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ABSTRACT
A growing amount of literature has documented differences between United States (US) 
veterans of the armed services and civilians in mental and physical health outcomes. 
However, less is known about the correlates of these outcomes, and most studies have 
used samples of veterans receiving US Department of Veteran’s Affairs (VA) healthcare 
only. Using a nationally recruited sample from the Midlife in the United States (MIDUS) II 
study, we examined stress exposure, mental health symptoms, and common vulnerability 
factors (inflammation, trauma history, emotion regulation) across veterans and civilians. 
The present study included data from the baseline psychosocial timepoint (Project 1), 
the Milwaukee subsample (n = 4,633), and the biomarker study (Project 4; n = 1,099). We 
found that veterans reported greater stressful and traumatic life events but fewer mental 
health symptoms compared to civilians. Further, analyses suggested some differences 
based on a history of combat or probability of using VA healthcare, with higher levels of 
depression among combat veterans and more head injury among those likely to use VA 
healthcare. Results suggest some variability in inflammatory markers but few differences 
in emotion regulation or health characteristics. The present study was limited by minimal 
available data on military service. Future research is needed on veterans outside of VA 
healthcare, with attention to characteristics such as the branch of service, rank, and unit 
cohesion. The goal of this line of research is to better understand factors that may be 
addressed in prevention and intervention efforts in service of best caring for those who 
have sacrificed for military service.
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In his second inaugural address, President Abraham Lincoln 
(1865) famously called for the government to “care for 
him who shall have borne the battle.” Over time, identified 
areas of need for veterans of the armed services include 
mental health, head injury, and post-deployment physical 
health (Kornblith et al., 2020; Noël et al., 2011; Tanielian 
et al., 2008). Often, veterans are eligible for care related 
to conditions related to their military service at a United 
States (US) Department of Veterans Affairs (VA) hospital 
for no cost. According to the Veterans Benefits Association 
(2022) annual report, 5,417,012 veterans received service-
connected compensation during the fiscal year 2022. This 
compensation is for conditions determined to be related to 
their service, with mental disabilities being the fourth most 
prevalent body system being compensated.

More recently, it has been identified that active-duty 
service members and veterans do not always respond to 
mental health treatment to the same degree as civilians 
(Jacoby et al., 2022), underscoring a need to better 
understand group differences and malleable correlates 
to improve care quality. Unfortunately, few empirical 
investigations exist comparing veterans and civilians, and 
those that do often focus on veterans receiving care at VA 
hospitals. The present study leverages a national dataset 
as a first step to explore differences between veterans and 
civilians on a range of outcomes and health correlates as 
a foundation for future research. Utilizing this dataset has 
the benefit of reducing the burden on participants with new 
data collection while clarifying hypotheses and recruiting 
many veterans who are likely not utilizing VA services.

President Lincoln’s (1865) words have become a key part 
of the motto of the VA. However, nearly 60% of veterans 
do not seek services from the VA (Bagalman, 2014). 
Therefore, they are overlooked in research despite some 
research showing an increased risk of suicide in veterans 
not connected to VA care (Lemle, 2018). This current line of 
research might help inform the need for specialty services 
and services for those transitioning from service or who 
may be ineligible for VA care.

In comparison to their civilian counterparts, some literature 
suggests that veterans are at greater risk for several mental 
health conditions, including depression, posttraumatic 
stress disorder (PTSD), and other chronic medical conditions, 
compared to the general population (American Psychiatric 
Association, 2022; Fulton et al., 2015; Gros et al., 2010). The 
most likely explanation for this increased vulnerability is 
the high amounts of stress and trauma that veterans are 
exposed to during combat missions, the high prevalence 
of Military Sexual Trauma (MST), Traumatic Brain Injury 
(TBI), and even some evidence of high rates of pre-military 
trauma (Loignon et al., 2020; Pulverman et al., 2019; Stretch 
et al., 1998). Another unique aspect of military service is 

deployment, or the movement of armed forces from their 
home station to somewhere outside the continental US and 
its territories. It may involve transition stress, disruption to 
social networks, and separation of families (US Department 
of Veterans Affairs, 2015).

While trauma exposure likely contributes to the 
development of poor health, the effects are often small, 
and there are likely several mediating and moderating 
factors (Scott et al., 2013). One such factor for veterans 
may be basic training, which is a rigorous process designed 
to turn civilians into soldiers, sailors, airmen, marines, 
national guardsmen, reservists, and coast guardsmen. This 
training prepares individuals to serve their country through 
military service that includes branch-specific training 
in marksmanship, physical training, and psychological 
training, among other components (Kelley, 2005). It is 
possible that some aspects of military readiness, such as 
basic training, teach additional skills that increase resilience 
and physical fitness and increase social connection, leading 
to better health outcomes. This was supported by one  
study of pre-9/11 veterans and civilians from a national to 
sample that found no difference in symptoms of depression 
among veterans compared to civilians (Gould et al., 2015).

In addition to the plausibility of unique group factors that 
are facilitators of health or serve as vulnerability factors, 
existing research in the area has suggested that veterans 
tend to demonstrate elevated anger expression and higher 
levels of anxiety compared to civilians (Angkaw et al., 2013; 
Gould et al., 2015; MacManus et al., 2015). Further, some 
research suggests chronic or dysregulated inflammation, 
which has been proposed as one pathway through which 
mental and physical health problems develop following 
trauma (Kendall-Tackett, 2009; Sokolove et al., 2016). In 
a recent dissertation that examined emotional regulation 
as a correlate of mental health difficulties, a civilian 
subsample reported lower emotional regulation difficulties 
than a veteran subsample (Chase, 2017). While these two 
groups were recruited as part of different studies, it offers 
early evidence of group differences in emotion regulation, 
an important mental health mechanism connected to 
mental and physical health (DeSteno et al., 2013).

The present study leverages an existing data set that 
included select questions about military service history, 
combat exposure, VA benefits, and VA insurance to 
compare veterans of the US armed forces and civilians on 
a range of mental and physical health domains. The long-
term objective of this line of work is to identify potential 
group differences that can be used to inform treatment 
and resource allocation. Understanding descriptive 
differences between these two populations is important for 
several reasons. First, although the US veteran population is 
estimated to be over 19 million, with fewer than 7-million 
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veterans enrolled in VA healthcare, most medical and 
mental health research is conducted on civilian samples 
or within VA settings (US Department of Veterans Affairs, 
2022). As such, this study might inform whether additional 
research is needed for veteran-specific interventions, 
including those who are not eligible for VA healthcare. 
Second, this research may inform which outcomes veterans 
and military members are more at risk for and what 
vulnerabilities could be targeted in preventative healthcare. 
Third, if group differences are not found in this existing 
dataset, it might suggest that more specific investigation is 
needed to phenotype those most at risk without collecting 
additional data for this purpose. Additionally, although 
large surveys regarding veteran demographics, utilization 
of healthcare, self-reported health and well-being, as well 
as diagnosis of physical and mental health conditions, 
have been conducted within the VA, less is known about 
pathways through which these conditions develop (US 
Department of Veterans Affairs, 2022). Therefore, we 
also examined a range of potential vulnerability and 
protective factors, including social anxiety, trait anxiety, 
depression, life stress, and childhood adversity, as well as 
concentrations of several inflammatory biomarkers.

While this paper is largely descriptive in nature, we did have 
some hypotheses. Previous research has suggested veterans 
who have deployed have higher levels of inflammation 
than civilians and, among VA employees, veterans report 
greater mental and physical health problems and fewer 
health-promoting behaviors compared to civilians (Ansley 
& Howard, 2021; Schult et al., 2019). First, we hypothesized 
that veterans would report more exposure to different types 
of traumas that can have lasting impacts on mental health. 
In addition, we hypothesized that veterans would report 
greater anger expression, higher anxiety, more depression, 
and higher systemic inflammation than civilians. Moreover, 
we hypothesized that veterans would report higher rates of 
head injury and poorer sleep quality compared to civilians. 
Some evidence connects combat exposure with increased 
risk for some mental health disorders, so we also stratified 
follow-up analyses by combat exposure (Seal et al., 2009). 
Finally, given previous research in this area has focused 
on VA samples, we also stratified follow-up analyses by 
probable VA healthcare use to study differences between 
veterans who likely seek care through the VA healthcare 
system and veterans who do not.

METHOD

The present study included a subsample of those who 
participated in the second phase of a national longitudinal 
study of health and well-being, Midlife in the United States 

(MIDUS II). Participants in the first phase of MIDUS were 
recruited between 1995 and 1996 using random digit 
dialing. Eligible participants were English-speaking, non-
institutionalized adults ages 25–74 at enrollment. MIDUS 
II was completed between 2004 and 2009, which included 
a follow-up on MIDUS participants (Project 1) and several 
subprojects, including a Biomarker Project (Project 4), with 
some biomarker assays released as recently as 2018. We 
used data from Project 1, the baseline time point that 
consisted of self-report psychosocial and health information 
in a large sample of adults. Participants completed self-
administered questionnaires and telephone interviews 
regarding sociodemographic information, psychosocial 
functioning, life events, coping, and physical and mental 
health.

To partially address low ethnic and racial diversity in 
Project 1, an additional subsample of African American 
adults to were recruited in Milwaukee, Wisconsin (WI), 
to participate in a new phase of MIDUS II, known as the 
Milwaukee subsample. Because these individuals completed 
similar measures as Project 1, they are referred to here as 
part of the baseline sample. We also used data from Project 
4, which collected additional health information and blood 
samples from a subset of participations. All participants who 
completed baseline assessments were eligible for Project 4. 
We will report baseline and Project 4 separately for clarity in 
procedures and sample size. However, the participants from 
Project 4 are also represented in baseline analyses (i.e., non-
independent samples). MIDUS II includes a small number 
of participants from the same family. Previous studies have 
run sensitivity analyses to ensure findings don’t change 
when excluding family members (e.g., Hostinar et al., 2015). 
Therefore, we opted to include all participants in the analyses.

BASELINE METHODS

PARTICIPANTS
Project 1 of MIDUS II was completed between 2004 and 
2006, which included a follow-up on MIDUS participants 
(baseline). To increase diversity in MIDUS II, an additional 
African American sample (n = 592) was recruited from 
Milwaukee, WI, who completed questionnaires and 
procedures parallel to those in baseline. All participants 
eligible for the MIDUS projects were eligible for inclusion in 
the present study. We excluded participants who did not 
complete the veteran status question (n = 354).

As shown in Table 1 (below), the MIDUS II participants at 
baseline were primarily White, with little variability across 
the veteran and civilian subsample. The average age for the 
sample was 55.03 (SD = 12.45). While the sample was over 
half female (56.3%), the veteran sample was only 5.6% 
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female. Of the veteran subsample, 27.1% endorsed having 
experienced combat. In addition, MIDUS II asked about 
specific ethnicities, which are reported in aggregate here.

PROCEDURES
At baseline, participants completed a structured telephone 
interview and a series of self-administered questionnaires 
regarding demographic information, stressful life 
event exposure, and mental health, among others not 
reported here. In addition, participants received financial 
compensation for their participation.

MEASURES

Stressful Life Events
Participants completed a 27-item Stressful Life Events scale 
(SLE), a scale adapted from a life stress measure for use in 
the MIDUS II study (Turner & Wheaton, 1995). Participants 
indicated which events they had experienced by responding 
yes/no to each item. For the first seven items, participants 
were asked to indicate events they had experienced as 
a child or teenager (up to age 19). For the remaining 20 
items, participants were asked to indicate which events had 

WHOLE SAMPLE
n = 4,633

VETERANS
n = 801

CIVILIANS
n = 3,832

% (n) % (n) % (n)

Gender (% female) 56.3% (n = 2,609) 5.6% (n = 45) 66.9% (n = 2,564)

Race*

Asian 0.5% (n = 27) 0.0% (n = 0) 0.7% (n = 27)

Black 16.2% (n = 754) 12.2% (n = 98) 17.0% (n = 655)

Native American 5.7% (n = 267) 5.4% (n = 44) 5.8% (n = 223)

Native Hawaiian/Pacific Islander 0.2% (n = 10) 0.3% (n = 3) 0.1% (n = 7)

White 81.6% (n = 3,783) 86.0% (n = 689) 80.7% (n = 3,094)

Other 2.8% (n = 131) 2.3% (n = 19) 2.9% (n = 113)

Don’t know/Refused 0.4% (n = 20) 0.2% (n = 2) 0.5% (n = 21)

Ethnicity

Not Spanish/Hispanic 97.0% (n = 4,492) 96.3% (n = 771) 97.1% (n = 3,721)

Spanish/Hispanic 2.7% (n = 125) 3.1% (n = 25) 2.6% (n = 100)

Don’t know/Refused 0.3% (n = 16) 0.6% (n = 5) 0.2% (n = 11)

Education

No school/some grade school (1-6) 0.5% (n = 21) 0.2% (n = 2) 0.5% (n = 19)

8th grade/junior high school (HS;7-8) 1.4% (n = 67) 1.2% (n = 10) 1.5% (n = 57)

Some HS (9-12 no diploma/GED) 5.9% (n = 272) 4.7% (n = 38) 6.1% (n = 234)

GED 1.6% (n = 73) 1.7% (n = 14) 1.5% (n = 59)

Graduated from HS 26.6% (n = 1,232) 23.5% (n = 188) 27.2% (n = 1,044)

1 to 2 years of college, no degree yet 17.7% (n = 818) 18.7% (n = 150) 17.4% (n = 668)

3 + years of college, no degree yet 3.9% (n = 182) 4.2% (n = 34) 3.9% (n = 148)

Graduated from 2-year college, vocational school or associate degree 7.4% (n = 342) 8.0% (n = 64) 7.3% (n = 278)

Bachelor’s degree 17.7% (n = 821) 20.1% (n = 161) 17.2% (n = 660)

Some graduate school 2.9% (n = 134) 3.9% (n = 31) 2.7% (n = 103)

Master’s degree 10.0% (n = 462) 9.0% (n = 72) 10.2% (n = 390)

Doctorate or other professional degree 4.4% (n = 203) 4.6% (n = 37) 4.3% (n = 166)

Don’t know/Refused 0.1% (n = 6) 0.0% (n = 0) 0.1% (n = 6)

Table 1 Baseline Demographics.

Note: * Participants could identify up to 4 racial identities, categories not mutually exclusive, and may total more than 100%.
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happened at any time in their life. For the present study, we 
calculated a total stressful life events measure by summing 
each item endorsed as yes. Due to the low endorsement of 
four or more events, this was recoded to 0, 1, 2, and 3+ for 
analysis. We also created two other indices. The first was 
a measure of potentially traumatic life events, summing 
together endorsement of items potentially consistent 
with definitions of a traumatic event that may be used to 
diagnose PTSD, i.e., parental alcohol use, parental drug use, 
death of a parent, death of a brother or sister, death of a 
child, the child experienced a life-threatening accident or 
injury, physically assaulted or attacked, sexually assaulted, 
experienced combat (American Psychiatric Association, 
2022). For all measures, greater scores indicate exposure 
to more stressful events.

Grouping Variables
Veteran status. A probable veteran variable was created 
using a single yes/no item on the SLE “entered the armed 
forces.” Participants who endorsed yes on this item were 
coded as a veteran, and those who did not endorse that 
item were coded as a civilian.

Combat. As part of the SLE, participants indicated 
whether or not they had experienced combat. This item 
was used to create the combat veteran variable where 
1 indicated the veteran had experienced combat, and 0 
indicated the veteran had not experienced combat.

