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The authors compared MMPI-2 scores of 95 Australian and 96 US Vietnam combat
veterans diagnosed with posttraumatic stress disorder (PTSD) from structured
PTSD clinical interviews. Groups were strikingly similar on the MMPI-2 clinical and
validity scales but were different on two content scales, with higher scores on FRS
(fears) and BIZ (bizarre mentation) for the US sample. Employment status was
included as a factor, because it too discriminated groups, but it did not interact with
the veteran group variable to produce scale differences. The roles of employment
status and disability payments are considered in accounting for differences in the
psychiatric presentations of the groups. Results suggest that American and Austra-
lian Vietnam combat PTSD samples are very similar to each other, with implications
for the treatment outcome literature.
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Surveys of traumatic event histories conducted in
the United States suggest that combat exposure is
among the most prevalent traumatic events affecting
men (Kessler et al., 1995; Norris, 1992). Vietnam War
combat veterans have been studied most. Sponsored
by a US congressional mandate, the large-scale Na-
tional Vietnam Veterans Readjustment Study esti-
mated the current prevalence of posttraumatic
stress disorder (PTSD) among combat-exposed Viet-
nam veterans to be 15% for men (31% lifetime)
(Kulka et al., 1990). Compared with civilian control
groups, significantly higher lifetime rates of major
depression, dysthymia, obsessive-compulsive disor-
der, alcohol use, and antisocial personality disorder
were found.

However, despite considerable literature on US
Vietnam veterans, relatively little published research
exists on veterans from other countries who served
in Vietnam (Creamer et al., 1996; Tennant et al.,
1990). Furthermore, we do not know the extent to

which Vietnam veterans from the United States and
other countries are similar. Thus, it is unclear
whether conclusions about Vietnam-related PTSD
derived from US studies are generalizable to veter-
ans from other countries.

Australian Vietnam veterans in particular consti-
tute an interesting group for study, because Austra-
lia’s military involvement in Vietnam closely paral-
leled that of the United States (but on a smaller
scale). Studies have not directly compared the levels
of reported psychopathology of veterans from these
countries and have not yet focused on comparing
these countries’ PTSD-diagnosed veteran groups.
This issue is important, potentially providing knowl-
edge of how the symptoms and associated features
of Vietnam-related combat PTSD differ between vet-
erans from these two cultures.

A brief historical review is in order to place this
study in context. Australian involvement in Vietnam
began with the introduction of Australian advisers in
1962, combat troops in 1965, and a maximum
strength (of approximately 8000 troops) in 1968,
with troop withdrawal completed by 1973 (Boman,
1985). Draftees accounted for approximately one
third of Australian (Creamer et al., 1996) and US
Vietnam veterans (Burkett and Whitley, 1998). Casu-
alties were reported for nearly 500 (of 50,000) Aus-
tralian Vietnam veterans (Boman, 1985), in contrast
with roughly 58,000 (of 2.7 million) US Vietnam vet-
erans (Burkett and Whitley, 1998).
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Similar to their US counterparts, Australian Viet-
nam veterans were exposed to a range of intense
combat (Maddock and Wright, 1987), with similar
hostility and rejection encountered on returning
home (Creamer et al., 1996). Australia’s military
forces were centered in Saigon and the province of
Phuoc Tuy, working in tandem with the United
States as part of the US Military Assistance Com-
mand in Vietnam. In fact, Australia paid a captition
rate to the United States for most combat, logistic,
and medical support (McNeill, 1980). Although US
strategy involved the rapid deployment of large
forces, Australia’s preferred strategy involved an
economy of effort. Despite these differing philoso-
phies, Australian–US cooperation was reportedly
very good. Indeed, the United States asked Australia
to devise a system for self-defense of villages in the
delta; this system was then used throughout the
entire US military command in Vietnam (McNeill,
1987).

Some recent literature suggests that Australian
Vietnam veterans may have been exposed to slightly
lower levels of combat than their US counterparts
(Creamer et al., 1996). Interestingly, Australia and
the United States were quite different in the military
psychiatric care provided during Vietnam. Although
the United States regularly appointed a psychiatrist
to its military units, Australia did not (Streimer and
Tennant, 1987). The psychiatric casualty rate was 50
per 1000 Australian soldiers per year, compared with
12 per 1000 US soldiers per year, but this may simply
reflect more conservative Australian policy (Boman,
1982). The peak time for psychiatric casualties was 5
months for Australian troops, compared with 3
months for US soldiers, perhaps as a result of the
smaller size and better cohesion of Australian units,
or less combat experienced by Australian troops
because the Phuoc Tuy province was considered
under control by 1970 (Boman, 1982).

