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Abstract

Objective—Combat veterans are at risk for several adverse outcomes such as posttraumatic stress 

disorder (PTSD), depression, hazardous alcohol use, and most critically, suicidal behaviors. The 

high rate of suicide in veterans has been understood as a correlate of PTSD and depression, but it 

is possible that certain specific types of combat experiences may lead to suicidal behaviors. Acts 

committed by the veteran in the context of war such as killing may evoke a “moral injury,” which 

leads to thoughts of ending one’s life.

Method—The present exploratory research examined relationships between combat experiences 

and suicidal ideation (SI) and PTSD in a sample of 68 OEF/OIF veterans (91% male, mean age = 

32.31 years) who had screened positive for alcohol misuse. We examined firing a weapon/killing 

in combat (Firing/Killing) and killing in combat (Killing) alone as predictors of (SI) and PTSD 

severity in both the full sample, and in analyses that examined men only.

Results—Firing/Killing were associated with SI for the full sample and men only, and Killing 

showed a trend towards significance in predicting SI. Hierarchical regression analyses suggested 

that Firing/Killing did not predict PTSD for the full sample or men only, but Killing was predictive 

of PTSD for both samples.

Conclusions—These results indicate that there may be differences in Firing/Killing and Killing 

alone in OEF/OIF veterans who screened positive for alcohol misuse. Thorough screening of 

combat experiences and addressing moral injury in returning combat veterans may help reduce 

high rates of suicide and PTSD.
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Suicide is one of the leading causes of preventable deaths in the United States, and military 

personnel and veterans may be particularly at risk for suicide and suicidal behaviors. In fact, 

suicide is the third leading cause of death among military personnel (Shively, 2010). A large 

epidemiological study found that the suicide rate was 66% higher among patients of 

Veterans Health Administration facilities compared to the general population (McCarthy et 
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al., 2009). Furthermore, in a report by the Department of Veterans Affairs (2013), veterans 

accounted for about 22.2% of all suicides in the United States during their study’s timeframe 

although veterans only accounted for about 7.4% of the overall population. This report also 

estimated that 22 veterans committed suicide every day in the year 2010 (Department of 

Veterans Affairs, 2013). Due to the higher rate of suicide for veterans compared to the 

general population, recent research has focused on risk and protective factors for suicide 

among veterans.

There are various reasons why veterans may be at higher risk for suicide, and one is that 

veterans have high rates of mental illness, particularly depression and posttraumatic stress 

disorder (PTSD), both of which have been linked to a suicide risk (Pompeli et al., 2013; 

Smith et al., 2013). It is clear that there is a relationship between combat exposure and 

PTSD (Maguen et al., 2010; Rice & Sher, 2013; Van Winkle & Safer, 2011). There is also 

ample evidence that PTSD and other diagnoses increase risk of suicidality (Ilgen et al., 

2012). Connor et al.’s (2013) examination of almost 3 million veterans found that almost 

half of individuals who died by suicide were diagnosed with one or more mental disorders, 

with depression being the most frequent diagnosis (30.7% of suicides), followed by several 

other disorders including PTSD (11.7% of suicides).

Recent attention has been brought to the connection between combat experiences and 

suicidality; for example, one study found that witnessing wartime atrocities is associated to 

current suicidal ideation (SI; Sareen et al., 2007). In a study of OEF/OIF veterans, Pietrzak 

et al. (2010) found that respondents who endorsed SI were more likely to score higher on 

measures of combat exposure.

In addition to general combat experiences that veterans experience, a small but growing 

body of evidence suggests that committing acts of war, such as killing enemy combatants, 

may be particularly traumatic and lead to suicidal behaviors. Previous literature has studied 

specific war-related injury and PTSD symptomatology, although fewer studies have 

examined the impact of these experiences on suicidality. Fontana, Rosenheck, and Brett 

(1992) also found an association between suicide attempts and killing or failing to prevent 

death in a sample of Vietnam theatre veterans. Another study of Vietnam veterans found that 

a higher number of experiences killing in combat (including enemies, prisoners, civilians, 

and also direct involvement in injuring/killing women, children, or elderly) was associated 

with twice the odds of SI relative to those with fewer killing experiences even after 

controlling for PTSD (Maguen, 2012). These findings suggest that there may be particular 

reasons that taking another individual’s life leads one to contemplate ending their own life, 

even apart from trauma-related symptoms.

