 
seeking 
behavior 

 
Independent 

variable: 
BMHC score 

Logistic 
Regression 

H1b: All six of 
the 

documented 
barriers among 

veterans and 
immigrants 
each reduce 

the likelihood 
of mental 

health 
treatment 
seeking.   

Negative 
perceived 

value of mental 
health 

counseling 
 

Ingroup stigma 
 

Lack of 
Knowledge 

 
Cultural 
barriers 

Negative 
perceived value 
of mental health 
counseling: A 

person’s 
negative attitude 
and/or negative 
perceived value 
toward seeking 

professional 
help (Shea et al., 

2019) 
 

Ordinal Dependent 
variable: 

Mental health 
treatment 
seeking 
behavior 

 
 

Independent 
variable: 
negative 

perceived value 
of mental 

Logistic 
Regression 
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Ingroup stigma: 
Stigma 

associated with 
disapproval of 
seeking mental 
health treatment 

by one’s in-
group (e.g., 

cultural group, 
family and 

friends) (Shea et 
al., 2019). 

 
Lack of 

Knowledge:  An 
individual’s lack 

of knowledge 
about available 
mental health 
services and 

lack of access 
due to financial, 
geographical, or 
time constraints 

(Shea et al., 
2019). 

 
Cultural 
Barriers: 

Discrepancies 
perceived or 

experienced by 
an individual 
toward their 

counselor and/or 
counseling 

process (Shea et 
al., 2019).   

counseling, 
ingroup stigma, 

lack of 
knowledge, and 
cultural barriers 

H1c: A model 
combining all 

the 
documented 
barriers will 

decrease 
treatment 

Barriers to 
seeking mental 

counseling 

Perceived 
mental health 
help-seeking 

barriers among 
college students   

Ordinal Dependent 
variable: 

Mental health 
treatment 
seeking 
behavior  

 

Logistic 
Regression 
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seeking 
behavior. 

Independent 
variable: 

BMHC score 
H2:  
Discrimination 
experienced 
prior to 
military 
service, 
discrimination 
during military 
service, and 
bicultural 
stress each 
reduce 
treatment 
seeking for the 
target 
population.   

Everyday 
Discrimination 
 
Lifetime 
Discrimination  
 
 
Bicultural 
Stress 
 
 

Everyday 
discrimination:  
day-to-day 
minor incidents 
of unfair 
treatment across 
different race 
and ethnic 
groups 
(Kershaw et al., 
2016). 
 
Lifetime 
Discrimination: 
measure the 
accumulation of 
exposure to 
major stressors 
over time 
(Kershaw et al., 
2016). 
 
Bicultural stress: 
Everyday life 
stressors within 
bilingual or 
bicultural 
context and 
assessed 
bicultural 
stressors due to 
discrimination 
and 
intergenerational 
conflict and 
monolingualism 
stressors 
(Romero & 
Roberts, 2003). 

Dichotomous 
(Lifetime 
Discrimination) 
 
Ordinal 
(Everyday 
Discrimination, 
Bicultural 
stress) 
 
 
 
 

Dependent 
variable: 
Mental health 
treatment 
seeking 
behavior 
 
Independent 
variable: 
Lifetime 
discrimination, 
everyday 
discrimination, 
and bicultural 
stress  

Logistic 
regression 
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H3:  
Access to a 
culturally 
competent 
therapist, 
encouragement 
from family 
and friends, 
and treatment 
fit within the 
VHA each 
increase 
treatment 
seeking for the 
target 
population.    

Encouragement 
 
Culturally 
competent 
therapist 
 
Fit within the 
VHA 
 
 

Encouragement:  
To seek mental 
health treatment 
by significant 
people in a 
veterans’ social 
network (Spoont 
et al., 2014) 
 
Culturally 
competent 
therapist: 
A culturally 
attuned therapist 
(Lee et al., 
2021). 
 
Treatment fit 
within the VA:  
find the 
relationship 
between 
veteran’s 
identity and 
implications for 
service use and 
experiences in 
the Department 
of Veterans 
Affairs (VA) 
health care 
setting (Di 
Leone et al., 
2016). 
 

Dichotomous 
(Encouragement 
and Culturally 
competent 
therapist)  
 
Ordinal 
(Treatment fit 
within the 
VHA) 
 
 
 
 
  

Dependent 
variable: 
Treatment 
seeking 
behavior 
 
Independent 
variable: 
Encouragement, 
culturally 
competent 
therapist, fit 
within the VHA  

Logistic 
Regression 
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H4: A model 
including a 
combination of 
barriers and 
facilitators will 
be a stronger 
predictor of 
treatment 
seeking 
behavior than 
a model that 
only includes 
barriers or 
facilitators.      

BMHC scale 
 
Lifetime 
Discrimination 
 
Everyday 
Discrimination 
 
Bicultural 
Stress 
 
Encouragement 
 
Culturally 
competent 
therapist 
 
Fit within the 
VHA 
 
 

(See definitions 
above) 

Dichotomous 
 
Ordinal  

Dependent 
variable: 
Treatment 
seeking 
behavior 
 
Independent 
variables:  
BMHC scale, 
Lifetime 
Discrimination, 
Everyday 
Discrimination, 
Bicultural 
Stress, 
Encouragement, 
culturally 
competent 
therapist, fit 
within the VHA 

Logistic 
Regression 
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Chapter Seven: Findings 

 There was a total of 560 surveys that were completed on Qualtrics.  To filter the data to 

find eligible respondents, the following parameters were enacted.  First, a response must have 

taken at least ten minutes to complete.  The reasoning behind this was the researcher, colleagues, 

as well as members of the committee, took the survey to test how long it would take to complete.  

The timeframe ranged from ten to twenty minutes.  When receiving the data, the two Lifetime 

Discrimination scales had questions needing a ‘yes’ to the preceding prompt and the Bicultural 

Stress having a choice of ‘does not apply,’ which may explain the variance in duration to 

complete the survey.  Second, the researcher did not allow duplicate IP addresses to turn in the 

survey.  Third, the researcher eliminated responses that were suspicious.  This consisted of more 

than two responses that were started and turned in at the same exact time, and responses that 

were nearly identical (in responses and demographic information).  Fourth, respondents must 

have answered ‘yes’ to being born in another country or having at least one parent being born 

abroad.  The respondent must also have answered which country, or countries, they or their 

parents were born in.  This is to filter out generational Americans and focus entirely on the target 

population.  Fifth, all responses that require a fill-in response (age, years of military service, 

country of birth [for 1st generation], countries of birth of parents [for 2nd generation]) must be 

completed.  Those that left any of these questions blank, will not be counted.  This is to prevent 

bots or other extraneous users from being counted.  Sixth, respondents who stated that they are 

active duty (from the years of service question), were also eliminated from consideration, as this 

is a study on veterans, not active-duty members.  After the filters were enacted, there were a total 

131 respondents.   
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The researcher recruited participants in the following ways.  First, numerous veteran 

organizations were contacted via email and/or telephone, with three stating that they would add a 

description to the study in their newsletter: Chinese American Military Support Group (CAMS), 

National Association of Minority Veterans of America (NAMVETS of America), and the 

Japanese American Veterans Association (JAVA).  Second, Facebook groups that posted a 

description to the study include Cal (UC-Berkeley) Veterans Group, Veterans Support Group, 

NYU Military Alliance, and Asian Pacific American Veterans.   Third, the researcher posted a 

description of the survey, which was made public, on his personal Facebook and LinkedIn 

accounts.  Fourth, the researcher reached out to former military colleagues, both active duty and 

veterans, to share the study on their page.  The researcher only contacted colleagues that served 

for eight years or longer, in hopes that their Facebook friends list would consist of a lot of 

veterans.  A total of twelve former colleagues shared the study, all of whom made the study 

public.   

Descriptive Statistics 

 Tables 7.1 - 7.3 presents detailed information related to the demographics of the study 

(n=131).  Table 7.1 presents detailed information on age, race, years of military service, and 

whether they have been on deployment.   

Table 7.1 
 Years (N) N (%)  

  
Age                 

Mean                39.37 (131) 

Race          

Black or African American |                     17 (13.00)        

Hispanic or Spanish Origin |                18 (13.74) 
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Latino or Latinx |                 11 (8.40)         

Middle Eastern or North African |                3 (2.30) 

Native Hawaiian or Pacific Islander |                3 (2.30) 

South Asian |                  10 (7.63) 

Southeast Asian |                 18 (13.74)    

East Asian |                   6 (4.6) 

White |                   41 (31.3)  

I prefer not to disclose |                  4 (3.05)        

Total            131 (100) 

Years of military service        

Mean                  5.87 (131) 

Ever been on deployment       

Yes            42 (32.31)  

No            88 (67.69) 

Did not state          1 (.76)    

 

Table 7.2 presents detailed information on the immigration status of the participants.  The 

participants are almost split evenly (51/49) between first- and second-generation immigrant 

veterans.  However, the majority (77%) of all participants were either born abroad or entered the 

US before age 18.   

Table 7.2 

 
 

N (%)  
  

Born outside of the USA       

Yes           67 (51.15) 

No           64 (48.85) 

Total           131 (100) 

Age Entered the United States      
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Before 18          101 (77.10) 

After 18          19 (14.5) 

Did not state          11 (8.4) 

At least one parent born outside of the USA    

Yes           131 (100)  

No           0 (0) 

Total           131 (100) 

 

 Table 7.3 presents detailed information on mental health.  Most of the participants (108) 

struggled with some sort of mental health issue(s) and voluntarily sought mental health treatment 

(102), making the treatment seeking rate for the sample at 94%.    

