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Key Findings: In a meta-analysis, PTSD was found to have a highly significant positive
association with suicidality. The association persisted across many diverse studies using
different measures of suicidality, current and lifetime PTSD, psychiatric and non-psychiatric
samples, and PTSD populations exposed to different types of traumas. Further, comorbid
major depression significantly increased the risk of suicidality in individuals with PTSD.

Study type: Meta-analysis

Sample: 63 studies on the relationship between PTSD and suicidality

Implications: There is strong evidence that a diagnosis of PTSD can put an individual at
increased risk for suicidality, especially if there is comorbid depression. Thus, clinicians should
fully assess suicide risk in individuals with PTSD symptoms. More research is needed to fully
elucidate the nature and mechanisms of the relationships between PTSD, depression and

suicidality.
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Key Findings: OEF/OIF veterans with current Axis |
diagnoses including PTSD showed significant cognitive
impairment on neuropsychological performance
measures (learning/memory and processing speed)
compared to the control group, irrespective of mild
traumatic brain injury (mTBI) history.
Neuropsychological performance among veterans with
a history of mTBI was not significantly different than the
control group. There was also no significant difference
in cognitive performance between the Axis I-only group
and co-morbid mTBI/Axis | group.

Study type: Cross-sectional study with
neuropsychological tests and clinical/self-report
assessments

Sample: 104 OEF/OIF veterans classified into four
groups: remote history of blast-related mTBI-only
(n=18), current Axis l-only (n=24), co-morbid mTBI/Axis |
(n=34), or post-deployment control (n=28)
Implications: The results suggest that blast-related
mTBI by itself does not contribute to cognitive
impairment months or years following injury. Veterans
with mTBI often have co-morbid Axis | psychological
disorders, which are often linked to cognitive
impairments. The study highlights the importance of
identification and treatment of cognitive deficits
associated with psychiatric symptoms. In the future,
studies should include larger samples and conduct
longitudinal examinations of neuropsychological
performance in order to better elucidate the causes for
cognitive impairment seen in OEF/OIF veterans.

Key Findings: OEF/OIF veterans with sub-threshold or
full PTSD were classified into four categories: High
Symptom (34%), Intermediate Symptom (41%),
Intermediate Symptom with Low Emotional Numbing
(10%) and Low Symptom (15%). Those who killed on
deployment were twice as likely to be in the High

Symptom class compared to those who did not kill, and
those who killed a non-combatant or killed in the
context of anger or revenge were most at risk of having
high PTSD symptom:s.

Study type: Cross-sectional study with self-report
assessments

Sample: 227 OEF/OIF veterans with sub-threshold or
full PTSD related to military service

Implications: Killing in war and the circumstances of
the killing may be important predictors of PTSD
development. An assessment of killing experiences and
reactions to killing should be considered as part of a
comprehensive evaluation of veterans returning from
combat deployments, although such an evaluation
must be done in a sensitive fashion within a supportive
therapeutic environment.

Key Findings: Using Imagery Rehearsal therapy to
address or resolve nightmare themes through dream
re-scripting was associated with a reduction in sleep
disturbance in veterans with PTSD. However, references
to violence in the re-scripted dreams and the
experience of olfactory sensations in nightmares were
related to reduced treatment responses.

Study type: Treatment evaluation study with self-
report and clinical assessments

Sample: 48 male Vietnam War veterans with combat-
related PTSD

Implications: Imagery Rehearsal therapy for PTSD-
related nightmares may be most effective when the re-
scripted dream does not involve violent details and
includes a resolution of the nightmare theme. Future
research on the characteristics of nightmares and re-
scripted dreams may help to improve treatment
outcomes through this type of therapy.



Key Findings: Participants with PTSD and substance
dependence received either an integrated treatment
(Concurrent Treatment of PTSD and Substance Use
Disorders Using Prolonged Exposure [COPE]) plus
substance dependence treatment as usual or treatment
as usual alone. Analyses demonstrated that both
groups experienced significant reductions in PTSD
severity from baseline to nine-month follow-up.
However, those in the COPE group showed a greater
decrease in PTSD symptoms compared to treatment as
usual alone. Both groups also demonstrated reductions
in substance dependence rates and depression
symptoms, whereas only the COPE group also had
reductions in anxiety symptoms. There were no
significant differences between the two groups in
relation to changes in substance use, depression or
anxiety.

