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Abstract

We examined the reliability and validity of the Attitudes Toward Seeking Professional Psychological Help Scale-Short Form
(ATSPPH-SF), a widely cited measure of mental health treatment attitudes. Data from 296 college students and 389 primary care
patients were analyzed. The ATSPPH-SF evidenced adequate internal consistency. Higher scores (indicating more positive
treatment attitudes) were associated with less treatment-related stigma, and greater intentions to seek treatment in the future. No
associations were found for mental health impairment or depression. The ATSPPH-SF was related to the recent use of mental health
treatment and recent treatment intensity (i.e., visit counts); after controlling for demographic variables associated with treatment
use, this relationship held in predicting previous use from non-use, but not visit counts. Factor-analytic findings demonstrated that a
two-factor model (Openness to Seeking Treatment for Emotional Problems, and Value and Need in Seeking Treatment) represented
the data well. Implications for future research on mental healthcare use correlates are discussed, as well as the need for enhancing
peoples' attitudes toward treatment.
© 2007 Elsevier Ireland Ltd. All rights reserved.
Keywords: Psychometrics; Mental health services; Attitudes Toward Seeking Professional Psychological Help Scale
1. Introduction

Large-scale epidemiological studies have found robust
correlates ofmental healthcare use, such as female gender,
younger age, divorced or separated relationship status,
and diagnoses of mood, substance use and anxiety dis-
orders (Parslow and Jorm, 2000; Kessler et al., 2005;
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Wang et al., 2005; Elhai et al., 2006a). However, less is
known about the association between treatment attitudes
and treatment use. Studying this association is important,
because attitudes toward treatment have the potential to be
mutable, in facilitating individuals' access to treatment
(Bhugra and Hicks, 2004).

Numerous studies have examined attitudes toward
using mental healthcare. The few studies examining
associations between treatment attitudes and actual treat-
ment use have revealed statistically significant positive
associations, using samples of college students (Fischer
and Farina, 1995; Cohen, 1999; Mackenzie et al., 2004),
local community residents (Mackenzie et al., 2004), and
rved.
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the general population (Lin and Parikh, 1999). Among
those studies reporting effect sizes, treatment attitudes
have typically yielded at least “medium” effects (i.e.,
rN0.30), which is consistent with the broader literature
demonstrating substantial consistency between attitudes
and behavior (Crano and Prislin, 2006). However, it
should be noted that most of the above studies queried
lifetime treatment use, but not recent treatment use or
utilization intensity (i.e., visit counts), potentially neglect-
ing interesting relationships with treatment attitudes.

Only one standardized instrument assessing mental
health treatment attitudes has been both psychometrically
examined and used in a sizeable number of studies, the
Attitudes Toward Seeking Professional Psychological
Help Scale (ATSPPH) (Fischer and Turner, 1970), and a
subsequent modernized short form (ATSPPH-SF)
(Fischer and Farina, 1995). Numerous studies have
documented psychometric support for the ATSPPH
(reviewed in Fischer and Farina, 1995), andmore recently
for the ATSPPH-SF (Fischer and Farina, 1995; Komiya
et al., 2000; Constantine, 2002; Vogel et al., 2005). The
only similar measures are rarely used in research.
Furthermore, with the exception of the Willingness to
Seek Help Questionnaire (Cohen, 1999), similar instru-
ments assess constructs that are not focused on global
treatment attitudes, including the Stigma Scale for
Receiving Psychological Help (Komiya et al., 2000),
and Thoughts About Psychotherapy Survey (Kushner and
Sher, 1989). Finally, the original ATSPPH was modified
by Mackenzie et al. (2004) and labeled the Inventory of
Attitudes Toward Seeking Mental Health Services, but
still lacks brevity (24 items), and is overshadowed by the
number of studies using the ATSPPH-SF.

