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Abstract

Objective: Combat exposure’s influence on intimate partner violence (IPV) in reserve soldiers is 

not well understood. This work examines combat exposure’s influence on IPV in US Army 

Reserve/National Guard (USAR/NG) Soldiers and partners.

Methods: Data are from Operation: SAFETY, a longitudinal study of USAR/NG Soldiers and 

partners. Logistic regression models examined odds of sexual aggression, physical aggression, and 

physical injury with combat exposure, controlling for PTSD symptoms, marital satisfaction, and 

age.

Results: Combat exposure was associated with greater physical injury, despite no association 

between combat exposure and physical aggression. This was significant for male soldier to female 

partner, as well as female partner to male soldier injury. In addition, female partners were more 

likely to be sexually aggressive against their male soldiers. Female soldiers’ combat exposure was 

not associated with IPV or injury.

Conclusions: Although men’s combat exposure did not increase the likelihood of physical 

aggression, it increased the likelihood of IPV resulting in injury for both husband to wife and wife 

to husband aggression. Results indicate post-deployment programming should focus on conflict 

resolution and communication for both partners.
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Introduction

Intimate partner violence (IPV) consists of behaviors that encompass physical, 

psychological, and/or sexual abuse of an intimate partner. Beyond immediate consequences 

(e.g., direct injury), there is a wide range of negative outcomes associated with IPV relating 

to mental health (depression, PTSD, anxiety, suicide; Pico-Alfonso et al., 2006) physical 

health (injury, chronic pain, gastrointestinal/gynecological illness, sexually-transmitted 

infections; Campbell, 2002) and behavioral health, such as smoking, heavy drinking 

(Dichter, Bossarte, & Cerulli, 2011) and drug use (Smith, Homish, Leonard, & Cornelius, 

2012).

One in three women and one in four men have experienced IPV in the United States during 

their lifetimes (Black et al., 2011). Within military populations, data are less clear and often 

focus exclusively on active duty military. Black and Merrick conclude that civilian women, 

active duty military women, and wives of active duty male soldiers all have similar rates of 

lifetime IPV victimization (26.9%-36% physical violence; 32.8%–40.3% sexual violence). 

A recent report for the Department of Veterans Affairs found similar IPV rates within active 

duty personnel of 22% perpetration and 30% victimization (Gierisch et al., 2013). However, 

Marshall and colleagues (2005) found IPV perpetration as high as 42–48% among active 

duty military members.

IPV estimates for reserve soldiers are more challenging to determine. The US Military is 

composed of 42.5% reserve soldiers (Thomas et al., 2010); they represent a large portion, 

but differences between active duty and reserve cannot be determined when examined 

together. Distinguishing between active duty and reserve soldiers is especially critical, as 

reserve soldiers are distinct from active duty soldiers in several ways that may influence IPV 

perpetration. For example, reserve soldiers have greater prevalence of PTSD, depression, 

anger, and alcohol misuse, despite having combat and deployment experiences that are 

similar to active duty soldiers (Griffith, 2010; Renshaw, 2010; Riviere, Kendall-Robbins, 

McGurk, Castro, & Hoge, 2011; Thomas et al., 2010). Additionally, findings indicate that 

reserve soldiers show an increase in post-deployment mental health conditions, compared to 

active duty soldiers (Thomas et al., 2010).

Increases in negative mental health outcomes for reserve soldiers may be due to reduced unit 

support, compared to active duty soldiers who spend much more time with their unit 

(Griffith, 2010, 2015). It is also possible that individuals enlist in the reserves to experience 

‘partial inclusion’ in the military, with limited exposure to combat and deployment (Griffith, 

2010). However, once the reserve soldier is activated and switches from part-time to full-

time military service, job realities may conflict with job expectations (Griffith, 2010).

There are additional, non-military considerations unique to reserve soldiers, such as civilian 

job stress. Reserve soldiers’ rely primarily on civilian employment, with supplemental 

income from their military service (Griffith, 2011). Deployment-induced breaks in civilian 

employment may add undue financial stress for the family; one study found that nearly 20% 

of families had financial difficulty because of deployment and 10% experienced job loss, 

despite job loss during deployment being illegal (Riviere et al., 2011). Reserve soldiers with 
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financial difficulties, job loss, or an employer unsupportive of their military affiliation had 

greater PTSD and depression at three and twelve months post-deployment (Riviere et al., 

2011).

