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Abstract

Objective—Eating disorders are understudied among male veterans, who may be at increased 

risk due to high rates of trauma exposure and experiences of multiple traumatization in this 

population. This study sought to examine the associations between specific types of trauma (i.e., 

childhood physical abuse, adult physical assault, childhood sexual abuse, adult sexual assault, and 

military-related trauma) and eating disorder symptoms in a large, nationally-representative sample 

of trauma-exposed male veterans.

Method—Survey data were collected from N = 642 male veterans. Traumatic experiences in 

childhood and adulthood were assessed using the Trauma History Screen and the National 

Stressful Events Survey. Eating disorder symptoms were assessed with the Eating Disorder 

Diagnostic Scale. Analyses also controlled for age and body mass index.

Results—Multiple traumatization was associated with increased eating disorder symptoms. 

However, military-related trauma was the only trauma type that was uniquely associated with 

eating disorder symptoms when controlling for other trauma types. Examination of different types 

of military-related trauma indicated that this association was not driven by exposure to combat.

Discussion—Non-combat, military-related trauma was associated with eating disorder symptom 

severity in male veterans. Results highlight the need for better assessment of eating disorder 

symptoms in this population.
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Though eating disorders disproportionately affect women, a significant minority of 

individuals with eating disorders are men (Hudson, Hiripi, Pope Jr., & Kessler, 2007; 

Weltzin et al., 2005). Eating disorders, particularly binge eating disorder (BED), affect as 

Corresponding Author: Kimberly A. Arditte Hall, Ph.D., National Center for PTSD, 150 South Huntington Avenue (116B), Boston, 
MA 02130, USA, 857-364-6232, kimberly.ardittehall@va.gov. 

Author Note: The views expressed in this article are those of the authors and do not necessarily represent the views of the Department 
of Veterans Affairs or the United States Government.

HHS Public Access
Author manuscript
Int J Eat Disord. Author manuscript; available in PMC 2018 November 01.

Published in final edited form as:
Int J Eat Disord. 2017 November ; 50(11): 1328–1331. doi:10.1002/eat.22782.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



many as 3% of men in the general population (Raevuori, Keski-Rahkonen, & Hoek, 2014), 

and prevalence estimates may be even higher in specific populations. For example, 9% of 

men presenting to a weight loss clinic endorsed probable BED and another 12% endorsed 

binge eating with loss of control occurring with subclinical frequency (Linde et al., 2004). 

Whereas these numbers underscore the need for further research on men, eating disorders 

and eating disorder symptomatology continue to be understudied, underdiagnosed, and 

undertreated in predominantly male populations, especially military veterans.

Veterans may be at elevated risk for eating disorder symptoms (EDS) due to the high rates of 

trauma exposure and experiences of multiple traumatization in this population. Over 80% of 

veterans report lifetime exposure to three or more potentially traumatic events (Clancey et 

al., 2006). Trauma exposure has been previously identified as a transdiagnostic risk factor 

for eating disorders (Brewerton, 2007; Jacobi, Hayward, de Zwaan, Kraemer, & Agras, 

2004). Though the majority of studies on trauma and eating disorders have been conducted 

on women, Mitchell and colleagues (2012) found that 100% of men with lifetime anorexia 

nervosa (AN) or bulimia nervosa (BN) and 98.4% of men with BED reported a history of 

trauma.

We recently examined the associations between exposure to traumatic experiences and EDS 

in trauma-exposed female veterans (Arditte Hall, Bartlett, Iverson, & Mitchell, 2017). 

Histories of adult physical assault, adult sexual assault, and military-related trauma were 

each associated with greater EDS, as was exposure to multiple types of traumas. When 

controlling for the influence of the other trauma types, however, only military-related trauma 

was significantly associated with EDS.

This investigation replicated and extended these findings in a large, nationally-representative 

sample of male veterans. We examined rates of childhood physical abuse, childhood sexual 

abuse, adult physical assault, adult sexual assault, and military-related trauma, and tested the 

associations between each trauma type and EDS. Based on our previous findings (Arditte 

Hall et al., 2017), we hypothesized that trauma occurring in adulthood would be associated 

with greater EDS. Our second aim was to examine the association between multiple 

traumatization and severity of EDS. Lastly, we examined which trauma types were uniquely 

associated with EDS after controlling for the co-occurrence among them. Again, based on 

our previous research, we expected military-related trauma to be robustly associated with 

greater EDS.

