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Abstract 
 

BACKGROUND:  Posttraumatic Stress Disorder (PTSD) is a trauma- and stressor-related 

disorder which may develop after an individual has been exposed to a traumatic event. One cause 

of PTSD is military sexual trauma (MST), which refers to sexual assault or harassment that a 

veteran experienced during his or her military service. Evidence suggests that gender may play a 

role in the symptomatologic expression of PTSD, with men being more likely to evidence 

externalizing behaviors of posttraumatic distress (e.g., substance use and state-anger) and women 

more likely to display internalizing symptoms (e.g., feelings of emotional numbing, withdrawal, 

and depression). The goal of the current study is to understand if discernable differences between 

men and women regarding expression of PTSD symptomatology exist, which may affect 

traditional treatments for MST-related PTSD. 

SUBJECTS:  129 participants (114 female and 15 male) were enrolled in the larger study, a 

randomized controlled trial (RCT) comparing two treatments for PTSD. The current study 

utilized data from 15 men and 15 women matched on age, military branch, and number of tours 

from the larger RCT.  

METHOD:  This study utilized data from the initial RCT with all data collection and analyses 

taking place at the Dallas VAMC. Participants were given questionnaires to assess demographic 

variables (Demographic Questionnaire), PTSD symptom severity (Clinician Administered PTSD 

Scale; CAPS), depression (Quick Inventory of Depressive Symptomatology; QIDS), previous 

and current substance use (Structured Clinical Interview for DSM-IV Axis I Disorder; SCID-I), 

and state-anger (State-Trait Anger Expression Inventory-2; STAXI-2). It was Hypothesized that 

females with MST-related PTSD would report more internalizing symptoms of PTSD (e.g., 

depression, emotional numbing, and withdrawal) compared to males with MST-related PTSD. 
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Conversely, it was hypothesized that males with MST-related PTSD would report greater 

externalizing symptoms of PTSD (e.g., substance use and state-anger) than females with MST-

related PTSD. 

RESULTS:  No significant differences were found for either hypotheses. 

DISCUSSION:  Despite no significant gender differences regarding posttraumatic distress 

between males and females found, the results are important because they suggest that other 

factors, such as trauma type, may be more influential in shaping posttraumatic symptom 

expression as opposed to gender. 

Keywords:  Posttraumatic Stress Disorder (PTSD), Military Sexual Trauma (MST), 
gender, posttraumatic symptom expression. 
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CHAPTER ONE 
 

Introduction 
 

Brief Overview of the Topic 

Posttraumatic Stress Disorder (PTSD) is a trauma- and stressor-related disorder which 

may develop after an individual has been exposed to a traumatic event. The symptoms of PTSD 

are characterized by recurrent and involuntary intrusive memories, avoidance of stimuli 

associated with the traumatic event, negative alterations in cognitions and mood, and 

hyperarousal and reactivity (DSM-5; American Psychiatric Association, 2013). In addition to the 

characteristic psychological symptoms, individuals with this disorder may further experience 

impairments in their working memory, attention, and executive functioning. These psychological 

and cognitive deficits have been associated with impaired occupational and interpersonal 

functioning as well as a lower quality of life compared to those without PTSD (Geuze et al., 

2009; Schnurr, Lunney, Bovin, & Marx, 2009). 

One possible cause of PTSD is military sexual trauma (MST). MST is defined by Federal 

law (Title 38 U.S. Code 1720D) as “psychological trauma, which in the judgment of a mental 

health professional, resulted from the physical assault of a sexual nature, battery of a sexual 

nature, or sexual harassment which occurred while the veteran was serving on active duty, active 

duty for training, or inactive duty training.” Research suggests that MST affects approximately 

33% of military women and 1.1% of servicemen (Sadler, Mooth, Cook & Doebbeling, 2003; 

Department of Defense, 2009a-2010). However, reported rates of MST vary across the literature, 

with prevalence rates for males estimated to be higher than reported incidents (Hoyt, 

Klosterman-Rielage, & Williams, 2011). 
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Evidence suggests that gender may play a role in symptom expression and treatment 

outcome in MST (Obrien, Gaher, Pope, & Smily, 2008). For example, men may be more likely 

to experience sexual difficulties and treatment-resistant PTSD whereas women tend to exhibit 

more somatic complaints (e.g., headaches, gastro-intestinal pain, etc.; Obrien, Gaher, Pope, & 

Smily, 2008). Additionally, research suggests that there may be systematic gender differences in 

the expression of PTSD symptomatology. For example, Tolin and Foa (2006) hypothesized that 

women are more likely to develop internalized symptoms of pathology following a traumatic 

event, while men may display externalized expressions of distress. However, empirical studies 

have found mixed results in support of this hypothesis (Zlotnick, Zimmerman, Wolfsdort, & 

Mattia, 2001; Pters, Issakidis, Slade, & Andrews, 2006; Green, 2003; Chung & Bresulau, 2008).  

To date, there has been little research examining gender differences for veterans with 

MST-related PTSD. The goal of the current study is to understand if there are differences 

between men and women regarding expression of PTSD symptomatology. If discernable 

symptomatologic differences are found between men and women with a history of MST, 

clinicians may need to tailor traditional treatments to be more appropriate for their patient 

population.  
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CHAPTER TWO 
 

Review of the Literature 
 

Posttraumatic Stress Disorder 

 In 2013, the American Psychiatric Association released its latest edition of the Diagnostic 

and Statistics Manual of Mental Disorders; the DSM-5 (5th ed.; DSM-5; American Psychiatric 

Association [APA], 2013). Revisions in the DSM-5 include removing PTSD from its previous 

chapter and classification as an anxiety disorder and re-locating it within a newly created 

chapter: Trauma- and Stress-related Disorders. Diagnostic criteria for PTSD were also revised. 

Diagnosis of PTSD requires exposure to a traumatic event which meets specific stipulations and 

symptoms from each of the four symptom clusters: intrusion, avoidance, negative alterations in 

cognitions and mood, and alterations in arousal and reactivity. The sixth and seventh criterion 

include duration of symptoms and the assessment of functioning; the eighth criterion clarifies 

symptoms as not attributable to a substance or co-occurring medical condition. Because this 

study utilized data collected under the Diagnostic and Statistical Manual of Mental Disorders, 

Fourth Edition Text Revised (4th ed., text rev.; DSM-IV-TR; APA, 2000), the DSM-IV-TR will 

be used as the primary conceptualization of psychopathology. 

According to the DSM-IV-TR (APA, 2000), PTSD is an anxiety disorder which may 

develop after exposure to a traumatic event involving actual or potential death, injury, or threat 

to physical integrity, and in which the individual responds with strong feelings of fear, 

helplessness, or horror (DSM-IV-TR, 2000). This disorder is characterized by symptoms that 

include re-experiencing the traumatic event, avoidance, emotional numbing, and hyperarousal 

lasting at least one month and causes clinically significant distress. 
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 PTSD was first introduced in the Diagnostic and Statistical Manual of Mental Disorders, 

Third Edition (3rd ed.; DSM-III; APA, 1980), and was believed to be a rare disorder precipitated 

by “a recognizable stressor that would evoke significant symptoms of distress in almost 

everyone.” Prior to its revision in 1987, the DSM-III classified such stressors as atypical, and 

“outside the range of usual human experience” (APA, 1987). Later epidemiological research 

findings contradicted the Diagnostic and Statistical Manual of Mental Disorders, Third Edition 

Revised (3rd ed., rev.; DSM-III-R; APA, 1987) definition of a traumatic event through evidence 

suggesting a high prevalence of traumatic exposure in the general population (Kessler, Sonnega, 

Bromet, Hughes, & Nelson, 1995). In 1994, the DSM-IV task-force altered the diagnostic 

criterion for a traumatic event to include events which involved “actual or threatened death, or 

serious injury, or a threat to the physical integrity of self or others” (APA, 1994). A subjective 

component was further included in this revised criteria, stating that the person’s response to the 

event involved fear, helplessness, or horror (APA, 1994). However, this subjective component 

was later removed in the newest DSM edition (APA, 2013). 

