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Recent studies have shown that a significant 
number of veterans returning from conflicts in 

Iraq (Operation Iraqi Freedom [OIF]) and Afghanistan 
(Operation Enduring Freedom [OEF]) are struggling 
with recovery from trauma.1,2,3 While posttraumatic 
stress disorder (PTSD) has traditionally been diagnosed 
using Axis I criteria, understanding the impact of trauma 
in OEF/OIF veterans may also require an analysis of 
subdromal or partial PTSD, which is characterized by a 
constellation of PTSD symptoms without meeting full 
criteria for the disorder. In light of the fact that reactions 
to extreme stress may exist on a dimensional scale,4 it is 
possible that individuals on the border of meeting criteria 
for a formal diagnosis of PTSD (ie, partial PTSD) may be 
in need of mental health treatment. Community-based 
studies and investigations from clinical populations 
have documented rates of partial PTSD ranging from 
50% to approximately 3 times that of full PTSD.5–8 Thus, 
focusing only on individuals with the full diagnosis of 
PTSD may significantly underestimate the number of 
newly returning veterans who may be in need of care.

In order to assess whether those with partial PTSD 
indeed exhibit meaningful symptoms that may require 
or warrant clinical care, a number of studies have 
compared functioning differences between those with 
partial and full PTSD. These investigations have generally 
revealed greater disability in individuals with full PTSD 
as compared to those with partial PTSD, who in turn, 
report greater disability than trauma-only groups who 
experienced a trauma with few or no symptoms.6–9 The 
extent of the disparities between groups, however, has 
been mixed, suggesting that the disability associated with 
partial PTSD requires greater clarification. Further, only 
1 other study has assessed for functional problems in 
partial PTSD among veterans. In this study, Grubaugh 
et al9 compared older veterans (mean age = 61.4 years) 
with various symptom levels of PTSD on the Medical 
Outcomes Study 36-item Short-Form Health Survey,10 
which can be used to compare disability to a healthy 
national sample. Although scores for partial PTSD 
were significantly worse than those of a trauma-only 
comparison group after controlling for depression, these 
scores were in fact better than the national average.9 This 
suggests that the partial PTSD among veterans did not 
necessarily show significant impairment. However, this 

Objective: This study assessed mental 
and health functioning in full versus partial 
posttraumatic stress disorder (PTSD) among 
newly returning veterans from Iraq (Operation 
Iraqi Freedom [OIF]) and Afghanistan (Operation 
Enduring Freedom [OEF]) who were referred by 
primary care providers for a behavioral health 
assessment and reported an emotional trauma.

Method: Participants included OEF/OIF 
veterans receiving care in 2 veterans’ affairs 
medical centers and affiliated community-based 
outpatient clinics who reported behavioral health 
issues to their primary care providers. All veterans 
underwent a clinical behavioral health assessment 
of Axis I disorders and functioning via telephone 
between June 2007 and April 2008. Functioning 
was measured using the 12-item Short-Form 
Health Survey (SF-12). Those reporting a previous 
emotional trauma were subsequently assessed for 
PTSD using the PTSD Patient Checklist (PCL).

Results: The final sample (N = 201) was 88.1% 
male with a mean age of 34.2 years (SD = 10.1). 
Individuals with full PTSD (n = 120, 59.7%) 
reported worse mental health functioning 
compared to those with partial PTSD (n = 37, 
18.4%). Individuals with partial PTSD reported 
worse mental health functioning scores than 
the trauma exposed–only group (n = 44, 21.9%). 
Compared to national norms, patients with 
partial PTSD reported mental health functioning 
scores that were worse than 75% of individuals 
within a similar age range. After controlling for 
other psychiatric factors, there was no difference 
between partial PTSD and the trauma-only group.