Suicide is a difficult behavior to predict even in populations at risk. In a study examining 

predictors of death by suicide, 1,906 inpatients with affective disorders, the number of prior 

attempts, SI at admission, bipolar disorder, outcome after discharge, and unipolar depressive 

disorder failed to identify any of the 46 individuals who died by suicide (Goldstein, Black, 

Nasrallah, & Winokur, 1991). Although one important precursor of suicide attempts is 

suicidal ideation (SI; Baca-Garcia et al., 2011; Brown, Beck, Steer, & Grisham, 2000; ten 

Have et al., 2009; Wenzel et al., 2011), SI alone reflects the low end of the severity 
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spectrum. It is important to note that SI with intent is a strong predictor of eventual death by 

suicide (Suominen, Isometsä, Ostamo, & Lönnqvist, 2004), and it may be a better predictor 

of death by suicide than SI without intent. A history of suicide attempts is one of the most 

salient predictors of a future death by suicide (Moşcicki, 1997). In addition to one’s 

experience with past attempts and with ideation and intent, it is important to understand 

other correlates of SI, as it may help clinicians identify those at risk of suicidal behaviors.

Returning OEF/OIF veterans may also be at risk for alcohol misuse compared to non-

OEF/OIF veterans (Hawkins, Lapham, Kivlahan, & Bradley, 2010; McDevitt-Murphy et al., 

2010). Within the veteran population, alcohol misuse is associated with higher levels of 

suicidality and suicide attempts (Ilgen, Harris, Moos, & Tiet, 2007; Pietrzak et al., 2010). 

Past research has found that killing in combat may lead to alcohol misuse (Maguen et al., 

2010), and there is also a large literature linking alcohol misuse to suicide risk in diverse 

populations (Boenisch et al., 2010; Bohnert, Roeder, & Ilgen, 2011; Lejoyeux et al., 2011). 

It is likely that alcohol use exacerbates depressive symptoms and may also lead to 

disinhibition, leading to impulsive behaviors such as suicidal acts. It is important to better 

understand the factors that may lead to and exacerbate SI. Despite this association, it is 

important to understand whether other factors may be contributing to SI among combat 

veterans above and beyond alcohol misuse.

Differences may exist between men and women regarding SI and suicidal behaviors, 

although there is a dearth of literature that examines this in veteran populations. Both male 

and female veterans have shown higher rates of death by suicide than in the general 

population (McCarthy et al., 2009). A large-scale study found that within active duty Air 

Force personnel, the rates of past-year suicidal ideation was 3% and 5.5%, among men and 

women respectively (Snarr, Heyman, & Slep, 2010). Overall, men are more likely to die by 

suicide, although women are more likely to attempt suicide by means that are not fatal 

(Canetto & Sakinofsky, 1998).

The present exploratory study examined relationships between a range of different combat 

experiences and symptoms of both PTSD and depression, with a particular focus on SI. Our 

sample consisted of OEF/OIF veterans recruited to participate in an alcohol intervention 

(McDevitt-Murphy et al., 2014). We hypothesized those veterans who fired a weapon or 

killed in combat would be more likely to endorse past 2-week SI and have higher levels of 

PTSD and depression, after adjusting for potential covariates.

Method

Participants

Participants were 68 OEF/OIF veterans recruited from Veterans Affairs Medical Center 

(VAMC) clinics for an alcohol intervention study. A majority of these were recruited from 

dedicated “combat clinics,” which served OEF/OIF veterans presenting to the VAMC for the 

first time. Others were recruited through advertisements posted in the VAMC. Participants 

were predominantly male (n = 62, 91.0%), and ranged in age from 20 to 53 (M = 32.31, SD 
= 8.84). The sample was ethnically diverse, with 65% identifying as Caucasian (n = 44), 

28% identifying as African American (n = 19), 6% identifying as multi-ethnic (n = 4), and 
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1% (n = 1) identifying as Asian. The majority of the sample had some college education (n = 
24; 35%) or a high school diploma/GED (n = 23; 34%) as the highest level of education 

received. All participants had been deployed as part of OEF/OIF, the average total months 

deployed was 14.93 (SD = 8.57), and they reported an average of 1.49 (SD = .70) total 

deployments. All participants had screened positive for hazardous alcohol use on a version 

of the Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, Babor, de la 

Fuente, & Grant, 1993).