 Diagnostic criteria for PTSD include the onset of persistent re-experiencing of the 

traumatic event, avoidance, and symptoms of hyperarousal following the trauma (APA, 2000). 

These symptoms have the ability to cause intense distress and may significantly interfere with an 

individual’s ability to function in daily life. According to the DSM-IV-TR (APA, 2000), a 

diagnosis of PTSD is met by the following criteria: 

A. The person has been exposed to a traumatic event in which both of the following were 

present: 
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(1) the person experienced, witnessed, or was confronted with an event or events 

that involved actual or threatened death or serious injury, or a threat to the 

physical integrity of self or others. 

(2) the person’s response involved intense fear, helplessness, or horror. 

B. The traumatic event is persistently re-experienced in one (or more) of the following 

ways: 

(1) recurrent and intrusive distressing recollections of the event, including images, 

thoughts, or perceptions. 

 (2) recurrent distressing dreams of the event. 

(3) acting or feeling as if the traumatic event were recurring (includes a sense of 

reliving the experience, illusions, hallucinations, and dissociative flashback 

episodes, including those that occur on awakening or when intoxicated). 

(4) intense psychological distress at exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event. 

(5) physiological reactivity on exposure to internal or external cues that symbolize 

or resemble an aspect of the traumatic event. 

C. Persistent avoidance of stimuli associated with the trauma and numbing of general 

responsiveness (not present before the trauma), as indicated by three (or more) of the 

following: 

(1) efforts to avoid thoughts, feelings, or conversations associated with the 

trauma. 

(2) efforts to avoid activities, places, or people that arouse recollections of the 

trauma. 
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 (3) inability to recall an important aspect of the trauma. 

 (4) markedly diminished interest or participation in significant activities. 

 (5) feeling of detachment or estrangement from others. 

 (6) restricted range of affect (e.g., unable to have loving feelings). 

(7) sense of foreshortened future (e.g., does not expect to have a career, marriage, 

children, or a normal life span). 

D. Persistent symptoms of increased arousal (not present before the trauma), as indicated 

by two (or more) of the following: 

 (1) difficulty falling or staying asleep. 

 (2) irritability or outbursts of anger. 

 (3) difficulty concentrating. 

 (4) hypervigilance. 

 (5) exaggerated startle response. 

E. Duration of the disturbance (symptoms in B, C, and D) is more than 1 month 

F. The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning (p. 265-266). 

 PTSD is unique among psychiatric diagnoses in that it requires exposure to a qualifying 

traumatic stressor (North, Surís, Davis, & Smith, 2009). Symptoms must be temporally and 

contextually related to the trauma (North et al., 2009). An individual who displays the symptoms 

of PTSD without a traumatic stressor does not have PTSD. Many symptoms of PTSD are similar 

to those found in other psychiatric disorders, such as major depressive disorder or generalized 

anxiety disorder. It is the temporal and contextual linkage of symptoms to a trauma exposure that 

makes them a distinct disorder as defined by the DSM-IV-TR (Breslau, Chase, & Anthony, 
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2002). It should be noted that although PTSD symptoms must be linked to a qualifying traumatic 

event, the causal relationship between the traumatic event and the development of symptoms is 

complex due to different sets of risk factors for exposure and symptom development (Breslau, 

2002; North et al., 2009). North et al. (2009) warned that “a definition automatically assigning 

causality of the ensuing syndrome to the preceding traumatic event fails to allow alternate causal 

possibilities, oversimplifies relationships, and obscures the importance of scientific inquiry into 

causality” (p. 36). 

Prevalence 

The likelihood of developing PTSD varies among different occupational and cultural 

groups. For example, rates of PTSD are higher among veterans and others whose occupation 

increases their risk of traumatic exposure (APA, 2013). The highest rates of PTSD are found 

among survivors of rape, military combat and captivity, and ethnically or politically motivated 

internment and genocide (APA, 2013). 

Military: Prevalence of PTSD 

Within a sample of 3,016 American veterans who served in the military during the 

Vietnam War, the National Vietnam Veterans Readjustment Study (NVVRS) estimated the 

lifetime prevalence of PTSD to be 30.9% in men and 26.9% in women. Additionally, Kang et al. 

(2003) compared PTSD rates and associated stress level (e.g., traumatic events) within a sample 

of 15,000 Gulf War veterans. Kang et al. (2003) found that rates of PTSD monotonically 

increased across six stressor-intensities, with PTSD prevalence at 3.3% in the least-stressful 

environments and 22.6% in the most stressful. In 2012, Kok, Herrell, Thomas, and Hoge 

examined prevalence rates of PTSD within veterans deployed to Iraq or Afghanistan using the 

DSM-IV (2000) criteria. In their sample, they found that roughly 3% of military personnel met 
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criteria for a PTSD diagnosis pre-deployment. This estimate increased post-deployment, with a 

weighted prevalence of 5.5% of PTSD in the overall population (both infantry and non-infantry 

personnel), and a dramatic 13.2% prevalence within operational infantry units (Kok et al., 2012). 

Additionally, the National Center for PTSD (NCPTSD) estimates that about 11-20% of Veterans 

who served in Operation Iraqi Freedom (OIF) and Enduring Freedom (OEF) will develop PTSD 

in a given year (NCPTSD, 2013).  

Course 

 PTSD can occur at any age, beginning after the first year of life. Symptoms typically 

develop soon after the traumatic event, within three months after the trauma. However, there 

may be a delay of symptom onset for months or even years before diagnostic criteria are met 

(APA, 2013). Approximately 82% of individuals with PTSD experience symptoms for at least 

three months (Breslau, 2001), and an estimated 74% continue to experience PTSD symptoms for 

six months or longer (Breslau, 2001). According to Breslau (2001), PTSD symptoms sharply 

decline for up to an estimated 12 months after a traumatic event. From data collected at a large 

community survey of the Detroit area, Breslau et al. (1998) found that the median time needed 

for remission of PTSD symptoms is approximately 24.9 months. Despite evidence of a remission 

period, many diagnosed with PTSD continue to live with symptoms for several years, with some 

researchers finding that symptom expression may persist for more than 10 years after the 

traumatic event (Kessler et al., 1995). Additionally, others may never fully experience symptom 

remission. Sutker and Allain (1996) have documented veterans from World War II and the 

Korean War who have met criteria for current PTSD 40 years or more after their traumatic event. 

