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Abstract

Purpose—We aim to determine the incidence rates (IR) of first ever PTSD and depression in a 

population-based cohort of US Reserve and National Guard service members.

Methods—We used data from the US Reserve and National Guard Study (N = 2003) to annually 

investigate incident and recurrent PTSD and depression symptoms from 2010 to 2013. We 

estimated the IR and recurrence rate over 4 years and according to several sociodemographic and 

military characteristics.

Results—From 2010 to 2013, incidence rates were 4.7 per 100 person-years for both PTSD and 

depression symptoms using the sensitive criteria, 2.9 per 100 person-years using the more specific 

criteria, recurrence rates for both PTSD and depression were more than 4 times as high as IRs, and 

IRs were higher among those with past-year civilian trauma, but not past-year deployment.

Conclusions—The finding that civilian trauma, but not past-year military deployment, is 

associated with an increased risk of PTSD and depression incidence suggest that RNG 

psychopathology could be driven by other, non-military, traumatic experiences.
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Introduction

Mental illness is a major health concern in the US armed forces, particularly among the 

Reserves and National Guard (reserve component) (1). The reserve component includes 

more than 1.2 million Army and Air Nation Guardsmen and members of the Army, Navy, 

Marine, Air Force, and Coast Guard Reserve. Whereas the active component deploy 

worldwide at the command of the President or Congress, the National Guard largely 

supports individual states and reserves are a trained operational force in reserve ready to 

augment active component forces when required. After the Vietnam War, however, the 

Department of Defense adopted the Total Force Policy that treated the 2 components (i.e., 

active and reserve component) as a single operational force. Thus, during the height of 

mobilization in Operation Enduring Freedom and Operation Iraqi Freedom and (OEF/OIF), 

reserve component forces constituted about 40% of deployed service members in combat 

operations.

Investigations to date have indicated that the reserve component suffers a greater burden of 

psychiatric disorders compared to the active component, specifically depression and 

posttraumatic stress disorder (PTSD) (1–4). Studies have shown that the combined 

prevalence of depression and PTSD is about 20% in the general reserve population (3, 5) 

and more than 30% in postdeployment reservists (2, 6, 7). Incidence estimates are much 

harder to come by and absent incidence estimates our understanding of the contribution to 

this prevalence of new onset disease compared to disease duration remains unknown. 

Furthermore, there are no studies that have considered incidence among Reserve and 

National Guard service members, which leaves a substantial data-gap that can inform 

approaches to try to minimize the development of mental illness among this population.

Three gaps exist in understanding the risk of depression and PTSD in the military. First, 

extant military studies have reported either the cross-sectional prevalence or proportion of 

“new-onset” cases. New-onset cases are qualified only by the absence of a disorder at the 

baseline interview and disorder diagnosis at a later interview, rather than absence of a 

lifetime history of disorder at baseline. Because depression and PTSD can be chronic and 

recurrent disorders (8, 9) and new-onset estimates conflate first incidence disorders with 

recurrent disorders (i.e., disorders absent at baseline interview but present at later wave), 

new-onset estimates are likely to overestimate first onset incidence rates. Therefore, the 

accurate assessment of mental disorder risk during military services requires that lifetime 

symptoms be assessed at baseline. Second, much of what we know about the risk of and 

burden for depression and PTSD in the military comes from active duty personnel. 

Generalizability of risk estimates derived from active duty forces to reservists may be 

limited given reservists' unique experiences as citizen-soldiers. Specifically, reservists are 

part-time soldiers—generally serving one weekend a month and 15 days annually; however, 

this dual role as citizen-soldiers also contributes to unique stressors not experienced by 

active-duty forces (e.g., cycling between civilian employment and military deployments, 

limited access to mental health services). Finally, much of what we do know about reservists 

mental illness burden is based on highly localized samples (10). As previous civilian studies 

have documented that mental disorder prevalence varies by state, a nation-wide sample of 
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Reserve and National Guard service members is needed to estimate incidence rates in this 

population.