Conclusion: OEF/OIF veterans with 
partial PTSD referred for a behavioral health 
assessment may incur significant problems with 
functioning. These complaints may be better 
attributed to psychiatric comorbidity as opposed 
to symptoms specifically related to trauma.
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study included older veterans who experienced trauma 
many years prior to their participation in the study. 
Consequently, these findings may not be representative 
of current OEF/OIF veterans.9 Also, because depression 
shares multiple symptoms with PTSD and may be 
subject to the same effects of trauma,11 it is possible 
that controlling for depression minimized the observed 
association between trauma/PTSD and functioning.9

In order to build upon prior work and address 
the relationship between functioning and partial/full 
PTSD diagnoses specifically among newly returning 
veterans, the current study compared mental and 
physical functioning among OEF/OIF veterans who 
were referred by primary care for a behavioral health 
assessment and reported an emotional trauma. We 
used a standardized measure of functioning that can be 
compared to national norms and assessed functioning 
both with and without accounting for other psychiatric 
factors. PTSD is consistently associated with increased 
disability,12–15 and it is expected that OEF/OIF veterans 
with PTSD will also report greater functional problems as 
compared to a trauma-only group who experience no or 
few symptoms of PTSD. If individuals with partial PTSD 
show functioning complaints similar to that of full PTSD, 
it will provide evidence that their clinical symptoms may 
warrant greater attention and may indicate that these 
individuals should be offered psychosocial and psychiatric 
treatment similar to those with the full disorder.

METHOD

Sample and Procedures
This project was reviewed and approved by the 

Philadelphia Veterans Affairs Medical Center Institutional 
Review Board. The sample included OEF/OIF veterans 
receiving primary care in the Philadelphia and Lebanon 
Veterans Affairs Medical Centers (Philadelphia and 
Lebanon, Pennsylvania, respectively) and affiliated 
community-based outpatient clinics. All participants were 
assessed by the Behavioral Health Laboratory (BHL), 
an evidence-based, clinical management program that 
focuses on the identification, screening, assessment, 
and triage of primary care patients who may be in need 
of care for behavioral health issues such as depression, 
anxiety, alcohol misuse, and PTSD. An overview of the 

procedures and components of the BHL are described 
in detail elsewhere16 and briefly outlined below.

Patients were identified by the BHL through 3 main 
mechanisms: (1) referral of the patient to the BHL 
following a positive screen for PTSD, alcohol misuse, 
and/or depression in primary care; (2) providers’ referral 
of patients to the BHL for assessment independent 
of screening and on the basis of clinical judgment; 
or (3) after initiation of an antidepressant. Upon 
receipt of patient names, BHL health technicians 
contacted patients by telephone and conducted an 
initial 20- to 30-minute behavioral health screening 
assessment covering Axis I psychiatric disorders, 
sociodemographic characteristics, and functioning.

Data for the current set of analyses were extracted 
from the parent BHL clinical sample. Participants were 
selected according to the following criteria: (1) completion 
of the initial screening interview from June 2007 to April 
2008, (2) serving in the Iraqi or Afghanistan conflicts, 
and (3) reporting having experienced an event that 
was “unusually or especially frightening, horrible, or 
traumatic.” Patients reporting a traumatic event were 
subsequently assessed for PTSD. There were 2,023 
completed interviews from the above time period, which 
included 245 OEF/OIF veterans. Of the 245 veterans, 
201 (82.0%) recalled a traumatic event. The final sample 
included 201 participants. Table 1 presents a summary of 
the sociodemographic characteristics of the study sample.

Measures
MINI-International Neuropsychiatric Interview. The 

MINI-International Neuropsychiatric Interview (MINI)17 
is a valid and reliable structured diagnostic instrument 
that assesses the presence of DSM-IV diagnoses. The 
MINI was used to assess for a psychotic disorder, panic 
disorder, alcohol abuse/dependence, and bipolar disorder.

Patient Health Questionnaire-9. The Patient Health 
Questionnaire-9 (PHQ-9)18 is a valid measure of 
depression severity. Patients reported how often they 
experienced each of the 9 symptoms for a major depressive 
episode (0 = not at all, 3 = nearly every day) during the 
previous 2 weeks. The scale was used as a continuous 
variable (total summed score; range, 0–27) in analyses.

PTSD Patient Checklist. The PTSD Patient 
Checklist (PCL)19 was used to assess for PTSD. The 

CliniCal Points

Newly returning veterans reporting a trauma who do not meet full criteria for  ◆
posttraumatic stress disorder (PTSD) may still be experiencing meaningful symptoms 
warranting care.