Although generally PTSD symptoms have been found to remit over time, the course of PTSD is 

not stable and therefore difficult to predict. A number of studies have found PTSD symptoms to 
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increase over time (Orcutt, Erickson, & Wolfe, 2004), and PTSD symptoms have been known to 

become exacerbated by current stressors, especially if the stressor(s) resembles the original 

trauma (Shalev, 2000). Additionally, PTSD is generally associated with an impaired quality of 

life (Schnurr, Lunney, Bovin, & Marx, 2009). Individuals diagnosed with PTSD are significantly 

more likely to be unemployed, homelessness, and experience marital instability compared to 

those without the disorder (Kessler, 2000; Jordan et al., 1992). 

Military Sexual Trauma 

 The term military sexual trauma (MST) is a term used by the Department of Veterans 

Affairs (VA) and defined by Federal law (Title 38 U.S. Code 1720D) as “psychological trauma, 

which in the judgment of a mental health professional, resulted from the physical assault of a 

sexual nature, battery of a sexual nature, or sexual harassment, which occurred while the veteran 

was serving on active duty, active duty for training, or inactive duty training.” Additionally, 

“sexual harassment” refers to the “repeated, unsolicited verbal or physical contact of a sexual 

nature which is threatening in character” (Section 1720D). For the purposes of this study, “MST” 

includes attempted and completed sexual assaults only and will not include sexual harassment, as 

sexual harassment does not usually meet the PTSD symptom threshold for required exposure 

(criterion A).  

 In comparison to civilian sexual trauma, MST has several unique characteristics which 

differentiate it from the former because of unique circumstances surrounding military service 

(Surís & Lind, 2008). In MST, if the sexually assaulted individual is on active duty, it often 

means the sexual trauma occurred where the survivor lives and works. Because of military 

structure, the survivor often continues to remain in close proximity to the perpetrator, who may 

be another service member, supervisor, or higher ranking official. Furthermore, the assaulted 
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individual may rely on their perpetrator for additional services, security, evaluations, or 

promotions (Anderson & Surís, 2012; Surís & Lind, 2008). In civilian life, the close proximity 

and potential dependency a survivor may have with their perpetrator is less common. 

Additionally, a civilian may have the option of immediately quitting his or her job, whereas a 

service member cannot do so without legal consequences, as desertion is a crime. Evidence 

suggests that sexual traumatization in a military environment may have greater psychological 

consequences than sexual violence in civilians. For example, Kang, Dalager, Mahan, and Ishii 

(2005) found that the risk for PTSD was five times higher for those with MST than for those 

with civilian sexual trauma. Similarly, Yaeger, Himmelfarb, Cammack, and Mintz (2006) found 

that MST was associated with higher levels of PTSD than any other kind of trauma, including 

civilian and military traumatic stressors. Furthermore, research suggests that the level of violence 

or force seen in MST is greater than the violence typical of civilian sexual traumas (Schultz, 

Bell, Naugle, & Polusny, 2006). Because of the increased violence seen in MST, these survivors 

may evidence greater psychological distress than survivors of civilian sexual assault and 

therefore have higher rates of PTSD.  

Further complications related to MST include the strong unit cohesion typically present 

in the military, which may influence an individual in feeling that they cannot vocalize the assault 

without potentially being ostracized (Anderson & Surís, 2012). Often, survivors of MST report 

being threatened to remain quiet or face repercussions. This may lessen the likelihood of 

assaulted individuals seeking professional mental health services for fear that by voicing the 

assault or identifying the perpetrator, their military careers may be negatively impacted or their 

chances for deployment increase (Kimerling et al., 2010). 

 



20 
 

 

Military Sexual Trauma and Psychiatric Conditions 

 Research of the consequences in MST has consistently shown an association with the 

development of psychiatric disorders, physical health issues, and poorer quality of life (Surís & 

Smith, 2011). Kimerling, Gima, Smith, Street, and Frayne (2007) demonstrated that survivors of 

MST were two to three times more likely to have a psychiatric diagnosis – with PTSD having the 

strongest association with MST. Furthermore, Surís, Lind, Kashner, Borman, and Petty (2004) 

found that female veterans with a history of military sexual assault were nine times more likely 

to develop PTSD compared with women veterans with no history of sexual assault. Additional 

research has found MST to be strongly associated with depression, alcohol abuse, anxiety 

disorders, dissociative disorders, eating disorders, and personality disorders (Kimerling et al., 

2007). 

Military Sexual Trauma and Gender Differences 

 Due to the lack of MST events reported by men, very few studies involving male 

survivors of sexual trauma are currently available. However, the few MST studies which 

included male veterans have found gender differences in reported psychiatric symptoms. For 

example, Obrien, Gaher, Pope, and Smily (2008) found that men with MST were significantly 

more likely to describe symptoms of sexual difficulties than women with MST. Furthermore, the 

same study found that psychological symptoms appeared to be more persistent and treatment 

resistant in men with MST compared to women who similarly experienced a sexually traumatic 

event. However, no significant differences were found between men and women with MST and 

reported levels of anxiety, depression, dissociation, and sleep disturbance (Obrien, Gaher, Pope, 

and Smily, 2008). In their review, Surís and Smith (2011) hypothesized that men are 

significantly more disinclined to acknowledge a history of military sexual assault. One possible 
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explanation is that many males associate sexual assault with sexual gratification and sexual 

orientation, as opposed to power and/or dominance. Additionally, male survivors of MST may 

negatively experience changes to their self-perception, due to the rape myth that sexual trauma is 

an event which is seen primarily in women. These beliefs may lead to promiscuous behavior in 

men, as well as confusion about previously established sexual identity and orientation (Surís and 

Smith, 2011).  

 In their review of the literature, Surís and Lind (2008) found that female veterans with a 

history of MST report more physical symptoms, including headaches, chronic fatigue, pelvic 

pain, menstrual problems, and gastrointestinal symptoms compared to female veterans without 

MST. Other medical conditions such as liver disease and chronic pulmonary disease have 

demonstrated a moderate correlation with MST in both men and women (Kimerling et al., 2007), 

while obesity, weight loss, and hypothyroidism were all significantly associated with MST in 

women. Lastly, HIV and AIDS have been associated more often with men than with women with 

a history of MST (Kimerling et al., 2007). 

Military Sexual Trauma Prevalence 

 Reports estimate that one in three military women will experience sexual assault during 

their career, compared to one in six for civilian women (Sadler, Mooth, Cook, & Doebbeling, 

2003). To date, it is estimated that 79% of women serving in the military since the Vietnam War 

have reported instances of sexual harassment (Sadler et al., 2003). From 2008 to 2009, there was 

an 11% increase in sexual assaults reported in Iraq and Afghanistan, suggesting that sexually 

traumatic events are increasing in frequency (Department of Defense, 2009). Often, sexual 

assaults which occur in the military are not isolated events, and may involve multiple 

perpetrators. For example, 37% of women veterans reported being raped at least twice during 
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their service and 14% reported experiences of “gang rape,” or the rape of one person by a group 

of other people (Sadler et al., 2003). There is some evidence which suggests that female African 

Americans in the military are more likely to experience more severe forms of harassment 

compared to their white female counterparts, including unwanted sexual attention and sexual 

coercion (Buchana et al., 2008). 