Study type: Randomized controlled trial with self-
report and clinical assessments

Sample: 103 Australian adults with PTSD and substance
dependence diagnoses

Implications: Adding a trauma-focused prolonged
exposure treatment component did not result in poorer
substance use outcomes among patients with PTSD
and substance use disorders compared to usual
substance dependence treatment only in this particular
sample. The findings suggest that for these co-morbid
patients, COPE plus usual substance dependence
treatment might be a viable option to reduce PTSD
symptoms without increasing the severity of substance
dependence.

Key Findings: U .K. military personnel deployed to Iraq
reported sub-threshold and probable PTSD more than
twice as often when the survey was anonymous
compared to identifiable (sub-threshold PTSD, 5.8% of
anonymous vs. 2.4% of identifiable participants;
probable PTSD, 4.8% of anonymous vs. 1.7% of
identifiable participants). Those completing anonymous

surveys were also more likely to endorse certain
stigma/barriers to care statements, including: “leaders
discourage the use of mental health services” (9.3% vs.
4.6%), “it would be too embarrassing” (41.6% vs. 32.5%)
and “l would be seen as weak” (46.6% vs. 34.2%). There
was a trend toward more anonymous vs. identifiable
reporting of depression and general anxiety symptoms
(22.9% vs. 18.1%), but it was not statistically significant.
Study type: Cross-sectional study with self-report
assessments

Sample: 611 U.K. military personnel deployed to Iraq
who completed anonymous (n=315) or non-
anonymous (n=296) questionnaires

Implications: The study adds to the literature that has
found that U.S. and U.K. military personnel report
mental health symptoms more often when surveys are
anonymous. Findings from the study also reveal that
admitting certain stigmatizing beliefs is more common
on anonymous surveys. Researchers should be aware of
this discrepancy when deciding on anonymous vs. non-
anonymous surveys to determine prevalence of mental
health disorders, and those responsible for screening
military personnel for the disorders should be aware
that many personnel may not be willing to admit
symptoms on identifiable surveys.

Key Findings: Patients with mild traumatic brain
injuries (mTBI) reported greater acute stress disorder
(ASD), PTSD and post-concussion symptom severity less
than 24 hours, one week and one month post-injury
compared to patients with injuries not involving the
head. Higher depressed mood symptoms estimated
pre-injury were predictive of greater ASD, PTSD and
post-concussion symptom severity less than 24 hours,
one week and one month post-injury. Higher resilience
estimated pre-injury was also predictive of these
adverse outcomes at one week and one month post-
injury.

Study type: Prospective study with self-report
assessments

Sample: mTBI patients (n=46) and patients with injuries
not involving the head (n=29)

Implications: Findings suggest that mTBI patients are
at greater risk for PTSD and post-concussive symptoms



in the short term post-injury compared to injured
patients without mTBI. In addition, pre-injury depressed
mood is a significant contributor to these adverse
outcomes regardless of mTBI status. Unexpectedly,
higher pre-injury resilience predicted more severe ASD,
PTSD and post-concussive symptom severity in the
short term, which the authors hypothesize could be due
to the short time period to bounce back or a missing
mediator variable, such as social support. Further
research to explain the result is needed. Acute
interventions that target mood post-injury may
improve outcomes in injured patients.

Key Findings: Four sessions of telephone-administered
motivational interviewing (MI), plus a personalized
referral or four neutral telephone check-in sessions and
a standard referral (control group) were provided to
veterans who had screened positive for mental health
problems but had not started treatment. The Ml group
had a significantly greater number of participants
engage in mental health treatment than the control
group (62% vs. 26%). The Ml group also had greater
retention in treatment compared to the control group
and significant reductions in stigma.