Table 7.3   

 
 

N (%) 
 

Struggled with any mental health issues     

Yes           108 (82.44) 

No           23 (17.56) 

Total           131 (100) 

Sought mental health treatment       

Yes            102 (78.46) 

No           28 (21.54) 

Did not state          1 (.76) 

Total           131 (100) 

 

First-generation vs. Second-generation veterans  

Table 7.4 and 7.5 presents detailed information on the descriptive statistics and facilitator 

data.  When comparing first- and second- generation immigrant veterans, the data shows that 
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second-generation immigrant veterans (56%) felt that finding a culturally competent therapist is 

more difficult in comparison to their first-generation counterparts (67%).   

Table 7.4 – First generation immigrant veterans – Descriptive statistics and Facilitators 

 
 

N (%) 
Struggled with any mental health issues     

Yes           55 (82.1) 

No           12 (17.9) 

Total           67 (100) 

Sought mental health treatment       

Yes            52 (77.6) 

No           15 (22.4) 

Total           67 (100) 

Access to a culturally competent therapist 

Yes           44 (67.7) 

No           21 (32.3) 

Encouragement from family and friends 

Yes           61 (91.0) 

No            6 (9.0) 

Table 7.5 – Second generation immigrant veterans – Descriptive Statistics and Facilitators 

 
 

N (%) 
Struggled with any mental health issues     

Yes           53 (82.8) 

No           11 (17.2) 

Total           64 (100) 

Sought mental health treatment       

Yes            50 (79.4) 

No           13 (20.6) 

Total           67 (100) 

Access to a culturally competent therapist 
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Yes           36 (56.2) 

No           28 (43.8) 

Encouragement from family and friends 

Yes           58 (90.6) 

No            6 (9.4) 

 

Table 7.6 and 7.7 presents detailed information on the scores of the scales.  Second 

generation immigrant veterans scored higher on bicultural stress than their first-generation 

counterparts (50.56 to 49.67, or a 1.8% difference).  Second-generation veterans also scored 

higher, on average, in all six subscales of the BMHC scale and on the BMHC scale itself.  The 

highest difference between the two groups, by percentage, of the subscales were Negative value 

of mental health (8%) and ingroup stigma (6.4%), while the smallest difference was in lack of 

knowledge (.9%).  The BMHC scale itself had a 5.8% difference (91.05 to 86.06).  Second-

generation immigrant veterans also scored lower on the fit within the VHA scale, which means 

that they feel less comfortable with the VHA than the first-generation counterparts (24.89 to 

28.67, or a 15% difference).   

 First-generation immigrant veterans scored higher on all four discrimination scales, with 

prior to the military lifetime discrimination yielding the biggest difference (3.09 to 2.72, or 14% 

difference).  Also of note, first-generation immigrant veterans scored lower in both 

discrimination scales after joining the military, but second-generation immigrant veterans scored 

higher in everyday discrimination after joining the military (29.14 to 30.06, or 3.2%).  The other 

variables or descriptive statistics (encouragement from family and friends, mental health issues, 

sought mental health treatment) yielded little to no difference.  
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Table 7.6 – First generation immigrant veterans scores 

Variable    N Mean  Std. dev. Min Max  

     

Negative value of mental health 67 15.46  5.022  5 26 

Ingroup Stigma   67 14.99  4.67  5 30 

Discomfort of emotions  67 16.90  3.97  5 25 

Lack of knowledge   67 9.40  2.96  3 18 

Lack of Access   67 12.49  4.01  4 24  

Cultural Barriers   67 17.19  4.32  5 26 

BMHC total score   67 86.06  16.64  29 121 

Prior to the military 

   Lifetime Discrimination  67 3.09  2.12  0 6 

   Everyday Discrimination  67 29.84  10.20  12 52 

During the military 

   Lifetime Discrimination  67 2.66  2.07  0 6   

    Everyday Discrimination  67 28.67  11.77  9 54 

Bicultural Stress   66 49.67  19.14  4 80 

Fit within the VHA   65 26.58  4.73  6 38 

 

Table 7.7 – Second generation immigrant veterans scores 

Variable    N Mean  Std. dev. Min Max  

 

Negative value of mental health 64 16.70  4.92  5 25 

Ingroup Stigma   64 15.95  4.71  5 30 

Discomfort of emotions  64 17.94  3.84  5 25 

Lack of knowledge   64 9.48  2.49  3 15 

Lack of Access   64 12.97  3.55  4 21   

Cultural Barriers   64 17.95  3.72  5 26 

BMHC total score   64 91.05  17.65  27 134 

Prior to the military  
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   Lifetime Discrimination  64 2.72  1.81  0 6 

   Everyday Discrimination  64 29.14  9.37  9 45 

During the military 

   Lifetime Discrimination  64 2.34  1.91  0 6   

   Everyday Discrimination  64 30.06  11.05  9 47 

Bicultural Stress   64 50.56  14.00  19 74 

Fit within the VHA   63 24.89  3.71  15 33 

 

Analyses 

 Stata statistical software was used to test the hypotheses surrounding treatment seeking 

behavior of the target population.  Logistic regression was used to examine the relationship 

between seeking mental health treatment, the dependent variable, and treatment facilitators, 

barriers to seeking mental health treatment, bicultural stress, discrimination, and treatment fit 

within the VA when controlled for the covariates of race (dichotomous, white/non-white), 

whether the respondent has deployed, coded as ‘deployment’ (dichotomous, yes/no), and 

whether the respondent has ever suffered from mental health issues (dichotomous, yes/no).  It 

should also be noted that the researcher checked for the violation of the multicollinearity test by 

using Variance Inflation Factor (VIF).  None of the variables that were used were not correlated 

to one another, as evidenced with all VIF scores being below 5.00 and mean VIF to be 2.23 

(Appendix F).   

Reliability Analysis 

Barriers to seeking mental health counseling (BMHC) scale 

 The modified version of the BMHC scale was 27 close-ended questions with six 

subscales: Negative Perceived Value, Discomfort with Emotions, Ingroup Stigma, Lack of 
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Knowledge, Lack of Access, and Cultural Barriers (Shea et al., 2019).  All indicators were 

measured in ordinal format, which range from 1=slight disagree to 6=strongly agree.  This means 

that the higher the composite score, the more barriers the participant feels in getting mental 

health treatment.  Questions related to the modified version of the BMHC scale were assessed for 

reliability using Cronbach’s alpha,  = .89.  Based on the value of alpha, the BMHC scale has a 

good internal consistency. 

Lifetime Discrimination Scale – Prior to, and during, military service 

Lifetime discrimination scale used a dichotomous format and if the participant answered 

“yes,” they would then select the reason for their unfair treatment (Kershaw et al., 2016).  To 

differentiate the discrimination felt prior and during the military service, the Lifetime 

Discrimination scale was given twice, once with instructions for “prior to military service” and 

once for “during military service.”  There were a total six questions used for the reliability 

analysis, with a higher composite score representing a higher level of lifetime discrimination.  

Questions related to the Prior to military service Lifetime Discrimination scale were assessed for 

reliability using Cronbach’s alpha,  = 0.75.  Based on the value of alpha, the Prior to Lifetime 

Discrimination scale has an acceptable internal consistency.  Questions related to the During 

military service Lifetime Discrimination scale were assessed for reliability using Cronbach’s 

alpha,  = 0.77.  Based on the value of alpha, the During military service Lifetime 

Discrimination scale has an acceptable internal consistency. 

Everyday Discrimination Scale - Prior to, and during, military service 

 Everyday Discrimination scale consisted of a total of nine questions and asked 

participants to cite the number of experiences in which they perceived that they were treated 
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unfairly on an everyday basis.  All indicators were measured in ordinal fashion (1-6), which 

consisted of: 1= Almost every day to 6= Never, with a higher composite score representing a 

higher level of lifetime discrimination.  To differentiate the discrimination felt prior and during 

the military service, the Lifetime Discrimination scale was given twice, once with instructions 

for “prior to military service” and once for “during military service.”  Questions related to the 

Prior to military service Everyday Discrimination scale were assessed for reliability using 

Cronbach’s alpha,  = 0.92.  Based on the value of alpha, the Prior to military service Everyday 

Discrimination scale has an excellent internal consistency.  Questions related to the During 

military service Everyday Discrimination scale were assessed for reliability using Cronbach’s 

alpha,  = 0.95.  Based on the value of alpha, the During military service Everyday 

Discrimination scale has an excellent internal consistency.   

Bicultural Stress Scale 

 The Bicultural Stress scale consists of twenty total questions and asked participants to 

rate their level of stress with bicultural stressors.  Indicators were measured in ordinal fashion, 

ranging from 1 = Not at all stressful to 5 = Very stressful, while the choice ‘does not apply’ was 

a neutral choice (0).  The higher the composite score, represents more bicultural stressors that the 

participant faces.  Questions related to the Bicultural stress scale were assessed for reliability 

using Cronbach’s alpha,  = .95.  Based on the value of alpha, the Bicultural Stress scale has an 

excellent internal consistency.    