 Reported rates of male MST vary across the literature. Studies from the Department of 

Defense (DoD) and the Department of Veteran Affairs (VA) estimate the prevalence of men’s 

MST from 0.02% to 12%, with a weighted average of 0.09% for 12-month incident and a 1.1% 

lifetime prevalence (Department of Defense, 2009a-2010). However, a significant discrepancy 

exists between reported rates of male MST as seen in formal investigations and in reported rates 

via anonymous surveys. Specifically, reported rates of male MST are higher when anonymity is 

provided and much lower when a survivor is required to provide identifying information (Hoyt, 

Klosterman-Rielage, & Williams, 2011). Additionally, despite MST being more common among 

female veterans, the National Center for PTSD (NCPTSD) estimates that over half of all veterans 

with a history of sexual trauma are men. Furthermore, the NCPTSD estimates that 23% of 

women who use VA health care clinics reported sexual assault while in the military, and an 

additional 55% of women and 38% of men have reported incidents of sexual harassment during 

their military career. 

Gender and Trauma  

 It is well-established that on average women are more likely to meet criteria for PTSD 

following a traumatic event than men (Breslau et al., 1998; Kessler, Sonnega, Bromet, Hughest, 

& Nelson, 1995). This finding exists despite the fact that males are more likely to experience a 

history of a traumatic event. Thus, women are more likely to meet criteria for PTSD despite 
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having a statistically lower likelihood of experiencing a traumatic stressor. One prominent 

hypothesis proposed by Tolin and Foa (2006) to explain this discrepancy suggests a systematic 

gender difference in posttraumatic symptom expression. For example, Tolin and Foa (2006) 

explain that women may be more likely to develop internalizing symptoms of pathology 

following a traumatic stressor, whereas men may be prone towards externalized expressions of 

distress. Subsequently, the stress reactions typically seen in women are not necessarily more 

pathological than those seen in men’s, but they are more likely to meet full diagnostic criteria for 

PTSD according to the DSM (King, Street, Gradus, Vogt, & Resick, 2013). 

 Studies using this general hypothesis have found mixed results: For example, Zlotnick, 

Zimmerman, Wolfsdorf, and Mattia (2001) found that women were more likely to report re-

experiencing a traumatic event (Criterion B) compared to men, and Breslau, Chilcoat, Kessler, 

Peterson, and Lucia (1999) found that the among survivors of assaultive violence, women were 

significantly more likely to display symptoms of avoidance and numbing (Criterion C). Another 

study which used a sample of trauma-exposed Australians found that women were more likely to 

report symptoms of re-experiencing the traumatic event (Criterion B), insomnia and exaggerated 

startle response (Criterion E), and avoidance of thoughts and feelings related to the traumatic 

event (Criterion C; Peters, Issakidis, Slade, & Andrews, 2006). 

 Other studies have not found these relationships between traumatic symptomology and 

gender. Green (2003) compared symptom profiles of males and females enrolled in a PTSD-

specialty clinic and only found that men were more likely to report irritability. Similarly, Chung 

and Breslau (2008) found that only trauma type, as opposed to gender, was associated with 

differences in PTSD symptom expression. For example, they found that items measuring PTSD 

criterion symptoms appeared to be equal in males and females. Specifically, Chung and Breslau 
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(2008) postulated that their finding that proportionately more female than male survivors of 

assaultive violence experienced posttraumatic disturbance was likely to reflect a fundamental 

difference with the trauma as opposed to gender-related bias in reporting. Their results indicated 

that survivors of assaultive violence were more likely to report posttraumatic symptoms 

compared to survivors of non-assaultive violence, especially symptoms of emotional numbing 

and startle. This was similarly true in the case of pervasive PTSD, in which survivors of non-

assaultive trauma with pervasive PTSD reported fewer symptoms compared to survivors of 

assaultive violence with equally chronic PTSD (Chung & Breslau, 2008). Additionally, 

sociocultural influences make identifying differences in gender and PTSD symptomatology more 

challenging. For example, associated factors such as vocation appear to moderate the direction of 

PTSD symptom expression and gender. Studies comparing gender and PTSD within military and 

police populations found no significant gender differences in risk for PTSD (Brewin, Andrews, 

& Valentine, 2000; Pole et al., 2001). Similarly, Maguen, Luxton, Skipp and Madden (2012) 

found that in a sample of post-deployed OEF/OIF veterans, the effect of combat exposure on 

PTSD was no greater in woman than in their male counterparts.  

 Prior studies have examined the role of distinct personality profiles in relation to the 

onset of PTSD (Miller, Grief, & Smith, 2003; Miller Kaloupek, Dillon, & Keanse, 2004). In their 

study, Miller, Grief, and Smith (2003) found evidence of personality-based subtypes and later 

posttraumatic adjustment according to dimensions related to internalizing versus externalizing 

psychopathology. Specifically, Miller and colleagues (2003) analyzed data comparing gender 

differences and PTSD. For example, “externalizing” personality subtypes consisted of 

personality profiles defined by impulsivity coupled with high negative emotionality and 

aggression. The personality trait “negative emotionality,” also known as NEM, includes 
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individuals with a predisposition toward negative moods and emotion including anxiety, anger, 

and alienation. Impulsivity was similarly given the name “constraint (CON),” and involves the 

tendency to engage in risky behavior and endorse non-traditional values. “Internalizing” 

personality subtypes, on the other hand, included high negative emotionality with low positive 

emotionality. “Positive emotionality,” or PEM, refers to the capacity to experience positive 

emotions and a tendency towards active social involvement. In their study, Miller, Grief, and 

Smith (2003) found that externalizers had high rates of substance-related disorders, antisocial 

personality disorders, and incriminating legal histories prior to their military careers. This was in 

contrast to internalizers, who were found to have high rates of comorbid anxiety and major 

depressive disorders (Miller, Grief, & Smith, 2003; Miller Kaloupek, Dillon, & Keanse, 2004). 

According to their hypothesis, Miller and colleagues postulated that humans have pre-disposed 

personality traits which influence their likelihood of developing PTSD and PTSD-

symptomatology after a traumatic event. Specifically, individuals who internalize are more likely 

to develop comorbid anxiety and depressive disorders, whereas externalizers are more likely to 

engage in substance use and criminal behavior (Miller, Resick, & Keane, 2009; Resick & Miller, 

2009).  

 Utilizing aspects from Tellegen’s (1985) 3-factor model of personality, Miller (2003, 

2004) hypothesized that the primary temperamental risk factor for the onset of PTSD was NEM, 

whereas PEM and CON largely influenced post-traumatic behavioral expressions. In his studies, 

Miller (2003, 2004) found that individuals characterized with a high NEM and low PEM prior to 

a traumatic event were most vulnerable in developing internalizing forms of post-traumatic 

adjustment (i.e. with the addition of depressive and anxious symptoms, as well as social 

withdrawal). Conversely, those with high NEM combined with low CON prior to a traumatic 



26 
 

 

event were more likely to develop externalizing forms of posttraumatic adjustment, including 

impulsive, aggressive, and antisocial behaviors (e.g. substance abuse). Since Miller’s (2003, 

2004) research investigating personality traits and features and its role on posttraumatic 

adjustment, other studies have expanded Miller’s (2003, 2004) initial hypothesizes in relation to 

attachment theory, other non-traumatic disorders (e.g., depression and psychotic conditions), and 

the development of personality disorders (Hart, Burock, London, Atkins, & Bonilla-Santiago, 

2005; Miller & Resick, 2007; Kramer, Krueger, & Hicks, 2008). 