Probable VA healthcare. Participants were asked to 
indicate (a) whether they were covered by CHAMPUS, 
CHAMPVA, or other government health insurance for military 
personnel or veterans and (b) whether they received veterans’ 
benefits. This was used to create a probable VA healthcare 
variable, where endorsing either of the insurance or benefit 
items and endorsing being a veteran was coded as likely to 
receive healthcare from a VA hospital. Not endorsing either 
of these items, but endorsing being a veteran, was coded as 
likely not receiving healthcare from a VA hospital. Finally, a 
few participants endorsed being covered by this insurance 
or receiving benefits but did not endorse being a veteran. 
Because family members can receive benefits, these were 
not included in the probable VA healthcare analyses.

Mental Health Symptoms
Participants were screened for depression, anxiety, and 
panic disorder over the phone using the Composite 
International Diagnostic Interview–Short Form (CIDI-SF) 
through a structured interview completed by trained study 
staff (Kessler et al., 1998; Wang et al., 2017).

When screening for depression, participants were first 
asked whether they had felt sad, depressed, or blue for two 
weeks in the past 12 months. Each participant was then 
asked seven items that captured symptoms of depression 

(e.g., “lose interest in most things, feeling down on yourself, 
no good, or worthless”) that differed slightly in framing based 
on their answer to the screening question. A total score was 
derived from seven yes/no items with a possible range of 0–7.

When screening for anxiety, participants were first asked 
about the extent to which they worry compared to others, 
the frequency at which they worry, and how many things 
they worry about. Those who indicated they “worry a lot 
more than others,” “worry every day or just about every 
day,” and “worried about more than one thing” or “different 
worries at the same time” were then asked additional 
questions regarding anxiety. Participants reported how 
often they experienced ten items capturing anxiety (e.g., 
“were restless because of your worry” or “were keyed up, 
on edge, or had a lot of nervous energy”) on a scale of 1 
= most days to 4 = never. For the present study, a total 
score calculated in the parent study was used based on the 
number of “most day” responses, which ranged from 0–10.

When screening for panic attacks, participants were 
first asked whether they had experienced a panic attack 
in the past year. Those who endorsed having a panic 
attack responded yes/no to whether they experienced six 
items during an attack (e.g., “you have tightness, pain, or 
discomfort in your chest or stomach”). Finally, a total score 
of yes responses ranging from 0–6 was used in our analysis.

DATA ANALYSIS

There was no missing data for veteran status, combat 
status, stressful life events, or mental health symptoms at 
baseline. However, many variables were positively skewed, 
and log transformation (log10) did not significantly improve 
the distribution. Given the large sample size for the primary 
research questions, indicating statistical power to detect 
small effects, we used nonparametric tests for all analyses. 
Descriptive statistics used means/standard deviations or 
medians/interquartile ranges, as appropriate. Inferential 
statistics used Mann-Whitney U tests to compare median 
levels of trauma history and mental health symptoms. 
While the purpose of this paper was to be descriptive and 
exploratory, the large number of comparisons raised some 
questions about Type I errors. Therefore, the present study 
used α < .01 as the criterion for statistical significance for all 
baseline analyses.

BASELINE RESULTS

Our first step was to compare veterans and civilians on a 
range of trauma measures and mental health symptom 
measures. The distributions in the two groups differed 
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significantly for all the SLE and mental health measures (See 
Table 2). Consistent with our first hypothesis that veterans 
will report more exposure to different types of traumas that 
have lasting impacts on mental health, the median number 
of stressful life events, potentially traumatic events, and 
childhood stressful life events was greater for veterans than 
civilians. Contrary to our second hypothesis that veterans 
will have higher anxiety and more depression in comparison 
to civilians, median levels of depression, anxiety, and panic 
symptoms were higher in civilians compared to veterans.

Next, among veterans only, we tested hypotheses one 
and two, comparing those who had experienced combat 
and those who had not (See Table 3). We removed both 
joining the armed forces and combat as potential response 
options for this measure of stressful life events. Combat 
veterans reported more exposure to stressful life events 
and greater histories of childhood adversity, but no 
difference was observed for traumatic life events or mental 
health symptoms.

Finally, a third set of analyses examined hypothesis one 
and hypothesis two among the 447 veterans who had 

responded to questions about healthcare or service-related 
conditions in order to determine whether there are any 
differences between those who were likely to be receiving 
care from the VA and those who were not (See Table 4). 
Those who were likely receiving VA healthcare reported 
more traumatic life events and more depression compared 
to those not likely to receive VA healthcare.

While findings documenting greater exposure to 
stressful and traumatic events were consistent with 
hypotheses, our baseline results of veterans experiencing 
lower levels of anxiety, depression, and panic symptoms 
than civilians were not expected. Additionally, there was 
no difference in mental health symptoms between combat 
and non-combat veterans. Finally, exploratory analyses 
of veterans likely using VA healthcare versus those who 
were not likely using VA healthcare showed that VA 
veterans reported more traumatic life events and higher 
depression. The remaining analyses examined a subset 
of baseline participants who are better characterized by 
psychosocial factors and may offer some insights into 
group differences.

VETERAN MEDIAN (IQR) OR 
MEAN (SD)

CIVILIAN MEDIAN (IQR) OR 
MEAN (SD)

p U

SLE 4.00 (3.00–6.00) 3.00 (1.00–4.00) <.001 2143235.00

SLE trauma 0.00 (0.00–1.00) 0.00 (0.00–1.00) <.001 1762166.00

SLE childhood 1.00 (0.00–1.00) 0.00 (0.00–1.00) <.001 1714808.50

Depression* 0.41 (1.44) 0.67 (1.81) <.001 1457034.00

Anxiety* 0.07 (0.68) 0.15 (0.93) .005 1507490.00

Panic symptoms* 0.15 (0.75) 0.33 (1.03) <.001 1438780.50

Table 2 Comparisons Between Veterans and Civilians on Life Events and Mental Health Symptoms.

Note: SLE = Stressful Life Events; n for veterans is 801; n for civilians is 3832; * We reported mean and SD for descriptive purposes because 
the median and IQR were all zero.

COMBAT VETERAN MEDIAN 
(IQR) OR MEAN (SD)

NON-COMBAT VETERAN 
MEDIAN (IQR) OR MEAN (SD)

p U

SLE 3.00 (2.00–5.00) 3.00 (2.00–4.00) <.001 73405.00

SLE trauma 0.00 (0.00–1.00) 0.00 (0.00–1.00) .09 67139.50

SLE childhood 1.00 (0.00–1.00) 0.00 (0.00–1.00) <.001 75135.50

Depression* 0.52 (1.57) 0.37 (1.39) .07 65825.00

Anxiety* 0.02 (.34) 0.09 (0.77) .22 62679.00

Panic symptoms* 0.12 (0.68) 0.16 (0.78) .94 63277.50

Table 3 Comparisons of Life Events and Mental Health by Combat Status.

Note: SLE = Stressful Life Events; n for Combat Veteran = 217; n for Non-Combat Veteran = 584; * We report mean and SD for descriptive 
purposes because the median and IQR were all zero.
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PROJECT 4 METHODS

PARTICIPANTS
Milwaukee and Project 1 (i.e., baseline) participants were 
invited to participate in several sub-projects of MIDUS 
II, including the MIDUS II Biomarker Project (Project 4). 
Participants of the present study included adults ages 
35–86 who completed baseline Milwaukee measures and 
Project 4. Participants received financial compensation 
for their participation. These participants were recruited 
via recruitment letters and study brochures to complete 
a 2-day overnight study session at one of three clinical 
research centers in the United States. All participants eligible 
for the MIDUS II projects were eligible for inclusion in the 
present study. As part of Project 4, participants completed 
a physical exam, medical history assessment, and a series 
of self-report questionnaires, including a self-reported 
sleep assessment. In addition, a 12-hour to fasting blood 
draw was taken the following morning at approximately 
7 a.m. to assay inflammatory markers (Dienberg Love 
et al., 2010; Ryff et al., 2019). For Project 4 analyses, we 
excluded participants who had a history of cancer or HIV/
AIDs due to our examination of inflammatory markers and 
the association of the conditions with immune function 
(n = 156). As shown in Table 5, the MIDUS participants in 
Project 4 were primarily White, with little variability across 
the veteran and civilian subsamples. The average age 
was 53.64 (SD = 11.37). While the sample was over half 
female (56.1%), the veteran sample was only 5.8% female. 
In Project 4, 25% of the veterans endorsed experiencing 
combat. MIDUS II asked about specific ethnicities, which 
are reported in aggregate here.

PROCEDURES
Project 4 participants completed a 2-day overnight study 
session at one of three general clinical research centers. On 
day one, they completed a physical exam, medical history 
assessment, self-reported sleep assessment, and self-

administered questionnaire packet. In addition, a to fasting 
blood draw was taken the following morning.

PROJECT 4 MEASURES

Childhood Trauma
At Project 4, participants completed the 28-item childhood 
trauma questionnaire, a validated measure of childhood 
trauma that includes five subscales to assess emotional 
abuse, physical abuse, sexual abuse, emotional neglect, 
and physical neglect (Bernstein, 1994). Responses to were 
measured on a 5-point Likert scale with 1 = never true to 
5 = always true about how often each tactic occurred. 
Responses were summed to create 5 subscales, one for 
each abuse type and a total score.

Depression
Participants completed the Center for Epidemiological 
Studies Depression Inventory (CES-D), a 20-item measure 
of depression. Participants reported how often they 
experienced each item (e.g., “I thought my life had been a 
failure” and “I could not get “going”) over the past week 
on a scale of 1 to 4 with 1 = rarely or none of the time to 4 
= most or all of the time (Radloff, 1977). These items were 
summed in the parent study to create a total score where 
greater scores indicate more depression symptoms (α = .89).

Social Anxiety Scale
A modified 9-item version of the Liebowitz Social Anxiety 
Scale was collected as part of Project 4. Each of the items 
presented a common social situation (e.g., “returning 
goods to a store” or “calling someone you don’t know very 
well”; see Fresco et al., 2001). Participants rated how much 
fear or anxiety they experienced when faced with each of 
the nine situations on a scale of 1–4, with 1 = none to 4 
= severe. Responses to these items were summed in the 
parent study to create a total score where greater scores 
indicate more social anxiety (α = .85).

VA VETERAN MEDIAN 
(IQR) OR MEAN (SD)

VETERAN NOT LIKELY TO USE VA 
HEALTHCARE MEDIAN (IQR) OR MEAN (SD)

p U

SLE 4.50 (3.00–6.00) 4.00 (3.00–6.00) .14 26137.50

SLE trauma 1.00 (0.00–1.00) 0.00 (0.00–1.00) <.001 28400.00

SLE childhood 1.00 (0.00–1.00) 1.00 (0.00–1.00) .04 26831.50

Depression* 0.78 (1.96) 0.33 (1.29) .004 26212.00

Anxiety* 0.09 (0.83) 0.07 (0.60) .93 24222.50

Panic symptoms* 0.26 (1.04) 0.14 (0.76) .24 24855.00

Table 4 Comparisons of Stressful Life Events and Mental Health by Probable VA Healthcare Use.

Note: SLE = Stressful Life Events; n for VA Veteran = 184; n for non-VA veteran = 263; * We reported mean and SD for descriptive purposes 
because median and IQR were all zero.
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Trait Anxiety Scale
Participants completed the Spielberg Trait Anxiety 
Inventory, a 20-item self-report measure of feelings of 
anxiety (Spielberger, 1989). Participants rated how typically 
they experienced each item (e.g., “I am losing out on 
things because I can’t make up my mind soon enough” 
and “I worry too much over something that really doesn’t 
matter”) on a scale of 1–4, with 1 = almost never to 4 = 
almost always. Responses to these items were summed 
in the parent study to create a total score where greater 
scores indicate more social anxiety (α = .91).

Emotional Control
Self-control was measured during Project 4 using a 19-
item Self-Control Scale, which contained subscales to 
measure cognition control, emotion control, and burden 
of consciousness (Gross & John, 2003; Markus & Kitayama, 
1991) in the parent study. Participants rated items on 
a scale of 1–7, with 1 = strongly agree to 7 = strongly 
disagree, and responses were summed to create subscale 
scores. The cognition control subscale included six items 
i.e., “I can make myself do things I don’t want to do,” and “I 
can control my thoughts and desires if I need to” (α = .59).  

WHOLE SAMPLE
n = 1,099

VETERANS
n = 172

CIVILIANS
n = 927

% (n) % (n) % (n)

Gender (% female) 56.1% (n = 617) 5.8% (n = 10) 65.5% (n = 607)

Race*

Asian 0.1% (n = 5) 0.0% (n = 0) 0.5% (n = 5)

Black 19.3% (n = 213) 13.3% (n = 23) 20.4% (n = 190)

Native American 6.0% (n = 66) 5.2% (n = 9) 6.1% (n = 57)

Native Hawaiian/Pacific Islander 0.2 (n = 3) 0.5% (n = 1) 0.2% (n = 2)

White 78.9% (n = 868) 84.9% (n = 146) 77.8% (n = 722)

Other 3.4% (n = 38) 2.9% (n = 5) 3.5% (n = 33)

Don’t know/Refused 0.3% (n = 4) 0.0% (n = 0) 0.4% (n = 4)

Ethnicity

Not Spanish/Hispanic 96.0% (n = 1,055) 97.1% (n = 167) 95.8% (n = 888)

Spanish/Hispanic 3.5% (n = 39) 2.3% (n = 4) 3.8% (n = 35)

Don’t know/Refused 0.4% (n = 5) 0.6% (n = 1) 0.4% (n = 4)

Education

No school/some grade school (1–6) 0.2% (n = 2) 0.6% (n = 1) 0.2% (n = 2)

8th grade/junior high school (HS; 7–8) 0.9% (n = 10) 2.3% (n = 4) 1.0% (n = 9)

Some HS (9–12 no diploma/GED) 4.5% (n = 49) 2.3% (n = 4) 4.9% (n = 45)

GED 1.5% (n = 16) 0.6% (n = 1) 1.6% (n = 15)

Graduated from HS 20.7% (n = 228) 17.4% (n = 30) 21.4% (n = 198)

1 to 2 years of college, no degree yet 17.6% (n = 193) 16.3% (n = 28) 17.8% (n = 165)

3 + years of college, no degree yet 4.5% (n = 49) 5.2% (n = 9) 4.3% (n = 40)

Graduated from 2-year college, vocational school or associate degree 7.6% (n = 84) 12.2% (n = 21) 6.8% (n = 63)

Bachelor’s degree 20.7% (n = 228) 23.8% (n = 41) 20.2% (n = 187)

Some graduate school 4.0% (n = 44) 6.4% (n = 11) 3.6% (n = 33)

Master’s degree 13.3% (n = 146) 10.5% (n = 18) 13.0 % (n = 128)

Doctorate or other professional degree 4.3% (n = 47) 4.7% (n = 8) 4.2% (n = 39)

Don’t know/Refused 0.5% (n = 3) 0.0% (n = 0) 0.3% (n = 3)

Table 5 Project 4 Demographics.

Note: * Participants could identify up to 4 racial identities, categories not mutually exclusive, and may total more than 100%.
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The emotional control subscale included six items, i.e., 
“I keep my emotions to myself” and “when I am feeling 
negative emotions (e.g., to sadness or anger), I make sure 
not to express them” (α = .55). The burden of consciousness 
subscale included seven items, i.e., “I feel very tense when I 
am being evaluated by others” and “I am often concerned 
about how other people might respond to me” (α = .64).

Trait Anger
The Spielberg Trait Anger Inventory was collected as part of 
Project 4 to measure anger-related behaviors (Spielberger, 
1996). Participants rated how often they engaged in each 
item when they were angry. Participants rated items on a 
scale of 1–4, with 1 = almost never to 4 = almost always. 
The measure from the parent study included 15 items 
and the responses were summed to create two subscales: 
angry temperament (4 items, α = .83), anger reaction (4 
items, α = .73), and a trait anger total (α = .84).

