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ABSTRACT
Posttraumatic stress disorder (PTSD) has been associated with idoeasa! risk for
mortality as well as deaths death due to behavioral causes in combat vétesddgion,
adverse childhood experiences, including childhood physical abuse, have beeneakssociat
with many of the leading causes of death in adults. The present study investigated
childhood physical punishment experiences in 1,866 U.S. military male combat veterans
who had been in residential PTSD treatment in order to explore whether suchregserie
were related to increased risk for mortality or cause of death in this populdtivas
hypothesized that more physical punishment would be related to increasedtyremmtili
behaviorally-caused deaths. Possible confounding variables such as depression and
substance use disorders were also taken into account in the analyses. OMNON#SA
comparing groups found no significant differences in mortality or cause ¢f bas¢d
on childhood physical punishment experiences. Possible explanations for these findings

are discussed and treatment implications are explored.



Introduction

In a war zone, military men and women are often exposed to danger, violence,
stress, and loss. Due to these intense circumstances inherent in the comletaxperi
is understandable that some military men and women return home from war witlatra
related symptoms that meet criteria for posttraumatic stress di¢PimeD). Research
in the field of trauma is also finding that individuals with prior exposure to traumatic
experiences are more likely to develop PTSD when exposed to later traumatsc eve
such as combat (Breslau, Chilcoat, Kessler & Davis, 1999). This finding emghasize
need for research to explore the potential role of pre-military traumadrans with
combat-related PTSD. In addition, recent research has identified that thé anpac
posttraumatic stress disorder extends beyond only psychological distressdrave
deleterious effects on health and longevity (e.g. Crawford, Drescher, & Rosen, 2009;
Schnurr, Spiro, & Paris, 2000). This project aims to explore how adverse childhood
experiences (specifically childhood physical abuse) might relate talitoand cause of
death in veterans with combat-related PTSD.

Dating back to veterans of the Civil War, there is evidence to suggest thmatra
resulting from combat exposure is associated with negative physical healtitie@ased
rates of mortality (Pizarro, Silver, & Prause, 200B)ultiple studies have fourdTSD to
be associated with poor physical health and increased rates of spec#gediaad
medical conditions (e.g. Barrett et al., 20B2ckham et al., 1998; Buckley, Mozley,
Bedard, Dewulf, & Greif, 2004; Jacupcak, Luterek, Hunt, Conybeare, & McFall; 2008
O'Toole & Catts, 2008; Schnurr et al., 2000; Wagner, Wolfe, Rotnitsky, Proctor, &

Erickson, 2000). Furthermore, the majority of recent research investigating&oSD



mortality rates has found PTSD to be associated with an increased ovieffalt ris

mortality (Boscarino 2006a, 2006b, 2008; Crawford et al., 2009; Drescher, Rosen,
Burling, & Foy, 2003; Johnson, Fontana, Lubin, Corn, & Rosenheck, 2004; Schafer,
2007). Specifically, several studies examining post-service mortalityeimdfm and

Gulf War veterans have found that those who served in theater have higher ratéis of dea
from external causes (e.g., accidents, intentional deaths, drug-relates| eé&a)

compared to those who did not serve in theater (Boehmer, Flanders, McGeehin, Boyles,
& Barrett, 2004; Kang & Bullman, 1996, 2001; MacFarlane et al., 2005; Watanabe &
Kang, 1995). For veterans with PTSD, there appears to be a similar exceshotidea

to external, behavioral causes (Drescher et al., 2003; Schafer, 2007), suggesting that
combat veterans are particularly at risk for these types of deaths.

Prior childhood trauma may further contribute to the health risks and mortality
patterns seen in veterans with PTSD. In the general population, exposure to adverse
childhood experiences (ACESs) has been positively associated with healthhaskooe
and a variety of disease conditions (Felitti et al., 1998). ACEs is a term tlaleisic
childhood physical abuse as well as sexual abuse, neglect, household substance abuse,
household mental iliness, household incarceration, withessing maternal battedfoy
parental divorce or separation. Research into ACEs has found a graded relationship
between the number of different adverse childhood experiences and a varietgtivieneg
health outcomes including increased rates of psychotropic prescriptions, chronic
obstructive pulmonary disease, depressive disorders, suicide attempts, drugityge, m
sexual partners, sexually transmitted diseases, cigarette smokotgplsm, somatic

symptoms, altered immune functioning, and mental health concerns (Anda et al., 1999,



2006, 2007, 2008; Chapman et al., 2004; Dube et al., 2001, 2003; Dube, Anda, Felitti,
Edwards, & Croft, 2002; Dube, Felitti, Dong, Giles, & Anda, 2003; Edwards, Holden,
Felitti, & Anda, 2003; Hillis, Anda, Felitti, Nordenberg, & Marchbanks, 2000; Surtees et
al., 2003). These findings provide strong evidence for an association between ACEs and
negative health outcomes. However, each of these studies looks at the cumulative effect
of multiple adverse childhood experiences, rather than the individual effectsibicspe
ACEs. The current study will attempt to parse out the relationship betweeficspeci
ACEs and health outcomes in veterans by looking independently at childhood physical
abuse as an adverse experience that may impact mortality and cause of death.

Recent researdboking specifically at this form of adverse experience has found
childhood physical abuse to be associated with a variety of health risk behaviors
(Bensley, Van Eenwyk, & Simmons, 2000), as well as increases in diagnose@d)ness
physical symptoms, anxiety, anger, alcohol dependence, and depression in adulthood
(Afifi, Brownridge, Cox, & Sareen, 200&pringer, Sheridan, Kuo, & Carnes, 2007).
Similarly, in adolescents, childhood physical abuse has been positively sssodgtat
aggression, anxiety, depression, PTSD symptoms, and social withdrawal (Lahsdard e
2002), all of which could potentially negatively impact adulthood health.

Overall, the majority of the research suggests that both PTSD and adverse
childhood experiences negatively impact health. Furthermore, research stheate
military men and women have higher rates of adverse childhood experiencésethan t
general population (Rosen & Martin, 1996), which indicates that the veteran population
may be at increased risk for the negative health outcomes associated wih WG&ct,

studies estimate that 90-96% of veterans with PTSD have experienced somentype of



combat related victimization throughout their lifetime (Clancy et al., 200 eaal.,
2005).

Some researchers in the field suggest that ACEs may even pose as aatidkifac
veterans in developing PTSD. A history of childhood physical abuse is associdted wit
more severe psychological symptoms and more psychological distress anynsititdiers
(Rosen & Martin, 1996). Furthermore, a recent study found that military menvher
reported a history of prior physical or sexual assault had double the risk aiglryel
PTSD symptoms after their deployment compared to military personnel eimodi
report any prior assault (Smith et al., 2008). More specifically, both childhood trauma
general and childhood physical abuse in particular have been found to be assodiated wit
PTSD in veterans and active duty soldiers (Bremner, Southwick, Johnson, Yehuda, &
Charney, 1993; Gahm, Lucenko, Retzlaff, & Fukuda, 2007; King, King, Foy, Keane, &
Fairbank, 1999). In addition, a history of ACEs has been specifically associtted wi
PTSD symptoms after combat exposure (Cabrera, Hoge, Bliese, Castrosér Nagg7.
This suggests that traumatic experiences throughout the lifetime mayiéatve,
increasing one’s risk for developing PTSD with each traumatic exposurear8inthe
negative health outcomes related to PTSD and ACEs discussed in the literatateanay
be cumulative, such that veterans with PTSD who have prior childhood trauma may be at
an even increased risk for mortality compared to veterans without childhood trauma
Given that many of the excess deaths seen in veterans with PTSD have been due to
behavioral causes (Drescher et al., 2003; Schafer, 2007), it is possible thaam@ simil
excess will be observed when investigating veterans with PTSD who also hawya hist

of childhood physical abuse.



The purpose of this study was to investigate this relationship between childhood
physical punishment, mortality, and cause of death in male veterans with FSiisfe
variables such as substance abuse and depression may confound the relationséip bet
childhood physical abuse and mortality outcomes, these variables were alsersahas
part of the study. Specifically, the study aimed to explore the following tesearch
guestions:

1. After accounting for depressive symptoms and substance abuse, does a history of
childhood physical abuse predict mortality in male veterans with combtaerela
PTSD?

Hypothesis: Higher levels of childhood physical punishment will be significantly
predictive of mortality.

2. After accounting for depressive symptoms and substance abuse, does a history of
childhood physical abuse predict cause of death in male veterans with combat-
related PTSD who are deceased?

Hypothesis: Higher levels of childhood physical punishment will be significantly
predictive of behaviorally-caused deaths in the sample.

3. Among those male combat veterans with PTSD who have a history of childhood
physical abuse, does severity of physical abuse predict mortality or causehof de
(behavioral versus natural)?

Hypothesis: Increased severity of childhood physical abuse will be sagific
associated with increased mortality rates and increased deaths due torbéhauses in

the sample.



Method

Participants

This archival study used participant data from1,866 male U.S. veterans with
combat-related PTSD admitted to a residential PTSD rehabilitatiamieat program
run by the U.S. Department of Veterans Affairs (VA). The treatment progesm w
operated by the VA Palo Alto Medical Center, associated with the NationtdrGer
PTSD (NC-PTSD). The program utilized predominantly group therapy approaches t
administer behavioral and cognitive-behavioral techniques to treat PTSDosysngind
prevent relapse. Participants admitted to the residential rehabilitatigraprovere
referred by their clinicians for PTSD treatment and were requiree ab&tinent from
substances for 15-30 days prior to their admission. At the time that vital status was
determined, 1,597 participants had been identified as living and 268 participants had been
identified as deceased.
Design and Procedures

The present study utilized an archival research approach to explore the
relationship of childhood physical abuse to adulthood mortality and cause of death.
Participants in the study included male veterans with PTSD who were admitted
consecutively in the VA NC-PTSD inpatient treatment program between January 1, 1990
and December 31, 1998. Upon intake to the program, participants provided informed
consent that allowed for their clinical data to be used for research purposesongast
allows for the participants’ public death data to be matched up with their de-iglntifi
clinical data. This protocol was reviewed and approved by the Stanford University a

Department of Veterans Affairs Institutional Review Boards (IRB)orRo gaining



access to the de-identified data archive, approval for human subject research was
received from the Pepperdine University Graduate and Professional SékBdkek
Appendix C) and written permission was obtained from the principal investigator of t
original research study at the NC-PTSD (see Appendix D).
Measures

Participants were administered a number of measures upon their intake to the
residential PTSD treatment program. Data from these measures hawelsgad and
archived by the NC-PTSD, and a subset of this archive was accessed for the present
study. Participants’ death data gathered from a subsequent archivalSthdier, 2007)
was also utilized for this study.

Childhood physical abuse. Childhood physical abuse was assessed using data
from the Physical Punishment scale of the Assessing Environmen&EHII. The
AE-lll is a 164-item self-report questionnaire designed to assess ty\adrahildhood
experiences. The Physical Punishment scale incorporates 10 trueifalspaeitems
intended to assess physical acts ranging from mild physical disciplssére physical
abuse (Berger, Knutson, Mehm, & Perkins, 1988). Scores on the scale can range from 0O-
10, with higher scores indicating exposure to more types of physical punishment
experiences. Prior research has considered a scfuar @r moreon the Physical
Punishment scale to reflect a history of physical abuse (Zaidi & Foy, 1994).uifbatc
study aimed to look at data from this measure primarily as a continuous vadidifle (
but also to dichotomize the variable (physically abused versus not physicallginuse
order to conduct frequency counts of childhood physical abuse in the sample. Items

included on the Physical Punishment scale include, “I required medical attenteas(at



once) for injuries caused by my parents,” and “l was severely beaten byenysga
Internal consistency reveals KR-20 coefficients ranging from .65 to .79 on thik fAE-
all but three scales, and KR-20 coefficients ranging from .48 to .52 for the remaining
three scales (Berger et al., 1988).
Depression. Depression has been associated with increased rates of mortality in
veterans (Kinder et al., 2008), and with increased rates of behaviorall\dchesatbs
such as suicide (Zivin et al., 2007). In order to explore the possible role of depression i
the relationship between childhood abuse and mortality or cause of death in the proposed
study, data from the Beck Depression Inventory (BDI) was also utilized amgbanated
into the analyses. The BDI is a 21-item self-report measure of depressapt®B)s in
which items are presented in a multiple choice format, where scores on eachntem
range from O to 3, for a minimum total score of zero and maximum total score of 63. A
score range of 14-19 is considered mild depression, 20-28 is considered moderate
depression, and 29-63 is considered severe depression. The items are designed to assess
multiple symptoms of depression including pessimism, self-dislike, lack dlessitis,
sleep disturbance, and suicidal thoughts, with higher scores indicative of marssiepr
symptoms (Beck, Steer, & Garbin, 1988). Psychometric properties include ageavera
Cronbach’s alpha coefficient of 0.86 for psychiatric patients and 0.81 for non-psychiatri
patients, indicating high internal consistency on this measure (Beck et al., 1988).
Substance Dependence. Substance use disorders have also been associated with
increased rates of mortality in veterans, and specifically with inaeases of death due
to alcohol or drug dependence, liver disease, hepatitis, overdose, and HIV/AI2A,(Ros

Kuhn, Greenbaum, & Drescher, 2008). In order to explore the role that substance



dependence plays in the relationship between childhood physical abuse and mortality
outcomes in veterans with PTSD, the current study also took into account data from the
Structured Clinical Interview for DSM-11I-R and DSM-1V Axis | Dosders (SCID-I).

The SCID-I1 is a semi-structured interview that is used to make diagnosegdorAxia |
disorders. Reliability studies have found the SCID-I to have kappa values of .76 to 1.0
for diagnosing alcohol and other substance use disorders (Zanarini & Frankenburg, 2001;
Zanarini et al., 2000), indicating strong reliability for these diagnoses. di stu

examining the concurrent, discriminant, and predictive validity of the SCID-I for
diagnosing substance use disorders found validity to be good to excellent (Kranzler,
Kadden, Babor, Tennen, & Rounsaville, 1996)

Mortality. Vital status and cause of death for the participants in the study were
obtained as part of a previous research study (Schafer, 2007) and included in the data
archive. Vital status and dates of death were first screened througbwa océWA
records. They were then further assessed using a search of the Socigl Beath
Master File (DMF), which provided vital status and dates of death based on pats$icipa
social security numbers. The National Death Index was then contacted to ohttain dea
certificates to determine the causes of death for deceased participants

As part of the Schafer (2007) research study, causes of death were codeer as ei
behavioral or natural. Behavioral causes of death were defined as deatbsuhed
from: (a) accidents (e.g., motor vehicle accidents, fires, falls, andesju(b) direct
effects of drug or alcohol use (e.g., overdose, liver disease, and other causes in which
substances are listed as the primary or secondary cause of death),(ehisause or

high-risk sexual behavior (e.g., HIV, Hepatitis C, or other associated blood-borne
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diseases), or (d) intentional deaths (e.g., suicide, homicide, or deaths by do&ed)s

due to lung cancer and diabetes were not included in the definition of behavioral causes
of death because although they are associated with specific health risk shherer

are alternative natural explanations for their development that could be ruledtotitevi

available data.

Natural causes of death included all causes of death that were not explicitly
outlined in the definition of behavioral causes. These included cancer, cardiovascular
disease, respiratory system failure, and diabetes. Causes of death wedrasing the

International Classification of Diseases-Tenth Revision (ICD-10).
Data Analysis

Data was analyzed using Predictive Analytics SoftWare (PASW)oveisi.O.
The first step in data analysis was to clean the data and check whether assiofpti
normality and homogeneity of variance are met for each variable. Thistedrnsis
examining the data to identify any missing data, outliers, or skewness, aadinggany
problems that arose. Then, descriptive statistics were run for all studyrangrdehic
variables. The next step in the process was to conduct analyses of varid@éAs)
or Chi Square tests to determine if there were significant differencbgdhand
physical punishment experiences, depressive symptoms, or substance use disorders
between the mortality groups (living versus deceased) or the cause of degih gr
(behavioral versus naturallf either depression or substance use was found to
significantly differ between groups, it would have been considered as a predicabiesari
in the next analysis step, along with childhood physical abuse. In initial dataianaly

plans, this next step would have included using logistic regressions to ascertain the
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contribution of predictor variables on mortality and cause of death. However, ASOVA
revealed no significant differences in childhood physical punishment based on gnortalit
status of cause of death, demonstrating that there was no predictive valueanidie.
Therefore, it was determined that it was not necessary to run additionatlgis
regressions. Results reflect the analyses of variance conducted tagateedifferences

in study variables between mortality groups (living versus deceased)uselafadeath

(behavioral versus natural).
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Results

General Characteristics of the Sample

Archival data from 1,866 male combat veterans were included in the data
analyses. Demographic characteristics of the sample are presenteteid. TEhe
average age for participants was approximately 47 ysars 6.08), with a range of
21.41 to 73.63 years. The majority of participants (66%) identified as Caucasian, and
most participants (62.9%) reported more than 12 years of education. Most of the
participants reported that they were either divorced (43%), or were marired or
domestic partnership (33.9%). Approximately 50% of participants reported eassng |
than $10,000. In regards to service branch, most of the veterans in the sample served in
the Army (65.3%), with 24.3% serving in the Marines, and 10.4% serving in the Navy or
Air Force.

The sample’s response patterns to the childhood physical abuse, depression, and
substance abuse measures are displayed in Table 2. The veterans’ scoresysictie Ph
Punishment subscale of the AE-IIl ranged from 0 to 10, with a mean ofSD42.83).

Using a cutoff score of 4 positive responses to physical punishment experierig¥s, 20.
of the participants met criteria for childhood physical abuse. On the BDI, 5.5% of the
participants met criteria for mild depression, 17.2% met criteria for medéeatression,
and 43.6% met criteria for severe depression. In regards to the SCID, 67.7% of the
veterans met the threshold of criteria for Alcohol Dependence, while 49.9% afngeter
met criteria for Substance Dependence.