Method

Participants

A random sample (n = 1,126) of trauma-exposed veterans was selected from a sample of 

3,156 veterans, who had enrolled in a GfK Knowledge Networks, Inc. research panel and 

participated in a previous study (Pietrzak & Cook, 2013). Among those invited to 

participate, 860 completed the survey (76.4% response rate). Of responders, 163 were 

excluded due to questionable validity of responses and/or symptom over-reporting. Female 

veterans (n = 55) were also excluded, as this subsample was too small for gender 

comparisons. The final sample included 642 male veterans. Average age was 64.11 (SD = 
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11.20) years; 85.5% were White, Non-Hispanic and their average body mass index (BMI) 

was 29.35 (SD = 5.57).

Measures

Trauma History Screen (THS; Carlson et al., 2011)—The THS assesses exposure to 

13 types of trauma with dichotomous yes/no response options. Items assessing childhood 

physical abuse, adult physical assault, childhood sexual abuse, adult sexual assault, and 

military-related trauma were included in this study. In addition to examining presence or 

absence of each trauma type, responses were summed to create a count score (range 0-5).

National Stressful Events Survey (NSES; Kilpatrick et al., 2011)—The NSES 

assesses exposure to traumatic events and the presence and severity of PTSD symptoms. To 

supplement THS data, participants responded to three dichotomous (yes/no) items assessing 

exposure to combat, military sexual trauma, and “other” traumatic experiences occurring in 

the military. Examples of other traumatic experiences include: motor vehicle accident, 

traumatic loss of a close friend or unit member, or morally injurious events, such as 

witnessing cruel/inhuman acts (Stein et al., 2012).

Eating Disorder Diagnostic Scale (EDDS; Stice, Telch, & Rizvi, 2000)—The 

EDDS is a 22-item measure of AN, BN, and BED symptoms. It can be used to calculate 

probable diagnoses or summed to create a total score (Stice et al., 2000). The total score, 

without the item assessing amenorrhea, was our primary outcome variable. Internal 

consistency was good (α =.89).

Procedure

As described elsewhere (Mitchell & Wolf, 2016), data were collected using an online 

research panel that is representative of the United States population. A 35-minute, web-

based survey was administered to a subset of this panel. Participants were awarded 50,000 

points (equivalent to $50) upon completion. The local IRB approved study procedures.

Statistical Approach

Complete data were collected from 585 participants. Less than 2% of data were missing 

from all variables, except the EDDS (4.4% missing). Participants with and without complete 

EDDS data did not differ in rates of trauma endorsement or average BMI, but those without 

complete data were older than participants with complete data (p < .001). There was no 

evidence to indicate that EDDS missingness was related to EDDS scores and data were 

determined to be missing at random.

Partial correlations were conducted to examine the associations between individual trauma 

types and EDS severity controlling for age and BMI, two factors previously linked to EDS 

severity (Polivy & Herman, 2004; Rosenberger & Dorflinger, 2013). Next, the count score 

of the THS items was included in a linear regression model to determine whether greater 

trauma exposure was positively associated with EDS. Finally, a multiple linear regression 

model was estimated to examine the unique association between each trauma type and EDS 

severity, controlling for the other trauma types, age, and BMI. Models were first estimated 
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using the THS items, so that analyses would parallel those of our female veteran study 

(Arditte Hall et al., 2017). We then estimated models using NSES military trauma items in 

order to better explore the impact of various military trauma exposures.

Descriptive statistics and partial correlations were conducted using IBM SPSS Statistics 20. 

All available data were included in these analyses. Regression analyses were conducted 

using Mplus 7.0, which accounted for missing data using full information maximum 

likelihood.