Procedure

Although this investigation used data from a study of heavy drinkers receiving a brief 

intervention, all data came from the baseline (pre-intervention) assessment. All individuals 

gave informed consent before participating. The Institutional Review Boards of The 

University of Memphis and the Memphis VAMC approved all procedures.

Measures

Combat Exposure—The Deployment Risk and Resilience Inventory (DRRI; King et al., 

2006) is a 201-item self-report measure that assesses 14 different aspects related to combat 

experiences (e.g. conditions during deployment, social support upon returning, etc.). The 

Combat Experiences scale contains 15 dichotomous items that assess exposure to certain 

experiences in combat, and scores may range from 0 to 15 on the scale. Sample items 

include “I or members of my unit were attacked by terrorists or civilians,” “My unit engaged 

in battle in which it suffered causalities,” “I fired my weapon at the enemy,” and “I killed or 

think I killed someone in combat.” The DRRI has been validated across different veteran 

populations, and the Combat Experiences Scale has shown excellent internal consistency (α 
= .85) in both OIF and Gulf War veterans (Vogt et al., 2008). This measure demonstrated 

excellent internal consistency (α = .90).

Combat Related PTSD—The Clinician Administered PTSD Scale (CAPS: Blake et al., 

1990) assesses past month PTSD symptoms related to combat based on the DSM-IV 

conceptualization of PTSD. A trained interviewer assessed the frequency (0 = Never to 

Daily or 4 = Almost every day) and intensity (0 = None to 4 = Extreme) of each symptom. 

The sum of the scores across all frequency and intensity items reflects a score for total PTSD 

severity, which ranges from 0 to 136. The CAPS demonstrated good internal consistency (α 
> .85 to α > .87) for symptom clusters with a total alpha score of .94 in a sample of veterans. 

Inter-rater test-retest reliability was strong (r > .77 to r > .96) for symptom clusters and for 

all 17 items (r > .90 to r > .98; Blake et al., 1995). Internal consistency was excellent in this 

sample (α = .94).

Depression—The Beck Depression Inventory-II (BDI; Beck, Steer, & Brown, 1996) is a 

21-item measure that assesses different symptoms of depression on a 0 to 3 scale. The scale 

has one item that measures suicidal ideation (0 = I don’t have any thoughts of killing myself; 
1 = I have thoughts of killing myself, but I would not carry them out; 2 = I would like to kill 
myself; 3 = I would kill myself if I had the chance. The BDI-II has been validated among 

samples of college student populations by exhibiting high internal consistency (α > .89). 

The BDI-II suicide item has shown strong associations with first five items of the Scale for 
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Suicide Ideation (SSI; Beck et al., 1979) that are intended to screen for SI, providing 

evidence that SI may be measured validly with a scale that typically measures overall 

generalized depression (Desseilles et al., 2012). For analyses, we calculated a BDI 

composite score that excluded the SI item and we also examined the single item focusing on 

SI. Internal consistency for this measure in our sample was excellent (α = .94).

Alcohol Misuse—The Alcohol Use Disorders Identification Test (AUDIT; Saunders, 

Aasland, Babor, de la Fuente, & Grant, 1993) is a 10-item measure that is used to screen for 

alcohol use disorders. The measure assesses three domains of alcohol use: hazardous alcohol 

use, dependence symptoms, and harmful alcohol use. All questions on the AUDIT assess 

current and past year alcohol misuse, and a sample item from this measure includes “How 

often during the last year have you had a feeling of guilt or remorse after drinking?”

Alcohol Use—The Timeline Follow Back (TLFB; Sobell & Sobell, 1996) is a calendar-

based assessment method used to obtain participant’s report of the number of standard 

drinks consumed on each day for the past 30 days. A variety of variables may be obtained 

from this measure, and for the present study we examined drinks per week and averages 

drinks consumed during each day one spent drinking.

