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Mental illness is of public health significance because it is disabling, costly, and highly prevalent.  Prior studies have shown that perceived barriers to mental health treatment, such as stigma, are more likely to prevent people from seeking needed mental health treatment than structural barriers, such as lack of money or transportation.  This qualitative study was conducted to determine the perceived barriers to engaging in mental health care at FOCUS Pittsburgh Free Health Center (FPFHC).  FPFHC is a faith-based, non-profit health center in Pittsburgh’s Hill District that has been experiencing problems with treatment non-attendance despite being a no-cost mental health clinic that is conveniently located.  Perceived barriers such as stigma were believed to be at the root of the lack of treatment engagement, and a focus group was conducted on July 2, 2014 to determine if this belief was indeed correct.  Members of the focus group were recruited by the Assistant Director of FOCUS Pittsburgh at a Wednesday evening meal, and thus formed a convenience sample.  Five people participated in the focus group, the majority of whom were female, African American, and residents of the Hill District or surrounding communities.  Results of the focus group indicate that medical mistrust, concealable stigma, and community stigma impact community engagement in mental health services.  Participants also spoke of the importance of spirituality as a coping mechanism.  Applicability of these results to FOCUS Pittsburgh Free Health Center is discussed.  The extent to which the views expressed in the focus group represent those of the community-at-large is limited by the small sample size.  However, the results do provide important direction for future qualitative and quantitative studies in this population.  Ravi K. Sharma, PhD
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[bookmark: _Toc415141105]INTRODUCTION
The project that forms the basis of this essay was developed in response to the needs of FOCUS Pittsburgh Free Health Center (FPFHC).  FOCUS Pittsburgh is a faith-based, nonprofit organization based in Pittsburgh’s Hill District that opened a health center in May of 2014.  In addition to offering free treatment for a variety of physical conditions, FPFHC also provides no-cost behavioral health services to residents of the Hill District and surrounding communities.  	After the health center opened its doors to patients, FPFHC behavioral health staff members began expressing concern that even though their services are offered at no cost and at a convenient location, community members in need of these services are either not accessing them at all, or are not attending follow-up appointments after their intake interviews.  Thus, there was a need for a comprehensive study to assess why people in the Hill District and surrounding neighborhoods choose or choose not to access behavioral health services.  
After a review of the literature, it became apparent that community perceptions and stigma are often underlying reasons for poor utilization of mental health services.  However, without a formal study, there was no way to know with any certainty if and how community attitudes and beliefs toward mental health and mental health services affect community members’ decisions to seek or avoid seeking mental health care.  A group discussion with members of the community seemed to be the best method of assessing community norms and beliefs, and therefore a focus group was held at FPFHC on July 2, 2014, with the objective of assessing participants’ perceptions of the use and barriers to use of mental health services in the Hill District.  The results of this focus group form the foundation of this essay.

[bookmark: _Toc415141106][bookmark: BACKGROUND]BACKGROUND
[bookmark: _Toc415141107]MENTAL ILLNESS AND ITS PUBLIC HEALTH IMPACT
The United States Center for Disease Control and Prevention (CDC) defines mental illness as a category of disorders “generally characterized by dysregulation of mood, thought, and/or behavior, as recognized by the Diagnostic and Statistical Manual, 5th edition, of the American Psychiatric Association (DSM-5)” (CDC 2013).  The most common forms of mental illness among adults in the United States and their twelve-month prevalences are as follows (National Institute of Mental Health 2010):  anxiety disorders (18.1%), major depression (6.9%), post-traumatic stress disorder (3.5%), bipolar disorder (2.6%), and schizophrenia (1.1%). 
According to a recent survey by the United States Department of Health and Human Services Substance Abuse and Mental Health Services Administration (SAMHSA), mental illness has a tremendous societal impact (SAMHSA 2009).  In this survey, approximately 45.1 million adults over the age of eighteen met the criteria for one or more mental illnesses, as defined by the Diagnostic and Statistical Manual, 4th edition, published by the American Psychiatric Association.  Of these 45.1 million adults with mental illness, only 17.1 million, or 37.9 percent, reported engaging in mental health treatment in the past year.  Of the 28 million adults who met the criteria for a mental illness, but did not engage in any mental health treatment, 12.0 million reported that their mental health needs were not being met, indicating that there is a large section of Americans with insufficient mental health care, as well as a substantial component of Americans who do not feel a need to utilize mental health services despite having a diagnosable mental illness.  