In terms of postwar treatment services, similar to
the United States’ Readjustment Counseling Service
(Vet Centers), the Australian Vietnam Veterans
Counseling Service made shopfront counseling cen-
ters available to Vietnam veterans, independent of
the Veterans Affairs (VA) bureaucracy, from approx-
imately 1980. In terms of psychiatric conditions, sim-
ilar rates of depression and PTSD have been re-
ported in the Australian and US studies (Boman,
1985; O’Toole et al., 1996). Australian Vietnam vet-
erans may be less likely than their US counterparts
to suffer from antisocial personality disorder and
generalized anxiety disorder, but more likely to suf-
fer from phobic disorders (O’Toole et al., 1996).
Conflicting reports exist regarding substance use
rates (Creamer et al., 1996; O’Toole et al., 1996).

The present study attempts to address the issue of
comparability between Australian and US samples
of Vietnam veterans with combat-related PTSD. Spe-
cifically, we examined the reported pretreatment
symptomatology of Australian and US Vietnam com-
bat veterans diagnosed with PTSD by comparing
groups on the MMPI-2 (Butcher et al., 2001).

Methods

Participants

Archival data were drawn from records of male
veterans (age 18 years and older) who consecutively
sought treatment at a primarily outpatient specialty
program for evaluation and treatment of combat-
related PTSD at the VA medical centers in two sep-
arate regions of the world. The medical centers were
located in (1) Melbourne, Australia, and (2) Charles-
ton, South Carolina. Institutional Review Board ap-
proval was obtained, and the study was in compli-
ance with the ethical treatment of human subjects.
Each patient completed a full clinical evaluation, but
only those diagnosed with PTSD from Vietnam-re-
lated combat were included in this study.

Australian Sample. The Australian sample in-
cluded 95 PTSD-diagnosed Vietnam veterans evalu-
ated between January 1997 and February 1999 at the
Repatriation Hospital in Melbourne. Additional
(nonmutually exclusive) axis I diagnoses were pro-
vided based on nonstandardized clinical interviews
and included major depressive disorder (54.2%), cur-
rent alcohol abuse/dependence disorders (61.4%),
and anxiety disorders other than PTSD (17.7%) and
are comparable with other combat PTSD samples
(Keane and Wolfe, 1990).

Age for the Australian sample ranged from 45 to 68
years, with a mean of 51.4 (SD � 3.8). Race was
predominantly (95.0%) Caucasian of Anglo-Saxon
descent. Slightly less than one fourth were employed
(21.3%). Most (82.2%) were married at the time of
their evaluation. The majority served in the Royal
Australian Army (94.7%). Disability compensation
was being received by 57.3% of participants for a
medical or psychiatric condition.

US Sample. The US sample included 96 PTSD-
diagnosed Vietnam veterans evaluated between ap-
proximately July 1997 and November 1999 at the VA
Medical Center in Charleston, South Carolina. Addi-
tional (nonmutually exclusive) axis I diagnoses were
provided based on nonstandardized clinical inter-
views and included major depressive disorder
(83.9%), current substance abuse disorders (39.2%),
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and anxiety disorders other than PTSD (15.0%) and
are also comparable with other combat PTSD sam-
ples (Keane and Wolfe, 1990).

Age in the US sample ranged from 43 to 69 years,
with a mean of 51.2 (SD � 4.3). The number of years
of education completed ranged from 7 to 18 (M �
12.6, SD � 2.1). Race was primarily Caucasian
(58.5%) or African American (41.5%). Slightly less
than half were employed (43.8%). Most (69.2%) were
married at the time of evaluation. Most had served in
the Army (67.4%) or Marines (21.7%). The majority
(69.2%) reported applying or intending to apply for
medical or psychiatric disability at the VA. In a
recent records review (3 to 5 years after intake),
52.8% of this sample was currently receiving medical
or psychiatric disability compensation.

Procedure and Instruments

All patients were diagnosed according to criteria
from the DSM-IV (American Psychiatric Association,
1994). Diagnoses were made by the medical centers’
PTSD clinical teams on a primarily outpatient basis
(approximately 10% of the Australian evaluations
were conducted with inpatients). A structured PTSD
clinical interview (Clinician-Administered PTSD
Scale, CAPS-1; Blake et al., 1990) was used by both
hospitals to diagnose PTSD. Additional clinical in-
formation was gathered as part of ongoing research
protocols in the samples. Instruments used at both
sites pertaining to the present study are described.

CAPS-1. The CAPS-1 (Blake et al., 1990) is a struc-
tured clinical interview rating the frequency and
intensity of the 17 PTSD symptoms based on DSM-IV
standards. Reports on the CAPS-1 indicate strong
interrater reliability (.92 to .99), high internal consis-
tency (.73 to .85), and high convergent validity
(Weathers and Litz, 1994). The original CAPS-1 scor-
ing rule (Blake et al., 1990) was used for diagnosing
PTSD (i.e., a PTSD symptom was considered
present if the corresponding CAPS-1 item’s fre-
quency was rated as 1 or higher and the intensity
was rated as 2 or higher). The CAPS-1 total contin-
uous severity score (frequency plus intensity,
summed across PTSD criteria B, C, and D) was used
in analyses to assess group differences.

