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A B S T R A C T

Objective: To examine the impact of Veterans’ coping strategies on mental health treatment engagement

following a positive screen for depression.

Methods: A mixed-methods observational study using a mailed survey and semi-structured interviews.

Sample included 271 Veterans who screened positive for depression during a primary care visit at one of

three VA medical centers and had not received a diagnosis of depression or prescribed antidepressants

12 months prior to screening. A subsample of 23 Veterans was interviewed.

Results: Logistic regression models showed that Veterans who reported more instrumental support and

active coping were more likely to receive depression or other mental health treatment within three

months of their positive depression screen. Those who reported emotional support or self-distraction as

coping strategies were less likely to receive any treatment in the same time frame. Qualitative analyses

revealed that how Veterans use these and other coping strategies can impact treatment engagement in a

variety of ways.

Conclusions: The relationship between Veterans’ use of coping strategies and treatment engagement for

depression may not be readily apparent without in-depth exploration.

Practice implications: In VA primary care clinics, nurse care managers and behavioral health providers

should explore how Veterans’ methods of coping may impact treatment engagement.

Published by Elsevier Ireland Ltd.
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1. Introduction

Major depression is the third most prevalent DSM-IV disorder,
affecting 6.7% of U.S. adults [1] and 5–13% of patients seen by
primary care physicians in the Department of Veterans Affairs (VA)
[2]. Depression treatment utilization has increased over the last 20
years [3,4], with most cases of depression diagnosed and treated by
primary care physicians [5]. Approximately 88% of people
diagnosed with major depression eventually seek treatment;
however, there remains a large gap between time of diagnosis and
treatment. Only 37% seek treatment within a year of receiving the
diagnosis and the median duration between initial diagnosis and
depression treatment initiation is 8 years [6]. Although the
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percentage of patients who do not seek depression treatment is
lower in the VA than in the general population [7], the number of
veterans who do not receive treatment remains high, with rates
ranging from 44% to 68% [8,9]. When left untreated, depression can
have a heavy disease and societal burden, contributing to physical
health issues, suicide, marital problems, and loss in job productiv-
ity [2,10]. Thus, it is important to identify factors contributing to
delays in treatment engagement.

Coping strategies, which can be positive or negative, are
resources and behaviors that are used to manage personal
demands and distress [11,12]. Examples include seeking social
support, engaging in pleasant activities, religious practice,
emotional avoidance, self-blame, and substance use [13–16].
According to the self-regulation model of illness behavior [17]
(Fig. 1), an individual develops coping strategies that are related to
his/her symptoms, illness perceptions and emotional responses.
The individual then makes judgments about the effectiveness of
the coping strategies and either continues to employ these
strategies in lieu of seeking treatment or opts for an alternative

http://crossmark.crossref.org/dialog/?doi=10.1016/j.pec.2013.10.021&domain=pdf
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Fig. 1. The self-regulation model of illness behavior.
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course (e.g., seeks treatment if previously avoiding treatment).
Social support is a form of coping that has been extensively
studied. Its presence can have a positive impact on health and
mental health, functioning and well-being [18–20] while its
absence or poor quality can compound health issues [21]. The
presence of social support and social networks can also increase
the likelihood of obtaining treatment [22], increase medical
treatment adherence [23,24], and lead to better treatment
outcomes [25,26].

Other coping strategies exist [11] but have not been as
extensively examined with respect to their impact on treatment
seeking. The self-regulation model indicates that the ways in
which one copes with illness can have a significant impact on
treatment engagement. Thus, more studies are needed to
understand the nature and direction of the relationship. The
current study is a mixed-methods study that examined the role of
coping for VA primary care patients who screen positive for
depression. Specifically, we used quantitative analyses to identify
coping strategies used by these patients and examined their
relationship to treatment-seeking for depressive symptoms three
months after screening positive. We also conducted an in-depth
exploration about how patients cope with their symptoms.