Sleep
The Pittsburgh Sleep Quality (PSQ) was administered as 
part of questionnaires collected during Project 4. This 19-
item self-report questionnaire was used to measure seven 
domains of sleep quality: subjective sleep quality, sleep 
latency, sleep duration, sleep efficiency, sleep disturbance, 
use of sleep medication, and daytime dysfunction. A global 
sleep score was calculated by taking a sum of the seven 
domain scores for participants with complete data. A 
global score was not calculated for those who had 100% 
sleep efficiency (Buysse et al., 1989).

Biomarkers of Inflammation
C-Reactive Protein (CRP) and Fibrinogen were measured 
utilizing a particle-enhanced immunonepholometric 
assay. Intracellular Adhesion Molecule (ICAM) and 
E-Selectin were measured using enzyme-linked 
immunoassays, and immunoelectrochemiluminescence 
technology was used for InterLeukin (IL) 6, IL-8, IL-10, 
and Tumor Necrosis Factor alpha (TNF-α). From MIDUS 
II protocols for the Project 4 subsample, laboratory 
intraassay and interassay coefficients of variance (CV) 
for all assays were in acceptable ranges (<10%; see Ryff 
et al., 2019). Missing data or data that fell outside the 
valid range for the assay, were imputed using a value 
one unit below the minimal or maximal detectable 
score. This curtails extremely high and low values, and 
consequently, the variance on the tails of the distribution 
is truncated. The following assays included values outside 
the detectable range values, and they were adjusted as 
indicated: E-Selectin values < 0.1 ng/mL were adjusted to 
0.09 ng/mL; ICAM values < 45 ng/mL were adjusted to 44 
ng/mL (Ryff et al., 2019).

Medical History
We also examined several health factors. First, participants 
completed a standardized medical history interview that 
inquired about participants’ health-related symptoms 
and conditions, major health events (e.g., broken bones, 
surgeries, head injuries, joint injuries, motor vehicle 
accidents, or amputations), immune functions (e.g., 
allergies and immunizations), family medical history, and 
current health practices (e.g., diet, exercise, smoking, 
alcohol, health care and screening). For our analyses, we 
focused on the number of head injuries they had in their 
lifetime, the number of prescription medications they took 
in the past 30 days, and the number of past-year chronic 
conditions. Finally, as part of the physical, staff collected 
height and weight and calculated body mass index (BMI), 
which is also used in our analyses.

DATA ANALYSIS

Missing data in the present study was low (0.5% or less 
for childhood maltreatment, .01% or less for emotion 
regulation and mental health, 1.7% or less for biomarkers, 
and 6.6% or less for health characteristics). For the CTQ, two 
individuals completed the questionnaire except for sexual 
abuse. These were imputed as a score of 5 (the minimum 
on the subscale) to retain them in the total score and may 
reflect an underestimation. Since missing data on the scale 
level was generally low, all available data were utilized in 
each analysis. Therefore, sample sizes may differ slightly 
and are reported under each table. Following suggestions 
for handling extreme values for inflammatory variables 
by imputing an upper and lower limit, we replaced very 
high and very low values with a value of 3.29 SD above or 
below the mean (Riis et al., 2020; Szabo & Slavish, 2021; 
Tabachnick & Fidell, 2007). For Project 4, several variables 
were significantly skewed and similar to baseline. Therefore, 
we opted to use nonparametric tests. Descriptive statistics 
used means/standard deviations or medians/interquartile 
ranges, as appropriate. Inferential statistics used Mann-
Whitney U tests to compare median levels of trauma 
history, psychosocial factors, and inflammatory levels. Due 
to the large number of tests but the lower power with the 
smaller sample sizes, we used a p-value of .03 for Project 4 
analyses to balance Type I and Type II error considerations.

PROJECT 4 RESULTS

First, we compared veterans and civilians on various 
trauma measures, mental health symptom measures, 
and inflammatory markers. Project 4 had a detailed 
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questionnaire on childhood trauma history as part of 
hypothesis one. Contrary to the hypothesis, only sexual 
abuse differed significantly between the two groups but 
in the opposite direction, where levels of sexual abuse 
were lower among civilians than veterans (See Table 6). 
Hypothesis two stated that veterans would have greater 
anger expression, higher anxiety, and higher systemic 

inflammation. This hypothesis was only partially supported 
since there were some differences in inflammatory 
markers, with the median concentration of IL-10 and ICAM 
being higher among veterans than civilians. Further, the 
median levels of trait and social anxiety were higher in 
civilians than veterans. There was no difference between 
emotional factors and other health factors.

MEDIAN (IQR)
VETERAN

MEDIAN (IQR)
CIVILIAN

p U

Total CTQ 32.00 (28.00–40.00) 34.00 (28.00–43.60) .36 75959.50

CTQ (emotional abuse) 6.00 (5.00–9.00) 6.00 (5.00–9.00) .07 72628.00

CTQ (physical abuse) 6.00 (5.00–8.00) 6.00 (5.00–7.00) .36 82843.50

CTQ (sexual abuse) 5.00 (5.00–5.00) 5.00 (5.00–6.00) .002 70566.00

CTQ (emotional neglect) 8.50 (6.00–13.00) 9.00 (6.00–13.00) .68 77813.50

CTQ (physical neglect) 6.00 (5.00–8.75) 6.00 (5.00–8.00) .11 85213.50

EMOTIONAL FACTORS

Emotion control 4.70 (4.30–5.20) 4.80 (4.20–5.30) .91 79723.00

Burden of consciousness 4.70 (4.40–5.30) 4.90 (4.30–5.40) .07 72336.50

Cognition control 5.20 (4.80–5.70) 5.30 (4.80–5.80) .23 74715.00

MENTAL HEALTH SYMPTOMS

Trait anxiety 30.50 (26.00–37.00) 33.00 (28.00–41.00) .001 66862.50

Social anxiety 1.70 (1.40–2.08) 1.80 (1.40–2.20) .009 69656.50

Trait anger 23.00 (20.55–26.00) 23.00 (20.00–27.00) .81 78300.00

Angry temperament 4.00 (4.00–6.00) 4.00 (4.00–6.00) .93 79138.00

Angry reaction 7.00 (6.00–9.00) 7.00 (6.00–9.00) .51 76965.00

Depression 6.00 (3.00–10.00) 7.00 (3.00–12.00) .06 71845.00

INFLAMMATORY MARKERS

IL-10 0.25 (0.17–0.38) 0.22 (0.16–0.32) .02 87058.00

sICAM 283.47 (232.98–341.24) 269.96 (213.02–334.60) .02 86840.50

sIL6r 33849.00 (27045.00–41420.00) 33889.00 (26958.50–41485.50) .96 78592.50

Fibrinogen 337.00 (279.50–381.00) 340.00 (290.00–399.00) .16 71765.50

IL-6 0.86 (0.61–1.23) 0.80 (0.54–1.22) .18 83272.00

CRP 1.32 (0.71–3.07) 1.43 (0.69–3.75) .42 73966.00

SES 41.71 (28.59–52.39) 38.96 (28.21–52.58) .29 82271.50

IL-8 12.12 (8.72–15.11) 12.30 (9.13–15.91) .26 74014.00

HEALTH FACTORS

Sleep quality 5.00 (3.00–8.00) 5.00 (4.00–8.00) .29 66004.50

# Head injuries 0.00 (0.00–1.00) 0.00 (0.00–1.00) .06 85233.50

# RX medications 1.00 (0.00–2.00) 1.00 (0.00–2.00) .58 76778.50

BMI 28.61 (25.64–32.45) 28.62 (24.98–33.43) .60 81658.00

# Chronic conditions 2.00 (1.00–3.00) 2.00 (1.00–3.00) .59 77708.00

Table 6 Comparison of Veterans and Civilians on Childhood Trauma, Emotional Factors, and Health.

Note: CTQ = Childhood Trauma Questionnaire; IL-10 = Interleukin 10; sICAM = soluble intercellular adhesion molecule; sIL-6r = Soluble 
Interleukin 6 Receptor; IL-6 = Interleukin 6; CRP = C-reactive protein; SES = soluble E-Selectin; IL-8 = Interleukin 8; BMI = body mass index; 
n = 172 for veterans; n = 927 for civilians; total n varies from 1026–1099.
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The test of hypotheses one and two was repeated 
among veterans, only comparing combat veterans to those 
without combat exposure (see Table 7). Combat veterans 
reported more depression, head injuries, and higher 
levels of E-Selectin. There was no difference in childhood 
maltreatment, emotional factors, or other health factors.

We also investigated hypotheses one and two with 
veterans likely receiving care from the VA (See Table 8). Of 
the 102 veterans with available data, those who were likely 
receiving VA healthcare reported more emotional neglect 
and higher levels of IL-6 compared to those not likely to 
receive VA healthcare. Further, they reported greater head 

COMBAT VETERAN
MEDIAN (IQR)

NON-COMBAT VETERAN
MEDIAN (IQR)

p U

Total CTQ 34.00 (30.00–39.00) 32.00 (28.00–42.00) .26 3094.50

CTQ (emotional abuse) 7.00 (5.00–9.00) 6.00 (5.00–9.00) .15 3161.50

CTQ (physical abuse) 6.00 (5.00–8.00) 6.00 (5.00–7.00) .19 3129.50

CTQ (sexual abuse) 5.00 (5.00–5.00) 5.00 (5.00–5.00) .31 2596.50

CTQ (emotional neglect) 8.00 (6.00–12.00) 9.00 (5.50–13.00) .76 2861.00

CTQ (physical neglect) 6.00 (5.00–9.00) 6.00 (5.00–8.00) .34 3035.50

EMOTIONAL FACTORS

Emotion control 4.70 (4.20–5.30) 4.70 (4.30–5.20) .60 2626.50

Burden consciousness 4.70 (4.30–5.30) 4.70 (4.40–5.30) .57 2614.00

Cognition control 5.20 (4.80–5.80) 5.30 (4.80–5.70) .77 2691.50

MENTAL HEALTH SYMPTOMS

Trait anxiety 33.00 (26.00–41.00) 30.00 (26.00–36.00) .13 3197.00

Social anxiety 1.60 (1.30–1.90) 1.70 (1.40–2.10) .09 2293.00

Trait anger 24.00 (21.00–27.00) 22.00 (20.00–26.00) .37 3024.00

Angry temperament 5.00 (4.00–7.00) 4.00 (4.00–6.00) .19 3113.00

Angry reaction 7.00 (6.00–8.00) 7.00 (6.00–9.00) .61 2916.00

Depression 8.00 (4.00–13.00) 5.00 (2.00–8.00) .005 3571.00

INFLAMMATORY MARKERS

IL-10 0.32 (0.18–0.39) 0.25 (0.17–0.36) .25 3030.00

sICAM 300.19 (242.30–367.54) 276.52 (229.44–329.32) .19 3077.00

sIL6r 35754.00 (28906.00–41049.50) 33059.00 (26651.00–41571.50) .35 2972.00

Fibrinogen 351.00 (288.50–397.50) 328.00 (277.00–377.75) .21 2969.50

IL-6 0.92 (0.70–1.76) 0.80 (0.57–1.17) .03 3307.00

CRP 1.49 (0.89–4.36) 1.27 (0.63–2.82) .12 3044.50

SES 46.54 (36.11–63.85) 40.54 (26.63–50.94) .02 3377.50

IL-8 11.15 (8.56–14.64) 12.25 (8.83–15.20) .47 2509.00

HEALTH FACTORS

Sleep quality 5.00 (4.00–8.00) 5.00 (3.00–8.00) .92 2406.00

# Head injuries 1.00 (0.00–2.00) 0.00 (0.00–1.00) < .001 3571.50

# RX medications 1.00 (0.00–2.00) 1.00 (0.00–2.00) .48 2399.50

BMI 27.66 (25.40–32.55) 28.70 (25.93–32.44) .29 2473.00

# Chronic conditions 2.00 (1.00–4.00) 2.00 (1.00–3.00) .03 3375.50

Table 7 Comparisons of Combat and Non-combat Veterans for Childhood Trauma, Emotional Factors, and Health.

Note: CTQ = Childhood Trauma Questionnaire; IL-10 = Interleukin 10; sICAM = soluble intercellular adhesion molecule; sIL-6r = Soluble 
Interleukin 6 Receptor; IL-6 = Interleukin 6; CRP = C-reactive protein; SES = soluble E-Selectin; IL-8 = Interleukin 8; BMI = body mass index; 
n = 43 for combat veterans, n = 129 for non-combat veteran; total n varies from 161–172.
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injuries and more prescription medications compared to 
veterans likely not receiving VA healthcare.

Project 4 consisted of a subsample of baseline who 
provided information on psychosocial and health-related 
issues. In this subsample, there was largely no difference 
in the frequency of childhood trauma, except for veterans 

reporting less sexual abuse than civilians. Among this 
subsample, Project 4 results reveal veterans having 
higher IL-10 and ICAM. However, civilians reported higher 
trait and social anxiety than veterans. Although this is 
inconsistent with our hypothesis, it is consistent with our 
baseline findings of veterans experiencing fewer mental 

VA VETERAN
MEDIAN (IQR)

NON-VA VETERAN
MEDIAN (IQR)

P U

Total CTQ 35.00 (30.00–53.75) 32.00 (29.00–40.75) .13 1482.00

CTQ (emotional abuse) 7.00 (5.00–11.00) 6.00 (5.00–9.00) .18 1449.50

CTQ (physical abuse) 7.00 (5.00–9.00) 6.00 (5.25–8.00) .60 1336.00

CTQ (sexual abuse) 5.00 (5.00–5.00) 5.00 (5.00–5.00) .93 1252.00

CTQ (emotional neglect) 10.00 (7.00–14.50) 8.00 (6.00–12.00) .03 1582.00

CTQ (physical neglect) 7.00 (5.00–9.00) 6.00 (5.00–8.75) .27 1418.50

EMOTIONAL FACTORS

Emotion control 4.70 (4.23–5.00) 4.80 (4.30–5.30) .06 987.50

Burden consciousness 4.90 (4.10–5.33) 4.60 (4.10–5.08) .13 1480.50

Cognition control 5.20 (4.65–5.70) 5.20 (4.80–5.80) .53 1167.00

MENTAL HEALTH SYMPTOMS

Trait anxiety 31.50 (26.00–40.25) 29.00 (26.00–35.00) .18 1455.50

Social anxiety 1.70 (1.40–2.00) 1.60 (1.30–1.90) .16 1465.50

Trait anger 23.00 (21.00–28.00) 23.00 (19.25–26.00) .50 1359.00

Angry temperament 5.00 (4.00–7.00) 4.00 (4.00–5.00) .21 1431.00

Angry reaction 8.00 (6.00–9.00) 7.00 (5.00–8.00) .13 1482.00

Depression 6.50 (3.75–15.25) 5.00 (2.00–9.00) .06 1540.50

INFLAMMATORY MARKERS

IL-10 0.26 (0.19–0.39) 0.25 (0.16–0.36) .71 1292.50

sICAM 277.98 (238.51–593.87) 283.84 (232.98–343.40) .80 1275.50

sIL6r 33597.50 (26926.25–40897.00) 34088.00 (26008.00–42002.00) .92 1223.50

Fibrinogen 345.00 (306.00–386.00) 338.00 (274.50–390.50) .51 1281.50

IL-6 1.17 (0.80–1.57) 0.75 (0.51–1.05) .003 1674.50

CRP 1.26 (0.54–3.61) 1.22 (0.70–3.10) .85 1216.50

SES 43.33 (36.11–60.38) 37.95 (26.63–49.37) .04 1534.00

IL-8 10.99 (9.05–14.74) 13.08 (8.93–15.77) .29 1086.50

HEALTH FACTORS

Sleep 5.50 (3.75–9.25) 5.00 (4.00–8.00) .68 1118.00

# Head injuries 0.50 (0.00–1.00) 0.00 (0.00–1.00) .02 1549.00

# RX medications 1.00 (1.00–3.00) 1.00 (0.00–2.00) .02 1499.50

BMI 27.75 (25.30–32.51) 28.65 (25.53–32.35) .86 1234.00

# Chronic conditions 2.50 (1.00–4.00) 2.00 (0.25–4.00) .14 1473.00

Table 8 Comparisons of Veterans Based on Probable VA Healthcare Use.