Careful assessment of functioning and other psychopathology in those below the cutoff  ◆
for full PTSD may help identify individuals in need of clinical attention.
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PCL is a standardized rating scale for PTSD that 
measures the extent to which individuals are bothered 
in the past month by the 17 PTSD symptoms on 
a 5-point ordinal scale ranging from “not at all” 
to “extremely.” Several studies have demonstrated 
the reliability and validity of the PCL.20,21 

On the basis of scores from the PCL, participants 
were assigned to 1 of 3 groups: (1) full PTSD, (2) partial 
PTSD, and (3) trauma exposure only. Those in the 
full PTSD group reported being at least “moderately 
bothered” by at least 1 item from the “reexperiencing” 
category, 3 items on the “avoidance or numbing” 
category, and 2 items from the “hyperarousal” category. 
The definition of partial PTSD for the purposes of 
this study was based on the criteria as described by 
Blanchard et al5 and used by Grubaugh et al.9 We 
adapted this definition using the PCL, and these criteria 
were chosen to allow for comparisons across studies. 
Veterans in the partial PTSD group reported being at 
least moderately bothered by no less than 1 item from the 
reexperiencing category and either 3 items from criterion 
C or 2 items from criterion D. All other individuals 
were assigned to the trauma exposure–only group.

Mental and physical functioning. Functional ability 
was assessed with the 12-item Short-Form Health Survey 
(SF-12) from the Medical Outcomes Study,22 a widely 
used standardized measure of functional status. The 
SF-12 has a mean of 50 and standard deviation of 10, 
with lower scores indicating worse functioning. Two 
composite scores, the mental component score (MCS) 
and physical component score (PCS), were generated. 
Scores from the SF-12 were evaluated against norms from 
the SF-36,23 and these 2 measures offer highly reliable 

comparisons.24,25 The SF-12 has been shown to be a useful 
measure of disability in those with anxiety disorders.26

Sociodemographic and background factors. Age, 
gender, race, income, and traumatic brain injury  were 
assessed during the BHL interview. To assess for traumatic 
brain injury, individuals were asked if they had ever 
experienced a significant head injury and whether this 
injury led to a loss of consciousness. They were also asked 
to report the length of time they were unconscious (< 20 
minutes, 20 minutes to 1 hour, or  > 1 hour). Because few 
participants reported experiencing a loss of consciousness 
greater than 20 minutes (n = 10), we did not have the 
necessary power to classify participants according to 
mild, moderate, and severe traumatic brain injury, and 
participants were categorized into 1 of 2 groups. One 
group included individuals with a significant head 
injury who lost consciousness, and the other group 
included individuals who did not have a significant head 
injury or did not lose consciousness from any injury.

Data Analyses
Statistical analyses were performed using SPSS, 

version 15 (SPSS Inc, Chicago, Illinois). Bivariate tests of 
significance included analysis of variance assessing for the 
equality of means for continuous outcomes and χ2 tests for 
dichotomous outcomes. These bivariate tests were used 
to determine the covariates to be used in a multivariate 
model, and variables meeting a criterion of P < .05 were 
retained in multivariate analyses. Analysis of variance with 
Tukey post hoc testing was used to compare MCS and 
PCS scores across the 3 PTSD groups. A 1-way analysis 
of covariance (ANCOVA) with least significant difference 
post hoc testing was conducted to compare mental 

Table 1. Demographics and Health Characteristics Among Veterans Returning From Iraq and Afghanistan by Posttraumatic Stress 
Disorder (PTSD) Status

Demographic/Health Variable
Trauma Only

(n = 44)
Partial PTSD 

(n = 37)
Full PTSD 
(n = 120)

Total 
(N = 201) Statistic

Age, mean (SD), y 33.6 (10.1) 33.8 (11.2) 34.6 (9.8) 34.2 (10.1) F2,198 = 0.2, P = .821
Gender, n (%) χ2

2 = 1.0, P = .609a

Female 4 (9.1) 6 (16.2) 14 (11.7) 24 (11.9)
Male 40 (90.9) 31 (83.3) 106 (88.3) 177 (88.1)