2. Methods

2.1. Participants and recruitment

Veterans from three VA medical centers in the U.S. Northeast
and their affiliated community-based outpatient clinics were
eligible to participate in this study if they: (1) screened positive for
depression on the Patient Health Questionnaire-2 or 9 (PHQ-2 or
PHQ-9) [27,28] during a primary care visit, (2) had not received a
diagnosis of depression in the previous 12 months, and (3) had not
received a prescription for anti-depressants in the previous 12
months. A waiver of the U.S. Health Insurance Portability and
Accountability Act (HIPAA) authorization, which sets the param-
eters of the privacy of identifiable health information, was
obtained to review the electronic medical records of all patients
screened to determine eligibility. We also received a Certificate of
Confidentiality from the federal government to protect partici-
pants’ responses to questions about depression and substance
abuse. Each week from May 2009 to June 2011, 838 eligible
patients were identified through the VA electronic medical record
and mailed letters to invite them to participate in the study. The
study involved completing a mailed questionnaire including
measures of demographics, depression treatment history in the
past five years, and coping. If they did not want to participate, the
letter indicated that they should check and return an enclosed, pre-
paid, pre-addressed ‘‘opt-out’’ postcard. If no postcard was
received, patients were mailed questionnaires with a pre-paid
envelope and were asked in a cover letter to mail the completed
questionnaires within 10 days. Those who did not return the
questionnaire received a reminder letter two weeks later and a
reminder phone call one week after that if they still had not
returned the questionnaire [29]. Patients who completed and
returned the questionnaire (N = 275; 32.3% response rate) received
a $15 gift card.

Veterans interested in participating in a face-to-face interview
(by checking a box on the mailed questionnaire) were contacted
by phone after the post-screening depression treatment data was
collected from the medical record. After treatment utilization data
was obtained (at least 3 months after enrollment), these veterans
were contacted to schedule the face-to-face interview. Interviews
(n = 23) were conducted until thematic saturation was reached
(i.e., no new information was derived from subsequent inter-
views) [30]. The interviews were audio-recorded and profes-
sionally transcribed, and written informed consent was obtained
prior to the start of the interview. Interviewed Veterans received
an additional $15 gift card. All procedures were approved by the
institutional review boards at the participating VA medical
centers.

2.2. Measures

2.2.1. Sample characteristics

Participants’ age, gender, race/ethnicity, education, and em-
ployment status were assessed in the mailed survey with
questions used in previous VA research [31]. Participants also
completed a question reporting whether or not they had received
any treatment for depression from a VA or a non-VA provider in the
past five years.

2.2.2. Coping

The Brief COPE [13], a 28-item version of the original, longer
COPE inventory [11], was included in the mailed questionnaire. It
consists of 14 two-item subscales—self-distraction, active coping,
denial, substance use, use of emotional support, use of instrumen-
tal support, behavioral disengagement, venting, positive refram-
ing, planning, humor, acceptance, religion, and self-blame.
Subscale examples are provided in Table 1. Patients were asked
to indicate how they coped with depressive symptoms in the past
month. Response options range from 1 – I have’t been doing this at
all to 4 – I’ve been doing this a lot. Cronbach’s alpha for the scale
was 0.71 and ranged from .36 to .89 for the subscales.



Table 1
Sample items for Brief COPE subscales.

Subscale Sample item

Self-distraction ‘‘I’ve been turning to work or other activities to

take my mind off things.’’

Active coping ‘‘I’ve been taking action to try to make the

situation better.’’

Denial ‘‘I’ve been refusing to believe that it has

happened.’’

Substance use ‘‘I’ve been using alcohol or other drugs to make

myself feel better.’’

Use of emotional support ‘‘I’ve been getting comfort and understanding

from someone.’’

Use of instrumental support ‘‘I’ve been getting help and advice from other

people.’’

Behavioral disengagement ‘‘I’ve been giving up trying to deal with it.’’

Venting ‘‘I’ve been saying things to let my unpleasant

feelings escape.’’

Positive reframing ‘‘I’ve been trying to see it in a different light, to

make it seem more positive.’’

Planning ‘‘I’ve been trying to come up with a strategy

about what to do.’’

Humor ‘‘I’ve been making jokes about it.’’

Acceptance ‘‘I’ve been accepting the reality of the fact that it

has happened.’’

Religion ‘‘I’ve been trying to find comfort in my religion

or spiritual beliefs.’’

Self-blame ‘‘I’ve been blaming myself for things that

happened.’’
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2.3. Data collection

After participants returned completed questionnaires, their
treatment status was determined three months later using two
indicators of depression treatment adopted as performance
measures by the VA as well as a review of provider notes in their
medical record. The indicators were: (1) optimal practitioner

contact, defined as at least three outpatient mental health follow-
up encounters within the 84 day acute phase period from
diagnosis; and (2) effective medication coverage, defined as
continuity of antidepressant medication treatment during 84 of
the 114 days from the index diagnosis date or index prescription
date [7]. These performance measures were further categorized
into four types of depression treatment utilization by the study
team (guideline-concordant depression treatment, any depression
treatment not within guidelines, any mental health treatment but
not for depression, and no mental health treatment) through a
review of the patients’ VA electronic medical records three months
after the depression screen. During the record review, the
following eight questions were used to categorize the treatment
received: (1) Does the patient have a depression diagnosis? (2)
When was depression diagnosis given? (3) Did the provider refer
the patient to mental health services? (4) Was depression
discussed with the patient? (5) If there is no evidence of depression
being discussed, do words such as ‘‘mood, sad, down, or suicide’’
appear in a free text search and do these suggest evidence of
discussion with provider about depression or treatment? (6) Did
patient have any follow-up appointments with a provider about
depression? (7) Was the patient prescribed antidepressant
medication? (8) If the patient was prescribed antidepressant
medication, did he/she refill the medication?