Note: CTQ = Childhood Trauma Questionnaire; IL-10 = Interleukin 10; sICAM = soluble intercellular adhesion molecule; sIL-6r = Soluble 
Interleukin 6 Receptor; IL-6 = Interleukin 6; CRP = C-reactive protein; SES = soluble E-Selectin; IL-8 = Interleukin 8; BMI = body mass index; 
n = 42 VA veteran, n = 60 non-VA veteran; total n ranges from 94–102.
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health symptoms than their civilian counterparts. When 
comparing combat versus non-combat veterans, combat 
veterans reported more depression symptoms, head 
injuries, and higher levels of E-Selectin. Veterans likely to 
be using VA healthcare indicated more emotional neglect, 
head injuries, higher IL-6, and prescription medications.

INTEGRATED DISCUSSION

During their service in the armed forces, our nation’s 
veterans have sacrificed for the defense of our country. 
Previous research has documented elevated mental and 
physical morbidities among veterans compared to civilian 
samples. This is plausible because veterans are often 
exposed to increased stress compared to civilians. However, 
much of this research has been within clinical samples or 
those utilizing VA healthcare. The purpose of this study was 
to leverage a community-based sample of veterans and 
civilians to describe differing levels of stress, exposure, and 
mental health symptoms. With recent research suggesting 
a higher prevalence of certain health conditions and some 
evidence suggesting that veterans do not benefit from 
existing treatments to the same degree as civilians, we 
must ask questions about the unique vulnerability factors 
that veterans face and investigate whether different 
mechanisms need to be targeted in treatment. The present 
study leveraged an existing national dataset to compare 
veterans and civilians on a range of trauma exposure, 
psychosocial factors, and mental and physical health indices 
as an exploratory initiative into this area. While MIDUS II 
asked very few questions about military history, this was a 
foundational first step focusing on veteran status, combat 
exposure, and probable VA use to inform future research.

BASELINE FINDINGS

Baseline utilized primarily self-report mental health and 
psychosocial data in a large sample of veterans and 
civilians. Here, consistent with hypothesis one, we found 
that veterans reported more stressful and traumatic 
life events than civilians, consistent with some previous 
research (Lehavot et al., 2018). However, contrary to 
hypothesis two, veterans reported lower levels of anxiety, 
depression, and panic symptoms. Another large national 
study found no difference between veterans and civilians 
in terms of levels of depression; however, it found higher 
levels of anxiety (Gould et al., 2015). The present study is 
novel in its examination of panic symptoms and the finding 
of lower-than-expected levels of symptoms. Some post 
hoc interpretations of these findings include that this may 

be a result of some of the benefits of military service, i.e., 
the facilitation of education and economic gain and the 
promotion of personal growth in areas such as autonomy, 
emotional maturity, mastery, and leadership skills that 
can lead to better health and well-being (Spiro et al., 
2016). These findings suggest that military service may be 
associated with some aspects of psychological hardiness 
within this cohort of veterans despite higher levels of 
stressful and traumatic life event exposures. It is important 
to note that trauma is associated with various mental and 
physical health conditions. Hence, consideration of how 
these are associated with poor health for some veterans 
(and civilians) is important. Further, our findings may not 
generalize to all cohorts of veterans.

When we compared combat veterans and non-combat 
veterans at baseline, combat veterans reported higher 
stressful and traumatic life events but no differences in 
mental health symptoms. Research on the benefits of 
military service has found that experiencing combat in 
moderate amounts was associated with wisdom in later 
life (Jennings et al., 2006). Based on participant age, most 
of these veterans were from conflicts or eras, including the 
Vietnam War, Desert Shield/Desert Storm, and other pre-9/11 
conflicts. Some veterans likely served in a peacetime era, 
supported by a relatively low prevalence of combat exposure. 
However, our findings suggest that it may not be strictly 
combat exposure associated with negative health outcomes.

Previous research that has compared veterans and 
civilians, finding few differences, found that age and cohort 
effects contributed to variability in mental health symptoms 
(Gould et al., 2015). Other research has linked combat 
frequency with enlisted status versus commissioned officer 
status to greater mental symptoms, specifically PTSD 
(Blackburn & Owens, 2016; Ikin et al., 2007). Little is known 
about the military service of veterans in the MIDUS II 
dataset. However, it is possible that many veterans joined 
in an era of service where they received specialized training 
and education benefits. Given the high education in this 
sample, it’s also plausible that the veterans included in the 
MIDUS II dataset were officers, which may be a protective 
factor for the negative effects of combat exposure. 
This underscores the need for more research to better 
understand how factors such as rank, service experiences, 
and unit cohesion might influence post-service outcomes 
among community samples of veterans.

Exploratory analyses of the likelihood of using VA 
healthcare suggested that veterans likely using VA healthcare 
had experienced more traumatic life events, endorsed higher 
depression, and, although not significant, reported more 
panic and anxiety symptoms. Traditionally, veterans likely 
to seek VA healthcare have a service-related disability, meet 
specific discharge requirements, or meet certain income 
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eligibility requirements. This could help explain why we 
observed higher ratings of mental health symptoms and 
trauma exposure among those likely connected to VA care. 
Notably, access to mental health resources within the VA 
has been a priority since the parent study was conducted, 
and recent evidence has suggested suicide risk has increased 
among veterans ineligible for VA healthcare (Eftekhari et al., 
2013; Lemle, 2018). The observed differences highlight a 
need to understand how mental health may differ between 
veterans utilizing VA healthcare and veterans who do not. 
This could then be used to improve the availability of specialty 
services and inform the allocation of resources.

PROJECT 4 FINDINGS

Our second set of analyses utilized the biomarker sub-study 
in MIDUS II, in which participants from baseline participated 
in a 2-day study focused on health and biomarkers and 
full-length measures of several questionnaires. Similar 
to baseline, veterans in Project 4 reported lower mental 
health symptoms than civilians. However, there were 
few differences in the childhood trauma measure, with 
veterans reporting less childhood sexual abuse than 
civilians and less trait and social anxiety. This may indicate 
that this is a sample-specific finding as childhood trauma 
was very low in both the veteran and civilian groups (i.e., 
the minimum score on the CTQ is 25 and the lower end of 
the IQR was 28). Given previous research has noted high 
childhood trauma in veteran samples and the observations 
from Project 1, this requires additional investigation.

Analyses among combat veterans and non-combat 
veterans showed additional group differences—depression 
symptoms were greater among combat veterans. This could 
be explained by several factors, including emotional distress 
related to combat, high rates of comorbidity between 
depression and posttraumatic stress in combat veterans, 
greater difficulty in reintegration into civilian life, or social 
isolation (Armenta et al., 2019; Sayer et al., 2014; Wilson 
et al., 2018), which could be explored in future studies. It 
is also plausible that combat veterans had higher rates 
of depression due to endorsing more somatic symptoms 
of depression (e.g., “I felt that everything I did was an 
effort”) as a result of a service-related injury or chronic 
illness which has been demonstrated in previous studies 
(Killgore et al., 2006). Contrary to the hypotheses, we did 
not find any difference in our subgroup analyses on sleep 
quality, contrary to the findings of some previous research 
suggesting more sleep problems in combat veterans (Plumb 
et al., 2014). The study by Plumb et al. (2014) focused on 
post-9/11 veterans, which may further suggest that our 
findings might not generalize to post-9/11 cohorts of 
veterans, and further study in this cohort is needed.

We observed differences in inflammatory levels that 
differed by analysis. First, IL-10 and ICAM were higher 
among veterans compared to civilians. In addition, the 
combat group demonstrated higher levels of IL-6 and 
E-Selectin. Though not statistically significant, all levels of 
inflammatory markers were descriptively higher among 
veterans than civilians, and inflammation has been linked 
to numerous mental and physical health issues, including 
depression (García-Juárez & Camacho-Morales, 2022; 
Villar-Fincheira et al., 2021). IL-10 has many functions, 
but its role as an anti-inflammatory cytokine is notable. 
IL-10 is produced by activated immune cells, regulates 
pro-inflammatory markers, and plays a role in B and T cell 
morphology, giving it an important role in innate immunity 
and the inflammatory cascade (Sabat et al., 2010).

 ICAM responds to inflammation and plays a stimulatory 
role in the T-Cell mediated host defense system (Bui et 
al., 2020; Lebedeva et al., 2005). IL-6 functions in the 
acute phase immune response by producing acute phase 
proteins and stimulating T and B cells. IL-6 also has a role 
in transitioning from acute to chronic inflammation and 
chronic inflammatory proliferation by changing the nature 
of the T and B cells being utilized in the immune response to 
stress or injury (Gabay, 2006). E-Selectin functions in both 
chronic and acute inflammatory responses by recruiting 
cells to the injury site (Silva et al., 2018). Since all of these 
markers play a role in our immune response, they can also 
be health indicators. However, more research is needed to 
understand the chronic elevation of these inflammatory 
markers and what it means to veterans’ health.

The veterans who participated in Project 4 reflect people 
who volunteered for a considerably time-consuming 
study that included an overnight stay and blood draw 
in the MIDUS study. Therefore, this sample might not be 
representative of all veterans or civilians. Previous research 
comparing those who completed baseline to those who 
completed Project 4 has found comparable demographic 
and health characteristics but notes higher education in 
Project 4 (Dienberg Love et al., 2010). Further, common 
reasons for not participating in Project 4 were reported to 
include other responsibilities, the need for travel, and being 
too busy. In addition to the smaller sample size in Project 
4, some differences in findings across baseline and Project 
4 may include that the general community samples of 
veterans may not have chosen to participate in this study. 
Another possibility may be sampling error, whereby this 
subsample of veterans coincidentally has low childhood 
trauma and may differ from other samples in other ways.

Contrary to hypotheses and previous research indicating 
high levels of anger are a concern in some samples of 
veterans (MacManus et al., 2015), there was no evidence 
of group differences in emotional factors or anger. 
Understanding the factors that place individuals at risk 
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for anger or violence will be critical next steps. Another 
consideration is that the measures used in the MIDUS II 
study differed from the Difficulties in Emotion Regulation 
Scale (DERS) used in previous research (Chase, 2017). The 
DERS consists of several subscales related to the acceptance 
and awareness of emotions when in distress and the ability 
to use regulation strategies, engage in goal-directed activity 
or act on impulses, which may capture more distinct aspects 
of emotion dysregulation (Gratz & Roemer, 2004). These 
conflicting findings highlight the need to extend research 
comparing veterans and civilians on emotion regulation and 
anger. For example, some research suggests that among 
veterans seeking treatment for PTSD, emotion regulation is 
associated with anger (Miles et al., 2016).

Across the two MIDUS II phases, we found evidence of 
some group differences in trauma exposure and mental 
health symptoms but few group differences in emotional 
factors, inflammation, health conditions, or medications. 
Some of these findings were contrary to hypotheses and 
some previous research. However, one study using the 
Health and Retirement Study survey data also failed to 
find that veterans report higher rates of TBI compared 
to civilians (Kornblith et al., 2020). In their study, civilians 
reported higher TBIs than veterans, but veterans reported 
more non-TBI head injuries. Our findings contribute to 
an observation of higher head injury rates among those 
who have experienced combat and those likely using VA 
healthcare. This may suggest that screening is needed, 
particularly among these populations. Previous research 
focused on student-veterans and women veterans and 
emphasized that veterans are not a monolith (e.g., 
Dallocchio, 2021; Vaccaro, 2015) and the lack of group 
differences on a broad scale supports this idea and 
encourages understanding of the unique needs of different 
subgroups of veterans. While group differences would have 
informed broader intervention or prevention efforts, the 
lack of findings here might not be surprising. It is more likely 
that trauma, stress, or a combination of both variables 
lead to dysregulated mechanisms (i.e., inflammation, poor 
health behaviors, and poor emotion management) in some 
people, which leads to more health problems, more meds, 
etc. More research is needed to understand who is affected 
by these problems and how those problems developed.

LIMITATIONS

This present study leveraged an existing data set to 
conduct a first step in comparing a range of psychosocial 
and health factors. However, there are several limitations 
of the present investigation. First, participants in MIDUS II 
are predominantly white and the veteran subsample was 

predominantly male. Additional research is needed to see if 
the findings can generalize to racially and ethnically diverse 
samples that include more women veterans. Additionally, 
the study utilized a limited assessment of veteran status. 
Information including the participant’s branch of service, 
length of service, enlisted versus commissioned, rank, or 
discharge was not available to give us a complete picture 
of the veteran experience. In addition, a single item 
assessed combat exposure and gave very little information 
on the number of deployments, frequency of combat, and 
whether participants sustained TBI or developed PTSD. 
Previous research has found that the experience of combat 
exposure, military sexual trauma, and mental health 
symptoms may differ by branch of service, and examining 
branch of service may offer additional insights (Baker et al., 
2009; Godfrey et al., 2015). Further, factors such as unit 
cohesion are associated with post-military mental health 
and may play a role in understanding post-deployment 
outcomes (Kanesarajah et al., 2016).

The present study leveraged questions about veteran 
status, veteran benefits, and VA insurance to create our 
probable VA healthcare use. Although a conservative 
estimate of those who would be most likely to use services, 
actual enrollment or utilization of VA services is unknown. 
Veterans may use services as their benefits are being 
determined immediately after discharge or through their 
civilian-sponsored insurance. Despite these limitations, 
the present study offers novel comparisons between 
veterans and civilians from a nationally recruited sample. 
Epidemiological studies would benefit from including 
branch of service and VA healthcare utilization would 
complement the analyses reported here. Additional future 
research building on these limitations will help understand 
the generalizability of these findings for veterans inside and 
outside of the VA healthcare system, veterans with varying 
levels of deployment, and women veterans.

While one strength of the current investigation is using 
a national sample of veterans and civilians, the present 
investigation has unknown generalizability to veterans 
of different eras. MIDUS II recruited adults at midlife. 
Therefore, these veterans likely served in conflicts before 
the 9/11 conflicts, such as the Gulf War or the Korean War. 
These results may not generalize to veterans of more recent 
conflicts, who often saw more combat, longer deployment, 
and greater reliance on reserves (Institute of Medicine, 
2010). According to the VA strategic plan, there are 
approximately 8 million living veterans who served during 
the Vietnam War, Korean War, and Desert Storm conflicts 
(US Department of Veterans Affairs, 2022). These findings 
might be most applicable to these veterans but also may 
have some relevance for veterans of other eras. There may 
be cohort benefits to military service and variability within 
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the cohort. However, the present results are limited in that 
there is little understanding of military experience, nor was 
there an assessment of PTSD, a common consequence of 
trauma and labeled one of the invisible wounds of war for 
the most recent conflicts (Tanielian et al., 2008). Future 
cohort and epidemiological studies should continue to 
include veteran status, combat, head injury, and a question 
of military branch and enlistment versus commissioned 
status. While epidemiological studies must balance the 
depth of assessment with participant burden, better 
characterizing military service would be important. Another 
limitation of the baseline was the use of brief screening 
mental health measures that may underestimate mild 
symptomatology. Future research focusing on full-length, 
validated measures of mental health symptoms may offer 
additional insight into the mental health symptom burden.