With respect to mortality, 85.6% of the participants were living at the tirtteeof

study and 14.4% of the participants were deceased. Among the deceased, vi&r#mns
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died from behavioral causes, 47.4% died from natural causes, and 4.1% died from
unknown causes.
Psychometric Characteristics

Analyses of the psychometric properties of the AE-III in the present study
revealed a Chronbach’s alpha score of .74, indicating relatively high internal enogist
on this measure for this sample.

Relationships Among Study Variables

Correlational analyses and analyses of variance (ANOVASs) wererped to
explore the relationships between childhood physical punishment and the potential
covariates measured in this study: depression and alcohol/drug dependenceficargigni
positive correlation was found between total BDI score and AE-IIl PP scer®80,p =
.041). However, a one-way ANOVA revealed no significant relationship between
substance use diagnoses and AE-IIl PP scores.

Analyses were also conducted to examine the relationship between BDI,
alcohol/drug dependence, and vital status. An analysis of variance (ANOVA)agve
no significant main effect of mortality on BDI scores in the sample. Howe@i-a
square analysis found a significant relationship between vital status ahdlalcug
dependencey’ (1, N = 1402) = 14.64 < .01, with the proportion of deceased
participants in the group of participants with alcohol/drug dependence (15.4%) being
higher than in the group of participants with neither alcohol nor drug dependence (7.0%)

In regard to behavioral versus natural causes of death, no significanthisigi®o

were found between BDI score or SCID diagnosis and cause of death.
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Mortality and Cause of Death

The relationships between mortality and cause of death, and childhood physical
punishment are displayed in Tables 4 and 5. A one-way ANOVA performed on these
data revealed no significant differences between living and deceasegpat@n their
AE-Ill PP scores. The average number of childhood physical punishment experience
reported for living veterans was 2.489)X= 1.84), as compared to 2.189(= 1.60) for
deceased veterans. Among deceased participants, a one-way ANOVA also found no
significant differences between those who died of behavioral versus non-behawioral
natural causes on PP score. The mean PP score for veterans who died of behavioral
causes was 2.050 = .97), while the mean PP score for those who died of natural causes
was 2.24 §D = 2.00).
Item Level Analysis

In order to explore participants’ responses to the types of childhood physical
punishment experienced in more depth, descriptive analyses were performed on one
specific AE-IIl PP item: “I required medical attention (at least ofme)njuries caused
by my parents.” This item was chosen because it clearly indicates phygicg| fitting
with the legal definition of childhood physical abuse (U.S. Department of Health and
Human Services, 2008)0n this item, 4.8% of the participants responded positively. Of
those participants who responded positively to this item, response patterns on other item
indicate that they were most likely to also respond positively to the itemspakint(s)
used to spank me” (95.8%) and “My parent(s) used to hit me with something other than
their hands when | did something wrong” (91.7%). Participants who responded

positively to this item were least likely to also respond positively to “Wheah | di
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something wrong, my parent(s) sometimes tied me up” (29.2%) and “When | was bad,
my parent(s) used to lock me in a closet” (16.7%). These response patterns could be sai
to outline the more common and less common forms of physical punishment experienced

by respondents who were physically abused in childhood.
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Discussion

Numerous studies have found a relationship between ACEs and negative health
outcomes as well as PTSD and negative health outcomes (including mortdtigy). T
present study sought to examine whether the ACE of childhood physical abuse could
predict mortality or cause of death in combat veterans with PTSD. Sincetide ini
literature review, additional studies have added support to the body of research
associating ACEs with negative health outcomes (e.g. Brown, et al., 2009g€harti
Walker, & Naimark, 2010). Recent research has also specifically found a positive
relationship between childhood physical abuse and heart disease in adulthood (Fuller-
Thomson, Brennenstuhl, & Frank, 2010), associating this ACE with risk for mortality.
Together, these studies provide further support for the hypothesis that CPA would be
associated with increased risk for mortality in this sample of veterdhsambat-related
PTSD. However, the results of this study do not support the hypotheses that childhood
physical abuse predicts mortality or cause of death in this sample. Nacaigni
differences were found in childhood physical punishment experiences betweemihding
deceased veterans, nor between veterans who died of behavioral versus natural causes
Given that no significant differences were found, severity of childhood phybics¢ a
was not further explored for those veterans with a physical abuse history fifladasgs
suggest that for combat veterans with PTSD, the additional exposure to childhood
physical abuse does not further compound the already-present increased riskafitymor
or the increased risk for death due to preventable causes. There are sawgcal pr

possibilities that might explain such results.
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One possible explanation for this finding could be that severe PTSD is as3ociat
with mortality and behavioral causes of death regardless of the numbee of typ
different traumas experienced. Prior research has tended to find that exposultgote m
traumas or adverse experiences has a cumulative impact on psychologicalsacal phy
health functioning (Felitti et al., 1998; Green et al., 2000). Nevertheless, perhaps ve
severe or extreme combat-related PTSD is sufficient to contribute to thgexbsapact
on mortality and cause of death, regardless of prior trauma history. This studbdutili
data from a sample of combat veterans with PTSD who had been in a residential
treatment program, which is one of the highest levels of PTSD care availdideVA
system. Therefore, the severity of PTSD was very high for this partgrolap of
veterans. It is possible that after a certain threshold of combat-rele&&a $ymptom
severity was reached for these veterans, the possible cumulative impatdrodadhi
traumatic experiences was inconsequential.

In a related vein, another possibility is that ACEs can increase the risk of
mortality above and beyond combat-related PTSD, but that such an impact requires an
accumulation of multiple ACEs. Recently, Brown et al. (2009) found that exposuxe to si
or more different ACEs was associated with increased risk for death, such that
individuals with six or more ACEs died an average of 20 years earlier than indévidual
with no ACE exposure. However, this study found that individual ACEs (including
childhood physical abuse) were not independently associated with increased risk f
mortality (Brown et al., 2009). These findings support the hypothesis thatitgoray
only be related to the experience of multiple ACEs, rather than a singulasadver

childhood experience.
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An additional possibility could be that childhood physical punishment was not
associated with increased risk for mortality or behavioral causes of dehth sample
because other childhood adverse experiences or premilitary traumas conftnvended t
relationship between physical punishment and mortality outcomes. That is, itildgoss
that the group of veteran participants who did not have a CPA history had a history of
other ACEs and/or premilitary trauma that could have impacted their moaatguse
of death. In fact, research indicates that veterans with childhood or prentibtamnya
are more likely to develop PTSD subsequent to combat exposure (Smith et al., 2008).
Therefore, there is a high likelihood that the veterans in this sample had some prior
traumatic experiences. Since this study did not control for the presence of other
premilitary traumatic experiences (e.g. childhood sexual abuse, adulthood, assaul
exposure to community violence, etc.), it remains unclear whether thése faoght
have confounded the measurement of the associations between childhood physical
punishment and mortality outcomes.

Despite the nonhypothesized findings, the study provides some valuable
information about characteristics of this sample of military veterans wittbat-related
PTSD. For instance, a significant relationship was found between substance depende
and mortality, providing empirical support for the dangers of drug and alcohol use
disorders in this population. This study also provides desciptive information about the
presence of childhood physical punishment and abuse in military combat veterans with
PTSD. Overall, 20.3% of the sample reported four or more experiences of childhood
physical punishment, qualifying them as experiencing childhood physical abigie$(Za

Foy, 1994). This rate of childhood physical abuse in the sample is similar to those in
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other studies of veterans (Lapp et al., 2005; Clancy et al., 2006), and is higher than rates
found in the general population (Rosen & Martin, 1996). Therefore, the abuse rates in
this study add additional support to research findings that suggest vetetaRI &id are

more likely to have experienced CPA than the general population.

In addition, the study found a significant positive relationship between childhood
physical punishment and level of self-reported depressive symptoms in adulthood. This
finding suggests that CPA may be associated with adulthood depression, which is
consistent with prior research in the field (Affifi et al., 2006; Chapman et al., 2004).
Implications for Treatment

Although there were no significant differences between groups in regards to
mortality or cause of death, the research literature upon which this studyseds ba
provides strong support for the integration of behavioral medicine and healtltrelate
interventions into PTSD treatment. This implication is further supported bdintheg
of higher rates of CPA in this sample and the research that associates ©RAWith
negative health outcomes. In addition, the significant relationship betweemsebsta
dependence diagnosis and mortality found in the present study further emplhasizes t
need to address issues of physical health and health-risk behaviors in this population.
Together, these data suggest that veterans with PTSD and veterans with &tGRA hi
may benefit from preventative care and health-based interventions, in addition to
psychotherapeutic and/or pharmacological treatment for PTSD. This couldencl
psychoeducational classes, behavioral medicine interventions and/or increased

assessment and monitoring of health risk behaviors, including substance use.
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In recent years, the military has seen a surge in suicide rates of acjive dut
military personnel, bringing this type of preventable cause of death to tfefhdef
national attention (Kuehn, 2009). Steps have already been taken to try to reduce suicide
in military servicemen and women by implementing changes such asgraatational
crisis hotline for suicide prevention, holding suicide awareness events, andrggree
veterans for suicide risk factors (Sundararaman, Panangala, & Lister, 20@&)dition
to these changes, considerations to prevent deaths due to other preventable causes of
death could be also incorporated into the Veteran’s Health Administration. Foicmsta
outreach efforts and treatment for problems such as alcohol and substance abuse,
aggressive driving, diabetes, and other common preventable causes of death could be
made easily accesible for veterans. Adopting a preventative stancesoidhiges by
providing education and assessment of such problems could also be adopted in order to
further promote health in military veterans.

This study also points to the potential importance of addressing ACEs in
populations of veterans with PTSD. Although no significant associations between
childhood physical punishment and mortality or cause of death were found in the present
study, the consistently higher rates of childhood physical punishment in this population in
combination with the research literature associating ACEs with negagin&hand
physical health outcomes warrant attention placed on this issue. The conhetitiean
adverse childhood experiences and adulthood mental health diagnoses adds further
importance to exploring these issues in clinical settings. Recent tebegiitghts this
association, finding a relationship between two or more ACEs and increased risk for

postdeployment PTSD in military populations (LeardMann, Smith, Besa, & Ryan, 2010).
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Furthermore, the present study found a significant relationship between childhood
physical punishment and depressive symptoms in veterans with PTSD, adding to the
research that supports a positive association between ACEs and adulthood mehtal heal
outcomes.Addressing ACEs could include both assessment and screening of ACEs in
VA settings, as well as the adoption of efforts to prevent ACEs in the populatiogeat la
This might mean incorporating questions about ACEs in initial assessments and
screenings within VA settings. It might also include the integration okeptative

efforts to reduce the occurrence of ACEs for young people. Accessibleuwotyiand

VA services such as parenting classes, anger management prograrascsudistise
treatment, and couples counseling are potential ways to prevent these problems, by
providing veterans with the resources and skills to better parent their own children and
reduce the likelihood of ACEs for the generations to come.

Limitations

One limitation of the current study is that the childhood physical punishment data
is dependent on the participants’ retrospective self-reports of their enqeegieSince the
study relies only on participants’ memories, there may be intentional or uronednt
biases in recall that would result in inaccurate reports of childhood physical abuse
experiences. Prior research has found good test-retest reliability inedchgpective
self-reports of adverse childhood experiences (Dube, Williamson, Thompsain, &eli
Anda, 2004); however, it is unknown how reliable participants’ accounts are in the
proposed study. Another limitation includes the study’s reliance on deafltatas as
the source for participants’ causes of death. Some research suggeitaitnat

certificates may overreport deaths due to coronary heart disease and untdeeapsr
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due to alcohol-related causes (Pollock, Boyle, DeStefano, Moyer, & Kirk, 198/-Llo
Jones, Martin, Larson, & Levy, 1998), which could underestimate the number of deaths

due to behavioral causes and overestimate the number of deaths due to natural causes.

Another limitation is that since the study specifically investigated netlerans
with chronic combat-related PTSD, the results cannot be generalized to other populati
such as female veterans, veterans with less chronic PTSD symptoms, anivih
addition, since the study lacked a non-clinical comparison group and examined only
veterans with severe PTSD in one inpatient setting, the results are limitési gpdcific
sample. As mentioned previously, another limitation exists in that the dithdpt
control for other ACEs or premilitary traumatic experiences, which mbanshese
variables could have confounded any possible relationship between CPA and mortality or
cause of death. Another limitation of this study is that although data waseattmss
over 1,800 veterans, there was a much smaller amount of data available for the specific
measures we were investigating. Overall, this greatly reduced tisticthpower of our
analyses, particularly when looking at causes of death within the small number of
deceased veterans in our sample. A final limitation of the study is that thi¢, Ate-
measure used to assess childhood physical punishment, specifically phrases ite
beginning with the sentence stemy' parents...”. It is quite possible that veterans might
have experienced childhood physical punishment and/or abuse by adults who were not
identified as their parents (e.g. other family members, foster parents,-celatve
caregivers). This could have contributed to a number of false negative responses on this

measure based on the wording of the items.
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Directions for Future Research

Given the limitations of this study, this area of research would benefit frame fut
research that investigates a wider, more inclusive sample of veteranenfsnad
above, this study did not include a non-clinical comparison group to explore the
relationship between childhood physical punishment, mortality, and cause of death in
veterans without PTSD. Without such a comparison group to contrast with the veterans
in this sample, it is unknown how the causes and rates of death might be assothiaded wi
PTSD diagnosis. In addition, this study used archival data fromesidential PTSD
treatment program within the VA. It is possible that some unknown factorsd étathis
treatment site may have impacted mortality rates or causes of detith f@terans in the
sample. Additional research utilizing a broader sample of veterans with E3UED
increase the generalizability of the findings and help to rule out the pagbili
confounding variables related to the treatment facility. In addition, futseareh that
includes veterans with a broader range of PTSD symptom severity and intagpora
female veterans with PTSD would further increase generalizabilityll\5iastudy
design that controls for the presence of other ACEs or premilitary trauexgeciences
could be helpful to better understand the direct relationship between a singular ACE and

mortality outcomes.



24

REFERENCES

Afifi, T.O., Brownridge, D.A., Cox, B.J., & Sareen, J. (2006). Physical punishment,
childhood abuse and psychiatric disorde€rgild Abuse & Neglect, 30, 1093-1103.
doi:10.1016/j.chiabu.2006.04.00

Anda, R.F., Brown, D.W., Felitti, V.J., Bremner, J.D., Dube, S.R., & Giles, W.H. (2007).
Adverse childhood experiences and prescribed psychotropic medications in adults.
American Journal of Preventive Medicine, 32, 389-394.
doi:10.1016/j.amepre.2007.01.00.

Anda, R.F., Brown, D.W., Dube, S.R., Bremner, J.D., Felitti, V.J., & Giles, W.H. (2008).
Adverse childhood experiences and chronic obstructive pulmonary disease in adults.
American Journal of Preventive Medicine, 34, 396-403.
doi:10.1016/j.amepre.2008.02.002.

Anda, R.F., Croft, J.B., Felitti, V.J., Nordenberg, D., Giles, W.H., Williamson, D.F., et al.
(1999). Adverse childhood experiences and smoking during adolescence and
adulthood.Journal of the American Medical Association, 282, 1652-1658.
doi:10.1001/jama.282.17.1652.

Anda, R.F. Felitti, V.J., Bremner, J.D., Walker, J.D., Whitfield, C., & Perry, Bil, e
(2006). The enduring effects of abuse and related adverse experiences in childhood: A
convergence of evidence from neurobiology and epidemiol&gyopean Archives of
Psychiatry and Clinical Neuroscience, 256, 174-186. doi:10.1007/s00406-005-0624-
4.

Barrett, D.H., Doebbeling, C.C., Schwartz, D.A., Voelker, M.D., Falter, K.H., et al.
(2002). Posttraumatic stress disorder and self-reported physical heakh stéahong
U.S. military personnel serving during the gulf war period: A population-basdd. s
Psychosomatics, 43, 195-205. Retrieved fromttp://psy.psychiatryonline.org.

Beck, A.T., Steer, R.A., & Garbin, M.G. (1988). Psychometric properties of the beck
depression inventory: Twenty-five years of evaluatiGfnical Psychology Review,
8, 77-100. do0i10.1016/0272-7358(88)90050-5

Beckham, J.C., Moore, S.D., Feldman, M.E., Hertzberg, M.A., Kirby, A.C., & Fairbank,
J.A. (1998). Health status, somatization, and severity of posttraumatic stoederdis
in vietnam combat veterans with posttraumatic stress disad@et:ican Journal of
Psychiatry, 155, 1565-1569. Retrieved frofmttp://ajppsychiatryonline.org

Bensley, L.S., Van Eenwyk, J., & Simmons, K.W. (2000). Self-reported childhood
sexual and physical abuse and adult HIV-risk behaviors and heavy drinking.
American Journal of Preventive Medicine, 18, 151-158. doi: 10.1016/S0749-
3797(99)00084-7



25

Berger, A.M., Knutson, J.F., Mehm, J.G., & Perkins, K.A. (1988). The self-report of
punitive childhood experiences of young adults and adolesc€nts! Abuse &
Neglect, 12, 251-262. doi: 10.1016/0145-2134(88)90033-6.

Boehmer, T.K., Flanders, W.D., McGeehin, M.A., Boyle, C., & Barrett, D.H. (2004).
Postservice mortality in Vietnam veterans: 30 year follow-igghives of Internal
Medicine, 164, 1908-1916. Retrieved from www.archinternmed.com.

Boscarino, J.A. (2006a). Posttraumatic stress disorder and mortality among W.S. arm
veterans 30 years after military serviceinals of Epidemiology, 16, 248-256.
doi:10.1016/j.annepidem.2005.03.009

Boscarino, J.A. (2006b). External-cause mortality after psychological traumaa
effects of stress exposure and predispositi@omprehensive Psychology, 47, 503-
514. doi:10.1016/j.comppsych.2006.02.006.

