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embers of the military returning from recent
conflicts in Afghanistan and Iraq face increased
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Context: Existing evidence suggests that mili-
tary veterans with mental health disorders have
poorer family functioning, although little research
has focused on this topic.

Objective: To test whether psychiatric symp-
toms are associated with family reintegration
problems in recently returned military veterans.

Design: Cross-sectional survey of a clinical
population. Respondents who were referred to
behavioral health evaluation from April 2006
through August 2007 were considered for the
survey.

Setting: Philadelphia Veterans Affairs Medical
Center, Pa.

Participants: 199 military veterans who
served in Iraq or Afghanistan after 2001 and
were referred for behavioral health evaluation
from primary care (mean age = 32.7 years,
SD = 9.1).

Main Outcome Measures: Measures included
the Mini-International Neuropsychiatric Interview
for psychiatric diagnoses, the 9-item Patient
Health Questionnaire for depression diagnosis
and severity, and screening measures of alcohol
abuse and illicit substance use. A measure of mili-
tary family readjustment problems and a screen-
ing measure of domestic abuse were developed
for this study.

Results: Three fourths of the married/
cohabiting veterans reported some type of family
problem in the past week, such as feeling like a
guest in their household (40.7%), reporting their
children acting afraid or not being warm toward
them (25.0%), or being unsure about their family
role (37.2%). Among veterans with current or
recently separated partners, 53.7% reported con-
flicts involving “shouting, pushing, or shoving,”
and 27.6% reported that this partner was “afraid
of them.” Depression and posttraumatic stress
disorder symptoms were both associated with
higher rates of family reintegration problems.

Conclusions: Mental health problems may
complicate veterans’ readjustment and reintegra-
tion into family life. The findings suggest an op-
portunity to improve the treatment of psychiatric
disorders by addressing family problems.

J Clin Psychiatry
© Copyright 2009 Physicians Postgraduate Press, Inc.

M

Received Oct. 24, 2007; accepted April 30, 2008. From the
Department of Psychiatry, University of Pennsylvania, Philadelphia (Drs.
Sayers and Oslin and Ms. Ross); and VISN 4 Mental Illness Research,
Education, and Clinical Center, Philadelphia Veterans Affairs (VA)
Medical Center, Pa. (Drs. Sayers and Oslin and Mss. Farrow and Ross).

This study was conducted with the financial and operational support
of the VISN 4 Mental Illness Research, Education, and Clinical Center
at the Philadelphia VA Medical Center, funded by the Department of
Veterans Affairs. The project was not funded by any external grants.

Preliminary findings from a subsample of the participants of the
current study were presented at the U.S. Department of Veterans Affairs
Health Service Research & Development National Meeting, February 22,
2007, Arlington, Va.; and at the annual meeting of the American
Psychological Association, August 17, 2007, San Francisco, Calif.

The authors appreciate the support of this project from the
Department of Veterans Affairs and from the VISN 4 Mental Illness
Research, Education, and Clinical Center in Philadelphia. Many thanks
go to the outreach efforts to recent military veterans of Lori Maas,
L.C.S.W., and others at the Philadelphia VA Medical Center. Thank you
also to Shahrzad Mavandadi, Ph.D., who provided technical expertise
and comments on a previous version of the manuscript. Ms. Maas and
Dr. Mavandadi have no pertinent professional or financial relationships
to disclose.

The findings in this paper do not necessarily reflect the opinions or
policies of the U.S. Department of Veterans Affairs, the Philadelphia VA
Medical Center, or the U.S. Department of Defense.

The authors have no personal affiliations or financial relationships
with any commercial interest to disclose relative to the article.

Corresponding author and reprints: Steven L. Sayers, Ph.D., VISN 4
MIRECC 116, Philadelphia VA Medical Center, 3900 Woodland Ave.,
Philadelphia, PA 19104 (e-mail: Steven.sayers@va.gov).

risk of postdeployment psychiatric disturbance. The prev-
alence of mental health problems among service members
returning from Iraq has been reported as 19.1%, with a
somewhat lower rate among those returning from Af-
ghanistan (11.3%), compared to 8.5% for those returning
from other locations during the same time period.1 There
is evidence that combat trauma leads to substantial long-
term impact on family functioning.2 There has been a
great deal of interest in preparing families whose service
member is being deployed and preparing veterans for re-
turning to their family.3–7 Unfortunately, there has been
relatively little systematic research on the near-term ef-
fects of military-related trauma on family members or the
processes of readjustment and family reintegration in the
context of such problems.