Race, n (%) χ2
2 = 14.1, P = .001a

White 32 (72.7) 28 (75.7) 57 (47.5) 117 (58.2)
Other 12 (27.3) 9 (24.3) 63 (52.5) 84 (41.8)

Financial situation, n (%) χ2
4 = 4.6, P = .335a

Cannot make ends meet 4 (9.1) 7 (18.9) 24 (20.0) 35 (17.4)
Just enough 27 (61.4) 19 (51.4) 72 (60.0) 118 (58.7)
Comfortable 13 (29.5) 11 (29.7) 24 (20.0) 48 (23.9)

Total PTSD Patient Checklist score, mean (SD) 27.1 (8.1) 38.5 (6.2) 57.3 (12.7) 47.2 (16.7) F2,198 = 138.2, P < .001
Alcohol abuse or dependence, n (%) 7 (15.9) 14 (37.8) 36 (30.0) 57 (28.4) χ2

2 = 5.2, P = .076a

Panic disorder, n (%) 1 (2.3) 2 (5.4) 19 (15.8) 22 (10.9) χ2
2 = 7.5, P = .023a

Patient Health Questionnaire-9 depression total score, mean (SD) 8.0 (5.5) 10.8 (5.1) 14.7 (5.6) 12.5 (6.2) F2,198 = 25.9, P < .001
Bipolar disorder, n (%) 2 (4.5) 6 (16.2) 32 (26.7) 40 (19.9) χ2

2 = 10.3, P = .006a

Psychosis, n (%) 1 (2.3) 4 (10.8) 11 (9.2) 16 (8.0) χ2
2 = 2.6, P = .274a

Head injury with loss of consciousness, n (%) χ2
2 = 3.0, P = .228b

Yes 9 (20.5) 8 (22.9) 37 (32.7) 54 (28.1)
No 35 (79.5) 27 (77.1) 76 (67.3) 138 (71.9)

an = 201.
bn = 192.
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health functioning by PTSD group after controlling for 
demographic variables and other psychiatric factors.

RESULTS

Demographic and Behavioral Health 
Characteristics by PTSD Group

The final sample (N = 201) included 120 (59.7%) 
individuals with full PTSD, 37 (18.4%) individuals with 
partial PTSD, and 44 (21.9%)individuals reporting a 
trauma with few or no symptoms of PTSD. Participants 
were mostly male (88.1%) and white (58.2%) and 
had a mean age of 34.2 years (SD = 10.1). Table 1 
provides comparisons of demographics and psychiatric 
characteristics by PTSD group. With respect to health 
and sociodemographic/background characteristics, 
analyses revealed no significant differences between 
PTSD groups on age, gender, financial situation, 
traumatic brain injury, or current psychosis. Panic 
disorder (χ2

2 = 7.5, P = .023), bipolar disorder (χ2
2 = 10.3, 

P = .006), and race (χ2
2 = 14.1, P = .001) were related to 

PTSD group. Depression severity (PHQ-9 total score) 
also differed by PTSD group (F2,198 = 25.9, P < .001). 
Individuals with full PTSD reported greater depression 
severity than those with partial PTSD, who showed 
greater depression severity than the trauma-only group.

PTSD Group Differences in Mental  
and Physical Health Functioning

Mental health functioning (MCS) differed by PTSD 
group (F2,198 = 39.3, P < .001) (Table 2 provides MCS scores 
by PTSD group). Post hoc testing revealed that OEF/
OIF veterans with full PTSD reported significantly worse 
MCS scores as compared to those with partial PTSD 
(P < .001). Further, individuals with partial PTSD reported 
significantly worse MCS scores than the trauma exposed–
only group (P < .018). There were no differences among 
PTSD groups in regard to physical health functioning.