Study type: Randomized controlled trial with self-
report assessments

Sample: 73 Iraq and Afghanistan veterans positive for
at least one mental health problem but not engaged in
treatment

Implications: Telephone motivational interviewing
may be a good option for increasing treatment
engagement in veterans with mental health problems.
Future studies could extend the intervention to other
groups of high-risk or rural veterans in need of
treatment, or explore other technological means of
conducting Ml interventions.

Key Findings: Greater perceived threat during
deployment was associated with post-deployment
PTSD, anxiety and mood disorders but not substance
use disorders. After controlling for combat exposure,
deployment environment and preparedness
significantly predicted perceived threat during
deployment.

Study type: Cross-sectional study with self-report
assessments

Sample: 1,740 OEF/OIF veterans

Implications: The findings corroborate previous
literature suggesting that perceived threat during
deployment can predict mental health problems post-
deployment, and efforts to improve
training/preparation and adjustment to the
deployment environment may reduce perceived threat
levels during deployment. Further research on
perceived threat and its potential role in creating
vulnerability to mental health disorders may enable the
development of strategies to reduce symptoms of these
disorders in returning veterans.
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Key Findings: A complementary medicine approach
known as Healing Touch with Guided Imagery (HT + GI)
combined with treatment as usual (TAU), any standard
care for PTSD, in six sessions over three weeks led to
statistically and clinically significant reductions in PTSD
and depression symptoms among recently deployed
service members compared to TAU only. Participants
receiving HT + Gl also showed significant improvements
in mental quality of life and cynicism compared to TAU.
Study type: Randomized controlled trial with self-report
assessments

Sample: 123 recently deployed active-duty service
members with significant PTSD symptoms

Implications: Healing Touch with Guided Imagery -
which involves gentle, non-invasive touch-based therapy
to stimulate a healing response (HT) along with
visualization to induce a state of deep relaxation (GlI) —
was effective in reducing PTSD and depression
symptoms at a clinically significant level among combat-
exposed service members. Future studies are warranted
to determine whether the symptom reductions continue
post-intervention and if this intervention may increase
the likelihood of further engagement in mental health
services.

Key Findings: Combat veterans with more PTSD and
depressive symptoms reported more risky behaviors,
such as aggression and dangerous substance use, but
this association existed only for veterans with moderate
to high levels of rumination (repeated thoughts about
negative feelings and past events).

Study type: Cross-sectional study with self-report
assessments

Sample: 91 U.S. combat veterans presenting to the VA
Implications: The findings suggest that individuals who
engage in rumination may be more likely to react to
negative moods by engaging in risky behaviors.

Interventions that focus on replacing rumination with
healthy coping strategies may be helpful in preventing
risky behaviors in veterans.

Key Findings: In a multivariate model of 11
demographic and psychosocial variables, four factors
were related to both current depression and anxiety
symptoms among previously combat-deployed U.S.
Marines: combat exposure, deployment-related
stressors, less positive attitudes toward leadership and
screening positive for mild traumatic brain injury. Marital
status was also related to depression, with those never
married or divorced at higher risk. Deployment-related
stressors carried the most risk for developing depression
or anxiety symptoms out of all the factors analyzed.
Study type: Cross-sectional study with self-report
assessments

Sample: 1,560 U.S. Marines previously deployed to Iraq
and/or Afghanistan

Implications: The finding that deployment-related
stressors (such daily hassles as problems with supervisors
and concerns back home) are the strongest risk factors
associated with depression and anxiety, even when
controlling for combat exposure, is notable because
these are potentially modifiable factors. The stressors can
be directly addressed through military efforts to improve
communication with families, improve leadership,
support families back home and reduce the workload of
deployed service members.

Key Findings: Acupuncture appears to be efficacious in
treating headaches. Although it seems to be a promising
treatment option for anxiety, sleep disturbances,
depression and chronic pain, more research is needed to



validate its effectiveness for those conditions.
Acupuncture may not be effective for treating substance
abuse. It is not currently known if it is a suitable
treatment option for PTSD, fatigue and cognitive
problems due to a lack of high-quality published studies
for those conditions.