The National Vietnam Veterans Readjustment Study
(NVVRS)2 was the most comprehensive examination of
long-term adjustment of Vietnam era veterans and in-
cluded the assessment of their family difficulties. An



Sayers et al.

e2 Published online ahead of print: J Clin Psychiatry February 10, 2009: e1–e8 (pii: ej07m03863).
Available at PSYCHIATRIST.COM © Copyright 2009 Physicians Postgraduate Press, Inc.

important conclusion of the study was that veterans with
higher levels of war-related trauma and posttraumatic
symptomatology had poorer family functioning and
greater domestic violence than those without trauma.
There is also evidence from the NVVRS8 and other
samples9,10 that marital problems and predeployment
psychopathology serve as risk factors for family violence
among those with posttraumatic stress disorder (PTSD).
The NVVRS was a landmark study, but it is important to
note that it examined postdeployment readjustment more
than a decade after the U.S. withdrawal from Vietnam and
thus was not able to address questions of readjustment in
the first year or 2 following return from deployment. Fur-
thermore, the report had a particular emphasis on the
long-term effects of PTSD, which reflected the priorities
of the federal law that enabled and funded the study.
There have been very few studies that systematically ex-
amined family readjustment or domestic violence among
veterans from recent military conflicts.

The existing literature suggests that although military
deployments are stressful for service members and their
families, the most negative impact of deployment is
associated with war trauma and associated psychiatric
symptoms. A RAND study conducted a systematic exami-
nation of the effects of deployments to Iraq and Afghani-
stan on marriage among the broad population of these
service members, finding little evidence that increased
service demands of the recent military conflicts were as-
sociated with increased risk of marital dissolution.11 Ser-
vice members cite both positive and negative effects on
their spousal relationships.12 Only 1 published study has
examined the effects of trauma on subsequent marital
satisfaction of recently returned veterans. Goff and col-
leagues13 found that trauma symptoms in Iraq and Afgha-
nistan war veterans significantly predicted lower marital
satisfaction in the veteran and partner within the first year
postdeployment.

Little research has focused on the specific problems
cited by anecdotal sources and clinical literature that may
inform interventions to help veterans reintegrate into the
family context. Children sometimes may be fearful or
lack warmth toward the returning veteran, which may ex-
acerbate the difficulty veterans face in redeveloping fam-
ily relationships.7 Similarly, veterans have been reported

to experience difficulty rediscovering their role in the
family or difficulty renegotiating this role with the spouse
who has managed the family in the service member’s ab-
sence.7 Military separation programs identify a common
experience of feeling like a “guest in your own home” as a
challenge, which may be more difficult if the veteran is
experiencing psychiatric distress. Drawing from the lit-
erature documenting the impact of war trauma on subse-
quent psychosocial adjustment,2,8–10 it is likely that some
of these experiences may be more highly associated with
the specific symptoms of PTSD or major depression. For
example, emotional numbing and anhedonia may be asso-
ciated with feeling like a guest, and irritability and startle
associated with PTSD hyperarousal may be associated
with the greater spousal conflict.

The current study focuses on the rates of family
readjustment problems of recent veterans of the Iraq or
Afghanistan conflicts screened in primary care and re-
ferred for psychiatric evaluation. We examined whether
the prevalence of these problems was greater for those
with psychiatric diagnoses and substance abuse problems,
compared to those without these conditions. We hypoth-
esized that the severity of psychiatric distress would be
positively associated with the degree or number of family
readjustment or domestic abuse problems. We also tested
whether those with psychiatric distress were more likely
to report role-related difficulties, that is, problems relat-
ing to their children or with one’s roles and responsi-
bilities in the family. In exploratory analyses, we tested
whether specific symptoms of depression and PTSD were
associated with specific family readjustment and domes-
tic abuse problems. We anticipated that emotional numb-
ing and anhedonia would be more highly associated with
role-related difficulties and that hyperarousal symptoms
would be more highly associated with spousal conflict.