Fit within Veterans Health Administration (VHA) scale 

 Fit within Veterans Health Administration scale consists of eight total questions and 

asked participants to assess their perceptions in their similarity to other VHA patients.  All 
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indicators were measured in ordinal fashion, ranging from 1 = Strongly disagree to 5 = Strongly 

agree.  The higher the composite score, the less a participant feels that they are like other VHA 

patients.  Questions related to the Fit within VHA scale were assessed for reliability using 

Cronbach’s alpha,  = .63.  Based on the value of alpha, the Fit within VHA scale has an 

acceptable internal consistency.   
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Hypothesis #1a: 

First- and second- immigrant veterans with a high BMHC score are less likely to seek 

mental health treatment. 

 This research question aims to measure the extent of documented barriers (e.g., stigma) to 

seeking mental health treatment within the target population.  The BMHC scale is used to assess 

the barriers in seeking mental health treatment.  The hypothesis predicted that the higher the 

BMHC score, the less likely the target population will seek mental health treatment when 

controlled for the covariates of race, deployment, and mental health issues.  The results showed 

no statistical significance between BMHC scores and seeking mental health treatment.  However, 

the odds of seeking mental health treatment were higher for individuals with the covariate mental 

health issues (OR = 375.6, 95% CI [42.0 to 3360.6], p = .00).   

Table for regression 

   Estimates   95% CI          Odds Ratio           95% CI                   P>|z| 

BMHC                -.04   -.08, .01     .96                 .92, 1.00  .057 

Race     1.1   -.20, 2.4     3.1      .82, 11.4  .09 

Deployment     -.57    -2.0, .90      .57       .13, 2.5  .45 

Mental Health Issues      5.9     3.7, 8.1       375.6        42.0, 3360.6 .00 

 

Hypothesis #1b: 

All the documented barriers among veterans and immigrants each reduce the likelihood of 

mental health seeking amongst the target population. 

  The BMHC scale was not statistically significant however, when adding other variables, 

there was statistical significance.  The results showed that the odds of seeking mental health 

treatment were lower with the subscale of ‘Perceived negative value of mental health’ (OR=.55, 
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95% CI [.33 to .92]; p = .01) and ‘lack of access’ (OR = .59, 95% CI [.35 to .97]; p = .04) while 

the odds of seeking mental health treatment were higher with Bicultural stress (OR=1.11, 95% 

CI [1.0 to 1.2]; p = .02).  It should be noted that when using BMHC scale as a composite score, 

there was no statistically significant impact on seeking mental health treatment (Hypothesis 1a).  

However, when using the BMHC subscales, negative perception and lack of access were 

statistically significant (Hypothesis 1b).  For the covariate ‘mental health issues,’ the odds of 

seeking mental health treatment were higher (OR = 3201.6, 95% CI [43.1 to 237808.5]; p = .00).   

Table for regression 

        Estimates      95% CI        Odds Ratio        95% CI            P>|z|  

Prior to the military 

   Lifetime Discrimination          .99      -.26, 2.23        2.70              .77, 9.3      .12  

   Everyday Discrimination             -.09      -.27, .10        .92     .76, 1.10      .35 

During the military 

   Lifetime Discrimination          -1.6         -3.3, .11       .20      .04, 1.2     .07 

   Everyday Discrimination           .16      -.09, .39      1.16     .92, 1.5             .21        

Negative perceived value           -.60             -1,1, -.08       .55      .33, .92      .02 

Ingroup Stigma             .29       -.14, .73       1.3      .87, 2.0      .19 

Discomfort of Emotions            .17       -.20, .51      1.19                .82, 1.7      .37 

Lack of Knowledge            -.07       -.54, .38      .92     .59, 1.47      .74 

Lack of Access            -.54       -1.0, .03       .58             .35, .97     .036 

Cultural Barriers             -.01       -.40, .37       .99            .67, 1.45               .95  

Bicultural Stressors   .10               .02, .19      1.11 1.02, 1.20     .018 

Fit within VHA   .25         -.03, .52      1.28 .98, 1.68     .07 

Race     .99         -.70, 2.7       2.70 .50, 14.43      .25 

Deployment    -.14         -2.2, 1.9       .87  .11, 6.7      .89 

Mental Health Issues   8.1          3.8, 12.38      3201.6 43.10, 237808.5   .00 
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Hypothesis #1c: 

A model combining all the documented barriers will be a strong indicator in treatment 

seeking behavior 

 This model combined the subscales of the BMHC scale, all discrimination scales, 

bicultural stress scale, and the treatment fit within the VA scale.  The hypothesis predicted that 

this model of documented barriers would be a strong indicator in treatment seeking behavior.   

For this model, the Pseudo R2, or the goodness of fit, was a 0.70.   

Hypothesis #2: 

Discrimination experienced prior to military service, discrimination during military 

service, and bicultural stress will decrease treatment seeking for the target population. 

 This research question aims to measure the extent of how socio-cultural forces such as 

discrimination (both prior to, and during military service) and bicultural stress affect mental 

health treatment seeking amongst the target population.  This hypothesis predicted that 

discrimination and bicultural stress would decrease treatment seeking for the target population 

when controlled for the covariates of race, deployment, and mental health issues.  The results 

showed that discrimination (both prior and during military service) and bicultural stress were not 

statistically significant in effecting an individual’s mental health seeking behavior.  It should be 

noted that bicultural stress did yield statistical significance when included in a model containing 

all the documented barriers (Hypothesis 1b) but did not yield statistical significance when 

included in a model with discrimination only (Hypothesis 2).  However, the covariate ‘mental 

health issues,’ was statistically significant and the odds of seeking mental health treatment were 

higher with mental health issues (OR=192.1, 95% CI [3.2 to 7.3]; p = .00).   
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Table for regression 

        Estimates   95% CI       Odds Ratio      95% CI           P>|z| 

Prior to the military 

   Lifetime Discrimination        .18    -.41, .76    1.9        .66, 2.2  .56  

   Everyday Discrimination           -.01    -.06, .07    .95        .82, 1.08  .44 

During the military 

   Lifetime Discrimination        -.31    -1.0, .40    .74        .37, 1.49  .39 

   Everyday Discrimination            .02    -.13, .15    1.0        1.0, 1.10   .86      

Bicultural Stressors         .04     -.01, .09    1.05       .98, 1.10  .062 

Race           .82     -.50, 2.15     2.3        .60, 8.6  .22 

Deployment          .01      -1.53, 1.55    1.0            .22, 4.7                .99 

Mental Health Issues         5.3      3.2, 7.3    192.1         25.4, 1450.2       .00   

 

Hypothesis #3 

Access to a culturally competent therapist, encouragement from family and friends, and 

treatment fit within the VA will increase treatment seeking for the target population. 

 This research question aims to find the extent of which the three documented facilitators 

impact mental health treatment seeking amongst the target population when controlled for the 

covariates of race, deployment, and mental health issues.  This hypothesis predicted that these 

facilitators would increase mental health treatment seeking amongst the target population.  The 

results show that the odds of seeking mental health treatment were higher with the facilitator 

‘culturally competent therapist’ (OR=7.7, 95% CI [1.4, 43.5]; p = .02) and ‘Encouragement to 

seek treatment from family and friends’ (OR=14.92, 95% CI [1.5 to 146.4]; p = .02).  Fit within 

the VHA was not statistically significant.  For the covariate ‘mental health issues,’ the odds of 

seeking mental health treatment were higher (OR = 452.4, 95% CI [36.5 to 5599.1]; p = .00).  

This hypothesis includes the scale, fit within the VHA, as well as demographic questions 
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(dichotomous, yes/no) ‘Do you have access to therapists who you feel can understand your 

cultural background?’ and ‘Do your friends and family support you in seeking mental health 

treatment?’  For the chart below, access to a culturally competent therapist is labeled “Therapist” 

and friends and family support is labeled “Encouragement.”   

Table for regression 

      Estimates      95% CI     Odds Ratio        95% CI             P>|z|  

Therapist       2.0                .31, 3.77       7.71       1.4, 43.5            .02 

Encouragement                2.70               .42, 4.99       14.92       1.52, 146.4           .02 

Fit within VHA       .07     -.08, .21       1.07       1.05, 1.34             .36 

Race         1.02             -.38, 2.4       2.79                   .71, 10.9            .14 

Deployment       -1.13    -3.0, .73       .32          .05, 2.06             .23 

Mental Health Issues        6.1      3.6, 8.60         452.4      36.5, 5599.1          .00 

 

Hypothesis #4 

A model including a combination of barriers and facilitators will be a stronger predictor of 

treatment seeking behavior than a model that only includes barriers or facilitators 

 This hypothesis predicted that a model that combines both barriers and facilitators would 

be a strong predictor of treatment seeking behavior when controlled for the covariates of race, 

deployment, and mental health issues.  The barriers for this model include the following scales: 

the six barriers in the BMHC scale, which include negative perceived value of mental health, 

ingroup stigma, discomfort of emotions, lack of knowledge, lack of access, and cultural barriers.  