Face-to-face, semi-structured interviews of the subset of
participants were used to further explore patients’ method(s) of
coping with symptoms of depression. Interviews were conducted
using a flexible guide that included key questions; however,
interviewers also followed up on issues raised by patients.
Interviewers asked questions such as, ‘‘People do a lot of things
for their depression. I’d like to know what you are doing’’ and ‘‘Who
did you turn to for help?’’ Veterans were also asked about their
definition of depression, the onset of their depressive symptoms,
the impact of their symptoms on their daily lives, and discussions
about depression with their VA provider.

2.4. Data analysis

2.4.1. Quantitative

To examine the effect of each Brief COPE scale, we fit two sets of
multiple logistic random effects regressions, one for each binary
Table 2
Mixed methods cross-walk of strategies used to cope with depression.

Brief COPE subscales (quantitative) Sample interview questions corres

They’re Doing’’ code (qualitative)

Instrumental support: seeking advice,

assistance, or information.

Who did you turn to for help?

Is there anything your doctor recomm

for your depression?

Active coping: the process of taking

active steps to try to remove or

circumvent the stressor or to

ameliorate its effects.

Tell me what you do for your depress

Can you tell me how your treatment 

Emotional support: getting moral support,

sympathy, or understanding.

What do your family and friends say 

What about your military friends?

Have you told them that you were de

Self-distraction: using a wide variety of

activities to take one’s mind off a

problem/stressor.

Tell me what you do for your depress

Can you tell me how it’s been going w
response of depression treatment (target group compared to the
remaining three groups). The predictors consisted of all 14 coping
scales, demographic variables (age, gender, and race), and self-
reported depression treatment in the past five years. These
analyses were performed using PROC GLIMMIX in the SAS
statistical analysis package Version 9.2 [32] with VA site as a
random effect in the models. To check for multicollinearity in our
regression models, we computed variance inflation factors (VIF) for
each of the 14 coping scales [33]. Any scales with VIF > 10 were
omitted from the regression analyses.

2.4.2. Qualitative

We analyzed the interviews using grounded thematic analysis
and organized them in NVivo 8 [34]. Five team members coded three
interviews to create an initial code book, which was refined
throughout the analysis process. Each of the remaining 20 interviews
were coded by two different team members and discussed by the
team. Any disagreement was discussed by the team until consensus
was reached. Coping strategies used to deal with symptoms of
depression were captured by a ‘‘what they’re doing’’ code. We
then examined the data captured by this code for responses that
appeared to correspond to the Brief COPE subscales. Table 2
ponding to ‘‘What Veterans’ specific coping strategies (qualitative)

ended or prescribed

‘‘. . .my adopted sister. She started noticing it. . .she says

you’re scaring me. You need to get some help now.’’

ion? What helps?

is going?

‘‘I just kind of work through it. I really just try to take one

thing at a time and you know, master that task and go on

to the next task and the next task.’’

about depression?

pressed?

‘‘Yeah, she [my wife] knows that I’m depressed because

she said it doesn’t seem I am the same. I talk to her about

it, you know, she just basically say hang in there you

know.’’

ion? What helps?

ithout treatment?

‘‘. . .you start to think about the things that suck instead

of the things that are good. I’ll go out and push the cook

outta the way and start cooking or something.’’



Table 3
Characteristics of the study’s survey population and interview sub-population.

Survey sample N = 271 % Interview sample n = 23 %

Agea

20–50 65 24.2 6 26.1

51–60 74 27.5 9 39.1

61–70 70 26.0 7 30.4

71+ 60 22.3 1 4.4

Gendera

Male 251 93.3 21 91.3

Female 18 6.7 2 8.7

Racea

White 244 92.8 19 82.6

Other 19 7.2 4 17.4

Educationa

Less than 12th grade 16 5.9 0 0

12th grade or equivalent 65 24.2 6 26.1

Trade/tech/vocational 32 11.9 2 8.7

Some college 83 30.9 8 34.8

Associate/bachelor degree 55 20.5 7 30.4

Post-graduate/professional 18 6.7 0 0

Marital statusa

Married/with partner 135 50.0 10 43.5

Divorced 42 15.6 5 21.7

Never married 40 14.8 3 13.0

Widowed 31 11.5 4 17.4

Separated 22 8.2 1 4.4

Past treatment for depression

VHA and non-VHA (past 5 years)a 103 38.4 13 56.5

Treatment following positive depression screen

Guideline-concordant depression treatmentb 92 34.0 11 47.8

Depression treatment not within guidelinesb 51 18.8 3 13.0

Other mental health treatment (not for depression) 10 3.7 2 8.7

No mental health treatment 118 43.5 7 30.4

a To account for missing data among the overall sample, n = 269 for age, gender, and education, n = 263 for race, n = 270 for marital status, and n = 268 for past treatment.
b HEDIS guidelines include optimal practitioner contact, defined as three or more outpatient mental health follow-up encounters with a mental health or non-mental