In fact, several important problems exist with treatment
attitude instruments. First, little psychometric data are
available for these measures. Second, the sparse psycho-
metric data typically do not validate treatment attitudes
against behaviorally-specific measures of mental health-
care use, and such measures are crucial in accurately
inquiring about treatment use (Elhai et al., 2005). Third,
while on a conceptual basis unfavorable treatment atti-
tudes may be better explained by mental health problems
(e.g., depression's hopelessness and pessimism), studies
have rarely assessed whether the treatment attitude con-
struct is redundant with psychopathology, yielding con-
flicting findings (Komiya et al., 2000; Vogel et al., 2005;
Wrigley et al., 2005). Fourth, such instruments are often
developed and validated exclusively with college stu-
dents, possibly limiting generalizability. Thus, while the
treatment attitude construct is important in mental health
services research, we do not know how precise relevant
assessment instruments are.
The aim of the present investigation was to test the
reliability and validity of the ATSPPH-SF, the most
relevant and widely used contemporary assessment of
mental health treatment attitudes. We examined internal
consistency, construct and criterion validity, replicating
previous research with this instrument (Fischer and
Farina, 1995; Komiya et al., 2000; Constantine, 2002;
Vogel et al., 2005). We extended previous work by in-
cluding a) behaviorally-specific items to accurately
inquire about recent mental healthcare use and utilization
intensity in testing the scale's criterion validity, and b) an
examination of factor structure. We expected to find high
reliability for the ATSPPH-SF, adequate construct val-
idity, and positive associations with recent mental health-
care use.

We chose to test this instrument in two separate
populations of individuals. First, we implemented a
college student sample, since this population was used
in developing theATSPPH-SF (Fischer and Farina, 1995),
and in studies using the instrument (Komiya et al., 2000;
Vogel et al., 2005). Furthermore, college students have
been extensively studied in predicting mental healthcare
use, representing a population often having significant
treatment needs (Oliver et al., 1999). However, given
concerns that mental health treatment attitude instruments
lack psychometric data from more representative com-
munity samples, we chose to additionally include a sample
of healthcare users. Specifically, we sampled primary care
medical patients, a population previously studied for
mental healthcare use correlates (Simon et al., 1994; Elhai
et al., 2006b), representing individuals who are not neces-
sarily seeking mental healthcare but have sought profes-
sional medical assistance.

2. Method

2.1. Participants

2.1.1. College students
Three hundred introductory college course students

(201 women or 67.0%, 98 men or 32.7%, one not indi-
cating gender or 0.3%) served as participants. These
students were at least age 18, attending a medium-sized
state university in the Midwestern United States.
Participants were recruited from their university's multi-
department research pool for research or extra credit,
through a password-protected website listing available
university-specific studies for electronic sign-up. Recruit-
ment occurred in spring, 2005.

Participant age ranged from 18 to 42 years (M=20.7,
S.D.=3.3). Educational level ranged from 12 to 19 years,
with an average of 13.4 (S.D.=1.4). Annual income was
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less than $15,000 for a slight majority (n=156, 52.0%).
Most wereworking part-time (n=151, 50.3%) or not at all
(n=118, 42.7%). Most participants were Caucasian
(n=279, 93.0%), with few of Asian (n=8, 2.7%) or Na-
tive American (n=8, 2.7%) racial backgrounds or of
Hispanic ethnicity (n=3, 1.0%). The majority was single
(n=259, 86.3%) or cohabitating (n=26, 8.7%). This
sample was quite representative of the university's demo-
graphic contour.

2.1.2. Medical patients
Three hundred and ninety-five medical patients (280

women or 70.9%, 111 men or 28.1%, four not indicating
gender or 1.0%) served as participants. These patients
were at least age 18, presenting for appointments at a
primary care medical clinic, affiliated with the aforemen-
tioned university's medical school. Recruitment occurred
in two cohorts: a) spring 2005 (n=194), and b) spring
2006 (n=201).

Participant age ranged from 18 to 90 years (M=47.3,
S.D.=17.7). Educational level ranged from 8 to 24 years,
with an average of 13.9 (S.D.=2.4). Annual income was
less than $25,000 for 32.5% (n=125), $25,000 to $34,999
for 17.4% (n=67), $35,000 to $49,999 for 20.8% (n=80),
and $50,000 or higher for 29.2% (n=112). Most were
working full-time (n=201, 51.1%), part-time (n=47,
12.0%), were unemployed or retired (n=145, 36.9%).
The majority was Caucasian (n=363, 91.9%), with few
African–Americans (n=6, 1.5%), and Native Americans
(n=26, 6.6%), and only five participants (1.3%) of
Hispanic ethnicity. Relationship status for the majority
was married (n=240, 61.1%) or single (n=66, 16.8%).
Except for being slightly older, this sample represented
the local 2000 U.S. census data well.

2.2. Procedures

2.2.1. College students
After electronic sign-up for study participation,

students (n=302) were directed to a web-based consent
form. Those consenting to participate (n=300) were
presentedwithweb-based versions of the surveymaterials.
Four participants terminated participation before complet-
ing the primary measures, leaving 296 complete records.