Family challenges are also critical issues for reserve soldiers, particularly as reserve soldiers 

have different expectations around deployment and family separations than active duty 

soldiers (Griffith, 2011). While active duty soldiers are accustomed to the idea of 

deployment and family separation, reserve soldiers have limited expectations of deployment, 

given their ‘part-time’ military role (Griffith, 2010). Lapp and colleagues reviewed sources 

of stress for reserve soldiers’ partners surrounding deployment and found that families felt 

as though they could not make plans, that their lives were on “hold prior to deployment” 

(Lapp et al., 2010).

These additional stressors, notably increased military involvement and unit support are 

unique IPV risk factors for reserve soldiers. However, to date, there is very limited work that 

focuses on IPV exclusively in reserve populations. One study acknowledged that reserve 

soldiers comprise part of the research sample and found aggression was associated with 

combat exposure and PTSD (Elbogen et al., 2013). Additional research with samples that 

included large portions of reserve component soldiers indicated that reduced relationship 

satisfaction and additional family or financial stressors were associated with increased IPV 

perpetration (Blume, Schmaling, & Russell, 2011; Fonseca et al., 2006). However, this work 

did not examine combat exposure, which, together with the lack of focus on reserve soldiers’ 

unique risk factors, represents a knowledge gap.

Thus, the present work examines IPV and its association with combat exposure. Data are 

from Operation: SAFETY (Soldiers and Families Excelling Through the Years; Operation: 

SAFETY, 2016), a multi-wave, longitudinal study examining the health and wellness of 

USAR/NG soldiers and their partners. Operation: SAFETY includes both the soldier and 

his/her partner, allowing the best understanding of both within (e.g., how his exposure 

impacts his behavior) and cross-spouse (e.g., how his exposure impacts her behavior) 

effects. This is particularly salient for IPV research as to best comprehend the nature of 

violence between two people we must recognize reports of both perpetration and 

victimization. This is emphasized by Capaldi, Kim, Shortt, and Knoble (2012) who cited the 

paucity of studies examining both partners as a major weakness in current IPV research. The 

present work examines whether increased combat exposure is associated with greater 

physical or sexual aggression. Further, this work examines if combat exposure results in 

greater injury (a measure of severity) among USAR/NG soldiers and their partners.

Methods

Participants

There are 418 couples in Operation: SAFETY. This study was open to all couples, and there 

are 7 same-sex couples participating, however 7 couples were too few same-sex couples to 

include in these analyses. In addition, we included only those with combat exposure: 246 

couples had male soldiers with combat exposure and 33 couples had female soldiers with 

Heavey et al. Page 3

Stress Health. Author manuscript; available in PMC 2019 March 15.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



combat exposure. However, a small proportion of couples were dual military (n=22 couples, 

8.6%), resulting in a final sample of 257 couples (Table 1 for additional demographics).

Recruitment

Operation: SAFETY recruited USAR/NG soldiers and their partners over Summer 2014 – 

Fall 2015, throughout upstate New York. The protocol was approved by the [BLINDED – 

AUTHOR’S INSTITUTION] and vetted through the Army Human Research Protections 

Office, Office of the Chief, Army Reserve, as well as the Adjutant General of the National 

Guard. At drills soldiers were given a 10-minute overview of the project, including project 

goals, study timeline (three surveys over two years), and confidentiality. Once all questions 

were answered, soldiers were invited to complete a one page screening form. Couples 

screened on six inclusion criteria: one member is a current USAR/NG soldier; married/living 

as if married; soldier’s age is between 18 and 45; both partners have had at least one 

alcoholic beverage in the past year; both partners speak and understand English; and both 

partners are willing and able to participate. Following screening, ineligible participants were 

notified by email; eligible participants were contacted via phone to review study objectives 

and confidentiality procedures.

Recruitment identified 731 who were eligible for the study. Of those, 572 (78%) agreed to 

participate and given the nature of the main study was to examine spousal influence, only 

surveys where both partners completed the entire survey were included for follow-up 

(N=418). The only significant difference between those that were eligible and enrolled vs 

those who were eligible and did not enroll occurred when a civilian partner screened for the 

study (n=11). These couples were less likely to enroll (p<.001). For this work, we present 

data from a subset of the main study based upon soldiers with combat experience (N=257).