health practitioner within the 12 week acute treatment phase of depression; and effective medication coverage, defined as continuity of antidepressant medication treatment

during 84 of the 114 days following the index anti-depressant prescription date.
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described the relationship between the quantitative Brief COPE
subscales (only those that were significantly related to treatment)
and examples of corresponding qualitative interview questions and
Veterans’ responses.

3. Results

Characteristics of the participants are displayed in Table 3.
Across three VA medicals centers, 275 primary care patients
completed and returned a questionnaire. Four participants were
excluded due to missing data, leaving a sample of 271. Of those, 23
were interviewed. The full sample was 93% male and 93% White;
76% were over the age of 50. Thirty-eight percent reported that
they received depression treatment in the past five years, but
based on sample eligibility criteria, no past treatment occurred in
the year prior to the positive depression screen according to chart
review and Veteran self-reports. Nearly 44% of the sample had not
received any treatment after screening positive for a new episode
of depression.

3.1. Predictors of treatment following a positive depression screen

There was no multicollinearity among the Brief COPE subscales.
Table 4 presents the three logistic regression (random effects)
models predicting depression treatment by Brief COPE subscale,
including covariates of age, gender, race, and self-reported past
treatment in the past five years. Only the covariates and significant
predictors are shown in Table 4. Two coping strategies (instru-
mental support and active coping) each significantly predicted a
higher likelihood of some level of treatment engagement.
Instrumental support significantly predicted all three treatment
categories and was the strongest predictor for each. Those who
reported instrumental support were more likely to receive any
type of depression treatment three months post positive screen:
guideline-concordant, not guideline-concordant, or mental health
treatment not specific to depression. Veterans who used active
coping were more likely to receive depression treatment not
within the guidelines or other mental health treatment. Two other
coping strategies predicted treatment engagement in the opposite
direction. Veterans who reported using emotional support or self-
distraction were significantly less likely to receive non-guideline
concordant or other mental health treatment. The other 10 coping
strategies did not significantly predict treatment.

Self-reported depression treatment in the past 5 years also
significantly predicted engagement in treatment. Those who
reported past treatment were more likely to engage in any mental
health treatment within three months of screening positive for
depression than those who did not report past treatment.
However, the four coping strategies discussed above remained
significant even with self-reported past depression treatment as a
predictor.

3.2. Strategies used to cope with depressive symptoms

Similar to the full study sample the interview sample (n = 23)
was mostly White (83%) and mostly male (91%). Eleven received
guideline-concordant depression treatment, 3 received non-
guideline depression treatment, 2 received other mental health
treatment, and 7 received no mental health treatment within three
months of screening positive for depression. Unlike the quantita-
tive results, patients described coping with symptoms of depres-
sion using techniques that were similar to those of instrumental



Table 4
Logistic regression (GLIMMIX) predicting likelihood of treatment within three months following a positive depression screen.

Variable Guideline-concordant

depression treatment

(n = 81) vs. others (n = 161)a

Depression treatment not

within guidelines (n = 114)

vs. others (n = 128)a

Any mental health

treatment (n = 138) vs. no

treatment (n = 104)a

Beta SE Beta SE Beta SE

Active coping 0.26 0.24 0.61* 0.26 0.62* 0.26

Emotional support �0.27 0.21 �0.67** 0.22 �0.58* 0.22

Instrumental support 0.80** 0.24 1.00*** 0.27 0.98*** 0.27

Self-distraction �0.05 0.21 �0.55* 0.22 �0.50* 0.22

Age 20–50 0.75 0.52 1.05 0.49 1.14 0.49

Age 51–60 0.72 0.51 0.74 0.48 0.67 0.47

Age 61–70 0.44 0.50 0.69 0.45 0.48 0.44

Gender (male) �0.55 0.62 �0.11 0.65 0.02 0.67

Race (White) �0.09 0.64 0.03 0.65 �0.35 0.67

Depression treatment (past 5 years) 0.98** 0.34 0.86* 0.35 0.98** 0.36

SE – standard error. Only covariates and variables that were significant across any of the three models are included in the table.
a Lower numbers are due to missing data.
* p < .05.
** p < .01.
*** p < .001.
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support, active coping, emotional support, and self-distraction
whether or not they received treatment. During the interviews,
patients provided specific examples of how they used strategies to
handle their depressive symptoms. Examples are presented below
and summarized in Table 2.