We aimed to determine incidence and recurrence rates of PTSD and depression in a 

population-based cohort study of US Reserve and National Guard service members. To this 

end we used the Reserve National Guard (RNG) study to document first incidence rates of 

PTSD and depression, and their predictors.

Material and methods

Study population

Launched in 2009, the RNG study was a 4-year prospective cohort study that aimed to 

collect and evaluate population-based data on psychiatric health in the reserve component. 

To obtain a nationally representative sample of reservists, a stratified random sample was 

selected in 2 distinct phases. First, the Defense Manpower Data Center (DMDC) provided a 

random sample of Reserve (n=10,000) and National Guard (n=10,000) soldiers serving as of 

June 2009. Second, we selected a random sample of 9,751 service-members (4,788 National 

Guard; 4,963 Reserve) and mailed information about the study along with an opt-out letter 

and 1,097 opted-out. Next, we excluded 2,866 with incorrect/non-working telephone 

numbers, 385 who were not eligible (e.g., hearing problem, retired), 1,097 who did not wish 

to participate, 14 who only completed pilot surveys, and 3,386 who had not yet been 

contacted when we reached our target sample size (N ≥ 2,000) (Fig. 1). A total of 2,003 

Reserve and National Guard service members were interviewed at baseline (January–July 

2010). Using American Association for Public Opinion Research definitions (11), the 

overall cooperation rate was 68.2%, and the response rate was 34.1%.; both rates are 

comparable to other population-based military cohort studies, such as Army STARRS 

(65.1% and 49.8%, respectively; 8). Complex survey weights were constructed to account 

for sampling design, demographic factors associated with baseline non-response, and 

poststratification adjustments based on the characteristics of the entire population at time of 

sampling in 2009. Weights for waves 2, 3, and 4 were adjusted for follow-up interview non-

response. A more detailed description of the RNG study and weighting procedures is 

presented elsewhere (12).

Study procedures and measures

Study trained interviewers obtained informed consent, administered a 60-minute telephone 

interview using computer assisted telephone interview (CATI) technology, and offered $25 

compensation. The Human Research Protection Office at the U.S. Army Medical Research 

and Materiel Command (MRMC) and institutional review boards at both Columbia 

University and Uniformed Service University of the Health Sciences approved all study 

protocols.

Assessment of posttraumatic stress disorder

The PTSD Checklist (PCL-C) (13) is a 17-item measure that is validated to assess the 

severity of symptoms related to any lifetime stressor (i.e., self-selected “worst” trauma 

experienced), which maps onto the 17 Diagnostic and Statistical Manual of Mental 
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Disorders, Fourth Edition (DSM-IV) symptoms. While the PCL is structured to solicit past-

month symptoms, we asked participants to answer with respect to lifetime symptoms they 

experienced at baseline and past-year symptoms at each subsequent wave. In a similar 

sample of National Guard soldiers (14), past-year telephone diagnosis of PTSD using the 

PCL was found to have moderate sensitivity (.54) and high specificity (.92) and negative 

predictive value (.97) compared to the “gold standard” Clinician-Administered PTSD Scale 

(CAPS)(15).

The PCL was administered to participants endorsing any of the traumatic experiences in the 

traumatic events questionnaire. Participants answered a questionnaire to assess potentially 

traumatic events, first outside the context of their most recent deployment, and then within 

the context of their most recent deployment. Non-deployment related traumatic events were 

assessed using a list compiled from the Life Events Checklist (16), and events from Breslau 

and colleagues (17); the deployment-related traumatic events were assessed using that same 

list, asked in reference to their most recent deployment, and also added items from the 

Deployment Risk and Resilience Inventory (18). Participants were offered an opportunity to 

describe any other traumatic event that was not listed on the 2 scales. Lifetime traumatic 

events were asked about at the first wave, whereas subsequent waves asked exclusively 

about events occurring since the last interview. Any potentially traumatic events that was 

not related to a respondent's most recent deployment was captured in a single item on the 

Life Events Checklist that asked whether they had ever “Experienced combat or exposure to 

a war zone”. At the baseline interview, 95% of respondents endorsed ≥ 1 trauma and 

completed the PCL.