Data Analysis Plan

We first examined bivariate relationships between types of combat experiences, PTSD and 

depression severity, and SI. We next created a composite score of firing a weapon and killing 

an enemy (Firing/Killing) to determine if it predicted SI and PTSD after adjusting for 

potential covariates. We also examined killing in combat (Killing) alone as a predictor of SI 

and PTSD. We also examined several demographic and alcohol misuse and use variables in 

relation to both dependent variables (SI and CAPS severity), including ethnicity, age, 

gender, AUDIT score, drinks per drinking day, and drinks per week (derived from the Time 

Line Follow Back) to determine if they should be included in the regression models as 

covariates. Next, we conducted a t-test to determine if there were significant differences in 

CAPS severity between those who fired/killing and those who did not; a similar t-test was 

run for Killing.

Last, we ran a multiple hierarchical regression that examined Firing/Killing and Killing as 

predictors of CAPS severity after adjusting for other types of combat experiences. We 

examined both the logistic regression and linear regression in the full sample, and in men 

only to determine if there may be sex differences in these relationships. Mean substitution 

was used to handle missing data for any measure that was 80% or more complete. Any 

dichotomous variables that were missing were excluded from analyses, with the exception of 

the Firing/Killing variable. Any answer of “yes” on either of the items, even with an 

incomplete answer on the other was coded as “yes” to the composite variable. There were no 

individuals who answered “no” on one item with the other item missing, therefore any 

missing data on the Firing/Killing variable was for participants who left both items blank. 

Any individual who did not answer the Killing item was excluded from analyses.
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Results

Descriptive statistics

Participants were 68 OEF/OIF veterans recruited from Veterans Affairs Medical Center 

(VAMC) sites. Table 1 lists descriptive statistics for the sample on levels of combat 

exposure, frequency of SI, CAPS severity, BDI severity (excluding the suicide item), and 

alcohol-related scores. Of the individuals who reported any SI within the past two weeks, all 

reported thoughts of killing themselves but that they would not carry them out. Therefore, 

there were no veterans in this sample who expressed more severe SI (as indicated by a score 

of 2 or 3 on BDI-II item querying suicidality). Therefore the suicide item was essentially 

dichotomous and distinguished those with no thoughts of harming themselves and those 

with thoughts of harming themselves with no intention of carrying it out. There were 39 

(57.4%) veterans who reported firing a weapon at someone, and 26 (38.2%) reported that 

they killed or believed they killed someone in combat. Thirty-nine (57%) veterans met 

CAPS criteria for PTSD using the F1/I2 scoring rule which designates symptoms as 

“present” when rated with a frequency score of at least 1 and an intensity score of at least 2 

and assigns a diagnosis of PTSD if present symptoms meet the DSM-IV criteria. Thirty-one 

(46%) met criteria for depression according to a score of 20 or higher on the BDI-II. It is 

interesting to note that there were 5 veterans who responded to the item asking about firing a 

weapon but did not answer the question about killing someone in combat, which is the 

subsequent question on the DRRI. All 5 of these veterans who did not respond to killing in 

combat did respond “yes” to firing a weapon at the enemy and were therefore included in 

any analyses using the Firing/Killing variable.

The average AUDIT score was 13.48 (SD = 5.94) and the average number of drinks 

consumed per week was 18.83 (SD = 24.67). It is important to note that several individuals 

did not report current heavy drinking, as it is possible to screen positive on the AUDIT 

without engaging in current drinking.

Combat exposure, PTSD, and SI

First, we examined relationships between a range of combat experiences, CAPS severity, 

depression severity, and SI (shown in Table 2). We found that the items: “I fired my weapon 

at the enemy” and “I killed or think I killed someone in combat” were significantly 

associated with SI on the BDI, and both of these combat items were moderately associated 

with CAPS total severity. Several combat related experiences were significantly associated 

with CAPS total severity, and those that had the strongest associations were: taking part in 
an assault on entrenched or fortified positions, witnessing enemy soldiers be seriously 
wounded or killed, and killing or believing one killed an enemy soldier. To determine how 

specific types of combat correlated with depression severity outside of suicidal ideation, we 

calculated a BDI score that excluded the suicide item. We conducted correlation analyses 

with both the total BDI score that include SI and a BDI score that excluded SI, and we found 

that significant associations between combat experiences and depression severity were 

consistent across both scores. Therefore, we chose to report BDI score excluding the suicide 

item to show associations between combat and depression outside of suicidal ideation. Three 

types of combat exposure were significantly associated with BDI severity after excluding the 
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suicide item, and these included: receiving “friendly” incoming fire (r = .39, p < .001), being 
part of a unit that fired on the enemy (r = .35, p < .01), and taking part in an assault on 
entrenched or fortified positions, (r = .33, p < .01).

