
 

 

Defen
Scientif
DRDC-R

July 201

Deve
Plan
healt

Deniz Fikr
Quan Lam
DRDC – T
 
Ann-Rene
Director G
 
  
 

ce Rese
fic Report  
RDDC-2019

9 

elopme
ned Be
th serv

retoglu 
m 
Toronto Rese

ee Blais 
General Militar

earch an

9-R111 

CA

ent and
ehavio
vice us

arch Centre 

ry Personnel 

nd Deve

CAN U

AN UNCLAS

d valid
our que
se beh

Research an

lopment

 
UNCLASSIFIE

 

SIFIED 

dation o
estionn
aviour

d Analysis  

t Canad

ED 

of a ne
naire f
rs  

a 

ew The
for men

eory of
ntal 

f 



CAN UNCLASSIFIED 

Template in use: EO Publishing App for SR-RD-EC Eng 2018-12-19_v1 (new disclaimer).dotm 
 
© Her Majesty the Queen in Right of Canada (Department of National Defence), 2019 

© Sa Majesté la Reine en droit du Canada (Ministère de la Défense nationale), 2019 
 
 

CAN UNCLASSIFIED 

IMPORTANT INFORMATIVE STATEMENTS  
 

This document was reviewed for Controlled Goods by Defence Research and Development Canada (DRDC) using the Schedule to 
the Defence Production Act. 

Disclaimer: This publication was prepared by Defence Research and Development Canada an agency of the Department of 
National Defence. The information contained in this publication has been derived and determined through best practice and 
adherence to the highest standards of responsible conduct of scientific research. This information is intended for the use of the 
Department of National Defence, the Canadian Armed Forces (“Canada”) and Public Safety partners and, as permitted, may be 
shared with academia, industry, Canada’s allies, and the public (“Third Parties”).  Any use by, or any reliance on or decisions made 
based on this publication by Third Parties, are done at their own risk and responsibility. Canada does not assume any liability for 
any damages or losses which may arise from any use of, or reliance on, the publication.    

The data collected as part of this study was approved either by Defence Research and Development Canada’s Human Research 
Ethics Board or by the Director General Military Personnel Research & Analysis’ Social Science Research Review Board. 

Endorsement statement: This publication has been peer-reviewed and published by the Editorial Office of Defence Research and 
Development Canada, an agency of the Department of National Defence of Canada. Inquiries can be sent to:  
Publications.DRDC-RDDC@drdc-rddc.gc.ca. 

This work was sponsored by the Directorate General Health Services of the Department of National Defence. 
 



  

DRDC-RDDC-2019-R111 i 
 

  

Abstract  

Introduction: Many existing workplace mental health interventions fail to spell out whether any 
theoretical models guided the identification of intervention targets, and relatedly, do not explain why 
certain intervention targets were chosen over others. Here, we report the development and initial 
validation of a questionnaire to identify intervention targets for Mental Health Service Use (MHSU) 
behaviours in a workplace mental health intervention in the Canadian Armed Forces. The questionnaire is 
based on the well-established Theory of Planned Behaviour (TPB) and measures MHSU attitudes, 
subjective norms, perceived behavioural control, and intentions.  

Methods: We present three validation studies using a cross-sectional survey design, with a total of 
478 participants. Participants include Non-Commissioned Member (NCM) recruits. 

Results: Findings provide evidence for high internal consistency, with a 6-factor solution derived from 
two consecutive exploratory factor analyses. Findings also provide evidence for the utility of the 
questionnaire for predicting MHSU intentions.  

Discussion: We discuss the implications of our findings for workplace mental health interventions 
attempting to use the popular TPB to change MHSU behaviours. 

Significance to Defence and Security  

This work highlights the complexity of attitudes surrounding mental health service use behaviours. 
Findings suggest that programmatic research with a lifecourse approach is needed to better understand 
such attitudes from entry to transition out of a military career. Such research can help inform intervention 
targets in workplace mental health programs. 
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Résumé  

Introduction : Bon nombre d’interventions en matière de santé mentale au travail ne précisent pas si des 
modèles théoriques ont permis de déterminer les cibles d’intervention. Par conséquent, nous ignorons 
pourquoi certaines cibles ont été choisies plutôt que d’autres. Dans le présent rapport, nous faisons état de 
l’élaboration et de la validation initiale d’un questionnaire visant à cerner les cibles d’intervention 
relatives aux comportements liés à l’utilisation des services de santé mentale (USSM) dans le cadre 
d’interventions en santé mentale en milieu de travail au sein des Forces armées canadiennes. Le 
questionnaire est fondé sur la théorie du comportement planifié (TCP), déjà  bien établie; il permet de 
mesurer les attitudes face à l’USSM, de même que les normes subjectives, la maîtrise comportementale 
perçue et les intentions.  

Méthodes : Nous présentons trois études de validation menées à l’aide d’un plan d’une enquête 
transversale à laquelle 478 personnes ont participé, y compris des recrues militaires du rang (MR). 

Résultats : Les résultats démontrent une cohérence interne élevée, avec une solution à six facteurs 
découlant de deux analyses factorielles exploratoires consécutives. Les résultats confirment également la 
pertinence du questionnaire pour prédire les intentions concernant l’USSM.  

Discussion : Nous discutons des répercussions de nos constatations en ce qui a trait aux interventions en 
santé mentale au travail en nous efforçant d’utiliser la TPC pour modifier les comportements liés à 
l’USSM. 

Importance pour la défense et la sécurité  

Ces travaux mettent en lumière les attitudes complexes relatives aux comportements à l’égard de 
l’utilisation des services de santé mentale. Les résultats suggèrent que la recherche programmatique selon 
une approche axée sur le parcours de vie est nécessaire pour mieux comprendre de telles attitudes, depuis 
l’enrôlement jusqu’à la transition vers la vie civile. Ces recherches pourront nous aider à mieux cibler les 
interventions dans les programmes de santé mentale au travail. 
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1 Introduction 

Mental disorders are associated with a host of problems in psychosocial, academic, and occupational 
functioning (APA, 1994). These functional problems in turn lead to significant economic costs for 
society. A Canadian study estimated the total annual cost of mental disorders to be 51 billion dollars 
(Lim, Jacobs, Ohinmaa, Schopflocher, & Dewa, 2008). Of this, well over one-third was due to losses in 
workplace productivity. 

Increasing awareness of the economic burden of mental disorders has galvanized interest in developing 
workplace mental health interventions. This has perhaps nowhere been more evident than in military 
organizations (Meredith et al., 2011). This is not surprising: Military organizations are some of the largest 
employers, and mental health problems are one of the leading causes for premature release from military 
organizations (Hoge et al., 2002). Specific targets in different military workplace mental health training 
and psychological resilience programs vary, but commonly include increasing mental health literacy, 
improving stress management skills, and changing attitudes toward Mental Health Service Use (MHSU). 
MHSU behaviours are frequently targeted in both military and civilian workplace mental health 
interventions because despite the availability of efficacious treatments (Chambless & Ollendick, 2001), 
the vast majority individuals with mental disorders fail to seek mental health services in a timely manner 
(Wang et al., 2007). 

Despite the enthusiasm surrounding large-scale military workplace mental health interventions, such as 
the Comprehensive Soldier Fitness (CFS) program in the U.S. Army (Casey, 2011), there is increasing 
scrutiny and criticism that such interventions may be attempting to change key outcomes without having 
“clearly articulated the theoretical assumptions or putative change agents underlying their program 
content” (Steentkamp, Nash, & Litz, 2013), p.510). In the case of changing MHSU attitudes, intentions, 
and behaviours, intervention efforts in military (as well as civilian) settings have not only failed to clearly 
spell out theoretical assumptions around how best to change these important outcomes, but, at times, they 
have also neglected to provide clear explanations as to why some intervention targets were included 
whereas others were left out. For instance, interventions to improve attitudes towards MHSU have 
traditionally targeted concerns around stigma, confidentiality, and career impact; however, the focus on 
stigma (and to a lesser extent, concerns around confidentiality and career impact) as perhaps the most 
important barriers to MHSU is increasingly being called into question, especially in military settings 
(Brown, Creel, Engel, Herrell, & Hoge, 2011; Kim et al., 2011; Sudom, Zamorski, & Garber, 2012).  

As part of a program of research to test and optimize the efficacy of the workplace mental health 
intervention—the Road to Mental Readiness (R2MR)—in Canadian military recruits, we developed a 
questionnaire that could be used to empirically identify the most important intervention targets for 
changing behavioural intentions towards MHSU. We used a well-established socio-psychological 
theoretical model, the Theory of Planned Behaviour (TPB; (Ajzen, 1991) to guide the development of the 
questionnaire.  

According to TPB, behaviours such as MHSU are “guided by three kinds of considerations: beliefs about 
the likely outcomes of the behaviour and the evaluations of these outcomes (i.e., behavioural beliefs [and 
outcome evaluations]), beliefs about the normative expectations of others and motivation to comply with 
these expectations (i.e., normative beliefs [and motivation to comply]), and beliefs about the presence of 
factors that may facilitate or impede performance of the behaviour and the perceived power of these 
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Our program of research, which we report in the current article, aims to overcome these limitations. We 
present three studies that outline the development and initial validation of a Mental Health Service Use 
Questionnaire (MHSUQ) among Canadian Armed Forces (CAF) recruits. In developing the CAF-MHSUQ, 
we wanted to create a new measure that was: (a) self-report in nature; (b) comprehensively assessed all key 
theoretical constructs in TPB, including the Behavioural, Normative, and Control beliefs that could 
inform intervention targets in an ongoing workplace mental health intervention; and (c) showed 
promising initial psychometric properties. Given the importance of changing MHSU behaviours in 
workplace mental health interventions, the popularity of TPB as a theoretical model in explaining MHSU 
behaviours, and the increasing interest in developing theoretically- and empirically-driven workplace 
mental health interventions in both military and civilian settings, the findings from our research, which 
we report in this paper, have relevance for both civilian and military health behaviour researchers. 
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2 Methods and Results 

Three validation studies, all using a cross-sectional survey design, with a total of 478 participants, were 
conducted. Each study is presented separately below. 

2.1 Study 1 

Direct Measure Items: Our initial pool of items for directly measuring Attitude, Subjective Norm, 
Perceived Behavioural Control, and Intention was generated using standard scaling procedures and was 
based on guidelines for constructing a TPB questionnaire by Ajzen (Ajzen, 2006a) and Francis and 
colleagues (Francis et al., 2004). Both sets of guidelines provide rationales for the number and type of 
items that need to be generated for direct measures of these four constructs, and as well, provide sample 
items. Ajzen recommends minimally 5–6 items per construct, whereas Francis et al recommend 
minimally 3–4 items per construct.  

Indirect Measure Items: Our initial pool of items for indirectly measuring Attitude, Subjective Norms, 
and Perceived Behavioural Control (i.e., items that assess Behavioural Beliefs and Outcome Evaluations, 
items that assess Normative Beliefs and Motivation to Comply, and items that assess Control Beliefs and 
Influence of Control Beliefs), was generated using the same guidelines, which also provide 
recommendations and illustrative examples for generating indirect items. In developing indirect measure 
items, Ajzen (2006) and Francis et al. (2004) recommend conducting a qualitative study to elicit the most 
commonly occurring beliefs in the target population. In such studies, participants are typically presented 
with a hypothetical situation or vignette in which they need to decide whether or not to engage in the 
target behaviour (in this case MHSU). In our qualitative study reported in detail in a separate publication 
(Fikretoglu, D’Agata, Sullivan-Kwantes, & Richards, 2017) with 84 Non-Commissioned Member (NCM) 
recruits and officer cadets, participants were presented with a vignette in which they were asked to 
imagine themselves experiencing common mental health symptoms and going to see their primary care 
physician. The vignette ended with the recommendation from the primary care physician to consider 
seeking treatment from a psychiatrist, psychologist, psychotherapist, or other mental health professional 
at a military/civilian mental health clinic. Following the vignette, the participants were asked to identify 
the advantages/disadvantages of MHSU, individuals or groups who would approve/disapprove of MHSU, 
and factors that would make MHSU easy/difficult, standard questions in eliciting behavioural, normative 
and control beliefs in TPB research. 

We identified a large number of Behavioural, Normative, and Control beliefs in response to these 
questions. In generating indirect items based on the results of our qualitative study, we followed Francis 
and colleagues’ (2004) recommendations to include up to 75% of all the commonly reported beliefs in the 
initial elicitation research. In fact, we included all but the least frequently reported beliefs (i.e., those 
reported by less than 5% of participants in our qualitative study), an approach that allowed us to exceed 
the recommended 75%. 

Our primary goal in Study 1 was to establish good psychometric properties for the direct measure items of 
Attitude, Subjective Norm, Perceived Behavioural Control, and Intention. We decided to conduct detailed 
analyses for indirect items ((Behavioural Beliefs and Outcome Evaluations), (Normative Beliefs and 
Motivation to Comply), and (Control Beliefs and Influence of Control Beliefs)) only after having 
established good psychometric properties for the direct measure items of Attitude, Subjective Norms, 
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Perceived Behavioural Control, and Intention. This decision was partly based on the fact that the analyses 
to establish good psychometric properties for the indirect items oftentimes require calculating correlations 
between indirect and direct items (Ajzen, 2006a; Francis et al., 2004). 

2.1.1 Participants, Procedures, and Materials 

Participants and procedures: Participants were 41 (36 Male and 5 Female) NCM recruits enrolled in 
Basic Military Qualification (BMQ) training. Average age was 24.46 (SD = 7.90, Range = 18–54). An 
information and sign-up session was held during the first 2–3 weeks of BMQ. After providing informed 
consent, participants signed up for a one-on-one interview session lasting approximately 15–30 minutes 
with one of three researchers. During the interview, which was conducted in private rooms on base, 
participants were reminded about the purpose of the study (to develop a measure that would better inform 
intervention targets in R2MR), and were given a copy of the CAF-MHSUQ to fill out. Participants were 
encouraged to ask questions if they encountered vague or unclear items and were given the choice of 
asking all questions at the end or throughout (interviewers noted which of these options was chosen). 
After completion of the questionnaire, which was timed, a Feedback Questionnaire was administered to 
assess participants’ perceptions of the questionnaire. We chose to start piloting the CAF-MHSUQ in 
one-on-one sessions so that we could maximize input from participants regarding their perceptions about 
the questionnaire. We reasoned that asking each participant to respond to these questions on paper in a 
group setting would generate significantly less information; alternatively, asking the same questions to 
the whole group as part of a focus group following a mass-testing session could potentially lead to group 
dynamics influencing responses. 

Materials: CAF-MHSUQ / Direct Items. We created four items (items 1–4) to assess Attitude. These 
semantic differential items assessed both Instrumental and Affective attitude towards MHSU. Three items 
(items 18, 39, 58) assessed Subjective Norms. Four items (items 40–43) were used to assess Perceived 
Behavioural Control. Four items (items 17, 44, 57) assessed Intention. The latter three scales were all 
rated on a scale of 1 = strongly disagree to 7 = strongly agree. The fourteen direct items for all 
four subscales can be seen in Table 1. 