Because of the differences in previously reported diagnostic criteria for PTSD (1), we 

calculated a sensitive and specific criteria for symptoms. Among participants who 

experienced a traumatic event, participants were classified dichotomously as having PTSD 

or not having PTSD symptoms on the sensitive criteria based on DSM-IV criteria alone, 

whereas the specific criteria required DSM-IV symptoms and a score of 50 or more on the 

checklist (range: 17–85) (19). The survey asked respondents to choose their self-reported 

worst traumatic event and endorse “how much you were ever bothered by each of these 

problems in relation to this stressful experience.” Respondents had to endorse that a 

symptom bothered them “Moderately” or more for it to count as positive towards the 

diagnosis. To be classified as having PTSD symptoms according to DSM-IV, participants 

had to endorse ≥ 1 criterion B symptom, ≥ 3 criterion C symptoms, ≥ 2 criterion D 

symptoms (13). Criterion A2 was dropped based on the DSM-5 classification criteria 

statement and recent research in veteran populations indicating the criterion is not helpful 

for diagnosing PTSD (20, 21). In our sample the scale had an internal consistency reliability 

(Cronbach's Alpha) of 0.94.

Assessment of depression

The Patient Health Questionnaire (PHQ) consists of 9 DSM-IV major depression symptoms 

(22). Participants endorsing any depression items rated the severity of that symptom from 1 

(several days) to 3 (nearly every day). In our sample the scale had an internal consistency 

reliability of 0.92. We assessed a sensitive and specific criterion for depression symptoms. 
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The sensitive criteria of depression symptoms required a sum of 10 or more on a scale from 

0 to 27 points, whereas the specific criteria of depression symptoms used the DSM-IV 

criteria, such that respondents had to endorse ≥ 5 symptoms, plus anhedonia or depressed 

mood, more than half the days over the course of a two-week period in their lifetime at 

baseline and over the past-year in subsequent waves.

Assessment of covariates

From the baseline questionnaire, we obtained data on previously recognized 

sociodemographic and military correlates of mental health, including: age, race/ethnicity, 

education, gender, marital status, military rank (junior enlisted [E1-E3], junior NCO [E4-

E6], senior NCO [E7-E9], officer [W1-5/O1-O10]), lifetime deployment, and past-year 

deployment. In accordance with the Office of Management and Budget (OMB) Directive 15 

(23), race and ethnicity was self-reported using a self-identified two-question format for race 

and ethnicity, allowing for multiple race categories. These questions were reduced to a 

single 4 level summary variable (Non-Hispanic white, Non-Hispanic black, Hispanic, 

Other). Weighted distributions of sociodemographic and military characteristics were 

compared to the distributions in the overall Guard and Reserve population and found 

comparable with the target population (Table 1).

Data analysis

We calculated persons at risk, new cases, and person-years at risk of developing each PTSD 

and depression at both the sensitive and the specific criteria. Persons at risk were calculated 

as the number of respondents who were disease-free (i.e., without lifetime prevalent 

disorder) at baseline. New cases were the number of respondents without a prevalent 

diagnosis at baseline that received a diagnosis of the examined disorder during follow-up. 

Person-years at risk of developing each disorder were calculated from the baseline survey 

date to either the date of disorder onset, loss to follow-up, or end of the study period. To 

calculate the recurrence rates, persons at risk were calculated as the number of respondents 

who had disease (i.e., with lifetime prevalent disorder) at baseline; recurrent cases were the 

number of respondents with a prevalent diagnosis at baseline that received a diagnosis of the 

examined disorder during follow-up; and person-years at risk of developing each disorder 

were calculated from the baseline survey date to either the date of disorder onset, loss to 

follow-up, or end of the study period.