We next created a composite variable that combined “I fired my weapon at the enemy” and 

“I killed or think I killed someone in combat,” (which we will refer to as “Firing/Killing”) as 

these two items are closely related. We reasoned that firing a weapon at the enemy reflects 

an intent to kill or the belief that one may kill the individual. Empirically, we found that 

these two items were strongly correlated (r = .77, p < .001). The composite variable was 

scored dichotomously, with a score of 1 indicating endorsement of at least one of the 

contributing items. We examined relationships between race, age, sex, AUDIT score, drinks 

per drinking day, and drinks per week with SI and CAPS severity to determine if there were 

any covariates that should be included to the regression models. CAPS severity was 

significantly correlated with AUDIT total (r = .56, p < .001); there were also significant 

differences between Caucasian (M = 48.04, SD = 29.09) and African American individuals 

in CAPS severity (M = 60.89, SD = 19.21, t(50.4) = −2.08, p < .05). Therefore, AUDIT 

score and race were included as covariates in the model predicting CAPS severity. We 

conducted a logistic regression to determine if this composite variable predicted suicidal 

ideation after controlling for other types of combat experiences (Table 3). We found that the 

composite “Firing/Killing” variable was in fact predictive of SI after controlling for other 

types of combat experiences.

Because there may be differences in firing a weapon and killing in combat, we conducted a 

logistic regression to determine if killing in combat alone predicted suicidal ideation after 

adjusting for other types of combat experiences (Table 3). We found that there was a trend 

towards significance, in that killing in combat approached significance in predicting SI after 

adjusting for other types of combat. We conducted this same analysis with men only (as we 

did not have a large enough sample to conduct this analysis in women) to determine if there 

are possible sex differences. We found similar results in that there was a trend towards 

significance for men only in killing in combat predicting SI (Table 4).

We next conducted an independent samples t-test to compare CAPS severity between those 

who did and did not endorse Firing/Killing and Killing variables. Veterans who obtained a 

score of 1 on Firing/Killing combat had a significantly higher mean CAPS score (M = 59.41, 

SD = 27.00) than those with a score of 0 (M = 38.79, SD = 21.23, t(65) = −3.36, p < .01). 

Veterans who obtained a score of 1 on Killing had a significantly higher mean CAPS score 

(M = 62.54, SD = 24.76) than those with a score of 0 (M = 40.14, SD = 21.89, t(60) = −3.76, 

p < .001). We next conducted several hierarchical multiple regressions to determine if 

Firing/Killing and Killing predicted CAPS severity after controlling for AUDIT score and 

other types of combat exposure (Table 4). We found that Firing/Killing was not predictive of 

CAPS for the full sample and men only, but killing in combat predicted CAPS severity, for 

the full sample and men only (Table 4).
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Discussion

This exploratory study investigated predictors of suicidal ideation in a sample of OEF/OIF 

veterans who endorsed past-year hazardous drinking. As predicted, most of the specific 

combat experiences we examined were associated with PTSD severity. Taking part in an 

assault on entrenched or fortified positions, witnessing enemy soldiers being seriously 

wounded or killed, and killing or believing one killed an enemy were the experiences most 

strongly associated with PTSD severity. Combat experiences were less strongly correlated 

with depression severity after excluding the suicide item. There were only 3 specific combat 

experiences that were significantly correlated with depression severity: receiving “friendly” 

incoming fire, being part of a unit that fired on the enemy, and taking part in an assault on 

entrenched or fortified position. Only two types of combat experiences were associated with 

SI: killing or believing one killed the enemy and firing a weapon at the enemy. These 

findings underscore the detrimental impact of attempting to harm or killing on one’s own 

psychological health. Also it appears that firing one’s weapon, irrespective of whether this 

results in a death, may be just as psychologically damaging.