Study type: Systematic review

Sample: 52 systematic reviews/meta-analyses
comparing use of acupuncture for disorders
encompassing the trauma spectrum response
Implications: Acupuncture may be able to play a role in
treating several conditions encompassed in the trauma
spectrum response seen among combat veterans.
However, areas of concern for many of the studies are a
lack of information on safety issues and a lack of
reporting on setting, context and expectations of
treatment, which can have a significant impact on
clinical outcomes. Thus, large-scale studies reporting on
safety, setting and context are needed to confirm the
usefulness of acupuncture in treating trauma-related
dysfunction.

Key Findings: Among participants who experienced a
traumatic event, total PTSD symptom severity was
significantly associated with perceived life threat and
perceived betrayal regarding the event, independent of
trauma type and injury level. Specifically, perceived life
threat was associated with re-experiencing and
hyperarousal symptoms, while betrayal was associated
with avoidance and numbing symptoms. Although
trauma types that involve a perpetrator (such asin a
sexual or physical assault) were associated with higher
levels of betrayal, the association between betrayal and
PTSD symptoms persisted regardless of trauma type,
injury and perceived life threat.

Study type: Cross-sectional study with self-report
assessments

Sample: 185 trauma-exposed college students
Implications: The results suggest that perceived life
threat and betrayal contribute to PTSD in distinct and
complementary ways, suggested by their relationships
with different PTSD symptom clusters. The findings also
indicate that betrayal plays a role in PTSD development
independent of perceived life threat and other event

characteristics. Future research should focus on
replicating these findings in other trauma populations.

Key Findings: Analysis of data from PTSD patients
receiving cognitive processing therapy revealed that
changes in depression and PTSD symptoms were
strongly related. Further analyses showed that the
changes were concurrent (changes in symptoms of one
disorder did not precede the other).

Study type: Secondary analysis of data from a
randomized study with self-report and clinical
assessments

Sample: 126 women with PTSD who had experienced
sexual or physical assault

Implications: The study found no evidence that changes
in PTSD lead to changes in depression or vice-versa. The
results suggest that there is a common mechanism of
change (such as treatment) affecting both PTSD and
depression simultaneously. Further research is needed to
characterize the inter-relationship of PTSD and
depression and the mechanisms affecting this
relationship.

Key Findings: Only 36% of National Guard soldiers
returning from a combat deployment with significant
PTSD symptoms sought mental health treatment within
three months post-deployment. Higher reported levels
of readjustment stressors (including marital, family and
financial stressors) experienced by the soldiers after their
return predicted higher rates of seeking mental health
treatment post deployment, and this relationship
persisted after controlling for PTSD and depression



Despite considerable efforts at suicide prevention
by military leadership, the military suicide rate
continues to climb. This paper attempts to convey
reasons from the service member’s perspective on
why the current efforts are not reversing the trend,
and what can be done to try to stop it. Current
suicide prevention efforts often focus on
computerized trainings and mass briefings using
PowerPoint to convey lists of risk factors and
warning signs, which are questionable in their
effectiveness. In addition, efforts to expand mental
health care staffing may be less than effective if
mental health stigma prevents personnel from
accessing the care and the care provided does not
include evidence-based therapies. Although the
increasing suicide trend is partly due to underlying
mental health disorders brought about by combat
and operational stress, it may also be related to the
military environment. The service member operates
in an organization that values mental toughness,
self-reliance and self-sacrifice and which teaches
fearlessness about death. In such an environment, it
becomes easier to understand how service
members with psychological problems may become
distressed if they believe they are not exhibiting
mental toughness and are not able to solve their
own problems. They may resist going to “outsiders”
for mental health care and begin to see suicide as an
honorable way to sacrifice weak members of the
team for the good of the military unit. For more
effective means of preventing military suicides,
different strategies must be taken. Current suicide
prevention trainings should be evaluated for
effectiveness and alternative strategies should be
identified. Instead of focusing on preventing death,
it might be more effective to emphasize mental
fitness/strength by training all service members on
how to use psychological skills to enhance resilience
and training military leaders specific techniques to
enhance quality of life for personnel under their
command. Also, the quality of military mental health
care should be improved for those who do access it.
Embracing military culture in suicide prevention
efforts, as well as identifying and committing to
evidence-based approaches to mental health
prevention and treatment, may be a better way to
stem the tragic tide of suicides in the military.