The discrimination scales: everyday discrimination prior to military service, lifetime 

discrimination prior to military service, everyday lifetime discrimination during military service, 

and lifetime discrimination during military service.  The bicultural stress scale was also included 

for the barriers.  For the facilitators, the fit within the VHA scale was used, as well as 
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demographic questions (dichotomous, yes/no) ‘Do you have access to therapists who you feel 

can understand your cultural background?’ and ‘Do your friends and family support you in 

seeking mental health treatment?’  For this model, the Pseudo R2, or the goodness of fit, was a 

0.77.  When compared to the barriers model (Pseudo R2 = 0.70) and the facilitators model 

(Pseudo R2 = 0.59), this model that includes barriers and facilitators (Pseudo R2 = 0.77) is the 

strongest predictor of treatment seeking behavior for the target population.      

Barriers and Facilitators of seeking treatment 

The facilitator of encouragement from family and friends is the protective factor with the 

barriers of negative perception of mental health and lack of access. 

 Given the data above, this hypothesis predicted that encouragement from family and 

friends would be the protective factor for seeking mental treatment for the variables that lowered 

the odds of seeking treatment (negative perception of mental health and lack of access).  When 

running an interaction between encouragement and negative perception of mental health and lack 

of access, the researcher controlled for the covariates of race, deployment, and mental health 

issues.  There was no statistical significance between encouragement and treatment seeking 

behavior.  For negative perception of mental health, there was a negative association between the 

variable negative perception of mental health and treatment seeking behavior (β = -.62,; 95% CI 

[-.08, -.03]; p = .015).  When running an interaction between encouragement with perceived 

negative value, there was a statistical significance (β = .79,; 95% CI [.02, .08]; p = .02).  

Encouragement from family and friends could play a protective role on the negative 

consequences in the negative perception of mental health.   

Table for regression 

     Coefficient        95% CI            Beta        95% CI   P>|z|  
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Encouragement  -.54  -1.3, .26   -.36         -1.2, .08  .19 

Negative value  -.05  -.09, -.01   -.62        -.08, -.03  .015          

Interaction: Encouragement  

With Negative value  .05  .01, .07  .79        .02, .08  .02 

Encouragement  .24  -.46, .94 .16        -.64, 1.1  .50  

Lack of Access  -.01  -.05, .04 -.07         -.07, .05  .75 

Interaction: Encouragement 

with Lack of Access    .02  -.01, .05 .11      -.05, .07  .26 
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Chapter Eight: Discussion 

 There is evidence that immigrants (Aragona et al., 2012) and veterans (Muller et al., 

2017) are seeking mental health treatment at a less than desirable rate, even though they may be 

more susceptible to mental health issues (Lee et al., 2021).  A possible explanation for this may 

be due to immigrants experiencing bicultural stress (Li & Anderson, 2015) and not having 

enough treatment facilitators, which include having access to a culturally competent therapist 

(Lee et al., 2021).  This chapter highlights the findings from the study, recommendations on how 

to alleviate these issues, limitations of the study, and areas for future research.   

Discussion 

 Research on the target population is limited, with much of the current literature focusing 

on veterans or immigrants, and not on immigrant veterans.  The research questions in this study 

focused on what barriers and facilitators impact treatment seeking behavior for the target 

population.  The findings suggest that perceived negative value of mental health and lack of 

access decrease the odds of seeking mental health treatment, while bicultural stress, and the 

treatment facilitators of “access to a culturally competent therapist” and “encouragement from 

family and friends,” increase the odds of seeking mental health treatment.  When constructing a 

model that best predicts treatment seeking behavior, a model that consists of both barriers and 

facilitators best predict treatment seeking behavior, more so than models that only consist of 

barriers or facilitators.  This chapter highlights, as well as provide context, to these findings as 

well as discuss each concept in further detail.     

Treatment Seeking 
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 Seeking mental health treatment was defined as someone who sought mental health 

treatment voluntarily (not ordered by court or supervisors) at any point in their lives.  The data 

from this study found that 94% of those who suffered from mental health issues sought mental 

health treatment.  This finding differs from the literature, as the rate of seeking treatment is 

higher for both immigrants (Lee et al., 2021) and veterans (Muller et al., 2017).  The data from 

this study indicates that the target population may be seeking treatment at a higher rate than 

immigrants or veterans.    

Negative Perceptions of Mental Health 

 The framework for negative perception of mental health surrounds the conception and 

recognition of mental health problems, culturally informed etiology, and conceptions of cure 

(Shea et al., 2019).  Research shows that negative perceptions of mental health is a barrier for 

seeking mental health treatment both for immigrants (Demazure et al., 2022) and for veterans 

(Silvestrini et al., 2021).  The data from hypothesis 1c, found that the negative perception of 

mental health lowered the odds of seeking mental health treatment.  This finding supports the 

existing research, as immigrants may not be as clear on what mental health care consists of, 

which leads to distrust of the mental health care field (Demazure et al., 2022).  The data from 

this study indicates that the target population needs more information about mental health and 

that if they were to seek treatment, that mental health care should be curated towards their issues 

and needs.   

Lack of Access 

 The framework for lack of access to mental health treatment are logistical barriers such as 

financial, geographical, or time constraints (Shea et al., 2019).  Research shows that lack of 

access decreases seeking mental health treatment both for veterans (Hester, 2017) and for 
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immigrants (Diaz & Fenning, 2021).  The data from hypothesis 1c, also found that the lack of 

access lowered the odds of seeking mental health treatment.  Not having access to mental health 

treatment can be devastating, as veterans who need, but do not receive mental health care, is 

often a leading cause for suicide (Hester, 2017, thus why it is imperative to have more access to 

mental health treatment (e.g., more hours) before symptoms become worse.  The data from this 

study indicates that the target population may struggle more with lack of access issues than their 

generational American counterparts.   

Bicultural Stress  

 Research shows that the bicultural stress has negative health implications, for both first-

and second-generation immigrants (Lozano et al., 2022) and that second-generation immigrants 

are at particular risk of acculturative stressors (Liu et al., 2022).  The data also indicates this, as 

bicultural stress leads to increased odds of seeking mental health treatment, and that second-

generation immigrant veterans are more prone to having bicultural stress than their first-

generation immigrant counterparts (Table 7.6 and 7.7).  The findings from this study indicate 

that being more attuned and aware of issues surrounding bicultural stress, especially of second-

generation immigrant veterans, could lead to an increase in seeking mental health treatment for 

the target population.   

Access to a Culturally Competent Therapist 

 The data from hypothesis three showed that access to a culturally competent therapist 

increased the probability of seeking mental health treatment, which supports the existing 

research that access to a culturally competent therapist is a facilitator for seeking mental health 

treatment (Lee et. al., 2021).  This indicates that the target population feels that access to a 

culturally competent therapist greatly influences their treatment seeking behavior, which also 
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aligns with the existing research (Meyer & Zane, 2013).  The data also showed that fewer 

second-generation immigrant veterans feel that they have access to a culturally competent 

therapist, in comparison to their first-generation counterparts (Tables 7.4 and 7.5).  The findings 

from this study indicate that the target population needs access to a culturally competent 

therapist, especially second-generation immigrant veterans.  Using technological advances (e.g., 

telemedicine) can provide more effective and efficient treatment, and allows the target 

population access to culturally competent therapist, which could increase the odds of seeking 

mental health treatment.   

Encouragement from family and friends 

 The data from this study shows that the influence of family members and friends hold 

significant impact in treatment seeking behavior of the target population, which corresponds with 

the existing research (Spoont et. al., 2014).  The data from hypothesis three shows that 

encouragement from family and friends increase the odds of seeking mental health treatment 

while the interaction between encouragement and negative perception of mental health showed 

that encouragement from family and friends may be the protective factor in seeking mental 

health treatment.  The data from this study indicate that the target population may need more 

encouragement from their social support network in seeking mental health treatment; thus, it is 

imperative to include family members, which can be through language accessibility and family 

involvement during treatment.   

Recommendations for Social Work 

Social Work Education  
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 The findings from this study suggest that first- and second-generation immigrant veterans 

respond differently to bicultural stress, the implication being that first- and second-generation 

have differing issues and needs.  Social Work education must strive to view the veteran 

holistically and Social Work educators must teach students to not view veterans through a 

narrow prism, but as a diverse group with varying issues, culture, and values.  A way to change 

the perspective about first- and second-generation immigrant veterans to future social workers is 

to educate them properly.  Many organizations, including educational institutions, are shaped by 

the dominant culture, which makes it difficult for them to develop the proper clinical 

interventions for understudied groups (McGoldrick et al., 2021).  As with any other population, 

first- and second- generation immigrants are not a monolith, and their issues and needs can vary 

widely (Stroink & Lalonde, 2010).  As evidenced by the data (tables 7.4 & 7.5), fewer second-

generation immigrant veterans feel that they have access to a culturally competent therapist, in 

comparison to their first-generation counterparts (56% to 68%, respectively).  Second-generation 

immigrant veterans may need an intervention that is subtle but requires unconventional modes of 

thinking.  Social Work educators must strive to teach future social workers about second-

generation immigrant veterans with historical context, self-awareness, maintaining a 

nonjudgmental attitude, and expanding their lexicon (Bowland et al., 2013).  Something as 

simple as using words only second-generation immigrants use, such as a hybrid of the language 

they use at home and English (e.g., Spanglish), can build rapport in a subtle but effective way.    

As noted above, bicultural stress is a prominent issue, especially for second-generation 

immigrant veterans.  This suggests that when working with second-generation immigrant 

veterans, therapists should address issues that combat bicultural stress, and not just monocultural 

issues.  An example would be first-generation immigrant veterans may have more of a language 
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barrier (Lee et al., 2021) but second-generation immigrant veterans may need more attention to 

understanding the nuance of acculturation issues (Suarez-Orozco et al., 2021), such as navigating 

between two cultures but never quite fitting into one (Stroink & Lalonde, 2010).   