CAF-MHSUQ / Indirect Items. We created a large number (n = 104) of items to assess Behavioural 
Beliefs (and for each belief, its corresponding Outcome Evaluation), Normative Beliefs (and for each 
belief, its corresponding Motivation to Comply), and Control Beliefs (and for each belief, its 
corresponding Influence of Control Belief). Response scales were 1 to 7 where the construct being 
measured was unidirectional (e.g., likelihood or probability, for instance in Behavioural Beliefs) and -3 to 
+3 where the construct being measured was bidirectional (e.g., evaluation, for instance in Outcome 
Evaluations) as per existing guidelines (Francis et al., 2004) and literature (Gagné & Godin, 2000). These 
are summarized in Table 2 and available in Annex A, pp. 34–82.  

Given the large number of items generated, we created two forms of the questionnaire, Form A and Form 
B, both of which shared the same fourteen direct items. Form A had approximately half the indirect items 
and Form B had approximately the remaining half. Form A and Form B questionnaires were randomly 
assigned to each participant after they signed up for the study. Approximately half the participants 
received Form A and half Form B. 

Feedback Questionnaire. The feedback questionnaire had six questions, read out loud by the interviewer. 
The questions asked about overall impressions of the questionnaire, whether the questionnaire 
instructions were clear, whether there were items that were unclear or difficult to answer, whether the 
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questionnaire felt too long or repetitive, if there were annoying features of wording or formatting, and any 
remaining comments or concerns not addressed by the previous set of questions. 

We reviewed participants’ responses to the Feedback Questionnaire for both direct and indirect measure 
items, focusing especially on comments about unclear, vague or difficult to understand items; we flagged 
these for closer inspection and possible revision in future studies. 

2.1.2 Results 

Direct Measure Items / Internal Consistency: Prior to conducting internal consistency reliability 
analyses on direct items of the Attitude, Subjective Norms, Perceived Behavioural Control, and Intention 
scales, we reverse-coded the negatively-keyed items, replaced outlying data points (i.e., items with 
standardized ratings greater than |3.29| (Tabachnick & Fidell, 2012)) with the next less extreme rating 
(Kline, 2010)), and imputed missing data via multiple imputation (Graham, 2009). We identified items 
for deletion based upon the following criteria: (a) univariate skewness and kurtosis values greater than 
|2.0| and |7.0|, respectively (Bandalos & Finney, 2010); (b) pairwise correlations between items lower 
than |.30| (Stahl, 2010); and (c) Corrected Item-Total Correlations (CI-TCs) lower than |.40| (Stahl, 2010). 

Table 1 shows the item-level means, standard deviations, skewness and kurtosis values, and the CI-TCs. 
We retained all of the direct measure items on the Attitude and Intention scales and the internal 
consistency reliability estimates (i.e., Cronbach’s alphas) of these subscale scores were .78 and .86, 
respectively. None of the three Subjective Norms items had acceptable psychometric properties according 
to the retention criteria: The pairwise correlations and CI-TCs were all very low. Two of the Perceived 
Behavioural Control items (i.e., items 42 and 43) had low pairwise correlations and CI-TCs. Dropping 
these items in sequence from the set of Perceived Behavioural Control items led to increased alphas of 
.65 and .78, respectively (from an initial alpha of .61). 

Table 1: Descriptive statistics and corrected item-total correlations for Study 1 items. 

No. Item M Md Mo SD Sk Kurt Min Max CI-TC 

Attitude 

1 
Seeking mental health treatment from a 
professional would be harmful. 

6.04 6.00 7.00 1.38 -2.00 3.83 2.00 7.00 0.49 

2 
Seeking mental health treatment from a 
professional would be good. 

6.24 7.00 7.00 1.09 -1.67 2.45 3.00 7.00 0.71 

3 
Seeking mental health treatment from a 
professional would be pleasant. 

4.98 5.00 4.00 1.56 -0.58 0.32 1.00 7.00 0.55 

4 
Seeking mental health treatment from a 
professional would be worthless. 

6.08 6.00 7.00 1.08 -0.94 0.21 3.00 7.00 0.63 

Subjective Norms 

18 
People who are important to me would want 
me to seek mental health treatment from a 
professional. 

6.41 7.00 7.00 0.94 -1.54 1.38 4.00 7.00 0.13 

39 
I would feel under social pressure to seek 
mental health treatment from a professional. 

3.44 3.00 3.00 1.82 0.30 -0.70 1.00 7.00 -0.01 
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No. Item M Md Mo SD Sk Kurt Min Max CI-TC 

58 
It would be expected of me that I seek mental 
health treatment from a professional. 

5.41 6.00 6.00 1.68 -1.36 1.15 1.00 7.00 0.13 

Perceived Behavioural Control 

40 
I would be confident that I could seek 
mental health treatment from a 
professional. 

5.18 5.00 6.00 1.50 -0.96 1.24 1.00 7.00 0.43 

41 
For me to seek mental health treatment 
from a professional would be easy/difficult. 

4.38 4.00 4.00 1.91 -0.28 -0.89 1.00 7.00 0.60 

42 
The decision to seek mental health treatment 
from a professional would be beyond my 
control. 

5.18 6.00 7.00 1.79 -0.89 0.15 1.00 7.00 0.33 

43 
Whether I seek mental health treatment from a 
professional would be entirely up to me. 

5.05 5.00 7.00 1.75 -0.30 -1.20 2.00 7.00 0.22 

Behavioural Intentions 

17 
If I developed mental health problems, I 
would expect to seek mental health 
treatment from a professional. 

5.85 7.00 7.00 1.61 -1.16 0.02 2.00 7.00 0.69 

44 
If I developed mental health problems, I 
would want to seek mental health treatment 
from a professional. 

5.69 6.00 7.00 1.45 -1.22 1.41 1.00 7.00 0.78 

57 
If I developed mental health problems, I 
would intend to seek mental health 
treatment from a professional. 

5.59 6.00 6.00 1.29 -0.86 0.36 2.00 7.00 0.76 

Note: Bolded items were retained for the subsequent iteration of the CAF-MHSUQ in Study 2. 
M = mean, Md = Median, Mo = Mode, SD = Standard Deviation, Sk = Skewness, Kurt = Kurtosis, Min = Minimum, Max = Maximium,  
CI-TCs = Corrected Item-Total Correlations. 

Feedback Questionnaire Results. Overall, the participants reported that the questionnaire seemed very 
thorough; however, they did perceive it to be somewhat long and repetitive with a number of 
similar-sounding items. A small number of respondents found the formatting of items 1–4 somewhat 
confusing, and thought that this set of items constituted a single item. Three respondents reported not 
understanding what “under social pressure” meant on item 39 or not fully understanding the meaning of 
item 39. 

2.1.3 Discussion 

The item-level analyses we conducted to determine how well the initial set of direct items performed 
revealed that items on the Attitude and Intention scales had acceptable psychometric properties and 
resulted in internally coherent subscales. However, we identified problems with the Subjective Norms and 
Perceived Behavioural Control items: The Subjective Norms items did not form a meaningful subscale, 
and two out of the four Perceived Behavioural Control items showed poor characteristics. Following 
Study 1 results, our immediate concern was therefore to develop and evaluate new Subjective Norms and 
Perceived Behavioural Control items in a subsequent iteration of the questionnaire. We also wanted to 



  

8 DRDC-RDDC-2019-R111 
 

  

develop a few additional items for the Attitude and Intention subscales in order to increase the total 
number of items for each of these two scales to further improve their psychometric characteristics. 

In order to develop new direct items for the second iteration of our questionnaire, we conducted a more 
in-depth exploration of the existing literature. We first identified research that looked at the conceptual or 
definitional problems with the Subjective Norms and Perceived Behavioural Control constructs. We then 
identified studies that attempted to address these problems and took a closer look at the sample items 
provided for each construct in these studies. A meta-analytic review of the efficacy of TPB (Armitage 
& Conner, 2001) found that Subjective Norms was a weak predictor of Intentions and suggested that the 
poor performance of Subjective Norms in existing research was due to both poor measurement (i.e., using 
only a few items) and the need for expansion of the concept (e.g., inclusion of descriptive [i.e., what 
others do] as well as injunctive [i.e., what one should do] norms). Another meta-analytic review (Rivis 
& Sheeran, 2003) found that descriptive norms could explain an additional 5% variance in Intentions. We 
therefore generated a much larger number of Subjective Norms items for Study 2: The wording of the 
three injunctive norm items from Study 1 (items 18, 39, and 58) was changed considerably, and three new 
injunctive norm (items 67, 73, and 79) and two new descriptive norm items (items 80 and 81) were 
generated. The meta-analytic review by Armitage and Conner (2001) also noted several problems with 
the Perceived Behavioural Control construct: The first problem has to do with the disagreement among 
researchers as to whether Perceived Behavioural Control is the same construct as self-efficacy or not; the 
second, related, problem has to do with the uncertainty as to whether Perceived Behavioural Control is a 
unidimensional construct or a multidimensional construct that has several components, including 
“perceived control” and “perceived difficulty.” Other research we identified (Kraft, Rise, Sutton, 
& Roysamb, 2005) also proposed several components for the Perceived Behavioural Construct, including 
“perceived control,” “perceived difficulty,” and “perceived confidence,” with the latter two constructs 
yielding something very similar to “self-efficacy.” We therefore generated ten items for Perceived 
Behavioural Control in Study 2: four items assessing “confidence” (items 40, 74, 77, and 83), two items 
assessing “difficulty” (items 41 and 75), and four items assessing “control” (items 42, 43, 76, and 78). 
Items 40 and 41 were unchanged from Study 1; the wording of items 42 and 43 was changed. The 
remaining items were generated from scratch. In addition to the changes we made to the Subjective 
Norms and Perceived Behavioural Control scales, we added four new direct measure items to the Attitude 
scale. Ajzen suggests that Attitude is comprised of both affective (i.e., how engaging in the target 
behaviour will feel) and instrumental (i.e., whether engaging in the behaviour will result in good or bad 
outcomes) components (Ajzen, 1991). Given that only one out of four of the Attitude items in Study 1 
assessed Affective Attitude (Item 3), we added three new items (Items 63–65) representing this 
dimension. The remaining new item (Item 68) was added to increase the number of items assessing the 
Instrumental dimension of Attitude from three to four. Finally, for the Intention construct, we added one 
new item (Item 82) to increase the number of items from three to four. Table 2 on the next page describes 
all the additions and changes to the questionnaire in more detail. The questionnaire is also available in 
Annex A, pp. 34–82.  

Table 2: Sample items and changes to the CAF-MHSUQ across Studies 1 and 2. 

Subscale Form A items Form B items Example 

Attitude 1–4, 68–72 * 1–4, 68–72* 
Overall, I think that seeking mental 
health treatment from a professional 
would be: Worthless/Useful 

Subjective Norms 
18†, 39†, 58†, 67*, 
73*, 79*, 80*, 81* 

18†, 39†, 58†, 67*, 
73*, 79*, 80*, 81* 

If I developed a mental health 
problem, most people who are 
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Subscale Form A items Form B items Example 

important to me would wish that I 
seek mental health treatment from a 
professional. 

Perceived Behavioural 
Control 

40, 41, 42†, 43†, 
74–78*, 83* 

40, 41, 42†, 43†, 
74–78*, 83* 

I would be confident that I could 
seek mental health treatment from a 
professional. 

Behavioural Intentions 17, 44, 57, 82* 17, 44, 57, 82* 

If I developed mental health 
problems, I would want to seek 
mental health treatment from a 
professional. 

Behavioural Beliefs 25–32, 45–51 25–32, 45–52 

If I sought mental health treatment 
from a professional, I would have 
the benefit of the professional’s 
experience with similar problems. 

Outcome Evaluations 5–11, 59–66 5–12, 59–66 

If I developed mental health 
problems, being able to express 
how I feel would be Extremely 
undesirable / Extremely desirable 

Normative Beliefs 52–56 53–56 

The Canadian Forces as an 
organization would think I (should 
not / should) seek mental health 
treatment from a professional. 

Motive to Comply 12–16 13–16 
My family’s approval would be 
important to me. 

Control Beliefs 19–24 19–24 
If I sought mental health treatment, 
it would be kept confidential. 

Influence of Control 
Beliefs 

33–38 33–38 

Being able to tell that I am not 
feeling like my usual self would 
make it (much more difficult / 
much easier) to seek mental health 
treatment from a professional. 

Note: Items marked with * were new items for Study 2; Items marked with † reflect modifications made to 
items from Study 1 to Study 2 

2.2 Study 2 

After thus modifying the questionnaire considerably, we collected data on the new version. Our primary 
objective for Study 2 was to improve the internal consistency reliability estimates of the direct items 
associated with the Perceived Behavioural Control and Subjective Norms subscales and to re-evaluate the 
internal consistency reliability estimates of the items defining the Attitude and Intention subscales. A 
secondary objective was to start examining the psychometric properties of the indirect measure items.  

2.2.1 Participants, Procedures, and Materials 

Participants were 127 (112 Male and 15 Female) NCM recruits enrolled in Basic Military Qualification 
(BMQ) training. The average age for 126 participants—one participant had missing data—was 
26.09 (SD = 5.04, Range=20–48). An information and sign-up session was held during the first 2–3 weeks 
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of BMQ for study participation. Other than the modification of the CAF-MHSUQ as described in 
Section 2.1.3, the materials and procedures were the same as in Study 1. We added a new item to the 
Feedback Questionnaire asking participants, if they had picked the mid-point of the rating scale for an 
item, why they had chosen that rating. This was based on our observation in Study 1 that a small number 
of participants at times circled the mid-point of the rating scale when they were unsure of the meaning of 
an item, whereas most picked the mid-point rating when they were truly undecided. With this new query, 
we hoped to determine whether mid-scale ratings were due to uncertainty about the meaning of the item, 
which might require rephrasing. 

2.2.2 Results  

Direct Measure Items / Factorial (Construct) Validity: This time, prior to internal consistency 
reliability analyses, we conducted Exploratory Factor Analyses (EFA) with Comprehensive Exploratory 
Factor Analysis (Browne, Cudeck, Tateneni, & Mels, 2004) on each set of direct measure items a priori 
expected to load onto one of the four latent variables in the TPB (i.e., Attitude, Subjective Norms, 
Perceived Behavioural Control, and Intention). For each EFA, we selected a direct quartimin oblique 
rotation following a maximum likelihood extraction method. Based upon recent work (Preacher, 2013), we 
report the Root Mean Square Error of Approximation (RMSEA; (Browne & Cudeck, 1992) (Steiger, 1980) 
and its 90% Confidence Interval (CI) as well as the Expected Cross-Validation Index (ECVI; (Browne 
& Cudeck, 1992) and its 90% CI as indices of model fit (values of the RMSEA lower than .05 indicate 
good fit, and lower values of the ECVI are better). Following the EFAs, we conducted internal 
consistency reliability analyses in a similar fashion as in Study 1. We report the results from the EFAs 
and internal consistency reliability analyses together in Table 3 (and along the diagonal of Table 4) and 
discuss them below.  

Table 3: Factor loadings, descriptive statistics, and corrected item-total correlations for Study 2. 

 
Item 
No. 