2.2.2. Medical patients
Medical patients presenting for appointments on awide

variety of days were consecutively invited each day by
research assistants to participate in clinic waiting rooms
within the two time cohorts (combined n=477). Partici-
pants were offered $10 compensation for completing the
study. Three-hundred and ninety-five patients agreed to
participate, with an overall participation response rate of
82.8%. After informed consent was obtained, participants
were presented paper-and-pencil versions of the survey
materials. Of the 395 participants, six failed to complete
the primary measures, leaving 389 cases.

2.3. Instruments

The students and first patient cohort were from one
study, while the second patient cohort was part of a
separate study (investigating different research ques-
tions). Thus, the samples were administered slightly
different sets of measures. All participants were admin-
istered a basic protocol of two instruments relevant to
the present study, discussed below.

2.3.1. Demographic survey
This survey inquired about gender, age, educational

level, employment and relationship status, annual in-
come, race and ethnicity.

2.3.2. Attitudes Toward Seeking Professional Psycho-
logical Help Scale-Short Form (ATSPPH-SF)

Based on an established self-report measure of attitudes
toward seeking mental healthcare (Fischer and Turner,
1970), Fischer and Farina (1995) developed a shortened
version with college students. The shortened version was
developed by retaining the 14 original items possessing the
largest item-total score correlations (found in Fischer and
Turner, 1970), and factor analyzing them, resulting in an
optimal two-factor solution (Fischer and Farina, 1995).
One of these factors included 10 items, whichwere retained
to produce a unidimensionalmeasure of treatment attitudes.
However, close inspection reveals that these 10 items span
across two of the original version's factors: Recognition of
Need for Psychotherapeutic Help, and Confidence inMen-
tal Health Practitioner. The short form uses the same re-
sponse format as the original measure, a four-point Likert-
type scale (0=“Disagree” to 3=“Agree,”), but has several
minor rewordings to represent contemporary terminology
(paraphrased in Table 1) (Fischer and Farina, 1995). Total
scores range from 0 to 30, with higher scores indicating
more favorable treatment attitudes.

The short version has demonstrated internal consis-
tency ranging from 0.82 to 0.84 (Fischer and Farina,
1995; Komiya et al., 2000; Constantine, 2002), one-
month test–retest reliability of 0.80, and a correlation of
0.87 with the longer scale (Fischer and Farina, 1995)
among samples of college students. Moreover, students
reporting previous use of mental healthcare scored
significantly higher on the total score than those not
reporting such service use (Fischer and Farina, 1995).



Table 1
Promax rotated maximum likelihood factor loadings for the Attitudes
Toward Seeking Professional Psychological Help Scale-Short Form
(ATSPPH-SF) with college students

Factor #1
Openness to
Seeking
Treatment
for
Emotional
Problems

Factor #2
Value and
Need in
Seeking
Treatment

ATSPPH-SF Item #1: Would obtain
professional help if having a
mental breakdown

0.74 −0.02

ATSPPH-SF Item #2: Talking about
psychological problems is a poor
way to solve
emotional problems

0.19 0.54

ATSPPH-SF Item #3: Would find
relief in psychotherapy if in
emotional crisis

0.72 0.08

ATSPPH-SF Item #4: A person
coping without professional
help is admirable

−0.13 0.50

ATSPPH-SF Item #5: Would obtain
psychological help if upset for
a long time

0.73 −0.07

ATSPPH-SF Item #6: Might want
counseling in the future

0.47 0.06

ATSPPH-SF Item #7: A person with
an emotional problem is likely
to solve it with professional help

0.43 0.05

ATSPPH-SF Item #8: Psychotherapy
would not have value for me

0.01 0.51

ATSPPH-SF Item #9: A person
should work out his/her problems
without counseling

0.01 0.76

ATSPPH-SF Item #10: Emotional
problems resolve by themselves

−0.02 0.62

Note. Bolded factor loadings are those greater than 0.40. Item content
is described above, but not word-for-word.
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Additionally, higher scores are related to a decreased
stigma regarding mental health treatment, as well as
increases in emotional disclosure, anticipated utility and
intentions to seek treatment, social norms regarding
treatment seeking, and patient satisfaction (Komiya et al.,
2000; Constantine, 2002; Vogel et al., 2005). It should be
acknowledged, however, that the original scale's factor
structure has been criticized for being outdated (Mack-
enzie et al., 2004).