Social Work Practice 

According to the data from this study, access to a culturally competent is essential in 

seeking treatment for the target population, the implication being that if the target population had 

more access to a culturally competent therapist, they would be more prone to seeking mental 

health treatment.  While there is no direct link between this issue and telemedicine, what is clear 

is that telemedicine can be a more efficient way for the target population in accessing a culturally 

competent therapist.  While it would be nearly impossible to match therapists and clients with 

similar demographics (e.g., race, immigrant status) in physical locations like clinics and 

hospitals, it is much more feasible with telemedicine, or technology-based, services.  Research 

shows that minority clients feel that race and ethnicity were an important factor in mental health 

treatment (Meyer & Zane, 2013).  Telehealth services require much less overhead (Grubbs et al., 

2022) and allows organizations to hire therapists from around the country, and not be restricted 

by the talent that is located within a client’s immediate or metropolitan area.  Telemedicine 

allows the target population, especially those in a rural setting or abroad, to access mental health 

services regardless of where they are located (Hughes et al., 2019).  If a second-generation 

Nigerian immigrant lives in a rural or predominantly white city or town, their access to a 

culturally competent therapist is significantly decreased.  However, through telemedicine, 

organizations can hire a more diverse workforce and choose from a larger pool of applicants, 

which can better serve the needs of second-generation immigrant veterans.  Technology-based 
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intervention can also be used for changing negative perceptions of mental health, another barrier 

to seeking treatment for the target population.   

While changing perspectives of mental health is a challenging feat, using tools such as 

technology and understanding the needs of the target population, can help ease the worries 

around mental health treatment for the target population.  Research shows that when 

psychoeducation is delivered through technological means (e.g., websites, apps), it can fuel 

public interest in discussing mental health, raise public awareness and combat negative 

perceptions of mental health (Ross, 2020).  The use of target advertisements from various 

platforms (e.g., YouTube, Google, Facebook) geared towards the target population, and 

emphasizing that privacy and confidentiality will be upheld when seeking mental health 

treatment, as this is a particularly important issue for immigrants (Arora & Algios, 2019), could 

be considered.  Another way of dispelling negative perceptions of mental health is to focus on 

issues that the target population values.  Immigrants have a negative perception of psychotherapy 

(Rogers-Sirin, 2013), and instead tend to focus on day-to-day problems and do better in activity-

based interventions and group sessions (Demazure et al., 2022).  A marketing campaign that 

focuses on these aspects of therapeutic interventions can be more appealing to the target 

population, which can assist in changing the negative perceptions of mental health.  While 

technology-based treatment can be useful, Social Work practitioners must also be cognizant of 

choosing the correct treatment for the target population.   

 The target population is a diverse group, and some individuals may respond to certain 

types of Evidence Based Practices (EBPs), such as CBT, while others may not.  When working 

with the target population, Social Work practitioners should be open towards alternative 

therapeutic methods such as Mindfulness, which has been employed by institutions like the VA 
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and has shown effectiveness (Kukla et al., 2022) and could be of particular importance when 

dealing with bicultural stress (Liu et al., 2022).  Using alternative treatment models could be vital 

for improving outcomes for the target population, especially for individuals that do not respond 

as well to Western treatment modules (Comas-Dias, 2005).   

 Social Work Policy 

  As the data demonstrates, the target population has a variety of needs, which include 

lack of access and encouragement from family and friends.  From a policy perspective, 

organizations that work with veterans, like the VA, could mirror that of the city of San 

Francisco’s Community Behavioral health services.  This city program offers a 24-hour, 7 day a 

week hotline in multiple languages, which include Chinese, Spanish, Vietnamese, Tagalog, and 

Russian.  This is important, as research has shown that family involvement is vital in seeking 

treatment for the target population (Song et al., 2022).  The city also has hotlines that include 

suicide prevention, psychiatric emergency services, and mobile crisis, which allows its diverse 

occupants access to a variety of mental health services that suit their needs.  The veteran 

population is also diverse and providing 24-hour access to a wide ranging of mental health needs 

and involving family members, and not just a suicide hotline, can help prevent a mental health 

crisis now and in the future.  To alleviate the issue of lack of access, resources should be 

allocated towards organizations that allow them to make mental health care more accessible, but 

with the target population in mind.   

To improve the outcomes for immigrant veterans, public and non-profit health providers 

(both state and local) must work together to increase the availability of crisis intervention and 

mental health services (Hester, 2017).  With a collaborative effort, these providers can 

consolidate resources and provide more mental health hotlines, and mental health clinics, that are 
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open after hours and on weekends.  While weekday, 9 to 5 clinics are helpful, many immigrant 

veterans work during this time and are not able to take enough time off work, or other 

obligations, for meaningful therapy (e.g., once a week) (Bommersbach et al., 2021; Swick & 

Powers, 2018).  While this is an optimal solution, it may not be the most cost-effective, which 

would be essential for the VA.  The VA has an operating budget of $440 billion dollars for fiscal 

year (FY) 2021 and is applying to increase that budget to $469.9 billion for FY 2022 (“Office of 

Research & Development,” 2021).  While this may seem like a lot of funding, the VA budget 

accounts for several things (e.g., benefits programs and departmental administration), and less 

than half goes to the VHA (“Office of Research & Development,” 2021); which is why it is 

essential for Congress to focus on the most cost-effective solution in delivering health care to 

veterans.  Hiring mental health service contractors could be a possible solution.  The VA 

currently has contractors for mental health services, but it is only intended for “limited 

situations” (“Community Care,” 2022).  While it would be harder for the VA to monitor what a 

contractor does, this should not be the focus.  What is important is finding what is most effective 

and efficient in terms of treating the target population and if the VA is unable to provide 

adequate services for the target population, contracting out these services could better address 

their needs (e.g., access to a culturally competent therapist).  Most veterans do not think the 

VHA can provide adequate healthcare (Farmer et al., 2016), thus using contractors could 

enhance seeking mental health treatment.  Money is another factor, and while costly in the short 

term, not needing to pay retirement funds or other benefits for VA workers could be more cost-

effective in the long term.  Opening a physical location also has a lot of overhead, which include 

utility bills, rent, and security, while hiring a contractor would alleviate these long-term costs.  

Encouragement from family and friends, and family involvement are also crucial in the target 
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population seeking mental health services.  Lack of access to mental health care can be alleviated 

through simple and creative solutions. 

Community and family involvement is crucial for the target population in seeking mental 

health treatment.  Research has shown that virtually (online) delivered support programs help 

immigrants in establishing communities and encouragement surrounding challenging topics like 

mental health (Song et al., 2022).  Resources should be allocated towards helping family 

members and friends and, like the suggestions made for lifting negative perceptions of mental 

health, these include a hotline, website, and apps, that educate them in how they can help 

encourage their veteran family member that needs mental health treatment.  While the target 

population may need a requisite level of English proficiency, the family members and friends 

may not be as proficient in English.  To improve outreach to these family members and friends, 

resources should be allocated towards translating these documents, whether on the app and 

website, to various languages.  Research shows that a language barrier is a barrier for first-

generation immigrants (Swick & Powers, 2018) and engaging with families of first- and second-

generation immigrants (Arora & Algios, 2019).  Having information of what to say and do to 

encourage, and what not to say or do that could potentially discourage their loved ones from 

seeking mental health treatment; as well as any other resources these family and members and 

friends can access to help the target population.  Particular attention should be paid towards the 

target population, and their unique issues, verbiage, culture, etc.  Another way to encourage the 

target population in seeking mental health treatment is involving the family during mental health 

treatment.  Research has shown that immigrants respond to family-based interventions, which 

alleviate their stressors and prevent poor health outcomes (Lozano et al., 2022).  Involving 
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family in mental health treatment can make treatment feel less daunting and lonely, while 

allowing family members to participate and feel vested in their outcome.   

While minority immigrants may not find psychotherapy to be effective (Rogers-Sirin, 

2013), with these tools and technological advances, this could enhance the probability that 

treatment can be useful, and increase the accessibility to mental health treatment, all in the 

comforts of the client’s home.  There would not be a need to take time off work or needing 

transportation to get to and from a mental health service provider.  Despite the barriers that exist 

(i.e., not technologically savvy), older veterans still identified potential benefits and solutions for 

telehealth services (Weldon et al., 2022).  While websites and apps currently exist, and have 

shown effectiveness in treating anxiety, depression, and stress (Grubbs et al., 2022), more can be 

done to enhance these services and make them more user-friendly and effective, and accessible 

to the target population.   

Implications for Future Research 

 The findings of this study supported some, and negated other findings of prior research.  

While documented barriers such as lack of access and negative perceptions of mental health, and 

facilitators such as access to a culturally competent therapist and encouragement from family and 

friends, were significant.  While barriers such as discrimination and facilitators such as fit within 

the VHA, were not significant.  Additional research is needed to determine whether it was due to 

limitations of the current study or because barriers and facilitators are in fact different for 

immigrant veterans, than for immigrants and veterans distinctly.  Whether it is through lifting 

negative perceptions of mental health or increasing access to services, the specific needs of the 

target population must be addressed.  The findings of this study demonstrated that more research 
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is needed to gain a better understanding of the target population and their treatment seeking 

behavior.   