Mental illness is not only common, but also disabling.  The National Institute of Mental Health (2010) estimates that mental illness is responsible for roughly 13.6% of Disability-Adjusted Life Years (DALYs), more than diabetes, asthma, unintentional injury, and chronic-obstructive pulmonary disease; and only just behind cardiovascular disease and cancer.  Interestingly, major depression and anxiety disorders are the two major contributors to these DALYs, indicating that while these disorders may be perceived by the public as less severe than more visibly apparent mental illnesses such as bipolar disorder or schizophrenia, they, too, can be seriously disabling.  
Mental illness also has a substantial economic impact.  The National Comorbidity Survey Replication (NCS-R) reports that mental illness costs the United States roughly $193.2 billion annually (Insel 2008).  Of note, this figure only includes direct costs of mental illness such as disability payments and lost wages; it does not reflect indirect costs such as incarceration, physical co-morbidities, and homelessness.  Based on these facts and figures, it seems that helping patients recognize the need for mental health care and assisting them in engaging in effective treatment is key to reducing the societal and public health burdens of mental illness, as well as their associated costs.  
[bookmark: _Toc415141108]BARRIERS TO MENTAL HEALTH TREATMENT
Broadly speaking, a number of researchers have examined structural, perceived, and attitudinal barriers to use of mental health services in both the United States and abroad.  One study compared reasons preventing the use of mental health services in a variety of American communities, in rural Ontario, and in the Netherlands (Sareen et al. 2007).  This study found that across these three samples, attitudinal barriers to seeking mental health care were more prevalent than structural barriers, such as cost and transportation to services.  Some of the most commonly named perceived barriers in this study included fear of involuntary commitment, feeling that mental health problems can or should be resolved on one’s own, and feeling ashamed of using mental health services.  
Similarly, another study examined perceived barriers to accessing mental health care in St. Louis, Missouri, and Christchurch, New Zealand (Wells, Robins, Bushnell, Jarosz, and Oakley-Brown 1994).  Again, perceived barriers to seeking mental health care were more significant than structural barriers across both samples.  While all members of both samples were found to have a diagnosable psychiatric disorder using the DSM-III, the most commonly reported reasons for avoiding care were feeling that professional help was unnecessary and believing that seeking professional help was a sign of weakness.  Two other studies have shown similar results (Saldivia, Vincente, Kohn, Rioseco, and Torres 2004; Thompson, Hunt, and Issakidis 2004).
Notably, a number of studies were found that looked at barriers to seeking mental healthcare in depressed elders and African Americans in the Pittsburgh area (Conner et al. 2010; Conner, Koeske, and Brown 2009; Conner, Copeland, Grote, Koeske, Rosen, Reynolds, and Brown 2010).  These studies, both quantitative and qualitative, have determined that some of the reasons those with depression don’t seek help include stigma (both in the community and internalized), belief in the importance of self-reliance and resilience, lack of trust in mental health providers, poor insight into the nature of mental illness, lack of faith that treatment will help, belief that relying on God alone will cure mental illness, and fear that seeking help will do more harm than good (e.g. that the mental illness will appear in the person’s record and prevent him or her from getting a job or housing).  
In the literature review, several studies were found that looked at perceptions of mental illness and its treatment in a community sample (as opposed to a treatment sample).  The goal of this study is to add to that body of literature by using a qualitative methodology to examine attitudes toward mental health treatment in Pittsburgh’s Hill District.  In doing so, perceived barriers affecting attendance at mental health appointments at FOCUS Pittsburgh Free Health Center should be elucidated.    
[bookmark: _Toc415141109]MODELS OF HEALTH-RELATED HELP-SEEKING BEHAVIORS
[bookmark: _Toc106513534][bookmark: _Toc106717792]Behavioral models can help explain the factors that influence a person’s decision to seek or avoid seeking mental health care.  The models that will be explored in this section include the Health Belief Model, Leventhal’s Common Sense Model, Social-Cognitive Theory, and the Theory of Reasoned Action/Planned Behavior.