In addition to the basic protocol above, the students
and first patient cohort were administered the following
measure.

2.3.3. Mental health service use
The National Comorbidity Survey's Health and Ser-

vice Utilization Assessment interview taps previous
mental healthcare use across a range of health providers
and clinics using behaviorally-specific queries (Kessler
et al., 1999). This assessment was adapted into a self-
report survey inquiring about lifetime and recent (six-
month) time frames (Elhai et al., 2006b). Participants
were asked whether they ever sought services for their
“emotions, or nerves or your use of alcohol/drugs” (“Yes”/
“No”) from the listed providers (e.g., “general practition-
er, family physician,” “psychologist,”) and clinics (e.g.,
“doctor's private office,” “psychiatric outpatient clinic”),
and for the frequency of such use in the past six months.
We created a recent (past six-months) outpatient mental
healthcare use dummy variable by coding if recent use
across any provider or clinic was endorsed (“1”) or not
(“0”). Previous studies have revealed that self-reported
service utilization is quite accurate when validated against
medical records using time-frames less than one year in
duration (Roberts et al., 1996).

In addition to the basic protocol, the second patient
cohort was administered four additional measures.

2.3.4. Stigma Scale for Receiving Psychological Help
(SSRPH)

The SSRPH (Komiya et al., 2000) is a five-item
self-report scale, measuring one's perceived stigma
about mental health treatment. It has demonstrated
adequate internal consistency of 0.72, a single under-
lying factor, and substantial convergence with negative
attitudes toward mental health treatment (Komiya
et al., 2000).

2.3.5. Behavioral intentions to seek mental healthcare
Participants were asked on a seven-point Likert scale

(1=“highly unlikely” to 7=“highly likely”) the extent to
which they intend to visit a professional for mental health
problems in the next month, as well as six months.

2.3.6. Health Survey Short Form-12 (SF-12)
The SF-12 (Ware et al., 1996) measures perceived

physical and mental health functional impairment. The
Mental Health Component Score (MCS) has evidenced
test–retest reliability of 0.76–0.77 over a 2-week period,
and is associated with reported changes in mental health
and depression (Ware et al., 1996).

2.3.7. Center for Epidemiological Studies-Depression
Scale (CES-D)

The CES-D (Radloff, 1977) is a 20-item self-report
instrument of depression, using a four-point Likert-type
scale (0=rarely, to 3=most of the time). Excellent
reliability (internal consistency of 0.84–0.90) and adequate
one-month test–retest reliability (0.67) have been revealed,
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aswell as good construct validity against similar depression
measures (Radloff, 1977).

3. Results

3.1. Analysis

ATSPPH-SF items requiring reverse-scoring were
coded as such. For the few missing item responses
discovered, we conducted series mean replacements
within each sample. There was no substantial skewness
(N1.0) or kurtosis (N1.0) in the distribution of ATSPPH-
SF scores.

For the college student and medical patient samples,
we calculated the ATSPPH-SF's internal consistency
and associations with demographic variables. We
assessed the scale's construct validity by examining
relationships with items tapping a predisposition to
treatment-seeking, and with mental health problems. We
examined the ATSPPH-SF's criterion validity against a
self-reported use of mental health treatment. Finally, we
tested the scale's factor structure.

3.2. Reliability

3.2.1. College student sample
The ATSPPH-SF evidenced a coefficient alpha of

0.77. Inter-item correlations were primarily 0.3 or less,
with rare instances approaching 0.5. Most item-total cor-
relations were higher than 0.4, with only one below 0.3.

3.2.2. Medical patient samples
The ATSPPH-SF's coefficient alpha among patients

was 0.78. Inter-item correlations were generally 0.3 or
less, with a few instances around 0.4. Most item-total
correlations were higher than 0.4, with none below 0.3.

3.3. Demographic associations

3.3.1. College student sample
Since several sociodemographic characteristics have

demonstrated significant relationships with mental health-
care use, we first examined their possible relationships with
treatment attitudes. Among students, the ATSPPH-SF's
total score was related to older age (r=0.23, Pb0.001)
and more years of schooling (r=0.12, Pb0.05). Signifi-
cantly higher ATSPPH-SF scores were evident for women
(M=17.77, S.D.=5.05) than men (M=15.90, S.D.=5.44),
F(1,293)=8.46,Pb0.01 (effect size Cohen's d=0.36), and
among those currently married (M=20.00, S.D.=5.05) in
contrast to the unmarried (M=17.00, S.D.=5.24), F
(1,294)=4.09, Pb0.05 (Cohen's d=0.57). No significant
association was found for racial background (Caucasian
contrasted with a racial/ethnic minority), F(1,291)=0.81,
PN0.05 (Cohen's d=0.20).