The role of discrimination 

 While research shows that discrimination plays a part in not seeking mental health 

treatment amongst minority veterans (Miller et al., 2022), it was surprising that all four-

discrimination scales were not statistically significant in any of the logistic calculations for this 

study.  This may signify more research is needed in understanding the role that discrimination, as 

well as in tandem with race/ethnicity and gender (since they are the bases of discrimination), 

plays in treatment seeking behavior for the target population.  Qualitative research may provide 

the best research strategy, as the feeling of discrimination can be complex with stigma and 

internalized behavior (Lakeman et al., 2012), especially with the added variable of military 

culture.  Qualitative research can better capture the experience of discrimination as it is deeply 

personal, and a scale may not accurately depict the level of impact it has on treatment seeking 

behavior.     

Models in predicting seeking mental health treatment 

While literature exists for understanding the mental health treatment seeking barriers and 

facilitators for immigrants and veterans, there are limited studies in understanding which model 

is the best predictor for treatment seeking behavior.  Hypothesis four found that a model that 

includes barriers and facilitators is the best predictor of treatment seeking behavior for the target 

population.  While the barriers and facilitators model had the highest Pseudo R-Squared, this 

does not necessarily indicate that this is the best model.  As Acock (2018) states, Pseudo-R-

Squared may not explain the variance of the model and some researchers do not report the 
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pseudo-R-Squared.  More research should be done to understand what combination of barriers 

and facilitators increase, or decrease, treatment seeking amongst the target population.  An 

example would be combining the barrier of discrimination, with the facilitator encouragement 

from family and friends, would lead to increased treatment seeking behavior but discrimination 

combined with access to a culturally competent therapist, would lead to a decrease in seeking 

mental health treatment.  Finding a more in-depth model would clarify the potentially nuanced 

treatment seeking behavior of the target population.   

Fit within the VHA 

 It was surprising that fit within the VHA was not significant in any of the regression 

models.  As Hester (2017) suggests, veterans that do not primarily rely on the VHA to address 

their mental health issues, may not be receiving the proper crisis intervention elsewhere.  Which 

is not surprising, as the VHA’s mission is to focus solely on the issues of veterans, and this 

should be the primary source of mental health needs for veterans.  However, only a fraction of 

veterans uses the VHA as their primary source of medical treatment (Farmer et al., 2016), it is 

important to understand why that is so.  In the future, a researcher could consider survey 

questions such as “If you were to seek mental health treatment (or are currently seeking), where 

would you go?” with choices that would be “a) VA b) outside the VA.”  Another question could 

be “Would you ever seek mental health treatment with the VA?” with choices being “a) yes b) 

maybe c) not at this time d) never.”  These questions could serve as the dependent variable(s) in 

figuring out why the target population are choosing to use, or not use, the VA for their mental 

health care needs.   

Differences in First- and Second-Generation Immigrant veterans 
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As tables 7.6 and 7.7 illustrate, there are distinct differences between first- and second-

generation immigrant veterans.  Just like any other group, the target population is not a monolith, 

and their issues should not be treated as such.  Further research, in particular qualitative research, 

can start to understand the nuance of identity, especially amongst second-generation immigrant 

veterans.  Future research could explore the impact on help seeking of  phenomenon of feeling 

not fully ‘American’ or a member of the country of origin, and the confusion of feeling like a 

patriotic Veteran but experiencing discrimination and/or xenophobia.   

Lack of Access 

 As the data shows, lack of access was an important finding in understanding treatment 

seeking behavior of the target population.  According to Table (not in existence yet), the question 

with the highest mean for lack of access was, “I don’t have time to seek or stay in counseling,” 

while the question with the lowest mean was “I have too many responsibilities to other people 

(e.g., family, friends, significant others) that would prevent me from seeking mental health 

counseling.”  As noted above, technology and more accessible hours can alleviate many issues 

regarding time to access services, but it does solve all the problems.  A study that focuses on 

more extensive questions, such as for financial means, “If your insurance provider did provide 

mental health counseling, would you seek treatment?” or “What is your treatment deductible for 

mental health treatment?  What is the highest amount you would pay for you to seek treatment?”  

With lack of time, questions that could be considered are “If your provider, or the VHA, had 

more accessible hours, would seek mental health treatment?” or “What hours would you prefer 

most to access therapy?”  These in-depth lack of access questions could provide specific answers 

as to which factors are most at play with lack of access for the target population.    

The use of technology 
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 The use of technology was used frequently in this study as a solution to many of the 

issues regarding seeking mental health treatment for the target population.  While technology has 

shown promise in solving these issues (Grubbs et al., 2022), little is known about the 

effectiveness of treatment.  Examples of these questions could include “What kind of online 

treatment modules work best for you?” or “Do you prefer individual or group therapy when 

using online treatment?”  The use of technology in delivering therapeutic interventions is still 

new, and there is much more to learn in understanding what kinds of technology-based therapy 

would work best for the target population. 

Facilitators for seeking mental health treatment 

While much attention is paid towards treatment barriers, it is equally as important to 

understand facilitators in seeking mental health treatment (Stroink & Lalonde, 2010).  In this 

study, the two facilitators that were used (encouragement from family and friends and access to a 

culturally competent therapist) were both statistically significant in seeking mental health 

treatment.  In the future, more work could be done to explore what other facilitators exist for the 

target population.  Possible independent variables that could be considered include positive 

experience while in the military, and/or mental health education prior to, or during, military 

service.   

Gender 

Future research should explore the impact that gender has on the target population and 

treatment seeking behavior.  As Harper et al. (2022) state, men with relationship issues tend to 

seek mental health treatment, while relationship issues are not a motivating factor for women, 

which illustrate the gender differences in mental health care utilization.  Future quantitative 
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research could shed light on the interaction between gender and treatment seeking facilitators 

and barriers. 

Race/Ethnicity 

 For this study, there were a high number of white respondents (31%).  The subscales 

from the BMHC (e.g., cultural barriers), and the bicultural stress and discrimination scales, are at 

least partially race-based, and having a large group that may not deal with these issues, may have 

altered the data.  While some white immigrant groups could have face bicultural stress and 

discrimination (e.g., Eastern European immigrants), others from English-speaking, first-world 

nations would not.  In the future, having a list of countries that would disqualify a potential 

participant (e.g., someone of Caucasian descent that was from England, Australia, New Zealand, 

Canada, Ireland, or South Africa) would provide a more precise analysis of the impact of race-

affected barriers like discrimination and bicultural stress on treatment seeking.  

Treatment seeking 

In this study, most of the respondents who struggled with mental health issues (108) also 

sought mental health treatment (102).  This may have altered the data, as the odds ratio and 

confidence interval for mental health issues were high.  While this study could have included a 

criterion that only allowed for participants that struggled with mental health issues, the 

researcher wanted to understand this understudied group’s thoughts on variables such as 

discrimination, barriers, and facilitators of seeking treatment.  However, in the future it would be 

beneficial to recruit a higher percentage of participants who have struggled with mental health 

issues but have not sought mental health treatment.  This allows the researcher to have would 

provide a clearer understanding of the barriers that prevent the target population from seeking 
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mental health treatment.  Moreover, with a large enough sample size with both seekers and non-

seekers represented, comparisons could be made between those who sought and those who did 

not seek treatment.   

Limitations of the Study 

 This study had several limitations.  Due to the nature of data collection (online survey), it 

is impossible to know with certainty that the respondents were veterans.  While this is a concern, 

the benefits of an online survey (ability to reach more veterans, ability for respondents to answer 

personal questions in private, etc.) outweigh the limitations; the researcher also employed 

measures to combat this issue.  First, as illustrated in the findings section, the researcher set forth 

parameters (time to finish survey, duplicate IP address, suspicious responses, meet eligibility 

criteria, must complete all fill-in responses) to eliminate any extraneous or non-eligible 

respondents.  Second, most of the groups that posted the study were military centric groups that 

have their own vetting process (e.g., NAMVETS of America, Veterans Support Group, etc.) as 

well as colleagues whom I personally served with, who posted their study on their Facebook 

page.  Third, due to the increased variables in certain models, this could have affected the Pseudo 

R-Squared value, therefore the results should be cautiously interpreted.  Fourth, the BMHC scale 

was used to measure college students’ rather than veterans’ potential barriers to mental health 

treatment, thus results should be cautiously interpreted.    

Another limitation of the study is the Cronbach’s alpha value of α = .63 for the scale Fit 

within the VHA.  A value of around 0.70 or greater is widely considered to be desirable 

however, there is no clear consensus on the acceptable value of Cronbach’s alpha, and different 

scholars use different terminology for the same values (Taber et. al., 2018).  Studies that have a 

Cronbach’s alpha value between .45-.60 were considered acceptable given the limited number of 
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items in the scale (Berger & Hanze, 2015).  Fit within the VHA had eight total questions, which 

was the lowest amongst all the scales that were used.  While it would be ideal to have a higher 

Cronbach’s alpha for Fit within the VHA, .63 is acceptable in this case.   