Boscarino, J.A. (2008). A prospective study of PTSD and early-age heart disease
mortality among vietnam veterans: Implications for surveillance and qieve
Psychosomatic Medicine, 70, 668-676. doi:10.1097/PSY.0b013e31817bccaf

Bremner, J.D., Southwick, S.M., Johnson, D.R., Yehuda, R., & Charney, D.S. (1993).
Childhood physical abuse and combat-related posttraumatic stress disordénamiVie
veterans.American Journal of Psychiatry, 150, 235-239. Retrieved from
http://userwww.service.emory.edu/.

Breslau, N., Chilcoat, H.D., Kessler, R.C., & Davis, G.C. (1999). Previous exposure to
trauma and PTSD effects of subsequent trauma: Results from the Detroitrassa s
of trauma. American Journal of Psychiatry, 156, 902-907. Retrieved from
http://ajp.psychiatryonline.org/.

Brown, D.W., Anda, R.F., Felitti, V.J., Malarcher, A.M., Croft, J.B., & Giles, W.H.
(2010). Adverse childhood experiences are associated with the risk of lung cancer: a
prospective cohort studyBMC Public Health, 10, 20-32. doi: 0.1186/1471-2458.10-
20.

Brown, D.W., Anda, R.F., Tiemeier, H., Felitti, V.J., Edwards, V.J., Croft, J.B., & Giles,
W.H. (2009). Adverse childhood experiences and the risk of premature mortality.
American Journal of Preventive Medicine, 37, 389-396.
doi:10.1016/j.amepre.2009.06.021.

Buckley, T.C., Mozley, S.L., Bedard, M.A., Dewulf, A., & Greif, J. (2004). Preventive
health behaviors, health-risk behaviors, physical morbidity, and health-role
functioning impairment in veterans with post-traumatic stress disobdeirary
Medicine, 169, 536-540. Retrieved from
http://www.ingentaconnect.com/content/amsus/zmm



26

Cabrera, O.A., Hoge, C.W., Bliese, P.D., Castro, C.A., & Messer, S.C. (2007). Childhood
adversity and combat as predictors of depression and post-traumatimstiesioyed
troops. American Journal of Preventive Medicine, 33, 77-82.
doi:10.1016/j.amepre.2007.03.019

Chapman, D.P., Whitfield, C.L., Felitti, V.J., Dube, S.R., Edwards, V.J., & Anda, R.F.
(2004). Adverse childhood experiences and the risk of depressive disorders in
adulthood. Journal of Affective Disorders, 82, 217-225.
doi:10.1016/j.jad.2003.12.013.

Chartier, M.J., Walker, J.R., & Naimark, B. (2010). Separate and cumulatives effect
adverse childhood experiences in predicting adult health and health care anilizati
Child Abuse & Neglect, 34, 454-464. doi:10.1016/j.chiabu.2009.09.020.

Clancy, C.P., Graybeal, A., Tompson, W.P., Badgett, K.S., Feldman, M.E., Calhoun,P.S.,
et al. (2006). Lifetime trauma exposure in veterans with military-relatsd p
traumatic stress disorder: Association with current symptomolégy:nal of Clinical
Psychiatry, 67, 1346-1353. Retrieved from http://www.psychiatrist.com/.

Crawford, E.F., Drescher, K.D., & Rosen, C.S. (2009). Predicting mortality in nstera
with posttraumatic stress disorder thirty years after vietnBima.Journal of Nervous
and Mental Disease, 197, 260-265. doi: 10.1097/NMD0b013e31819dbfce.

Drescher, K.D., Rosen, C.S., Burling, T.A., & Foy, D.W. (2003). Cause of death among
male veterans who received residential treatment for PTU8Dnal of Traumatic
Stress, 16, 535-543. doi: 10.1023/B:JOTS.0000004076.62793.79.

Dube, S.R., Anda, R.F., Felitti, V.J., Chapman, D.P., Williamson, D.F., & Giles, W.H.
(2001). Childhood abuse, household dysfunction, and the risk of attempted suicide
throughout the lifespan: Findings from the adverse childhood experiences study.
Journal of the American Medical Association, 286, 3089-3096.
doi:10.1001/jama.286.24.3089.

Dube, S.R., Anda, R.F., Felitti, V.J., Edwards, V.J., & Croft, J.B. (2002). Adverse
childhood experiences and personal alcohol abuse as an adilitive Behaviors,
27, 713-725. doi:10.1016/S0306-4603(01)00204-0.

Dube, S.R., Felitti, V.J., Dong, M., Chapman, D.P., Giles, W.H. & Anda, R.F. (2003).
Childhood abuse, neglect, and household dysfunction and the risk of illicit drug use:
The adverse childhood experiences stublsdiatrics, 111, 564-572.
doi:10.1542/peds.111.3.564

Dube, S.R., Felitti, V.J., Dong, M., Giles, W.H., & Anda, R.F. (2003). The impact of
adverse childhood experiences on health problems: Evidence from four birth cohorts
dating back to 1900Preventive Medicine, 37, 268-277. do0i:10.1016/S0091-
7435(03)00123-3.



27

Dube, S.R., Williamson, D.F., Thompson, T., Felitti, V.J., & Anda, R.F. (2004).
Assessing the reliability of retrospective reports of adverse childhoodenxqes
among adult HMO members attending a primary care cli@iig/d Abuse & Neglect,
28, 729-737. doi:10.1016/j.chiabu.2003.08.009.

Edwards, V.J., Holden, G.W., Felitti, V.J., & Anda, R.F. (2003). Relationship between
multiple forms of childhood maltreatment and adult mental health in community
respondents: Results from the adverse childhood experiences gieycan Journal
of Psychiatry, 160, 1453-1460. Retrieved from http://ajp.psychiatryonline.org/.

Felitti, V.J., Anda, R.F., Nordenberg, D., Williamson, D.F., Spitz, A.M., Edwards, V., et
al. (1998). Relationship of child abuse and household dysfunction to many of the
leading cause of death in adulténerican Journal of Preventive Medicine, 14, 245-

258. Retrieved fromttp://www.ajpm-online.nét

Fuller-Thomson, E., Brennenstuhl, S., & Frank, J. (2010). The association between
childhood physical abuse and heart disease in adulthood: Findings from a
representative community sampl€hild Abuse & Neglect, 34, 689-698.
doi:10.1016/j.chiabu.2010.02.005.

Gahm, G.A., Lucenko, B.A., Retzlaff, P. & Fukuda, S. (2007). Relative impact of
adverse events and screened symptoms of posttraumatic stress disorder asidualepres
among active duty soldiers seeking mental health canenal of Clinical
Psychology, 63, 199-211. doiL0.1002/jclp.20330.

Green, B.L., Goodman, L.A., Krupnick, J.L, Corcoran, C.B., Petty, R.M., Stockton, P., &
Stern, N.M. (2000). Outcomes of single versus multiple trauma exposure in a
screening samplelournal of Traumatic Stress, 13, 271-286.
doi:10.1023/A:1007758711939.

Hillis, S.D., Anda, R.F., Felitti, V.J., Nordenberg, D., & Marchbanks, P.A. (2000).
Adverse childhood experiences and sexually transmitted diseases in men and women:
A retrospective studyPediatrics, 106, €e11. Retrieved from
http://pediatrics.aappublications. org/cgi/content/full/106/1/e11.

Jacupcak, M., Luterek, J., Hunt, S., Conybeare, D., & McFall, M. (2008). Posttraumatic
stress and its relationship to physical health functioning in a sample ohblag a
Afghanistan war veterans seeking postdeployment VA health €aeelournal of
Nervous and Mental Disease, 196, 425-428. doi: 10.1097/NMD.0b013e31817108ed

Johnson, D.R, Fontana, A., Lubin, H., Corn, B., & Rosenheck, R. (2004). Longterm
course of treatment-seeking Vietham veterans with posttraumaticdisesser:
mortality, clinical condition, and life satisfactioffie Journal of Nervous and Mental
Disease, 192, 35-41.



28

Kang, H.K., & Bullman, T.A. (1996). Mortality among U.S. veterans of the Persian Gulf
War. The New England Journal of Medicine, 335, 1498-1504. Retrieved from
http://www.nejm.org/.

Kang, H.K., & Bullman, T.A. (2001). Mortality among U.S. veterans of the Persian Gulf
War: 7 year follow-up.American Journal of Epidemiology, 154, 399-405.doi:
10.1093/aje/154.5.399.

Kinder, L.S., Bradley, K.A., Katon, Wayne J., Ludman, E., McDonell, M.B., & Bryson,
C.L. (2008). Depression, posttraumatic stress disorder, and morfalighosomatic
Medicine, 70, 20-26. doi:10.1097/ PSY.0b013e31815aac93

King, D.W., King, L.A., Foy, D.W., Keane, T.M., & Fairbank, J.A. (1999). Posttraumatic
stress disorder in a national sample of female and male Vietnam veRisdnfactors,
war-zone stressors, and resilience-recovery variabitesgnal of Abnormal
Psychology, 108, 164-170. doi10.1037/0021-843X.108.1.164.

Kranzler, H.R., Kadden, R.M., Babor, T.F., Tennen, H., & Rounsaville, B.J. (1996).
Validity of the SCID in substance abuse patieatsiiction, 91, 859-868.
doi: 10.1046/j.1360-0443.1996.91685911 .x.

Kuehn, B.M. (2009). Soldier suicide rates continue to rise: military, sciewtsksto
stem the tide.The Journal of the American Medical Association, 301, 1111-1113.
doi:10.1001/jama.2009.342.

Lansford, J.E., Dodge, K.A., Pettit, G.S., Bates, J.E., Crozier, J., & Kaplow, J. (2002). A
12-year prospective study of the long-term effects of early childhood physica
maltreatment on psychological, behavioral, and academic problems in adolescence.
Archives of Pediatrics and Adolescent Medicine, 156, 824-830.

Lapp, K.G., Bosworth, H.B., Strauss, J.L., Stechuchak, K.M., Horner, R.D., Calhoun,
P.S., et al. (2005). Lifetime sexual and physical victimization among malangter
with combat-related posttraumatic stress disordétitary Medicine, 170, 787-790.
Retrieved from http://www.ingentaconnect.com/content/amsus/zmm.

LeardMann,C.A., Smith, Besa, & Ryan, M.A. (2010). Do adverse childhood
experiences increase the risk of postdeployment posttraumatic steegedis US
Marines? BMC Public Health, 10, 437-444. doi:10.1186/1471-2458-10-437

Lloyd-Jones, D.M., Martin, D.O., Larson, M.G., & Levy, D. (1998). Accuracy of death
certificated for coding coronary heart disease as the cause of deatlis of
Internal Medicine, 129, 1020-1026. Retrieved from http://www.acponline.org.

Macfarlane, G.J., Hotopf, M., Maconochie, N., Blatchley, N., Richards, A., & Lunt, M.
(2005). Long-term mortality amongst Gulf war veterans: Is thereaaaeship with
experiences during deployment and subsequent morbidityPnational Journal of
Epidemiology, 34, 1403-1408. doi: 10.1093/ije/dyi205



29

O'Toole, B.l. & Catts, S.V. (2008). Trauma, PTSD, and physical health: An
epidemiological study of Australian Vietnam veterasksurnal of Psychosomatic
Research, 64, 33-40. doi:10.1016/}.jpsychores.2007.07.006

Pizarro, J., Silver, R.C., & Prause, J. (2006). Physical and mental health costs of
traumatic war experiences among civil war veteratighives of General Psychiatry,
63, 193-200.doi: 10.1001/archpsyc.63.2.193

Pollock, D.A., Boyle, C.A., DeStefano, F., Moyer, L.A., & Kirk, M.L. (1987).
Underreporting of alcohol-related mortality on death certificates ofgyal Army
veterans.Journal of the American Medical Association, 258, 345-348.
doi:10.1001/jama.1987.03400030061032

Rosen, C.S., Kuhn, E., Greenbaum, M.A., & Drescher, K.D. (2008). Substance abuse-
related mortality among middle-aged male VA psychiatric patigPdgchiatric
Services, 59, 290-296. doi: 10.1176/appi.ps.59.3.290

Rosen, L.N., & Martin, L. (1996). Impact of childhood abuse history on psychological
symptoms among male and female soldiers in the U.S. afitiyd Abuse & Neglect,
20, 1149-1160. doi:10.1016/S0145-2134(96)00112-3

Schafer, D.W. (2007)Causes and rates of death among help-seeking male Vietnam
veterans treated for PTSD: A follow-up study (Unpublished doctoral dissertation).
Pepperdine University, Los Angeles, CA.

Schnurr, P.P., Spiro, A. & Paris, A.H. (2000). Physician-diagnosed medical disorders in
relation to PTSD symptoms in older male military veteratealth Psychology, 19,
91-97. doi: 10.1037//0278-6133.19.1.91

Smith, T.C., Wingard, D.L., Ryan, M.A., Kritz-Silverstein, D., Shymen, D.J., et al.
(2008). Prior assault and posttraumatic stress disorder after combat deyptloyme
Epidemiology, 19, 505-512. doi: 10.1097/EDE.Ob013e31816a9dff

Springer, K.W., Sheridan, J., Kuo, D., & Carnes, M. (2007). Long-term physical and
mental health consequences of childhood physical abuse: Results from a large
population-based sample of men and wom@mild Abuse & Neglect, 31, 517-530.
doi:10.1016/j.chiabu.2007.01.003

Sundararaman, R., Panangala, S.V., Lister, S.A. (2Q08Y.Report for Congress:
Suicide prevention among veterans. Retrieved from Congressional Research Service
website: http://www.fas.org/sgp/crs/misc/RL34471.pdf

Surtees, P., Wainwright, N., Day, N., Brayne, C., Luben, R., & Khaw, K. (2003).
Adverse experiences in childhood as a developmental risk factor for altereehénm



30

status in adulthoodinternational Journal of Behavioral Medicine, 10, 251-268.
doi:10.1207/S153275581IJBM1003_05

U.S. Department of Health and Human Services, Administration for Children and
Families. (2008). What is child abuse and neglect? Retrieved from
http://www.childwelfare.gov/pubs/factsheets/whatiscan.pdf.

Wagner, A.W., Wolfe, J., Rotnitsky, A., Proctor, S.P., & Erickson, D.J. (2000). An
investigation of the impact of posttraumatic stress disorder on physicdl.héaltnal
of Traumatic Stress, 13, 41-55. doi: 10.1023/A:1007716813407

Watanabe, K.K., & Kang, H.K. (1995). Military service in Vietnam and the risk of death
from trauma and selected cancetsals of Epidemiology, 5, 407-412.
doi:10.1016/1047-2797(95)00039-A

Zaidi, L.Y. & Foy, D.W. (1994). Childhood abuse experiences and combat-related
PTSD. Journal of Traumatic Stress, 7, 33-42. doi: 10.1002/jts.2490070105

Zanarini M.C. & Frankenburg, F.R. (2001). Attainment and maintenance of r&jiabili
of axis | and axis Il disorders over the course of a longitudinal stUdyprehensive
Psychiatry, 42, 369-374. doi10.1053/comp.2001.24556

Zanarini, M.C., Skodol, A.E., Bender, D., Dolan, R., Sanislow, C., Schaefer, et al.
(2000). The collaborative longitudinal personality disorders study: reliabfléxis |
and Il diagnosesJournal of Personality Disorders, 14, 291-299.
doi:10.1521/pedi.2000.14.4.291

Zivin, K., Kim, M., McCarthy, J.F., Austin, K.L., Hoggatt, K.J., & Walters, H., et al.
(2007). Suicide mortality among individuals receiving treatment for depressthe
veterans affairs health system: Associations with patient and treateténg
characteristicsAmerican Journal of Public Health, 97, 219. d0i:10.2105/
AJPH.2007.115477



31

Table 1

Demographic Information

N % Mean SD Number
Missing (%)
Age (at intake) 1866 46.94 5.08 0
Years of Education 131¢ 588 (69.2)
Less that 12 years 164 12.5
12 years 32¢ 24.7
More than 12 years 82¢ 62.¢
Ethnicity 184z 14 (0.8)
Caucasian 122¢ 65.7
Hispanic 24¢ 13.5
African American 21¢ 11.7
Asian/Pacific Islander 21 1.1
Native American 68 3.7
Other* 7C 3.8
Income 1207 699 (36.7)
< 10,000 608 50.4
10,000-30,000 432 35.8
30,001-50,000 132 10.9
> 50,000 35 2.9
Branch of Service 1249 617 (33.1)
Army 816 65.3
Marines 303 24.3
Navy 89 7.1
Air Force 41 3.3

Note. *Other=Includes Mixed Ethnicity and Other



Table 2

Study Variables

32

Instrument N % Mean SD Range Numter
Missing
(%)
AE-IlI
PP Scale 497 242 183 0-10
BDI 1314 31.56 10.24 1-63
SCID
Alcohol Use Disorde 140167.7 505 (26.5)
Substance Use 1404 49.9 502 (26.3)

Disorder

Note. BDI=Beck Depression Inventory; SCID=Structured Clinical Interviewttier

DSM-IIl or DSM-IV



Table 3

Frequencies of Reported Childhood Physical Punishment on AE-III (PP Scale)

Number of items endors N %
0 38 7.6
1 128 25.8
2 156 314
3 74 14.9
4 43 8.7
5 24 4.8
6 8 1.6
7 14 2.8
8 7 1.4
9 3 6
10 2 4

Note. AE-Ill (PP Scale)=Assessing Environments-IIl (Physical Punisitme
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Table 4

ANOVA Table: AE-III Physical Punishment Score, BDI Score, and Vital Status

Source df SS MS F p
BDI 1 9.637 9.637 0.087 0.087
Vital Status 1 3.395 3.395 1.034 0.310
Error 473 1552.773 3.283 -- --
Total 476 4359.00 -- -- --

Note. BDI = Beck Depression Inventory
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Table 5

ANOVA Table: AE-III Physical Punishment Score, BDI Score, and Cause of Death

Source df SS MS F p
BDI 1 5.741 5.741 2.291 0.137
Cause of Death 1 0.194 0.194 0.077 0.782
Error 43 107.771 2.506 -- --
Total 46 327.00 -- - --

Note. BDI = Beck Depression Inventory
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Appendix A

Literature Review (Written)
Search Criteria

In order to examine the existing research on the relationships between ACEs,
mortality, and cause of death in male combat veterans with PTSD, a liteeatiese was
conducted using specific search criteria to identify articles of neteval he search
criteria required that the literature search include only quantitative ypaewed
research articles. Search criteria also demanded that artidledeimeale participants
and have a sample size equal to or greater than 30 participants. In addition, search
parameters were limited to include only articles published during or a8 tBorder
to focus on the most recent research in the field.