3.3.2. Medical patient samples
Among patients, the ATSPPH-SF's total score was

related to older age (r=0.23, Pb0.001), and years of
schooling (r=0.14, Pb0.01). No significant associations
were found for gender, F(1,383)=3.33, PN0.05 (Cohen's
d=0.20), racial background, F(1,383)=1.69, PN0.05
(Cohen's d=0.23), or marital status, F(1,385)=1.08,
PN0.05 (Cohen's d=0.11).

3.4. Construct validity

In the second cohort of medical patients, the ATSPPH-
SF correlated − .41 with the SSRPH (Pb0.001). Thus, as
expected this analysis revealed that higher ATSPPH-SF
scores (indicating more favorable treatment attitudes)
were associated with less stigma-related treatment con-
cerns (SSRPH).

The ATSPPH-SF was not significantly correlated with
the SF-12's MCS score, r=−0.01, PN0.05. Additionally,
it was not significantly correlated with the CES-D total
score, r=0.01, PN0.05. Higher ATSPPH-SF scores were
correlated with greater intentions to seek mental healthcare
in the next month, r=0.24, P=0.001, and at 6 months,
r=0.26, Pb0.001.

3.5. Criterion validity

3.5.1. College student sample
We assessed the univariate relationship between recent

(six-month) use ofmental healthcare (n=38, coded 1=“Use
in Past SixMonths” /n=258, coded 0=“NoUse in Past Six
Months”) and ATSPPH-SF scores. Results revealed
that recent service users scored significantly higher
(M=20.50, S.D.=5.21) than non-users (M=16.63, S.D.=
5.09), F(1,294)=19.00, Pb0.001 (Cohen's d=0.74).

We also assessed the univariate relationship between
ATSPPH-SF scores and the intensity of recent mental
healthcare use. Conceptually, less favorable treatment
attitudes should be associated with poorer treatment
adherence, thus resulting in decreased treatment intensity.
Furthermore, examining treatment intensity provides a
dimensional measure of treatment use, which is more
sophisticated than using a “yes”/“no” variable.We used the
ATSPPH-SF as the predictor variable, and the total number
of recent mental health visits to providers (past six months)
as the outcome variable. Concerns have been raised about
using general linear models to analyze count outcomes
(e.g., visit counts) because of their typically non-normal
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distributions and resulting biased, inaccurate estimates
(Gardner et al., 1995). Therefore, we used negative
binomial regression, specifically designed for count out-
comes (Gardner et al., 1995), which we conducted in Stata
9.0.2 We found a significant relationship between
ATSPPH-SF scores and recent mental healthcare use
intensity, LR χ2(1,N=296)=12.50, Pb0.001 (Nagelker-
ke's R2=0.06), with each increased ATSPPH-SF point
associated with a 22% increase in visit counts.

Next, we used multivariate sequential logistic regres-
sion analysis to assess the extent to which the ATSPPH-SF
contributed incremental variance above sociodemographic
variables in accounting for recent treatment use among
students.We included race (Caucasian vs. racial minority),
marital status (currently married vs. not married), gender,
age, and education level as covariates in step 1, which
accounted for 10.8% variance in service use, χ2(5,
N=292)=17.32, Pb0.01. In step 2, the ATSPPH-SF
added a significant increase in variance (R2

change=0.07),
χ2(1,N=279)=11.70, P=0.001, with a final model R2 of
0.18 and correctly classified 88.0% of respondents. In the
final model, only older age (P=0.01) and the ATSPPH-SF
(P=0.001) were significantly (positively) associated with
previous service use.

To examine the ATSPPH-SF's incremental contribu-
tion over the demographic variables listed above in pre-
dicting the intensity of recent mental healthcare use, we
used multivariate sequential, zero-inflated negative bino-
mial regression (in Stata 9.0), a count regression model
that accounts for excess zeros (Hall and Zhengang, 2004).
Step 1 (demographic variables) accounted for 15% var-
iance in service use, LR χ2(5,N=293)=12.34, Pb0.05.
In step 2, the ATSPPH-SF did not incrementally con-
tribute variance (Nagelkerke's R2

change=0.01), LR χ2(1,
N=293)=1.59, PN0.05. In the final model, only female
gender (Pb0.05) and more years of schooling (Pb0.05)
were significantly (positively) associated with recent ser-
vice use intensity.