Depression severity (r = –0.76, P < .001), panic disorder 
(F1,199 = 14.2, P < .001), bipolar disorder (F1,199 = 8.0, 

P = .005), and race (F1,199 = 12.3, P = .001) were related 
to MCS. Given that these variables could potentially 
confound the relationship between PTSD group and 
mental health functioning, we adjusted for them in 
a multivariate ANCOVA model. Post hoc testing 
showed that after controlling for these factors, MCS 
scores for full PTSD remained significantly worse than 
partial PTSD (P = .009) and trauma only (P < .001), 
and partial PTSD was no longer significantly greater 
than the trauma exposed–only group (P = .074).

Functioning Status of PTSD Groups 
in Relation to National Norms

In the national sample, the median mental health 
functioning score for individuals aged 24–34 years 
was 51.88.23 To put this score in perspective, the 25th 
percentile comprised a score of 45.09. In our sample 
of OEF/OIF veterans referred for a behavioral health 
assessment, scores for partial PTSD were less than the 
scores for the 25th percentile. The relevance of these 
findings is further highlighted by the fact that a decrease 
in 3 points on the mental health component of the SF-36 
is associated with a 13% greater likelihood of being unable 
to work, a 16% greater chance of 1-year job loss, and a 
30% increased chance of using mental health services.

DISCUSSION

Findings from this investigation suggest that mental 
health functioning varies according to PTSD group 
among OEF/OIF veterans referred for a behavioral 
health assessment. Those meeting full criteria for the 
disorder report significantly worse functioning than 
those with partial PTSD, who in turn, report worse 
functioning than individuals reporting an emotional 
trauma with few or no symptoms. These findings are 
consistent with the majority of studies comparing 
functioning differences in full and partial PTSD.6–9

Psychiatric factors other than PTSD symptoms 
may partly explain the functioning differences 

Table 2. Functioning Measures by Posttraumatic Stress Disorder (PTSD) Status Among Veterans Returning From Iraq and 
Afghanistan
Measure Group Mean (SD) Statistic Post Hoc Testa

Mental health functioning Trauma only 50.8 (12.7) F2,198 = 39.3, P < .001 Full PTSD < partial PTSD < trauma only
Partial PTSD 43.9 (10.4)
Full PTSD 32.8 (12.3)

Physical health functioning Trauma only 44.7 (10.9) F2,198 = 0.9, P = .395 Full PTSD = partial PTSD = trauma only
Partial PTSD 46.7 (12.6)
Full PTSD 43.6 (12.3)

Mental health functioning (adjusted model)b Trauma only
Partial PTSD
Full PTSD

44.0 (…)
40.9 (…)
36.2 (…)

F2,194 = 10.5, P < .001 Full PTSD < trauma only
Full PTSD < partial PTSD
Partial PTSD = trauma only

aPost hoc significance levels were determined at P < .05.
bAfter adjusting for depression, panic disorder, bipolar disorder, and race.
Symbol: … = not applicable.
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between these groups. After accounting for other 
psychiatric factors and race, full PTSD continues to 
show significantly worse functioning as compared 
to all other groups; however, partial PTSD no longer 
shows worse functioning than the trauma-only group. 
This finding suggests that psychiatric comorbidity 
accounts for a portion of the variability in functioning 
problems across patients with partial and full PTSD.

These nonsignificant differences between the 
partial PTSD and trauma-only groups conflict with 
the study by Grubaugh et al,9 which is the only other 
study we found that assessed partial PTSD among 
veterans. These discrepant findings may be explained 
by the lower functioning scores across the 3 groups 
in our study. Functioning status for both the trauma-
only and partial PTSD groups were lower than the 
national average after adjusting for other factors. Thus, 
it may be important to consider functioning problems 
among all levels of PTSD severity in OEF/OIF veterans 
reporting an emotional trauma. There are unique 
circumstances associated with the cohort in this study 
that may increase disability. Newly returning veterans 
may potentially live with not only the apprehension 
of possible redeployment but also the anxiety and fear 
of having friends and colleagues currently at war.