3.2.1. Instrumental support

Several of the patients who engaged in some level of treatment
following a positive depression screen noted that they followed the
advice of a provider. Patients who engaged in guideline-concor-
dant depression treatment indicated that a family member or
friend advised them to seek treatment. One Veteran stated the
following: ‘‘My adopted sister. . . she started getting scared because
of the fact that I used to be all happy go lucky. One day she just
looked at me. . . she says you’re scaring me. You need to get some
help now.’’ He sought treatment thereafter, and engaged in
guideline-concordant depression treatment.

3.2.2. Active coping

Patients reported active coping strategies including taking ‘‘one
thing at a time’’ in order to gain mastery in tasks and exercising
since ‘‘getting your heart rate up high releases more endor-
phins. . .that help make your body feel better.’’ Exercise was also
reported as a strategy that alone was sufficient for coping with
symptoms of depression. For one patient, a morning walk was ‘‘a
little form of therapy’’ for him: ‘‘I live right near a state park, which is

beautiful, a state park. And I’ll go out at 6:30 in the morning because I

love the morning smell to the air, the morning dew. It’s just so

pretty. . .I do a lot of thinking and I walk. And I just enjoy that.’’ He
opted not to engage in any mental health treatment following his
positive depression screen.

3.2.3. Emotional support

Several patients interviewed shared that they received emo-
tional support from a spouse/partner, family members, and friends.
One patient stated, ‘‘My wife was my big support because as bad as I

got, she would put up with me and she would get me sitting down and

say you gotta take a handle of this. You’re gonna lose it, and she was

right. And so I would sit down, me and her, and we’d get over it.’’ For
him, this emotional support was sufficient for dealing with his
depressive symptoms.

Emotional support was also gained from pets. One patient who
reported using several self-distraction techniques also shared that
he found emotional comfort in his dogs: ‘‘I have two dogs. Together

they are a joy. They can bring me outta the deepest darkest mood you
ever saw. They’re just so much fun. I will sit and talk to ‘em like I’m

talking to you. You know I kinda treat ‘em almost like they’re human.’’

Others, who also engaged in guideline-concordant depression
treatment, shared the sentiment that their pets ‘‘keep them going.’’

3.2.4. Self-distraction

Self-distraction was a common technique reported by Veterans.
Patients reported distracting themselves with walks, reading,
watching TV, and thoughts of humorous things. For many, these
activities were beneficial in helping them to manage their
symptoms; however, some also engaged in depression treatment.
One patient, who owns a restaurant, shared how distraction helps
him: ‘‘If I’m in the office working and you know you can feel it coming

on you know. I got a thing now I just bounce out of the chair. Get my

mind off the down side of things you know.’’ He reported having long-
standing depression and treatment has helped him to challenge
problematic thoughts and ‘‘pinpoint the stressors’’.

Self-distraction can also be perceived as an effective coping
strategy that replaces depression treatment. One patient, who did
not engage in any treatment in the three months following his
positive depression screen, said, ‘‘Now I know enough about me and

what I can do and what I can’t do and when you get depressed, and the

only way I could do it is through music. If you want to get yourself into

a real tizzy, you can dwell on that. And I have to get myself out of it and

it’s through music. . .so, ah, but that’s been my doctor.’’

3.2.5. Substance use

Although other forms of coping were not significant predictors
of treatment engagement in the regression analyses, one patient
reflected on his substance use as a method of coping. He shared the
following: ‘‘I think I’m getting to the point that I do have to [get

treatment], cause I’m self-medicating, it’s not helping. . .it’s not going

away. I thought maybe, you know, a few weeks I’ll be okay. A few

weeks, a few months went by and I’m still not.’’ He reported
significant isolation and indicated that emotional support from his
children and self-distraction (e.g., watching TV) had been
ineffective. He had not engaged in any mental health treatment
following the positive depression screen.

4. Discussion and conclusion

4.1. Discussion

Quantitatively, a higher level of instrumental support (e.g.,
advice from others) was the strongest predictor of receiving any
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mental health treatment and that patients with instrumental
support were more likely to receive treatment for their depressive
symptoms that was within VA guidelines. This highlights the
importance of tangible support which is consistent with Dew and
colleagues’ finding that individuals with depression who received
recommendations from friends or family members to seek help
were more likely to utilize treatment [22]. Notably, having
someone who provides help or advice was not frequently reported
during the interviews. This may partially explain why half of
the interview sample did not engage in guideline-concordant
treatment.