METHOD

Participants
Potential respondents to this survey were veterans

referred by primary care clinicians of the Philadelphia
Veterans Affairs Medical Center to the Behavioral Health
Laboratory (BHL) for a behavioral health evaluation.14

The vast majority of patients are referred to the BHL after
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◆ Both posttraumatic stress disorder (PTSD) and depression are highly prevalent among
Iraq and Afghanistan veterans who are referred for psychiatric evaluation.

◆ Recently returned military veterans with depression or PTSD are about 5 times more likely
to have a problem with family readjustment than veterans without these diagnoses.

◆ Avoidant, withdrawn, or anxious symptom domains appear to be most highly associated
with family problems among recently returned military veterans.
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having screened positive on the Patient Health Ques-
tionnaire (PHQ)-215,16 for depression, the PTSD-Patient
Checklist (PCL) screen,17 or the Alcohol Use Disorders
Identification Test18 for alcohol misuse, rather than solely
based on clinical judgment. The BHL is a psychiatric
evaluation service that conducts structured telephone-
based assessments for initial behavioral health triage
and treatment planning, using a broad range of semi-
structured core assessment measures (see Behavioral
Health Evaluation section, below). Respondents who
were reached for BHL evaluation from April 2006
through August 2007 were considered for the survey if
they had reported military service in Afghanistan (Opera-
tion Enduring Freedom [OEF]) or Iraq (Operation Iraqi
Freedom [OIF]) since 2001, or in the air or sea near these
theaters of war. We made no distinctions for the current
study between those retiring from active duty and those
accessing services while returning to National Guard duty
or reserve units.

Behavioral Health Evaluation
The BHL evaluation began with basic demographics,

including age, race, and ethnicity. Patients over the age
of 54 were also assessed for cognitive impairment
using the Blessed Orientation-Memory-Concentration
Test (BOMC)19,20; the full evaluation was not completed
for patients with more than 16 errors on the BOMC, due
to potential unreliability. The Patient Health Question-
naire (PHQ-9)21 was used to assess severity of depressive
symptoms and to obtain provisional diagnoses of major
depression or minor depression.21,22 The BHL utilized
screening questions regarding illicit substance use during
the past year. The interview also assessed alcohol use with
a 7-day timeline follow-back method supplemented with
the average number of binge drinking episodes in the
prior 3 months.23 Patients who were positive for at-risk
alcohol were evaluated further using the alcohol module
on the Mini-International Neuropsychiatric Interview
(MINI).24 The MINI is a well-validated, brief structured
interview for DSM-IV and ICD-10 syndromes. For all
respondents, in addition to substance use, the BHL uti-
lized the MINI modules for mania, psychosis, panic dis-
order, generalized anxiety disorder, and PTSD. Seven
percent (N = 14) were evaluated for PTSD using the
PTSD-PCL-C,17 due to an administrative decision to
change PTSD evaluation in the BHL assessment battery.
All diagnoses were considered provisional given that the
assessments were conducted by telephone. The Medical
Outcomes Study Short Form (SF-12) (version 2.0),25,26

which closely mirrors the full SF-36, yielded a mental
component summary (MCS) score and a physical compo-
nent summary (PCS) score.

We created component scores using the PTSD mea-
sures to examine hypotheses about the type of psychiatric
symptoms most highly associated with specific family

problems. We relied on several factor analytic studies27–29

and expert clinical analyses30 of the syndrome to create
an index of presence/absence for each of 4 components,
based on the presence of any symptom within that
cluster: re-experiencing (dreams, disturbing recollections,
or flashbacks), avoidance (avoid thinking about the
trauma or reminders of the trauma), numbing (emotional
numbing, difficulty remembering aspects of the trauma,
emotional detachment, loss of interest, sense of foreshort-
ened life), and hyperarousal (difficulty sleeping, irritabil-
ity, difficulty concentrating, nervous/on guard, enhanced
startle). We did not use component scores to test hypoth-
eses about specific depressive symptoms in association
with specific family problems; current empirical evidence
supports only the unidimensionality of the PHQ-9 mea-
sure of depression.31