Item 1 2 M SD Sk Kurt 
CI-
TC 

Final 
CI-TC 

Attitude 

  
  In

st
ru

m
en

ta
l A

tt
it

u
d

e 
 

  
In

st
ru

m
en

ta
l A

tt
it

u
d

e 

1 
Seeking mental health treatment 
from a professional would be 
harmful. 

0.82 -0.01 6.20 1.02 -1.37 1.56 .66 .71 

2 
Seeking mental health treatment 
from a professional would be good. 

0.72 -0.08 5.97 1.44 -1.58 1.66 .54 .57 

4 
Seeking mental health treatment 
from a professional would be 
worthless. 

0.71 0.08 6.16 1.10 -1.33 1.05 .63 .61 

68 
Overall, I think that seeking mental 
health treatment from a 
professional would be wise. 

0.57 -0.01 6.32 1.13 -1.75 2.19 .54 .50 

71 
Overall, I think that seeking mental 
health treatment from a professional 
would be safe. 

0.29 0.28 5.90 1.30 -1.07 0.28 .39  

A
ff

ec
ti

ve
 A

tt
it

u
d

e 

3 
Seeking mental health treatment from 
a professional would be pleasant. 

0.37 0.32 4.66 1.56 0.01 -0.59 .42  

69 

Overall, I think that seeking mental 
health treatment from a 
professional would be 
uncomfortable. 

0.00 0.76 3.97 1.68 0.06 -0.76 .60 .61 

70 
Overall, I think that seeking mental 
health treatment from a 
professional would be enjoyable. 

0.19 0.60 3.93 1.44 0.27 -0.11 .60 .51 
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Item 
No. 

Item 1 2 M SD Sk Kurt 
CI-
TC 

Final 
CI-TC 

72 
Overall, I think that seeking mental 
health treatment from a 
professional would be stressful. 

-0.13 0.68 3.95 1.57 -0.06 -0.36 .46 .50 

Subjective Norms 

 

18 

If I developed a mental health 
problem, most people whose 
opinions I value would want me to 
seek mental health treatment from a 
professional. 

0.74 N/A 6.20 1.17 -1.88 4.04 .65 .70 

39 

If I developed a mental health 
problem, most people who are 
important to me would think that I 
should seek help from a mental 
health professional. 

0.80 N/A 5.84 1.35 -1.39 1.75 .73 .76 

58 

If I developed a mental health 
problem, most people who are 
important to me would expect me to 
seek mental health treatment from a 
professional. 

0.79 N/A 5.76 1.31 -1.22 1.32 .71 .77 

67 

If I developed a mental health 
problem, most people whose 
opinions I value would approve of 
me seeking mental health treatment 
from a professional. 

0.78 N/A 5.99 1.19 -1.41 1.74 .70 .74 

 73 

If I developed a mental health 
problem, most people who are 
important to me would wish that I 
seek mental health treatment from a 
professional. 

0.96 N/A 5.91 1.27 -1.43 1.89 .87 .90 

 79 

If I developed a mental health 
condition, most people whose 
opinions I value would like me to 
seek mental health treatment from a 
professional. 

0.82 N/A 5.99 1.04 -1.01 0.56 .75 .78 

 80 

Most people I know outside of the 
Canadian Forces would seek mental 
health treatment from a professional if 
they developed a mental health 
problem. 

0.41 N/A 4.53 1.83 -0.40 -0.82 .41  

 81 

Most people that I have met in the 
Canadian Forces would seek mental 
health treatment from a professional if 
they developed a mental health 
problem. 

0.30 N/A 4.55 1.55 -0.37 -0.28 .32  

Perceived Behavioural Control 

S
el

f-
E

ff
ic

ac
y 

40 
I would be confident that I could 
seek mental health treatment from a 
professional. 

0.70 0.02 5.57 1.31 -0.95 0.84 .63 .63 

74 
If I wanted to, I could seek mental 
health treatment from a 
professional. 

0.61 0.17 5.88 1.28 -1.13 0.75 .58 .58 

77 

If I wanted to, I would not have 
problems in successfully seeking 
mental health treatment from a 
professional. 

0.66 0.01 5.39 1.55 -0.93 0.33 .56 .56 

83 

If you actually tried, how likely is it 
that you would succeed in seeking 
mental health treatment from a 
professional? 

0.60 -0.10 6.01 1.06 -0.92 0.13 .52 .52 
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Item 
No. 

Item 1 2 M SD Sk Kurt 
CI-
TC 

Final 
CI-TC 

41 
For me to seek mental health 
treatment from a professional 
would be easy/difficult. 

0.67 -0.10 4.30 1.71 0.08 -1.01 .54 .54 

75 
For me to seek mental health 
treatment from a professional 
would take too much effort. 

0.55 0.05 4.78 1.74 -0.45 -0.61 .48 .48 

C
on

tr
ol

 

42 
Seeking mental health treatment from 
a professional would be beyond my 
control. 

0.22 0.31 5.40 1.53 -0.79 0.09 .32  

43 
It would be completely up to me 
whether or not I seek mental health 
treatment from a professional. 

-0.05 0.48 5.30 1.69 -0.80 -0.31 .42 .41 

76 
I would have full control over 
seeking mental health treatment 
from a professional. 

0.10 0.71 5.13 1.53 -0.62 -0.20 .55 .57 

78 

It would first and foremost be up to 
myself whether or not I seek mental 
health treatment from a 
professional. 

-0.05 0.81 5.90 1.36 -1.31 0.89 .55  .55 

Behavioural Intentions 

 

17 

If I developed mental health 
problems, I would expect to seek 
mental health treatment from a 
professional. 

0.64 N/A 5.80 1.32 -1.03 0.38 .60 .60 

44 

If I developed mental health 
problems, I would want to seek 
mental health treatment from a 
professional. 

0.86 N/A 5.71 1.25 -0.92 0.69 .74 .74 

57 

If I developed mental health 
problems, I would intend to seek 
mental health treatment from a 
professional. 

0.80 N/A 5.68 1.34 -1.04 0.56 .70 .70 

82 

All in all, how likely is it that you 
would seek mental health treatment 
from a professional if you developed 
a mental health problem in the 
future? 

0.70 N/A 5.49 1.39 -1.23 1.34 .64 .64 

Note: Bolded items were retained for the subsequent iteration of the CAF-MHSUQ in Study 3. 

M = Mean, SD = Standard Deviation, Sk = Skewness, Kurt = Kurtosis, CI-TC = corrected item-total correlation. 

Attitude: We fit one-, two-, and three-factor models to the set of nine items. The three-factor model 
resulted into a slightly better fit (RMSEA = .054, 90% CI [.000, .112]; ECVI = 0.654, 90% CI [0.619, 
0.771]) than did the two-factor model (RMSEA = .091, 90% CI [.049, .132]; ECVI = 0.721, 90% CI 
[0.609, 0.894]), but we retained the latter, which was more in line with the TPB and easier to interpret 
from both a theoretical and substantive standpoint. The factor inter-correlation was .36. Four items 
(i.e., Items 1, 2, 4, 68) had salient loadings (i.e., greater than |.40|; (Bandalos & Finney, 2010) on an 
Instrumental factor, while three others (i.e., Items 69, 70, 72) had salient loadings on an Affective factor 
(see Table 3 for item-level statistics including factor loadings). Items 3 and 71 had low loadings on both 
factors; we therefore flagged them for possible deletion, and the results from the internal consistency 
reliability analyses (e.g., CI-TCs; see Table 3) supported our contention.  

Subjective Norms: We fit one- and two-factor models to the set of eight items. The two-factor model led 
to a Heywood case, thus we retained the acceptable one-factor model, RMSEA = .054, 90% CI [.000, 
.100]; ECVI = 0.471, 90% CI [0.413, 0.613]. Six items (i.e., Items 18, 39, 58, 67, 73, and 79) had salient 
loadings on the Subjective Norms factor. Item 81 had a low loading on the latent variable, suggesting this 
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descriptive norm item could be deleted from further analyses, a result supported by the internal 
consistency reliability analyses, which also led to the deletion of Item 80. The decision to remove Items 
80 and 81 from this set of items was consistent with the participants’ post-survey feedback where these 
newly recruited, young military members reported lacking a strong sense of descriptive norms for MHSU, 
both in the civilian and the military setting. 

Perceived Behavioural Control: We fit one-, two-, and three-factor models to the set of ten items. The 
three-factor model resulted into a Heywood case, and the two-factor model (RMSEA = .120, 90% CI 
[.088, .153]; ECVI = 1.042, 90% CI [0.869, 1.276]), despite its less-than-ideal fit, proved to be superior to 
the one-factor model (i.e., their CIs barely overlapped), RMSEA = .164, 90% CI [.138, .191]; 
ECVI = 1.537, 90% CI [1.262, 1.872]. The factor inter-correlation was .27. There was a large absolute 
residual between Items 40 and 41, which we flagged for further inspection. This might be a result of the 
two items being presented one after the other in the survey. To determine if this is indeed the case, we 
decided to split these items apart in future iterations of the CAF-MHSUQ. Six items (i.e., Items 40, 41, 
74, 75, 77, and 83) had salient loadings on a Perceived Self-Efficacy (i.e., Perceived Confidence and 
Difficulty) factor, while three others (i.e., Items 43, 76, and 81) had salient loadings on a Perceived 
Control factor. Item 42 had low loadings on both factors, suggesting this item could be removed from 
further analyses, a finding supported by the additional item-level analyses and the post-survey Feedback 
Questionnaire responses where the participants reported indeed having difficulty understanding the phrase 
“beyond my control.” 

Intention: The one-factor model fit the data closely (RMSEA = .020, 90% CI [.000, .179]; ECVI = 0.144, 
90% CI [0.143, 0.207]), and all four Intention items had salient loadings on the Intention factor; the EFA 
results thus suggested retaining all four items. The results from the internal consistency reliability 
analyses also supported their retention.  

Table 4: Descriptive statistics and correlations among the TPB direct  
constructs/factors for Studies 2 (n = 127) and 3(n = 305). 

Subscale 

 

M SD 

IA AA A SN 
PBC:  
S-E 

PBC:  
C 

PBC I 

Instrumental 
Attitude 

Study 2 6.16 0.90 .78   

Study 3 5.93 1.07 .84        

Affective 
Attitude  

Study 2 3.95 1.25 .27** .72   

Study 3 4.47 1.47 .41** .81       

Attitude 
Study 2 5.22 0.83 .79** .81** .74   

Study 3 ---- ---- ---- ---- ----      

Subjective 
Norms 

Study 2 5.95 1.02 .39** .32** .45** .92   

Study 3 5.68 0.95 .49** .36** ---- .88     

PBC: Self-
Efficacy 

Study 2 5.32 1.02 .48** .43** .57** .43** .79   

Study 3 5.25 1.05 .39** .39** ---- .44** .79    
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Subscale 

 

M SD 

IA AA A SN 
PBC:  
S-E 

PBC:  
C 

PBC I 

PBC: Control  
Study 2 5.44 1.20 .13 .03 .10 .07 .20* .69   

Study 3 5.65 1.06 .15** .12* ---- .27** .43** .68   

Perceived 
Behavioural 
Control 

Study 2 5.36 0.85 .44** .36** .50** .38** .89** .63** .75  

Study 3 ---- ---- ---- ---- ---- ---- ---- ---- ----  

Behavioural 
Intentions 

Study 2 5.67 1.09 .48** .48** .60** .51** .67** .25** .65** .84 

Study 3 5.27 1.43 .58** .56** ---- .61** .55** .17** ---- .92 

Note: Cronbach’s alphas are on the main diagonal. **. Correlation is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 
0.05 level (2-tailed). 

IA = Instrumental Attitude; AA = Affective Attitude; SN = Subjective Norms; PBC:S-E = Perceived Behavioural Control:Self-Efficacy; 
PBC:C = Perceived Behavioural Control:Control; PBC = Perceived Behavioural Control; I = Intention. 

In conducting the remainder of the analyses for Study 2, we decided to take a somewhat conservative 
approach and look at both Overall scale scores (e.g., Overall Attitude) based on the theoretical model and 
sub-scale scores (e.g., Instrumental and Affective Attitude) separately, based on the results of the factor 
analyses. In calculating scale scores following factor analysis, researchers should generally score items 
based on the results of the factor analysis. Where a scale is shown to be multifactorial in factor analysis, 
the scale should not be scored as a unitary construct (Pedhazur and Schmelkin, 1991). In our case, 
because our factor analyses, due to the small sample size, were conducted separately on each set of direct 
measure items a priori expected to load onto one of the four latent variables in the TPB, we considered 
the results preliminary, and we wanted to replicate them in a new study, using a more rigorous approach 
(i.e., a factor analysis on all the direct measure items simultaneously) before dropping the overall scores 
for Attitude and Perceived Behavioural Control from our analyses.  

Direct Measure Items / Internal Consistency: Based upon the results of the EFAs and additional 
item-level analyses, we computed the resulting Cronbach’s alphas after deleting five items (i.e., Items 3, 
42, 71, 80, and 81). The main diagonal of Table 4 shows these estimates for the Instrumental Attitude, 
Affective Attitude, Overall Attitude, Subjective Norms, Perceived Self-Efficacy, Perceived Control, 
Overall Perceived Behavioural Control, and Intention scores. 

Descriptive and correlational analyses among subscales (Construct Validity): Based upon the results 
of the EFA and additional internal consistency reliability item-level analyses, we removed the five items 
(i.e., Items 3, 42, 71, 80, and 81) from further scale-level analyses with Study 2 data. We calculated the 
mean scale scores by averaging across the ratings of the remaining items on each scale, resulting in 
potential minimum and maximum values of 1 and 7, respectively. Table 4 also displays scale-level 
descriptive statistics and correlations among the scales. Mean scales scores ranged from 3.95 (Affective 
Attitude) to 6.16 (Instrumental Attitude). The correlations among the five scales (Instrumental and 
Affective Attitude, Subjective Norms, Perceived Control and Self-Efficacy) were small-to-moderate in 
magnitude and ranged from .27 to .48. 
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Table 5: Results of multiple regression analysis of affective attitude, instrumental attitude,  
subjective norms, control, and self-efficacy as predictors of intention to seek mental  

health treatment for studies 2 (n = 127) and 3 (n = 305). 

Study 2 

 B SE B β p 

Affective Attitude .18 .06 .20 .00 

Instrumental Attitude .16 .08 .13 .06 

Subjective Norms .22 .07 .21 .00 

Self-Efficacy .43 .08 .40 .00 

Control .12 .06 .14 .03 

Note: Model R2 = .58, p < .000. 

Study 3 

 B SE B β p 

Affective Attitude 
.30 .06 .22 .00 

Instrumental Attitude .26 .04 .26 .00 

Subjective Norms .47 .07 .32 .00 

Self-Efficacy .36 .06 .27 .00 

Control -.12 .06 -.09 .03 

Note: Model R2 = .60, p < .000 

Predictive Validity: To test how well Instrumental and Affective Attitude, Subjective Norms, and 
Perceived Control and Self-Efficacy predicted MHSU Intention, we regressed the first five variables onto 
Intention. The overall model explained 58% (p < .001) of the variance in the Intention variable. As can be 
seen in Table 5, four out of five constructs played a significant role in predicting Intention. Based upon 
the standardized Betas, Perceived Self-Efficacy was the strongest predictor of Intention. In a separate 
analysis (available upon request from first author), we also included items 80 and 81 in an exploratory 
fashion in the regression model; neither variable played a significant role in predicting Intention. 