 One major limitation in Miller’s (2003, 2004) work is that in both studies, the samples 

were almost entirely composed of male combat veterans. In an attempt to generalize these 

findings, Miller and Resick (2007) analyzed archival data collected for a study of female rape 

survivors with chronic PTSD to examined whether similar personality subtypes would be found. 

Using a self-report inventory that measures trait dimensions and clinical profiles in the domain of 

personality disorders, Miller and Resick (2007) found that a substantial number of women with 

chronic PTSD exhibited many of the core personality traits and features observed in 

externalizing male combat veterans diagnosed with PTSD from previous research (Miller, Grief, 

& Smith, 2003; Miller Kaloupek, Dillon, & Keanse, 2004). In their study, “externalizers” scored 

high on items assessing disinhibition and negative temperament. These individuals were more 

impulsive and had greater disregard for others, as well as reported feelings of being easily upset, 

chronically nervous, and stressed (e.g., negative temperament). Externalizers similarly produced 

the highest scores within dysfunctional sexual behaviors (i.e., the inappropriate use of sex to 

accomplish nonsexual goals and self-destructive sexual behavior), self-mutilation, angry 

outbursts, and suicide threats. Additionally, externalizers were most likely to have a history of 

substance dependence (Miller & Resick, 2007). In contrast, internalizers were defined by low 
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scores on positive temperament and high scores on negative temperament. These individuals 

characterized themselves as unenthusiastic, uninspired, easily fatigued, and apathetic (i.e., low 

positive temperament). Like their externalizing counterparts, internalizers were similarly prone 

to frequent and significant negative emotions. Furthermore, internalizers scored the highest on 

measures assessing for schizoid and avoidant personality disorders, and showed the highest rates 

of comorbid major depression (Miller & Resick, 2007). 

 The purpose of the current study was to examine gender differences in the expression of 

internalizing and externalizing symptoms in Veterans diagnosed with MST-related PTSD.  

Hypotheses: 

Hypothesis 1A (H1A): Females with MST-related PTSD will exhibit greater feelings of 

emotional numbing and withdrawal compared to males with MST-related PTSD. 

Hypothesis 1B (H1B): Females with MST-related PTSD will exhibit more depressive symptoms 

than males with MST-related PTSD. 

Hypothesis 2A (H2A): Males with MST-related PTSD will evidence more substance abuse 

behaviors compared to females with MST-related PTSD. 

Hypothesis 2B (H2B): Males with MST-related PTSD will display more state-anger than females 

with MST-related PTSD. 
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CHAPTER THREE 
 

Method 
 

Study Design 

This study utilized data from a larger randomized controlled clinical trial comparing two 

different treatments for PTSD (Surís et al., 2013). All study procedures, treatment, data 

collection and analyses took place at the Dallas VA Medical Center.  

Participants. A total of 129 participants were enrolled in the initial RCT. Of these, 114 

were female and 15 were male. Approval by the Institutional Review Board (IRB) was acquired 

prior to recruitment. All potential participants were recruited though clinician referrals from 

trauma clinics, group therapy sessions, and IRB-approved advertisements. Participant eligibility 

was determined by conferring with the referring clinician and/or reviewing the veteran’s 

electronic medical records. If the veteran was eligible, a study coordinator initiated contact with 

the veteran to determine his or her interest in participating in the study. If interested, the study 

coordinator then outlined the purpose and structure of the study and the veteran’s permission was 

ascertained to ask screening questions or schedule an appointment for an initial screening. If the 

veteran met the study’s screening criteria and was interested in participating in the study, an 

informed consent appointment was scheduled.  

Inclusion criteria included: 

1. Veteran status with a current diagnosis of PTSD related to MST 

2. The MST event occurred ≥ 3 months prior to study entry 

3. MST was the veteran’s lifetime trauma associated with the most severe current 

distress 

4. The veteran had more than one clear memory of the trauma 
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5. Any psychiatric medication regime was stable ≥ 6 weeks 

Exclusion criteria included:  

1. Active substance dependence within the last 3 months  

2. Current psychotic symptoms 

3. Current unstable bipolar disorder 

4. Current prominent suicidal or homicidal intent 

5. Severe cognitive impairment 

6. Currently receiving other psychotherapy, specifically for PTSD 

7. Current involvement in a violent relationship 

Measures  

The larger study included a wide variety of outcome questionnaires.  For the current 

study, data was used from the Demographic Questionnaire, Clinician Administered PTSD Scale 

(CAPS), Quick Inventory of Depressive Symptomatology (QIDS), Structured Clinical Interview 

for DSM-IV Axis I Disorder (SCID-I), and State-Trait Anger Expression Inventory-2 (STAXI-

2). 

Demographic Questionnaire. During the baseline assessment, participant self-reported 

demographic information was collected using a demographic questionnaire. Information 

collected included: age, race, ethnicity, current residence, marital status, level of education, 

current occupation, employment status, service branch(s), number of tours, dates of active duty, 

length of combat exposure or involvement, service connection, and PTSD service connection 

status. 

Clinician Administered PTSD Scale. The Clinician Administered PTSD Scale for the 

DSM-IV (CAPS) was administered to participants at baseline to measure pre-treatment PTSD 



30 
 

 

symptom severity. Developed by Blake et al. (1995), the CAPS is a 20-item semi-structured 

clinical interview that corresponds with DSM-IV-TR PTSD criteria. It is used extensively in both 

clinical and research settings. The CAPS measures the frequency and intensity of the DSM-IV-

TR’s 17 symptoms of PTSD using a behaviorally anchored 5-point rating scale. Frequency 

ratings range from 0 (“never”) to 4 (“daily or almost daily) and intensity ratings from 0 (“none”) 

to 4 (“extreme”). The frequency and intensity scores are summated to generate a 9-point (0-8) 

symptom severity rating. Additionally, summing the severity scores for the 17 symptoms 

produces a continuous measure of overall PTSD symptom severity ranging from 0 to 136. When 

the CAPS is used diagnostically, the most commonly used scoring rule is the original F1/I2 rule, 

whereby a symptom is considered present when there is a frequency score of 1 or more and an 

intensity score of 2 or more. Diagnostic criteria for PTSD are met when an individual 

experienced a traumatic event (for the purposes of this study, MST) and responded to the event 

with either intense fear, helplessness, or horror (Criterion A), has at least one re-experiencing 

symptom (Criterion B), at least three avoidance and numbing symptoms (Criterion C), and at 

least two hyperarousal symptoms (Criterion D). In addition, the symptoms must be present for a 

minimum of one month (Criterion E) and result in significant distress or impairment in 

functioning in social, occupational, or other important areas of life (Criterion F). The presence of 

Criterion A is established by administering the Life Events Checklist to identify traumatic 

experiences and querying up to three experiences to determine that the trauma involved a life 

threat, serious injury, or threat to physical integrity, and the individual reacted with intense fear, 

helplessness, or horror. The CAPS has demonstrated a test-retest reliability ranging from .90 to 

.98 and internal consistency of .94 for all seventeen items (Blake et al., 1995). The CAPS total 

severity score was also found to be strongly correlated with other measures of PTSD, such as the 
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Mississippi Scale for Combat–Related PTSD (Keane, Caddell, & Taylor, 1988) and the PK scale 

of the MMPI-2 (Keane, Malloy, & Fairbank, 1984) (Blake et al., 1995; Weathers, Keane, & 

Davidson, 2001). 