Family Readjustment and Domestic Abuse
We developed a screening tool to examine the extent of

family difficulties in returning veterans. Four questions
assessed the number of children and relationship status
(i.e., married or living as married, recently separated or
divorced, or not married). Each question regarding family
problems had a response value of 1 (“yes”), 0 (“no” or “I
don’t know/refused”), consistent with the majority of
questions in the BHL evaluation. Several items assessed
family role-related reintegration concerns, only for veter-
ans who were married or living with an intimate partner.
The items included the following: (1) being “unsure of the
division of responsibilities in your family,” (2) “disagree-
ments about the division of responsibilities in the family,”
(3) children “not acting warmly toward you” or acting
“afraid of you” (skipped for those without children), and
(4) feeling like a “guest or outsider in your own home.”
Respondents also were asked to estimate the frequency of
each problem or concern that they endorsed. An addi-
tional question that assessed relationship quality was used
that discriminates between maritally nondistressed and
maritally distressed spouses32: 0 (“successful overall”) or
1 (“troubled”). We constructed an index of family read-
justment, which consisted of the sum of the items above
(range, 0–5).

Several items were used to screen for domestic abuse
and violence during arguments or conflicts in the past 6
months with a current or former partner. Item content and
wording were drawn from commonly used assessment
tools such as the Conflict Tactics Scale.33 The content
reflected lower intensity behaviors potentially associated
with psychological intimidation and risk of injury and
extending to items that reflect physical injury of the re-
spondent, spouse, or children. The items included the
following behaviors/feelings: (1) “shouting, pushing or
shoving,” (2) anyone getting “hurt (during disagreements/
arguments),” (3) feeling “afraid of your partner (or former
partner),” (4) children being “hurt or threatened during an
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argument,” (5) partner or former partner feeling “afraid of
you,” and (6) a partner from a previous relationship “who
is making you feel unsafe now.” We formed an index of
domestic abuse using the sum of the positive response to
the items above, with possible values ranging from 0 to 6.
An additional item asked the respondent to report whether
they owned a weapon as an index of the safety risk
present in the context of domestic abuse and to screen for
safety concerns. Exact wording of the items described
above can be obtained from the first author.

Appropriate clinical contact was made to assess pos-
sible safety issues regarding domestic violence. All proce-
dures involving research with the BHL evaluations were
reviewed and approved by the Institutional Review Board
of the Philadelphia VA Medical Center.

Data Analyses
To describe the sample of referred veterans, we exam-

ined means and standard deviations of demographic and
clinical variables. Rates of positive responses to the fam-

ily readjustment and domestic abuse items, as well as the
MINI diagnoses, were examined using 95% confidence
intervals. Using χ2 tests, we compared the study sample
on age and rates of psychiatric problems to the broader
sample of non–OEF-OIF patients who were referred for
evaluation from the medical center’s primary care provid-
ers during that same time period. Similarly, we examined
whether those serving in the OEF or OIF conflicts from
Reserve or National Guard units had different rates of
family problems or different rates of psychiatric distress
compared to those who were deployed from regular
Army, Navy, Air Force, or Marine units.

We used Spearman correlations to test whether the
number of family readjustment or domestic abuse prob-
lems was associated with severity of depressive symp-
toms on the PHQ-9, and we evaluated general psychiatric
functioning using the SF-12 MCS. We used χ2 and odds
ratios to test whether the prevalence of having family re-
adjustment or domestic abuse problems was higher for
those who had specific psychiatric diagnoses compared to
those without these diagnoses.

Exploratory analyses examined whether specific de-
pressive and PTSD symptoms were associated with spe-
cific role-related family adjustment problems. We used
logistic regression to examine the association of specific
depression symptoms to individual family problems, in-
cluding domestic abuse items. For each model, PHQ
items were entered as a block with the presence/absence
of each family problem as the dependent variables. We
also used odds ratios to examine whether specific types
of PTSD symptoms were associated with the presence/
absence of specific family problems and domestic abuse.