All rates were calculated by dividing the total number of new cases for each category by the 

number of person-years at-risk of developing each disorder. Sociodemographic and military 

specific rates and 95% confidence intervals (CIs) were based on the Poisson distribution. All 

bivariate associations were estimated using weighted χ2tests (two-sided α level ≤ 0.05), and 

all analyses were conducted in SAS-callable SUDAAN.

Results

Figure 1 shows the overall incidence and recurrence rates for PTSD and depression 

symptoms by scoring method. The overall first incidence rate of PTSD for the sensitive and 

specific criteria was 4.7 (95%CI, 3.9-5.6) and 2.9 (95% CI, 2.3–3.7) per 100 person-years 
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respectively, whereas the recurrence rate was 18.7 (95%CI, 13–26.8) and 9.0 (95% CI, 4.9–

16.4) per 100-person years for respectively the sensitive and specific criteria. Likewise, the 

overall first incidence rate of depression for the sensitive and specific criteria was 4.7 (95% 

CI, 3.9-5.6) and 3.0 (95% CI, 2.4–3.7) per 100 person-years respectively, whereas the 

recurrence rate was 24.5 (95% CI, 20.0–29.9) and 14.6 (95% CI, 10.3–20.6) per 100-person 

years for respectively the sensitive and specific criteria.

Table 2 presents the sociodemographic- and military-specific PTSD incidence rates by 

scoring criterion. Men and NCOs had significantly higher (p<0.05) rates than comparison 

groups. Applying the more sensitive criteria, no sociodemographic or military characteristic 

was found to have statistically significant differences in incidence, albeit NCOs had a 

marginally higher incidence rate than respondents that were junior enlisted or officers. 

Incidence rates were substantially higher among respondents with past-year civilian trauma 

(6.5 per 100 person-years; 95% CI, 5.2–8.1) than those without civilian trauma (2.9 per 100 

person-years; 95% CI, 2.1–4.0). When applying the specific criteria, incidence rates were 

significantly different by sex, rank, baseline deployments, service branch, and civilian 

trauma.

Table 3 shows that applying the specific criteria, marital status, rank, military branch, and 

civilian trauma were the four characteristics with significantly (p<0.05) different incidence 

rates for depression; incidence was higher among previously married, NCOs, Marine 

Reserves, and those with civilian trauma than comparison groups. Similar to the specific 

criteria, previously married (9.9 per 100 person-years) respondents had a significantly 

(p<0.05) higher incidence of depression compared to never married (3.6 per 100 person-

years) and married (4.4 per 100 person-years) respondents. Depression incidence rates were 

significantly (p<0.05) different by education and rank, whereas rates were marginally 

different by sex (p=0.07) and branch (p=0.08).

Discussion

In this study of US Reserve and National Guard, incidence rates were 4.7 per 100 person-

years for both PTSD and depression symptoms using the sensitive criteria and about 2.9 per 

100 person-years using the specific criteria. Recurrence rates for both PTSD and depression 

were more than 4 times as high as incidence rates. There was heterogeneity in risk of PTSD 

and depression symptoms in terms of both sociodemographic and military characteristics. 

Notably, in respondents with past-year civilian trauma, the incidence rates of both PTSD and 

depression symptoms were about twice as high as those without civilian trauma, whereas 

respondents with past-year deployment trauma had similar incidence rates for both 

disorders. In addition, incidence rates of both PTSD and depression were higher in NCOs, 

compared to junior enlisted and officers, and previously married respondents had a higher 

risk of depression symptoms than single and married respondents, but PTSD risk did not 

differ by marital status.