Quick Inventory of Depressive Symptomatology. Developed by Rush et al. (2003), the 

Quick Inventory of Depressive Symptomatology (QIDS) is a 16-item self-report questionnaire 

designed to test the severity of depressive symptoms. The QIDS assesses all criterion symptom 

domains designated by the DSM-IV-TR to aid in screening for major depressive episodes. The 

QIDS covers the nine diagnostic symptom domains used in the DSM-IV to characterize a major 

depressive episode (MDD). These domains include: depressed or irritable mood, feelings of 

sadness or emptiness, decreased interest or pleasure in most activities, significant weight change, 

change in sleep, change in psychomotor activity, fatigue or loss of energy, guilt or worthlessness, 

diminished concentration, and suicidality. Items do not assess atypical, melancholic, or their 

commonly associated symptoms (Rush, 2003). The QIDS scores range from 0 to 27, with higher 

scores indicating greater symptom severity. The total score is obtained by summing the scores 

for each of the nine symptom domains of the DSM-IV MDD criteria. 16 items are used to rate 

the nine criterion domains of major depression, including: 4 items to rate sleep disturbance 

(insomnia plus hypersomnia); 2 items to rate psychomotor disturbance (agitation and 

retardation); 4 items to rate appetite/weight increase or decrease; and 1 items to rate the 

remaining 6 domains (depressed mood, apathy, decreased energy, worthlessness or guilt, 

concentration, and suicidal ideation). Each item is then rated on a scale from 0-3 (little/no 

endorsement of symptom severity to maximum endorsement of symptom severity). To score the 

QIDS, first identify the highest score from each of the nine MDD-symptom domains (i.e., 

identifying the highest score on any one of the four sleep items, identifying the highest score on 
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any of the four weight items, etc.) until there is one score for each of the nine domains. To 

calculate a final score, sum the scores collected from the 9 items to obtain a total score. A score 

of 0-5 equals no symptom severity; 6-10 correlates to mild symptom severity; 11-15 is moderate 

symptom severity; scores from 16-20 include severe symptom severity; and a score of 21-27 

equals a very severe symptom severity score. The QIDS has demonstrated good psychometric 

properties (Rush et al., 2003) including high internal consistency and high correlation with the 

Hamilton Rating Scale of Depression (Hamilton, 1960).  

SCID-I. In order to asses for Substance Use Disorders, the Structured Clinical Interview 

for DSM-IV Axis I Disorders (SCID-I) was used. The SCID-I was released by the American 

Psychiatric Press in 1985 and is a semi-structured interview used to evaluate the major DSM-IV 

Axis I disorders. It is administered by a trained mental health professional who is familiar with 

the DSM-IV classification and diagnostic criteria (APA, 1994). The SCID-I covers the following 

Axis I domains: Mood Episodes, Psychotic Episodes, Psychotic Disorders, Substance Use 

Disorders, Anxiety Disorders, Somatoform Disorders, Eating Disorders, Adjustment Disorder, 

and an Optional Module which screens for Acute Stress Disorder, Minor Depressive Disorder, 

Mixed Anxiety Depressive Disorder, and Symptomatic Details of Past Major Depressive/Manic 

Episodes. The SCID-I assess for a participant’s lifetime prevalence of Axis I disorders as well as 

whether diagnostic criteria is currently met. Upon completion of the interview, the clinician 

records diagnoses on the Summary Score Sheet. The Summary Score Sheet includes: ratings 

indicative of a/any previous Axis I disorders and whether the participant currently meets 

diagnostic criteria; ratings for diagnostic specifiers or subtypes; indication of the “principal 

diagnosis;” and ratings for the DSM-IV’s Psychosocial and Environmental Checklist (Axis IV) 

and the Global Assessment of Functioning Scale (Axis V). The SCID-I has shown good 
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concurrent validity and excellent discriminant validity for both current and lifetime alcohol and 

drug substance use/dependence. Similarly, evidence for the predictive validity of substance use 

disorders was consistently good (Kranzler, Kadden, Babor, & Tennen, 1996). 

STAXI-2. The State-Trait Anger Expression Inventory-2 (STAXI-2) is a 57-item self-

report questionnaire developed by Spielberger (1988) where participants rate themselves on a 4-

point Likert scale assessing either the intensity of their angry feelings at a particular time or how 

frequently anger is experienced, expressed, suppressed, or controlled (STAXI-2 Professional 

Manual, 1999). The STAXI-2 yields scores for six scales, five subscales, and the Anger 

Expression Index. These scales and subscales include the State Anger scale, which is a 15-item 

scale that assess for Feeling Angry, Feeling like Expressing Anger Verbally, and Feeling like 

Expressing Anger Physically. The Trait Anger scale, which assess Angry Temperament and 

Angry Reaction. The Anger Expression and Anger Control scales include measures for Anger 

Expression-Out (AX-O), Anger Expression-In (AX-I), Anger Control-Out (AC-O), and Anger 

Control-In (AC-I). Lastly, the Anger Expression Index provides a measure of total anger 

expression based on scores from the AX-O, AX-I, AC-O, and AC-I measures. Percentile ranks 

and T-scores corresponding to STAXI-2 scale and subscale scores are normed according to the 

examinee’s age and gender. A T-score of 60 is one standard deviation above the mean; a T-score 

of 70 is two standard deviations above the mean. Participants with a STAXI-2 scale or subscale 

T-score of 65 or higher suggest atypical anger (Blake et al., 1995). The STAXI-2 has 

demonstrated internal consistency ranging from .73 to .95, and has consistently demonstrated 

good discriminant and concurrent validity (Spielberger, 1999; Spielberger & Reheise, 2009). 
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Matching Procedures 

Because of the unequal numbers of men and women in the sample, participants were 

matched on relevant variables before analyses comparing the two groups were conducted. 

Specifically, the sociodemographic variables for age, military branch, and number of tours were 

selected as the primary matching variables, as literature suggested that these variables were 

relevant (Wacholder, Silverman, McLaughlin, Mandel, 1992). The matching process included 

analyzing participant demographic information from the initial RCT (n = 114 females; n = 15 

males) and selecting 15 females which most resembled the 15 males on the primary matching 

variables. After selecting the females matched on the pre-determined variables, analyses were 

performed to ensure no significant differences were found between the two groups on the 

matched variables. Because no significant differences regarding the matching variables of age, 

military branch, and number of tours were found (p > .05 for all variables), the matched-sample 

groups were considered to be homogenous and appropriate for subsequent inferential analyses. 
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CHAPTER FOUR 
 

Results 
 

Demographics 

Table 1 lists demographic information for the study sample differentiated by gender. The 

mean age for the male participants was 47.55 (SD = 2.23) and the mean age for the female 

subjects was 47.60 (SD = 2.13). Mean service year for males was 1979.73 (SD = 2.46) whereas 

mean service year for females was 1980.0 (SD = 2.14). The mean number of tours for males was 