Indirect Measure Items / Construct (Convergent) Validity for Behavioural, Normative and Control 
Beliefs: Unlike the procedures for determining which direct measure items to retain (i.e., calculating 
internal consistency reliability estimates for each construct), both Ajzen (2006) and Francis et al. (2004) 
argue that using an index of internal consistency is not appropriate for deciding which behavioural, 
normative, and control belief items to keep. There is no expectation that the various beliefs underlying 
each key TPB construct (Overall Attitude, or Subjective Norm or Overall Perceived Behavioural Control) 
should correlate highly with each other, or should form an internally coherent subscale. This is because it 
is possible for individuals to simultaneously hold both negative and positive Behavioural, Normative, and 
Control Beliefs about MHSU behaviours. For instance, an individual may believe he will have to pay out 
of pocket for mental health services (a negative behavioural belief) and, at the same time, also believe that 
he will get better as a result of having used mental health services (a positive behavioural belief).  
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To decide which Behavioural, Normative, and Control belief items to retain, we followed existing 
guidelines and recommendations to establish convergent validity in the following manner: We multiplied 
each Behavioural Belief item rating by its corresponding Outcome Evaluation item rating to obtain a 
Behavioural Belief Composite for those two items. Similarly, we multiplied each Normative Belief item 
rating by its corresponding Motivation to Comply item rating, and each Control Belief item rating by its 
Influence of Control Belief item rating to obtain Normative Belief and Control Belief composites, 
respectively. We flagged Behavioural, Normative, and Control Belief Composites that failed to show 
significant correlations with their corresponding scale (Instrumental, Affective and Overall Attitude, 
Subjective Norms, and Perceived Self-Efficacy and Control, and Overall Perceived Behavioural Control, 
respectively) as possible candidates for removal. Tables 6 and 7 shows these correlations for Form A and 
Form B versions of the questionnaire.  

Behavioural Beliefs: Of the 15 Behavioural Belief Composites on Form A, 12 had a significant 
correlation (of small-to-moderate magnitude) with Overall Attitude (see Table 6). Those composites that 
had a significant correlation with Overall Attitude either had a significant correlation with Instrumental or 
Affective Attitude, or both. Where multiple composites tapped into similar constructs and showed similar 
correlations with Overall Attitude (e.g., item composites of 27 and 7, 28 and 8, and 29 and 9, tapping into 
beliefs about the benefits of a professional’s training, experience, expertise, respectively) we chose to 
retain the two items making up the composite with the highest correlation with Overall Attitude; we 
dropped the other items to minimize respondent burden in the final questionnaire. Thus, for instance, we 
retained Items 28 and 8 but dropped 27 and 7, and 29 and 9. 

Of note, the Behavioural Beliefs items on Form A tapped into expectations of positive outcomes (e.g., I 
would start feeling better) of MHSU; Form B Behavioural Belief items, on the other hand, tapped into 
expectations of negative outcomes (e.g., People would treat me differently) of MHSU. Of the 
16 Behavioural Belief Composites on Form B, only three had significant correlations—of small 
magnitude—with Overall Attitude.  

Table 6: Correlations of indirect composite items (behavioural beliefs and  
outcome evaluations) with direct constructs (Study 2). 

(Form A) (Form B) 

BB and OE items Attitude Affective 
Attitude 

Instrumental 
Attitude 

BB and OE items Attitude Affective 
Attitude 

Instrumental 
Attitude 

item 25 and 5 .29* 
.14 .29* 

item 25 and 5 .36** 
.34** .27* 

item 26 and 6 .42** 
.38** .24 

item 26 and 6 .21 
.28* .07 

item 27 and 7 .46** 
.25* .42** 

item 27 and 7 .39** 
.46** .18 

 item 28 and 8 .52** 
.31* .46** 

item 28 and 8 .00 
.14 -.11 

item 29 and 9 .47** 
.26* .43** 

item 29 and 9 .19 
.26* .07 

item 30 and 10 .50** 
.27* .46** 

item 30 and 10 .22 
.21 .16 

item 31 and 11 .45** 
.32** .34** 

item 31 and 11 .10 
.18 -.02 
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(Form A) (Form B) 

item 32 and 59 .45** 
.27* .39** 

item 32 and 12 .13 
.25 -.03 

item 45 and 60 .42** 
.28* .35** 

item 45 and 59 .21 
.22 .15 

item 46 and 61 .42** 
.28* .33** 

item 46 and 60 -.00 
.12 -.10 

item 47 and 62 .47** 
.35** .34** 

item 47 and 61 .19 
.26* .08 

item 48 and 63 .21 
.17 .14 

item 48 and 62 -.18 
.05 -.34** 

item 49 and 64 .35** 
.19 .32** 

item 49 and 63 .09 
.24 -.08 

item 50 and 65 .20 
.22 .07 

item 50 and 64 .21 
.15 .20 

item 51 and 66 .08 
.02 .10 

item 51 and 65 .07 
.13 .00 

-------------------- ------ ----- ----- item 52 and 66 .28* 
.34** .13 

BB = Behavioural Beliefs; OE = Outcome Evaluations; Bolded items were retained 

Table 7: Correlations of indirect composite items ((normative beliefs and motivation to comply) and 
(control beliefs and power of control beliefs)) with direct constructs (Study 2). 

(Form A) (Form B) 

NB and MC items Subjective  

Norms 

  NB and MC items Subjective  

Norms 

  

item 52 and 12 .31* ------ ------ item 53 and 13 .25* ------ ------ 

item 53 and 13 .44** ------ ------ item 54 and 14 .42** ------ ------ 

item 54 and 14 .20 ------ ------ item 55 and 15 .41** ------ ------ 

item 55 and 15 .30* ------ ------ item 56 and 16 .46** ------ ------ 

item 56 and 16 .34** ------ ------ ---------------------- ------- ------ ------ 

CB and PCB 
items 

Perceived 
Behavioural 

Control 

Self-
Efficacy 

Control CB and PCB items Perceived 
Behavioural 

Control 

Self-
Efficacy 

Control 

item 19 and 33 .22 
.29* -.02 

item 19 and 33 .26* 
.29* .05 

item 20 and 34 -.05 
.07 -.21 

item 20 and 34 .42** 
.47** .08 

item 21 and 35 -.12 
-.04 -.18 

item 21 and 35 .32* 
.26* .23 

item 22 and 36 .26* 
.38** -.07 

item 22 and 36 .41** 
.51** -.04 
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(Form A) (Form B) 

item 23 and 37 .24 
.30* .02 

item 23 and 37 .47** 
.41** .31* 

item 24 and 38 .31* 
.34** .11 

item 24 and 38 .25* 
.26* .09 

NB = Normative Beliefs; MC = Motivation to Comply; CB = Control Beliefs; PCB = Power of Control Beliefs 

Normative Beliefs: Of the five Normative Belief Composites on Form A, four had significant correlations 
with Overall Perceived Norms (See Table 7). There was no overlap among the items making up these 
four composites; therefore all eights items were retained. Of the four Normative Belief Composites on 
Form B, all four had significant correlations with Overall Subjective Norms. Given that there was no 
overlap among the items making up these composites, all eight were retained.  

Control Beliefs: Of the six Control Belief composites on Form A, only two had significant correlations 
with Overall Perceived Behavioural Control and were retained (see Table 7). The composites made up of 
Items 19 and 33 and of Items 23 and 37 had significant correlations with Perceived Self-Efficacy only but 
not Perceived Control and not Overall Perceived Behavioural Control. While we could have retained 
these four items, given that similar item composites were already retained (Items 24 and 38, and Items 22 
and 36, respectively), a decision was made to drop all four items from the next iteration of the 
CAF-MHSUQ. Of the six Control Belief composites on Form B, all six had significant correlations with 
Overall Perceived Behavioural Control; since there was no overlap among the items making up these 
composites, all were retained. 

Table 8: Correlations among (full and partial) indirect TPB construct  
means and corresponding direct TPB constructs (Study 2). 

 Form A Form B 

 Attitude Affective 
Attitude 

Instrumental 
Attitude 

Attitude Affective 
Attitude 

Instrumental 
Attitude 

Behavioural Beliefs  
(all items) 

.61** 

 
.39** 

 
.51** 

 
.29* .42** .07 

 

Behavioural Beliefs  

(reduced items) 

.63** .39** .54** .51** .56** .30* 

 Subjective 
Norms 

  Subjective 
Norms 

  

Normative Beliefs 
(all items) 
 

.50** ------ ------ .54** ------ ------ 

Normative Beliefs 
(reduced items) .53** ------ ------  .54** ------ ------ 

 Perceived 
Behavioural 

Control 

Self-
Efficacy 

Control Perceived 
Behavioural 

Control 

Self-
Efficacy 

Control 

Control Beliefs  
(all items) 

.18 .30* -.12 .61** .63** .21 
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 Form A Form B 

Control Beliefs  

(reduced items) 

.36** .44** .03 .61** .63** .21 

*. Correlation is significant at the 0.05 level (2-tailed);**. Correlation is significant at the 0.01 level (2-tailed). 

Additional Construct (i.e., Convergent) Validity for Behavioural, Normative and Control Beliefs: 
To determine whether the belief composites for each theoretical construct “adequately cover[ed] the 
breadth of the actual population of beliefs underlying that construct” (Francis et al. 2004, p.30), we 
computed means for each set of indirect composites (i.e., a mean for all Behavioural Beliefs and Outcome 
Evaluations composites; a mean for all Normative Beliefs and Motivation to Comply composites; and a 
mean for all Control Beliefs and Influence of Control Beliefs composites), and correlated them with their 
corresponding direct constructs (overall Attitude [as well as Instrumental and Affective Attitude 
separately], overall Subjective Norms, and overall Perceived Behavioural Control [as well as Perceived 
Self-Efficacy and Control]). For each indirect construct, two means were computed—one mean 
consisting of all of the items for that construct and one mean consisting of only the items that were shown 
to be significantly correlated with the direct construct in the convergent validity analyses described in the 
section above (Tables 6 and 7). In all cases, the composite means derived from using only the subset of 
items with significant correlations showed higher (and in a few cases, the same) correlations with the 
direct constructs than did the composite means that consisted of all indirect items (Table 8). There were 
statistically significant and moderate-sized correlations between the belief composite means and their 
corresponding scales, with one notable exception for Control Beliefs and the Control scale, for which the 
correlations were not statistically significant. 

2.2.3 Discussion 

Direct items: The item-level analyses we conducted to determine how well the revised set of direct items 
performed revealed that the items forming the Attitude, Subjective Norms, Perceived Behavioural 
Control, and Intention scales had, for the most part, acceptable to excellent psychometric properties and 
resulted in internally coherent scales. Only five items were dropped. The lowest alpha was observed for 
the Control subscale of Perceived Behavioural Control scale. Nevertheless, the alphas for both the 
Control subscale and the Perceived Behavioural Control scale (.69 and .75) well exceeded the average 
alpha reported in a meta-analytic study of this construct (Armitage & Conner, 2001).  

The factor analytic results revealed a factor structure that was mostly in line with the theoretical model. In 
keeping with most of the existing literature, however, Attitude was found to consist of two factors, 
Affective and Instrumental Attitude, with a small correlation between the two scales, suggesting that the 
scales measure independent but somewhat related constructs. Also in keeping with the existing literature 
(Yzer, 2012), Perceived Behavioural Control was found to consist of two factors, Self-Efficacy and 
Control, with a small correlation between the two scales, again suggesting that they measure independent 
but slightly related constructs.  

The small-to-moderate size correlations among the key constructs we observed in this second study are in 
line with Ajzen’s argument that although Attitude, Subjective Norm, and Perceived Behavioural Control 
“are conceptually independent predictors of intentions…empirically they are usually found to be 
intercorrelated because the same information can influence behavioural, normative, and/or control beliefs, 
the theoretical antecedents of A[ttitude], S[ubjective] N[orm], and P[erceived] B[ehavioral] C[ontrol], 
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respectively. For example, the information that medical research has established the superiority of an easy 
to prepare low-fat diet for lowering serum cholestorol may lead to the formation of the behavioural belief 
that ‘my eating a low-fat diet will reduce my serum cholestorel level,’ the normative belief that ‘my 
doctor thinks I should eat a low-fat diet,’ and the control belief that ‘I have the ability to prepare a low-fat 
diet.’” (Ajzen, 2006b). 

The regression analysis to estimate how well Instrumental and Affective Attitude, Subjective Norms, and 
Perceived Self-Efficacy and Control predicted MHSU Intention revealed that together, the first five scales 
explained a substantial percentage of the variation in MHSU Intention and provided support for the 
predictive validity of these five scales. The regression analysis also provided indirect additional 
reassurance for the reliability of the Intention scale; it is unlikely that such a large proportion of variance 
could be explained in the Intention variable if it had low reliability (and significant error variance). The 
relative importance of the five scales, as revealed by their standardized regression coefficients, showed 
four out of five to be significant predictors of MHSU Intention; the only exception was the standardized 
regression coefficient for Instrumental Attitudes which had a p-value of 0.06. Overall, the results were as 
would be predicted by TPB. 

Indirect Items: Correlations of each belief composite with its corresponding scale revealed that 
approximately half of our indirect measure items had significant correlations with their corresponding 
scale. We were interested in identifying the beliefs that correlated significantly with their corresponding 
constructs because these could potentially serve as targets of intervention in R2MR; for instance, we were 
interested in finding behavioural beliefs (and their outcome evaluations) that correlated significantly with 
Overall (or Instrumental or Affective) Attitudes. By changing either the perceived probability or the 
perceived desirability of such beliefs, one could, at least in theory, change Attitudes. We flagged those 
belief composites with non-significant correlations with their corresponding scale as possible candidates 
for removal from the next iteration of the questionnaire.  

The statistically significant and moderate-sized correlations between the belief composite means and their 
corresponding scales provided additional evidence for the convergent validity of the indirect items and 
suggested that the indirect belief composite items covered a good breadth of the underlying constructs. 
(The only exception to this was the lack of a significant correlation between the Control Beliefs 
Composite mean and the Control Scale score, both for Forms A and B). Dropping belief composites from 
the aggregates that failed to show significant correlations with their corresponding scale increased the 
magnitude of some of the correlations; others remained the same. This further suggested that the belief 
composites that failed to show significant correlations were not adding useful information and could be 
candidates for removal for the next iteration of the questionnaire.  

Abbreviated Version of Questionnaire: Based on all of the direct and indirect item analyses, we 
discarded five direct measure items and retained 26; 48 indirect items (i.e., 20 from Form A and 28 from 
Form B) were also retained. This resulted in a revised, abbreviated version of the questionnaire with 
74 items (see Annex A, page 82). 