[bookmark: _Toc415141110]Health Belief Model
The Health Belief Model is one way of conceptualizing the factors that influence a person’s decision to seek or avoid seeking a form of healthcare.  This model can be used for any health problem, but is particularly appropriate for delineating the factors that promote or prevent engagement in treatment for mental illness (O’Connor, Martin, Weeks, and Ong 2014).  The Health Belief Model has five main constructs, which are:  “perceived susceptibility, perceived severity, perceived benefits, perceived costs, and positive health values” (Rosenstock 1974, 1990).  
The construct of “perceived susceptibility” refers to people’s beliefs regarding how likely they are to develop a particular illness or condition.  If a person believes he or she is likely to develop a particular condition, that person tends to be more proactive about taking preventative measures or seeking treatment than someone who feels that he or she is not vulnerable to developing that disease or condition.  An example of the construct of perceived susceptibility can be found in sexual and reproductive health.  People who are sexually active are more likely to engage in the use of prophylactic devices or medicines if they perceive themselves as being at a high risk for developing HIV or other sexually transmitted infections.  In contrast, people who perceive themselves as being at low risk for these infections are less likely to take protective measures when engaging in intercourse.  
The construct of “perceived severity” examines how severe the perceived consequences of an illness are to a person.  If a person believes that a particular illness may have severe consequences, he or she is more likely to seek help than a person who doesn’t believe that an illness will be problematic.  For example, a person who has seen a family member suffer and die from a particular disease is more likely to seek help for that disease than someone who has never lived with the consequences of that disease firsthand.  
The construct of “perceived benefits” refers to a person’s perception of how beneficial seeking help for a condition will prove to be.  If a person believes he or she will reap great benefit from seeking treatment, such as decreased pain and suffering or increased productivity, then that person is more likely to seek help than someone who doesn’t feel that a particular intervention will have any benefit.  For example, if someone believes that seeking help for diabetes will increase his or her lifespan, then he or she is more likely to engage in medical care.  In contrast, if a person perceives harm from seeking help, such as barriers to employment or obtaining insurance coverage due to being diagnosed with a particular condition, than he or she is likely to avoid medical care.  
The construct of “perceived costs” refers to a person beliefs regarding the extent of the barriers to seeking healthcare.  These barriers may be physical, psychological, or financial (O’Connor, Martin, Clinton, and Ong 2014).  For example, if a person has no health insurance, then that person’s financial costs of obtaining treatment are significantly greater than someone who is well-insured.  Likewise, if free and easily accessible care is offered, then according to this theory, people will be more likely to seek that care.  
The final construct of the Health Belief Model is “positive health values.”  According to this construct, people who possess more intrinsic motivation to pursue or maintain good health are more likely to seek care than those who do not place as much value on being healthy.  For example, a person who is generally more motivated to eat healthily and exercise is, according to this theory, more likely to seek care from a nutritionist or primary care provider than a person who prioritizes different domains of living.  Thus, according to the Health Belief Model, increasing a person’s motivation for healthy living should increase his or her likelihood of seeking treatment. 
[bookmark: _Toc415141111]Leventhal’s Common Sense Model
Leventhal’s Common Sense Model of Self-Regulation (CSM) is another model that looks at the factors that influence whether or not a person engages in treatment.  The five main constructs of the CSM are cited as, “identity, causes, consequences, time-line, and controllability/cure” (Diefenbach and Leventhal 1996, Leventhal et al 1984).
The construct of “identity” refers to whether or not a person identifies that he or she has a problem.  For example, a person with an acute myocardial infarction may readily recognize his symptoms and seek treatment (King & McGuire 2007).  In contrast, a patient with hypertension, which is generally asymptomatic, may not even be aware of his condition (Meyer, Leventhal, and Gutmann 1985).  Without awareness that something is wrong, patients will not seek help.