  Another limitation of the study is that the sample may not be representative of the 

veteran or immigrant population in terms of treatment seeking rate.  In this study, about eighty 

percent of respondents suffered from mental health illness and about seventy eight percent of 

respondents sought mental health treatment.  This data for rates of seeking mental health 

treatment is significantly higher than what the existing research shows, both for immigrants 

(between 18%-29%) (Lee et al., 2021) and veterans (about 50%) (Muller et al., 2017).  The 

sample may not be representative of all immigrant veterans however it may be representative of 

immigrant veterans who suffer from mental health issues, thus making it the right sample to 

study treatment seeking behavior.  While this sample had a much higher rate than existing 

research, this data gave valuable insight into the barriers and facilitators of seeking mental health 

treatment, as those with mental health issues are the best providers of information for this topic.  

It should be noted that it is difficult to determine whether this is representative, given the lack of 

data on the target population.  The data from this study serves as an introduction, and there is 

much more to learn about this understudied group.   

Conclusion  

 The findings of this study show that the target population has certain factors that both 

increase (bicultural stress, access to a culturally competent therapist, encouragement from family 

and friends) and decrease (perceived negative value of mental health, lack of access) the odds of 

seeking mental health treatment for the target population.  Many of these findings overlap with 

prior research regarding immigrants and veterans, such as encouragement from family and 
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friends increase seeking mental health for veterans (Spoont et al., 2014) and lack of access to a 

culturally competent therapist decrease seeking mental health treatment for immigrants (Lee et 

al., 2021).  What the findings did show is that the target population has unique needs, such as 

bicultural stress affecting treatment seeking behavior, in particular second-generation immigrant 

veterans.  These findings have implications for the social work field, which include the need to 

increase access to a culturally competent therapist and family encouragement. 

 Future research is needed to further develop our understanding of the needs of this 

understudied group.  Specifically, future studies should explore the role that discrimination plays 

for immigrants from different global regions and of different racial/ethnic groups.  Additional 

research is also needed on the role of treatment facilitators and their interaction with barriers.  

Finally, new models that increase access to culturally competent therapist, such as Telehealth, 

should be tested and rigorously evaluated.   
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Appendix A: Survey Questions 

Demographic Questions  

Please answer the following questions.   

1.  What year were you born? 

(Please fill in) 

2.  Were you born outside the USA?   

Yes    No 

3.  If you answered yes, which country were you born in?   

(Please fill in) 

4.  At what age did you enter the USA? 

(Please fill in) 

5.  What is your ethnic background? 

American Indian or Alaska Native   
South Asian 
Asian   
Black or African American   
Hispanic, Latino, or Spanish Origin   
Middle Eastern or North African   
Native Hawaiian or Other Pacific Islander   
White   
Other racial, ethnic, or other identity: ______________ 
I prefer not to disclose 
 

6.  Were one of your parents born outside of the USA?   

Yes, one parent  Yes, both parents        No 

7.  If you answered yes, which country or countries? 
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(Please fill in) 

8.  What years did you serve in the military? 

(Please fill in) 

9.  Do you have access to therapists who you feel can understand your cultural 

background? 

Yes   No 

10.  Do your friends and family support you seeking mental health treatment? 

Yes   No 

11.  Were you ever deployed during your military service? 

Yes    No 

12.  Have you ever struggled with any mental health issues such as anxiety, depression, or 

PTSD?    

Yes     No 

13.  Have you ever sought mental health treatment (voluntarily, not ordered by court or 

superiors)? 

Yes     No 
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Everyday Discrimination 

First set of instructions:  

Please answer the following questions and indicate how often you would encounter this kind 

of treatment prior to your military service.  

Second set of instructions: 

Please answer the following questions and indicate how often you would encounter this kind 

of treatment during your military service.  

Were you treated with less courtesy than other people? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Were you treated with less respect than other people? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Did you receive poorer service than other people at restaurants or stores? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Did people act as if they thought you were not smart? 
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Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Did people act as if they were afraid of you? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Did people act as if they thought you were dishonest? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Did people act as if they think they were better than you? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 

Were you called names or insulted? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    
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 5   6 

Were you threatened or harassed? 

Almost every day      At least once a week      A few times a month      A few times a year    

 1   2          3        4 

Less than once a year         Never    

 5   6 
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Lifetime Discrimination Scale 

First set of instructions:  

Please answer the following questions and indicate how often you would encounter this kind 

of treatment prior to your military service.  

Second set of instructions: 

Please answer the following questions and indicate how often you would encounter this kind 

of treatment during your military service.  

Do you think you have ever been unfairly fired or denied a promotion? 

Yes    No 

If you answered “yes,” please indicate the reason why. 

Race/Ethnicity      Gender     Religion     Physical Appearance     Immigrant Status     Other 

 1  2     3         4          5          6 

For unfair reasons, do you think you have ever not been hired for a job? 

Yes    No 

If you answered “yes,” please indicate the reason why. 

Race/Ethnicity      Gender     Religion     Physical Appearance     Immigrant Status     Other 

 1  2     3         4          5          6 
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Have you ever been unfairly stopped, searched, questioned, physically threatened or 

abused by the police? 

Yes    No 

If you answered “yes,” please indicate the reason why. 

Race/Ethnicity      Gender     Religion     Physical Appearance     Immigrant Status     Other 

 1  2     3         4          5          6 

Have you ever been unfairly discouraged by a teacher or advisor from continuing your 

education? 

Yes    No 

If you answered “yes,” please indicate the reason why. 

Race/Ethnicity      Gender     Religion     Physical Appearance     Immigrant Status     Other 

 1  2     3         4          5          6 

Have you ever been unfairly prevented from moving into a neighborhood because the 

landlord or a realtor refused to sell or rent you a house or apartment? 

Yes    No 

If you answered “yes,” please indicate the reason why. 

Race/Ethnicity      Gender     Religion     Physical Appearance     Immigrant Status     Other 

 1  2     3         4          5          6 
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Have you ever moved into a neighborhood where neighbors made life difficult for you or 

your family? 

Yes    No 

If you answered “yes,” please indicate the reason why. 

Race/Ethnicity      Gender     Religion     Physical Appearance     Immigrant Status     Other 

 1  2     3         4          5          6 
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Bicultural Stressors Scale  

Please indicate how stressful the following experiences have been for you. If you have never 

had the experiences listed, please mark #5 (does not apply). 

Please fill in only one for each item. 

1.  I have been treated badly because of my accent. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

2. Because of family obligations I can’t always do what I want. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

3.  I have worried about family members or friends having problems with immigration. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

4.  I have had problems at school because of my poor English. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

5.  I do not feel comfortable with people whose culture is different from mine. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

6.  I have felt pressure to learn my native language. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

7.  I have felt that I need to speak my native language better. 
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Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

8.  I have argued with my boyfriend/girlfriend over being too traditional. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

9.  My friends think I’m acting too “American.” 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

10.  My parents feel I do not respect older people the way I should. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

11.  I feel uncomfortable when others make jokes about or put down people of my ethnic 

background. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

12 . I have argued with family members because I do not want to do some traditions. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

13.  I have had to translate/interpret for my parents. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

14.  I have felt lonely and isolated because my family does not stick together. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  
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             1   2   3     4     5 

15.  I have felt that others do not accept me because of my ethnic group.

 

16.  I have had to help my parents by explaining how to do things in the U.S. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

17.  I feel like I can’t do what most American kids do because of my parents’ culture. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

18.  I feel that belonging to a gang is part of representing my ethnic group. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

19. Sometimes I do not understand why people from a different ethnic background act a 

certain way. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

20. Sometimes I feel that it will be harder to succeed because of my ethnic background. 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 

 

 

 

Not at all stressful    A little bit stressful   Quite a bit stressful   Very stressful   Does not apply  

             1   2   3     4     5 
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Fit within Veterans Health Administration (VHA) Measure 

Please indicate your perceptions of how you fit within the VHA, or VA, healthcare setting.  

Choose the response that BEST fits your perception.   

My health care needs are very different from most veterans who use the VA for health 

care. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 

I share similar health concerns with most VA users. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 

My military experiences were very different from most veterans who use the VA for health 

care. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 

Most VA health care users have very different medical problems than I have. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 

I have a lot in common with most veterans who use the VA for health care. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 

Most VA health care users have more serious physical health problems than me. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 
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Most VA health care users have more serious mental health problems than me. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 

I fit in within the VA health care setting. 

Strongly disagree Disagree Neutral Agree  Strongly Agree 

 1         2       3       4   5 
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Barriers to Seeking Mental Health Counseling Scale BMHC  

Version A: Those who have had symptoms or been diagnosed with PTSD 

For the following questions, choose the response that BEST relates to your thoughts about 

seeking mental health treatment.   

Version B: Those who have no symptoms or been diagnosed with PTSD 

While you may not have, or had, any PTSD symptoms, these questions are intended for your 

thoughts about seeking mental health treatment.  For the following questions, choose the 

response that BEST relates to your thoughts about seeking mental health treatment.   

Negative Perceived Value 

1. I don’t think talking with a mental health counselor would be useful. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

2. I like to count on my friends or family for support rather than reach out to a mental 

health counselor. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 
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 4    5   6 

3. I think talking with a mental health counselor would only make me dwell on the problem 

without necessarily resolving the issue. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

4. Because I have enough social support, I would not need to seek mental health counseling 

for my personal problems. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

5. I don’t like to rely on a mental health counselor to tell me what to do about my problems. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

Ingroup Stigma 
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6. My family or significant other would judge me poorly if I disclose my problems to a 

mental health counselor. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3  

  

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

7. Most people in my cultural group would not approve of my decision to seek mental 

health counseling. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

8. My friends would think less of me if they knew I sought mental health counseling. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

9. Seeking mental health counseling would bring shame to my family. 
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Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

10. My family or significant other would not see me negatively if I share my problems with 

a mental health counselor. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

Discomfort with Emotions 

11. I would feel embarrassed about sharing my feelings with a mental health counselor. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

12. I would feel nervous about showing the emotional side of me during the mental health 

counseling process. 