2.3 Study 3  

Although Study 2 provided encouraging results regarding the psychometric properties of both direct and 
indirect items included in our new questionnaire, it had a number of limitations. First, the small sample 
size led us to conduct separate EFAs on each set of direct measure items a-priori expected to load onto 
one of the four latent variables in TPB (i.e., Attitude, Subjective Norms, Perceived Behavioural Control, 
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and Intention). A more rigorous test for factorial (content) validity would require a single EFA on all of 
the direct measure items simultaneously; however, this exercise requires a much larger sample size than 
the one available in Study 2. Second, the large number of indirect belief items we were testing led us to 
use two versions of the questionnaire, Form A and Form B, with each form containing approximately half 
of the belief items; this necessitated having to conduct separate convergent validity analyses for the 
indirect belief items for Form A and Form B. A better assessment of how comprehensively the indirect 
belief items captured the population of beliefs underlying each of the four key constructs in TPB would 
require convergent validity analyses conducted on the Form A and Form B indirect belief items after the 
two forms had been merged. Third, with Studies 1 and 2, in order to maximize the information regarding 
the participants’ perceptions of the new questionnaire, we had been administering it in one-on-one 
sessions. Given that our objective was to eventually use the questionnaire in mass-testing sessions, we 
wanted to conduct a new study where we would use this method of administration. Finally, the lack of a 
significant correlation between the Control Belief Composite mean and the Control scale score raised the 
possibility that further scale development may be necessary for the Control scale, a possibility we wanted 
to further examine in a new study following a more rigorous EFA. 

2.3.1 Participants, Procedures, and Materials 

Data were drawn from a larger study comparing the efficacy of different teaching methods for the optimal 
uptake of R2MR concepts. Three hundred and five (269 male and 34 female; 2 gender unknown) NCM 
recruits from six platoons completed the CAF-MHSUQ in a mass-testing session, approximately 
two weeks into their 13-week training. The average age of participants was 22.60 (SD = 4.57, 
Range = 17–53). The testing session lasted about 40 minutes. 

2.3.2 Results 

Direct Measure Items / Factorial (Construct) Validity: This time, given the large sample size, we 
conducted a series of EFAs on the set of direct items as a whole; we ran these analyses in exactly the 
same way as before. We tested a range of models, from a three-factor solution to a seven-factor solution. 
Based upon the results of Study 2, we expected a six-factor solution to be the best fitting one, but we 
endeavored to test these other models for comparison purposes. We report the results from the EFAs and 
internal consistency reliability analyses together in Table 9 (and along the diagonal of Table 4, second 
row) and address them in detail below. 

The two best-fitting models were the five- and six-factor solutions. The seven-factor model was a good fit 
to the data (RMSEA = .043, 90% CI [.032. .053]; ECVI = 2.069, 90% CI [1.940, 2.225]), yet only 
one item had a salient loading on the seventh factor. The five-factor model (RMSEA = .062, 90% CI 
[.054. .070]; ECVI = 2.414, 90% CI [2.227, 2.626]), in essence, did not differentiate between the 
Perceived Self-Efficacy and Perceived Control items, and both sets of items loaded together on the same 
factor. The six-factor solution (RMSEA = .050, 90% CI [.041. .059]; ECVI = 2.162, 90% CI [2.011, 
2.340]) replicated the results of Study 2, resulting in Instrumental Attitude, Affective Attitude, Subjective 
Norms, Perceived Self-Efficacy, Perceived Control, and Intention factors. The factor inter-correlations, 
small-to-moderate in magnitude, ranged from .04 to .55. 
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Table 9: Correlations among (full and partial) indirect TPB construct means and corresponding direct TPB constructs (Study 2). 

   Factor Loadings      

 
Item 
No. 

Item 1 2 3 4 5 6 M SD Sk Kurt CI-TC 

Attitude 

In
st

ru
m

en
ta

l  

1 
Overall, I think that seeking mental health treatment from a 
professional would be: Harmful/Beneficial 

0.79 -0.01 0.08 0.02 -0.05 0.05 6.04 .10 -.10 .50 .76 

2 
Overall, I think that seeking mental health treatment from a 
professional would be: Good/Bad -0.77 -0.05 0.17 -0.03 0.05 -0.06 5.70 1.49 -1.25 .93 .65 

3 
Overall, I think that seeking mental health treatment from a 
professional would be: Worthless/Useful 

0.86 0.00 0.07 -0.05 0.05 -0.05 5.95 1.24 -1.45 1.85 .76 

62 
Overall, I think that seeking mental health treatment from a 
professional would be: Wise/Unwise 

-0.51 -0.07 -0.19 -0.01 -0.09 -0.03 6.03 1.41 -1.56 1.54 .60 

 
A

ff
ec

ti
ve

 
 

63 
Overall, I think that seeking mental health treatment from a 
professional would be: Uncomfortable/Comfortable 

0.09 0.71 0.09 0.05 -0.02 -0.02 4.51 1.87 -.33 -.96 .67 

64 
Overall, I think that seeking mental health treatment from a 
professional would be: Enjoyable/Unenjoyable 

-0.02 -0.78 0.01 0.12 -0.06 -0.02 4.26 1.675 -.08 -.69 .65 

65 
Overall, I think that seeking mental health treatment from a 
professional would be: Stressful/Relaxing 

-0.06 0.73 0.00 0.06 -0.03 0.06 4.63 1.64 -.24 -.67 .65 

Subjective Norms 

 

17 
If I developed a mental health problem, most people whose opinions I 
value would want me to seek mental health treatment from a 
professional. 

0.16 0.02 0.15 0.00 -0.06 0.54 5.81 1.18 -.10 .73 .66 

42 
If I developed a mental health problem, most people who are 
important to me would think that I should seek help from a mental 
health professional. 

-0.05 -0.04 0.09 -0.04 0.01 0.68 5.56 1.24 -.75 .09 .63 

56 
If I developed a mental health problem, most people who are 
important to me would expect me to seek mental health treatment from 
a professional. 

0.02 -0.02 0.20 -0.10 0.14 0.63 5.56 1.21 -.83 .60 .68 

61 
If I developed a mental health problem, most people whose opinions I 
value would approve of me seeking mental health treatment from a 
professional. 

0.08 0.06 0.04 0.11 -0.02 0.53 5.63 1.25 -.76 .06 .61 

66 
If I developed a mental health problem, most people who are 
important to me would wish that I seek mental health treatment from a 
professional. 

-0.02 0.05 -0.04 0.00 -0.04 0.94 5.77 1.18 -.83 .33 .83 
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   Factor Loadings      

 
Item 
No. 

Item 1 2 3 4 5 6 M SD Sk Kurt CI-TC 

72 
If I developed a mental health condition, most people whose opinions 
I value would like me to seek mental health treatment from a 
professional. 

0.04 -0.02 -0.04 0.07 0.03 0.81 5.71 1.18 -.71 -.08 .76 

Perceived Behavioural Control 

S
el

f-
E

ff
ic

ac
y 

43 
I would be confident that I could seek mental health treatment 
from a professional. 

0.04 0.08 0.45 0.27 0.02 0.08 5.24 1.48 -.69 .00 .57 

44 For me to seek mental health treatment from a professional would be: -0.04 -0.28 -0.24 -0.40 0.05 0.10 4.46 1.79 -.31 -.87 .55 

67 
If I wanted to, I could seek mental health treatment from a 
professional. 

0.06 -0.06 0.01 0.60 0.13 0.19 5.91 1.10 -.82 -.10 .58 

68 
For me to seek mental health treatment from a professional would take 
too much effort. 

-0.04 -0.16 -0.11 -0.49 0.08 0.01 4.73 1.68 -.38 -.64 .53 

70 
If I wanted to, I would not have problems in successfully seeking 
mental health treatment from a professional. 

-0.04 0.01 0.06 0.73 0.11 0.06 5.41 1.46 -.89 .52 .59 

74 
If you actually tried, how likely is it that you would succeed in seeking 
mental health treatment from a professional? 

0.15 -0.11 0.27 0.38 0.05 0.02 5.73 1.29 -.95 .36 .48 

C
on

tr
ol

 

45 
It would be completely up to me whether or not I seek mental health 
treatment from a professional. 

-0.06 0.00 0.10 -0.05 0.69 0.01 5.84 1.31 -1.02 .31 .49 

69 
I would have full control over seeking mental health treatment from a 
professional. 

0.07 0.01 -0.02 0.39 0.48 -0.01 5.37 1.42 -.59 -.33 .51 

71 
It would first and foremost be up to myself whether or not I seek 
mental health treatment from a professional. 

0.07 0.06 -0.18 0.27 0.53 0.05 5.72 1.35 -.89 .29 .50 

Behavioural Intentions 

 

16 
If I developed mental health problems, I would expect to seek mental 
health treatment from a professional. 

0.15 0.01 0.70 0.08 -0.09 0.05 5.37 1.59 -1.01 .43 .78 

46 
If I developed mental health problems, I would want to seek mental 
health treatment from a professional. 

0.06 0.06 0.82 -0.13 0.10 0.06 5.35 1.56 -.98 .47 .83 

55 
If I developed mental health problems, I would intend to seek mental 
health treatment from a professional. 

0.03 0.10 0.79 0.01 0.06 0.06 5.30 1.55 -.93 .47 .86 

73 
All in all, how likely is it that you would seek mental health treatment 
from a professional if you developed a mental health problem in the 
future? 

-0.01 0.05 0.74 0.21 -0.09 0.05 5.08 1.67 -.87 .04 .80 

Note: The bolded item (43) was not retained. 
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Attitude: The four a-priori hypothesized Instrumental Attitude items had salient loadings on an 
Instrumental factor, while the three a-priori hypothesized Affective items had salient loadings on an 
Affective factor (see Table 9 for item-level statistics including factor loadings). The results from the 
internal consistency reliability analyses (e.g., CI-TCs; see Table 9) showed that all of these items were 
acceptable. 

Subjective Norms: All of the six a-priori hypothesized Subjective Norms items had salient loadings on a 
Subjective Norms factor. The internal consistency reliability analyses further highlighted the adequacy of 
these items. Of note, however, is the finding that one of the items had a CI-TC of .83, which suggests 
redundancy and is something to keep in mind for further consideration.  

Perceived Behavioural Control: The three a-priori hypothesized Perceived Control items had salient 
loadings on a Perceived Control factor, yet only four out of the six a-priori hypothesized Perceived 
Self-Efficacy items had salient loadings on a Perceived Self-Efficacy factor; this led us to consider Items 
43 and 74, which failed to show salient loadings, for deletion. However, the internal consistency 
reliability analyses showed their pairwise correlations and CI-TCs were acceptable. We decided to delete 
Item 43 from subsequent analyses regardless, given its salient loading on the Intention factor and its low 
loading on the Perceived Self-Efficacy factor. 

Intention: Last, the four a-priori hypothesized Intention items had high loadings on an Intention factor, as 
predicted. Looking at their correlations (i.e., pairwise and CI-TCs), however, three of the items showed 
CI-TCs greater than .80, which suggests an overly narrow construct and is something to keep in mind for 
further consideration.  

Direct Measure Items / Internal Consistency: Based upon the results of the EFAs and additional 
item-level analyses, we computed the resulting Cronbach’s alphas after deleting only one item 
(i.e., Item 43). The main diagonal of Table 4, second row shows these estimates, ranging from .68 to .92, 
for the Instrumental Attitude, Affective Attitude, Subjective Norms, Perceived Self-Efficacy, Perceived 
Control, and Intention scores.  

Descriptive and correlational analyses among scales (Construct Validity): We calculated the mean 
scores by averaging across the ratings of the remaining items on each scale, resulting into potential 
minimum and maximum values of 1 and 7, respectively. Table 4, second row, also displays scale-level 
descriptive statistics and correlations among the scales. Mean scales scores ranged from 4.47 (Affective 
Attitude) to 5.93 (Instrumental Attitude). The correlations among the five scales (Instrumental and 
Affective Attitude, Subjective Norms, Perceived Self-Efficacy, and Control) ranged from .12 to .49. 

Predictive Validity: To test how well Instrumental and Affective Attitude, Subjective Norms, and 
Perceived Control and Self-Efficacy predicted MHSU Intention, we regressed the first five variables onto 
Intention. The overall model explained 60% (p < .001) of the variance in the Intention variable. As can be 
seen in Table 5, all five constructs played a significant role in predicting Intention, although the direction of 
the standardized coefficient regression was contrary to what would be expected according to TPB. 

Indirect Measure Items / Construct (Convergent) Validity for Behavioural, Normative and Control 
Beliefs: As before, we multiplied each Behavioural Belief item rating by its corresponding Outcome 
Evaluation item rating to obtain a Behavioural Belief Composite for those two items. Similarly, we 
multiplied each Normative Belief item rating by its corresponding Motivation to Comply item rating, and 
each Control Belief item rating by its Influence of Control Belief item rating to obtain Normative Belief 
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and Control Belief Composites, respectively. We then computed correlations between each belief 
composite and its corresponding direct scale. As can be seen in Table 10, of the eight Behavioural Belief 
Composites, all had a significant correlation (of small-to-moderate magnitude) with either Affective or 
Instrumental Attitude, or both. Of the eight Normative Belief Composites on Form A, all had significant 
correlations, of small-to-moderate magnitude, with Overall Subjective Norms. Of the eight Control Belief 
composites, all but one had significant correlations of small magnitude, with either Perceived Control or 
Self-Efficacy (or both).  

Table 10: Correlations of indirect composite items with direct constructs (Study 3). 

Behavioural Beliefs and Outcome 
Evaluations items 

Affective Attitude Instrumental Attitude 

item 26 and 4 .54** .37** 

item 27 and 5 .50** .35** 

item 28 and 57 .35** .48** 

item 30 and 6 .09 .21** 

item 31 and 7 .16** .30** 

item 32 and 59 -.02 .30** 

item 29 and 58 .42** .35** 

item 33 and 60 .06 .30** 

Normative Beliefs and Motive to 
Comply items 

Subjective Norms ------ 

item51 and item12 .31** ------ 

item52 and item13 .48** ------ 

item53 and item14 .27** ------ 

item54 and item15 .53** ------ 

item47 and item8 .42** ------ 

item48 and item9 .52** ------ 

item49 and item10 .43** ------ 

item50 and item11 .30** ------ 

Control Belief and Power of Control 
Belief items 

Self-Efficacy Control 

item18 and item34 .41** .21** 

item19 and item35 .37** .21** 

item20 and item36 .04 .14* 

item21 and item37 .42** .21** 

item22 and item38 .12* .07 

item23 and item39 .31** .13* 

item24 and item40 .11 -.03 

item25 and item41 .15* .10 
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Additional Construct (i.e., Convergent) Validity for Behavioural, Normative and Control Beliefs: 
To determine whether or not the belief composites for each theoretical construct adequately covered the 
breadth of the actual population of beliefs underlying that construct, per existing recommendations 
(Francis et al., 2004), we computed means for each set of indirect composites (i.e., a mean for all 
Behavioural Beliefs and Outcome Evaluations composites; a mean for all Normative Beliefs and 
Motivation to Comply composites; and a mean for all Control Beliefs and Influence of Control Beliefs 
composites), and correlated them with their corresponding direct constructs (Affective and Instrumental 
Attitude, Subjective Norms, and Perceived Control and Self-Efficacy). As can be seen in Table 11, these 
correlations, with the exception of the one between the mean of Control Beliefs and the Control scale, 
were all moderate in size.  

Table 11: Correlations among indirect TPB construct means and  
corresponding TPB direct constructs (Study 3). 