RESULTS

Patient Characteristics
Two hundred two veterans who were evaluated by

the BHL reported participating in the recent conflicts in
Afghanistan and/or Iraq. All of those requested to answer
additional questions regarding their family and their read-
justment to civilian life consented, and 199 had complete
data. As shown in Table 1, most of the respondents were
male, and less than half were currently married or living
as married. There was substantial minority representation
among the respondents. The mean ages of men and
women were in the low 30s and were not significantly dif-
ferent (t = 0.76, p > .05, df = 198). Men and women did
not report having children in significantly different pro-
portions (χ2 = 2.63, df = 1, p > .05). Among those with
children, men and women did not report significantly dif-
ferent numbers of children (t = –0.55, p > .05, df = 102).
Available data indicated that on average the respondents
had returned from deployment and separated from mili-
tary service less than 2 years prior to assessment. The
mean SF-12 MCS score indicated that on average the

Table 1. Demographic Characteristics of Military Veterans
Who Served in Iraq or Afghanistan After 2001 and Were
Referred for Behavioral Health Evaluation From
Primary Carea

Men Women All
Characteristic (N = 178) (N = 21) (N = 199)

Age, mean (SD), y 32.5 (9.0) 34.2 (10.6) 32.7 (9.1)
Gender, % 89.5 10.5 …
Married/live-in, N (%) 83 (46.6) 3 (14.3) 86 (43.2)
Separated/divorced, N (%) 40 (22.5) 8 (38.1) 48 (24.1)
No partner, N (%) 55 (30.9) 10 (47.6) 65 (32.7)
Race, N (%)

Black/African American … … 64 (32.2)
White … … 106 (53.3)
Asian … … 4 (2.0)
Mixed or other … … 22 (11.1)
Refused … … 3 (1.5)

Veterans with children, N (%) … … 108 (54.3)
No. of children, mean (SD)b … … 2.0 (1.3)
Days from return from … … 585.6 (403.4)

 deployment, mean (SD)c

Days from discharge from … … 415.8 (374.4)
active duty, mean (SD)c

Branch of service, N (%)d

Army … … 70 (50.0)
Navy … … 16 (11.4)
Air Force … … 3 (2.1)
Marine Corps … … 24 (17.1)
Army or Air Force Reserves … … 6 (4.3)
National Guard … … 21 (15.0)

SF-12 physical component … … 48.8 (12.6)
 summary, mean (SD)

SF-12 mental component … … 35.8 (13.5)
summary, mean (SD)

aPercentages may not sum to 1.0 due to rounding error.
bData based only on the veterans who have children.
cData regarding days since return and discharge were available

only for about half of the sample (N = 98 and N = 97, respectively).
dBranch data were missing for 29.7% of the respondents; results

were based on nonmissing data.
Abbreviation: SF-12 = Medical Outcomes Study Short Form.
Symbol: … = not applicable.
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respondents had mental health functioning lower than
84% of the general population,26 with physical health
functioning similar to community (or nonclinical) popula-
tion average. We were able to obtain information on the
branch of service of 70.4% of the participants. Among the
participants with this information, about half had served
in the Army (i.e., not deployed through Army Reserve
units). A minority of the participants served in Iraq or
Afghanistan from National Guard or Reserve units (see
Table 1).

The rates of current provisional diagnoses and clinical
conditions among all OEF-OIF respondents with com-
plete data appear in Table 2. The rates were consistent
with a referred clinical population, ranging from 72%
with major or minor depression to 3.5% with illicit drug
use and psychotic symptoms. One of the χ2 tests indicated
a greater prevalence of mania symptoms among those
from National Guard or Reserve units compared to those
deployed from regular units (χ2 = 6.43, df = 1, p < .05;
26.9% vs. 8.9%). None of the other tests of diagnosis by
major type of service branch were significant (all p values
> .05).

The participants in the current study tended to be
younger than the 4619 non–OEF-OIF patients who were
referred for evaluation from the medical center’s primary
care providers during that same time period (t = –38.0,
df = 243, p < .0001; OEF-OIF, mean = 32.7, SD = 9.1;
non–OEF-OIF, mean = 58.6, SD = 14.1). Significantly
more OEF-OIF participants were classified as “complex,”
because of either suicidal ideation or presence of complex
symptoms (χ2 = 14.2, df = 1, p < .001; 59.6% vs. 45.8%).
Analyzing complex patients only in each group indicated
that complex OEF-OIF participants had higher rates
of PTSD symptomatology (χ2 = 25.0, df = 1, p < .0001;
79.7% vs. 56.1%) and lower rates of illicit drug use
(χ2 = 7.21, df = 1, p < .01; 5.9% vs. 14.9%) compared to
complex non–OEF-OIF patients.