1.10 (SD = 0.30) and 1.08 for females (SD = 0.33). Of the subjects, 67.7% of males were White, 

not Hispanic and 73.3% of females were White, not Hispanic. Regarding male subjects, 33.3% 

were Black, not Hispanic and 26.7% of the females were Black, not Hispanic. All subjects 

reported at least some high school education with the majority of both genders claiming some 

college education (60% males; 53.3% females). In the sample, 40% of males were divorced as 

well as 53.3% of the females. Only 13.3% of both males and females were currently married, and 

20% of males reported having never married as well as 13.3% of the females. Regarding service 

branch, 40% of males were in the Army as well as 46.7% of females. The second largest service 

branch following the Army was the Navy, with 33.3% of males and 40% of females having 

served in their service. The sociodemographic variable with the greatest variability was 

employment status, with 33% of males reporting full-time employment and 13.3% of females 

similarly working full-time. Additionally, 20% of males were employed part-time and 6.7% of 

females were also part-time employed. Nearly half of each gender was unemployed, including 

40% of males and 33.3% of females. Regarding retirement, 6.7% of males were retired whereas 

26.6% of females claimed to be retired. Lastly, none of the males endorsed “Other” as their 

employment status and 20% of females claimed retirement status. There were no significant 
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difference between male and female participants on any of the demographic variables including 

ethnicity, marital status, employment status, education, and service years (p > .05 for all 

comparisons).   

Statistical Analyses 

Prior to analysis of hypotheses, outcome measures including feelings of emotional 

numbing, withdrawal, depression, and substance abuse were examined for accuracy of data 

entry, missing values, and fit between their distributions and the assumptions of multivariate 

analysis. Education and service era were not included in the original matching-criteria. Upon re-

examination, it was determined that they could be potentially significant factors and were 

subsequently included as covariates in all the analyses. Tests of normality were conducted on all 

the outcome variables and transformed if any skewness was found, before entering them into any 

analyses.  

Depression, as measured by the Quick Inventory of Depressive Symptomatology (QIDS), 

was normally distributed and was therefore not transformed.  Emotional numbing and 

withdrawal, as measured by selected questions from the Clinician-Administered PTSD Scale 

(CAPS), was negatively skewed per the histogram and a squared transformation was performed 

to ensure normality of data distribution. State anger, as measured by the State-Trait Anger 

Expression Inventory (STAXI-2) was positively skewed per histogram and a square root 

transformation was performed to ensure normality of data distribution. The number of endorsed 

substance abuse behaviors on the Structured Clinical Interview for DSM Disorders (SCID-I) was 

positively skewed per histogram and a square root transformation was used to ensure normality 

of data distribution.   
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Hypothesis 1A. Females with MST-related PTSD will report more depressive symptoms 

compared to males with MST-related PTSD. An analysis of covariance (ANCOVA) was used to 

examine this hypothesis, controlling for differences in education and service years. Levene’s 

Test of Equality of Error Variances showed that there was not a significant difference between 

the variances in depression between the groups, F(1, 28) = 0.16, p = 0.69.  Females (M = 15.29, 

SE = 1.58) did not report significantly higher depressive symptoms than males (M = 15.71, SE = 

1.58), F(1, 26) = 0.03, p = 0.86, η2 = 0.001, power=0.05. 

Hypothesis 1B. Females with MST-related PTSD will report more feelings of emotional 

numbing and withdrawal compared to males with MST-related PTSD.  An ANCOVA was used 

to examine differences between the genders for squared-transformed avoidance, controlling for 

differences in education and service years. Levene’s Test of Equality of Error Variances showed 

that there was not a significant difference between the variances in avoidance between the 

groups, F(1, 28) = 0.50, p = 0.49.  Females (M = 1068.02, SE = 142.56) did not report 

significantly higher avoidance than males (M = 1325.98, SE = 142.56), F(1, 26) = 1.48, p = 0.23, 

η2 = 0.05., power=0.22. 

Hypothesis 2A. Males with MST-related PTSD will report more state-anger compared to 

females with MST-related PTSD. An ANCOVA was used to examine differences between the 

genders for square root-transformed state anger, controlling for differences in education and 

service years.  Levene’s Test of Equality of Error Variances showed that there was not a 

significant difference between the variances in state anger between the groups, F(1, 27) = 1.04, p 

= 0.32.  Males (M = 4.83, SE = 0.41) did not report significantly higher state anger than females 

(M = 4.67, SE = 0.40), F(1, 25) = 0.07, p = 0.80, η2 = 0.003, power=0.06. 
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Hypothesis 2B. Males with MST-related PTSD will endorse more substance abuse 

behaviors compared to females with MST-related PTSD.  An ANCOVA was used to examine 

differences between the genders for square root-transformed number of substance abuse-

endorsed symptoms, controlling for differences in education and service years.  Levene’s Test of 

Equality of Error Variances showed that there was not a significant difference between the 

variances in number of endorsed substance abuse symptoms between the groups, F(1, 28) =1.86, 

p=0.18.  Males (M=1.20, SE=0.21) did not endorse significantly higher number of substance 

abuse behaviors than females (M=0.84, SE=0.21), F (1, 26) =1.32, p=0.26, η2=0.05, 

power=0.20. 
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CHAPTER FIVE 
 

Discussion 
 

Discussion of Results 

The primary objective of the current study was to determine if, in a sample of veterans 

with MST-related PTSD, there were discernable gender differences regarding internalizing and 

externalizing symptoms of posttraumatic distress. Results revealed no significant differences 

between gender regarding internalizing (e.g., feelings of emotional numbing, withdrawal, and 

depression) and externalizing (e.g., state-anger and substance use behaviors) symptomatology.  

The results suggest that there are no significant differences regarding posttraumatic 

distress and gender. One of the reasons for this finding may be that this study utilized variables 

from an existing data base, limiting the possible selection of internalizing and externalizing 

variables. It is possible that the constructs were not well represented by the existing data. Future 

studies should administer measures which may more accurately represent internalizing and 

externalizing symptomatology.  

Additionally, this study focused on military sexual trauma as opposed to other types of 

traumatic stressors (e.g., civilian assaultive violence, natural disasters, etc.). As previously noted, 

MST has several unique characteristics which differentiates it from other traumatic events 

because of its association with military culture (Surís & Lind, 2008). Whereas previous research 

has found mixed results in examining the role of gender and internalizing/externalizing 

symptomatology (Zlotnick, Zimmerman, Wolfsdorf, & Mattia, 2001; Peters, Issakidis, Slade, & 

Andrews, 2006), it was assumed that because of the potential for greater psychological harm and 

the influence of military culture, survivors of military sexual violence would exhibit greater 

internalizing or externalizing symptoms of posttraumatic distress according to their gender 
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compared to survivors of other traumatic events. The results, however, revealed no significant 

differences regarding gender and MST-related posttraumatic distress. Although insignificant, 

these results are still meaningful. It suggests that both male and female veterans evidenced 

similar posttraumatic symptomatology regardless of any inherent gender differences. Because 

neither gender displayed significantly greater externalizing or internalizing symptoms, the study 

suggests that other factors may be influential in determining PTSD symptomatology. Similar to 

Chung and Breslau’s (2008) study findings, it could be that trauma type as opposed to gender is a 

more accurate moderating variable. Thus, the unique characteristics associated with MST may be 

more influential than internalizing or externalizing behaviors compared to other traumas. 