Affective Attitude Instrumental Attitude 

Behavioural Beliefs  
(8items) 

.46** .60** 

Subjective Norms  

Normative Beliefs 
(8 items) 

.63** 
  

Self-Efficacy Control 

Control Beliefs  
(8 items) 

.45** .25** 

*. Correlation is significant at the 0.05 level (2-tailed). 
**. Correlation is significant at the 0.01 level (2-tailed). 

2.3.3 Discussion 

Direct items: The factor analytic results revealed a factor structure for this reduced set of items that was 
almost identical to what was found in Study 2, and once more, was in line with the theoretical model. 
Again, in keeping with some of the existing literature (Ajzen, 1991), Attitude was found to consist of 
two factors, Affective and Instrumental Attitude, with a small correlation between the two factors, 
suggesting that the subscales measure independent but somewhat related constructs. With the 6-factor 
solution, which we retained due to its similarity with Study 2 EFA results, in keeping with some of the 
existing literature (Ajzen, 2002), Perceived Behavioural Control was found to consist of two factors, 
Self-Efficacy (including difficulty and confidence items) and Control, with a small correlation between 
the two factors, again suggesting that these scales measure independent but somewhat related constructs. 
With the 5-factor solution, Perceived Behavioural Control was found to be unidimensional. Based on the 
6-factor solution, the correlations among the five key TPB constructs (Affective and Instrumental Attitude, 
Subjective Norms, Perceived Control and Self-Efficacy) were again small-to-moderate in size, suggesting 
that while these five constructs are somewhat related, they do not measure the same concepts.  

The item-level analyses we conducted to determine how well the reduced set of direct items performed 
revealed that the items on the Instrumental and Affective Attitude, Subjective Norms, Perceived Control 
and Self-Efficacy, and Intention scales continued to exhibit acceptable-to-good psychometric properties 
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and resulted in internally coherent subscales. Only one item was dropped from the set of items. While the 
alphas for both the Control and Self-Efficacy scales (.68 and .75) again well exceeded the average alpha 
reported in a meta-analytic study of the Perceived Behavioural Control construct by Armitage (Armitage 
& Conner, 2001), the relatively low alpha for the Control subscale suggests more scale development work 
needs to be done on this scale, with possibly generating and testing a few additional items in the next 
iteration of the CAF-MHSUQ, and carefully considering whether or not the Perceived Behavioural 
Control construct is unidimensional.  

The regression analysis to estimate how well Affective and Instrumental Attitude, Subjective Norms, and 
Perceived Control and Self-Efficacy predicted MHSU Intention again revealed that together, the 
first five-scales explained a substantial percentage of the variation in MHSU Intention and provided 
support for the predictive validity of these five scales. The negative standardized regression coefficient 
observed between Control and Intention, however, was unexpected. Viewed in their entirety, the Control 
scale findings (the relatively low alpha from the reliability analyses, the negative standardized coefficient 
in the regression analysis, and the comparable fit indices in the EFA analyses that pit a model in which 
Perceived Self-Efficacy and Control items form a unitary construct, and one in which they form 
two somewhat related but independent constructs) again all suggest the Control scale and the Perceived 
Behavioural Control construct as a whole would benefit from additional scale development work in future 
studies. 

Indirect Items: Correlations of each belief composite with its corresponding scale revealed that almost 
all of the indirect measure items retained in the abbreviated CAF-MHSUQ had significant and 
moderate-sized correlations with their corresponding scale(s). The statistically significant and moderate 
sized correlations between the belief composite means and their corresponding scales again provided 
good evidence for the convergent validity of the indirect items and suggested that the indirect belief 
composite items covered a good breadth of the underlying constructs. It was reassuring to find a 
statistically significant correlation between the Control Beliefs Composite mean and the Control Scale in 
Study 3. However, the correlation was quite small, a finding that further highlights the need for continued 
scale development efforts for the Control and Perceived Behavioural Control constructs in the future.  
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3 General Discussion and Conclusions 

The purpose of the series of studies described in this paper was to develop a self-report questionnaire that 
could be used to identify intervention targets for MHSU intentions and behaviours in a military workplace 
mental health intervention. We used the well-established theoretical model, TPB, to guide the 
development of our questionnaire. Our aim was to overcome many of the limitations and weaknesses of 
existing research using TPB to predict MHSU intentions and behaviours in workplace settings, and to 
produce a measure with good psychometric properties.  

The emerging findings from our program of research provide evidence for the psychometric soundness of 
the CAF-MHSUQ in its current form. The internal consistency reliability estimates associated with the 
six direct scale scores of the CAF-MHSUQ are all in the acceptable to excellent range, and the results 
derived from two series of EFAs show that the factor structure of our scale is very much in keeping with 
the theoretical model. There is some additional scale development work that needs to be done on the 
Perceived Behavioural Control construct in the CAF-MHSUQ, however. Our findings are not able to 
definitively establish whether this is a unidimensional or multifactorial construct, with perceived 
difficulty and confidence forming a “Self-Efficacy” factor and the perceived control over the performance 
of MHSU behaviours forming a separate “Control” factor. Ajzen (2002) has argued that Perceived 
Behavioural Control is “a unitary latent variable in a hierarchical factor model” (p. 665), with 
Self-Efficacy and Control components, which represents a refinement of the original conceptualization of 
this construct, and he has recommended the inclusion of items assessing both components in the design of 
Perceived Behavioural Control scales. Our goal for the next phase of our program of research is to test 
this hierarchical model of Perceived Behavioural Control via a confirmatory factor analysis, after 
developing additional Control items to increase the internal consistency reliability of the Control scale. 

One criticism of military and civilian mental health and psychological resilience interventions has been 
that intervention targets have been developed in manner that is not theoretically- or empirically-driven. 
Our research program shows it is possible to identify intervention targets in a theoretically- and 
empirically-driven manner. In fact, using such an approach reveals many of the commonly-, and 
implicitly-held assumptions in workplace mental health interventions (e.g., that it is mostly fear of stigma, 
confidentiality concerns, and fear of negative career impact that prevent people from seeking mental 
health services) may be wrong, or only partially correct. In Study 2, not all stigma items correlated with 
Overall, Affective, and Instrumental Attitude; of the three confidentiality items, only one (people would 
find out I sought treatment) that did not use the word “confidentiality” correlated with Overall, Affective, 
and Instrumental Attitude. In our initial qualitative study, we identified a large number of concerns other 
than stigma, lack of confidentiality, and career impact. These included concerns around uncaring 
professionals, feeling uncomfortable and awkward in the treatment process, being forced to accept a 
treatment modality one does not want, and not having enough time to seek mental health services.  

The moderate-sized, statistically significant correlations between the indirect belief item sets and their 
corresponding scales suggest that we were able to identify a good number of salient concerns and beliefs 
driving Affective and Instrumental Attitudes, Subjective Norms, and Perceived Self-Efficacy in our 
research. We are currently trying to explicitly address these beliefs and concerns in our intervention and 
have moved away from the initial approach in R2MR that focused almost exclusively on stigma concerns.  

The statistically significant but small correlation between control beliefs items and the Control Scale in 
work suggest that we may need to identify additional control beliefs in our future work and include these 
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in future testing of the CAF-MHSUQ. One possible explanation for why we found larger correlations 
between control beliefs and Self-Efficacy (versus control beliefs and perceived Control) may be because 
the standard questions to elicit control beliefs (e.g., What factors would make it easy or enable you, and 
what factors would make it difficult for you to [engage in the target behaviour]?) are more likely to yield 
responses falling under the Self-efficacy (i.e., capacity) versus the Control (i.e., autonomy) aspects of 
Perceived Behavioural Control. As others have noted (Yzer, 2012), research that empirically shows that 
the standard TPB questions to elicit control beliefs “results in both capacity and autonomy beliefs” 
(p. 105) is lacking. Thus, in our future work, we expect it may be necessary to explore in qualitative 
studies whether a different set of elicitation questions are more likely to yield responses tapping into the 
control/autonomy dimension of the Perceived Behavioural Control construct. 

Our program of research yielded additional noteworthy findings. For instance, we found that the lowest 
scores across Studies 2–3 were for Affective Attitudes, which assess expectations around how using 
mental health services will feel. Most existing workplace mental health interventions target concerns that 
would fall under Instrumental Attitudes, which tap into whether using services will lead to good or bad 
instrumental outcomes. For instance, concerns around efficacy of available services, and their impact on 
symptom resolution would fall under the Instrumental domain. While the significant, moderate-size 
correlations between Instrumental Attitudes and Intentions in our work argue for continued inclusion of 
such concerns in our intervention, the comparison of average scores and the distribution of scores on the 
Instrumental and Affective scales point to the Affective domain as being the place where there may be a 
greater need for attitude change. In our intervention (R2MR), we are now directly addressing concerns 
that were identified in our qualitative research (and Studies 1–3) under the Affective domain (e.g., that 
professionals may not care, that speaking to a mental health professional will feel uncomfortable, 
awkward, and may in fact even make one feel worse). 

Scale development is an iterative process. While the initial results from our program of research are 
encouraging, there are additional steps we need to take to further establish the validity of the 
CAF-MHSUQ. First, we need to generate new, additional items assessing the Control component of 
Perceived Behavioural Control, both directly and indirectly and test these in the next iteration of the 
CAF-MHSUQ. As previously mentioned, to further establish the factorial (content) validity of the 
CAF-MHSUQ, we need to conduct a confirmatory factor analysis, which requires a larger sample than 
those included in our studies thus far. This would also enable us to better determine the factor structure of 
the Perceived Behavioural Control (and its components, Perceived Self-Efficacy and Control). We are 
currently testing the possible influence of social desirability on our questionnaire and starting to look at 
predictive (criterion) validity in a longitudinal fashion to see if collectively, Affective and Instrumental 
Attitudes, Subjective Norms, and Self-Efficacy and Control at the beginning of recruit training predict 
MHSU Intentions later. Although the regression analyses from Studies 2–3 provide some initial evidence 
for the predictive (criterion) validity of these five scales, a more robust test will require a longitudinal 
design that looks at the prediction of both MHSU intentions and behaviours.  

Our intention in developing the CAF-MHSUQ was to develop a measure with good psychometric 
properties that could be used to identify intervention targets that may have been overlooked in ongoing 
workplace mental health interventions in the CAF recruit population specifically and, as well, in being 
able to sensitively measure changes in MHSU intentions and behaviours (and specific beliefs driving 
these important outcomes) as a result of exposure to such interventions, again in CAF recruits in the 
BMQ setting specifically. In fact, efforts are underway to further test the value and utility of the 
CAF-MHSUQ in such a manner. In the meantime, findings from our research program to date, 
summarized in this article, provide for civilian and military researchers alike a roadmap for developing a 
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comprehensive TPB questionnaire that can help identify and rigorously measure a broad range of 
intervention targets for MHSU behaviours in workplace settings.  

Importantly, in developing the CAF-MHSUQ, our objective was not to create a scale that could be used 
across populations and settings other than the BMQ setting with recruits. While an argument can be made 
for using the direct measure items of the CAF-MHSUQ in different populations and settings, we 
recommend researchers conduct elicitation surveys in their own populations and settings for creating 
indirect measure items of TPB constructs that are likely to be unique in each population and setting. 
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Annex A Questionnaires 

A.1 FORM A (Study 1) 

 

Date: Participant Number: 
Canadian Forces Recruit Mental Health Service Use Questionnaire (CFR-MHSUQ) 

 

Instructions: 

The following questions ask about your views on seeking mental health treatment 
from a professional, if you were to ever develop mental health problems. Mental 
health problems include conditions such as depression and anxiety. Professionals who 
provide treatment for mental health problems include psychologists, psychiatrists, social 
workers, counsellors, and therapists. 
Note that the response format in this survey is different for each question. For 
instance one question may ask you to respond to a statement by choosing between 
1=strongly disagree ...to 
...7=strongly agree while the next question may ask you to respond to a statement by 
choosing between 1=extremely undesirable ...to...7=extremely desirable. Please read 
each question and the possible responses for that question carefully before circling 
your answer. Respond to each question as honestly as you can. There are no right or 
wrong answers. 

 

Seeking mental health treatment from a professional would be: 

 
1. Harmful 1 2 3 4 5 6 7 Beneficial 
2. Good 1 2 3 4 5 6 7 Bad 
3. Pleasant (for me) 1 2 3 4 5 6 7 Unpleasant 
 
4. Worthless 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

(for me) 
Useful 

 

5. If I developed mental health problems, people knowing that I am trying to get better would 
be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

6. If I developed mental health problems, starting to feel better would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
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undesirable        desirable 
 

7. If I developed mental health problems, having the benefit of a professional's 
training in treating similar problems would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

8. If I developed mental health problems, having the benefit of a professional's 
experience in treating similar problems would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

9. If I developed mental health problems, having the benefit of a professional's 
expertise in treating similar problems would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

10. If I developed mental health problems, being better able to identify the problem would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

11. If I developed mental health problems, identifying the problem more quickly would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

12. What the Canadian Forces as an organization thinks I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

13. My family's approval would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

14. What my friends think I should do would be important to me. 
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Not at all 1 2 3 4 5 6 7 Very much 

 

15. What people who are close to me do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

16. The approval of my instructors in the Canadian Forces would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

17. If I developed mental health problems, I would expect to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

18. People who are important to me would want me to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

19. I would be able to tell if I did not feel like my usual self. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

20. Other people would tell me if I were not like my usual self. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

21. If I sought mental health treatment, it would be kept confidential. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

22. Mental health treatment would be easily available. 
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Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

23. Mental health treatment would be easily accessible (e.g. close location, flexible hours). 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

24. I would be able to tell when my mental health symptoms start getting worse. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

25. If I sought mental health treatment from a professional, people would know that I am 
trying to get better. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

26. If I sought mental health treatment from a professional, I would start feeling better. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

27. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's training in treating similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

28. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's experience with similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

29. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's expertise with similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
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Unlikely        Likely 
 

30. If I sought mental health treatment from a professional, I would be better able to 
identify the problem. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

31. If I sought mental health treatment from a professional, I would identify the 
problem more quickly. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

32. If I sought mental health treatment from a professional, I would be able to express how I 
feel. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

33. Being able to tell that I am not feeling like my usual self would make it 
(much more difficult/much easier) to seek mental health treatment from a 
professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

34. Other people telling me that I am not like my usual self would make it 
(much more difficult/much easier) to seek mental health treatment from a 
professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

35. Knowing that if I sought treatment it would be kept confidential, I would be (less 
likely/more likely) to seek mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

36. Availability of mental health treatment would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 
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much more difficult -3 -2 -1 0 +1 +2 +3 much easier 

 

37. Accessibility (e.g., close location, flexible hours) of mental health treatment would 
make it (much more difficult/much easier) to seek mental health treatment from a 
professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

38. Being able to tell when my mental health symptoms start getting worse, I would 
be (less likely/more likely) to seek mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

 

39. I would feel under social pressure to seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

40. I would be confident that I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

41. For me to seek mental health treatment from a professional would be: 
 

Easy 1 2 3 4 5 6 7 Difficult 

 

42. The decision to seek mental health treatment from a professional would be 
beyond my control. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

43. Whether I seek mental health treatment from a professional would be entirely up to 

me. Strongly disagree 1 2 3 4 5 6 7

 Strongly agree 

44. If I developed mental health problems, I would want to seek mental health treatment 
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from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