Results

The mean EDDS score was 10.68 (SD = 10.41) and 4.1% (weighted percentage) of the 

sample met criteria for a probable eating disorder. When asked about the past three months, 

a significant minority of participants endorsed eating disorder behaviors occurring ≥ 1/week; 

binge eating (24.1%) was the most commonly reported behavior, followed by fasting 

(11.7%), excessive exercise (6.7%), use of laxatives or diuretics (2.3%), and vomiting (1%). 

Additionally, 15.6% of participants endorsed a history of childhood physical abuse, 16.5% 

endorsed adult physical assault, 5.9% endorsed childhood sexual abuse, 0.6% endorsed adult 

sexual assault, and 36.4% endorsed military-related trauma. Because only 4 participants 

endorsed adult sexual assault, the data were underpowered to detect meaningful effects and 

this variable was excluded from subsequent analyses.

EDDS scores as a function of trauma type are presented in Table 1. Neither childhood 

physical abuse (r = .05, p = .24) nor childhood sexual abuse (r = .02, p = .58) was associated 

with EDS severity. The association between adult physical assault and EDDS scores was 

also not significant (r = .08, p = .06). However, men who endorsed military-related trauma 

reported more severe EDS than men who did not (r = .18, p < .001).

The highest rate of co-occurrence was between military-related trauma and adult physical 

assault (9.2%). Examination of the co-occurrence of three or more trauma types revealed 

that 4.8% endorsed childhood physical abuse, adult physical assault, and military-related 

trauma. All other combinations of three or more trauma types were endorsed by less than 

1.3% of the sample. Participants who endorsed a greater number of trauma types also 

endorsed more severe EDS (β = .11, B = 1.25, SE = .42, p = .003).

In the full model, individuals who were younger (β = −.10, B = −.10, SE = .04, p = .006) or 

who had greater BMIs (β = .39, B = .73, SE = .07, p < .001) were more likely to endorse 

EDS. Considering all trauma types together, only military-related trauma was significantly 

associated with EDS (β = .13, B = 2.72, SE = .80, p = .001). Childhood physical abuse (β = 

−.02, B = −0.55, SE = 1.12, p = .62), adult physical assault (β = .04, B = 1.00, SE = 1.10, p 
= .36), and childhood sexual abuse (β = −.005, B = −0.24, SE = 1.60, p = .88) were not.

On the NSES, 24.6% of participants reported exposure to combat, 1.2% reported MST, and 

22.6% reported experiencing another form of military-related trauma. Because of the low 

frequency of MST, it was excluded from subsequent analyses. Whereas partial correlations 

revealed no significant association between combat exposure and EDS (r = .07, p = .08), 

other military-related traumas were associated with greater EDS (r = .17, p < .001). In a 
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regression model that controlled for age, BMI, childhood physical and sexual abuse, and 

adult physical assault, other military-related trauma (β = .15, B = 3.68, SE = .90, p < .001), 

but not combat (β = .06, B = 1.31, SE = .87, p = .13), was associated with greater EDS.

Discussion

Approximately 4% of a nationally representative sample of trauma-exposed male veterans 

met criteria for a probable eating disorder. When trauma types were considered as 

standalone vulnerability factors or simultaneously within a regression model, military-

related trauma was the only factor associated with EDS. Overall, results replicated the 

pattern of findings that emerged from our previous study of trauma-exposed female veterans 

(Arditte Hall et al., 2017). Results also extend our previous findings, suggesting that 

military-related traumatic experiences other than combat (e.g., an accident, traumatic loss, or 

moral injury) may be most strongly associated with EDS. Because the exact nature of these 

other traumatic experiences is not known, it is difficult to determine why they were 

associated with elevated eating disorder symptoms. Future research should better 

characterize these experiences, as well as their emotional and behavioral sequelae, in order 

to elucidate the path from trauma exposure to EDS.

In contrast with some research on civilians (Caslini et al., 2016), but consistent with most 

research on female veterans (Arditte Hall et al., 2017; Forman-Hoffman, Mengeling, Booth, 

Torner, & Sadler, 2012), we did not find an association between childhood trauma and EDS 

severity. Potential explanations for this finding include a) recency effects in individuals with 

multiple traumatization, b) self-selection biases, and/or c) issues with the retrospective recall 

of childhood trauma. Despite the lack of a direct association between childhood trauma and 

EDS, it is possible that such experiences may still confer indirect risk for EDS in male 

veterans by increasing the risk for re-traumatization (Clancey et al., 2006). Results offer 

preliminary support for this hypothesis, as the number of trauma types endorsed was 

positively associated with EDS severity.