Rates of Family Adjustment and Domestic Abuse
As shown in Table 3, more than 75% of the patients

with partners reported some family readjustment issue.
Among those reporting some family issue, 66.6% or

greater reported that one of these concerns occurred on
a weekly basis. Substantial percentages of veterans re-
ported problems related to their role as a partner or parent.
The test of overall rates of family problems by major type
of service branch was not significant (p > .05).

Also shown in Table 3, a substantial proportion of
the veterans with current or recent past partners reported
some type of domestic abuse ranging from mild to moder-
ate severity. The importance of potential violence was un-
derscored by the fact that almost one quarter reported the
presence of guns in the home. The test of overall rates of
domestic abuse by major type of service branch was not
significant (p > .05).

Prevalence of Family Problems
and Psychiatric Disorder

Correlational analyses indicated that depressive symp-
tom severity (PHQ-9 total score) was associated with the
index of family problems among those with partners
(r = .39, p < .0001, N = 86) and the index of domestic
abuse among those with partners or former partners
(r = .23, p < .01, N = 134). Similarly, the SF-12 MCS
variable was associated with the index of family problems
(r = –.42, p < .001, N = 86) and the index of domestic
abuse (r = –.28, p < .01, N = 134). The SF-12 PCS was
not correlated with either index of family problems.

Table 4 presents the results that show that the preva-
lence of family problems was higher among those with
provisional psychiatric diagnoses. The depressive and
anxiety symptom domains were most consistently asso-
ciated with family problems. Because of the previous lit-
erature suggesting higher prevalence of domestic abuse
among those with PTSD, we used exploratory analyses to
examine the individual domestic abuse items among those
with this diagnosis. None of these analyses were signifi-
cant, indicating no evidence of higher prevalence of spe-
cific forms of domestic abuse based on the diagnosis of
PTSD.

Psychiatric Symptoms and
Specific Role-Related Family Problems

Exploratory analyses with the individual role-related
reintegration items (i.e., “guest in own home,” “unsure”
or “conflict about” household responsibilities, or reported
“lack of warmth from child/child afraid”) suggested that a
major depression diagnosis was associated with increased
likelihood of being unsure about one’s responsibilities in
the home (OR = 2.6, 95% CI = 1.0 to 6.3). Diagnoses of
major depression (OR = 3.6, 95% CI = 1.5 to 8.9) and
PTSD (OR = 3.2, 95% CI = 1.3 to 7.9) were associated
with increased likelihood of feeling like a guest in one’s
own home. Among partnered veterans with children,
PTSD was associated with children acting afraid or not
acting warm toward the veteran (RR = 5.5, 95% CI = 1.5
to 18.9).

Table 2. Prevalence of Provisional Diagnoses and
Clinical Conditions of All Respondents (N = 199)a

Diagnosis/Condition % 95% CI

Any depression 72.0 65.8 to 78.2
Major depression 39.5 32.7 to 46.3
Generalized anxiety disorder 45.7 38.3 to 52.7
Mania 12.1 7.5 to 16.7
Posttraumatic stress disorder 47.2 43.0 to 54.2
Panic disorder 7.5 3.9 to 11.2
Psychosis 3.5 1.0 to 6.1
At-risk alcohol use 35.2 28.5 to 41.8
Illicit drug use 3.5 1.0 to 6.1
aSymptom categories are not mutually exclusive.
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Logistic regression analyses of individual depressive
symptoms entered as a block indicated that depressed
mood was significantly associated with feeling like a
guest (χ2 = 18.7, df = 9, p < .05, OR = 2.2, 95% CI = 1.0
to 4.5). None of the tests of individual depressive symp-
toms were significant in the context of this regression
model (all p values > .05). Other models predicting spe-
cific family problems from depressive symptoms indi-
cated a significant role for psychomotor symptoms (i.e.,
motor retardation or being fidgety/restless) in greater
likelihood of children reportedly being not warm or
afraid of the veteran (χ2 = 19.5, df = 9, p < .05, OR = 2.1,
95% CI = 1.1 to 4.1) and the veteran reporting dis-

agreements with his/her partner regarding household re-
sponsibilities (χ2 = 17.9, df = 9, p < .05, OR = 1.9, 95%
CI = 1.2 to 3.2).