45. If I sought mental health treatment from a professional, I would be able to talk to 
someone about my feelings. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

46. If I sought mental health treatment from a professional, I would be able to let 
out my feelings. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

47. If I sought mental health treatment from a professional, I would be able to get back 
to my life. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

48. If I sought mental health treatment from a professional, I would have 
someone who understands what I am going through. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

49. If I sought mental health treatment from a professional, I would have 
someone who understands this happens to a lot of people. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

50. If I sought mental health treatment from a professional, I would have 
someone who understands that having mental health problems is normal. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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51. If I sought mental health treatment from a professional, I would know that what I 
discuss will be kept confidential. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

52. The Canadian Forces as an organization would think I (should/should not) seek mental 
health treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

53. My family would (disapprove/approve) of me seeking mental health treatment 
from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

54. My friends would think I (should not/should) seek mental health treatment 
from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

55. People who are close to me (would/would not) seek mental health treatment 
from a professional. 

 

Would not -3 -2 -1 0 +1 +2 +3 Would 

 

56. My instructors in the Canadian Forces would (disapprove/approve) of me seeking 
mental health treatment from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

 

57. If I developed mental health problems, I would intend to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

58. It would be expected of me that I seek mental health treatment from a professional. 
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Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

59. If I developed mental health problems, being able to express how I feel would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

60. If I developed mental health problems, being able to talk to someone about my 
feelings would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

61. If I developed mental health problems, being able to let out my feelings would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

62. If I developed mental health problems, being able to get back to my life would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

63. If I developed mental health problems, having someone who understands what I am 
going through would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

64. If I developed mental health problems, having someone who understands this 
happens to a lot of people would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

65. If I developed mental health problems, having someone who understands having 
mental health problems is normal would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 
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66. If I developed mental health problems, knowing that what I will discuss will 
be kept confidential would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

A.2 FORM B (Study 1) 

Date: Participant Number: 
Canadian Forces Recruit Mental Health Service Use Questionnaire (CFR-MHSUQ) 

 

Instructions: 

The following questions ask about your views on seeking mental health treatment 
from a professional, if you were to ever develop mental health problems. Mental 
health problems include conditions such as depression and anxiety. Professionals who 
provide treatment for mental health problems include psychologists, psychiatrists, social 
workers, counsellors, and therapists. 
Note that the response format in this survey is different for each question. For 
instance one question may ask you to respond to a statement by choosing between 
1=strongly disagree ...to 
...7=strongly agree while the next question may ask you to respond to a statement by 
choosing between 1=extremely undesirable ...to...7=extremely desirable. Please read 
each question and the possible responses for that question carefully before circling 
your answer. Respond to each question as honestly as you can. There are no right or 
wrong answers. 

 

Seeking mental health treatment from a professional would be: 

 
1. Harmful 1 2 3 4 5 6 7 Beneficial 
2. Good 1 2 3 4 5 6 7 Bad 
3. Pleasant (for me) 1 2 3 4 5 6 7 Unpleasant 
 
4. Worthless 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

(for me) 
Useful 

 

5. If I developed mental health problems, people finding out that I sought treatment would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

6. If I developed mental health problems, people treating me differently would be: 
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Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

7. If I developed mental health problems, the professional recommending a type of 
treatment that I may not want would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

8. If I developed mental health problems, having my professional life or career 
negatively impacted as a result of seeking treatment would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

9. If I developed mental health problems, finding out the professional doesn't really care 
would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

10. If I developed mental health problems, finding out the professional is just in it for the 
money would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

11. If I developed mental health problems, finding out the professional treats me by 
the book would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

12. If I developed mental health problems, finding out the professional may not 
take into consideration my unique circumstances would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 
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13. Doing what my peers in the Canadian Forces do would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

14. What people who understand me think I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

15. The approval of my immediate superiors in the Canadian Forces would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

16. What people who care about me think I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

17. If I developed mental health problems, I would expect to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

18. People who are important to me would want me to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

19. If I sought mental health treatment, my job would be jeopardized. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

20. I would have enough time to seek mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

21. People would judge me for seeking mental health treatment. 
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Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

22. People that I am close to would support me in seeking mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

23. I would feel uncomfortable discussing personal issues with a mental health professional. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

24. I would have to pay out of pocket for mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

25. If I sought mental health treatment from a professional, people would find out I 
sought treatment. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

26. If I sought mental health treatment from a professional, people would treat me differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

27. If I sought mental health treatment from a professional, the professional might 
recommend a type of treatment that I may not want. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

28. If I sought mental health treatment from a professional, it might have a negative 
impact on my professional life or career. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
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Unlikely        Likely 
 

29. If I sought mental health treatment from a professional, I might find out the 
professional does not really care. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

30. If I sought mental health treatment from a professional, I might find out the 
professional is just in it for the money. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

31. If I sought mental health treatment from a professional, the professional might treat 
me by the book. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

32. If I sought mental health treatment from a professional, the professional might not 
take into consideration my unique circumstances. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

33. Knowing that my job will be jeopardized would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

34. Having enough time to seek treatment, I would be (less likely/more likely) to seek 
mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

35. Knowing that people will judge me for seeking mental health treatment would make it 
(much more difficult/much easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 
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36. Having the support of people close to me in seeking treatment would make it 
(much more difficult/much easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

37. Knowing that I will feel uncomfortable talking about personal issues with a mental 
health professional, I would be (less likely/more likely) to seek mental health 
treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

 

38. Having to pay for treatment out of pocket would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

39. I would feel under social pressure to seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

40. I would be confident that I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

41. For me to seek mental health treatment from a professional would be: 
 

Easy 1 2 3 4 5 6 7 Difficult 

 

42. The decision to seek mental health treatment from a professional would be 
beyond my control. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

43. Whether I seek mental health treatment from a professional would be entirely up to 
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me. Strongly disagree 1 2 3 4 5 6 7

 Strongly agree 

44. If I developed mental health problems, I would want to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

45. If I sought mental health treatment from a professional, people would look at me differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

46. If I sought mental health treatment from a professional, people would think I am crazy. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

47. If I sought mental health treatment from a professional, people would think it is my fault. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

48. If I sought mental health treatment from a professional, I would look at myself differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

49. If I sought mental health treatment from a professional, I would see myself as a failure. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

50. If I sought mental health treatment from a professional, I would have to accept that 
I need help. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

51. If I sought mental health treatment from a professional, I would have to take time off work. 
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Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

52. If I sought mental health treatment from a professional, I might feel worse. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

53. My peers in the Canadian Forces (would not/would) seek mental health treatment 
from a professional. 

 

Would not -3 -2 -1 0 +1 +2 +3 Would 

54. People who understand me would think I (should not/should) seek mental health 
treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

55. My immediate superiors in the Canadian Forces would (disapprove/approve) of me 
seeking mental health treatment from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

 

56. People who care about me would think I (should not/should) seek mental health 
treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

57. If I developed mental health problems, I would intend to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

58. It would be expected of me that I seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 
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59. If I developed mental health problems, people looking at me differently would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

60. If I developed mental health problems, people thinking I am crazy would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

61. If I developed mental health problems, people thinking it is my fault would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

62. If I developed mental health problems, looking at myself differently would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

63. If I developed mental health problems, seeing myself as a failure would be: 
Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

64. If I developed mental health problems, accepting that I need help would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

65. If I developed mental health problems, having to take time off work would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

66. If I developed mental health problems, starting to feel worse would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 
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A.3 FORM A (Study 2) 

Date: Participant Number: 
 

Canadian Forces Recruit Mental Health Service Use Questionnaire 

Instructions: 
The following questions ask about your views on seeking mental health treatment from a 
professional, if you were to ever develop mental health problems. 

 
Mental  health problems  include  conditions  such  as depression  and  anxiety.  Professionals who 
provide treatment for mental health problems include psychologists, psychiatrists, social workers, 
counsellors, and therapists. 

 
Note that the response format in this survey is different for each question. Please read each 
question and the possible responses for that question carefully before circling your answer. 
Respond to each question as honestly as you can. There are no right or wrong answers. 

 

1-4. Overall, I think that seeking mental health treatment from a professional would be: 

 

5. Harmful 1 2 3 4 5 6 7 Beneficial 
6. Good 1 2 3 4 5 6 7 Bad 
7. Pleasant 1 2 3 4 5 6 7 Unpleasant 
8. Worthless 1 2 3 4 5 6 7 Useful 

 

5. If I developed mental health problems, people knowing that I am trying to get better would 
be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

6. If I developed mental health problems, starting to feel better would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

7. If I developed mental health problems, having the benefit of a professional's 
training in treating similar problems would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 
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8. If I developed mental health problems, having the benefit of a professional's 
experience in treating similar problems would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

9. If I developed mental health problems, having the benefit of a professional's 
expertise in treating similar problems would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

10. If I developed mental health problems, being better able to identify the problem would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

11. If I developed mental health problems, identifying the problem more quickly would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

12. What the Canadian Forces as an organization thinks I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

13. My family's approval would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

14. What my friends think I should do would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

15. What people who are close to me do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 



  

54 DRDC-RDDC-2019-R111 
 

  

16. The approval of my instructors in the Canadian Forces would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

17. If I developed mental health problems, I would expect to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

18. If I developed a mental health problem, most people whose opinions I value would 
want me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

19. I would be able to tell if I did not feel like my usual self. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

20. Other people would tell me if I were not like my usual self. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

21. If I sought mental health treatment, it would be kept confidential. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

22. Mental health treatment would be easily available. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

23. Mental health treatment would be easily accessible (e.g. close location, flexible hours). 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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24. I would be able to tell when my mental health symptoms start getting worse. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

25. If I sought mental health treatment from a professional, people would know that I am 
trying to get better. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

26. If I sought mental health treatment from a professional, I would start feeling better. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

27. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's training in treating similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

28. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's experience with similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

29. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's expertise with similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

30. If I sought mental health treatment from a professional, I would be better able to 
identify the problem. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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31. If I sought mental health treatment from a professional, I would identify the 
problem more quickly. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

32. If I sought mental health treatment from a professional, I would be able to express how I 
feel. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

33. Being able to tell that I am not feeling like my usual self would make it 
(much more difficult/much easier) to seek mental health treatment from a 
professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

34. Other people telling me that I am not like my usual self would make it 
(much more difficult/much easier) to seek mental health treatment from a 
professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

35. Knowing that if I sought treatment it would be kept confidential, I would be (less 
likely/more likely) to seek mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

36. Availability of mental health treatment would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

37. Accessibility (e.g., close location, flexible hours) of mental health treatment would 
make it (much more difficult/much easier) to seek mental health treatment from a 
professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 
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38. Being able to tell when my mental health symptoms start getting worse, I would 
be (less likely/more likely) to seek mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

 

39. If I developed a mental health problem, most people who are important to me 
would think that I should seek help from a mental health professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

40. I would be confident that I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

41. For me to seek mental health treatment from a professional would be: 
 

Easy 1 2 3 4 5 6 7 Difficult 

 

42. Seeking mental health treatment from a professional would be beyond my control. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

43. It would be completely up to me whether or not I seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

44. If I developed mental health problems, I would want to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

45. If I sought mental health treatment from a professional, I would be able to talk to 
someone about my feelings. 
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Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

46. If I sought mental health treatment from a professional, I would be able to let 
out my feelings. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

47. If I sought mental health treatment from a professional, I would be able to get back 
to my life. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

48. If I sought mental health treatment from a professional, he/she would understand 
what I am going through. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

49. If I sought mental health treatment from a professional, he/she would understand 
that this happens to a lot of people. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

50. If I sought mental health treatment from a professional, he/she would understand that 
having mental health problems is normal. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

51. If I sought mental health treatment from a professional, I would know that what I 
discuss will be kept confidential. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

52. The Canadian Forces as an organization would think I (should not/should) seek mental 
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health treatment from a professional. 
 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

53. My family would (disapprove/approve) of me seeking mental health treatment 
from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 
 

54. My friends would think I (should not/should) seek mental health treatment 
from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

55. People who are close to me (would not/would) seek mental health treatment 
from a professional. 

 

Would not -3 -2 -1 0 +1 +2 +3 Would 

 

56. My instructors in the Canadian Forces would (disapprove/approve) of me seeking 
mental health treatment from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

 

57. If I developed mental health problems, I would intend to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

58. If I developed a mental health problem, most people who are important to me would 
expect me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

59. If I developed mental health problems, being able to express how I feel would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
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undesirable        desirable 
 

60. If I developed mental health problems, being able to talk to someone about my 
feelings would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

61. If I developed mental health problems, being able to let out my feelings would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

62. If I developed mental health problems, being able to get back to my life would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

63. If I developed mental health problems, having someone who understands what I am 
going through would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

64. If I developed mental health problems, having someone who understands this 
happens to a lot of people would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

65. If I developed mental health problems, having someone who understands having 
mental health problems is normal would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

66. If I developed mental health problems, knowing that what I will discuss will 
be kept confidential would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
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undesirable        desirable 
 

67. If I developed a mental health problem, most people whose opinions I value would 
approve of me seeking mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly 

agree 68-72. Overall, I think that seeking mental health treatment from a professional would be: 

68. Wise 1 2 3 4 5 6 7 Unwise 
69. Uncomfortable 1 2 3 4 5 6 7 Comfortable 
70. Enjoyable 1 2 3 4 5 6 7 Unenjoyable 
71. Safe 1 2 3 4 5 6 7 Unsafe 
72. Stressful 1 2 3 4 5 6 7 Relaxing 

 

73. If I developed a mental health problem, most people who are important to me 
would wish that I seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

74. If I wanted to, I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

75. For me to seek mental health treatment from a professional would take too much effort. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

76. I would have full control over seeking mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

77. If I wanted to, I would not have problems in successfully seeking mental health 
treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

78. It would first and foremost be up to myself whether or not I seek mental health 
treatment from a professional. 
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Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

79. If I developed a mental health condition, most people whose opinions I value would 
like me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

80. Most people I know outside of the Canadian Forces would seek mental health 
treatment from a professional if they developed a mental health problem. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

81. Most people that I have met in the Canadian Forces would seek mental health 
treatment from a professional if they developed a mental health problem. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

82. All in all, how likely is it that you would seek mental health treatment from a 
professional if you developed a mental health problem in the future? 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

83. If you actually tried, how likely is it that you would succeed in seeking mental 
health treatment from a professional? 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

A.4 FORM B (Study 2) 

Date: Participant Number: 
 

Canadian Forces Recruit Mental Health Service Use Questionnaire 
1-4. Overall, I think that seeking mental health treatment from a professional would be: 

Instructions: 
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The following questions ask about your views on seeking mental health treatment from a 
professional, if you were to ever develop mental health problems. 

 
Mental  health problems  include  conditions  such  as depression  and  anxiety.  Professionals who 
provide treatment for mental health problems include psychologists, psychiatrists, social workers, 
counsellors, and therapists. 

 
Note that the response format in this survey is different for each question. Please read each 
question and the possible responses for that question carefully before circling your answer. 
Respond to each question as honestly as you can. There are no right or wrong answers. 