The study was not without limitations. Our sample was enriched for military-related trauma. 

Further, the THS and NSES are screening measures of trauma exposure, and they do not 

differentiate between all types of military-related trauma. Finally, due to the small number of 

participants endorsing adult sexual assault or MST in our sample, we were unable to 

examine how these experiences may be related to EDS. The rate of adult sexual assault in 

male veterans is estimated to be between 1-2% (Hoyt, Klosterman, & Williams, 2011), 

which represents a sizeable number of people and a particularly vulnerable subpopulation of 

veterans. Future research should look to examine this association more explicitly.

Despite limitations, this study highlights the importance of screening for disordered eating 

among male veterans, particularly those with a history of non-combat, military-related 

trauma. As a next step, research should more closely examine the function of EDS in this 

population and begin to identify optimal treatments for trauma-exposed male veterans with 

EDS.

Arditte Hall et al. Page 5

Int J Eat Disord. Author manuscript; available in PMC 2018 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Acknowledgments

Funding: Dr. Iverson is a fellow with the Implementation Research Institute through an award from the National 
Institute of Mental Health (5R25MH08091607) and the VA HSR&D Services, Quality Enhancement Research 
Initiative. Dr. Mitchell’s contribution was partly supported by K10MH903750.

References

Arditte Hall KA, Bartlett BA, Iverson KM, Mitchell KS. Eating disorder symptoms in female veterans: 
The role of childhood, adult, and military trauma exposure. Psychological Trauma: Theory, 
Research, Practice and Policy. 2017; Advance online publication. doi: 10.1037/tra0000301

Brewerton TD. Eating disorders, trauma, and comorbidity: Focus on PTSD. Eating Disorders. 2007; 
15:285–304. DOI: 10.1080/10640260701454311 [PubMed: 17710567] 

Carlson EB, Palmieri PA, Ruzek JI, Kimerling R, Smith SR, Dalenberg C, Burling TA, Spain DA. 
Development and validation of a brief self-report measure of trauma exposure: The Trauma History 
Screen. Psychological Assessment. 2011; 23:463–477. DOI: 10.1037/a0022294 [PubMed: 
21517189] 

Caslini M, Bartoli F, Crocamo C, Dakanalis A, Clerici M, Carra G. Disentagling the association 
between child abuse and eating disorders: A systematic review and meta-analysis. Psychosomatic 
Medicine. 2016; 78:79–90. DOI: 10.1097/PSY.0000000000000233 [PubMed: 26461853] 

Clancey CP, Graybeal A, Tompson WP, Badgett KS, Feldman ME, Calhoun PS, Erkanli A, Hertzberg 
MA, Beckham JC. Lifetime trauma exposure in veterans with military-related posttraumatic stress 
disorder: Association with current symptomatology. Journal of Clinical Psychiatry. 2006; 67:1346–
1353. [PubMed: 17017820] 

Forman-Hoffman VL, Mengeling M, Booth BM, Torner J, Sadler AG. Eating disorders, post-traumatic 
stress, and sexual trauma in women veterans. Military Medicine. 2012; 177:1161–1168. DOI: 
10.7205/MILMED-D-12-00041 [PubMed: 23113442] 

Hoyt T, Klosterman RJ, Williams LF. Military sexual trauma in men: A review of reported rates. 
Journal of Trauma & Dissociation. 2011; 12:244–260. DOI: 10.1080/15299732.2011.542612 
[PubMed: 21534094] 

Hudson JI, Hiripi E, Pope HG Jr, Kessler RC. The prevalence and correlates of eating disorders in the 
National Comorbidity Survey Replication. Biological Psychiatry. 2007; 61:348–358. DOI: 10.1016/
j.biopsych.2006.03.040 [PubMed: 16815322] 

Jacobi C, Hayward C, de Zwann M, Kraemer HC, Agras WS. Coming to terms with risk factors for 
eating disorders: Application of risk terminology and suggestions for a general taxonomy. 
Psychological Bulletin. 2004; 130:19–65. DOI: 10.1037/0033-2909.130.1.19 [PubMed: 14717649] 

Kilpatrick, DG., Resnick, HS., Baber, B., Guille, C., Gros, K. The National Stressful Events Web 
Survey (NSES-W). Charleston: Medical University of South Carolina; 2011. 