Our study yielded incidence rates comparable to new-onset rates presented by others in 

representative military populations, but lower than rates in post-deployment samples. In our 

study the incidence rate of first-ever depression was 3.0 per 100 person-years, or 3.0% of 
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reservists per year, using the sensitive criteria, whereas the Millennium Cohort Study (MCS) 

employed the same diagnostic criteria in Reserve and National Guard and documented new-

onset depression in 4.0% of nondeployed reservists, 2.2% of those deployed without combat 

exposure, and 6.5% of those deployed with combat exposure (24). Notably, incidence rate of 

depression in nondeployed respondents were comparable in both studies, about 4.0% of 

respondents. In addition, our incidence rate in past-year deployed respondents (7.0%) was 

similar to deployed respondents with combat exposures in the MCS study (6.5%). To some 

extent, previous studies that report higher new-onset rates (10, 25) is explained by 

population differences, specifically studies that have investigated the effect of deployment 

on psychopathology have restricted sampling to recently deployed or deploying service 

members, which is likely to overestimate the risk of PTSD and depression in the general 

reservists population, which includes both deployed and non-deployed service members. 

Moreover, the selection of respondents based on deployment status removes the comparison 

population from the study, as such the effect of deployment itself on PTSD and depression 

risk cannot be investigated. Thus, our study that sampled the general reservists population is 

likely to be better equipped to assess deployment as a risk factor for PTSD and depression 

than previous studies that excluded a comparison group, particularly non-deployed 

personnel.

That we found a higher incidence rate in respondents with past-year civilian trauma, but not 

deployment, is explained by previous studies excluding comparison groups, particularly 

non-deployed personnel. Several studies (2, 4, 26) have documented an increase in PTSD 

and depression symptoms among deployed military personnel, but these studies exclude a 

comparison population (i.e., non-deployed personnel), which prevents estimation of the 

effect of deployment itself on PTSD and depression. Studies have documented that specific 

combat experiences, not deployment in general, has an adverse effect on mental health (24, 

27). Moreover, PTSD and depression risk is the consequence of pre-deployment experiences 

and combat exposures, such that those with early life sexual and violent assault are 

documented to be at an increased risk of post-deployment PTSD symptoms compared to 

those without prior assaults (28). Insofar as recent military personnel are more likely to 

experience early life traumatic experiences than civilians (8), the study of the consequences 

of military trauma should focus on predeterminants of those consequences over the life 

course (29).

Two other findings merit discussion: PTSD and depression incidence were higher among 

NCOs and depression incidence was higher among previously married respondents. First, 

NCOs, similar to officers, generally have a substantial responsibility for the well-being of 

junior enlisted service members (31), yet often lack the influence over policy and resources 

available to officers. Under the job demands-resources model (32), personnel who have high 

demands and minimal control in their work environment are hypothesized to be at greater 

risk of developing psychopathology. As an alternative explanation for NCOs having a higher 

risk of PTSD compared to other groups, NCOs might have had more prior deployment-

related traumatic events, which served to create a cumulative effect. This explanation can be 

supported by our observation of a higher rate of PTSD (sensitive criteria) among persons 

with more baseline deployments. Second, in previously married respondents compared with 

single or married respondents, the incidence of depression symptoms was higher, but rates 
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of PTSD were not different by marital status. Because interpersonal problems can cause 

marital separation and divorce (35) and decades of research have shown that relationship 

problems predict depression (36), the higher risk for depression in previously married 

respondents is anticipated. Moreover, marital status may be a predictor for depression and 

consequence of PTSD. Recent studies have proposed a mediation model whereby the 

association between military trauma and marital problems is mediated by screening positive 

for PTSD (37–39), whereas other studies suggest an synergistic effect among PTSD, alcohol 

misuse, intimate partner violence, and relationship problems among combat veterans (38, 

40, 41). The relationship among marital problems, PTSD, and depression remains unclear, 

but trauma-exposed populations can benefit from interventions that aim to maintain healthy 

relationships following trauma exposure.