IMPLICATIONS/CONCLUSION

In an effort to best serve this population, the present 
study leverages a nationally sampled dataset to compare 
veterans and civilians on several measures of mental 
health symptoms, as well as a range of emotion regulation 
measures, inflammatory markers, and health correlates. 
Consistent with previous research, we identified greater 
stressful and traumatic life events among the baseline 
sample. We also observed lower mental health symptoms 
among veterans and civilians, consistent with other 
research among community samples. However, among 
combat veterans and veterans likely receiving care from 
the VA, we observed greater symptoms of depression, 
greater head injury, and more medication use. Further 
research with a better characterization of military history 
is warranted.

Currently, the VA handbook outlines standards of 
care that include veterans having access to quality care 
for common mental health conditions, such as PTSD, 
depression, and anxiety (Exec Order No. 13822, 2018). 
Recognizing the unique risk of the transition from active 
service to veteran status for mental health and suicide 
risk, programs are in development to partner veterans with 
support (Geraci et al., 2022). Additionally, a 2018 executive 
order established veteran eligibility to receive healthcare 
at the VA for the first year after ending their service (Exec 
Order No. 13822, 2018). While a significant step forward 
during a critical transition, veterans who transitioned from 
military service prior to this time are not eligible, and many 
veterans eligible for care may not be seeking it at the VA.

The US Department of Veterans Affairs has also recently 
implemented an integrated healthcare and wellness 
approach called Whole Health, and both this program and 

a related subprogram were used to promote well-being 
and decrease suicide risk for veterans of all eras (Vitale et 
al., 2021). The present research may serve as the start of a 
line of research that will inform a better understanding of 
the unique needs of all our nation’s veterans and could also 
help with resource allocation. For example, if we identify 
group differences, better treatment matching of existing 
treatments can be prioritized. In turn, this can reduce 
treatment length, morbidity, and healthcare costs. A 
recent review detailed clinical considerations for healthcare 
professionals working with veterans who are transitioning 
or re-integrating. As this body of research grows, we can 
improve matching available services to those most likely to 
benefit from them (Edwards et al., 2022).
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	In addition to the plausibility of unique group factors that are facilitators of health or serve as vulnerability factors, existing research in the area has suggested that veterans tend to demonstrate elevated anger expression and higher levels of anxiety compared to civilians (; ; ). Further, some research suggests chronic or dysregulated inflammation, which has been proposed as one pathway through which mental and physical health problems develop following trauma (; ). In a recent dissertation that examin
	Angkaw et al., 2013
	Gould et al., 2015
	MacManus et al., 2015
	Kendall-Tackett, 2009
	Sokolove et al., 2016
	Chase, 2017
	DeSteno et al., 2013

	The present study leverages an existing data set that included select questions about military service history, combat exposure, VA benefits, and VA insurance to compare veterans of the US armed forces and civilians on a range of mental and physical health domains. The long-term objective of this line of work is to identify potential group differences that can be used to inform treatment and resource allocation. Understanding descriptive differences between these two populations is important for several rea
	US Department of Veterans Affairs, 
	2022
	US 
	Department of Veterans Affairs, 2022

	While this paper is largely descriptive in nature, we did have some hypotheses. Previous research has suggested veterans who have deployed have higher levels of inflammation than civilians and, among VA employees, veterans report greater mental and physical health problems and fewer health-promoting behaviors compared to civilians (; ). First, we hypothesized that veterans would report more exposure to different types of traumas that can have lasting impacts on mental health. In addition, we hypothesized th
	Ansley 
	& Howard, 2021
	Schult et al., 2019

	METHOD
	The present study included a subsample of those who participated in the second phase of a national longitudinal study of health and well-being, Midlife in the United States (MIDUS II). Participants in the first phase of MIDUS were recruited between 1995 and 1996 using random digit dialing. Eligible participants were English-speaking, non-institutionalized adults ages 25–74 at enrollment. MIDUS II was completed between 2004 and 2009, which included a follow-up on MIDUS participants (Project 1) and several su
	To partially address low ethnic and racial diversity in Project 1, an additional subsample of African American adults to were recruited in Milwaukee, Wisconsin (WI), to participate in a new phase of MIDUS II, known as the Milwaukee subsample. Because these individuals completed similar measures as Project 1, they are referred to here as part of the baseline sample. We also used data from Project 4, which collected additional health information and blood samples from a subset of participations. All participa
	Hostinar et al., 2015

	BASELINE METHODS
	PARTICIPANTS
	Project 1 of MIDUS II was completed between 2004 and 2006, which included a follow-up on MIDUS participants (baseline). To increase diversity in MIDUS II, an additional African American sample (n = 592) was recruited from Milwaukee, WI, who completed questionnaires and procedures parallel to those in baseline. All participants eligible for the MIDUS projects were eligible for inclusion in the present study. We excluded participants who did not complete the veteran status question (n = 354).
	As shown in  (below), the MIDUS II participants at baseline were primarily White, with little variability across the veteran and civilian subsample. The average age for the sample was 55.03 (SD = 12.45). While the sample was over half female (56.3%), the veteran sample was only 5.6% female. Of the veteran subsample, 27.1% endorsed having experienced combat. In addition, MIDUS II asked about specific ethnicities, which are reported in aggregate here.
	Table 1

	PROCEDURES
	At baseline, participants completed a structured telephone interview and a series of self-administered questionnaires regarding demographic information, stressful life event exposure, and mental health, among others not reported here. In addition, participants received financial compensation for their participation.
	MEASURES
	Stressful Life Events
	Participants completed a 27-item Stressful Life Events scale (SLE), a scale adapted from a life stress measure for use in the MIDUS II study (). Participants indicated which events they had experienced by responding yes/no to each item. For the first seven items, participants were asked to indicate events they had experienced as a child or teenager (up to age 19). For the remaining 20 items, participants were asked to indicate which events had happened at any time in their life. For the present study, we ca
	Turner & Wheaton, 1995
	American Psychiatric Association, 
	2022

	Grouping Variables
	Veteran status. A probable veteran variable was created using a single yes/no item on the SLE “entered the armed forces.” Participants who endorsed yes on this item were coded as a veteran, and those who did not endorse that item were coded as a civilian.
	Combat. As part of the SLE, participants indicated whether or not they had experienced combat. This item was used to create the combat veteran variable where 1 indicated the veteran had experienced combat, and 0 indicated the veteran had not experienced combat.
	Probable VA healthcare. Participants were asked to indicate (a) whether they were covered by CHAMPUS, CHAMPVA, or other government health insurance for military personnel or veterans and (b) whether they received veterans’ benefits. This was used to create a probable VA healthcare variable, where endorsing either of the insurance or benefit items and endorsing being a veteran was coded as likely to receive healthcare from a VA hospital. Not endorsing either of these items, but endorsing being a veteran, was
	Mental Health Symptoms
	Participants were screened for depression, anxiety, and panic disorder over the phone using the Composite International Diagnostic Interview–Short Form (CIDI-SF) through a structured interview completed by trained study staff (; ).
	Kessler et al., 1998
	Wang et al., 2017

	When screening for depression, participants were first asked whether they had felt sad, depressed, or blue for two weeks in the past 12 months. Each participant was then asked seven items that captured symptoms of depression (e.g., “lose interest in most things, feeling down on yourself, no good, or worthless”) that differed slightly in framing based on their answer to the screening question. A total score was derived from seven yes/no items with a possible range of 0–7.
	When screening for anxiety, participants were first asked about the extent to which they worry compared to others, the frequency at which they worry, and how many things they worry about. Those who indicated they “worry a lot more than others,” “worry every day or just about every day,” and “worried about more than one thing” or “different worries at the same time” were then asked additional questions regarding anxiety. Participants reported how often they experienced ten items capturing anxiety (e.g., “wer
	When screening for panic attacks, participants were first asked whether they had experienced a panic attack in the past year. Those who endorsed having a panic attack responded yes/no to whether they experienced six items during an attack (e.g., “you have tightness, pain, or discomfort in your chest or stomach”). Finally, a total score of yes responses ranging from 0–6 was used in our analysis.
	DATA ANALYSIS
	There was no missing data for veteran status, combat status, stressful life events, or mental health symptoms at baseline. However, many variables were positively skewed, and log transformation (log10) did not significantly improve the distribution. Given the large sample size for the primary research questions, indicating statistical power to detect small effects, we used nonparametric tests for all analyses. Descriptive statistics used means/standard deviations or medians/interquartile ranges, as appropri
	BASELINE RESULTS
	Our first step was to compare veterans and civilians on a range of trauma measures and mental health symptom measures. The distributions in the two groups differed significantly for all the SLE and mental health measures (See ). Consistent with our first hypothesis that veterans will report more exposure to different types of traumas that have lasting impacts on mental health, the median number of stressful life events, potentially traumatic events, and childhood stressful life events was greater for vetera
	Table 2

	Next, among veterans only, we tested hypotheses one and two, comparing those who had experienced combat and those who had not (See ). We removed both joining the armed forces and combat as potential response options for this measure of stressful life events. Combat veterans reported more exposure to stressful life events and greater histories of childhood adversity, but no difference was observed for traumatic life events or mental health symptoms.
	Table 3

	Finally, a third set of analyses examined hypothesis one and hypothesis two among the 447 veterans who had responded to questions about healthcare or service-related conditions in order to determine whether there are any differences between those who were likely to be receiving care from the VA and those who were not (See ). Those who were likely receiving VA healthcare reported more traumatic life events and more depression compared to those not likely to receive VA healthcare.
	Table 4

	While findings documenting greater exposure to stressful and traumatic events were consistent with hypotheses, our baseline results of veterans experiencing lower levels of anxiety, depression, and panic symptoms than civilians were not expected. Additionally, there was no difference in mental health symptoms between combat and non-combat veterans. Finally, exploratory analyses of veterans likely using VA healthcare versus those who were not likely using VA healthcare showed that VA veterans reported more t
	PROJECT 4 METHODS
	PARTICIPANTS
	Milwaukee and Project 1 (i.e., baseline) participants were invited to participate in several sub-projects of MIDUS II, including the MIDUS II Biomarker Project (Project 4). Participants of the present study included adults ages 35–86 who completed baseline Milwaukee measures and Project 4. Participants received financial compensation for their participation. These participants were recruited via recruitment letters and study brochures to complete a 2-day overnight study session at one of three clinical rese
	Dienberg Love 
	et al., 2010
	Ryff et al., 2019
	Table 5

	PROCEDURES
	Project 4 participants completed a 2-day overnight study session at one of three general clinical research centers. On day one, they completed a physical exam, medical history assessment, self-reported sleep assessment, and self-administered questionnaire packet. In addition, a to fasting blood draw was taken the following morning.
	PROJECT 4 MEASURES
	Childhood Trauma
	At Project 4, participants completed the 28-item childhood trauma questionnaire, a validated measure of childhood trauma that includes five subscales to assess emotional abuse, physical abuse, sexual abuse, emotional neglect, and physical neglect (). Responses to were measured on a 5-point Likert scale with 1 = never true to 5 = always true about how often each tactic occurred. Responses were summed to create 5 subscales, one for each abuse type and a total score.
	Bernstein, 1994

	Depression
	Participants completed the Center for Epidemiological Studies Depression Inventory (CES-D), a 20-item measure of depression. Participants reported how often they experienced each item (e.g., “I thought my life had been a failure” and “I could not get “going”) over the past week on a scale of 1 to 4 with 1 = rarely or none of the time to 4 = most or all of the time (). These items were summed in the parent study to create a total score where greater scores indicate more depression symptoms (α = .89).
	Radloff, 1977

	Social Anxiety Scale
	A modified 9-item version of the Liebowitz Social Anxiety Scale was collected as part of Project 4. Each of the items presented a common social situation (e.g., “returning goods to a store” or “calling someone you don’t know very well”; see ). Participants rated how much fear or anxiety they experienced when faced with each of the nine situations on a scale of 1–4, with 1 = none to 4 = severe. Responses to these items were summed in the parent study to create a total score where greater scores indicate more
	Fresco et al., 2001

	Trait Anxiety Scale
	Participants completed the Spielberg Trait Anxiety Inventory, a 20-item self-report measure of feelings of anxiety (). Participants rated how typically they experienced each item (e.g., “I am losing out on things because I can’t make up my mind soon enough” and “I worry too much over something that really doesn’t matter”) on a scale of 1–4, with 1 = almost never to 4 = almost always. Responses to these items were summed in the parent study to create a total score where greater scores indicate more social an
	Spielberger, 1989

	Emotional Control
	Self-control was measured during Project 4 using a 19-item Self-Control Scale, which contained subscales to measure cognition control, emotion control, and burden of consciousness (; ) in the parent study. Participants rated items on a scale of 1–7, with 1 = strongly agree to 7 = strongly disagree, and responses were summed to create subscale scores. The cognition control subscale included six items i.e., “I can make myself do things I don’t want to do,” and “I can control my thoughts and desires if I need 
	Gross & John, 2003
	Markus & Kitayama, 
	1991
	 

	Trait Anger
	The Spielberg Trait Anger Inventory was collected as part of Project 4 to measure anger-related behaviors (). Participants rated how often they engaged in each item when they were angry. Participants rated items on a scale of 1–4, with 1 = almost never to 4 = almost always. The measure from the parent study included 15 items and the responses were summed to create two subscales: angry temperament (4 items, α = .83), anger reaction (4 items, α = .73), and a trait anger total (α = .84).
	Spielberger, 
	1996

	Sleep
	The Pittsburgh Sleep Quality (PSQ) was administered as part of questionnaires collected during Project 4. This 19-item self-report questionnaire was used to measure seven domains of sleep quality: subjective sleep quality, sleep latency, sleep duration, sleep efficiency, sleep disturbance, use of sleep medication, and daytime dysfunction. A global sleep score was calculated by taking a sum of the seven domain scores for participants with complete data. A global score was not calculated for those who had 100
	Buysse et al., 1989

	Biomarkers of Inflammation
	C-Reactive Protein (CRP) and Fibrinogen were measured utilizing a particle-enhanced immunonepholometric assay. Intracellular Adhesion Molecule (ICAM) and E-Selectin were measured using enzyme-linked immunoassays, and immunoelectrochemiluminescence technology was used for InterLeukin (IL) 6, IL-8, IL-10, and Tumor Necrosis Factor alpha (TNF-α). From MIDUS II protocols for the Project 4 subsample, laboratory intraassay and interassay coefficients of variance (CV) for all assays were in acceptable ranges (<10%
	Ryff 
	et al., 2019
	Ryff et al., 2019

	Medical History
	We also examined several health factors. First, participants completed a standardized medical history interview that inquired about participants’ health-related symptoms and conditions, major health events (e.g., broken bones, surgeries, head injuries, joint injuries, motor vehicle accidents, or amputations), immune functions (e.g., allergies and immunizations), family medical history, and current health practices (e.g., diet, exercise, smoking, alcohol, health care and screening). For our analyses, we focu
	DATA ANALYSIS
	Missing data in the present study was low (0.5% or less for childhood maltreatment, .01% or less for emotion regulation and mental health, 1.7% or less for biomarkers, and 6.6% or less for health characteristics). For the CTQ, two individuals completed the questionnaire except for sexual abuse. These were imputed as a score of 5 (the minimum on the subscale) to retain them in the total score and may reflect an underestimation. Since missing data on the scale level was generally low, all available data were 
	Riis et al., 2020
	Szabo & Slavish, 2021
	Tabachnick & Fidell, 2007