severity. However, the relationship was no longer
present after adjusting for demographic factors,
specifically age and marital status. Mental health
treatment utilization was only slightly predicted by
depression severity but was not predicted by PTSD
severity.

Study type: Cross-sectional study with self-report
assessments

Sample: 157 National Guard soldiers recently returning
from deployment to Iraq who screened positive for PTSD
Implications: Readjustment stressors are common
among National Guard soldiers returning from
deployment with PTSD, and the stressors may be more
predictive of seeking treatment than PTSD severity. The
relationship appeared to be attributed to age and
marital status in the sample of National Guard soldiers,
who tend to be older and have more developed familial
and occupational roles (and possibly more readjustment
stressors) than active-duty service members. Further
research is needed to determine if higher readjustment
stressors are predictive of seeking treatment among
younger, active-duty service members.

Key Findings: For veterans participating in a residential
PTSD/TBI treatment program, those with co-morbid
major depressive disorder (MDD) had reductions in PTSD
and depression symptoms post-treatment that were
comparable to those without MDD. However, those with
MDD had higher scores on PTSD and depression
symptom measures at all assessment time points (pre-
treatment, mid-treatment and post-treatment).

Study type: Longitudinal study with self-report and
clinical assessments

Sample: 47 male veterans with PTSD and TBI
Implications: Having MDD does not adversely affect
improvements in PTSD/depression symptoms that can
be achieved in PTSD/TBI residential treatment. Future
research should include follow-up assessments to
determine if symptom reductions are sustained long
term in veterans with and without MDD.



Key Findings: PTSD patients who received 12 sessions of
deep transcranial magnetic stimulation (DTMS) after
brief scripted audio exposures to their traumatic event
showed significant improvement in PTSD symptoms
using the Clinician Administered PTSD Scale (CAPS)
when compared to baseline levels. The group also had
significantly reduced intrusion symptoms compared to
the other two control groups (DTMS after exposure to
non-traumatic event and sham stimulation after
exposure to traumatic event), with a trend toward lower
overall PTSD symptoms compared to the control groups
(who did not show significant improvement). In addition,
there was a significant decrease in the heart rate
response to the traumatic exposure script throughout
treatment only when exposure was followed by DTMS.
Study type: Double-blind randomized controlled trial
with clinical and self-report assessments

Sample: 30 PTSD patients (26 completed at least eight
sessions and were included in analyses) randomized into
3 treatment groups: DTMS after brief exposure to
traumatic event (n=9), DTMS after brief exposure to non-
traumatic event (n=8) or sham stimulation after
exposure to traumatic event (n=9)

Implications: Repeated stimulation of the medial
prefrontal cortex with DTMS after brief exposure to
trauma may lead to the extinction of the fear response
related to re-experiencing the traumatic events and may
be a viable treatment option for those resistant to other
forms of PTSD treatment. Although the initial results look
promising, a larger sample size is needed to confirm the
findings.

A. Yes.
B. No, combat exposure is the stronger predictor.

C. They carry about the same risk.

According to the summary “Deployment-related stressors linked to depression, anxiety" (pg. 5), are deployment-related
stressors a stronger predictor of depression and anxiety than combat exposure?

Answer: A

Any opinion(s) expressed in this publication are those of the respective author(s) and do not reflect upon the official policy of the Bureau of Medicine and Surgery
(BUMED), U.S. Navy, or the Department of Defense. The appearance of the previously published material does not constitute endorsement by the Bureau of
Medicine and Surgery (BUMED), U.S. Navy, or the Department of Defense for a commercial or private organization.
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