Three central limitations of our study should be noted when interpreting results. First, lay 

interviewers may be less consistent and systematic than study-trained clinician interviewers. 

To counter this limitation, we employed computer assisted telephone interview (CATI) 

technology that is shown to improve data quality (42), reduce missing responses (43), and 

increase participant response rates over paper and pencil mail surveys (44). Moreover, we 

employed highly reliable measures of PTSD and depression that have been recommended to 

assess symptomatology in military samples (1). Second, since the DSM-IV PTSD diagnosis 

required a traumatic event that represented threat to the respondent's life or integrity, 

symptoms were assessed specific to a single event; this could have led to an underestimation 

of PTSD incidence. Third, our measure of PTSD was modified to collect past year, 

compared to past-month, symptoms; however, these methods have proved specific with 

moderate sensitivity (14), which suggests that our sensitive PTSD criteria might have 

underestimated the true incidence. Lastly, the low incidence of PTSD and depression could 

have resulted in nonsignificant statistical tests when heterogeneity of incidence rates existed. 

Furthermore, the available sample size and numbers of incident cases did not allow an 

examination of multivariable models of the independence of predictive relationship from 

confounders. We acknowledge this is an important next step for future studies.

These findings represent the first to assess incidence rates for first ever PTSD and 

depression in any representative military cohort, specifically a representative US Reserve 

and National Guard cohort. Our findings that civilian trauma, but not past-year military 

deployment, is associated with an increased risk of PTSD and depression incidence suggest 

that military psychopathology could be as much derived from other, non-military, traumatic 

experiences as it is a function of deployment related trauma. Thus, future studies that 

compare psychopathology risk following different types of trauma are necessary in this 

population. Moreover, cross-component epidemiological studies of psychopathology are 

needed to examine these rates and risk factors among all forces (i.e., both the active and the 

reserve component forces).
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Fig. 1. 
Flow diagram for a cohort of U.S. National Guard and Reserve, 2010 to 2013. DMDC, 

Defense Manpower Data Center.
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Fig. 2. 
Incidence and recurrence rates and 95% confidence intervals of (a) Posttraumatic Stress 

Disorder (PTSD) and (b) Depression per 100 person-years, by sensitive and specific 

criterion, US Reserve and National Guard service members, 2010–2013
a Sensitive Criterion: 10 or more on the Patient Health Questionnaire (PHQ9) depression 

screener.
b Specific Criterion: PHQ9 DSM-requires that one or both of depressed mood or loss of 

interest be endorsed at the “most days” level and that a total of 5 items be scored at this 

level. One exception is that a suicidal ideation item can be counted towards the required 5 

symptoms even if it is only endorsed at the “several days” level.
c Sensitive Criterion (DSM): respondents endorsing at least 1 intrusion, 3 avoidance 

symptoms, and 2 hyperarousal symptoms at the moderate level on the PTSD checklist 

(PCL).
d Specific Criterion (DSM+50): respondents meeting DSM criteria and total score of at least 

50 on the PCL.
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Table 2

Weighted incidence rates of posttraumatic stress disorder (PTSD) per 100 person-years, by sensitive and 