The construct of “causes” relates to what a person regards as the root of his illness.  An example of this involves spirituality.  If a person with mental illness has a cultural belief that demonic possession is the cause of his symptoms, then he or she is likely to seek treatment from a religious institution rather than from a doctor.  Likewise, if a person believes that depression is the result of moral failings, then he or she will be less likely to engage in mental health treatment than someone with a biological view of mental illness.  
The construct of “consequences” describes how a person’s view of the end result of his condition influences his decision to seek treatment.  There are two components of this construct.  The first is whether or not the patient is aware of the potential consequences of his illness if left untreated, and the second is how badly the person fears these consequences.  A person who is unaware of the end result of untreated illness is less likely to engage in treatment than someone who fully understands his or her prognosis.  Similarly, someone who perceives dire consequences of untreated illness, such as disability or death, is more likely to seek care than someone who expects minimal consequences.  
“Time-line” is a construct related to how long a person believes it will take for the consequences of his or her illness to manifest themselves.  A person with a disease expected to kill him or her quickly, such as a severe infection, is more likely to seek care than someone whose problem is not expected to impact him or her for many years (e.g. tobacco use).  
The final construct of the CSM is “controllability/cure.”  This construct refers to whether or not a patient believes that his or her condition will be ameliorated by a particular form of treatment. If a patient does not expect treatment to give him or her some control over the short- and long-term course of his symptoms, then he or she is less likely to engage in care.  
As Leventhal’s Model has been shown to predict health care engagement for a wide variety of conditions (Hagger & Orbell 2003), it is expected to also apply to the barriers to use of mental health services in the Hill District.  
[bookmark: _Toc415141112]Social Cognitive Theory
Social Cognitive Theory invokes several similar constructs to the Health Belief Model and Leventhal’s Common Sense Model.  For example, this model lists “attitudes, normative influences, and outcome expectations” (Bandura 2004) as key factors that influence whether or not an individual decides to seek treatment.  However, Social Cognitive Theory goes beyond the Health Belief Model and Leventhal’s Model by introducing the constructs of “self-efficacy” and “perceived societal facilitators/impediments” (Bandura 2004).  
The construct of “self-efficacy” refers to a person’s perception of their ability to carry out a particular behavior.  Bandura writes that, “Unless people believe they can produce desired effects by their actions, they have little incentive to act or to persevere in the face of difficulties” (2004).  An example of the construct of self-efficacy can be seen in attempts to maintain blood glucose control in diabetes.  If a person doesn’t have faith in his or her ability to carry out behaviors such as checking blood glucose levels, calculating insulin needs, and carrying out insulin injections, then he or she is unlikely to engage in these behaviors on a routine basis, particularly when facing stress or adversity.  
The construct of “perceived societal facilitators/impediments” refers to social influences on health behaviors.  According to Bandura, social approval and/or disapproval of a behavior influences a person’s decisions of whether or not to engage in that behavior.  For example, if there is strong stigma against seeking treatment for mental illness in a given community, then people in that community are less likely to turn to mental health services in times of psychological distress.  As discussed in Section 2.2, the existing literature indicates that stigma has historically played a large role in determining whether or not community members seek or drop out of mental health treatment, and thus Social Cognitive Theory is also expected to help predict the factors that impact help-seeking behavior in the Hill District.   
[bookmark: _Toc415141113]Theory of Reasoned Action/Theory of Planned Behavior
The Theories of Reasoned Action and Planned Behavior employ additional constructs to help explain the factors that influence whether or not a person engages in help-seeking behavior (Fishbein 2008).  In particular, both theories put forth the idea of “behavioral intentions,” while the Theory of Reasoned Action goes one step further and proposes the construct of “perceived control” (Fishbein 2008).
The construct of “behavioral intentions,” seen in both the Theory of Reasoned Action and Theory of Planned Behavior, conveys the idea that a patient’s intended behaviors predict his or her actual behaviors.  These behavioral intentions, in turn, are influenced by the patient’s feelings about a behavior as well as by his or her perceptions of a society’s or community’s attitude toward that behavior.  For example, if a patient regards seeking mental healthcare as a sign of weakness and feels that his or her community views seeking mental healthcare as an indication that a person is “crazy,” then that patient is unlikely to seek mental healthcare.  In contrast, if a patient sees a particular behavior, such as weight loss, as desirable both from a personal perspective (increased health, improved physical functioning) and a societal perspective (experiencing less stigma as size decreases), then he or she is more likely to engage in that behavior.  