Survey Administration

It is common for NG/reserve soldiers to live great distances from their unit location. It is 

also possible for soldiers to be deployed during the study. For these reasons, the surveys 

were administered through a secure HIPAA-compliant online survey programming software, 

StudyTrax™ which allowed for data encryption. Soldiers and partners who lived in the 

Western New York area were invited to the [BLINDED – AUTHOR’S INSTITUTION] 

Center for Health Research (CHR) to complete their surveys. Local participants were 

encouraged to complete their surveys in person in order to build the rapport necessary for a 

successful longitudinal study. We wanted to encourage face-to-face contact to enhance 

participant engagement throughout the three waves of the study. Regardless of method, 

participants completed an informed consent process prior to accessing the survey. Each 

participant received a $60 check as a thank you for their time in the first survey ($120 per 

couple), and each received a $70 check ($140 per couple) for the second and third surveys. 

Data from the first wave is presented here.

Measures

Intimate Partner Violence.—Outcomes of sexual aggression, physical aggression, and 

physical injury (a severity measure for physical aggression) were assessed using the 

Conflicts Tactics Scale (CTS-2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996). 
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Consistent with our previous work (Schumacher, Homish, Leonard, Quigley, & Kearns-

Bodkin, 2008) individuals responded to two sets of 25 questions; for the first set they 

indicated whether their partner performed any of the behaviors in the past year (e.g., “My 

partner hit me”). For the second set, they indicated whether they had committed any of these 

behaviors against their partner (e.g., “I used threats to make my partner have sex”). 

Responses indicated the frequency with which each behavior occurred. The dual set of 

questions provided self-report and partner report of aggression and provided a maximum 

report of aggression in the relationship. For example, if a husband indicated he hit his 

partner, or his wife indicated that she was hit by her partner, then then the husband would be 

positive for perpetration of that aggressive behavior (husband perpetration α=0.79; wife 

perpetration α=0.86). This allowed us to focus on aggression perpetration while accounting 

for under-reporting that can happen with IPV.

Combat Exposure.—Deployed participants completed the Deployment Risk and 

Resilience Inventory-2 (DRRI-2; Vogt, Smith, King, & King, 2012), which includes 17 

questions that examine the frequency of combat exposure (e.g., “I was exposed to hostile 

incoming fire”). Greater scores indicate greater combat exposure (range 17–102; husband 

α=0.94; wife α=0.90).

Post-traumatic Stress Disorder.—PTSD was measured using the 20-item PTSD 

Checklist (PCL-5; Weathers et al., 2013). Questions ask respondents to indicate how much 

they were bothered in the past month by a series of concerns (e.g., “repeated, disturbing, and 

unwanted memories of the stressful experience”). Greater scores indicate greater PTSD 

symptoms (range 0–80; husband α=0.95; wife α=0.95).

Marital Satisfaction.—Marital satisfaction was measured using the Marital Adjustment 

Test (Locke & Wallace, 1959) a 15-item, Likert-based scale. Questions include the extent of 

agreement with their spouse on issues such as “Handling family finances,” “Demonstrations 

of affection,” and “Philosophy of life.” In addition, questions assess the degree to happiness 

that individual has in their relationship, as well as whether they would marry their spouse 

again, “if you had to live your life over again.” Responses to each question are summed for a 

total relationship satisfaction score; greater scores indicate a stronger marriage/romantic 

partnership (husband α=0.76; wife α=0.79).

Analytic Plan

Sexual aggression and physical aggression prevalence were examined for soldiers and their 

partners by gender. Logistic regression models were used to determine the odds of sexual 

aggression and physical aggression occurring based on combat exposure. To examine the 

severity of physical aggression, logistic regression examined the odds of physical injury with 

increased combat exposure. All models controlled for PTSD symptoms, marital satisfaction, 

and age. Hosmer-Lemeshow Model fit (H-L; Hosmer, Lemeshow, & Sturdivant, 2013) was 

used to assess goodness of fit for logistic regressions and are reported with results. The H-L 

test assesses whether the observed match the expected; if the value is less than 0.05, then the 

observed does not equal the expected and the model is not well fit. In these analyses, all 

models returned Hosmer-Lemeshow Model Fit statistics greater than 0.05, indicating good 
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model fit. Further, models examined whether a male soldier’s combat exposure was 

associated with his aggression (within spouse effect), as well as whether a male soldier’s 

combat exposure was associated with his partner’s aggression (cross spouse effect). The 

within spouse effects results will review male soldier perpetration and female soldier 

perpetration associated with their combat exposure, against their partners. The cross spouse 

effects will examine the effect of the male soldier’s combat exposure on his female partner’s 

perpetration as well as the female soldier’s combat exposure on her male partner’s 

perpetration. These pathways are illustrated in Table 2. All couples were in heterosexual 

relationships.