The quantitative results suggested that Veterans who used
more active coping strategies (e.g., making efforts to improve their
depression) were more likely to receive some depression-related
or other mental health treatment, even though it was not
concordant with VA guidelines. Other than treatment engage-
ment, other forms of active coping were not highly reported
during the interviews. This may be due to the fact that engaging in
treatment can be considered taking action to improve one’s
condition [35].

Emotional support and self-distraction had the opposite effect
on treatment engagement based on the quantitative results.
Veterans, who used more emotional support (e.g., understanding
from others) or distraction, were less likely to engage in any mental
health treatment. Having others provide comfort, support, and
understanding can lead to improvements in mental health. Yet,
both the quantitative and qualitative results suggest that some
patients may gain this support from non-mental health providers
(e.g., spouse, pets), and as a result, decide not to engage in
treatment. It is possible that the emotional support received from
others alleviates the depression enough to decide that professional
treatment is not necessary.

Patients who tried to distract themselves from their depressive
symptoms (e.g., using activities so that they think less about their
depression) were less likely to engage in any mental health
treatment. Self-distraction techniques (e.g., watching TV, cooking,
reading) were reported by several patients during the interviews.
For some, self-distraction was a helpful strategy in addition to
treatment. For others, self-distraction, like emotional support, was
perceived as therapeutic and sufficient in meeting their coping
needs. Self-distraction is often defined as a temporary break from
stressors or problems. For some Veterans, enjoyable activities such
as listening to music are an important part of their depression
management, not a short-term solution. This finding is consistent
with cognitive-behavioral therapy, an evidence-based psychother-
apy for depression that includes behavior activation to help
patients to re-engage in pleasant activities. Taken together, it
appears that the link between self-distraction and emotional
support and depression treatment engagement may not be direct—
the patient’s perception of whether these techniques meet their
needs may be an important factor to consider when discussing
treatment options. This is consistent with the self-regulation
model which asserts that an individual’s evaluation of his/her
coping impacts treatment engagement.

This study is not without limitations. First, we did not have
diagnosis information about the study participants. It is possible
that some of the Veterans who screened positive for depression did
not meet criteria for a diagnosis of major depressive disorder and
therefore would not be referred for treatment. In the VA, the
integration of mental health treatment into primary care clinics
provides an opportunity for Veterans to undergo a more-detailed
assessment of depression following a positive screen to ensure
diagnoses and development of an appropriate treatment plan [36].
Second, nearly 44% of the current sample did not receive any
mental health treatment within three months of screening positive
for depression. At six months post-screening, the treatment
engagement rate was similar. However, it is possible that waiting
longer to determine treatment engagement, more Veterans would
have initiated treatment given that individuals with depression
can wait an average of 8 years before seeking treatment [6]. Lastly,
the sample was mostly male and mostly White. A more diverse
sample may have yielded different results. For instance, there is
evidence that women are more likely to engage in mental health
treatment than men [4]. There is some evidence that African
Americans use religion to cope with depressive symptoms [37].
Despite these limitations, these study findings can assist primary
care providers in understanding the coping strategies that their
patients may use to manage their depression.

4.2. Conclusion

Given the current findings, providers should encourage their
patients who screen positive for depression to seek instrumental
support (e.g., advice, information) as this can boost their
engagement in depression treatment that may be indicated.
Primary care providers are also encouraged to engage their
patients in a discussion about which coping strategies their
patients are using and the purpose they serve (e.g., using music as
their ‘‘doctor’’ or going for walks to temporarily relieve symptoms).
For patients who report using emotional support and self-
distraction strategies, it will be important for providers to discuss
with patients their perceptions of the benefits of these strategies
and whether engaging in treatment will improve these benefits.
Furthermore, providers should inquire about other strategies (e.g.,
substance abuse) that may impact treatment engagement.

4.3. Practice implications

With many patients delaying treatment for months and years,
individualized assessments are necessary to gain an in-depth
understanding about the ways in which patients cope with their
depressive symptoms and whether these coping strategies are
sufficiently addressing their symptoms or whether additional
services such as depression treatment are indicated. VA primary
care clinics operate in teams that include nurse care managers and/
or behavioral health providers who have been trained to address
mental health concerns such as depression. They can facilitate
these important discussions with patients which can uncover
coping strategies that are adequately addressing their symptoms,
or leading to delays in appropriate treatment. Policymakers may be
consider implementing guidelines for conducting individualized
assessments of coping strategies as a way to reduce delays in
treatment engagement.