The Theory of Planned Behavior also utilizes the construct of “behavioral intentions” discussed in the preceding paragraph, but adds the new construct of “perceived control” (Fishbein 2008).  Perceived control refers to a person’s beliefs regarding how much control he or she has over the resources needed to engage in a particular behavior and over the opportunities to perform a particular behavior.  An example of “perceived control” can be seen with physical activity.  People who live in a neighborhood that they perceive as dangerous and unpredictable (e.g. due to violence or inclement weather) are, according to this theory, less likely to engage in regular outdoor physical activity than people who live in a safer neighborhood where conditions are more predictable.  Likewise, if a person sees multiple opportunities to engage in physical activity at home and at work, he or she is more likely to be physically active on a regular basis than someone who doesn’t believe that he or she has many opportunities to exercise.  
As these theories deal with the personal and societal views of a behavior, as well as a person’s beliefs regarding the extent of his or her control over a behavior, they, too, are expected to help explain help-seeking behavior, or lack thereof, in the Hill District.
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[bookmark: _Toc415141115]METHODOLOGY
The objective of this study is to investigate why people choose to access or not access mental health services in the Hill District, an urban neighborhood in Pittsburgh, Pennsylvania.  To examine this question, a qualitative methodology was used.  Specifically, a focus group was held on July 2, 2014, at FOCUS Pittsburgh from 6pm-7pm.  This study was approved by the University of Pittsburgh Institutional Review Board on May 2, 2014 (PRO13080316).
[bookmark: _Toc415141116]SAMPLING
Convenience sampling was used to recruit participants for this study.  The sample was a convenience sample in the sense that it was drawn from the population of Hill District residents who happened to attend the FOCUS Pittsburgh evening meal on June 18, 2014.  This method of sampling was believed to be ideal due to the study’s limited budget and time constraints.  Characteristics of participants sought in this sample include:  long-time residence in the Hill District (defined as greater than ten years) and active involvement in the community (not clearly defined and left open to the Assistant Director’s interpretation and discretion).  These qualities were chosen because long-time residents and active community members would presumably have the most insight into the area’s norms, beliefs, and values.  Potential participants were not asked about their personal mental health histories as the goal was to be inclusive of people who had experienced mental illness as well as those who had not.  All sample members were in in the 18-65 year-old age range.  This age range was selected because people below the age of eighteen or above the age of 65 would be eligible for medical assistance programs, and thus would not be representative of the population served by FOCUS Pittsburgh Free Health Center.  
[bookmark: _Toc415141117]RECRUITMENT
Potential participants in this study were approached by the Assistant Director of FOCUS Pittsburgh during the evening meal served at FOCUS on June 18, 2014.  A total of fifteen subjects expressed an interest in participating and provided their names and phone numbers.  The following week, telephone calls were made to these potential participants so that the study could be explained in greater detail. Those who continued to express in interest in participating in the study were provided with the date and time at which the focus group would be conducted.  
[bookmark: _Toc415141118]PROCEDURES
Eight of the fifteen potential subjects who were telephoned attended the evening meal during which the focus group was held.  After reviewing the informed consent, three of these eight potential participants declined to take part in the study.  The focus group thus had five total participants.  Before beginning the focus group, participants were asked to fill out a demographics questionnaire asking their age, race/ethnicity, gender, zip code of residence, and length of time using services at FOCUS Pittsburgh.  Discussion was then guided by six questions related to mental health that were developed in conjunction with the center’s lead psychiatrist.  Specifically, the questions were:
1.	What is mental illness?  How would you describe it?
2.	Do you know someone with a mental illness?  What is that person like?
3.	How do members of the community view people with mental illness?
4.	How do members of the community view people who seek mental health services?
5.	What factors do you think prevent people from seeking help for mental illness?
6.	What role do you think spirituality plays in mental illness and its treatment?
7.	What can FOCUS Pittsburgh do to address barriers to seeking mental health care so 	        that we can increase participation in, and attendance at, our mental health programs?