	PROJECT 4 RESULTS
	First, we compared veterans and civilians on various trauma measures, mental health symptom measures, and inflammatory markers. Project 4 had a detailed questionnaire on childhood trauma history as part of hypothesis one. Contrary to the hypothesis, only sexual abuse differed significantly between the two groups but in the opposite direction, where levels of sexual abuse were lower among civilians than veterans (See ). Hypothesis two stated that veterans would have greater anger expression, higher anxiety, 
	Table 6

	The test of hypotheses one and two was repeated among veterans, only comparing combat veterans to those without combat exposure (see ). Combat veterans reported more depression, head injuries, and higher levels of E-Selectin. There was no difference in childhood maltreatment, emotional factors, or other health factors.
	Table 7

	We also investigated hypotheses one and two with veterans likely receiving care from the VA (See ). Of the 102 veterans with available data, those who were likely receiving VA healthcare reported more emotional neglect and higher levels of IL-6 compared to those not likely to receive VA healthcare. Further, they reported greater head injuries and more prescription medications compared to veterans likely not receiving VA healthcare.
	Table 8

	Project 4 consisted of a subsample of baseline who provided information on psychosocial and health-related issues. In this subsample, there was largely no difference in the frequency of childhood trauma, except for veterans reporting less sexual abuse than civilians. Among this subsample, Project 4 results reveal veterans having higher IL-10 and ICAM. However, civilians reported higher trait and social anxiety than veterans. Although this is inconsistent with our hypothesis, it is consistent with our baseli
	INTEGRATED DISCUSSION
	During their service in the armed forces, our nation’s veterans have sacrificed for the defense of our country. Previous research has documented elevated mental and physical morbidities among veterans compared to civilian samples. This is plausible because veterans are often exposed to increased stress compared to civilians. However, much of this research has been within clinical samples or those utilizing VA healthcare. The purpose of this study was to leverage a community-based sample of veterans and civi
	BASELINE FINDINGS
	Baseline utilized primarily self-report mental health and psychosocial data in a large sample of veterans and civilians. Here, consistent with hypothesis one, we found that veterans reported more stressful and traumatic life events than civilians, consistent with some previous research (). However, contrary to hypothesis two, veterans reported lower levels of anxiety, depression, and panic symptoms. Another large national study found no difference between veterans and civilians in terms of levels of depress
	Lehavot et al., 2018
	Gould et al., 2015
	Spiro et al., 
	2016

	When we compared combat veterans and non-combat veterans at baseline, combat veterans reported higher stressful and traumatic life events but no differences in mental health symptoms. Research on the benefits of military service has found that experiencing combat in moderate amounts was associated with wisdom in later life (). Based on participant age, most of these veterans were from conflicts or eras, including the Vietnam War, Desert Shield/Desert Storm, and other pre-9/11 conflicts. Some veterans likely
	Jennings et al., 2006

	Previous research that has compared veterans and civilians, finding few differences, found that age and cohort effects contributed to variability in mental health symptoms (). Other research has linked combat frequency with enlisted status versus commissioned officer status to greater mental symptoms, specifically PTSD (; ). Little is known about the military service of veterans in the MIDUS II dataset. However, it is possible that many veterans joined in an era of service where they received specialized tr
	Gould et al., 2015
	Blackburn & Owens, 2016
	Ikin et al., 2007

	Exploratory analyses of the likelihood of using VA healthcare suggested that veterans likely using VA healthcare had experienced more traumatic life events, endorsed higher depression, and, although not significant, reported more panic and anxiety symptoms. Traditionally, veterans likely to seek VA healthcare have a service-related disability, meet specific discharge requirements, or meet certain income eligibility requirements. This could help explain why we observed higher ratings of mental health symptom
	Eftekhari et al., 
	2013
	Lemle, 2018

	PROJECT 4 FINDINGS
	Our second set of analyses utilized the biomarker sub-study in MIDUS II, in which participants from baseline participated in a 2-day study focused on health and biomarkers and full-length measures of several questionnaires. Similar to baseline, veterans in Project 4 reported lower mental health symptoms than civilians. However, there were few differences in the childhood trauma measure, with veterans reporting less childhood sexual abuse than civilians and less trait and social anxiety. This may indicate th
	Analyses among combat veterans and non-combat veterans showed additional group differences—depression symptoms were greater among combat veterans. This could be explained by several factors, including emotional distress related to combat, high rates of comorbidity between depression and posttraumatic stress in combat veterans, greater difficulty in reintegration into civilian life, or social isolation (; ; ), which could be explored in future studies. It is also plausible that combat veterans had higher rat
	Armenta et al., 2019
	Sayer et al., 2014
	Wilson 
	et al., 2018
	Killgore et al., 2006
	Plumb 
	et al., 2014
	2014

	We observed differences in inflammatory levels that differed by analysis. First, IL-10 and ICAM were higher among veterans compared to civilians. In addition, the combat group demonstrated higher levels of IL-6 and E-Selectin. Though not statistically significant, all levels of inflammatory markers were descriptively higher among veterans than civilians, and inflammation has been linked to numerous mental and physical health issues, including depression (; ). IL-10 has many functions, but its role as an ant
	García-Juárez & Camacho-Morales, 2022
	Villar-Fincheira et al., 2021
	Sabat et al., 2010

	 ICAM responds to inflammation and plays a stimulatory role in the T-Cell mediated host defense system (; ). IL-6 functions in the acute phase immune response by producing acute phase proteins and stimulating T and B cells. IL-6 also has a role in transitioning from acute to chronic inflammation and chronic inflammatory proliferation by changing the nature of the T and B cells being utilized in the immune response to stress or injury (). E-Selectin functions in both chronic and acute inflammatory responses 
	Bui et 
	al., 2020
	Lebedeva et al., 2005
	Gabay, 2006
	Silva et al., 2018

	The veterans who participated in Project 4 reflect people who volunteered for a considerably time-consuming study that included an overnight stay and blood draw in the MIDUS study. Therefore, this sample might not be representative of all veterans or civilians. Previous research comparing those who completed baseline to those who completed Project 4 has found comparable demographic and health characteristics but notes higher education in Project 4 (). Further, common reasons for not participating in Project
	Dienberg Love et al., 2010

	Contrary to hypotheses and previous research indicating high levels of anger are a concern in some samples of veterans (), there was no evidence of group differences in emotional factors or anger. Understanding the factors that place individuals at risk for anger or violence will be critical next steps. Another consideration is that the measures used in the MIDUS II study differed from the Difficulties in Emotion Regulation Scale (DERS) used in previous research (). The DERS consists of several subscales re
	MacManus et al., 2015
	Chase, 2017
	Gratz & Roemer, 2004
	Miles et al., 2016

	Across the two MIDUS II phases, we found evidence of some group differences in trauma exposure and mental health symptoms but few group differences in emotional factors, inflammation, health conditions, or medications. Some of these findings were contrary to hypotheses and some previous research. However, one study using the Health and Retirement Study survey data also failed to find that veterans report higher rates of TBI compared to civilians (). In their study, civilians reported higher TBIs than vetera
	Kornblith et al., 2020
	Dallocchio, 2021
	Vaccaro, 2015

	LIMITATIONS
	This present study leveraged an existing data set to conduct a first step in comparing a range of psychosocial and health factors. However, there are several limitations of the present investigation. First, participants in MIDUS II are predominantly white and the veteran subsample was predominantly male. Additional research is needed to see if the findings can generalize to racially and ethnically diverse samples that include more women veterans. Additionally, the study utilized a limited assessment of vete
	Baker et al., 
	2009
	Godfrey et al., 2015
	Kanesarajah et al., 2016

	The present study leveraged questions about veteran status, veteran benefits, and VA insurance to create our probable VA healthcare use. Although a conservative estimate of those who would be most likely to use services, actual enrollment or utilization of VA services is unknown. Veterans may use services as their benefits are being determined immediately after discharge or through their civilian-sponsored insurance. Despite these limitations, the present study offers novel comparisons between veterans and 
	While one strength of the current investigation is using a national sample of veterans and civilians, the present investigation has unknown generalizability to veterans of different eras. MIDUS II recruited adults at midlife. Therefore, these veterans likely served in conflicts before the 9/11 conflicts, such as the Gulf War or the Korean War. These results may not generalize to veterans of more recent conflicts, who often saw more combat, longer deployment, and greater reliance on reserves (). According to
	Institute of Medicine, 
	2010
	US Department of Veterans Affairs, 2022
	Tanielian et al., 2008

	IMPLICATIONS/CONCLUSION
	In an effort to best serve this population, the present study leverages a nationally sampled dataset to compare veterans and civilians on several measures of mental health symptoms, as well as a range of emotion regulation measures, inflammatory markers, and health correlates. Consistent with previous research, we identified greater stressful and traumatic life events among the baseline sample. We also observed lower mental health symptoms among veterans and civilians, consistent with other research among c
	Currently, the VA handbook outlines standards of care that include veterans having access to quality care for common mental health conditions, such as PTSD, depression, and anxiety (). Recognizing the unique risk of the transition from active service to veteran status for mental health and suicide risk, programs are in development to partner veterans with support (). Additionally, a 2018 executive order established veteran eligibility to receive healthcare at the VA for the first year after ending their ser
	Exec Order No. 13822, 2018
	Geraci et al., 2022
	Exec 
	Order No. 13822, 2018

	The US Department of Veterans Affairs has also recently implemented an integrated healthcare and wellness approach called Whole Health, and both this program and a related subprogram were used to promote well-being and decrease suicide risk for veterans of all eras (). The present research may serve as the start of a line of research that will inform a better understanding of the unique needs of all our nation’s veterans and could also help with resource allocation. For example, if we identify group differe
	Vitale et 
	al., 2021
	Edwards et al., 2022
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	1714808.50


	Depression*
	Depression*
	Depression*

	0.41 (1.44)
	0.41 (1.44)

	0.67 (1.81)
	0.67 (1.81)

	<.001
	<.001

	1457034.00
	1457034.00


	Anxiety*
	Anxiety*
	Anxiety*

	0.07 (0.68)
	0.07 (0.68)

	0.15 (0.93)
	0.15 (0.93)

	.005
	.005

	1507490.00
	1507490.00


	Panic symptoms*
	Panic symptoms*
	Panic symptoms*

	0.15 (0.75)
	0.15 (0.75)

	0.33 (1.03)
	0.33 (1.03)

	<.001
	<.001

	1438780.50
	1438780.50





	Table 2 Comparisons Between Veterans and Civilians on Life Events and Mental Health Symptoms.
	Table 2 Comparisons Between Veterans and Civilians on Life Events and Mental Health Symptoms.
	Note: SLE = Stressful Life Events; n for veterans is 801; n for civilians is 3832; * We reported mean and SD for descriptive purposes because the median and IQR were all zero.

	Story
	Body_Copy_-_1st_Para
	Table
	TR
	COMBAT VETERAN MEDIAN (IQR) OR MEAN (SD)
	COMBAT VETERAN MEDIAN (IQR) OR MEAN (SD)

	NON-COMBAT VETERAN MEDIAN (IQR) OR MEAN (SD)
	NON-COMBAT VETERAN MEDIAN (IQR) OR MEAN (SD)

	p
	p

	U
	U


	SLE
	SLE
	SLE

	3.00 (2.00–5.00)
	3.00 (2.00–5.00)

	3.00 (2.00–4.00)
	3.00 (2.00–4.00)

	<.001
	<.001

	73405.00
	73405.00


	SLE trauma
	SLE trauma
	SLE trauma

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	.09
	.09

	67139.50
	67139.50


	SLE childhood
	SLE childhood
	SLE childhood

	1.00 (0.00–1.00)
	1.00 (0.00–1.00)

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	<.001
	<.001

	75135.50
	75135.50


	Depression*
	Depression*
	Depression*

	0.52 (1.57)
	0.52 (1.57)

	0.37 (1.39)
	0.37 (1.39)

	.07
	.07

	65825.00
	65825.00


	Anxiety*
	Anxiety*
	Anxiety*

	0.02 (.34)
	0.02 (.34)

	0.09 (0.77)
	0.09 (0.77)

	.22
	.22

	62679.00
	62679.00


	Panic symptoms*
	Panic symptoms*
	Panic symptoms*

	0.12 (0.68)
	0.12 (0.68)

	0.16 (0.78)
	0.16 (0.78)

	.94
	.94

	63277.50
	63277.50





	Table 3 Comparisons of Life Events and Mental Health by Combat Status.
	Table 3 Comparisons of Life Events and Mental Health by Combat Status.
	Note: SLE = Stressful Life Events; n for Combat Veteran = 217; n for Non-Combat Veteran = 584; * We report mean and SD for descriptive purposes because the median and IQR were all zero.

	Story
	Body_Copy_-_1st_Para
	Table
	TR
	VA VETERAN MEDIAN (IQR) OR MEAN (SD)
	VA VETERAN MEDIAN (IQR) OR MEAN (SD)

	VETERAN NOT LIKELY TO USE VA HEALTHCARE MEDIAN (IQR) OR MEAN (SD)
	VETERAN NOT LIKELY TO USE VA HEALTHCARE MEDIAN (IQR) OR MEAN (SD)

	p
	p

	U
	U


	SLE
	SLE
	SLE

	4.50 (3.00–6.00)
	4.50 (3.00–6.00)

	4.00 (3.00–6.00)
	4.00 (3.00–6.00)

	.14
	.14

	26137.50
	26137.50


	SLE trauma
	SLE trauma
	SLE trauma

	1.00 (0.00–1.00)
	1.00 (0.00–1.00)

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	<.001
	<.001

	28400.00
	28400.00


	SLE childhood
	SLE childhood
	SLE childhood

	1.00 (0.00–1.00)
	1.00 (0.00–1.00)

	1.00 (0.00–1.00)
	1.00 (0.00–1.00)

	.04
	.04

	26831.50
	26831.50


	Depression*
	Depression*
	Depression*

	0.78 (1.96)
	0.78 (1.96)

	0.33 (1.29)
	0.33 (1.29)

	.004
	.004

	26212.00
	26212.00


	Anxiety*
	Anxiety*
	Anxiety*

	0.09 (0.83)
	0.09 (0.83)

	0.07 (0.60)
	0.07 (0.60)

	.93
	.93

	24222.50
	24222.50


	Panic symptoms*
	Panic symptoms*
	Panic symptoms*

	0.26 (1.04)
	0.26 (1.04)

	0.14 (0.76)
	0.14 (0.76)

	.24
	.24

	24855.00
	24855.00





	Table 4 Comparisons of Stressful Life Events and Mental Health by Probable VA Healthcare Use.
	Table 4 Comparisons of Stressful Life Events and Mental Health by Probable VA Healthcare Use.
	Note: SLE = Stressful Life Events; n for VA Veteran = 184; n for non-VA veteran = 263; * We reported mean and SD for descriptive purposes because median and IQR were all zero.