3.5.2. Medical patient sample
In the first patient cohort, we assessed the univariate

relationship between recent (six-month) mental health-
care (n=46, coded 1=“Use in Past Six Months” /n=142,
coded 0=“NoUse in Past Six Months”) and ATSPPH-SF
scores. Results demonstrated that recent service users
2 For associations between the ATSPPH-SF and treatment use
intensity, we implemented negative binomial regression for univariate
analyses, and zero-inflated negative binomial regression for multi-
variate analyses. This decision was an empirical one, based on results
from overdispersion tests, and zero-inflated likelihood tests, favoring
these analyses over other count regression models, based on the data
(Gardner et al., 1995; Hall and Zhengang, 2004).
scored significantly higher (M=23.49, S.D.=5.18) than
non-users (M=20.09, S.D.=5.03), F(1,186)=15.63,
Pb0.001 (Cohen's d=0.65).

We additionally assessed the univariate relationship
between ATSPPH-SF scores and the intensity of recent
mental healthcare use among the first patient cohort,
using the ATSPPH-SF as the predictor variable, and the
number of recent mental health visits as the outcome
variable. Using negative binomial regression, we found
a significant relationship between ATSPPH-SF scores
and recent mental healthcare use intensity, LR χ2(1,
N=188)=11.53, Pb0.005 (Nagelkerke's R2 =0.06),
with each increased ATSPPH-SF point associated with
a 16% increase in visit counts.

We used multivariate sequential logistic regression to
examine the ATSPPH-SF's incremental contribution
above demographic variables (described above) in
accounting for recent treatment among patients. The
step 1 demographic covariates accounted for 10.4%
variance in service use, χ2(5, N=184)=13.21, Pb0.05.
In step 2, the ATSPPH-SF added a significant increase
in variance (R2

change =0.09), χ2(1,N=184)=12.55,
Pb0.001, with a final model R2 of 0.20, correctly
classifying 77.2% of respondents. In the final model,
only the ATSPPH-SF was significantly (positively)
associated with previous service use (P=0.001).

We next used multivariate zero-inflated negative bi-
nomial regression to assess the incremental contribution
of the ATSPPH-SF over the demographic variables
listed above. Step 1 (demographic characteristics) ac-
counted for 17% variance in service use, LR χ2(5,
N=184)=10.87, P=0.05. In step 2, the ATSPPH-SF
did not incrementally contribute variance (Nagelkerke's
R2

change=0.01), LR χ2(1,N=184)=0.93, PN0.05.

3.6. Factor structure

3.6.1. College students
Theoretically, the ATSPPH-SF's factor structure

should constitute one or two factors. Its items were as-
sociated with one underlying factor in the short form's
development study (Fischer and Farina, 1995), thus ar-
guing for a one-factor solution. However, the items were
exclusively drawn from two of the original scale's four
factors: Recognition of Need for Psychotherapeutic Help,
and Confidence in Mental Health Practitioner (Fischer
and Turner, 1970), thus arguing for a two-factor structure.

Implementing Mplus 4.2 software (Muthén and
Muthén, 1998–2006), we tested these one- and two-
factor solutions with maximum likelihood confirmatory
factor analyses (CFA) using the student sample. For
the one-factor solution, we found an inadequate fit,
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χ2(35,N=296)=263.48, Pb0.001, Tucker Lewis Index
(TLI)=0.58, Comparative Fit Index (CFI)=0.67, Root-
Mean-Square Error of Approximation (RMSEA)=0.15,
Standardized Root Mean Square Residual (SRMR)=
0.11 (for well-fitting models, CFI and TLI N0.95,
RMSEA b0.06 and SRMR b0.08) (Hu and Bentler,
1998). Similarly, we found an inadequate fit for the two-
factor solution, χ2(34,N=296)=258.10, Pb0.001,
TLI=0.58, CFI=0.68, RMSEA=0.15, SRMR=0.11.