Strongly disagree  Slightly Disagree       Neutral  
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 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

13. I feel comfortable expressing my feelings to a mental health counselor.  

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

14. It would be awkward for me to talk about my feelings in counseling. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

15. I fear going to counseling because I don’t like to reveal my feelings. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 
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Lack of Knowledge 

16. I don’t know how to where to seek mental health counseling. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

17. I don’t know what kind of mental health counseling services are available. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

18. I don’t know how mental health counseling works. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

Lack of Access 

19. I don’t have the time to seek or stay in counseling. 
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Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

20. I have no financial means (e.g. insurance, money) to afford mental health counseling 

services. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

21. I have too many responsibilities to other people (e.g. family, friends, significant others) 

that would prevent me from seeking mental health counseling. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

22. I have too many academic or work-related obligations that would deter me from talking 

to a mental health counselor. 

Strongly disagree  Slightly Disagree       Neutral  
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 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

Cultural Barriers 

23. I perceive that most mental health counselors would not be sensitive to issues related to 

my cultural identity. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

24. I don’t think that most mental health counselors would understand my cultural values. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

25. I doubt that most mental health counselors have adequate training to explore issues 

related to my cultural identity. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   



138 
 

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

26. I don’t think culture would be an obstacle to my seeking help from a mental health 

counselor. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 

27. I think that cultural differences between most mental health counselors and myself 

would be a barrier in counseling. 

Strongly disagree  Slightly Disagree       Neutral  

 1    2   3   

Slightly Agree          Agree        Strongly Agree 

 4    5   6 
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Appendix B: Letter to Administrator of veteran groups 

Hello, 

My name is Howard Chi, and I am a doctoral student at Yeshiva University.  I am currently 

conducting a study about the rates of, and barriers for, seeking mental health treatment from 

first- and second- generation immigrant veterans.  The goal of this research would be to help 

gain a better understanding of this understudied group and create curated outreach programs to 

seek mental health treatment services and provide treatment modules aimed specifically at this 

population.  The reason I chose this topic is that this subgroup of veterans often gets overlooked 

in studies surrounding mental health.  As an Air Force veteran and I am a child of immigrants 

myself, I see firsthand how this group of veterans can benefit from this research.    

The Institutional Review Board commissioned by Yeshiva University has given permission to 

conduct the research in this study.  An informed consent is attached at the beginning of the 

survey which explains the potential participant’s rights and an explanation of the study.  The 

contents and answers of this survey are totally anonymous and should take about 20 minutes to 

complete.  The survey is in multiple choice format.   

Once a participant finishes their survey, they will be entered into a raffle.  Once the study is 

complete, there will be eight people chosen and will receive a $25 gift card from Amazon.  

If you would be so kind to disperse this study, please email me at Hchi@mail.yu.edu and I will 

provide a separate letter and a link to the survey.  At which point, you can post this to wherever 

your members can have access to it, email it directly to your members, or provide their emails to 

me and I can dispense the survey directly to them.   

mailto:Hchi@mail.yu.edu
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If you have any questions, please let me know.   Thank you for so much for your time and 

assistance.  Have a wonderful day.   

  

Sincerely, 

 

Howard Chi, MSW 

(510) 316-2876 

Hchi@mail.yu.edu 
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Appendix C: Letter to Potential Participants  

Dear Veteran, 

My name is Howard Chi, and I am a doctoral student at Yeshiva University.  I’m 

conducting a study to better understand the barriers first- and second- generation immigrant 

veterans face when they experience mental health symptoms such as depression, anxiety, and 

PTSD.  The reason I chose this topic is that this subgroup of veterans already faces struggles than 

other groups don’t always have to face.  As an Air Force veteran and a child of immigrants 

myself, I see firsthand how this group of veterans can benefit from this research.   

The survey should take about 30 minutes to complete.  An informed consent is attached 

at the beginning of the survey which explains your rights and an explanation of the study.  Your 

participation is completely voluntary, and you can stop at any time.  Your responses to this 

survey will have no impact on your standing with this veteran group or the services that you 

receive.   

To qualify for this study: 

1)  You are either: 

A First-generation immigrant: An individual who was born outside of the United States  

OR 

A Second-generation immigrant: An individual who has at least one parent (or caregiver) who 

immigrated to the United States from another country.  

AND 
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2)  a Veteran who served in the US Army, Navy, Marine Corps, Air Force, and Coast Guard, 

including their Reserve components. 

While I can see whether you have finished the survey, the contents and answers of your survey 

are totally anonymous and confidential and cannot be traced back to you.  Once you are finished 

with your survey, you will be entered into a raffle.  Once the study is complete, there will be 

eight people chosen and will receive a $25 gift card at Amazon.  If you are chosen, you will be 

contacted via email to claim your prize.   

If you have any questions, please let me know.   Thank you for so much for your time, 

participation, and service to this nation.  If you have any questions, please feel free to contact the 

student researcher, Howard Chi, or the research chair, Dr. Kerry Dunn, at the contact information 

below.  Yeshiva University does not have any information regarding your identity, so you do 

need to identify yourself.  Have a wonderful day.   

Howard Chi, MSW 

(510) 316-2876 

Hchi@mail.yu.edu 

 

Kerry Dunn, JD, MSW, PhD 

(646) 592-6890 

Kerry.Dunn@mail.yu.edu 
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Sincerely, 

 

Howard Chi, MSW 
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Appendix D: Informed Consent 

This informed consent will be provided at the beginning of the survey: 

Thank you for considering participating in this study.  I, the researcher, am interested in the 

study of first- and second-generation immigrant veterans and their behavior in seeking PTSD 

treatment.   

To qualify for this study: 

1)  You are either: 

A First-generation immigrant: An individual who was born outside of the United States  

OR 

A Second-generation immigrant: An individual who has at least one parent (or caregiver) who 

immigrated to the United States from another country.  

AND 

2)  a Veteran who served in the US Army, Navy, Marine Corps, Air Force, and Coast Guard, 

including their Reserve components. 

This study is being conducted by Howard Chi, a PhD. Student at Yeshiva University’s 

Wurzweiler School of Social Work.   

Participation in this study will involve answering a series of questions regarding your thoughts 

about seeking mental health treatment.  You will also be asked to respond to some basic, non-

identifying information.  There will be a link to the survey and should take about 30 minutes to 

complete.  Your participation is completely voluntary, and you can stop at any time.  There may 
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be a few multiple-choice questions that ask about your status in seeking mental health treatment.  

If this triggers you in anyway, please contact the VA mental health 24-hour crisis line at 1-800-

273-8255.   

The risks involved for participation in this study are minimal.  While I can see whether you have 

finished the survey, the contents and answers of your survey are totally anonymous and 

confidential and cannot be traced back to you.  The researcher will also not be sharing any 

information with facility or university administrators.  The data collected will be stored on the 

researcher’s password protected computer.  Only the research advisor and/or public officials 

presenting legal authority have access to the survey responses.  While individual responses are 

anonymous, your completed data cannot be withdrawn from the study after it has been collected.   

While there are no direct benefits to participating in this study, this data could lead to improved 

outreach and mental health treatment programs for first- and second-generation American 

veterans.  Study incentives include a chance to win a $25 gift card from Amazon.  Once the 

study is complete, right participants will be chosen at random to receive a card.   

The ethics of this research project were reviewed and approved by the Institutional Review 

Board commissioned by Yeshiva University. If you believe there has been any infringement of 

your rights as a research participant, you should contact the IRB at clientservices@wcgirb.com 

or at 855-818-2289. 

To participate in the study, please click on the ‘yes, I consent’ link on the bottom of this email.  

Once you have consented, you can click on the survey link right below.  If you would like  

additional information about the research study or your rights as a participant, please contact: 

Howard Chi at Hchi@mail.yu.edu.  Thank you and have a wonderful day.   

mailto:clientservices@wcgirb.com
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o Yes, I consent 

o No, I do not consent 

 

Sincerely,  

 

Howard Chi, MSW 
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Appendix E: CITI Ethics Training Completion Certificate 
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Appendix F: VIF Chart 

 

Variable |           VIF          1/VIF   

-------------+------------------------------------------------------------------------------ 

During everyday |         4.17        0.239744 

During lifetime |         3.49        0.286506 

Prior everyday |         3.15        0.316972 

Prior lifetime |        2.95        0.339432 

Discomfort |         2.45        0.408688 

BSSCOR |          2.31        0.432118 

Stigma |          2.24        0.446024 

Cultural Barriers |         1.99        0.503138 

Lack of Access |         1.78        0.562735 

Negative value |         1.63        0.614685 

Knowledge |         1.47        0.682169 

Access to therapist |        1.28        0.782689 

Fit within VHA |         1.18        0.846073 

Encouragement |         1.17        0.854236 

-------------+------------------------------------------------------------------------------- 

    Mean VIF |         2.23 

 