	Story
	Body_Copy_-_1st_Para
	Table
	TR
	WHOLE SAMPLE
	WHOLE SAMPLE
	n = 1,099

	VETERANS
	VETERANS
	n = 172

	CIVILIANS
	CIVILIANS
	n = 927


	% (n)
	% (n)
	% (n)

	% (n)
	% (n)

	% (n)
	% (n)


	Gender (% female)
	Gender (% female)
	Gender (% female)

	56.1% (n = 617)
	56.1% (n = 617)

	5.8% (n = 10)
	5.8% (n = 10)

	65.5% (n = 607)
	65.5% (n = 607)


	Race*
	Race*
	Race*


	Asian
	Asian
	Asian

	0.1% (n = 5)
	0.1% (n = 5)

	0.0% (n = 0)
	0.0% (n = 0)

	0.5% (n = 5)
	0.5% (n = 5)


	Black
	Black
	Black

	19.3% (n = 213)
	19.3% (n = 213)

	13.3% (n = 23)
	13.3% (n = 23)

	20.4% (n = 190)
	20.4% (n = 190)


	Native American
	Native American
	Native American

	6.0% (n = 66)
	6.0% (n = 66)

	5.2% (n = 9)
	5.2% (n = 9)

	6.1% (n = 57)
	6.1% (n = 57)


	Native Hawaiian/Pacific Islander
	Native Hawaiian/Pacific Islander
	Native Hawaiian/Pacific Islander

	0.2 (n = 3)
	0.2 (n = 3)

	0.5% (n = 1)
	0.5% (n = 1)

	0.2% (n = 2)
	0.2% (n = 2)


	White
	White
	White

	78.9% (n = 868)
	78.9% (n = 868)

	84.9% (n = 146)
	84.9% (n = 146)

	77.8% (n = 722)
	77.8% (n = 722)


	Other
	Other
	Other

	3.4% (n = 38)
	3.4% (n = 38)

	2.9% (n = 5)
	2.9% (n = 5)

	3.5% (n = 33)
	3.5% (n = 33)


	Don’t know/Refused
	Don’t know/Refused
	Don’t know/Refused

	0.3% (n = 4)
	0.3% (n = 4)

	0.0% (n = 0)
	0.0% (n = 0)

	0.4% (n = 4)
	0.4% (n = 4)


	Ethnicity
	Ethnicity
	Ethnicity


	Not Spanish/Hispanic
	Not Spanish/Hispanic
	Not Spanish/Hispanic

	96.0% (n = 1,055)
	96.0% (n = 1,055)

	97.1% (n = 167)
	97.1% (n = 167)

	95.8% (n = 888)
	95.8% (n = 888)


	Spanish/Hispanic
	Spanish/Hispanic
	Spanish/Hispanic

	3.5% (n = 39)
	3.5% (n = 39)

	2.3% (n = 4)
	2.3% (n = 4)

	3.8% (n = 35)
	3.8% (n = 35)


	Don’t know/Refused
	Don’t know/Refused
	Don’t know/Refused

	0.4% (n = 5)
	0.4% (n = 5)

	0.6% (n = 1)
	0.6% (n = 1)

	0.4% (n = 4)
	0.4% (n = 4)


	Education
	Education
	Education


	No school/some grade school (1–6)
	No school/some grade school (1–6)
	No school/some grade school (1–6)

	0.2% (n = 2)
	0.2% (n = 2)

	0.6% (n = 1)
	0.6% (n = 1)

	0.2% (n = 2)
	0.2% (n = 2)


	8th grade/junior high school (HS; 7–8)
	8th grade/junior high school (HS; 7–8)
	8th grade/junior high school (HS; 7–8)

	0.9% (n = 10)
	0.9% (n = 10)

	2.3% (n = 4)
	2.3% (n = 4)

	1.0% (n = 9)
	1.0% (n = 9)


	Some HS (9–12 no diploma/GED)
	Some HS (9–12 no diploma/GED)
	Some HS (9–12 no diploma/GED)

	4.5% (n = 49)
	4.5% (n = 49)

	2.3% (n = 4)
	2.3% (n = 4)

	4.9% (n = 45)
	4.9% (n = 45)


	GED
	GED
	GED

	1.5% (n = 16)
	1.5% (n = 16)

	0.6% (n = 1)
	0.6% (n = 1)

	1.6% (n = 15)
	1.6% (n = 15)


	Graduated from HS
	Graduated from HS
	Graduated from HS

	20.7% (n = 228)
	20.7% (n = 228)

	17.4% (n = 30)
	17.4% (n = 30)

	21.4% (n = 198)
	21.4% (n = 198)


	1 to 2 years of college, no degree yet
	1 to 2 years of college, no degree yet
	1 to 2 years of college, no degree yet

	17.6% (n = 193)
	17.6% (n = 193)

	16.3% (n = 28)
	16.3% (n = 28)

	17.8% (n = 165)
	17.8% (n = 165)


	3 + years of college, no degree yet
	3 + years of college, no degree yet
	3 + years of college, no degree yet

	4.5% (n = 49)
	4.5% (n = 49)

	5.2% (n = 9)
	5.2% (n = 9)

	4.3% (n = 40)
	4.3% (n = 40)


	Graduated from 2-year college, vocational school or associate degree
	Graduated from 2-year college, vocational school or associate degree
	Graduated from 2-year college, vocational school or associate degree

	7.6% (n = 84)
	7.6% (n = 84)

	12.2% (n = 21)
	12.2% (n = 21)

	6.8% (n = 63)
	6.8% (n = 63)


	Bachelor’s degree
	Bachelor’s degree
	Bachelor’s degree

	20.7% (n = 228)
	20.7% (n = 228)

	23.8% (n = 41)
	23.8% (n = 41)

	20.2% (n = 187)
	20.2% (n = 187)


	Some graduate school
	Some graduate school
	Some graduate school

	4.0% (n = 44)
	4.0% (n = 44)

	6.4% (n = 11)
	6.4% (n = 11)

	3.6% (n = 33)
	3.6% (n = 33)


	Master’s degree
	Master’s degree
	Master’s degree

	13.3% (n = 146)
	13.3% (n = 146)

	10.5% (n = 18)
	10.5% (n = 18)

	13.0 % (n = 128)
	13.0 % (n = 128)


	Doctorate or other professional degree
	Doctorate or other professional degree
	Doctorate or other professional degree

	4.3% (n = 47)
	4.3% (n = 47)

	4.7% (n = 8)
	4.7% (n = 8)

	4.2% (n = 39)
	4.2% (n = 39)


	Don’t know/Refused
	Don’t know/Refused
	Don’t know/Refused

	0.5% (n = 3)
	0.5% (n = 3)

	0.0% (n = 0)
	0.0% (n = 0)

	0.3% (n = 3)
	0.3% (n = 3)





	Table 5 Project 4 Demographics.
	Table 5 Project 4 Demographics.
	Note: * Participants could identify up to 4 racial identities, categories not mutually exclusive, and may total more than 100%.

	Story
	Body_Copy_-_1st_Para
	Table
	TR
	MEDIAN (IQR)
	MEDIAN (IQR)
	VETERAN

	MEDIAN (IQR)
	MEDIAN (IQR)
	CIVILIAN

	p
	p

	U
	U


	Total CTQ
	Total CTQ
	Total CTQ

	32.00 (28.00–40.00)
	32.00 (28.00–40.00)

	34.00 (28.00–43.60)
	34.00 (28.00–43.60)

	.36
	.36

	75959.50
	75959.50


	CTQ (emotional abuse)
	CTQ (emotional abuse)
	CTQ (emotional abuse)

	6.00 (5.00–9.00)
	6.00 (5.00–9.00)

	6.00 (5.00–9.00)
	6.00 (5.00–9.00)

	.07
	.07

	72628.00
	72628.00


	CTQ (physical abuse)
	CTQ (physical abuse)
	CTQ (physical abuse)

	6.00 (5.00–8.00)
	6.00 (5.00–8.00)

	6.00 (5.00–7.00)
	6.00 (5.00–7.00)

	.36
	.36

	82843.50
	82843.50


	CTQ (sexual abuse)
	CTQ (sexual abuse)
	CTQ (sexual abuse)

	5.00 (5.00–5.00)
	5.00 (5.00–5.00)

	5.00 (5.00–6.00)
	5.00 (5.00–6.00)

	.002
	.002

	70566.00
	70566.00


	CTQ (emotional neglect)
	CTQ (emotional neglect)
	CTQ (emotional neglect)

	8.50 (6.00–13.00)
	8.50 (6.00–13.00)

	9.00 (6.00–13.00)
	9.00 (6.00–13.00)

	.68
	.68

	77813.50
	77813.50


	CTQ (physical neglect)
	CTQ (physical neglect)
	CTQ (physical neglect)

	6.00 (5.00–8.75)
	6.00 (5.00–8.75)

	6.00 (5.00–8.00)
	6.00 (5.00–8.00)

	.11
	.11

	85213.50
	85213.50


	EMOTIONAL FACTORS
	EMOTIONAL FACTORS
	EMOTIONAL FACTORS


	Emotion control
	Emotion control
	Emotion control

	4.70 (4.30–5.20)
	4.70 (4.30–5.20)

	4.80 (4.20–5.30)
	4.80 (4.20–5.30)

	.91
	.91

	79723.00
	79723.00


	Burden of consciousness
	Burden of consciousness
	Burden of consciousness

	4.70 (4.40–5.30)
	4.70 (4.40–5.30)

	4.90 (4.30–5.40)
	4.90 (4.30–5.40)

	.07
	.07

	72336.50
	72336.50


	Cognition control
	Cognition control
	Cognition control

	5.20 (4.80–5.70)
	5.20 (4.80–5.70)

	5.30 (4.80–5.80)
	5.30 (4.80–5.80)

	.23
	.23

	74715.00
	74715.00


	MENTAL HEALTH SYMPTOMS
	MENTAL HEALTH SYMPTOMS
	MENTAL HEALTH SYMPTOMS


	Trait anxiety
	Trait anxiety
	Trait anxiety

	30.50 (26.00–37.00)
	30.50 (26.00–37.00)

	33.00 (28.00–41.00)
	33.00 (28.00–41.00)

	.001
	.001

	66862.50
	66862.50


	Social anxiety
	Social anxiety
	Social anxiety

	1.70 (1.40–2.08)
	1.70 (1.40–2.08)

	1.80 (1.40–2.20)
	1.80 (1.40–2.20)

	.009
	.009

	69656.50
	69656.50


	Trait anger
	Trait anger
	Trait anger

	23.00 (20.55–26.00)
	23.00 (20.55–26.00)

	23.00 (20.00–27.00)
	23.00 (20.00–27.00)

	.81
	.81

	78300.00
	78300.00


	Angry temperament
	Angry temperament
	Angry temperament

	4.00 (4.00–6.00)
	4.00 (4.00–6.00)

	4.00 (4.00–6.00)
	4.00 (4.00–6.00)

	.93
	.93

	79138.00
	79138.00


	Angry reaction
	Angry reaction
	Angry reaction

	7.00 (6.00–9.00)
	7.00 (6.00–9.00)

	7.00 (6.00–9.00)
	7.00 (6.00–9.00)

	.51
	.51

	76965.00
	76965.00


	Depression
	Depression
	Depression

	6.00 (3.00–10.00)
	6.00 (3.00–10.00)

	7.00 (3.00–12.00)
	7.00 (3.00–12.00)

	.06
	.06

	71845.00
	71845.00


	INFLAMMATORY MARKERS
	INFLAMMATORY MARKERS
	INFLAMMATORY MARKERS


	IL-10
	IL-10
	IL-10

	0.25 (0.17–0.38)
	0.25 (0.17–0.38)

	0.22 (0.16–0.32)
	0.22 (0.16–0.32)

	.02
	.02

	87058.00
	87058.00


	sICAM
	sICAM
	sICAM

	283.47 (232.98–341.24)
	283.47 (232.98–341.24)

	269.96 (213.02–334.60)
	269.96 (213.02–334.60)

	.02
	.02

	86840.50
	86840.50


	sIL6r
	sIL6r
	sIL6r

	33849.00 (27045.00–41420.00)
	33849.00 (27045.00–41420.00)

	33889.00 (26958.50–41485.50)
	33889.00 (26958.50–41485.50)

	.96
	.96

	78592.50
	78592.50


	Fibrinogen
	Fibrinogen
	Fibrinogen

	337.00 (279.50–381.00)
	337.00 (279.50–381.00)

	340.00 (290.00–399.00)
	340.00 (290.00–399.00)

	.16
	.16

	71765.50
	71765.50


	IL-6
	IL-6
	IL-6

	0.86 (0.61–1.23)
	0.86 (0.61–1.23)

	0.80 (0.54–1.22)
	0.80 (0.54–1.22)

	.18
	.18

	83272.00
	83272.00


	CRP
	CRP
	CRP

	1.32 (0.71–3.07)
	1.32 (0.71–3.07)

	1.43 (0.69–3.75)
	1.43 (0.69–3.75)

	.42
	.42

	73966.00
	73966.00


	SES
	SES
	SES

	41.71 (28.59–52.39)
	41.71 (28.59–52.39)

	38.96 (28.21–52.58)
	38.96 (28.21–52.58)

	.29
	.29

	82271.50
	82271.50


	IL-8
	IL-8
	IL-8

	12.12 (8.72–15.11)
	12.12 (8.72–15.11)

	12.30 (9.13–15.91)
	12.30 (9.13–15.91)

	.26
	.26

	74014.00
	74014.00


	HEALTH FACTORS
	HEALTH FACTORS
	HEALTH FACTORS


	Sleep quality
	Sleep quality
	Sleep quality

	5.00 (3.00–8.00)
	5.00 (3.00–8.00)

	5.00 (4.00–8.00)
	5.00 (4.00–8.00)

	.29
	.29

	66004.50
	66004.50


	# Head injuries
	# Head injuries
	# Head injuries

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	.06
	.06

	85233.50
	85233.50


	# RX medications
	# RX medications
	# RX medications

	1.00 (0.00–2.00)
	1.00 (0.00–2.00)

	1.00 (0.00–2.00)
	1.00 (0.00–2.00)

	.58
	.58

	76778.50
	76778.50


	BMI
	BMI
	BMI

	28.61 (25.64–32.45)
	28.61 (25.64–32.45)

	28.62 (24.98–33.43)
	28.62 (24.98–33.43)

	.60
	.60

	81658.00
	81658.00


	# Chronic conditions
	# Chronic conditions
	# Chronic conditions

	2.00 (1.00–3.00)
	2.00 (1.00–3.00)

	2.00 (1.00–3.00)
	2.00 (1.00–3.00)

	.59
	.59

	77708.00
	77708.00





	Table 6 Comparison of Veterans and Civilians on Childhood Trauma, Emotional Factors, and Health.
	Table 6 Comparison of Veterans and Civilians on Childhood Trauma, Emotional Factors, and Health.
	Note: CTQ = Childhood Trauma Questionnaire; IL-10 = Interleukin 10; sICAM = soluble intercellular adhesion molecule; sIL-6r = Soluble Interleukin 6 Receptor; IL-6 = Interleukin 6; CRP = C-reactive protein; SES = soluble E-Selectin; IL-8 = Interleukin 8; BMI = body mass index; n = 172 for veterans; n = 927 for civilians; total n varies from 1026–1099.