Results

Combat Experiences

Male and female soldiers have 11.8 (sd: 6.0) and 11.3 (sd: 4.0; Table 1) years of service, 

respectively, with 1.7 deployments (sd: 0.92) for male soldiers and 1.3 deployments (sd: 

0.48) for female soldiers. Average combat exposure scores were 32.3 (sd: 16.6) for male 

soldiers and 23.2 (sd: 8.4) for female soldiers. Combat exposure scores were significantly 

greater for male soldiers (p<0.01).

Sexual Aggression

The prevalence of sexual aggression perpetration was 15.0% for men and 12.1% for women.

Within Spouse Effects—Male soldier’s perpetration of sexual aggression was not 

associated with his combat exposure (p>0.05; Table 3). Female soldier’s sexual aggression 

perpetration was not associated with her combat exposure (p>0.05).

Cross Spouse Effects—Female partners had significantly greater odds of perpetrating 

sexual aggression (aOR: 1.33, p<0.05; Table 4) with their male soldier’s increased combat 

exposure, controlling for his PTSD symptoms, marital satisfaction, and age. Male partners’ 

sexual aggression perpetration was not associated with his female partner’s combat exposure 

(p>0.05).

Physical Aggression

The prevalence of physical aggression perpetration was 17.5% for men and 24.2% for 

women.

Within Spouse Effects—Increased combat exposure for the male soldier did not increase 

the odds of physical aggression towards his female partner (p>0.05; Table 3). Increased 

combat exposure for the female soldier did not increase the odds of physical aggression 

towards her male partner (p>0.05).

Cross Spouse Effects—Increased combat exposure for the male soldier did not increase 

the odds of physical aggression perpetration by his female partner (p>0.05; Table 3). 

Increased combat exposure for the female soldier did not increase the odds of physical 

aggression by her male partner (p>0.05).
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Severity of Physical Aggression: Physical Injury

The prevalence of physical injury perpetration was 5.7% for men and 9.1% for women.

Within Spouse Effects—Male soldiers had significantly greater odds of injuring their 

female partners (aOR: 1.76, p<0.01; Table 3) with his increased combat exposure, 

controlling for his PTSD symptoms, marital satisfaction, and age. Further, marital 

satisfaction had a protective effect in this model; there were reduced odds of injury 

perpetration by male soldiers with his increased marital satisfaction (aOR: 0.98, p<0.05; 

Table 3). Female soldiers did not have greater odds of injuring their male partners with her 

increased combat exposure (p>0.05).

Cross Spouse Effects—Female partners had increased odds of injuring their military 

partners (aOR: 1.69, p<0.05; Table 4) with their male partner’s increased combat exposure, 

controlling for his PTSD symptoms, marital satisfaction, and age, a significant across spouse 

effect. In addition, female partners had reduced odds of perpetrating injury with his 

increased marital satisfaction (aOR: 0.98, p<0.05; Table 4) as well as his increased age 

(aOR: 0.84, p<0.05; Table 4). Male partners did not have greater odds of physically injuring 

their female soldiers with her increased combat exposure (p>0.05).

Discussion

Our results indicate that male reserve soldiers’ combat exposure is not associated with 

greater rates of physical aggression but is associated with greater physical injury. Thus, it is 

not that physical aggression is more prevalent among combat-exposed USAR/NG soldiers 

and their partners, but there is greater injury when IPV occurs among this group. This 

relationship held for injury from male soldier to female partner as well as from female 

partner to male soldier, even after controlling for PTSD, marital satisfaction, and age. This is 

particularly notable as there are strong associations between marital satisfaction and PTSD 

as well as between marital satisfaction and IPV (Capaldi et al., 2012; Fonseca et al., 2006). 

Further, in the injury perpetration models, marital satisfaction had a protective effect; 

increased marital satisfaction reduced the odds of IPV-Injury perpetration for both male 

soldiers and their female partners.

This work indicates that IPV perpetration is common among US Army Reserve/National 

Guard Soldiers. We found past-year prevalence rates from 5.7% (IPV-Injury) to 17.5 % 

(IPV-Physical) for male perpetration, and 9.1% (IPV-Injury) to 24.2% (IPV-Physical) for 

female perpetration. These estimates are in line with other work that found 16% IPV 

prevalence in the past year among primarily active duty military couples (Fonseca et al., 

2006). Others have found that 13% of men and 17% of women on active duty reported past-

year IPV; these estimates include both physical aggression and physical injury (Heyman & 

Neidig, 1999).