Because of the poor fit from the two hypothesized
models, we chose to conduct an exploratory factor anal-
ysis (EFA) to assess the instrument's factor structure. This
decision was carefully based on the likelihood that the
scale's previously established factor solutions do not
accurately represent its factor structure. First, the original
ATSPPH's factor structure has been harshly criticized
since its original EFA implemented an older and no longer
used centroid extraction, predating modern EFA extrac-
tionmethods (Mackenzie et al., 2004), based on normative
data from 35 years ago, quite possibly representing more
negative generational attitudes about mental healthcare.
Fig. 1. Two-Factor Model of the Attitudes Toward Seeking Professional Psyc
Medical Patient Sample. Note: OSTEP = Openness to Seeking Treatment for
ATSPPH = Attitudes Toward Seeking Professional Psychological Help. Squa
Squares and circles with arrows pointing to them have residual error varianc
Second, the ATSPPH-SF's factor structure was derived
from an orthogonal (i.e., uncorrelated) EFA despite pos-
sessing intercorrelated factors, and exclusively used the
eigenvalueN1 rule to evaluate the factor solutions (Fischer
and Farina, 1995), significant concerns that have been
discussed elsewhere (Fabrigar et al., 1999). Thus, we
would argue that the previously established factor struc-
tures may not be accurate reflections of the instrument's
actual structural validity, thus requiring the implementa-
tion of a more sophisticated EFA.

In the EFA (with the student sample) we implemented
maximum likelihood extraction with an oblique promax
rotation using Mplus 4.2 software. Two factors emerged
with eigenvalues N1, resulting in a significantly better fit
than other solutions, χ2(26,N=296)=76.41, Pb0.001,
RMSEA=0.08.We named the components derived from
the instrument's new factor structure: Openness to Seek-
ing Treatment for Emotional Problems, and Value
and Need in Seeking Treatment. Table 1 presents the
rotated factor loadings, with factors interpreted
when loadings N0.40, and finding little cross-loading
hological Help Scale-Short Form with Regression Coefficients, for the
Emotional Problems, VNST = Value and Need in Seeking Treatment,
res represent observed variables, and circles represent latent variables.
e associated with them.
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(maximum=0.19). We additionally conducted EFAs
with other extraction (e.g., principal axis) and rotation
methods (e.g., varimax orthogonal) to assess the effects
of these different EFA methodologies on the resulting
factor structure. Each analysis yielded essentially the
same extracted factors and similar factor loadings. The
resulting EFA factor structure is similar to the ATSPPH-
SF's established two-factor structure, but more cohe-
sively structure items. The EFA's second factor shares
items 1, 3, and 7 with the scale's established factor 2; the
EFA's first factor shares items 4, 8, and 10 with the
scale's established factor 1 (Fischer and Farina, 1995).
Thus only items 2, 5 and 6 were inconsistent with the
original ATTSPPH-SF's factor structure.

3.6.2. Medical patients
We conducted a maximum likelihood CFA with the

medical patient sample using the instrument's previously
established (original) two-factor model. This model de-
monstrated a poor fit, χ2(34,N=394)=208.29, Pb0.001,
TLI=0.73, CFI=0.80, RMSEA=0.11, SRMR=0.08. In
contrast, a CFA testing the new two-factormodel we found
in the college student EFA yielded evidence for a mode-
rately good fit, χ2(34,N=394) = 84.57, Pb0.001,
TLI=0.92, CFI=0.94, RMSEA=0.06, SRMR=.05,
which was significantly better than the established two-
factor model's fit, χ2diff(1,N=394)=123.72, Pb0.001,
and one-factor model's fit, χ2diff(1,N=394)=33.88,
Pb0.001. Standardized factor coefficients for the new
CFA model are displayed in Fig. 1.

4. Discussion

We found support for the ATSPPH-SF's reliability and
validity, in both samples of college students and medical
patients. Internal consistency was similar to that previ-
ously found with college students (Fischer and Farina,
1995;Komiya et al., 2000; Constantine, 2002). Consistent
with previous research on the ATSPPH and its short-form,
we found that among college students scale scores were
associated with female gender (Fischer and Turner, 1970;
Komiya et al., 2000). Also confirming previous literature,
we found that in a more generalizable sample instrument
scores were unrelated to several demographic variables
(Wrigley et al., 2005). However, in both the college and
patient samples we found a significant association
between older age and more favorable treatment attitudes.
This finding confirms previous research suggesting that
older adults' attitudes toward treatment are at least
positive as those of younger individuals, although older
individuals may be less likely to report using mental
healthcare (Robb et al., 2003).
We found a moderately large, negative correlation for
theATSPPH-SFwith stigma-related concerns aboutmental
health treatment, supporting previous work (Komiya et al.,
2000; Vogel et al., 2005). Thus, the ATSPPH-SF appears to
correlate negatively with a measure for which we would
expect such a negative relationship. However, no signif-
icant relationships were apparent between the ATSPPH-SF
and measures of mental health impairment or depression,
supporting previous findings (Vogel et al., 2005; Wrigley
et al., 2005), and suggesting that negative treatment
attitudes measured by the ATSPPH-SF are not redundant
with psychopathology such as depression.