specific criterion, US Reserve and National Guard service members, 2010–2013

Incidence of Posttraumatic Stress Disorder at Follow-up

Sensitive Criterion
a

Specific Criterion
b

Risk Factor Incidence per 100 person-
years 95% CI p Incidence per 100 person-

years 95% CI p

Age (years) .90 .40

 18–24 4.8 3.0–7.5 1.9 0.8–4.3

 25–34 4.4 3.2–6.1 2.9 1.9–4.4

 35+ 4.9 3.8–6.3 3.4 2.5–4.7

Sex .82 .02

 Male 4.6 3.8–5.7 3.2 2.5–4.2

 Female 4.9 3.2–7.4 1.4 0.7–2.8

Race/ethnicity .41 .10

 Non-Hispanic, White 4.3 3.4–5.3 2.4 1.8–3.3

 Non-Hispanic, Black 6.4 4.0–10.2 4.6 2.6–8.2

 Hispanic 5.5 3.3–9.1 4.3 2.4–7.6

 Other 5.3 3.0–9.1 3.8 2.0–7.2

Education .22 .26

 < High school & GED 4.2 1.0–16.6 7.9 2.1–29.1

 High school 6.1 3.9–9.4 3.6 2.0–6.4

 Some college 4.8 3.7–6.2 2.8 2.0–3.8

 College graduate + 3.5 2.6–4.8 2.3 1.6–3.4

Marital status .32 .10

 Never married 3.9 2.7–5.7 2.3 1.3–4.0

 Married 4.9 3.8–6.2 2.9 2.1–4.0

 Previously married 6.1 3.9–9.5 4.8 3.0–7.6

Rank .07 .006

 Junior enlisted (E1-E3) 4.4 2.2–8.8 1.2 0.4–3.4

 Non-Commissioned Officers (E4-E9) 5.1 4.1–6.2 3.4 2.6–4.4

 Officer (W1-W5/O1-O6) 3.0 2.0–4.5 1.4 0.8–2.5

Number of baseline deployments .67 .04

 0 3.9 2.5–5.9 1.4 0.7–2.5

 1 4.8 3.4–6.7 3.9 2.6–5.9

 2 5.1 3.7–7.0 3.5 2.4–5.0

 3+ 5.5 3.6–8.3 2.9 1.6–5.4

Past-year deployment .22 .65

 Yes 7.2 4.6–11.2 3.0 1.4–6.3

 No 5.3 4.4–6.5 3.6 2.8–4.6

Past-year deployment trauma .58 .31

 Yes 5.3 3.2–8.7 2.0 0.9–4.4
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Incidence of Posttraumatic Stress Disorder at Follow-up

Sensitive Criterion
a

Specific Criterion
b

Risk Factor Incidence per 100 person-
years 95% CI p Incidence per 100 person-

years 95% CI p

 No 4.6 3.7–5.6 3.1 2.4–4.0

Past-year civilian trauma .0001 .0003

 Yes 6.5 5.2–8.1 4.2 3.1–5.6

 No 2.9 2.1–4.0 1.6 1.0–2.5

Component .13 .81

 Reserve 4.0 3.0–5.3 3.0 2.1–4.2

 National Guard 5.3 4.2–6.8 2.8 2.0–4.0

Branch .24 .004

 Air Force Reserve 2.7 1.3–5.6 1.1 0.3–3.5

 Army Reserve 4.2 2.8–6.3 4.2 2.7–6.6

 Marine Reserve 5.3 3.0–9.7 2.5 1.1–5.5

 Navy Reserve 4.0 2.2–7.2 1.9 0.9–4.0

 Air National Guard 3.4 1.9–6.1 0.4 0.1–1.4

 Army National Guard 5.9 4.5–7.7 3.6 2.4–5.0

a
Sensitive Criterion (DSM): respondents endorsing at least 1 intrusion, 3 avoidance symptoms, and 2 hyperarousal symptoms at the moderate level 

on the PTSD checklist (PCL).

b
Specific Criterion (DSM+50): respondents meeting DSM criteria and total score of at least 50. PTSD, Posttraumatic stress disorder; GED, 

Graduate equivalence diploma; E, Enlisted rank; O, Commissioned officer rank; W, Warrant officer rank.
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Table 3