In order to obtain the most relevant articles, a combination of search terens we
utilized based on the variables of interest. Search terms in the literatiote isebuded:
childhood physical punishment (or childhood physical abuse, adverse childhood
experiences, childhood abuse, child maltreatment); health (or death, mortality),
posttraumatic stress disorder (PTSD), and veterans (or combat veteraasy)mili
Searches that included at least two of these terms and multiple combinatieaschf s
terms were attempted in order to yield a comprehensive range of pessiés
exploring the relationship between some or all of these variables. Databasssed for
the search included PsycINFO, ScienceDirect, EBSCOhost, PubMed, Google ,Scholar
Academic Search Elite, Published International Literature on TrauStaéss (PILOTS),
and articles obtained through Pepperdine University Libraries’ Interjilu@an (ILL). A
total of 49 articles were acquired through the literature search, each bfintlicded at

least two of the aforementioned search terms. For articles that féahesh<criteria,
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eighteen articles were located that looked at ACEs/childhood abuse and healtitymorta
twenty-three articles on veterans with PTSD and health/mortalityicéearon
veterans/active duty military, PTSD, and ACEs, 1 article on active dutangibind
ACEs, and 1 article on PTSD and childhood abuse. A summary of the major findings
based on these articles is included below.
Veterans with PTSD and Physical Health/Mortality

A review of the literature yielded ten recent studies related to PTSD altld hea
outcomes in the veteran population. All ten of these studies found PTSD to be associated
with negative physical health outcomésgeneral, PTSD was associated with a wide
range of deficits in physical health functioning (Jacupcak, Luterek, Huntb€ars;, &
McFall, 2008 Buckley, Mozley, Bedard, Dewulf, & Greif, 2004; O'Toole & Catts, 2008;
Barrett et al. 2002Wagner, Wolfe, Rotnitsky, Proctor, & Erickson, 2000; Beckham et
al., 1998; Hoge, Terhakopian, Castro, Messer, & Engel, 2879, Hankin, Mansell, &
Kazis, 2005). More specifically, PTSD symptoms among combat veterans were
associated with arterial disorders, lower gastrointestinal disordensatbdogic
disorders, and musculoskeletal disorders (Schnurr, Spiro, & Paris, 2000). Compared to
the general population, veterans with PTSD were found to have higher rates of asthma,
arthritis, tuberculosis, diabetes, stroke, cancer, myocardial infarctiorgsig bl the
liver, and smoking behavior, as well as functional impairment due to physictl heal
problemsBuckley, Mozley, Bedard, Dewulf, & Greif, 2004). Compared to veterans with
alcohol dependence, veterans with PTSD were found to have higher blood cholesterol,

higher triglycerides, higher BMI, and higher ratesosteoarthritis, diabetes, and heart
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disease (David, Woodward, Esquenazi, & Mellman, 2004), which could contribute to
negative health conditions.

In terms of the relationship between PTSD and mortality, five identified studie
found a positive relationship between PTSD and mortality in veteran populations
(Boscarino, 2006a, 2006b; Drescher, Rosen, Burling, & Foy, 2003; Schafer, 2007,
Johnson, Fontana, Lubin, Corn, & Rosenheck, 2004). One study found that PTSD was
not associated with increased mortality in veterans when depression and medical
conditions were controlled for (Kinder, Bradley, Katon, Ludman, McDonell, & Bryson,
2008). However, this study examined primary care patients who were not beinglprima
treated for PTSD and assessed PTSD decades after duty, during which iyne ma
veterans who would have met criteria for PTSD could have died.

For those articles that examined cause of death among veterans, reseaech show
that veterans who served in Vietnam or the Gulf War were more likely to die from
external causes (e.g. suicide, accidents, and drug-related causes) tham\ée or Gulf
War era veterans who did not serve in the war zone (Boehmer, Flanders, McGeehin,
Boyle, & Barrett, 2004; Kang & Bullman, 1996, 2001; MacFarlane, Hotopf, Maconochie,
Blatchley, Richards, & Lunt, 2005; Watanabe & Kang , 1995). Although not spegificall
looking at PTSD, these studies imply a difference between combat and noncombat
veterans. Among veterans with PTSD, the identified research suggesteyhate at
increased risk for death due to behavioral causes (e.g. accidents, suicltiepygertlice,
effects of chronic substance use, or hepatitis) as compared to the generdigropula
(Drescher et al., 2003; Schafer, 2007). However, for both veterans with and without

PTSD, the risk for externally caused deaths seems to decrease over mg&(Ka
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Bullman, 2001) and may be specific to the first 5 to 7 years after dischangesdrvice
(Boehmer et al.,2004; MacFarlane et al., 2005).
ACES and Physical Health/Mortality

Adverse childhood experiences have been associated with a wide range of negative
health outcomes. For individuals, a higher number of different adverse childhood
experiences has been associated with increased rates of psychotropigtiescr
COPD, depressive disorders, chance of attempting suicide, drug use, muttiple se
partners, sexually transmitted diseases, cigarette smoking, alcoholisaticsom
symptoms, and mental health problems (Anda et al., 1999, 2006, 2007CPap8&yan et
al., 2004, Dube et al., 2001; Dube, Anda, Felitti, Edwards, & Croft, 2002; Dube, Felitti,
Dong, Chapman, et al., 2003; Dube, Felitti, Dong, Giles, & Anda, 2003; Edwards,
Holden, Felitti, & Anda, 2003Hlillis, Anda, Felitti, Nordenberg, & Marchbanks, 2000).
ACEs have also been associated with altered immune functioning in adulthood (Surtees
et al., 2003).

Furthermore, research specifically on childhood physical abuse has beeiatasl
with both health risk behaviors and negative health outcomes such as increases in
diagnosed illnesses, physical symptoms, mental health problems, alcohol dependence,
and heart disease (Afifi, Brownridge, Cox, & Sareen, 2006; Bensley, Van Eenwyk, &
Simmons, 2000; Lansford et al., 2002; Springer, Sheridan, Kuo, & Carnes, 2007).

At the time of the literature review, only one study was identified spaltyfic
examining the relationship between ACEs and mortality. Surprisingly,ttidg found
no significant differences in mortality rates or causes of death betwiedis who had a

documented history of childhood abuse and/or neglect and adults without such histories
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(White & Widom, 2003). However, several methodological limitations may have
contributed to this finding. For instance, the study only included abuse or neglect case
that were documented by the court system. Thus, the abused individuals likely
experienced some legal intervention that may have mediated the effectslmisae a
while individuals in the non-abused comparison group may have experienced abuse that
was not recognized by the authorities and may have received no intervention. Aéso, the
were only a small number of deaths in the sample and a cause of death was not
identifiable in 30% of the cases, limiting the conclusions that can be drawn frontdhe da
Veterans/Active Duty Military, PTSD, and ACEs
Studies examining prior trauma in veterans with PTSD estimate that 90-96% of

veterans with PTSD have experienced some type of non-combat related vicimizat
throughout their lifetime (Clancy et al., 2006; Lapp et al., 2005). In addition, neultipl
studies have found a positive association between childhood trauma and PTSD in
veterans (Cabrera, Hoge, Bliese, Castro, & Messer, Z&dhin, Lucenko, Retzlaff, &
Fukuda, 2007; King, King, Foy, Keane, & Fairbank, 1999). Looking at childhood
physical abuse specifically, research has found that veterans with P& & likely
to report a history of childhood physical abuse than veterans without PTSD (Bremner,
Southwick, Johnson, Yehuda, & Charney, 1993).
Active Duty Military and ACEs

The one identified study examining ACEs in active duty military memIoeirsdf
that a history of childhood physical abuse was positively associated with pgichblo
symptoms and psychological distr@ssduding somatization, obsessive-compulsive

symptoms, depression, anxiety symptoms, etc. (Rosen & Martin, 1996).
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PTSD and Childhood Abuse
The one study investigating only PTSD and childhood abuse found that
individuals with prior trauma were more likely to have PTSD as a result oécusast

trauma than those with no past trauma (Breslau, Chilcoat, Kessler, & Davis, 1999).

Summary

Forty-nine articles were identified that examined the relationship batthe
variables of interest for the present study. Eighteen articles were fourndiregphe
relationship between physical health or mortality and ACEs. Seventeen of tlcss art
found an association between ACEs and negative health outcomes and one article found
no association between childhood abuse and mortality outcomes. Twenty-three articles
were obtained that found a relationship between physical health or matedi§TSD in
veterans. Of those articles examining physical health and PTSD, all tefiedesttidies
found an association between PTSD and negative health outcomes. Six articles
investigated mortality and veterans with PTSD, with all but one of those sifiiuiiéng
an association between PTSD and risk for mortality. Six of those articlesnedthe
relationship between PTSD and cause of death, with four studies finding that veterans
who served in warzones were more likely to die from behavioral causes than veterans
who did not serve in warzones, and two studies finding that veterans with PTSD were
more likely to die from behavioral causes as compared to the general popiBat
articles examined veterans or active duty military persons, PTSD, and AC#E®se
articles, two studies identified prevalence rates of ACEs and childhood abuseramse
with PTSD and four studies found a positive relationship between childhood

trauma/ACEs and PTSD. One article studied PTSD and childhood abuse in a nonveteran
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population, finding a relationship between prior trauma and PTSD after subsequent
trauma. One article examined veterans or active duty military ardhobill abuse/ACEs
and found that not only do veterans have higher rates of ACEs than the general
population, but also that a history of childhood physical abuse is associated with more
psychological symptoms and distress. Together, these articles deatetisdt veterans
with PTSD and veterans with ACE histories are both at increased risk foiveduzdlth
outcomes, and likely at increased risk for mortality, particularly frotareal or

behavioral causes. This project attempts to explore whether childhood physical
punishment histories could predict risk for mortality or behaviorally-causeldsdieathis

population of veterans with combat-related PTSD.
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Appendix B

Tabled Literature Review

Sample
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Relationships
Between Variables
of Interest

Childhood Abuse

Health/Mortality

Other Study
Character-istics

General Outcomes

ISize:

(3) 30-100

(5) 101-500

(4) 501 - 1000
(13) 1001 - 5000
(8) 5001-10000
(16) 10001+

\Participants:

(12) Vietnam era
vets

(10) Other era vet

(6) Unspecified/
Comb. of U.S
veterans

(2) Active duty
military

(18) Non-vet
adults

(1) Youth (10-24

(18) Childhood
Abuse/ACES an
Physical
Health/Mortality
Veterans w/
PTSD and
Physical
Health/Mortality
(1) Veterans/Active
Duty Military ang
Childhood
Abuse/ACEs
(6) Veterans/Active
Duty Military,
PTSD and
Childhood
Abuse/ACEs
PTSD and
Childhood Abusg

(23)

—

1

\Forms of Childhood Abuse*:

(15) Number of ACEs

(4) Childhood Physical Abuse
only

(7) Multiple forms of Childhood
Abuse/Trauma

Child Abuse Measures*:

(12) ACE Study questionnaire

(4) Interview

(3) Conflict Tactics Scale (CTS)

(4) Measure created for study

(2) Childhood Trauma
Questionnaire

(1) Checklist of Stressful and
Traumatic Events

(1) Traumatic Life Events
Questionnaire

(1) Navy's Recruitment Assessm
Program Questionnaire (ACE
questions)

(1) Juvenile court petitions and
adult criminal court records

(1) Sexual Abuse Exposure
Questionnaire (SAEQ)

\Forms of Health/Mortality*:

(14) Vital Status/Cause of Death

(7) Physical symptoms

(10) Medical conditions

(16) Health risk behaviors

(5) Physical health
functioning/Quality of Life

(1) Suicide Attempts

(2) General Physical Health/Nutriti

(1) Prescription rates

\Health/Mortality Measures*:

(12) Mortality Databases and dea
certificates (BIRLS, DMF, NDI
Plus, etc.)

(6) Medical records

(8) Measure developed for study

(7) Self-Report

(4) Interview

(2) Medical prescriptions

(2) CAGE

(2) SF-36 Health Survey

(3) Physical exam

(2) BMI

(13) Other (See Note)

Other relevant

variables examined:

(11) Combat
exposure

(9) Depression

(7) Substance use or
abuse

* Combat-related PTSD is

- According to most studies,

* Veterans with PTSD are at

* ACEs and childhood physical

- Childhood trauma is associated

associated with negative health
outcomes

combat-related PTSD is
associated with increased
mortality risk

increased risk for death due to
behavioral causes

abuse are associated with a wi
variety of negative health
outcomes and health risk
behaviors

with increased risk for combat-
related PTSD

e

Summary of Articles in Literature Review (N = 49)*
*Articles may include multiple forms or measures doe variable
Note. Health measures used only once: Medical OutcoralyShort Form, Patient Health Questionnaire, MMRIAC-R scale, Health Risk Appraisal (HRA), ACEI8Y Questionnaire, Behavioral
Health Risk Factor Survey, Nutritional Examinat®arvey, Cornell Medical Index, Comorbidity Indexyratic scale of Brief Symptom Inventory, Health $yam Checklist, Alcohol Use Disorders
Identification Test (AUDIT), Drug Abuse Screenirgst (DAST)
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Bremner, Felitti,
Giles (2008).
IAdverse childhood
experiences and
chronic obstructive
pulmonary disease
in adults.

members of a

large HMO in CA

* 54% women,;
46% men

* 76% Caucasian;
12% Hispanic;
4% African
American; 7%
Asian

relationship
between adverse
childhood
experiences and
chronic obstructive
pulmonary disease
(COPD)

Based on self-
reports, hospital
discharge
records, and use
of prescription
meds used for
COPD treatment

questionnaire
(some questions
adapted from the
CTS)

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Afifi, Brownridge, |+ 5,877 men and 'To explore whether [Survey design  [None » Conflict Tactics |» Psychiatric * Respondents who were
Cox, & Sareen women from physical punishment| Scale (CTS) disorders: physically abused or physically
(2006). Physical National alone is associated Composite punished in childhood were
punishment, Comorbidity with adult Internation-al significantly more likely to have
childhood abuse Survey psychopathology Diagnostic MDD, alcohol use or dependence,
and psychiatric » Represent-ative Interview (CIDI) [and externalizing problems than
disorders. of the U.S. pop. those w/o physical punishment or
on census abuse histories
indicators * The association was stronger for
physical abuse than physical
punishment
IAnda, Brown, Felitti,|» 15, 033 adult ITo explore the Survey design |* Rates of * ACE None * As ACE score increased, rates of
Bremner, Dube & members of a relationship Psycho-tropic  |questionnaire psychotropic prescriptions also
Giles (2007). large HMO in CA |between adverse Prescriptions:  |(some questions increased in a graded fashion for
IAdverse childhood | 54% women; childhood Kaiser pharmacy [adapted from the antidepressant, anxiolytic,
experiences and 46% men experiences and database CTS) antipsychotic, and lithium-based
prescribed > Mean age 57 rates of prescribed medications
psychotropic * 76% Caucasian; [psychotropic > This trend was consistent across
medications in 11% Hispanic; |medications all age groups and classes of
adults. 4% Asian; 7% [throughout medication, except antipsychotic
African adulthood prescriptions in older adults (65-89
American years old)
IAnda, Brown, Dube, | 15,472 adult To explore the Survey design |+ COPD Status: |* ACE Study None * There was a graded relationship

between the number of ACEs and
ICOPD self-report, COPD
hospitalization, and rates of taking
prescription medication for COPD
* The strength of the association
between ACEs and COPD was
still significant (though reduced)
when adjusted for smoking
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Bremner, Walker,
\Whitfield, Perry,
Dube, & Giles
(2006). The
enduring effects of
abuse and related
adverse
experiences in
childhood: A
convergence of
evidence from
neurobiology and
epidemiology.

members of a large
HMO in CA

» 46% male

* Mean age 56

* 75% Caucasian

Study as an case
example to explore
the convergence of
epidemiological and
neurobiological
evidence about the
effects of childhood
abuse on brain
functioning

symptoms: med-
ical review of
systems

* Sub-stance
abuse, Early
intercourse, &
Promiscuity via
IACE study
questionnaire

> Severe obesity
via physical
lexamination

Question-naire

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

IAnda, Croft, Felitti, [+ 9,215 adult * To assess the Survey design  |» Question-naire [+ ACE Study None * All ACEs were sig. associated w/
Nordenberg, Giles, members of a relationship to assess early |questionnaire ever smoking and heavy smoking
\Williamson, & large HMO in CA |between ACES and smoking (some questions * Positive graded relationship btwn
Giovino (1999). « 4,958 women smoking behaviors initiation, ever  [adapted from the frequency of exposure to CPA,
IAdverse childhood (Mean age 55.3 smoked, current |CTS) emotional abuse, and maternal
experiences and yrs; 77% White) smokers, and battery and early smoking and
smoking during * 4,257 men (Mean heavy smokers current smoking
ladolescence and age 58.1 yrs; 81% * Sig. graded relationship btwn #
adulthood. White) of ACES and each smoking

behavior

> Limitations: reliance on

retrospective self-report data
Anda, Felitti, » 17,337 adult 'To use the ACE Case study *Multiple somatic|ACE Study None * As the ACE score increased, the

risk for somatic health
disturbances, substance use and
abuse, sexual promiscuity, and
difficulty controlling anger also
increased in a graded manner.
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status,
somatization, and
severity of
posttraumatic stress
disorder in Vietnam
combat veterans
with posttraumatic
stress disorder.