Among the PTSD symptom component scores (i.e.,
re-experiencing, avoidance, numbing, and hyperarousal),
the presence of avoidance was associated with having
at least 1 role-related family problem (χ2 = 4.1, df = 1,
p < .05, OR = 2.5, 95% CI = 1.0 to 5.9). Similarly, emo-
tional numbing was associated with having at least 1
role-related family problem (χ2 = 6.8, df = 1, p < .01,
OR = 3.3, 95% CI = 1.3 to 8.1). None of the tests involv-
ing PTSD symptom component scores were significant
for the role-related symptoms, analyzed individually (all
p values > .05).

There were no significant associations among the
omnibus tests between depressive symptoms and specific
domestic abuse items (all p values > .05). Similarly, none
of the χ2 tests indicated any significant association be-
tween the PTSD symptom component scores (i.e., re-
experiencing, avoidance, numbing, and hyperarousal)
and any of the specific domestic abuse items (all
p values > .05).

DISCUSSION

Relatively little empirical research has focused on the
family problems of veterans in the first year or 2 follow-
ing their return from a major military conflict. The current
findings highlight the robust associations of a range of
family problems with psychiatric distress in a cohort of
relatively healthy, recent military veterans referred for
mental health evaluation. As expected, family problems
among those with current partners were common, and
over half of partnered veterans reported marital discord.
Although marital and family problems are known to be
common among those with mental health problems such

Table 4. Odds Ratios of Family Readjustment and
Domestic Abuse Problems in Veterans With Specific
Provisional Diagnosesa

Any Readjustment Any Domestic
Problemb Abuse Problemc

(N = 86) (N = 134)

Diagnosis/Condition OR 95% CI OR 95% CI
Any depression 8.7 2.8 to 27.1*** 2.5 1.2 to 5.6*
Major depression 5.2 1.4 to 19.4** 1.8 0.8 to 3.7
Generalized anxiety 2.5 0.9 to 7.4 2.4 1.2 to 4.8*

disorder
Mania … … 1.7 0.6 to 5.2
Posttraumatic stress 4.9 1.5 to 16.4** 1.7 0.9 to 3.5

disorder
Panic disorder 2.1 0.2 to 18.2 1.0 0.3 to 3.8
At-risk alcohol use 1.7 0.5 to 5.8 1.7 0.8 to 3.7
aThe analyses involving psychosis and illicit drug use (and for mania

in the case of readjustment problems) resulted in zero observed or
low (N < 5) expected cell count and were deemed invalid; thus,
these results are not tabled.

bMarried/partnered.
cMarried/partnered + separated/divorced.
*p < .05.
**p < .01.
***p < .001.
Symbol: … = not applicable.

Table 3. Prevalence of Family Readjustment Problems and Domestic Abuse
Married/Partnered +

Married/Partnered (N = 86) Separated/Divorced (N = 134)

Issue % 95% CI % 95% CI
Feel like guest 40.7 30.3 to 51.1 … …
Children not warm/afraid 25.0a 14.4 to 35.6 … …
Unsure of responsibilities 37.2 27.7 to 47.4 … …
Disagree about responsibilities 57.0 46.5 to 67.4 … …
Troubled relationship 57.8 47.2 to 67.5 … …
Any family issue 77.9 67.9 to 88.7 … …
Shout/push/shove … … 53.7 45.3 to 62.2
You afraid … … 9.7 4.7 to 14.7
Partner afraid of you … … 27.6 20.0 to 37.6
Afraid of previous partner … … 2.6 0.0 to 5.4
Anyone hurt … … 4.4 1.0 to 7.9
Any domestic abuse … … 60.0 51.4 to 68.0
Guns in home … … 24.6 17.3 to 31.9
aN = 64 for veterans with partners who reported having children. None of the respondents acknowledged

hurting or threatening to hurt their children during a disagreement or conflict, so the data were not tabled.
Symbol: … = not applicable.
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as depression,34,35 the contribution of this study is the ex-
amination of specific problems confronted by returning
war veterans.