 

9. Harmful 1 2 3 4 5 6 7 Beneficial 
10. Good 1 2 3 4 5 6 7 Bad 
11. Pleasant 1 2 3 4 5 6 7 Unpleasant 
12. Worthless 1 2 3 4 5 6 7 Useful 

 

5. If I developed mental health problems, people finding out that I sought treatment would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

6. If I developed mental health problems, people treating me differently would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

7. If I developed mental health problems, the professional recommending a type of 
treatment that I may not want would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

8. If I developed mental health problems, having my professional life or career 
negatively impacted as a result of seeking treatment would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

9. If I developed mental health problems, finding out the professional doesn't really care 
would be: 
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Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

10. If I developed mental health problems, finding out the professional is just in it for the 
money would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

11. If I developed mental health problems, finding out the professional treats me by 
the book would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

12. If I developed mental health problems, finding out the professional may not 
take into consideration my unique circumstances would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

13. Doing what my peers in the Canadian Forces do would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

14. What people who understand me think I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

15. The approval of my immediate superiors in the Canadian Forces would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

16. What people who care about me think I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 
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17. If I developed mental health problems, I would expect to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

18. If I developed a mental health problem, most people whose opinions I value would 
want me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

19. If I sought mental health treatment, my job would be jeopardized. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

20. I would have enough time to seek mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

21. People would judge me for seeking mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

22. People that I am close to would support me in seeking mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

23. I would feel uncomfortable discussing personal issues with a mental health professional. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

24. I would have to pay out of pocket for mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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25. If I sought mental health treatment from a professional, people would find out I 
sought treatment. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

26. If I sought mental health treatment from a professional, people would treat me differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

27. If I sought mental health treatment from a professional, the professional might 
recommend a type of treatment that I may not want. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

28. If I sought mental health treatment from a professional, it might have a negative 
impact on my professional life or career. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

29. If I sought mental health treatment from a professional, I might find out the 
professional does not really care. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

30. If I sought mental health treatment from a professional, I might find out the 
professional is just in it for the money. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

31. If I sought mental health treatment from a professional, the professional might treat 
me by the book. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
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Unlikely        Likely 
 

32. If I sought mental health treatment from a professional, the professional might not 
take into consideration my unique circumstances. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

33. Knowing that my job will be jeopardized would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

34. Having enough time to seek treatment, I would be (less likely/more likely) to seek 
mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

35. Knowing that people will judge me for seeking mental health treatment would make it 
(much more difficult/much easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

36. Having the support of people close to me in seeking treatment would make it 
(much more difficult/much easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

37. Knowing that I will feel uncomfortable talking about personal issues with a mental 
health professional, I would be (less likely/more likely) to seek mental health 
treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

 

38. Having to pay for treatment out of pocket would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 
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39. If I developed a mental health problem, most people who are important to me 
would think that I should seek help from a mental health professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

40. I would be confident that I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

41. For me to seek mental health treatment from a professional would be: 
 

Easy 1 2 3 4 5 6 7 Difficult 

 

42. Seeking mental health treatment from a professional would be beyond my control. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

43. It would be completely up to me whether or not I seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

44. If I developed mental health problems, I would want to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 
 

45. If I sought mental health treatment from a professional, people would look at me differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

46. If I sought mental health treatment from a professional, people would think I am crazy. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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47. If I sought mental health treatment from a professional, people would think it is my fault. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

48. If I sought mental health treatment from a professional, I would look at myself differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

49. If I sought mental health treatment from a professional, I would see myself as a failure. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

50. If I sought mental health treatment from a professional, I would have to accept that 
I need help. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

51. If I sought mental health treatment from a professional, I would have to take time off work. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

52. If I sought mental health treatment from a professional, I might feel worse. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

53. My peers in the Canadian Forces (would not/would) seek mental health treatment 
from a professional. 

 

Would not -3 -2 -1 0 +1 +2 +3 Would 

54. People who understand me would think I (should not/should) seek mental health 
treatment from a professional. 
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Should not -3 -2 -1 0 +1 +2 +3 Should 

 

55. My immediate superiors in the Canadian Forces would (disapprove/approve) of me 
seeking mental health treatment from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

 

56. People who care about me would think I (should not/should) seek mental health 
treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

57. If I developed mental health problems, I would intend to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

58. If I developed a mental health problem, most people who are important to me would 
expect me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

59. If I developed mental health problems, people looking at me differently would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

60. If I developed mental health problems, people thinking I am crazy would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

61. If I developed mental health problems, people thinking it is my fault would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 
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62. If I developed mental health problems, looking at myself differently would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

63. If I developed mental health problems, seeing myself as a failure would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

64. If I developed mental health problems, accepting that I need help would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

65. If I developed mental health problems, having to take time off work would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

66. If I developed mental health problems, starting to feel worse would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

67. If I developed a mental health problem, most people whose opinions I value would 
approve of me seeking mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly 

agree 68-72. Overall, I think that seeking mental health treatment from a professional would be: 

73. Wise 1 2 3 4 5 6 7 Unwise 
74. Uncomfortable 1 2 3 4 5 6 7 Comfortable 
75. Enjoyable 1 2 3 4 5 6 7 Unenjoyable 
76. Safe 1 2 3 4 5 6 7 Unsafe 
77. Stressful 1 2 3 4 5 6 7 Relaxing 

 

73. If I developed a mental health problem, most people who are important to me 
would wish that I seek mental health treatment from a professional. 
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Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

74. If I wanted to, I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

75. For me to seek mental health treatment from a professional would take too much effort. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

76. I would have full control over seeking mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

77. If I wanted to, I would not have problems in successfully seeking mental health 
treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

78. It would first and foremost be up to myself whether or not I seek mental health 
treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

79. If I developed a mental health condition, most people whose opinions I value would 
like me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

80. Most people I know outside of the Canadian Forces would seek mental health 
treatment from a professional if they developed a mental health problem. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

81. Most people that I have met in the Canadian Forces would seek mental health 
treatment from a professional if they developed a mental health problem. 
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Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

82. All in all, how likely is it that you would seek mental health treatment from a 
professional if you developed a mental health problem in the future? 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

83. If you actually tried, how likely is it that you would succeed in seeking mental 
health treatment from a professional? 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

A.5 Final Version April 2013 (Study 3) 

Date: Participant Number: 
 

Canadian Forces Recruit Mental Health Service Use Questionnaire 

Instructions: 
The following questions ask about your views on seeking mental health treatment from a 
professional, if you were to ever develop mental health problems. 

 
Mental  health problems  include  conditions  such  as depression  and  anxiety.  Professionals who 
provide treatment for mental health problems include psychologists, psychiatrists, social workers, 
counsellors, and therapists. 

 
Note that the response format in this survey is different for each question. Please read each 
question and the possible responses for that question carefully before circling your answer. 
Respond to each question as honestly as you can. There are no right or wrong answers. 

 

 
1-3. Overall, I think that seeking mental health treatment from a professional would be: 

 

13. Harmful 1 2 3 4 5 6 7 Beneficial 
14. Good 1 2 3 4 5 6 7 Bad 
15. Worthless 1 2 3 4 5 6 7 Useful 

 

4. If I developed mental health problems, having the benefit of a professional's 
experience in treating similar problems would be: 
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Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

5. If I developed mental health problems, being better able to identify the problem would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

6. If I developed mental health problems, people finding out that I sought treatment would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

7. If I developed mental health problems, the professional recommending a type of 
treatment that I may not want would be: 

 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

8. What the Canadian Forces as an organization thinks I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

9. My family's approval would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

10. What people who are close to me do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

11. The approval of my instructors in the Canadian Forces would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

12. Doing what my peers in the Canadian Forces do would be important to me. 
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Not at all 1 2 3 4 5 6 7 Very much 

 

13. What people who understand me think I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

14. The approval of my immediate superiors in the Canadian Forces would be important to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

15. What people who care about me think I should do would matter to me. 
 

Not at all 1 2 3 4 5 6 7 Very much 

 

16. If I developed mental health problems, I would expect to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

17. If I developed a mental health problem, most people whose opinions I value would 
want me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

18. Mental health treatment would be easily available. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

19. I would be able to tell when my mental health symptoms start getting worse. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

20. If I sought mental health treatment, my job would be jeopardized. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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21. I would have enough time to seek mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

22. People would judge me for seeking mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

23. People that I am close to would support me in seeking mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

24. I would feel uncomfortable discussing personal issues with a mental health professional. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

25. I would have to pay out of pocket for mental health treatment. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

26. If I sought mental health treatment from a professional, I would have the benefit 
of the professional's experience with similar problems. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

27. If I sought mental health treatment from a professional, I would be better able to 
identify the problem. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

28. If I sought mental health treatment from a professional, I would be able to express how I 
feel. 
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Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

29. If I sought mental health treatment from a professional, I would be able to get back 
to my life. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

30. If I sought mental health treatment from a professional, people would find out I 
sought treatment. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

31. If I sought mental health treatment from a professional, the professional might 
recommend a type of treatment that I may not want. 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

32. If I sought mental health treatment from a professional, people would look at me differently. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

33. If I sought mental health treatment from a professional, I might feel worse. 
 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

34. Availability of mental health treatment would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

35. Being able to tell when my mental health symptoms start getting worse, I would 
be (less likely/more likely) to seek mental health treatment from a professional. 
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Less likely -3 -2 -1 0 +1 +2 +3 More likely 

36. Knowing that my job will be jeopardized would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

37. Having enough time to seek treatment, I would be (less likely/more likely) to seek 
mental health treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

 

38. Knowing that people will judge me for seeking mental health treatment would make it 
(much more difficult/much easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

39. Having the support of people close to me in seeking treatment would make it 
(much more difficult/much easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

40. Knowing that I will feel uncomfortable talking about personal issues with a mental 
health professional, I would be (less likely/more likely) to seek mental health 
treatment from a professional. 

 

Less likely -3 -2 -1 0 +1 +2 +3 More likely 

 

41. Having to pay for treatment out of pocket would make it (much more difficult/much 
easier) to seek mental health treatment from a professional. 

 

Much more difficult -3 -2 -1 0 +1 +2 +3 Much easier 

 

42. If I developed a mental health problem, most people who are important to me 
would think that I should seek help from a mental health professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 
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43. I would be confident that I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

44. For me to seek mental health treatment from a professional would be: 
 

Easy 1 2 3 4 5 6 7 Difficult 

45. It would be completely up to me whether or not I seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

46. If I developed mental health problems, I would want to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

47. The Canadian Forces as an organization would think I (should not/should) seek mental 
health treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

48. My family would (disapprove/approve) of me seeking mental health treatment 
from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

 

49. People who are close to me (would not/would) seek mental health treatment 
from a professional. 

 

Would not -3 -2 -1 0 +1 +2 +3 Would 

 

50. My instructors in the Canadian Forces would (disapprove/approve) of me seeking 
mental health treatment from a professional. 
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Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

 

51. My peers in the Canadian Forces (would not/would) seek mental health treatment 
from a professional. 

 

Would not -3 -2 -1 0 +1 +2 +3 Would 

 

52. People who understand me would think I (should not/should) seek mental health 
treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

53. My immediate superiors in the Canadian Forces would (disapprove/approve) of me 
seeking mental health treatment from a professional. 

 

Disapprove -3 -2 -1 0 +1 +2 +3 Approve 

54. People who care about me would think I (should not/should) seek mental health 
treatment from a professional. 

 

Should not -3 -2 -1 0 +1 +2 +3 Should 

 

55. If I developed mental health problems, I would intend to seek mental health treatment 
from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

56. If I developed a mental health problem, most people who are important to me would 
expect me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

57. If I developed mental health problems, being able to express how I feel would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

58. If I developed mental health problems, being able to get back to my life would be: 
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Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

59. If I developed mental health problems, people looking at me differently would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

60. If I developed mental health problems, starting to feel worse would be: 
 

Extremely -3 -2 -1 0 +1 +2 +3 Extremely 
undesirable        desirable 

 

61. If I developed a mental health problem, most people whose opinions I value would 
approve of me seeking mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly 

agree 62-65. Overall, I think that seeking mental health treatment from a professional would be: 

62. Wise 1 2 3 4 5 6 7 Unwise 
63. Uncomfortable 1 2 3 4 5 6 7 Comfortable 
64. Enjoyable 1 2 3 4 5 6 7 Unenjoyable 
65. Stressful 1 2 3 4 5 6 7 Relaxing 

66. If I developed a mental health problem, most people who are important to me 
would wish that I seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

67. If I wanted to, I could seek mental health treatment from a professional. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

68. For me to seek mental health treatment from a professional would take too much effort. 
 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

69. I would have full control over seeking mental health treatment from a professional. 
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Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

70. If I wanted to, I would not have problems in successfully seeking mental health 
treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

71. It would first and foremost be up to myself whether or not I seek mental health 
treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

72. If I developed a mental health condition, most people whose opinions I value would 
like me to seek mental health treatment from a professional. 

 

Strongly disagree 1 2 3 4 5 6 7 Strongly agree 

 

73. All in all, how likely is it that you would seek mental health treatment from a 
professional if you developed a mental health problem in the future? 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 

 

74. If you actually tried, how likely is it that you would succeed in seeking mental 
health treatment from a professional? 

 

Extremely 1 2 3 4 5 6 7 Extremely 
Unlikely        Likely 
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ECVI Expected Cross-Validation Index  

EFA Exploratory Factor Analyses 

MHSU Mental Health Service Use 

MHSUQ Mental Health Service Use Questionnaire 
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Methods: We present three validation studies using a cross-sectional survey design, with a
total of 478 participants. Participants include Non-Commissioned Member (NCM) recruits. 

Results: Findings provide evidence for high internal consistency, with a 6-factor solution 
derived from two consecutive exploratory factor analyses. Findings also provide evidence for
the utility of the questionnaire for predicting MHSU intentions.  

Discussion: We discuss the implications of our findings for workplace mental health
interventions attempting to use the popular TPB to change MHSU behaviours. 

 

Introduction : Bon nombre d’interventions en matière de santé mentale au travail ne précisent
pas si des modèles théoriques ont permis de déterminer les cibles d’intervention. Par
conséquent, nous ignorons pourquoi certaines cibles ont été choisies plutôt que d’autres. Dans
le présent rapport, nous faisons état de l’élaboration et de la validation initiale d’un
questionnaire visant à cerner les cibles d’intervention relatives aux comportements liés à
l’utilisation des services de santé mentale (USSM) dans le cadre d’interventions en santé
mentale en milieu de travail au sein des Forces armées canadiennes. Le questionnaire est 
fondé sur la théorie du comportement planifié (TCP), déjà  bien établie; il permet de mesurer les
attitudes face à l’USSM, de même que les normes subjectives, la maîtrise comportementale
perçue et les intentions.  

Méthodes : Nous présentons trois études de validation menées à l’aide d’un plan d’une enquête
transversale à laquelle 478 personnes ont participé, y compris des recrues militaires du rang
(MR). 

Résultats : Les résultats démontrent une cohérence interne élevée, avec une solution à six 
facteurs découlant de deux analyses factorielles exploratoires consécutives. Les résultats
confirment également la pertinence du questionnaire pour prédire les intentions concernant
l’USSM.  

Discussion : Nous discutons des répercussions de nos constatations en ce qui a trait aux 
interventions en santé mentale au travail en nous efforçant d’utiliser la TPC pour modifier les 
comportements liés à l’USSM. 

  
 