combat vets
* 51 PTSD+

PTSD on health
behaviors and
health problems

* To explore the
relationship
between health
status and PTSD
symptom severity,
depression,
somatization, and
health behaviors in
vets with PTSD

symptoms, 37
ichronic health
problems, pack-
yrs smoking,
CAGE, and
MMPI-2 MAC-R
scale

* VA medical
chart review

e Summarization:
MMPI-2
hypochondriasis
scale

> BDI

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Barrett, Doebbeling, [ 3,682 lowan To explore the Telephone e List of 37 None e PTSD: PTSD » Participants w/ PTSD reported
Schwartz, Voelker, military personnel [relationship survey physical health Checklist- Military |sig. more sx’s and medical
Falter, et al. (2002). | who served between PTSD and symptoms & 57 \Version (PCL-M) [conditions that those w/o PTSD
Posttraumatic stress| during the Gulf  [perceived physical medical « # of physical sx's reported was
disorder and self- War health in Gulf War conditions positively correlated w/ PTSD
reported physical * 91% male theater and era (presence of severity
health status among| * 96% white veterans condition in past * Participants w/ PTSD reported
U.S. military year) sig. lower levels of functioning and
personnel serving * Health-Related quality of life than those w/o PTSD
during the Gulf War Quality of Life: - Limitations: reliance on self-
period. Medical report data; brief PTSD screen;

Outcomes Study low # of participants who were

Short Form-36 PTSD+; predominantly white men

(SF-36) in sample (limits generalizability)
Beckham et al. * 276 help-seeking [¢ To compare vets |Descriptive, > Self-Reported |None e Davidson » Vets with PTSD were rated with
(1998). Health male Vietnam with and without Correlation Health: 22 [Trauma Scale more health probs than vets w/o

PTSD (even after controlling for
age, SES, combat , and smoking)
> Increased PTSD sx severity was
associated with more health
problems by both self- and
physician-report

> Limitations: correlational design
# causation, comorbid dx could be
a confound, no assessment of
exposure to trauma other than
combat, can only generalize to

help-seeking combat vets
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Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Bensley, Van * 3,473 English- * To explore the Survey design  |* HIV-Risk Telephone None  Individuals with a history of
Eenwyk, & speaking associations Behaviors: interviews in which childhood physical abuse were
Simmons (2000). Washington state [between childhood IAssessed via participants were three times more likely to engage
Self-reported non- abuse (physical, interview directly asked in HIV-risk behaviors and heavy
childhood sexual institutionalized  |sexual, or * Heavy about CPA and drinking than those with no abuse
and physical abuse | adults combined) and self- Drinking: Defined|CSA history
and adult HIV-risk e Predominantly |reported HIV-risk as 5+ drinks on > Limitations: Self-report data; low
behaviors and Caucasian behaviors and lany occasion response rate (66%); individuals
heavy drinking. e Sample heavy drinking in four or more who did not speak English or did
weighted to ladult men and times in past not own phones were excluded
approximate the [women month from the study
WA state
population in age
and gender
Boehmer, Flanders, |+ 9,324 Vietnam * To follow up on a |Archival  Vital Status: None None * No sig. differences between
McGeehin, Boyle, & |veterans previous study to  |descriptive Three national Vietnam and non-Vietnam vets for
Barrett (2004). - 86.8% White further investigate |research mortality disease-related mortality
Postservice * 8,989 Non- the long-term databases: VA * Vietham vets had sig. higher
mortality in Vietnam |Vietnam veterans [relationship BIRLS, SSA mortality rates due to external
veterans: 30 year |- 86.5% White between Vietnam DMF, and NDI causes than non-Vietnam vets
follow-up. lexperience and Plus and death * The excess deaths due to
cause-specific certificates, as external causes was specific to
mortality needed the first 5 yrs after discharge
» Cause of * Limitations: Vital status
Death: NDI Plus databases and death certificates
may have inaccuracies
Boscarino (2006a). [+ 15,288 male U.S. [To explore the long- [Archival * Vital status: None None « For both Vietnam era vets and
Posttraumatic stressfarmy veterans term health descriptive Three national theater veterans, vets with PTSD
disorder and 7,924 Vietnam |consequences of  |research mortality were more likely to have died than
mortality among theater veterans|PTSD in Vietnam databases: VA those without PTSD
U.S. army veterans | 7,364 Vietnam |veterans by BIRLS, SSA > Vietham theater veterans with
30 years after era veterans investigating their DMF, and NDI PTSD were found to be at
military service. * 82% Caucasian, [post-service causes Plus increased risk of death from
11% African of death > Cause of cardiovascular disease, cancer,
American, 5% death: NDI Plus and external causes
Hispanic, 2% » Vietnam era veterans were found
Other to be at increased risk of death
from external causes
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related
posttraumatic stress
disorder in Vietnam
\veterans.

Caucasian)

* 28 veterans
without PTSD
(Mean age 46.6;
78% Caucasian)

\veterans without
PTSD

and structured
interview

Severity Index

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Boscarino (2006b). [+ 15,288 male U.S. [+ To investigate Archival «Vital status: None None * For both Vietnam era and theater
External-cause Army veterans whether external descriptive Department of \veterans, PTSD diagnosis
mortality after (7,924Vietnam causes of death in [research \Veteran's Affairs positively associated with all
psychological theater veterans; |combat veterans BIRL Death File, causes of death and external
trauma: The effects [7,364 Vietham era |with PTSD are the SSA DMF, and causes of death
of stress exposure |veterans) result of the PTSD, NDI Plus * In Vietnam theater veterans,
and predisposition. * 82% White, combat exposure, * Cause of history of drug abuse and
11% African or predisposing death: NDI Plus dishonorable discharge were
American, 5% factors associated with all-cause mortality
Hispanic
Boscarino (2008). [+ 4,328 male > To investigate the |Archival  Vital Status: VA|None * DSM-IIl PTSD |* PTSD sig. associated with HD
A prospective study [Vietham veterans |prevalence of early- [descriptive BIRL Death File, measure (D- mortality, theater veterans, lifetime
of PTSD and early- [+ Mean age 54 yrs |age heart disease |research NDI Plus PTSD) alcohol use/dependence, and
age heart disease [+ 82% White;11% |(HD) in a national * Cause of * Keane PTSD (K- [lifetime depression
mortality among Black; 5% random sample of death: NDI Plus PTSD) scale from | PTSD on K-PTSD measure sig.
\Vietnam veterans: Hispanic; 2% male Vietnam * Medical history the MMPI-2 associated with HD mortality,
Implications for Other \veterans * Physical pack-yrs cigarette smoking, and
surveillance and lexamination obesity
research. - Limitations: Death cert.s may
overreport some conditions; PTSD
measures based on earlier
nomenclature; new-onset HD rate
was low, limiting analyses
Bremner, * 66 Vietnam ITo compare rates of|Quantitative, None e Childhood * Brief Symptom |» Vets w/ PTSD reported higher
Southwick, combat veterans at [childhood physical [Descriptive iphysical and Inventory- Global [rates of CPA than those w/o PTSD
Johnson, Yehuda, &ja VA medical centerjabuse (CPA) research sexual abuse: Index * Within veterans with PTSD, no
Charney (1993). * 38 veterans with  [between veterans Checklist of  Combat sig. differences in PTSD sx,
Childhood physical [PTSD (Mean age |with combat-related Stressful and Exposure Scale |psychiatric sx, or combat exposure
abuse and combat- [47.3 yrs; 89% PTSD and combat ITraumatic events [+ Addiction between those who reported

abuse and those who didn’t

* Limitations: Small group size;
retrospective self-report data; vets
may underreport childhood trauma
to assert combat trauma as the
cause of their PTSD
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Tiemeier, Felitti,
Edwards, Croft, &
Giles (2009).
IAdverse childhood
experiences and the
risk of premature
mortality

members of a large
HMO

relationship
between the
cumulative impact
of ACEs and
premature mortality
in adults

cohort design

status; Standard
expected years
of life lost (YLL);
Years of
potential life lost
(YPLL), Relative
risk of death
from all causes
at < 75

Questionnaire

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Breslau, Chilcoat, [+ 2,181 randomly [To explore how Survey design  |None Computer assisted[None > Individuals w/ any prior trauma
Kessler & Davis selected individuals [prior exposure to telephone more likely to have PTSD as the
(1999). Previous [ages 18-45 from thetrauma may interview to result of later trauma than
exposure to trauma [Detroit area influence the risk of assess for individuals with no prior trauma
and PTSD effects off Weighted to PTSD from a lexposure to 19 » Of variables studied, assaultive
subsequent trauma: [represent subsequent trauma different traumatic violence associated w/ highest risk
Results from the population in age, [in alarge experiences in of developing PTSD from
Detroit area survey [sex, race, income, [representative childhood or subsequent events
of trauma. land education sample adulthood * Limitations: Subjects w/ PTSD
based on 1990 U.S. SX's may overreport traumatic
census events, data are retrospective,
common risk factors for both
PTSD & trauma exp. may account
for association
Brown, Anda, * 17,337 adult 'To examine the Prospect-vie NDI for vital IACE Study None » ACE scores of 6 or more were

associated w/ risk of death
People w/ 6 or more ACES died
an avg of 20 yrs earlier than
those w/o ACESs; Those with 6+
ACES also had an avg of 3x
more YLL per death than those
w/o an ACE

Limitations: ACEs may be
underreported, relatively few
deaths, may be measurement
error in covariates, data analysis
emphasis was on estimates not

sig. for interference
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Edwards, & Anda
(2004). Adverse
childhood
experiences and the
risk of depressive
disorders in
adulthood.

U.S. who responded
to two sets of
surveys
* 46% men; 54%
women
* Mean age 56.6
yrs
* 75% Caucasian

between types and
number of adverse
childhood
experiences and
lifetime risk of
depressive
disorders

(some questions
adapted from the
CTS)

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Buckley, Mozley, [|» 826 outpatients at [To examine the Archival * Health Risk:  |None  Clinician  Compared to the age-adjusted
Bedard, Dewulf, & [|a VA PTSD clinic [relationships descriptive Health Risk IAdministered general population, rates of
Greif (2004). * Mean age 51.69 |between health research Appraisal (59- PTSD Scale asthma, arthritis, tuberculosis,
Preventative health | « 81.9% behaviors, item self-report (CAPS) and diabetes, stroke, cancer,
behaviors, health- [Caucasian physician- instrument) Structured Clinical Imyocardial infarction, cirrhosis of
risk behaviors, diagnosed medical * Self-Reported Interview for DSM-the liver, and smoking behavior
physical morbidity, problems, role- Medical Sxs: v were elevated in the sample
and health-related functioning Medical Info.  Compared to the age-adjusted
role functioning impairment because Form general population, rates of role-
impairment in of physical * BMI functioning impairment due to
\veterans with post- morbidity, and * Alcohol/Drug physical morbidity were elevated
traumatic stress PTSD Use: AUDIT
disorder. * Role Function-
ing: SF-36
Cabrera, Hoge, > 4,529 male * To explore the Quantitative, None > Modified version |* Depress-ion: * PTSD rates higher in post-lraq
Bliese, Castro, &  [soldiers who had  [relationship btwn  [Descriptive of the ACE Study [Patient Health sample
Messer (2007). not been deployed |ACE, depression, [research questionnaire Questionnaire  ACE and combat exposure sig.
Childhood adversity [to Iraq and PTSD in male (assessed six (PHQ) predictors of depression and
and combat as * 64.6% 18-24 yrs [soldiers who have IACES) « PTSD: PTSD PTSD sx's.
predictors of * 70.2% Caucasian [not been deployed Checklist (PCL) [ Interaction btwn ACE and
depression and * 2,392 male to Iragq and those * Combat combat exposure also a sig.
post-traumatic soldiers 3 mo.s afterjwho recently exposure: 29-item |predictor of depression and PTSD
stress in deployed [returning from Iraq |returned from Iraq Likert measure sX's
troops. * 56.8% 18-24 yrs scale * Limitations: retrospective self-
* 69.3% Caucasian report ACE data, part of pre-
deployment sample had been to
IAfghanistan
Chapman, Whitfield, [+ 9,460 members of [To investigate the [Survey design  [None IACE Study None * More than half of respondents
Felitti, Dube, a large HMO in the [relationship Questionnaire reported at least one ACE; 20.8%

of women and 14% of men
reported experiencing 3 or more
IACES

* The number of ACEs was found
to be related to both lifetime risk
for depressive disorders and risk
for a recent depressive disorder in
a graded fashion for both men and

women
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experiences in
predicting adult
health and health
care utilization

cumulative impact
of ACEs on adult

health and health

care utilization

daily activity, &
disability d/t phys
health

e Adult
healthcare
utilization based
on # of visits to
gen. prac., ER,
or other
professional in
past 12 mos.

Survey of Canada

and poor parent-
child relationship

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Chartier, Walker, & [+ 9,953 men and * To explore the Survey design  |» Survey * CPA gquestions [|* Survey questionsjs 26% of sample reported CPA
Naimark (2010). women living in contributions of questions to adapted from the [to assess low > Increased risk for adult health
Separate and Ontario, Canada > [ACEs to adult assess: # of CTS parental problems increased with each
cumulative effects [age 15 health and health health probs, * CSA questions |education, IACE reported

of adverse * 51% women care utilization self-rated health, jadapted from the |psychopathology, [ CPA and CSA had a stronger
childhood » 59% 12+ years ed [» To assess the pain that restricts|National Pop. marital conflict, influence than other ACEs on

adult health

* Limitations: Retrospective self-
reports of abuse, cross-sectional
design

Clancy et al. (2006).
Lifetime trauma
lexposure in
veterans with
military-related
posttraumatic stress
disorder:
IAssociation with
current symptom-
ology.

* 422 male veterans
diagnosed with
PTSD at a VA
PTSD clinic
* Mean age 54 yrs
* 41% White; 55%
African
American; 1%
American Indian;
2% Hispanic; 1%
Other
* 78% Vietnam
veterans; 11%
Persian Gulf War
veterans

* To examine
whether exposure to
trauma before,
during, and/or after
military service con-
tributed to current
levels of PTSD and
adjustment

* To investigate
whether pre-military
trauma was
mediated or
moderated by
military trauma and
its effects on current
PTSD and

IArchival
descriptive
research

adjustment

> Self-reported
health
(assessing
symptoms and
ichronic health
problems)

» Traumatic Life
Events
Questionnaire

* CAPS-
Diagnostic Version
e Davidson
[Trauma Scale
(DTS)

» Combat
Exposure Scale

* Alcohol Use
Disorders
Identification Test
* Beck Depression
Inventory (BDI)

* Cook-Medley
Hostility Scale

* 22% of the sample reported a
history of CPA

* Childhood physical violence sig.
associated with increased total
health complaints

» Total # of premilitary trauma
categories sig. associated with
increased scores on the DTS,
combat exposure, and postmilitary
traumas

 Limitations: Retrospective self-
report, causality cannot be
determined, sample are
homogenous and all help-seeking,
trauma exposure not
independently verified
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comorbid physical
illnesses among
veterans with PTSD
and veterans with
alcohol
dependence.