There is no consensus on the definition of partial 
PTSD, and it is plausible that other criteria would 
have produced different results. For instance, this 
definition of partial PTSD requires a positive item on 
the reexperiencing category (criterion B). Those with 
a previous trauma, however, may engage in purposeful 
avoidance and may successfully prevent the reexperiencing 
of symptoms. Consequently, those with significant 
avoidance and hyperarousal symptoms may have been 
included in the trauma-only group, and these diagnostic 
criteria may have weakened differences between partial 
PTSD and the trauma-only group. PTSD is also commonly 
assessed using the total symptom severity score from the 
PCL as opposed to DSM-IV criteria. A score of 50 on the 
PCL has often been used as the ideal cutoff for assessing 
PTSD, though a recent review suggested that lower scores 
will better predict PTSD status in settings with a high 
prevalence of the disorder.27 Thus, it is plausible that 
veterans with true full PTSD in this sample were included 
in the partial PTSD group or even in the trauma-only 
group, which may have worsened functioning in those 
groups. Future investigations should assess how different 
criteria for partial PTSD are related to functioning.

Our findings reveal no differences in physical 
health functioning by PTSD group. These findings are 
inconsistent with Hoge et al,2 who showed worse physical 
health symptoms across a number of variables in newly 
returning veterans with PTSD as compared to those 
without PTSD. The divergent results may be explained 
by different methodology. Our sample was comprised 

of individuals presenting to primary care presumably 
because of a health-related problem. This sample bias 
may have increased pathology among all PTSD groups 
and minimized the differences between groups.

The individuals in this study were all referred from 
primary care for further assessment of behavioral health 
issues. Thus, the prevalence rates and functioning 
status of full and partial PTSD in this study cannot 
be generalized to the overall population of OEF/OIF 
veterans who were exposed to a trauma. This bias likely 
explains why rates of PTSD are considerably higher in 
this sample as compared to previous studies. This bias 
may also explain why there are particularly high rates of 
bipolar disorder in this sample. Because mood disorders 
and PTSD share a number of symptoms, it is possible 
that this additional psychopathology led to decreased 
functioning in those with PTSD. Because we are unable 
to pinpoint the primary diagnosis in these patients, it is 
unclear whether partial PTSD is indeed a meaningful 
clinical entity or whether the low functioning in this 
population is better attributed to other psychiatric factors.

The findings in this study should be considered 
along with the following limitations. First, we do not 
know when the particular trauma occurred for these 
participants, and much time may have passed between 
returning home and the experience of the emotional 
trauma(s). As a result, these data may not inform us of 
functioning problems that occur directly after a trauma. 
We also cannot be sure whether the individuals with 
partial PTSD instead had partial remission from full 
PTSD, which may have worsened functioning in this 
group. The chronicity of trauma-related symptoms 
may also influence functioning problems, and we 
cannot assess whether functioning problems in either 
group may be an artifact of the duration of problems as 
opposed to the severity of symptoms. We also do not 
know the number and type of traumas reported by the 
participants, and we cannot be clear whether these results 
generalize to any specific quality of trauma experiences. 

Finally, our definition of traumatic brain injury is 
not validated, and we cannot be sure of the extent or 
accuracy of the problems related to traumatic brain 
injury in the population. A recent study found that 
focusing only on head injury may underestimate 
the prevalence of traumatic brain injury,28 and our 
definition excludes individuals who do not have a 
loss of consciousness yet may have incurred an event 
leading to a loss of memory or confusion and could be 
diagnosed with mild traumatic brain injury. Thus, it 
is possible that we have underestimated the extent of 
traumatic brain injury in this sample. Because traumatic 
brain injury is associated with mental and physical 
problems that could lead to worse functioning, it is 
possible that the degree of functioning problems were 
inappropriately attributed to the impact of trauma.
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These results show that OEF/OIF veterans with 
partial PTSD may indeed be experiencing meaningful 
symptoms warranting care, although more studies 
are needed to confirm whether these problems can be 
attributed to trauma as opposed to other psychiatric 
factors. To assess this question, future studies should 
compare those individuals with partial PTSD to age-
matched and sex-matched healthy controls who do 
not have a history of emotional trauma. Future studies 
should also further investigate the prevalence and levels 
of functioning in partial PTSD in newly returning 
veterans using a larger, more representative sample. 
Finally, future studies should also attempt to elucidate the 
relationship between the severity of functioning problems 
and the possible need for treatment to best identify and 
adequately treat individuals recovering from trauma.
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