Discussion was not limited to answering these questions, and participants were encouraged to speak freely about the subject of community perceptions of mental illness.  Thus, the approach to data collection used in this study was both deductive and inductive.  It was deductive in the sense that common barriers to mental health treatment were researched and used as a template for the discussion questions.  However, it was also inductive because the questions were merely a guide, and meaning was drawn from the participants’ specific statements and contributions.  


[bookmark: _Toc415141119]DATA ANALYSIS
The focus group discussion was captured using a tape recorder and then transcribed verbatim. The letters A through E were used to indicate which participants made which comments, and the letter L was used to denote the leader’s remarks.  These alphabetic substitutions were employed to protect the subjects’ confidentiality.  
Data was analyzed using content analysis, which is described as, “a family of analytic approaches ranging from impressionistic, intuitive, interpretive analysis to systematic, strict textual analysis” (Rosengren 1981).  Three types of content analysis have been identified: conventional, directed, and summative (Hsieh & Shannon 2005).  Data for this study were analyzed using directed content analysis, a method that involves using existing research to get a sense of potential coding categories, and then using the actual data to “refine, alter, edit, or delete” the potential categories. (Potter & Levine-Donnerstein 1999).  The questions used to guide the focus group were developed based on a review of common barriers to seeking mental health care, especially in urban minority populations, and initial coding categories were developed based on these guiding questions.  As the analysis proceeded, these overarching thematic categories shifted to better reflect what was said.  Responses were linked to the developing themes and coded to denote which responses fit with each specific theme.  Directed content analysis of the focus group transcript was also performed by a doctoral public health student at the University of Chicago, and differences between the author’s codes and her colleague’s codes were discussed so that these discrepancies could be resolved.  
[bookmark: _Toc415141120]results
[bookmark: _Toc415141121]SAMPLE DEMOGRAPHICS
[bookmark: _Toc415141149]Table 1. Sample Demographics

	Participant
	Age
	Race/Ethnicity
	Gender
	Zip Code of Residence
	Length of Time Using Services at FOCUS Pittsburgh

	A
	42
	African American
	Female
	15224
	6 months

	B
	35
	Caucasian
	Female
	15243
	1 month

	C
	30
	African American
	Female
	15260
	1 year

	D
	56
	African American
	Male
	15208
	8 months

	E
	18
	African American
	Female
	15219
	2 months



As shown in Table 1 above, the five participants in the sample ranged in age from 18-56, with a mean age of 36.2.  Four of the five participants were African American, while the fifth participant was Caucasian.  In terms of gender, the sample was eighty-percent female and twenty-percent male.  One participant was from a suburb of Pittsburgh, while the other four participants were from the Hill District or surrounding urban neighborhoods.  Three of the five participants had been using services at FOCUS for a relatively longer period of time (6 months to 1 year), while the other two had only recently started coming to FOCUS (1 to 2 months).  Use of services at FOCUS Pittsburgh was defined as having visited FOCUS for companionship or social services, but not for the use of behavioral health services, as the goal was to be inclusive of people who had experienced mental illness as well as those who had not.    
[bookmark: _Toc415141122] QUALITATIVE RESULTS
The focus group comments centered on three themes.  The first theme is the danger of seeking mental health services.  One woman discussed how her children were taken away from her after her son began suffering from a neurological disorder, and how she feared similar repercussions if she became involved with the medical establishment again.  Another woman said, “Well, I think people have to trust us; they have to learn to trust the people here.  I think it's very scary when you first have to seek treatment because, you know, it can affect your job, it can affect your life.”  When discussing group therapy, a woman stated, “In groups, people use your alcoholism or whatever against you.  I might be in AA or NA and I would see someone in the street and they would use my words against me.  A lot of times in groups people use your mental illness against you outside the group.”  Thus, there is a fear in the community that seeking help may make things worse rather than better.  