These findings could be explained by the idea that military service members are 

‘resocialized’ to accept military norms and values, which sometimes necessitates violence to 

achieve military goals (Klostermann, Mignone, Kelley, Musson, & Bohall, 2012). In order 

for service members to succeed, they need to alter their ideas about violence, and this may 
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spill over into intimate relationships. It is also possible that the association between combat 

experiences and IPV perpetration could be understood as stressful events from military life 

influencing conflict resolution in intimate relationships. For example, IPV perpetrated by 

police officers, another high-risk, military-style profession, has been shown to increase with 

stressful events (Anderson & Lo, 2011).

Husband’s combat exposure was also associated with increased odds of wives’ sexual 

aggression toward their husbands. This is a unique finding as a recent review found that 

more men commit sexual aggression than women (Swan, Gambone, Caldwell, Sullivan, & 

Snow, 2008). Sexual aggression work has largely been conducted in college populations 

(Hines & Saudino, 2003), suggesting that male perpetration of sexual aggression is more 

common (Hines & Saudino, 2003; Williams, Ghandour, & Kub, 2008). Little work has 

examined sexual aggression perpetrated by women (Williams et al., 2008), and research on 

female IPV perpetration has developed more slowly than that of male IPV perpetration 

(Testa, Hoffman, & Leonard, 2011). Given that women are more likely to initiate violence 

than men (Capaldi, Kim, & Shortt, 2004), the couples currently under study are mutually 

aggressive, in which the male soldiers are physically violent and their female partners are 

physically violent and sexually aggressive.

One possible reason that female soldier’s combat exposure did not affect her IPV 

perpetration could be the reduced combat exposure for female soldiers compared male 

soldiers in our sample. This is consistent with women’s military experiences, as, until 

recently, women were not exposed to front-line combat (Rosenberg & Phillipps, 2015). As 

women’s roles in the military expand, including special operations forces and front-line 

combat positions, it is likely that their combat exposure will increase significantly and thus 

merit closer examination in future military populations.

This study should be understood in the context of its limitations. First the data are cross-

sectional. However, these data are from the baseline wave of a longitudinal study, and thus 

once additional waves are completed, predictive patterns of IPV and combat exposure can be 

examined. Also, there were relatively few female soldiers with combat exposure, which 

possibly obscured the effects of combat exposure on IPV perpetration or victimization. Our 

overall sample of female soldiers (20%) is consistent with USAR/NG national estimates, 

which indicate that 15% to 19% of reserve soldiers are female (Ryan et al., 2007). This does 

not diminish that additional work should examine female soldiers’ experiences, particularly 

as their functions widen in combat roles.

This study is strengthened by several factors, including the measures for IPV which included 

both partners’ reports. For example, Elbogen and colleagues found that 20% of IPV cases 

would have been missed if only self-reported perpetration data were used (Elbogen et al., 

2013). Further, examining combat exposure as a range of experiences, rather than whether 

the soldier had simply been deployed allowed a richer understanding of how such exposure 

influenced behavior. Finally, this data presents findings for an understudied military 

population, USAR/NG soldiers and their partners.
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These findings indicate that increased combat exposure is associated with physical injury 

among male soldiers and their female partners. Therefore, an emphasis on conflict resolution 

and communication in the post-deployment period is critical to ameliorate combat 

exposure’s effects on IPV. Trainings should engage both the soldier and his partner, 

particularly as these findings indicate the male soldier’s combat exposure increases odds of 

physical injury perpetration for both himself and his female partner. Future work should also 

examine longitudinal patterns, particularly relating to combat exposure. It would be 

important to understand whether combat exposure has a limited effect post-deployment, or if 

the negative effects of combat exposure (including IPV) continue or worsen for years 

afterwards.
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Table 1

Sample Characteristics

% (n) or mean (sd)

Male Soldiers (N=246) Female Partners (N=246) Male Partners (N=33) Female Soldiers (N=33)

Soldiers’ Years of Service 11.8 (6.0) 7.9 (4.6)
Ϯ

11.1 (7.8)
Ϯ 11.3 (4.0)

Soldiers’ Combat Exposure 
Score 32.2 (16.6) 23.7 (7.2)

Ϯ
43.7 (18.9)

Ϯ 23.2 (8.4)

Race/Ethnicity

 Non-Hispanic White 80.9% (199) 88.6% (218) 69.7% (23) 75.8% (25)