	Story
	Body_Copy_-_1st_Para
	Table
	TR
	COMBAT VETERAN
	COMBAT VETERAN
	MEDIAN (IQR)

	NON-COMBAT VETERAN
	NON-COMBAT VETERAN
	MEDIAN (IQR)

	p
	p

	U
	U


	Total CTQ
	Total CTQ
	Total CTQ

	34.00 (30.00–39.00)
	34.00 (30.00–39.00)

	32.00 (28.00–42.00)
	32.00 (28.00–42.00)

	.26
	.26

	3094.50
	3094.50


	CTQ (emotional abuse)
	CTQ (emotional abuse)
	CTQ (emotional abuse)

	7.00 (5.00–9.00)
	7.00 (5.00–9.00)

	6.00 (5.00–9.00)
	6.00 (5.00–9.00)

	.15
	.15

	3161.50
	3161.50


	CTQ (physical abuse)
	CTQ (physical abuse)
	CTQ (physical abuse)

	6.00 (5.00–8.00)
	6.00 (5.00–8.00)

	6.00 (5.00–7.00)
	6.00 (5.00–7.00)

	.19
	.19

	3129.50
	3129.50


	CTQ (sexual abuse)
	CTQ (sexual abuse)
	CTQ (sexual abuse)

	5.00 (5.00–5.00)
	5.00 (5.00–5.00)

	5.00 (5.00–5.00)
	5.00 (5.00–5.00)

	.31
	.31

	2596.50
	2596.50


	CTQ (emotional neglect)
	CTQ (emotional neglect)
	CTQ (emotional neglect)

	8.00 (6.00–12.00)
	8.00 (6.00–12.00)

	9.00 (5.50–13.00)
	9.00 (5.50–13.00)

	.76
	.76

	2861.00
	2861.00


	CTQ (physical neglect)
	CTQ (physical neglect)
	CTQ (physical neglect)

	6.00 (5.00–9.00)
	6.00 (5.00–9.00)

	6.00 (5.00–8.00)
	6.00 (5.00–8.00)

	.34
	.34

	3035.50
	3035.50


	EMOTIONAL FACTORS
	EMOTIONAL FACTORS
	EMOTIONAL FACTORS


	Emotion control
	Emotion control
	Emotion control

	4.70 (4.20–5.30)
	4.70 (4.20–5.30)

	4.70 (4.30–5.20)
	4.70 (4.30–5.20)

	.60
	.60

	2626.50
	2626.50


	Burden consciousness
	Burden consciousness
	Burden consciousness

	4.70 (4.30–5.30)
	4.70 (4.30–5.30)

	4.70 (4.40–5.30)
	4.70 (4.40–5.30)

	.57
	.57

	2614.00
	2614.00


	Cognition control
	Cognition control
	Cognition control

	5.20 (4.80–5.80)
	5.20 (4.80–5.80)

	5.30 (4.80–5.70)
	5.30 (4.80–5.70)

	.77
	.77

	2691.50
	2691.50


	MENTAL HEALTH SYMPTOMS
	MENTAL HEALTH SYMPTOMS
	MENTAL HEALTH SYMPTOMS


	Trait anxiety
	Trait anxiety
	Trait anxiety

	33.00 (26.00–41.00)
	33.00 (26.00–41.00)

	30.00 (26.00–36.00)
	30.00 (26.00–36.00)

	.13
	.13

	3197.00
	3197.00


	Social anxiety
	Social anxiety
	Social anxiety

	1.60 (1.30–1.90)
	1.60 (1.30–1.90)

	1.70 (1.40–2.10)
	1.70 (1.40–2.10)

	.09
	.09

	2293.00
	2293.00


	Trait anger
	Trait anger
	Trait anger

	24.00 (21.00–27.00)
	24.00 (21.00–27.00)

	22.00 (20.00–26.00)
	22.00 (20.00–26.00)

	.37
	.37

	3024.00
	3024.00


	Angry temperament
	Angry temperament
	Angry temperament

	5.00 (4.00–7.00)
	5.00 (4.00–7.00)

	4.00 (4.00–6.00)
	4.00 (4.00–6.00)

	.19
	.19

	3113.00
	3113.00


	Angry reaction
	Angry reaction
	Angry reaction

	7.00 (6.00–8.00)
	7.00 (6.00–8.00)

	7.00 (6.00–9.00)
	7.00 (6.00–9.00)

	.61
	.61

	2916.00
	2916.00


	Depression
	Depression
	Depression

	8.00 (4.00–13.00)
	8.00 (4.00–13.00)

	5.00 (2.00–8.00)
	5.00 (2.00–8.00)

	.005
	.005

	3571.00
	3571.00


	INFLAMMATORY MARKERS
	INFLAMMATORY MARKERS
	INFLAMMATORY MARKERS


	IL-10
	IL-10
	IL-10

	0.32 (0.18–0.39)
	0.32 (0.18–0.39)

	0.25 (0.17–0.36)
	0.25 (0.17–0.36)

	.25
	.25

	3030.00
	3030.00


	sICAM
	sICAM
	sICAM

	300.19 (242.30–367.54)
	300.19 (242.30–367.54)

	276.52 (229.44–329.32)
	276.52 (229.44–329.32)

	.19
	.19

	3077.00
	3077.00


	sIL6r
	sIL6r
	sIL6r

	35754.00 (28906.00–41049.50)
	35754.00 (28906.00–41049.50)

	33059.00 (26651.00–41571.50)
	33059.00 (26651.00–41571.50)

	.35
	.35

	2972.00
	2972.00


	Fibrinogen
	Fibrinogen
	Fibrinogen

	351.00 (288.50–397.50)
	351.00 (288.50–397.50)

	328.00 (277.00–377.75)
	328.00 (277.00–377.75)

	.21
	.21

	2969.50
	2969.50


	IL-6
	IL-6
	IL-6

	0.92 (0.70–1.76)
	0.92 (0.70–1.76)

	0.80 (0.57–1.17)
	0.80 (0.57–1.17)

	.03
	.03

	3307.00
	3307.00


	CRP
	CRP
	CRP

	1.49 (0.89–4.36)
	1.49 (0.89–4.36)

	1.27 (0.63–2.82)
	1.27 (0.63–2.82)

	.12
	.12

	3044.50
	3044.50


	SES
	SES
	SES

	46.54 (36.11–63.85)
	46.54 (36.11–63.85)

	40.54 (26.63–50.94)
	40.54 (26.63–50.94)

	.02
	.02

	3377.50
	3377.50


	IL-8
	IL-8
	IL-8

	11.15 (8.56–14.64)
	11.15 (8.56–14.64)

	12.25 (8.83–15.20)
	12.25 (8.83–15.20)

	.47
	.47

	2509.00
	2509.00


	HEALTH FACTORS
	HEALTH FACTORS
	HEALTH FACTORS


	Sleep quality
	Sleep quality
	Sleep quality

	5.00 (4.00–8.00)
	5.00 (4.00–8.00)

	5.00 (3.00–8.00)
	5.00 (3.00–8.00)

	.92
	.92

	2406.00
	2406.00


	# Head injuries
	# Head injuries
	# Head injuries

	1.00 (0.00–2.00)
	1.00 (0.00–2.00)

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	< .001
	< .001

	3571.50
	3571.50


	# RX medications
	# RX medications
	# RX medications

	1.00 (0.00–2.00)
	1.00 (0.00–2.00)

	1.00 (0.00–2.00)
	1.00 (0.00–2.00)

	.48
	.48

	2399.50
	2399.50


	BMI
	BMI
	BMI

	27.66 (25.40–32.55)
	27.66 (25.40–32.55)

	28.70 (25.93–32.44)
	28.70 (25.93–32.44)

	.29
	.29

	2473.00
	2473.00


	# Chronic conditions
	# Chronic conditions
	# Chronic conditions

	2.00 (1.00–4.00)
	2.00 (1.00–4.00)

	2.00 (1.00–3.00)
	2.00 (1.00–3.00)

	.03
	.03

	3375.50
	3375.50





	Table 7 Comparisons of Combat and Non-combat Veterans for Childhood Trauma, Emotional Factors, and Health.
	Table 7 Comparisons of Combat and Non-combat Veterans for Childhood Trauma, Emotional Factors, and Health.
	Note: CTQ = Childhood Trauma Questionnaire; IL-10 = Interleukin 10; sICAM = soluble intercellular adhesion molecule; sIL-6r = Soluble Interleukin 6 Receptor; IL-6 = Interleukin 6; CRP = C-reactive protein; SES = soluble E-Selectin; IL-8 = Interleukin 8; BMI = body mass index; n = 43 for combat veterans, n = 129 for non-combat veteran; total n varies from 161–172.

	Story
	Body_Copy_-_1st_Para
	Table
	TR
	VA VETERAN
	VA VETERAN
	MEDIAN (IQR)

	NON-VA VETERAN
	NON-VA VETERAN
	MEDIAN (IQR)

	P
	P

	U
	U


	Total CTQ
	Total CTQ
	Total CTQ

	35.00 (30.00–53.75)
	35.00 (30.00–53.75)

	32.00 (29.00–40.75)
	32.00 (29.00–40.75)

	.13
	.13

	1482.00
	1482.00


	CTQ (emotional abuse)
	CTQ (emotional abuse)
	CTQ (emotional abuse)

	7.00 (5.00–11.00)
	7.00 (5.00–11.00)

	6.00 (5.00–9.00)
	6.00 (5.00–9.00)

	.18
	.18

	1449.50
	1449.50


	CTQ (physical abuse)
	CTQ (physical abuse)
	CTQ (physical abuse)

	7.00 (5.00–9.00)
	7.00 (5.00–9.00)

	6.00 (5.25–8.00)
	6.00 (5.25–8.00)

	.60
	.60

	1336.00
	1336.00


	CTQ (sexual abuse)
	CTQ (sexual abuse)
	CTQ (sexual abuse)

	5.00 (5.00–5.00)
	5.00 (5.00–5.00)

	5.00 (5.00–5.00)
	5.00 (5.00–5.00)

	.93
	.93

	1252.00
	1252.00


	CTQ (emotional neglect)
	CTQ (emotional neglect)
	CTQ (emotional neglect)

	10.00 (7.00–14.50)
	10.00 (7.00–14.50)

	8.00 (6.00–12.00)
	8.00 (6.00–12.00)

	.03
	.03

	1582.00
	1582.00


	CTQ (physical neglect)
	CTQ (physical neglect)
	CTQ (physical neglect)

	7.00 (5.00–9.00)
	7.00 (5.00–9.00)

	6.00 (5.00–8.75)
	6.00 (5.00–8.75)

	.27
	.27

	1418.50
	1418.50


	EMOTIONAL FACTORS
	EMOTIONAL FACTORS
	EMOTIONAL FACTORS


	Emotion control
	Emotion control
	Emotion control

	4.70 (4.23–5.00)
	4.70 (4.23–5.00)

	4.80 (4.30–5.30)
	4.80 (4.30–5.30)

	.06
	.06

	987.50
	987.50


	Burden consciousness
	Burden consciousness
	Burden consciousness

	4.90 (4.10–5.33)
	4.90 (4.10–5.33)

	4.60 (4.10–5.08)
	4.60 (4.10–5.08)

	.13
	.13

	1480.50
	1480.50


	Cognition control
	Cognition control
	Cognition control

	5.20 (4.65–5.70)
	5.20 (4.65–5.70)

	5.20 (4.80–5.80)
	5.20 (4.80–5.80)

	.53
	.53

	1167.00
	1167.00


	MENTAL HEALTH SYMPTOMS
	MENTAL HEALTH SYMPTOMS
	MENTAL HEALTH SYMPTOMS


	Trait anxiety
	Trait anxiety
	Trait anxiety

	31.50 (26.00–40.25)
	31.50 (26.00–40.25)

	29.00 (26.00–35.00)
	29.00 (26.00–35.00)

	.18
	.18

	1455.50
	1455.50


	Social anxiety
	Social anxiety
	Social anxiety

	1.70 (1.40–2.00)
	1.70 (1.40–2.00)

	1.60 (1.30–1.90)
	1.60 (1.30–1.90)

	.16
	.16

	1465.50
	1465.50


	Trait anger
	Trait anger
	Trait anger

	23.00 (21.00–28.00)
	23.00 (21.00–28.00)

	23.00 (19.25–26.00)
	23.00 (19.25–26.00)

	.50
	.50

	1359.00
	1359.00


	Angry temperament
	Angry temperament
	Angry temperament

	5.00 (4.00–7.00)
	5.00 (4.00–7.00)

	4.00 (4.00–5.00)
	4.00 (4.00–5.00)

	.21
	.21

	1431.00
	1431.00


	Angry reaction
	Angry reaction
	Angry reaction

	8.00 (6.00–9.00)
	8.00 (6.00–9.00)

	7.00 (5.00–8.00)
	7.00 (5.00–8.00)

	.13
	.13

	1482.00
	1482.00


	Depression
	Depression
	Depression

	6.50 (3.75–15.25)
	6.50 (3.75–15.25)

	5.00 (2.00–9.00)
	5.00 (2.00–9.00)

	.06
	.06

	1540.50
	1540.50


	INFLAMMATORY MARKERS
	INFLAMMATORY MARKERS
	INFLAMMATORY MARKERS


	IL-10
	IL-10
	IL-10

	0.26 (0.19–0.39)
	0.26 (0.19–0.39)

	0.25 (0.16–0.36)
	0.25 (0.16–0.36)

	.71
	.71

	1292.50
	1292.50


	sICAM
	sICAM
	sICAM

	277.98 (238.51–593.87)
	277.98 (238.51–593.87)

	283.84 (232.98–343.40)
	283.84 (232.98–343.40)

	.80
	.80

	1275.50
	1275.50


	sIL6r
	sIL6r
	sIL6r

	33597.50 (26926.25–40897.00)
	33597.50 (26926.25–40897.00)

	34088.00 (26008.00–42002.00)
	34088.00 (26008.00–42002.00)

	.92
	.92

	1223.50
	1223.50


	Fibrinogen
	Fibrinogen
	Fibrinogen

	345.00 (306.00–386.00)
	345.00 (306.00–386.00)

	338.00 (274.50–390.50)
	338.00 (274.50–390.50)

	.51
	.51

	1281.50
	1281.50


	IL-6
	IL-6
	IL-6

	1.17 (0.80–1.57)
	1.17 (0.80–1.57)

	0.75 (0.51–1.05)
	0.75 (0.51–1.05)

	.003
	.003

	1674.50
	1674.50


	CRP
	CRP
	CRP

	1.26 (0.54–3.61)
	1.26 (0.54–3.61)

	1.22 (0.70–3.10)
	1.22 (0.70–3.10)

	.85
	.85

	1216.50
	1216.50


	SES
	SES
	SES

	43.33 (36.11–60.38)
	43.33 (36.11–60.38)

	37.95 (26.63–49.37)
	37.95 (26.63–49.37)

	.04
	.04

	1534.00
	1534.00


	IL-8
	IL-8
	IL-8

	10.99 (9.05–14.74)
	10.99 (9.05–14.74)

	13.08 (8.93–15.77)
	13.08 (8.93–15.77)

	.29
	.29

	1086.50
	1086.50


	HEALTH FACTORS
	HEALTH FACTORS
	HEALTH FACTORS


	Sleep
	Sleep
	Sleep

	5.50 (3.75–9.25)
	5.50 (3.75–9.25)

	5.00 (4.00–8.00)
	5.00 (4.00–8.00)

	.68
	.68

	1118.00
	1118.00


	# Head injuries
	# Head injuries
	# Head injuries

	0.50 (0.00–1.00)
	0.50 (0.00–1.00)

	0.00 (0.00–1.00)
	0.00 (0.00–1.00)

	.02
	.02

	1549.00
	1549.00


	# RX medications
	# RX medications
	# RX medications

	1.00 (1.00–3.00)
	1.00 (1.00–3.00)

	1.00 (0.00–2.00)
	1.00 (0.00–2.00)

	.02
	.02

	1499.50
	1499.50


	BMI
	BMI
	BMI

	27.75 (25.30–32.51)
	27.75 (25.30–32.51)

	28.65 (25.53–32.35)
	28.65 (25.53–32.35)

	.86
	.86

	1234.00
	1234.00


	# Chronic conditions
	# Chronic conditions
	# Chronic conditions

	2.50 (1.00–4.00)
	2.50 (1.00–4.00)

	2.00 (0.25–4.00)
	2.00 (0.25–4.00)

	.14
	.14

	1473.00
	1473.00





	Table 8 Comparisons of Veterans Based on Probable VA Healthcare Use.
	Table 8 Comparisons of Veterans Based on Probable VA Healthcare Use.
	Note: CTQ = Childhood Trauma Questionnaire; IL-10 = Interleukin 10; sICAM = soluble intercellular adhesion molecule; sIL-6r = Soluble Interleukin 6 Receptor; IL-6 = Interleukin 6; CRP = C-reactive protein; SES = soluble E-Selectin; IL-8 = Interleukin 8; BMI = body mass index; n = 42 VA veteran, n = 60 non-VA veteran; total n ranges from 94–102.