The second major theme that emerged in the discussion was a paradox surrounding stigma in the community.  Participants described a situation in which community members think that if a person is not visibly disabled by mental illness, then there is nothing wrong with him or her.  For example, one participant stated:
For me, I think I struggle from the inside out.  Like I can walk around here.  If you don't know me, you would think I'm normal, but if you know me, you know my mood swings, you know my depression, you know these things.  But if you just look at me, you wouldn't think that I have bipolar and, you know, post-traumatic stress disorder.  But um...I struggle with it from the inside out.
Speaking of this same phenomenon, another focus group member stated that, “I think a lot of people don't know that they have a mental illness itself” because of the perception that you have to be visibly ill to be sick.  However, in the words of one participant, the moment the people seek treatment, “[the community] says you're crazy.”  Thus, there is no-win situation involved in seeking treatment for mental illness, where a person who appears outwardly normal is not viewed as mentally ill or “crazy” unless and until he or she seeks help.  
A third major theme that emerged during the discussion is the role of spirituality in mental health care.  Many participants discussed the importance of spirituality in dealing with difficult circumstances.  As one man said, “When I'm in trouble, I talk to God.”  Another woman stated that, “Spirituality plays a major part for me, too, because if I didn't believe in something bigger than me, you know, it would be difficult for me to maneuver to do certain things […] to do my job, it would make it quite difficult.”  One of the other participants mentioned the importance of talking to her deceased sister out loud each day.  Thus, it seems that faith is an important coping mechanism among community members.  


[bookmark: _Toc415141123]DISCUSSION
The results of this study are mostly in agreement with the existing literature on perceptions of the use and barriers to use of mental health services.  As in the studies discussed in the background section, factors such as fear of the medical establishment, belief that a person doesn't have a problem unless things are bad enough that he or she appears outwardly ill, and community stigma were found to play a large role in preventing those with mental illness from getting help.  
In terms of fear of the medical establishment, many prior studies have put forth and discussed the concept of “medical mistrust.”  Medical mistrust can be defined as, “mistrust of healthcare organizations and health professionals [that] has been associated with less care satisfaction, treatment adherence, and utilization of healthcare services” (Hammond 2010).  This construct has been shown to be of particular importance in African American and other minority populations (LaVeist, Nickerson & Bowie 2000; Lillie-Blanton et al. 2000).   Medical mistrust seems to be rooted in historical and contemporary medical injustices related to race and ethnicity, and is so prevalent that a rating scale, the Medical Mistrust Index (MMI), has been developed to assess its impact on healthcare outcomes (LaVeist et al. 2001).  Examples of statements with which patients rate their agreement in the MMI include, “Healthcare organizations have sometimes done harmful experiments on patients without their knowledge,” “When dealing with the healthcare system, one better be cautious,” and “Healthcare organizations don't always keep your information totally private” (LaVeist et al, 2001).    
The types of medical mistrust discussed in the focus group aren't specifically attributed to race or ethnicity, but the studies discussed above indicate that demographic differences between patient and provider may underlie the sentiments expressed by participants.  Types of repercussions that participants said they fear when seeking mental health treatment include losing custody of their children, losing their job, and having privately discussed information made public and used against them.  These fears can be seen as an expression of the construct of “perceived costs” put forth in the Health Belief Model (Section 2.3.1) and of the construct of “consequences” put forth in Leventhal's Common Sense Model (Section 2.3.2).  That is, participants feel that the outcomes of seeking help may be more negative than positive, and therefore they are hesitant to engage in treatment.   
The idea brought up by focus group participants that a person only has a mental health problem if he or she appears visibly ill has been described in previous studies and is referred to as “concealable stigma.”  Concealable stigma is defined as, “a stigmatized identity that is not immediately knowable in a social interaction, such as a history of mental illness” (Quinn 2004).  Participants stated that they were regarded as healthy as long as they didn't appear visibly ill.  As one participant described it, her mental illness causes her to “struggle from the inside out.”  Despite protecting those affected from discrimination based on outward appearances, concealable stigma has been shown to cause great stress and adverse health outcomes in those who experience it (Smart & Wegner 2000), as they struggle alone with their problems.  Thus, the focus group participants' comments indicate that people living with mental illness in the Hill District may avoid seeking treatment because they don't feel they need or deserve it since they aren't ill in the eyes of others.  