Linde JA, Jeffery RW, Levy RL, Sherwood NE, Utter J, Pronk NP, Boyle RG. Binge eating disorder, 
weight control self-efficacy, and depression in overweight men and women. International Journal 
of Obesity. 2004; 28:418–425. DOI: 10.1038/sj.ijo.0802570 [PubMed: 14724662] 

Mitchell KS, Wolf EJ. PTSD, food addiction, and disordered eating in a sample of primarily older 
veterans: The mediating role of emotion regulation. Psychiatry Research. 2016; 243:23–19. DOI: 
10.1016/j.psychres.2016.06.013 [PubMed: 27344589] 

Mitchell KS, Mazzeo SE, Schlesinger MR, Brewerton TD, Smith BN. Comorbidity of partial and 
subthreshold PTSD among men and women with eating disorders in the National Comorbidity 
Survey-Replication study. International Journal of Eating Disorders. 2012; 45:307–315. DOI: 
10.1002/eat.20965 [PubMed: 22009722] 

Pietrzak RH, Cook JM. Psychological resilience in older U.S. veterans: Results from the National 
Health and Resilience in Veterans Study. Depression and Anxiety. 2013; 30:432–443. DOI: 
10.1002/da.22083 [PubMed: 23468170] 

Polivy J, Herman CP. Causes of eating disorders. Annual Review of Psychology. 2002; 53:187–213. 
DOI: 10.1146/annurev.psych.53.100901.135103

Arditte Hall et al. Page 6

Int J Eat Disord. Author manuscript; available in PMC 2018 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Raevuori A, Keski-Rahkonen A, Hoek HW. A review of eating disorders in males. Current Opinion in 
Psychiatry. 2014; 27:426–430. DOI: 10.1097/YCO.0000000000000113 [PubMed: 25226158] 

Rosenberger PH, Dorflinger L. Psychosocial factors associated with binge eating among overweight 
and obese male veterans. Eating Behavior. 2013; 14:401–404. DOI: 10.1016/j.eatbeh.2013.06.006

Stein NR, Mills MA, Arditte K, Mendoza C, Borah AM, Resick PA, Litz BT, the STRONG STAR 
Consortium. A scheme for categorizing traumatic military events. Behavior Modification. 2012; 
36:787–807. DOI: 10.1177/0145445512446945 [PubMed: 22679239] 

Stice E, Telch CF, Rizvi SL. Development and validation of the Eating Disorder Diagnostic Scale: A 
brief self-report measure of anorexia, bulimia, and binge-eating disorder. Psychological 
Assessment. 2000; 12:123–131. DOI: 10.1037//1040-3590.12.2.123 [PubMed: 10887758] 

Weltzin TE, Weisensel N, Franczyk D, Burnett K, Klitz C, Bean P. Eating disorders in men: Update. 
The Journal of Men's Health & Gender. 2005; 2:186–193. DOI: 10.1016/j.jmhg.2005.04.008

Arditte Hall et al. Page 7

Int J Eat Disord. Author manuscript; available in PMC 2018 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Arditte Hall et al. Page 8

Table 1

EDDS total score means (standard deviations) for veterans with and without a history of a particular trauma 

type.

Trauma + Trauma −

CPA 11.85 (11.98) 10.48 (10.11)

APA 12.45 (11.61) 10.33 (10.14)

CSA 11.57 (11.02) 10.60 (10.31)

ASA – –

MRT 13.12 (11.91) 9.28 (9.20)

Note. Trauma + = endorsed history of a given trauma type; Trauma − = denied history of a given trauma type; CPA = childhood physical abuse; 
APA = adult physical assault; CSA = childhood sexual abuse; ASA = adult sexual assault; MRT = military-related trauma.
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