In our sample, specific role-related readjustment prob-
lems were related to both depression and PTSD. Role
issues refer specifically to the veteran’s difficulties in re-
negotiating his or her place in the family, in terms of one’s
relationship with their children, parental or spousal re-
sponsibilities, and being comfortable in one’s family and
household. These data may reveal ways in which psychi-
atric distress may disrupt normal family functioning in the
current sample of veterans. Over 40% of the veterans with
partners indicated they have felt like a “guest” in their
home, and we found that those with depression were more
likely to have these feelings on a weekly basis. Whereas
about 25% of veterans overall reported that their children
were acting afraid of them or did not act warmly toward
them, those with PTSD were more likely to have this ex-
perience. Analysis of the specific avoidant, withdrawn, or
anxious symptom domains suggest that these symptoms
may lead to problems in regaining their spousal and pa-
rental roles. It may also reflect the difficulty veterans with
PTSD may have in feeling close to their family members.
The type of service branch (regular units vs. National
Guard or Reserve) from which these participants were de-
ployed was not a significant factor in our results.

The rates of domestic abuse are striking given that the
only source of information was the veterans themselves;
self-report of domestic violence has been demonstrated to
produce rates that are 10% lower than rates drawn from
both relationship partners.36 Over 50% reported a mild to
moderate level of domestic abuse, close to a third reported
that their partner is afraid of them, and 4.4% acknowl-
edged injury to either the service member or the partner
during recent interpersonal conflicts. Thus, various forms
of abuse or violence are clearly a prominent feature of re-
lationship difficulties faced by veterans in this clinical
sample. Although the rates drawn from our brief screen-
ing instrument cannot be directly compared to standard
measures of interpersonal violence, epidemiologic studies
report that among military samples, 10.8% of men re-
ported moderate violence (i.e., pushing/shoving or some
form of hitting), and 2.5% reported severe violence (i.e.,
severe assault, or violence or threats of violence involving
a weapon).37

These findings also point toward opportunities in the
Veterans Health Administration to help family readjust-
ment of a particularly vulnerable subpopulation of veter-
ans: those referred for behavioral health evaluation. Co-
occurring family problems have the potential of limiting
the social support available to the veteran, thus reducing a
positive response to treatment for any psychiatric disorder
that is present. In addition, some family problems, includ-
ing domestic abuse and marital discord, have the potential
to exacerbate conditions such as depression. Marital and

family based treatments of psychiatric disorders exist that
may be helpful in treating veterans with both marital and
psychiatric problems.38 The relevance of these interven-
tions to the current population is not immediately clear,
however. There is very little empirically based infor-
mation known about the normal processes of family rein-
tegration after combat experiences, except that higher
levels of war trauma increase adjustment problems both
within the family as well as in other parts of veterans’
lives. Future research should focus on prototypical stages
of family reintegration as well as ways psychiatric prob-
lems may complicate this process.

A limitation of the findings concerning psychiatric
symptom categories and family problems is that there is
no consensus on PTSD symptom clusters in the literature.
However, when we used an alternative clustering strategy
based on Palmieri and colleagues,29 there was little impact
on the findings. Additionally, our assessment of family re-
integration problems was limited by the lack of existing
measures of these types of problems. Similarly, our mea-
sure of domestic abuse was adapted for this study from
existing measures in order to limit respondent burden; this
hampered our ability, however, to compare overall rates to
other studies using standard measures.

Because this study utilized a clinically referred sample,
one should not generalize beyond similar clinical popula-
tions to the general population of veterans returning from
current military conflicts. The cross-sectional nature of
the assessment limits us from drawing any conclusions
about the causal nature of military deployment on either
psychiatric distress or family problems. Predeployment
domestic abuse9,10 and other vulnerabilities of the marital
relationships could certainly impact postdeployment re-
integration problems that we were not able to assess.
Furthermore, we were not able to assess the partners or
former partners of the veterans, so supportive evidence
from other sources was not available. However, given the
self-report nature of the assessments, it is noteworthy that
these veterans with mental health problems acknowl-
edged high rates of family problems, and specific types of
reintegration problems were associated with their level
of psychiatric distress on well-validated measures. These
findings support the effort to understand more about how
to help veterans experiencing both psychiatric problems
and family difficulties.

Disclosure of off-label usage: The authors have determined
that, to the best of their knowledge, no investigational information
about pharmaceutical agents that is outside U.S. Food and Drug
Administration–approved labeling has been presented in this article.
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