Research exploring trauma type and its effect on trauma symptomatology is limited and further 

exploration would be beneficial. 

Limitations.  Limitations of this study include the small sample size of the study. 

Because of the limited number of males and females with MST in this study (n = 15 males, n = 

15 females), there was likely insufficient power to detect a statistically significant effect. It is 

possible that significant differences in posttraumatic symptom expression between genders 

would have been revealed if a larger sample size had been studied. Another limitation of the 

study is related to the matching procedures. Specifically, this study applied a match-control 

design to determine its sample using age, military branch, and number of tours as primary 

matching variables. Additional variables which were later used as covariates included education 

and service years. Upon re-examination, it was determined that these variables could be 

potentially significant factors and should have been incorporated in the initial matching design, 

and were subsequently included as covariates. Furthermore, an inherent limitation of match-

control studies includes the possibility of excluding matching variables which may prove to be 
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clinically significant and conversely including matching variables that are not important. 

Additionally, match-control studies risk overmatching a sample and decreasing the study’s 

validity by eliminating group differences and variety (Rosenbaum & Rubin, 1985). 

Future Directions.  Future research studies should examine the total number of MST 

events and total number of childhood traumatic events in its analyses, as research suggests that a 

history of multiple traumas and early traumas may influence later psychological functioning 

including symptoms expression (Bryer, Nelson, Miller, & Krol, 1995; Sanchez, Ladd, & Plotsky, 

2001; Horwitz, Widom, McLaughlin, & White, 2001). Additionally, future research utilizing a 

match-control design should include service years and education as primary matching variables 

when determining its sample, as there are likely inherent differences found between differing 

education levels and years of active duty service. Lastly, it could be that examining trauma type 

as opposed to gender differences may be more accurate in discerning internalizing and 

externalizing symptoms of posttraumatic distress, and should be considered for further research 

exploration.  
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Table 1 

Demographic Statistics for Participants 

 Males  
(n=15) 

Females 
(n=15) 

Matching Variables M SE M SE 
Age 
Number of Tours 

47.55 
1.10 

2.23 
0.06 

47.60 
1.08 

2.13 
0.04 

 N % N % 
Military Branch 
     Army 
     Marines 
     Navy 
     Air Force 
     Other 

 
6 
1 
5 
2 
1 

 
40 
6.7 
33.3 
13.3 
6.7 

 
7 
1 
6 
1 
0 

 
46.7 
6.7 
40 
6.7 
0 

Other Variables N % N % 
Ethnicity 
     White, not of Hispanic origin 
     Black, not of Hispanic origin 
     Native American 

 
10 
5 
0 

 
67.7 
33.3 

0 

 
11 
4 
0 

 
73.3 
26.7 

0 
Education Level 
     No school 
     Elementary 
     High School 
     College 
     Post college 

 
0 
0 
5 
9 
1 

 
0 
0 

33.3 
60 
6.7 

 
0 
0 
2 
8 
5 

 
0 
0 

13.3 
53.3 
33.3 

Marital Status 
     Never Married 
     Married 
     Living in a relationship 
     Separated 
     Divorced 
     Widowed 

 
3 
2 
2 
2 
6 
0 

 
20 

13.3 
13.3 
13.3 
40 
0 

 
2 
2 
0 
2 
8 
1 

 
13.3 
13.3 

0 
13.3 
53.3 
6.7 

Employment Status 
     Full-time employment 
     Part-time employment 
     Retired 
     Unemployed 
     Other 

 
5 
3 
1 
6 
0 

 
33.3 
20 
6.7 
40 
0 

 
2               
1 
4 

      5 
3 

 
        13.3 
          6.7 

26.7 
33.3 
20 

 M SE M SE 
Service Year 1979.74 2.46 1980.0 2.14 
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Appendix A 

Demographic Questionnaire 

Patient ID _______________ 
 

Date____________________ 
 

Demographic Questionnaire 
 

In all cases, mark the following 
 

Inapplicable……………….7, 77, 777, ... 
Refused…………………….8, 88, 888, ... 
Don’t Know………………..9, 99, 999, ... 

 
 
DEMOGRAPHIC INFORMATION 

(1) What is your current address? 

 
 STREET   ___________________________________________. 

 STREET   ___________________________________________. 

 CITY        ___________________________________________. 

 STATE     ___________________________________________. 

 ZIP           ___________________________________________. 

                   
(2) How far did you go in school? 

No School…………………00 
Elementary………………...01, 02, 03, 04, 05, 06, 07, 08 
High School……………….09, 10, 11, 12 
College…………………….13, 14, 15, 16 
Post College……………….17, 18, 19, 20 
 

(3) What is your marital status? 
Never Married……………..01 
Married…………………….02 
Living in a relationship……………..03 
Separated…………………..04 
Divorced…………………...05 
Widowed…………………..06 

 
(4) What is your date of birth? ( __ __ / __ __ / __ __ )        Age?  ________ 
         mm       dd        yy  
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(5) How would you describe your race/ethnicity? 

White, not Hispanic ……………………….1 
Black/African American, not Hispanic……2 
White, Hispanic.…………………………...3 
Black/African American, Hispanic………..4 
American Indian/Alaska Native………..….5 
Native Hawaiian/Pacific Islander………….6 
Other (please indicate below)……..……….7 
________________________________ 

                   
 

Patient ID _______________ 
 

Date____________________ 
 

Demographic Questionnaire (cont.) 
 
(6) What is your usual occupation? 

Unemployed…………………………………. 0 
Clerical……………………………………….. 1 
Sales………………………………………….. 2 
Service Worker……………………………… 3 
Craftsman, Operative, Laborer…………… … 4 
Military……………………………………….. 5 
Professional, Technical, Managerial…………. 6 
Other (please indicate below)………………... 7 

 
_________________________________ 

 
(7) What is your current work status? 

Employed Full-time…………...1 
Employed, Part time…………..2 
Retired………………………...3 
Unemployed…………………..4 
Other (specify)………………..5 

 
____________________________________ 

 
(8) What was your service branch? 

Air Force……………………...1 
Army………………………….2 
Coast Guard…………………..3 
Marines……………………….4 
Navy………………………….5 
Other (specify)………………..6 



53 
 

 

 
____________________________________ 

 
(9) What are your dates of active duty? 
 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
(10) How many tours did you do? 
 
(11) How long were you exposed to/involved in combat?     
 
______________ years      _____________ months 
 
 
 
 
 

Patient ID _______________ 
 

Date____________________ 
 

Demographic Questionnaire (cont.) 
 
(12) What is your VA service-connected disability status? 

Never applied…..……………0 
Applied, Denied……………..1 
Applied, Pending…………….2 
Approved…………………….3 
If approved, complete %   _______%  (0 – 100%) 
 

(13) What is your VA PTSD service-connected disability status? 
Never applied…..……………0 
Applied, Denied……………..1 
Applied, Pending…………….2 
Approved…………………….3 
If approved, complete %   _______%  (0 – 100%) 

 
(14) Do you receive any non-VA disability payments? 

No..………………………….0 
Yes…..……………………....1 

 
(15) Emergency contact: 
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 NAME  ____________________________________________________________. 

 RELATIONSHIP _____________________________________________________. 

 ADDRESS__________________________________________________________. 

 PHONE NUMBER ___________________________________________________.  
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