As expected based on prior studies, community stigma against those who seek mental health treatment was also discussed in the focus group.  As one participant put it, when people seek help, the community dismisses you as “crazy.”  Thus, concealed stigma is not the only form of discrimination focus group participants mentioned—community stigma, too, may prevent residents in the Hill District from seeking help, especially if their illness is not otherwise apparent.  The effects of community stigma are addressed in Bandura's Social Cognitive Theory (Section 2.3.3) as “perceived societal impediments” that may influence a person to avoid seeking treatment.  Thus, education efforts based on decreasing community stigma toward those who seek mental health care in the Hill District would be expected to increase community members' engagement in mental health treatment at FOCUS Pittsburgh Free Health Center.  
Also apparent in the focus group is the role of spirituality as an important coping mechanism for community members.  While previous studies indicate that spiritual beliefs such as “seeking help is a sign of weakness” can be a barrier to seeking treatment (Conner, Copeland, and Grote et al. 2010), participants in this focus group portrayed spirituality as a positive influence on their mental health in the sense that it provides them with an important coping mechanism.  Other studies have described the type of spirituality described in this focus group as “intrinsic spirituality” and have also noted its positive effect on a person's mental health, particularly in the African American community (Cooper, Brown, Vu, Ford, and Powe 2001).  The use of spirituality as a coping mechanism can be seen as increasing the construct of “perceived control” put forth in the Theory of Planned Behavior (Section 2.3.4).  That is, spirituality provides community members with a tool for controlling the degree to which their mental health symptoms disable them.  As spirituality was an important topic to the focus group, it seems that recognizing its value in treating mental health problems would help engage community members in treatment at FOCUS Pittsburgh Free Health Center.  
This study has several significant limitations.  First, the sample size was extremely small, which means the sample may not be representative of community beliefs and perceptions as a whole.  Another weakness is that no data was collected regarding the focus group participants' mental health treatment history.  Neglecting to collect this data was a substantial oversight on the part of the author, as it would be expected that prior experiences with mental health care would impact attitudes toward mental health treatment. A final weakness of this study is that the focus group leader was inexperienced. Thus, one cannot assume that an idea or perception that was not mentioned in the focus group is not important to the community.  

[bookmark: _Toc415141124]CONCLUSIONS
This study was undertaken to determine the perceptions of use and barriers to use of mental health services in Pittsburgh's Hill District.  A focus group revealed that community members feel that engaging in mental health services might have negative repercussions (“medical mistrust”), that only visibly ill people are viewed as having a mental illness (“concealable stigma”), and that seeking help is viewed by the community as an admission that a person is “crazy” (community stigma).  The focus group also revealed that spirituality is an important coping mechanism among community members.  
While this study has significant limitations, it does provide ideas and direction for FOCUS Pittsburgh Free Health Center.  Since several participants mentioned that only the visibly sick are regarded by community members as mentally ill, attempts to increase community awareness of what mental illness looks like might increase the number of people who engage in treatment.   Since there is a distrust of the medical establishment and a fear of negative repercussions from seeking help, it may be beneficial for clinicians at FOCUS Pittsburgh Free Health Center to become involved in the community so that trusting relationships can be formed.  It is harder to fear members of the treatment team if they are known to the patient before treatment begins.  Finally, it appears that addressing spiritual concerns is important in keeping patients engaged after their initial intake.  This emphasis on spirituality can be achieved by involving patients of FOCUS Pittsburgh Free Health Center not only in medical treatment of their mental illness, but also in the other activities that take place at FOCUS Pittsburgh, such as spirituality groups and prayer services.  If patients feel that they are being treated from a holistic perspective rather than exclusively a medical perspective, it is expected that they will be more likely to continue engaging in treatment.  
Due to the extremely small sample size (5 participants), wider generalizations about community perceptions of the use and barriers to use of mental health treatment cannot be made.  However, the results of this focus group do provide initial guidance for FOCUS Pittsburgh Free Health Center, and thus the focus group should be looked at as an exploratory study whose results can guide the formation of future qualitative and quantitative studies on this subject (e.g. additional focus groups and surveys).  
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