Weighted incidence rates of depression per 100 person-years, by sensitive and specific criterion, US Reserve 

and National Guard service members, 2010–2013

Incidence of Depression at Follow-up

Sensitive Criterion
a

Specific Criterion
b

Risk Factor Incidence per 100 person-
years 95% CI p Incidence per 100 person-

years 95% CI p

Age (years) .34 .14

 18–24 3.3 1.9–5.7 2.6 1.5–4.7

 25–34 5.2 3.9–7.0 3.9 2.8–5.4

 35+ 4.7 3.6–6.2 2.5 1.7–3.5

Sex .07 .24

 Male 4.3 3.5–5.4 2.8 2.2–3.7

 Female 6.3 4.4–9.1 3.9 2.5–6.1

Race/ethnicity .26 .39

 Non-Hispanic, White 4.2 3.4–5.3 2.8 2.1–3.6

 Non-Hispanic, Black 6.9 4.5–10.6 3.6 2.0–6.6

 Hispanic 5.2 2.9–9.1 4.5 2.7–7.4

 Other 4.7 2.1–10.4 2.9 1.2–7.0

Education .007 .36

 < High school & GED 9.7 3.8–24.5 4.5 1.1–18.2

 High school 5.5 3.6–8.6 3.2 1.8–5.5

 Some college 5.2 4.1–6.7 3.4 2.5–4.6

 College graduate + 2.9 2.0–4.0 2.2 1.5–3.3

Marital status .0002 .04

 Never married 3.6 2.5–5.3 2.4 1.6–3.7

 Married 4.4 3.4–5.6 2.9 2.2–4.0

 Previously married 9.9 6.8–14.5 5.5 3.4–8.8

Rank .04 .03

 Junior enlisted (E1-E3) 3.2 1.3–7.8 2.4 0.9–6.4

 Non-Commissioned Officers (E4-E9) 5.2 4.2–6.4 3.4 2.7–4.3

 Officer (W1-W5/O1-O6) 3.0 2.0–4.5 1.6 0.9–2.6

Number of baseline deployments .39 .26

 0 4.9 3.4–6.9 3.0 1.9–4.6

 1 3.6 2.5–5.2 2.4 1.6–3.6

 2 5.3 3.8–7.5 4.1 2.8–6.0

 3+ 5.5 3.6–8.4 2.5 1.4–4.6

Past-year deployment .26 .30

 Yes 7.0 4.7–10.6 2.7 1.4–5.2

 No 5.4 4.4–6.6 3.9 3.0–4.9

Past-year deployment trauma .83 .16

 Yes 4.9 3.0–8.0 1.8 0.8–4.0
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Incidence of Depression at Follow-up

Sensitive Criterion
a

Specific Criterion
b

Risk Factor Incidence per 100 person-
years 95% CI p Incidence per 100 person-

years 95% CI p

 No 4.6 3.8–5.7 3.3 2.6–4.1

Past-year civilian trauma .002 .009

 Yes 6.1 4.8–7.7 3.9 2.9–5.2

 No 3.3 2.5–4.5 2.2 1.5–3.0

Component .11 .30

 Reserve 4.0 3.1–5.2 2.7 1.9–3.7

 National Guard 5.4 4.2–6.9 3.4 2.5–4.6

Branch .08 .01

 Air Force Reserve 2.1 1.0–4.2 0.7 0.2–1.8

 Army Reserve 4.3 3.0–6.1 2.7 1.7–4.4

 Marine Reserve 7.4 4.1–13.1 5.4 2.9–10.1

 Navy Reserve 3.3 1.6–6.8 2.8 1.3–6.0

 Air National Guard 5.1 3.0–8.8 2.2 1.0–4.8

 Army National Guard 5.4 4.1–7.2 3.7 2.7–5.1

a
Sensitive Criterion: 10 or more on PHQ9 screener

b
Specific Criterion: PHQ9 DSM-requires that one or both of depressed mood or loss of interest be endorsed at the “most days” level and that a total 

of 5 items be scored at this level. One exception is that a suicidal ideation item can be counted towards the required 5 symptoms even if it is only 
endorsed at the “several days” level. PTSD, Posttraumatic stress disorder; PHQ, Patient Health Questionnaire; GED, Graduate Equivalence 
Diploma; E, Enlisted rank; O, Commissioned officer rank; W, Warrant officer rank.
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