Results revealed support for a two-factor model for
this instrument. The first factor deals mainly with
openness to seeking mental healthcare for one's own
emotional problems, while the second factor more gene-
rally involves perceptions about the value of treatment.
This distinction is important and deserves further study
to better understand the structure of treatment attitudes,
and more specifically may provide a greater understand-
ing of attitudinal determinants for why some ill patients
avoid treatment, and whether one of these factors is more
associated with such issues as non-compliance and attri-
tion. This factor structure is slightly different from that
associated with the original ATSPPH-SF, and may better
reflect the contemporary structure of the instrument.
These factor structure findings lend further credence to
using the ATSPPH-SF among college students, and es-
tablish support for its use in more generalizable samples,
such as medical patients.

We additionally discovered significantly higher
ATSPPH-SF scores in recent mental healthcare users,
and significant positive relationships with visit counts in
our student and patient samples (but not after controlling
for demographic variables). Thus, results corroborate
criterion validity evidence for the relationship between
mental healthcare use and ATSPPH-SF scores for stu-
dents, with similar effect sizes (Fischer and Farina, 1995),
and now provide evidence for such a relationship with
medical patients. Our results also support the link between
ATSPPH-SF scores and intentions to seek treatment
(Vogel et al., 2005), now with medical patients.

We further discovered incremental validity for the
ATSPPH-SF above and beyond sociodemographic vari-
ables in discriminating mental healthcare use from non-
use. However, when adjusting for these variables, we
failed to find support for the ATSPPH-SF's sensitivity in
accounting for visit count variation. Holding demograph-
ic characteristics constant, an individual's personal
treatment attitudes may predict whether s/he will access
treatment. Perhaps factors beyond one's control, such as
health insurance caps (Barry et al., 2003), may limit one's
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ability to obtain the amount of treatment desired despite
favorable treatment attitudes.

However, it should be acknowledged that in addition
to treatment attitudes possibly impacting treatment use,
an alternative explanation may account for our findings.
Specifically, it is possible that previous service use may
impact current attitudes about treatment. In other words,
because of a person's previous experience with mental
healthcare, s/he may currently rate treatment attitudes
quite favorably. In fact, attitude research demonstrates
that prior direct experience with an attitude object is
significantly predictive of the strength of attitudes
toward that object (Wu and Shaffer, 1987). It is true
that we found significant relationships between current
ATSPPH-SF scores and intentions to seek treatment in
the future. Nonetheless, future studies should use
prospective research designs to investigate the atti-
tude–treatment relationship.

Several limitations were inherent in this investigation.
First, conclusions may only be generalizable to the
populations from which we sampled, namely Midwestern
college students and medical patients. We do not know
howwell the ATSPPH-SF performs in the general popula-
tion. Second, we validated the ATSPPH-SF against self-
reported previous mental healthcare use rather than med-
ical records data. Although our approach has several
advantages (e.g., lack of restriction to a particular clinic's
records) and is a common research practice, self-reported
service use is not free from recall or reporting errors
(Roberts et al., 1996). Furthermore, it should be ac-
knowledged that our service use indexes were broad,
including mental health services received not only from
themental health specialty sector, but also from the general
medical sector and other less traditional public service
sectors. However, this is consistent with research finding
that patients often bypass themental health specialty sector
when first seeking treatment (Del Piccolo et al., 1998).

Despite the limitations, the present multi-sample
study provides additional important psychometric data
on the ATSPPH-SF. Future mental health services
research should incorporate this type of instrument
into models predicting treatment use. Ultimately, target-
ing mental healthcare attitudes with educational inter-
ventions (Bhugra and Hicks, 2004) would be a useful
endeavor in evaluating if such interventions can result in
increased treatment access.
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