Acknowledgements

This study was funded by VA HSR&D (Grant #: IAC 07-08704) to
A. Rani Elwy. The views expressed in this article are those of the
authors and do not necessarily reflect the position or policy of the
Department of Veterans Affairs or the United States Government.

References

[1] Kessler RC, Chiu WT, Demler O, Walters EE. Prevalence, severity, and comor-
bidity of 12-month DSM-IV disorder in the National Comorbidity Survey
Replication. Arch Gen Psychiatry 2005;62:617–27.

[2] Department of Veterans Affairs, Department of Defense. VA/DoD clinical
practice guideline for management of major depressive disorder (MDD);
2009, http://www.healthquality.va.gov/mdd/mdd_full09_c.pdf.

[3] Marcus SC, Olfson M. National trends in the treatment for depression from
1998 to 2007. Arch Gen Psychiatry 2010;67:1265–73.

[4] Olfson M, Marcus SC, Druss B, Elinson L, Tanielian T, Pincus HA. National trends
in the outpatient treatment of depression. J Amer Med Assoc 2002;287:203–9.

[5] Chang ET, Rose DE, Yano EM, Wells KB, Metzger ME, Post EP, Lee ML,
Rubenstein LV. Determinants of readiness for Primary Care-Mental Health

http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0005
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0005
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0005
http://www.healthquality.va.gov/mdd/mdd_full09_c.pdf
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0015
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0015
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0020
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0020
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0025
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0025


P.E. Osei-Bonsu et al. / Patient Education and Counseling 94 (2014) 396–402402
Integration (PC-MHI) in the VA health care system. J Gen Intern Med
2013;28:353–62.

[6] Wang PS, Berlund P, Olfson M, Pincus HA, Wells KB, Kessler RC. Failure and
delay in initial treatment contact after first onset of mental disorders in the
National Comorbidity Survey Replication. Arch Gen Psychiatry 2005;62:
603–13.

[7] Chermack ST, Zivin K, Valenstein M, Ilgen M, Austin K, Wryobeck J, Blow F. The
prevalence and predictors of mental health treatment services in a national
sample of depressed veterans. Med Care 2008;46:813–20.

[8] Chan D, Cheadle AD, Reiber G, Unützer J, Chaney EF. Health care utilization and
its costs for depressed veterans with and without comorbid PTSD symptoms.
Psychiatr Serv 2009;60:1612–7.

[9] Liu CF, Campbell DG, Chaney EF, Li YF, McDonell M, Fihn SD. Depression
diagnosis and antidepressant treatment among depressed VA primary care
patients. Adm Policy Ment Health 2006;33:331–41.

[10] Kessler RC, Akiskai HS, Ames M, Birnbaum H, Greenberg P, Hirschfeld R, Jin R,
Merikangas K, Wang P. Prevalence and effects of mood disorders on work
performance in a nationally representative sample of U.S. workers. Am J
Psychiatry 2006;163:1561–8.

[11] Carver CS, Scheier MF, Weintraub JK. Assessing coping strategies: a theoreti-
cally based approach. J Pers Soc Psychol 1989;56:267–83.

[12] Monat A, Lazarus RS. Stress and coping: an anthology. New York: Columbia
University Press; 1991.

[13] Carver CS. You want to measure coping but your protocol’s too long: consider
the Brief COPE. Int J Behav Med 1997;4:92–100.

[14] Garnefski N, Kraaij V. Relationships between cognitive emotion regulation
strategies and depressive symptoms: a comparative study of five specific
samples. Pers Indiv Differ 2006;40:1659–69.

[15] Hassija CM, Luterek JA, Naragon-Gainey K, Moore SA, Simpson T. Impact of
emotional approach coping and hope on PTSD and depression symptoms in a
trauma exposed sample of Veterans receiving outpatient VA mental health
services. Anxiety Stress Coping 2012;25:559–73.

[16] Leaman SC, Gee CB. Religious coping and risk factors for psychological distress
among African torture survivors. Psychol Trauma 2012;4:457–65.

[17] Cameron L, Leventhal EA, Leventhal H. Seeking medical care in response to
symptoms and life stress. Psychosom Med 1995;57(1):37–47.

[18] Cobb S. Social support as a moderator of life stress. Psychosom Med
1976;38:300–14.

[19] Cohen S, Willis TA. Stress, social support, and the buffering hypothesis. Psychol
Bull 1985;98:310–57.

[20] Pietrzak RH, Johnson DC, Goldstein MB, Malley JC, Southwick SM. Psychologi-
cal resilience and postdeployment social support protect against traumatic
stress and depressive symptoms in soldiers returning from Operations Endur-
ing Freedom and Iraqi Freedom. Depress Anxiety 2009;26:745–51.
[21] Tsai J, Harpaz-Rotem I, Pietrzak RH, Southwick SM. The role of coping,
resilience, and social support in mediating the relation between PTSD and
social functioning in veterans returning from Iraq and Afghanistan. Psychiatry
2012;75:135–49.