(Mean age 49.7;
62% White)

« 38 with alcohol
dependence; no
PTSD or combat
exposure (Mean
age 48.3; 71%
White)

problems differed
between veterans
with chronic PTSD
and veterans with
alcohol dependence

* Medical history
* Physical
examination
(incl. blood tests)

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Crawford, Drescher,[» 79,551 male » To establish a IArchival, » Vital Status: VA|None *VA tx utilization, [* Mortality in the sample was
& Rosen. (2009). [PTSD+ Vietham model of predictors |Descriptive BIRLS psychiatric, nearly 2x the mortality rate of the
Predicting mortality [veteran outpts. of mortality in » Cause of medical dxs, and |general US population
in veterans with seeking mental veterans with PTSD death: NDI demographics * Best predictor for mortality was
posttraumatic stress|health tx at a VA [who served in the from VA files recent medical hospitalization,
disorder thirty years [+ 58.8% white, non- [Vietham era then severity of med dx, and then
after Vietnam. Hispanic, 21.6% presence of substance use d/o
non-white and/or * Limitations: no assessment of
Hispanic validity/reliability of pt. dxs;
* Mean age ~49 yrs smoking data not available;
sample limited to male, PTSD+
\Vietham-era vets
David, Woodward, [+ 93 male veterans [* To investigate Quantitative, e Structured None e Structured * Pt.s with PTSD had significantly
Esquenazi, & with in residential  |whether the Descriptive interview to Clinical Interview |higher blood cholesterol,
Mellman (2004). treatment prevalence of research lassess smoking for DSM-III-R triglyceride levels, BMI, and were
Comparison of « 55 with PTSD  [certain health and drug use (SCID) more likely to be obese than pt.s

with alcohol dependence

* Pt.s with PTSD were more likely
to have osteoarthritis, diabetes,
and heart disease than pt.s with
alcohol dependence

» Limitations: Small sample size;
\Veterans with PTSD may report
more symptoms to acquire
service-connected disability
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dysfunction, and the
risk of attempted
suicide throughout
the lifespan:
Findings from the
adverse childhood
experiences study

e 75% Caucasian

childhood
experiences (ACES)

have depression

dumps?”

or feel down in the

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Drescher, Rosen, [+1,866 male * To ascertain IArchival  Vital status: None None » VVeterans with PTSD at increased
Burling, & Foy \veterans who whether external descriptive Internet search risk for death due to behavioral
(2003). Cause of [received residential [causes of death research of the Social causes (accidents, suicide, deaths
death among male [PTSD treatment continue to be high Security Death by police, effects of chronic
\veterans who through the VA in Vietham veterans Index (SSDI) substance use, or hepatitis)
received residential | ¢ Mean age at with PTSD compared to the general pop.
treatment for PTSD.| discharge 47 yrs [* To explore how * Cause of * Rates of death from non-

* 66% Caucasian, |stress-related health death: NDI behavioral causes (cancer, heart

12% African risks contribute to disease, and other diseases) were

American, 13% |behavioral and consistent with the general

Hispanic, 4% disease-related population

Native American, |[deaths in this

5% Other population
Dube, Anda, Felitti, |+ 17,337 adult 'To examine the Survey design | Self-reported |+ ACE Study * Depressed » Risk of suicide attempt was
Chapman, members of a large [relationship Lifetime Suicide [Questionnaire IAffect: Defined by [increased by exposure to any ACE
\Williamson, & Giles [HMO in CA between suicide Attempt: (with some a “Yes” response [» Graded relationship between the
(2001). Childhood [» 46% male attempts and > Self-reported |questions adapted [to, “Have you had f# of ACEs and ever attempting
abuse, household [+ Mean age 56 number of adverse IAlcoholism from the CTS) or do you now suicide

» 2.2% of individuals w/o physical
abuse ACE attempted suicide
versus 7.8% of individuals w/
physical abuse ACE

* Limitations: Retrospective self-
report, Persons who report suicide
attempts may recall childhood
more negatively; No data about
temporal relationship between
IACEs and suicide attempts
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use: The adverse
childhood
experiences study.

yrs; 75% white)

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Dube, Anda, Felitti, | « 17,337 adult To investigate the [Survey design [ Alcohol Use: |» ACE Study None » Risk of heavy drinking, self-
Edwards, & Croft members of a relationship Self-reported Questionnaire reported alcohol problems,
(2002). Adverse large HMO in the |between adverse heavy drinking, |(with some alcoholism, and marrying an
childhood u.s. childhood alcohol abuse, |questions adapted alcoholic higher among individuals
experiences and * 54% women experiences and alcoholism, and [from the CTS) w/ one ACE than those w/ none
personal alcohol (Mean age 56 yrs; [ater risk of heavy marriage to an * Strong graded relationship
abuse as an adult. [73% Caucasian) alcohol use, self- alcoholic between ACE score and alcohol
* 7,970 men (Mean [reported alcohol use outcomes (w/ or w/o an
age 58 yrs; 76% abuse, alcoholism, alcoholic parent)
Caucasian) and risk of marrying * 4+ ACEs and an alcoholic
an alcoholic, parent= highest risk for heavy
stratified by a drinking
history of parental * Limitations: Retrospective self-
alcohol abuse report data
Dube, Felliti, Dong, | 8,613 adult To explore the Survey design; | Lifetime drug [+ ACE Study None * Each indiv. ACE category
Chapman, Giles & | members of a influence of Retrospective  |use, age at question-naire increased the likelihood of early
IAnda (2003). large HMO in CA |[stressful or cohort approach |initiation, drug  |(with some drug initiation and lifetime use
Childhood abuse, * 54% women  [traumatic problem, drug |questions adapted * AS ACE score increased, so did
neglect, and (Mean age 55 [experiences on the addiction, and IV [from the CTS) likelihood of drug problems, drug
household yrs; 73% white) |initiation and drug use addiction, and IV drug use in a
dysfunction and the * 46% men development of assessed via dose-response manner
risk of illicit drug (Mean age 57 [drug abuse. survey questions > Limitations: reliance on

retrospective self-report data; low
# of ACEs in older pt.s may be
due to premature mortality; no
info. about the temporal rel.
between ACES and drug use
beforel9 yrs
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experiences on
health problems:
Evidence from four
birth cohorts dating
back to 1900.

7,970 men

* Mean ages:
women 56 yrs; men
58 yrs

* 75% Caucasian

experiences and
\various health
problems across
different cohorts
dating back to 1900

partners, STD,
and identification
as a cigarette
smoker or
alcoholic

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Dube, Felitti, Dong, | « 17,337 adult * To investigate the [Survey Design [* Survey * ACEs: * Survey questions|* As number of ACEs increased,
Giles, & Anda members of a graded relationship questions to Standardized to assess participants were found to be at
(2003). The impact | large HMO in the [between the assess lifetime |Health Appraisal |depressed affect [increased risk for depressed
of adverse U.S. number of adverse suicide attempt, |Center ACE affect, suicide attempts, multiple
childhood « 9,367 women/  |childhood 30+ sexual questionnaire sexual partners, STDs, cigarette

smoking, and alcoholism in all four
cohort groups

* No significant differences were
found between cohorts in the
strength of these graded
relationships

Edwards, Holden,
Felitti, & Anda
(2003).
Relationship
between multiple
forms of childhood
maltreatment and
adult mental health
in community
respondents:
Results from the
adverse childhood

experiences study.

» 8,667 adult
members of a large
HMO

* 54.2% women

* Mean age 55 yrs
*73.7% Caucasian;
10.9% Hispanic

'To identify the
prevalence of
various
combinations of
IACEs and explore
their relationship
with adult mental
health

Survey Design

* Family health
history history
questionnaire  |questionnaire
(including currents Q's about CSA,
health behaviors [CPA, and

and conditions) |witnessing
maternal battering
(some from CTS)
* Emotional abuse
subscale on the
Childhood Trauma
Questionnaire

* Family health

* Mental health
scale of the
Medical Outcomes
Study 36-item
Short-Form Health
Survey

* Prevalence of CPA was 20.6%
(21.7% in men); Prevalence of
CPA + CSA was 4.5% in men

» Mental health score decreased in
a dose-response manner as the
number of abuse types increased
* Limitations: HMO sample may
not generalize; overrep-
resentation of older and
Caucasian respondents; cannot
make conclusions about the
temporal sequence of abuse;
reliance on self-report data
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Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Felitti, Anda, » 9,508 adults 'To describe Survey Design |» Health » Author- None * Increased exposure to ACEs
Nordenberg, - All participants hadfrelationships Behaviors and |generated ACE associated with increased risk for:
\Williamson, Spitz, |received prior between adverse Health Problems:|Study smoking, severe obesity, physical
Edwards, Koss, & |medical evaluation |childhood Behavioral Questionnaire inactivity, depressed mood,
Marks. (1998). at Kaiser experiences and Health Risk suicide attempts, alcoholism, use
Relationship of child|Permanente public health Factor Surveys of illicit drugs, 50+ sexual
abuse and * 54% women problems such as and Third intercourse partners, and a history
household * Mean age 56 yrs|disease risk, quality National Health of STDs

dysfunction to many

* 84% Caucasian

of life, health care

land Nutrition

» Increased exposure to ACEs

of the leading cause utilization, and Examination also associated with risk for
of death in adults. mortality Survey diseases (incl. heart disease,
cancer, chronic bronchitis,
emphysema, hepatitis, jaundice,
skeletal fractures), and self-
reported poor health
Fuller-Thomson, > 13,093 Canadian [To assess the Cross-sectional [* Survey  Survey > Survey questionsfs CPA was associated with
Brennenstuhl, & adults relationship Survey Design |question to questions to assess significantly more risk for heart
Frank (2010). The *51.6% women |between childhood assess heart assessing self- childhood disease, even when controlling
association between| « 86.4% White  [physical abuse and disease reported CPA stressors for demographics and risk
childhood physical *39.1% ages 12-jadulthood heart diagnosis (parental divorce,| factors

abuse and heart
disease in
adulthood: Findings
from a
representative
community sample

39

disease, while
controlling for co-
occurring childhood
stressors, adult
health risk
behaviors, adult
stressors, adult
depression, and
high blood pressure

unemployment, &
addiction),
smoking status,
physical activity,
alcohol use, dx of
depression, BMI,
& Adult
stressors:
(educational
attainment, self-
perceived stress,

* Limitations: Cross-sectional
design, CPA data based on
retrospective self-report, adults
with unhealthy
behaviors/stressors may be
more or less likely to report CPA

diabetes)
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diseases in men
and women: A
retrospective study.

* 5060 women
(77.2% White;
5.9% Asian)

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Gahm, Lucenko, » 1,626 active duty [ To explore the Survey Design |None * ACEs: ACE None * 60.8% of participants reported
Retzlaff, & Fukuda |military men and impact of items in the childhood physical abuse; 45.2%
(2007). Relative women seen in an |[demographics and Navy’'s reported witnessing violence
impact of adverse |outpatient mental  |childhood/ Recruitment between their parents; 11.6%
events and health clinic adulthood trauma IAssessment reported childhood sexual abuse
screened symptoms| « 80% men on PTSD and Program question- » Exposure to ACEs was found to
of posttraumatic * Mean age 29.8 |[depression naire be positively associated with
stress disorder and | yrs symptoms PTSD and depression in the
depression among * 61% White, 13% participants
active duty soldiers African
seeking mental American, 13%
health care. Hispanic, 13%
Other

Hillis, Anda, Felitti, |» 9,323 adult * To examine the  [Survey design |» STDs: Self- * ACE study None *Risk of STD was higher for men
Nordenberg, & members of a large [association between report of question-naire than for women
Marchbanks (2000). |U.S. HMO self-reported ACEs ‘venereal * For men and women, prevalence
IAdverse childhood * 4263 men and STDs in both disease” as part of reporting an STD increased as
experiences and (80.9% White;  |men and women of standard IACEs increased
sexually transmitted [ 7.5% Asian) medical history * This finding weakened when

behavioral risk factors (e.g. # sex
partners, drug use, etc.) were
considered

> Limitations: self-report data, use
of outdated term “venereal”, ppl w/
incomplete ACE data classified as
having no ACEs, no temporal data
of STDs in rel. to ACEs
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Posttraumatic stress
and its relationship
to physical health
functioning in a
sample of Iraq and
IAfghanistan war
\veterans seeking
postdeploy-ment VA
health care.

sought medical
and/or mental
health treatment at
a VA clinic
* Mean age 33.3
yrs
* 96.3% male
* 64.8%
Caucasian; 5.6%
African
American; 4.6%
Asian/Pacific
Islander; 2.8%
Hispanic; 10.2%
Other

physical health in a
sample of Iraq and
IAfghanistan War
\veterans seeking
health care after
deployment

(assesses
physical
functioning, role
functioning,
bodily pain, and
general health)

Combat Exposure
Question-naire &
the Desert Storm
Trauma Ques-
tionnaire

e Smoking stat-us:
self-report

* Problem
drinking: Patient
History
Questionnaire

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Hoge, Terhakopian, [+ 2,863 Army * To explore the Survey design  |* Soldiers’ None  PTSD: National [» Poor self-rated health, 2+ sick
Castro, Messer, & [soldiers relationship ratings of overall Center for PTSD |visits, 2+ workdays, and somatic
Engel (2007). * 80.5% < 30 yrs between PTSD and health, # sick call Checklist sx’s all endorsed sig. more often in
IAssociation of * 97.2% male physical health in visits, and # * Depression: those w/ PTSD than those w/o
posttraumatic stress \veterans one year missed workdays Patient Health * Results remained significant after
disorder with after deployment, in last month Questionnaire controlling for combat injury
somatic symptoms, controlling for  Somatic Scale  Limitations: cross-sectional, self-
health care visits, combat injury Symptoms: * Alcohol Misuse: [report data, data based only on
and absenteeism Patient Health 2-item screening |soldiers from high-risk combat
lamong Iraq war Questionnaire instr. infantry units cannot generalize to
veterans all soldiers, study group was not
randomly selected.

Jacupcak, Luterek, [+ 108 Iraq or * To explore the Archival Physical health |None * Combat * PTSD status was significantly
Hunt, Conybeare, & |Afghanistan War  [relationship descriptive functioning: SF- exposure: Iltems  |negatively associated with all
McFall (2008). \veterans who between PTSD and [research 36 Health Survey from Laufer's measures of health functioning

* Results were consistent even
after controlling for demographic
\variables, combat and chemical
lexposure, and health risk
behaviors
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(1996). Mortality
among U.S.
\veterans of the
Persian Gulf War.

Gulf War veterans
* 92.8% male;
67.6%
Caucasian,
22.6% African
American

e 746,291 non-Gulf
\War veterans who
served in the same
era

* 86.7% male;
69.6%
Caucasian,
21.5% African
American

postwar mortality
rates between
\veterans who
served in the 1990-
1991 Persian Gulf
\War and veterans
who served other
duties in 1990-1991

cohort study

BIRLS with
records matched
against deaths
reported to SSA;
 Cause of
Death: Death
certificates from
VA, Federal
Records Center,
land state vital
statistics offices

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Johnson, Fontana, [» 51 treatment * To better Longitudinal [+ Cause of None * War Stress * 17% of the population had died
Lubin, Corn, & seeking male war- [understand the study death: Interview Interview- Follow- [during the 6-year course of the
Rosenheck (2004). |zone veterans w/  [long term course of with family up Version (WSI) |study (a rate higher than the
Longterm course of |PTSD PTSD in male member e CAPS expected rate in the gen. pop.)
treatment-seeking * Mean age 42.7 |warzone veterans > Veteran's » Combat * Causes of death included drug
vietham veterans yrs by investigating the ratings of Exposure Scale |overdose, MVA, stroke, heart
with posttraumatic * 86% Caucasian [clinical and overall functioning (CES) failure, and liver disease
stress disorder: health status of the (physical health, e Combat exposure and severity of
mortality, clinical population over the substance PTSD symptoms were not
condition, and life course of six years abuse, PTSD associated with vital status
satisfaction. symptoms, etc.) * Limitations: small, selective

sample may not generalize
Kang & Bullman * 695,516 Persian [+ To explore Retrospective [ Vital Status:  |None None * Gulf War veterans found to have

significantly higher mortality rates
than non-Gulf War veterans

* Increased mortality was due to
excess deaths via accidents

» Gulf War veterans and non-Gulf
\War veterans both had sig. lower
mortality rates than the general
population

* Limitations: Ill military personnel
excluded from deployment to the
Persian Gulf, reliance on death
certificates; lack of data on
potential risk factors
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e 746,248 non-Gulf
war veterans

* 86.7% male;
69.6%
Caucasian,
21.5% African
American

death with non-Gulf
war veterans who
served during the
same time period

certificates from
VA regional
office, federal
record center, or
National Death
Index

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Kang & Bullman e 621,902 Persian [To investigate long- [Retrospective  |» Vital Status: [None None * For males, Gulf War vets had
(2001). Mortality  |Gulf War veterans [term health cohort design  [VA BIRLS and lower mortality rates from overall
among U.S. * 93% male; consequences in SSA Master and natural causes but were at
veterans of the 67.4% 1991 Persian Gulf Beneficiary increased risk for death due to all
Persian Gulf War: 7| Caucasian, 23% [War veterans by Record accidents and motor vehicle
year follow-up. African comparing mortality * Cause of accidents (MVAs) compared to
American; rates and cause of Death: Death non-Gulf War vets

» Gulf War vets and non-Gulf War
\vets both had sig. lower overall
mortality rates than the general
pop.

* In Gulf War vets, risk of death
due to MVAs was found to
decrease over time, while death
due to disease steadily increased
e Limitations: Excess deaths due
to HIV in non-Gulf vets; Reliance
on death certificates; Lack of data

on potential risk factors
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disorder, and
mortality.

or PTSD = 96.2%
male; mean age
64 yrs; 72.7%
Caucasian
 Depression only
= 94.8% male;
mean age 60 yrs;
78.2% Caucasian
* PTSD only =
99.5% male;
mean age 58 yrs;
72.3% Caucasian
* Both PTSD and
Depression =
97% male; mean
age 55 yrs; 77.9%
Caucasian

\veteran patients

determined by:
\Veteran's Health
Information
Systems and
'Technology
IArchitecture
(VISTA) and
\VA’'s Beneficiary
Identification and
Records Locator
System (BIRLS)

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Kinder, Bradley, » 35,715 primary To find out whether |Archival * Mortality: Vital |None None * Pts with a history of depression
Katon, Ludman, care outpt.s from [depression and/or |Descriptive status and date alone at increased risk for death
McDonell, & Bryson| 7 VA medical PTSD was related [research of death compared to those with neither
(2008). Depression,| centers to all-cause available in depression nor PTSD
posttraumatic stress| ¢ No depression |mortality in a AQUIP archive, * When controlling for covariates

and current depressive symptoms,
depression and PTSD associated
with lower risk of death compared
to pts w/o a history of either
diagnosis

» Pts with a history of PTSD w/o
depression were not found to be at
increased risk for death

» Limitations: No data about
duration of PTSD or depression;
PTSD assessed decades after
duty so many PTSD+ vets may
have already died; Comparison
group with neither PTSD or
depression is limited to other vet
outpt.s, not general pop.

King, D., King, L.,
Foy, Keane, &
Fairbank (1999).
Posttraumatic stress
disorder in a
national sample of
female and male
vietnam veterans:
risk factors, war-
zone stressors, and
resilience-recovery
\variables.

» 1,632 Vietnam
theater veterans
* 1,200 men; 432
women

To investigate an
integrated model
using prewar risk
\variables, war-zone
stressors, postwar
resilience-recovery
\variables, and
PTSD.