 Non-Hispanic Black 4.5% (11) 1.2% (3) 9.1% (3) 3.0% (1)

 Hispanic 9.8% (24) 5.3% (13) 12.1% (4) 12.1% (4)

 Other 3.3% (8) 3.7% (9) 6.1% (2) 6.1% (2)

Education

 <HS – HS Grad 14.2% (35) 9.3% (23) 18.2% (6) 3.0% (1)

 Some College 59.8% (147) 41.5% (102) 42.4% (14) 48.5% (16)

 College + 26.0% (64) 48.4% (119) 39.4% (13) 48.5% (16)

Family Income $60,000 to $79,999 $60,000 to $79,999

Married 75.6% (186) 78.8% (26)

Cohabitating 24.4% (60) 21.2 % (7)

Age 33.3 (6.2) 32.0 (6.5) 34.3 (5.9) 33.2 (4.7)

PTSD Score 10.3 (11.8) 11.3 (13.8) 7.7 (11.4) 13.1 (13.8)

Marital Satisfaction 110.4 (28.4) 111.7 (26.4) 119.3 (21.6) 114.1 (19.2)

Ϯ
Sample size: 246 couples had male soldiers with combat exposure and 33 couples had female soldiers with combat exposure; a small proportion 

of couples were dual military (n=22 couples, 8.6%), resulting in a final sample of 257 couples. In addition, some partners had previous military 
experience.
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Table 2

Pathways for Within and Cross Spouse Effects

Combat Exposure IPV Perpetrator IPV Victim

Within Spouse Effects
Male Soldier Male Soldier Female Partner

Female Soldier Female Soldier Male Partner

Cross Spouse Effects
Male Soldier Female Partner Male Soldier

Female Soldier Male Partner Female Soldier
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Table 3

Odds of Male Soldier’s Perpetration of IPV with an Increase in His Combat Exposure

Hosmer-Lemeshow Model Fit Sexual – IPV Physical - IPV Injury - IPV

H-L=0.4246 H-L=0.4111 H-L=0.9935

aOR
[95% CI] b (SE) P Value aOR

[95% CI] b (SE) P Value aOR
[95% CI] b (SE) P Value

Combat Exposure
^ 1.21

[0.95, 1.54] 0.19 (.12) 0.115 1.01
[0.79, 1.28] 0.01 (.12) 0.959 1.76

[1.28, 2.41] 0.56 (.16) 0.001

PTSD 1.01
[0.98, 1.04] 0.01 (.02) 0.733 1.02

[0.99, 1.05] 0.02 (.01) 0.210 1.00
[0.96, 1.04] −0.00 (.02) 0.987

Marital Satisfaction 0.99
[0.97, 0.99] −0.01 (.01) 0.023 1.0

[0.98, 1.01] −0.00 (.01) 0.423 0.98
[0.96, 0.99] −0.02 (.01) 0.024

Age 0.94
[0.88, 0.99] −0.06 (.03) 0.049 0.96

[0.90, 1.01] −0.04 (.03) 0.140 0.95
[0.87, 1.05] −0.05 (.05) 0.343

^
10-point increase in combat exposure
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Table 4

Odds of Female Partner’s Perpetration of IPV with an Increase in Male Soldier’s Combat Exposure

Hosmer-Lemeshow Model Fit Sexual – IPV Physical - IPV Injury - IPV

H-L=0.3631 H-L=0.3716 H-L=0.7174

aOR
[95% CI] b (SE) P Value aOR

[95% CI] b (SE) P Value aOR
[95% CI] b (SE) P Value

Combat Exposure
^ 1.33

[1.02, 1.73] 0.28 (.14) 0.036 1.13
[0.91, 1.39] 0.12 (.11) 0.265 1.69

[1.13, 2.54] 0.53 (.21) 0.011

PTSD 1.02
[0.98, 1.05] 0.02 (.02) 0.336 1.01

[0.99, 1.04] 0.01 (.01) 0.349 1.02
[0.97, 1.08] 0.02 (.03) 0.343

Marital Satisfaction 0.99
[0.97, 1.00] −0.01 (.01) 0.154 0.99

[0.98, 1.00] −0.01 (0.01) 0.166 0.98
[0.95, 0.99] −0.02 (.01) 0.048

Age 0.94
[0.87, 1.01] −0.06 (.04) 0.108 0.94

[0.89, 0.99] −0.06 (.03) 0.019 0.84
[0.73, 0.98] −0.17 (.08) 0.025

^
10-point increase in combat exposure
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