We found that Firing/Killing predicted SI, even after adjusting for other types of combat 

experiences, for both the full sample and men only. Interestingly, killing in combat alone 

showed a trend towards significance in predicting SI; it is difficult to understand whether the 

five individuals who did not respond to the killing item did so because they had killed in 

combat and were uncomfortable reporting this. Whether or not that is the case, these 

findings provide evidence that there is something unique about attempting to harm another 

human, or actually killing that may lead to SI above and beyond other types of combat. Our 

findings resonate with the construct of “moral injury,” which has been described as 

“perpetrating, failing to prevent, bearing witness to, or learning about acts that transgress 

deeply held moral beliefs and expectations” (Litz et al., 2009, p. 1), a definition which 

would include attempting to kill or believing one has killed another human being. The 

present findings seem to fit within this construct and suggest that moral injury may have 

severe consequences such as elevated PTSD and depression severity, and in the most 

extreme cases, thoughts of killing oneself.

We also found that Firing/Killing was not associated with higher rates of PTSD after 

adjusting for covariates for the full sample or men only. Interestingly, killing (or thinking 

one killed) was significantly associated with PTSD severity, even after adjusting for other 

covariates. Our results are somewhat consistent with past research that found significant 

associations between attempting to kill or actually killing and PTSD, and that these two 

variables were predictive of PTSD above and beyond witnessing combat trauma (Pitts et al., 

2014). Our overall results are somewhat contradictory, in that Firing/Killing was associated 

with SI but not PTSD, while Killing was not associated with SI but was associated with 

PTSD. It is possible that we did not find significant associations between Killing and SI 

because individuals did not want to answer the question about killing another human. This 

item follows directly after the item about firing a weapon, and this alone indicates that there 

may be some hesitancy in admitting to killing another human. Although we did not have a 

large enough number of women to determine if there were sex differences in these results, 
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we did find similar results for the full sample and men only, suggesting that sex differences 

may not exist in these findings.

This study has potential clinical implications. First, this research provides evidence that it is 

imperative to assess combat experiences in returning veterans. Also meaningful is a 

thorough and immediate assessment of veterans’ beliefs, feelings, and reactions to these 

events, which may help clinicians better target resulting psychopathology. Because alcohol 

use causes individuals to be at higher risk for suicidal behaviors (Ilgen et al., 2007), the first 

step in treatment for veterans who are heavily drinking after combat may be attempting to 

reduce and moderate alcohol consumption. Another important topic in potentially reducing 

suicidal thoughts and behaviors is moral injury that has occurred as a result of harming 

others. It is possible that our findings are specific to individuals who have experienced recent 

alcohol misuse, although it is possible that these types of combat behaviors and subsequent 

moral injury are partially what lead to alcohol misuse.

This study has some limitations that warrant mention. First, our sample was comprised of 

veterans who had screened positive for alcohol misuse, and the extent to which this pattern 

of results might generalize to the broader veteran population is unclear. Killing in combat 

has been shown to predict post-deployment PTSD and alcohol misuse (Maguen et al., 2010), 

so it is a limitation that we did not include individuals without alcohol misuse in our study 

and those who may have a less severe presentation overall. Despite this limitation, it is 

important to understand how combat experiences may affect those who present with more 

problems and are more likely to seek psychological services. Further, our sample 

demonstrated some variability in alcohol consumption and showed significantly lower scores 

on the AUDIT (M = 13.48) compared to other alcohol treatment seeking samples (e.g. M = 
23.40; Pal, Jena, & Yaday, 2004).

Second, and most importantly, our assessment of SI was incomplete. As we used a one-item 

measure of SI that did not capture suicidal behaviors or attempts, it is difficult to determine 

how the constructs at hand may relate to suicide attempts or death by suicide. SI does seem 

to be a necessary step along the path to suicide, however it is far more common than suicide 

attempts or death by suicide; therefore its utility as a proxy of suicidal behavior is limited, 

although we believe it is still meaningful. While the sample size was large enough to provide 

power for the analyses conducted, future studies should examine these variables in a larger 

sample to ensure the consistency of these results. The sample was also mostly comprised of 

men so these findings may not generalize to women, and future research should attempt to 

oversample female veterans or do a study with female veterans only to determine if these 

findings are consistent in women. We attempted to conduct our main analyses on the full 

sample and men only to determine if there may have been unique findings specific to men 

only, although we did not find largely different results.