IArchival, cross-
sectional
descriptive
research

None

trauma history

* Survey data to
assess early

 Prewar SES, rel.
w/ father,
childhood

(index of trauma- [antisocial beh.,

genic warzone/ life

experiences) stressors,
hardiness, social
support

* PTSD: Keane’s
Mississippi Scale
& adapted
Diagnostic
Interview
Schedule

» For men, prewar early trauma
history was sig. associated w/
PTSD

* Early trauma history also directly
associated w/ postwar stressful life
events

* Limitations: reliance on cross-
sectional and retrospective self
report data; cannot make
conclusions about the directions of
the relationships between
variables




68

Horner, Calhoun,
Meador, Lipper, &
Butterfield (2005).
Lifetime sexual and
physical
victimization among
male veterans with
combat-related
posttraumatic stress
disorder

VA inpatient
psychiatric unit
* Mean age 50.04
yrs
* 50% Caucasian;
47% African
American, 4%
other ethnic
background

what stage of life
the men were
victimized in, and
what the rates of
physical versus
sexual victimization
were among a
sample of male
veterans with
combat-related
PTSD

Exposure
Questionnaire
(SAEQ)

e Childhood
Physical Abuse:
Three questions
from the violence
subscale of the
Conflicts Tactics
Scale (CTS)

assault subscales
from the CTS

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
Lansford, Dodge, [+ Random » To investigate Longitudinal None Developmental * Retro-spective  |» Adolescents who experienced
Pettit, Bates, community sample whether childhood |[study interview with Infant Character- [childhood physical maltreatment
Crozier, & Kaplow [of 585 children physical abuse has child’s mother istics Question-  |were found to be more likely to
(2002). A 12-year [approached at start [long-lasting naire (completed |exhibit aggression, anxiety,
prospective study of jof kindergarten psychological, by mother) depression, dissociation, PTSD
the long-term * 52% male behavioral, or » Official school |symptoms, social problems,
effects of early * 82% Caucasian,jacademic effects records from 9"-  [thought problems, and social
childhood physical 16% African 11" grades withdrawal than non-maltreated
maltreatment on American, 2 % * Child Behavior |peers
psychological, other racial Checklist and * The above findings were not
behavioral, and backgrounds Youth Self-Report [found to be dependent on other
lacademic problems Form of the CBCL |ecological characteristics
in adolescence lassociated with maltreatment
Lapp, Bosworth, * 133 male veterans [ To find out the Quantitative, None e Childhood * Adult Trauma * 96% of participants had
Strauss, with PTSD who lifetime prevalence |Descriptive Sexual Trauma: |History: Physical |experienced some type of
Stechuchak, were admitted to a |of victimization, research Sexual Abuse assault and sexualjvictimization throughout their

lifetime

> 60% reported childhood physical
abuse; 41% reported childhood
sexual abuse

* 93% reported adulthood physical
abuse; 20% reported adulthood
sexual abuse

* Limitations: Measures of PTSD
symptoms severity based on self-
report; PTSD diagnoses not
confirmed
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posttraumatic stress
disorder in US
Marines?

between 2001 and
2004.

» 63.8% White, 54%
aged 17-18

deployments

reported mental
health status,
visiting a MH
professional, prior
trauma

* Defense
Manpower Data
Center to access
info about
deployment

* Pt. med records
to assess PTSD
dx

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

LeardMann, Smith, |+ 8,391 men who [ To prospectively [Prospective None * Questions  Survey  Marines who reported childhood
& Ryan (2010). Do [responded to the |explore the cohort design adapted from the |questions physical neglect were more likely
adverse childhood [Marine Recruit relationships btwn IACE Study assessing to have a dx of PTSD after
experiences IAssessment IACEs and PTSD in Questionnaire demographics, deployment
increase the risk of [Program Survey Marines following alcohol use, * 2 or more ACEs was associated
postdeploy-ment  [and were deployed [OIE/OEF smoking, self- with increased risk for

postdeployment PTSD and other
MH disorders

* Other ACEs (including CPA)
were not independently assoc. w/
increased risk for PTSD

* Limitations: Only studied 2 years
postdeployment, not possible to
control for predeployment PTSD,
IACEs were based on retrospective
self-report

MacFarlane, Hotopf,
Maconochie,
Blatchley, Richards,
& Lunt (2005).
Long-term mortality
lamong Gulf war
veterans: Is there a
relationship with
experiences during
deployment and
subsequent
morbidity?

* 51,753 UK Gulf
\War veterans

* 50,808 non-
deployed UK
military personnel

e Groups matched
for age, sex, service
branch, and rank

* To investigate
longer term
mortality and cause
of death in Gulf War
veterans

* To examine
whether there is a
relationship
between self-
reported
deployment
experiences and
morbidity or
mortality

Quantitative,
Descriptive
research

» Vital Status and|
Cause of Death:
Office for
National
Statistics;
National Health
Service central
register

» Survey to
assess general
health, rep-
roductive health,
smoking, alcohol
use, etc.

None

* Survey to assess
self-reported
experiences
during the Gulf
\War

* No overall diff.s in mortality rates
btwn groups, but slightly lower
disease-related deaths and sig.
higher externally-caused deaths in
Gulf war vets

» Excess external deaths occurred
pre-1997 rather than post-1997

* Strongest relationship w/
transport accident deaths

* No sig. relationship btwn self-
reported Gulf War experience and
mortality or cause of death
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health costs of
traumatic war
lexperiences among
civil war veterans.

predicting post-war
nervous and
physical diseases
and mortality using
archives from Civil
\War veterans

claims, post-
military health
records, and age
of death

exposure

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
O'Toole & Catts * 641 male * To explore how  [Quantitative, * Health Status: |None None * Vets had significantly more
(2008). Trauma, |Australian theater [combat exposure [Descriptive Standardized recent healthcare usage, health
PTSD, and physical veterans from a and PTSD research interview used actions, recent and chronic
health: An random sample of [contribute to by the Australian medical conditions than the
epidemiological 1000 Australian physical health, Bureau of general population
study of Australian |vets. when examined Statistics * Findings were not impacted by
\Vietham veterans. * Mean age 46.6 [separately National Health physical exercise, BMI, smoking,
years Survey or alcohol use
* almost all * PTSD was found to be more
Caucasian consistently related to negative
health outcomes than combat
exposure alone or subjective
experience of exposure (via
peritraumatic dissociation)
Pizarro, Silver, & |* 15, 027 Civil War [*To explore the role |Archival * Pension files: |None * Military records: [» Greater %age of company killed
Prause (2006). veterans of traumatic war Descriptive number of self- age of enlistment, |associated with Gl and cardiac
Physical and mental experiences in research reported disease SES, traumatic  |disease and comorbid physical

and nervous disease
» POW experience associated with
increased risk for early death

Rosen & Martin
(1996). Impact of
childhood abuse
history on
psychological
symptoms among
male and female
soldiers in the U.S.
army.

» 1,365 soldiers on
active duty at three
different Army posts
in the U.S.

* 78% male
(Mean age 26.6;
24% African
IAmerican)

* 22% female
(Mean age 25.3;
41% African
IAmerican)

* To explore the
effects of different
types of childhood
abuse on adult
psychological
symptoms in men
and women soldiers

Survey Design

None

* Shortened
version of the
Childhood Trauma
Questionnaire

* Brief Symptom
Inventory

> 50% of male soldiers and 48%
of female soldiers met criteria for
childhood physical abuse

> All types of abuse were
significantly associated with all of
the psychological symptom
outcomes

* Physical-emotional abuse was
associated with the strongest
effects on psychological outcome
* Limitations: Reliance on self-
report data




71

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Schnurr, Spiro, & [+ 605 male combat [ To investigate the |Descriptive * Health Risk None » Combat * PTSD sx’s moderately correlated
Paris (2000). \veterans from the |relationship research Behaviors: exposure: Keane’'s\w/ health risk variables (smoking,
Physician- VA Normative Aginglbetween PTSD and Cornell Medical Combat Exposure [alcohol consumption, BMI)
diagnosed medical [Study (NAS) physician- Index (smoking), Scale (CES) plus [* Increased PTSD sx’s associated
disorders in * 98% White diagnosed physical CAGE, BMI 2 additional items |with increased risk for arterial
relations to PTSD * Mean age 43.9 |health * Medical * PTSD: disorders, lower gastrointestinal
symptoms in older yrs Diagnoses:Made Mississippi Scale |disorders, dermatologic disorders,
male military * 85% served in by NAS for Combat- and musculoskeletal disorders
\veterans. WWwII physicians Related PTSD * Limitations: NAS men were

(remainder during routine initially selected for good health;

served in health exams study only included participants

Korean conflict) scheduled every who lived long enough to

3 yrs since 1985 participate; small # of participants
had elevated PTSD scores; PTSD
not measured until 1990
Spiro, Hankin, » 2,425 male VA * To examine the  [Longitudinal, * SF-36 (36-item |None * PTSD: PTSD * For all health status scales, pt.s
Mansell, & Kazis. [ambulatory care pts [association between(descriptive measure Checklist for with PTSD scored significantly
(2005). * 456 Dep only |PTSD and health |research assessing 8 Civilians (PCL-C), [lower than pt.s with depression
Posttraumatic stress|(Mean age 61 yrs) [status in male domains of Traumatic Stress [and pt.s with neither depression
disorder and health | < PTSD w/ or w/o |veterans functioning and Schedule, Combat|nor PTSD
status: The veterans|depression (Mean well-being) Scale » Pt.s with PTSD also reported
health study. age 56 yrs)  Comorbi-ity  Depress-ion: more medical conditions than
* No Dep or Index to assess Center of either group

PTSD (Mean age
64 yrs)

30
physical/medical
conditions

Epidemiological
Studies-
Depression scale

*Limitations: self-report measures,
cross-sectional data




72

in childhood as a
developmental risk
factor for altered
immune status in
adulthood.

health check;
11,857 attended the
second health
check

immune system
status (peripheral
leukocyte count) in
ladulthood

differentiation
counts

experience, being
sent away from
home, parental
substance abuse,
and childhood
physical abuse

psychiatric sx's

* Blood pressure,
height, weight,
forced expiratory
\volume of gas,
vitamin C
concentration

» Alcohol use and
lifetime smoking

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

Springer, Sheridan, [+ 2,051 men and * To explore how  [Survey design |» Physical CPA and * Mental Health: |» 11.4% of respondents reported
Kuo, & Carnes women of the WI  [childhood physical Health: Modified |childhood * Depression: [CPA
(2007). Long-term |Longitudinal Study [abuse impacts version of the  |adversity: Center for * CPA associated with poorer adult
physical and mental |(a sample of different aspects of Duke Older questions based |Epidemiological  |health (more diagnosed illnesses,
health siblings who adult health IAdults Research jon the CTS and  |Studies physical sxs, anxiety, anger, and
consequences of  [graduated from WI Survey self-report Depression Scale |depression)
childhood physical |high schools in questionnaires (CES-D) * Heart disease was found to be
abuse: Results from[1957) who *Anxiety and significantly greater in those with a
a large population- [responded to a Anger: history of CPA than those w/o;
based sample of 1994 survey Spielberger’'s diabetes and cancer were not
men and women. « Over half female| IAnxiety and Anger found to be greater

» Almost all scales

Caucasian

* Mean age 55

yrs
Surtees, * Men and women |» To explore > Population- * Non-fasting * Questions about |* Personality » Positive association between
\Wainwright, Day, [ages 40-74 from the \whether adverse based cohort blood samples: [parental divorce, [Deviance Scale |early adverse experiences and
Brayne, Luben, & [UK childhood study, white blood cell |parental (PDS-R) lymphocyte counts at both health
Khaw (2003). * 11,367 participantslexperience is Quantitative counts and unemployment, | Structured self- |checks
IAdverse experience [attended the first  Jassociated with leukocyte traumatic assessment of « Lifestyle factors (incl. smoking

and BMI) accounted for about %2 of
this association

* Limitations: retrospective self-
report data, possible confounding
\variables not considered, failure to
exclude those w/ minor immune-
related med conditions
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(1995). Military
service in Vietham
and the risk of death
from trauma and
selected cancers.

who served in
\Vietnam

* 90% White;

8.8% Black
» 9,346 veterans
who never served in
\Vietnam

* 91.9% White;
7.2% Black

postservice
mortality of Marine
\Vietham veterans
and Marine
\veterans who did
not serve in
Vietnam

cohort design,
archival research

BIRLS; random
subset matched
against NDI

» Cause of
Death: Death
certificates
coded via ICD-8

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality
\Wagner, Wolfe, * 2,301 Gulf War [+ To study the Quantitative * Physical Health|None * Mississippi Scalel* PTSD symptomology at initial
Rotnitsky, Proctor, |veterans relationship among [descriptive Problems: for Combat- assessment was predictive of self-
& Erickson (2000). * 92% male PTSD symptoms, Somatic scale of Related PTSD reported health problems 2 years
IAn investigation of * Mean age gender, and self- the Brief e Combat later, even after controlling for
the impact of males 30.8 yrs|reported health Symptom Exposure Scale |[demographics, combat exposure,
posttraumatic stress » Males 86.7% [problems both at Inventory; subset and initial health problems
disorder on physical Caucasian; one given point in of the Health * Limitations: Health Symptom
health. 5.4% African- [time, and two years Symptom checklist was not administered at
American; later Checklist (at initial assessment; results may not
3.7% Hispanic; follow-up only) generalize to different populations;
4.2% Other health measures relied only on
self-report
\Watanabe & Kang [+ 10,716 veterans [ To investigate the |Retrospective [ Vital Status: VA|None None * Both groups of Marines had

mortality rates that were
significantly lower than the general
population

> Vietham Marines had
significantly more deaths from all
causes and external causes
compared to non-Vietnam Marines
* Excess all-cause deaths for
\Vietnam veterans slightly higher in
the first 5 yrs of follow-up; external
causes and deaths from MVA did

not show this pattern
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controls (50% male;
31% Black; Mean
age at follow-up
32.5 yrs)

individuals without
such history

Author/ Population/ Research Research Variable Measures Relevant Findings/Limitations
Year/Title Sample Objective Design
Health/ Child Abuse Other
Mortality

\White & Widom * 908 participants w/[* To compare Quantitative,  Vital Status:  |» Physical Abuse, [None * No sig. mortality differences btwn
(2003). Does history of abuse adulthood mortality [Cohort design  |NDI Sexual Abuse & the abused/neglected group and
childhood and/or neglect as  [rates and causes of » Cause of Neglect: Juvenile control group
victimization documented in death between death: Death court petitions and * Some differences in cause of
increase the risk of |county court recordslfindividuals with a certificates; adult criminal death were observed but none
early death? A 25- [(49% male; 35% history of court- icorroboration court records were statistically significant
lyear prospective Black; Mean age at [documented with family > Limitations: Sample relatively
study follow-up 32.6 yrs) [abuse/neglect and a members when lyoung at follow up; small # of

* 667 matched matched group of possible deaths; only 83% of original

sample was found; Cause of death
was only known for 70% of
sample; validity probs w/ NDI,;
intervention may have protected
the abused/neglected sample;
members in the control grp may
have experienced abuse w/o their

case coming through the courts

Abbreviations:

ACE = Adverse Childhood Experience
AUDIT = Alcohol Use Disorders Identification Test and Drug Abuse Screening Test
BIRLS = Beneficiary Identification Record Locator Subsystem
CAPS = Clinician Administered PTSD Scale

CPA = Childhood physical abuse
CSA = Childhood sexual abuse
CTS= Conflict Tactics Scale
DMF = Death Master File

Dx = Diagnosis

NDI= National Death Index
SSA = Social Security Administration

Sx = Symptom

VA = Veterans Administration
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Appendix C

Pepperdine University IRB Approval

PEPPERDINE UNIVERSITY

Graduate & Professional Schools Institutional Review Board

Frearuary 18, 2010

Frotoco # PI1Z203003

Project Title: Childhood Physical Abuse and Adwithood Mortality in Tresiment-Seexing Male
Vetorans with Combal-Felated PTED

Dear Mz Luesbner:

Thark you for suomilling your applicalion, Ghildhood Physical Abuse and Adulthood Morlalty in

Trua frredi-Sueing (dafe Yolorans with Combal-Folfaied PTS0, for exempt reviaw to Papperding
Urivursily's Grcuaty and Professional Schools Institulional Review Board (GPS IRB). The 1RB
wppreciaies the work you and yvour facully adwvigor, Dr. David Foy, Fave done on the sropesal. The R2
has reviewed your submilied |RB apphcation and all ancillary matlenals. Jpon review, e IRE has
delgrmired Lhel the above entithd project meets be reguirements for exemolion uncer Lhe lederal
reculabons (42 CFR 46 - Bllodwaww.nibtrairing.comiohsrsitefuidelinesd5cirdd.himl) thal guwem Lhe
proiechos of human subjects. Specifically, seclicn 45 CFR 48.101(0){4 ) stales:

(o] Linlwss elherwise requred by Department or Agency heads, researck activilies in which Lhe anly
imwabverrent ol hurman subjects will be in one or more of the fallowing calegories are exurred rom
Lhis puhy:

Category (4) of 45 CFR 46.101, research, mvobyng the collection o study of existing datz,
dozuments, rusords. pathological spesimers, or diagnestic spacimans, il these soures arz pob cly
wzilabile wr if e infermabon i@ recorded by the invealigator n auch a manner thal 2abkecly cannot
bz iden blwed, cirectly o through identfiers Inked o the subjests.

Your research roosl 28 conducted acoording to the proposal thal was submilted o the IRB. N uiuryges Lo
Lhe approved protocel occar, a ravised protecol must be reviewed end approved by e |RB oefores
Imnplemettalon. Forany propofed changas in your ressarch prolosol, plaase submil o Hequest tor
Medificetion Form o the GPS RB. Because your study falls under exemplion, theme s no reguiremend
Tur zonbnuing RE roview of yous prejecl. Poaso bo awaro ral changos lo your prefocul reay presonltho
resgarch irern qualitving for exemption from 45 CFR 46101 end require submission of 2 new [RB
applicabon or elher naterals tothe G225 IRB.

Aogual ol the IRB s 2 orevenl negalive eocarmdrces guting aoy ressarch stody, However, despile ow
bizsh N 1%, UnRareseen CrUImshNGES U NS My 8750 Uuning LR ressutch 1T an ungxpesled siiuation
uradverse wvenl huopens during your investioubon, please nobly the GPS 1RE as soon oy possible, W
wil ack far g cersploo explanatizn ol he vsont and vour recpence. Slher actions zlee roay Bo reguired
depending on lhe naturg of the gveni. Dotails regarding Lhe Lmetreme in which adversy eeenls st be
reporied Lo Lhe SGPS TRE and lw aporeprgdz form So be wsod loreport Bes information can b Teand ir $ha
FPreopurdric Universty Pridechion of Hamae Farlicieaeds n Besearch: Poicios and Focedures Mo
(e ko "odivy melenal” 2l pulp Seeeseesy peppe rdine, guticbg radusates.