[22] Dew MA, Bromet EJ, Schulberg HC, Parkinson DK, Curtis EC. Factors affecting
service utilization for depression in a white collar population. Soc Psychiatry
Psychiatr Epidemiol 1991;26:230–7.

[23] DiMatteo MR. Social support and patient adherence to medical treatment: a
meta-analysis. Health Psychol 2004;23:207–18.

[24] Sherbourne CD, Hays RD, Ordway L, DiMatteo MR, Kravitz RL. Antecedents of
adherence to medical recommendations: results from the Medical Outcomes
Study. J Behav Med 1992;15:447–68.

[25] Steketee G. Social support and treatment outcome of obsessive compulsive
disorder at 9-month follow-up. Behav Cogn Psychother 1993;21:81–95.

[26] Zywiak WH, Longabaugh R, Wirtz PW. Decomposing the relationships be-
tween pretreatment social network characteristics and alcohol treatment
outcome. J Stud Alcohol 2002;63. 141–121.

[27] Kroenke K, Spitzer RL, Williams JBW. The Patient Health Questionnaire-2:
validity of a 2 item depression screener. Med Care 2003;41:1284–92.

[28] Spitzer RL, Kroenke K, Williams JBW. The Patient Health Questionnaire
Primary Care Study Group Validation and utility of a self-report version
of PRIME-MD: the PHQ Primary Care Study. J Amer Med Assoc 1999;282:
1737–44.

[29] Dillman DA. Why choice of survey mode makes a difference. Public Health Rep
2006;121:11–3.

[30] Strauss A, Corbin J. Basics of qualitative research: techniques and procedures
for developing grounded theory. Thousand Oaks, CA: Sage Publications; 1998.

[31] Eisen SV, Normand SL, Belanger AJ, Spiro III A, Esch D. The Revised Behavior
and Symptom Identification Sale (BASIS-R): reliability and validity. Med Care
2004;42:1230–41.

[32] SAS Institute Inc.. Base SAS1 9.2 procedures guide. Cary, NC: SAS Institute Inc.;
2009.

[33] Kutner M, Nachtsheim C, Neter J. Applied linear regression models. 4th ed.
McGraw-Hill Irwin; 2004.

[34] QSR International Pty Ltd.. NVivo qualitative data analysis software; 2008.
[35] Prochaska JO, Velicer WF. The transtheoretical model of health behavior

change. Am J Health Promot 1997;12:38–48.
[36] Szymanski BR, Bohnert KM, Zivin K, McCarthy JF. Integrated care: treatment

initiation following positive depression screens. J Gen Intern Med 2013;28:
346–52.

[37] Kasckow J, Ingram E, Brown C, Tew JD, Conner KO, Morse JQ, Haas GL, Reynolds
CF, Oslin DW. Differences in treatment attitudes between depressed African–
American and Caucasian veterans in primary care. Psychiatr Serv 2011;62:
426–9.

http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0025
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0025
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0030
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0030
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0030
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0030
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0035
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0035
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0035
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0040
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0040
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0040
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0045
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0045
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0045
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0050
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0050
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0050
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0050
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0055
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0055
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0060
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0060
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0065
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0065
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0070
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0070
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0070
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0075
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0075
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0075
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0075
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0080
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0080
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0085
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0085
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0090
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0090
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0095
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0095
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0100
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0100
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0100
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0100
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0105
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0105
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0105
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0105
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0110
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0110
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0110
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0115
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0115
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0120
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0120
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0120
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0125
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0125
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0130
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0130
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0130
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0135
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0135
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0140
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0140
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0140
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0140
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0145
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0145
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0150
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0150
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0150
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0155
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0155
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0155
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0155
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0160
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0160
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0160
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0165
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0165
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0170
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0175
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0175
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0180
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0180
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0180
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0185
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0185
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0185
http://refhub.elsevier.com/S0738-3991(13)00462-X/sbref0185

	The role of coping in depression treatment utilization for VA primary care patients
	Introduction
	Methods
	Participants and recruitment
	Measures
	Sample characteristics
	Coping

	Data collection
	Data analysis
	Quantitative
	Qualitative


	Results
	Predictors of treatment following a positive depression screen
	Strategies used to cope with depressive symptoms
	Instrumental support
	Active coping
	Emotional support
	Self-distraction
	Substance use


	Discussion and conclusion
	Discussion
	Conclusion
	Practice implications

	Acknowledgements
	References