Future research should also examine these constructs within a more general population of 

veterans not recruited from the VA and those who abstain from alcohol, therefore providing 

the ability to generalize to those who do not use VA services or use alcohol. Further, future 

studies should utilize a more thorough assessment of suicidal behavior in examining the 

effects of specific combat experiences. It would also be beneficial to examine the 
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implications of combat exposure and psychopathology on suicidal behaviors longitudinally 

to determine if the effects are enduring. Despite these important methodological 

implications, we believe these findings will add to the literature in beginning to better the 

complex relationships between combat experiences, psychological responses, and suicidal 

behavior.
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Table 1

Descriptive Statistics on Combat Exposure, Suicidal Ideation, CAPS Severity, and BDI Severity for the Full 

Sample.

Mean or % Standard Deviation

Men n = 61 (91%)

Women n = 7 (9%)

Total months deployed 14.93 8.57

Years since returned from deployment 2.38 1.69

DRRI Combat Exposure total* 7.85 4.28

CAPS Severity** 51.22 26.67

Met criteria for PTSD n = 39 (57%)

BDI Severity*** 18.91 12.41

Met criteria for depression n = 31 (46%)

AUDIT severity 13.48 5.94

Average drinks per week 18.83 24.67

Note.

*
DRRI (Deployment Risk and Resiliency) Combat Exposure ranges from 0 to 15.

**
CAPS (Clinician Administered PTSD Scale) severity ranges from 0 to 136.

***
BDI (Beck Depression Inventory-II) Severity ranges from 0 to 63.

****
Suicidal Ideation reflects one item from the Beck Depression Inventory, which queries about suicidal ideation.
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Table 2

Correlations between Suicidal Ideation, CAPS Severity, and BDI Severity with DRRI Combat Exposure Items 

for the Full Sample.

Type of Combat Exposure Suicidal Ideation BDI CAPS Severity BDI Severity (excluding

I fired my weapon at enemy .29* .39** .18

I killed or believe I killed someone .25* .44** .19

I went on combat patrols or missions .00 .17 .04

My unit engaged in battle which suffered causalities .00 .17 .02

I witnessed someone from unit or ally be seriously wounded or killed −.06 .27* .11

I witnessed enemy soldiers be seriously wounded or killed .08 .44** .16

I was wounded or injured in combat −.02 .34** .10

I or member of my unit encountered land/water mines and/or booby 
traps

.00 .08 −.10

I or member of my unit received hostile incoming fire .11 .00 −.10

I or member of my unit received “friendly” incoming fire .00 .32** .39***

I was in a vehicle that was under fire .11 .28* .09

I or members of my unit were attacked by terrorists or civilians .08 .14 −.06

I was part of a land or unit that fired on the enemy .19 .35** .35**

I was part of an assault on entrenched or fortified positions .07 .59** .35**

I took part in an invasion that involved naval and/or land forces −.01 .07 −.02

Note.

*
p < .05;

**
p < . 01,

***
p < .001
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Table 3

Logistic Regression with Firing/Killing and Killing Predicting Suicidal Ideation after Adjusting for Other 

Types of Combat.

Full Sample (n = 64)

Variable B Wald X2 OR 95% C.I.

Step 1

Other Combat Experiences .04 .26 1.04 .89 to 1.22

Step 2

Fired/Killed 2.63 6.65* 13.87 1.88 to 102.35

Men only (n = 59)

Variable B Wald X2 OR 95% C.I.

Step 1

Other Combat Experiences −.20 2.41 .82 .63 to 1.06

Step 2

Fired/Killed 2.36 5.17* 10.75 1.39 to 83.37

Full sample (n = 62)

Variable B Wald X2 OR 95% C.I.

Step 1

Other Combat Experiences −.08 .53 .92 .75 to 1.15

Step 2

Killed in combat 1.60 3.18† 4.95 .85 to 28.76

Men only (n = 56)

Variable B Wald X2 OR 95% C.I.

Step 1

Other Combat Experiences −.12 1.04 .89 .70 to 1.12

Step 2

Killed in combat 1.74 3.33† 5.69 .88 to 36.79

Note.

*
p< .05,

†
p = 05 – .10
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