Flezsy refur lo Lhe grolocel numioes dencled aboee o all Torlhe commueniczlon o cormesponderce re aied

Ty b =g peewssd SBhianlad o hzen zadrditicnzl qoeshane, please conlzel e 7o hehzlF oot The $S5P2 175 ]
wishn wou suuess i es scholudy perseil,

100 Camer Drisz, Los Angdes. Cavfomia $0045 = 29 0-LEB-GELO



Simuzreiy,

Pepperdime iversily
Graduate Schoul of Educzlivn and Psychology

BA00 ek or

Dr. Daved Foy
Ris. Sheryl Suonders
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Appendix D

Data Use Agreement

DATA TRANSFER AGREEMENT

AGREEMENT FOR EXCHANGE BETWEEN VETERANS HEALTH ADMINISTRATION
(VHA), VA PALO ALTO HEALTH CARE SYSTEM AND PEPPERDINE UNIVERSITY

Purpose:
This Agreement establishes the terms and conditions under which the VA PALO ALTO

HEALTH CARE SYSTEM will provide, and DR. DAVID FOY AND HIS RESEARCH TEAM
AT THE PEPPERDINE UNIVERSITY will collaborate on data analysis and publication. The
following research information will be shared with Dr. Foy and his team for 360 days:

1) De-identified PTSD clinical data and mortality data on participants in the PTSD
Residential Treatment program betwecen the years 1990-2000. These data includc
patients' symptoms and functioning, demographics, and mortality status. It includes no
PHI.

2) These data will be used for student dissertations (Kerri Schutz, Carrie Kelly, Anna
Leshner) and possibly to collaborate on analysis and publication of VA research for 360
days. The study has IRB and R&D approval at the Palo Alto and is pending IRB approval
at the Pepperdine site.

Any other uses will be subject to prior approval by the VA PALO ALTO HEALTH CARE
SYSTEM Director, Dr. Elizabeth Freeman.

TERMS OF THE AGREEMENT:

1. This Agreement is by and between the Dr. David Foy of the Pepperdine University and the
VA Palo Alto Health Care System, a component of the U.S. Department of Veterans Affairs.

2. This data transfer agreement covers the transfer and use of data by Dr. Foy and his research
team and Dr. Craig Rosen and his team, for the project specified in this agreement. This
Agreement supersedes any and all previous data.

3. The terms of this Agreement can be changed only by a written modification of the agreement
by the agency signatories (or their designated representatives) to this Agreement or by the parties
adopting a new agreement in place of this Agreement.

4. The VA PALO ALTO HEALTH CARE SYSTEM retains all ownership rights to the data
file(s) and VHA retains all ownership rights to the VHA data file(s) provided to Dr. Foy under
this Agreement.

5. Dr. David Foy and the Pepperdine University will be designed as custodians of the VA data
for the VA PALO ALTO HEALTH CARE SYSTEM and will be responsible for complying with
all conditions of use and for establishment and maintenance of security arrangements as
specified in this Agreement to prevent unauthorized use and disclosure of the Owner's data
provided under this agreement
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The User agrees to notify the Owner within fifteen (15) days of any change of custodianship.
Technical Representative for VA PALO ALTO HEALTH CARE SYSTEM

Craig Rosen, Ph.D. 650-493-5000 x22812

Custodian for PEPPERDINE UNIVERSITY
David Foy, Ph.D. (818)-501-1611

6. The following named individuals are designated as their agencies’ Points of Contact for
performance of the terms of the Agreement.

Point-of-contact on behalf of VA PALO ALTO HEALTH CARE SYSTEM
Craig Rosen, Ph.D. 650-493-5000 x22812

Point-of-contact on behalf of PEPPERDINE UNIVERSITY
David Foy, Ph.D. (818)-501-1611

7. Except as VHA shall authorize in writing, the User shall not disclose, release, reveal, show,
sell, rent, lease, loan, or otherwise grant access to the VHA data covered by this Agreement to
any person beyond Dr. Foy's study team. The User agrees that, access to the data covered by this
Agreement shall be limited to the minimum number of individuals who need the access to
Owner's data to perform this Agreement.

8. The parties mutually agree that any derivative data or file(s) that is created from the original
data may be retained by the User until the project specified in this DTA has been completed. The
use of the data will be for the time period covered by the study entitled " Mortality Among
Treatment-Seeking Veterans and Community Controls (SQL 81002) " for 360 days after the
signing of this agreement. At the end of this period, Dr. Foy will return all data files used for
analyses to Dr. Rosen at VHA. Dr. ROSEN may retain these de-identified files until the study is
completed and the VA R&D protocol closed.

9. The Agreement may be terminated by either party at any time for any reason upon 30 days
written notice. Upon such notice, the Owner will notify the User to destroy or return such data at
Users expense using the same procedures stated in the above paragraph of this section.

10. The User will provide appropriate administrative, technical, and physical safeguards to
ensure the confidentiality and security of the Owner's data and to prevent unauthorized use or
access to it. VA sensitive information must not be transmitted by remote access unless VA-
approved protection mechanisms are used. All encryption modules used to protect VA data must
be validated by NIST to meet the currently applicable version of Federal Information Processing
Standards (FIPS) 140 (Sce http://csrc.nist.gov/crvptvalll40-1/1401val.htm for a complete list
of validated cryptographic modules). Only approved encryption solutions using validated
modules may be used when protecting data during transmission. Additional security controls are
required to guard VA sensitive information stored on computers used outside VA facilities. All
VA data must be stored in an encrypted partition on the hard drive and must be encrypted with
FIPS 140 validated software. The application must be capable of key recovery and a copy of the
encryption key(s) must be stored in multiple secure locations. Further, the User agrees that the
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data must not be physically moved or transmitted in any way from the site indicated in item
number 5 without first being encrypted and obtaining prior written approval from the data owner.

a. If the data user becomes aware of the theft, loss or compromise of any device used to
transport, access or store VA information, or of the theft, loss or compromise of any VA data,
Dr. Foy must immediately report the incident within one hour to inform Perry Ungson,
Information Security Officer (650-493-5000 x 69909) and Dr. Elizabeth Freeman, Director (650-
858-3939), VA PALO ALTO HEALTH CARE SYSTEM. The ISO will promptly determine
whether the incident warrants escalation, and comply with the escalation requirements for
responding to security incidents.

11. The authorized representatives of VHA and the Inspector General will be granted access to
premises where the data are kept by the User for the purpose of confirming that the User is in
compliance with the security requirements.

12. No findings, listing, or information derived from the data with or without identifiers, may be
released if such findings. listing, or information contain any combination of data elements that
might allow the deduction of a veteran without first obtaining written authorization trom the
appropriate System Manager or the person designated in item number 18 of this Agreement.
Examples of such data elements include but are not limited to social security number, geographic
indicator, age, sex, diagnosis, procedure, admission/discharge date(s), or date of death. The
Owner shall be the solc judge as to whether any finding, listing, information, or any combination
of data extracted or derived from its files provided under this Agreement identifies or WOULD,
with reasonable effort, permit one to identify an individual or to deduce the identity of an
individual. The Owners’ review of the findings is for the sole purpose of assuring that data
confidentiality is maintained and that individuals cannot be identified from the findings. The
Owner agrees to make this determination about approval and to notify the User within two weeks
after receipt of findings. The Owner may withhold approval for publication only if it determines
that the format in which data are presented may result in identification of individual.

13. The User may not reuse the Owner's original or work file(s) for any other purpose.

14. In the event that the Owner determines or has a reasonable cause to believe that the User
disclosed or may have used or disclosed any part of the data other than as authorized by this
Agreement or other written authorization from the appropriate System Manager or the person
designated in item number 18 of this Agreement, the Owner in its sole discretion may require the
User to: (a) promptly investigate and report to the Owner the User's determinations regarding
any alleged or actual unauthorized use or disclosure. (b) promptly resolve any problems
identified by the investigation; (c) If requested by the Owner, submit a formal response to an
allegation 4 unauthorized disclosure; and (d) if requested return the Owner's data files to the
Owner. If the Owner reasonably determines or believes that unauthorized disclosure of the
Owner's data in the: possession of User have taken, the Owner may refuse to release further data
to the User for a period of time to be determined by the Owner, or may terminate this
Agreement.



15. The User hereby acknowledges that criminal penalties under §1108(a) d the Social Security
Act (42 US.C. §1306(a), including a fine not exceeding $10,000 or imprisonment not exceeding
5 years or both. May apply to disclosures of information that are covered by §1106 and that are
not authorized by regulation or by Federal law. The User further acknowledges that criminal
penalties under the Privacy Act (S U.S.C. §552a(i)(1) may apply if it is determined that the User,
or any individual employed or affiliated therewith knowingly and willfully discloses Owner's
data. Any person found guilty under the Privacy Act shall be guilty of a misdemeanor and fined
not more than $5,000. Finally, the user acknowledges that criminal penalties may be imposed
under 18 U.S.C. §641 if it is determined that the User, or any individual employed or affiliated
with therewith, has taken or converted to his own use data file(s), or received the file(s) knowing
that they were stolen or converted.

16. All questions of interpretation or compliance with the terms of this Agreement should be
referred to the VHA official name in Item 18 (or his or her successor).

17. Authority for VHA to share this data for the purpose indicated is under the HIPAA Privacy
Rule, Is 45 CFR 164.512(k)(6)(ii), under the Privacy Act is routine Use 30 In VA system d
records, 121VA19, entitled National Patient Databases--VA and under 38 USC 5701(b)(3) and

(e).

18. On behalf of both parties the individuals hereby attest that he or she is authorized to enter
into this Agreement and agrees 1o all the terms specified herein.

) / ™ / e y
c.,/7 /‘ ?/ /8 6/¢ ; 9 // A .;7/ /{7
Transferfing Responsible Official  Date User Respensible Official Date
Organization Transferring Data Organization Receiving Data

Concur / Non-Concur:

/! o1[012a/d°
ransferring Agéncy [SO Name Date
Organization
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Appendix E

Measures

Demographic Backdround

AdmitlD Admin Enter Today's Dale

. Never Marrizg

(W

[ 7. Other

4. For FTSD {Pre-1980; PTSD often diagncsed as Fsychoreurosis) . .. ... ... ... . ..... [dNo
5 For Psychiatric, otherthan ?TSC ... ... ... ... e ... OnNo
6 Far Madical, non-Psychiatric

7-8. Percent service connection: (Leave blank if not service connected)

3. vetzran's iiving situation for mosi of ihe iast 4 monihs? {(Check onej
1 a house or apartmeant O
T} a rooming house 0
] & halfway house, group home or domicilary O
] a hospital or otner inpat ent treatmant unit

V. EMPLOYMENT / INCOME ! EDUCATIONAL STATUS
10. What was the highes: lave tne veteran completec in school?

{e.g.. comoletad high schaol - 12; GED = "2, BA - B). . ... ... ... D]
17. Please estimate your family's inceme/social status while you were growing up:
[ ery Poor [ Lower Middle [ Middle Class [ Upper Middle _ Upper Class (wealthy)
12. What was your fofa household inccme last vear?
O < 570K O 310K-3520K O $20K-$30K O $30K-340K O $40<-3550K O > 550K+
13.Ar2 you currently seeking some form of monetary compensafion? . . ... ... .. . . ... . .cieeeeeoo. OMo O vYes

14 Is the veteran working now? (Check one)
0o No [ 1. Part-time [0 2 Full-tme
15. Approximately how many jobs have you held since you left the military? {Check one)
[ Nore [11-5 612 [J13-50 [1 50 or more

Il. MILITARY / TRAUMA EXPCSURE
12. Pericd of service (Check all that apply)

O 1. Pre-Ww 11 [ 4. Korean War [ 7. Post-Vietnam War
[0 2 Warld War Il [ 5. Belween Korea/Vietnam [ 8. Persian Gulf War
[] 3. Pre-Kcrean \War [] 5. vietnam War
124 Since September 11, 2001 (9/11) did the vetzran serve in the United States military in:
Afghanistan . o OnNe Ovyes
lrag. ... ... ...... e ONe Oves
125. Did the veteran ever serve in the Unted States miltary in a peace-keeping operation
(such as in Lebanon, Somalia, Bosnia, Kosovo)? ONo  Oves
40006
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H Demographic Background

13. Branch of service (Check all that apply)
1. Army [ 4. Marines
0 2. Navy [ 5. Coast Guard
[ 3. Air Force
14. Did the veteran ever serve in a war zone?. .. .. .. e e R e ONe [ves

15. Did the veteran ever receive friendly or incoming fire from small arms, artillery,
rockets, mortars or bombs?. . ... ... ... e e e P ... [ONe [Oves

16. Was the veteran ever a Prisonerof War?_ . ... .. ONo [Oves

17. Did the veteran ever observe others or participate him/herself in atrocities, such as
torturing prisoners, mutilating enemy bodies, or harming civilians? If veteran both
observed and participated, select"Participated.” (Check one)

J0 No [J 2 Participated

[ 1. Observed others O N. Don't know
18. Were you exposed to a blast(s) while you were deployed?. . ... .. .. e e ..... [ONo [1VYes
19. Did you have any injury{ies) during your deployment from any of the following? (Check all that apply)

[ Fragment

[J Bullet

[ Vehicular (any type of vehicle, including airplane)

O Fall

[ Blast (Improvised explosive device, RPG, Land mine, Grenade, etc)
[ Other Specity

VI. FAMILY BACKGROUND

20. What state were you born in? [I:' 21. What state did you grow up in? [D

22. How many children were in your family growing up? (include yourself)

22, What was your Birth Order: (i.e. If you were the 5th of & children - enter a 5) |:|:|

24, Were you adopted or raised in foster care?. . ... ... .. B B e P [INo []Yes
25: Did your parents get divorced before youwere 187 .. ................... i [ONo [JYes
26: Was anyone in your family hospitalized for emotional or psychlatnc reasons ?............... e ONo [OYes
27. Did anyone in your family attempt suicide?. . .. .. e e e e [CINo [ Yes
28: Did anyone in your family complete suicide?. . ... ........ A B A . CNo [ Yes
29: Did either of your parents abuse drugs/alcohol. ....... .. e e e [INo [ Yes
30:Please rate your childhood happiness on the scale below:
[ Never Happy [ Rarely Happy [ Sometimes Happy [ Very Happy [ Extremely Happy
31.Please rate your adolescent happiness on the scale below: . _ .
[0 Never Happy [ Rarely Happy [ Sometimes Happy [ Very Happy [ Extremely Happy
32. During the past 30 days, how many times did you get together with one or more friends or relatives?
32a. Friends/relatives visited at your home. .. .. .. .. B B S I:I:l times
32b. Got together with friends/relatives outside your home. .. .. _ . D:’ times
33. About how many close friends do you have, people you feel at ease with and can talk to I:I:' _
about personal problems? (Write innumber). . .. ... friends
34. In the past 30 days, how many days have you had serious conflicts with your family (such as I:I:'
with your spouse/sexual partner, mother, brother, sister, or other family member)?. ... ... .. days
35. How troubled or bothered have you been in the past 30 days by family problems?
[J Not at all [ slightly [J Moderately [ Considerably [J Extremely
40006
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B BeckD ]

AdmitlD Location Admin Date

01 / /

INSTRUCTIONS: The following pages contain groups of statements. Please read each group of statements carefully.
Then pick out the one statement in each group which best describes the way you have been feeling in the PAST
WEEK, INCLUDING TODAY! Fill in the box next to the statement you have picked. Be sure to read all the
statements in each group before making your choice.

1. 0 I do not feel sad
[ I feel sad
[ Iam sad all of the time and | can't snap out of it
O I am so sad or unhappy that | can't stand it

2. [ lam not particularly discouraged about the future.
[ | feel discouraged about the future.
[ I feel | have nothing to look forward to.
[ | feel that the future is hopeless and that things can't improve.

w

[J I do not feel like a failure.

O I feel | have failed more than the average person.

[ As | look back on my life, all | can see is a lot of failures
O I feel | am a complete failure as a person.

4. [ | get as much satisfaction out of things as | used to.
O | don't enjoy things the way | used to.
O I don't get real satisfaction out of anything anymore
O I am dissatisfied or bored with everything.

w

. [ I don't feel particularly guilty
[ | feel guilty a good part of the time.
[ | feel quite guilty most of the time.
[ 1 feel guilty all of the time.

6

[m0

[J 1 don't feel | am punished.
O I feel | may be punished.
O | expect to be punished.
11 feel | am punished

7. O I don't feel disappointed in myself.
O lam disappointed in myself.
O I am disgusted with myself.
[ I hate myself.

8. O | don't feel | am any worse than anybody else.
[ 1 am critical of myself for my weaknesses or mistakes.
[ I blame myself all the time for my faults.
[ I blame myself for everything bad that happens

9. O I don't have any thoughts of killing myself.
[J I have thoughts of killing myself, but | would not carry them out
[ 1 would like to kill myself.
[ I would kill myself if | had the chance.

10. O | don't cry any more than usual.
1 cry more now than | used to.
11 cry all the time now.
O I used to be able to cry, but now | can't cry even though | want to 53087
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AdmitlD Location Admin Date

32.When | was bad, my parent(s) used 1o lock me in a closet.

435, | required medical attention [at least once) for injuries caused oy my
parents.

48, My parent(s} ased to punch me when they golangry with me.

08, | was severely beaten by my narentis’.

88, My parentis} used 1o bit me with something other than their hands
when 1 did something wrong.

79, My parent(s} used to spank me.

104, My parent(s} used to kick me when they golangry with me.

107, When my panrents) were angry, they sometimes grabbed me by the
throat and stared to choke me.

123, Whnen | did something wrong, my parent{s) sometimes ied me uo.

35, | never received any King of injury from the discipling used by my
parentis).

O True

O True

O True

O True

O True

O True

O True

O True

O True

O True
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O False
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