MMPI-2. The MMPI-2 is a widely used 567-item
true–false self-report instrument for generating be-
havioral and clinical data. Test–retest reliability es-
timates range from .58 to .92 for the clinical scales
(Butcher et al., 2001). Dahlstrom et al. (1975) cited
6000 studies investigating MMPI (Hathaway and
McKinley, 1943) profile patterns, providing exten-

sive evidence for its construct validity. Most MMPI
and MMPI-2 combat veteran studies reveal high el-
evations on scale F (measuring an atypical or un-
usual response style) and highest clinical elevations
on scales 2 (D, indicating symptomatic depression),
8 (Sc, involving bizarre thought content and process,
social isolation, and impaired concentration), and
(for the MMPI-2 only) 7 (Pt, measuring obsessive-
compulsive features, abnormal fears, self-criticism,
and guilt). Scale descriptors are taken from Greene
(2000); Frueh et al. (2000) and Wise (1996) review
combat veteran findings. The present study used
K-corrected raw scores for all scales.

Statistical Analyses

Groups were first compared on demographic vari-
ables that were coded similarly for the two samples.
The Australian and US groups did not differ in terms
of age, t(189) � .3, p � .05, or marital status, �2(2, N

� 168) � 4.0, p � .05. However, groups significantly
differed in employment status, with a lower propor-
tion of employment among the Australian veterans
(43.8%, as compared with 21.3% for the US veterans),
�2(1, N � 167) � 9.8, p � .01.

To compare PTSD severity, groups were com-
pared on PTSD measures, and no differences were
found. Mean total CAPS-1 severity scores were 77.7
(SD � 16.8) for the Australian sample and 82.5
(SD � 18.0) for the US sample, t(170) � 1.8, p � .05.
Mean raw MMPI-2 Keane PTSD scale (Pk) scores
were 31.4 (SD � 8.8) for the Australian sample
and 32.3 (SD � 8.7) for the US sample, t(172) � .6,
p � .05.

Some participants (5 Australian and 12 US veter-
ans) were excluded from analyses because they
were missing MMPI-2 data. Additionally, partici-
pants were excluded if their MMPI-2 profiles met at
least one of the following criteria: (1) True Response
Inconsistency scale T scores 100 or greater, suggest-
ing a mostly true or false response trend; (2) Vari-
able Response Inconsistency scale (VRIN) T scores
80 or greater, suggesting a mostly random response
trend; or (3) Cannot Say (CS) raw scores 15 or
greater, suggesting a significant number of missing
responses. These criteria resulted in the exclusion of
1 Australian and 15 US veterans. This much larger
exclusion rate in the US group is noteworthy. On
closer inspection, it was found that primarily VRIN
and CS excluded the US participants. Because ele-
vations on these scales could result from limited
reading or intellectual ability, confusion, intoxica-
tion, or noncompliance (Greene, 2000), it is possible
that the US group was overrepresented by partici-
pants with these clinical phenomena. The remaining
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89 Australian and 69 US male Vietnam combat vet-
erans with PTSD served as the final sample.

Multivariate analyses of variance (MANOVAs)
were implemented to compare the Australian and
US veteran groups on the MMPI-2, with employment
status as an additional factor because it significantly
discriminated groups. First, a 2 � 2 MANOVA (vet-
eran group � employment status) was implemented
using the 13 MMPI-2 validity and clinical scales as
dependent variables. Second, a 2 � 2 MANOVA (vet-
eran group � employment status) was used with the
15 content scales as dependent variables. K-corrected
raw scores were used. To control for multiple compar-
isons, individual alpha levels of .025 were implemented
for testing the interaction effect (veteran group � em-
ployment status), and the main effects of veteran
group and employment status (for an overall family-
wise alpha level of .15), using the Wilks’ Lamba test
statistic. Significant multivariate effects were followed
by univariate tests to assess which specific scales dif-
ferentiated groups (alpha � .01).

Results

Mean clinical and validity scale profiles of the
Australian and US groups are presented in Figure 1
(with T-scores for proper interscale comparison)
and Table 1 (with raw scores). First, the MANOVA
exploring differences on the validity and clinical
scales revealed no main effect for veteran group,
F(13,126) � .9, p � .5, or for employment status,
F(13,126) � .9, p � .6. No significant interaction
between veteran group and employment status was
demonstrated, either, F(13,126) � 1.1, p � .4.

Mean content scale raw scores are presented in
Table 2. The MANOVA exploring differences on the
content scales demonstrated a significant main ef-
fect for veteran group, F(15,124) � 2.5, p � .003.
Univariate test results can be found in Table 2, dem-
onstrating significant differences (p � .01) for FRS
(fears) and BIZ (bizarre mentation), with the US
veterans scoring higher. There was no significant

main effect for employment status, F(15,124) � 1.1,
p � .4. The veteran group � employment status
interaction proved to be nonsignificant, F(15,124) �
.8, p � .65.

Discussion

This study examined the MMPI-2 scores of Aus-
tralian and US Vietnam veterans diagnosed with
combat-related PTSD. Overall, surprisingly few dif-
ferences were found in the clinical presentations of
groups, based on the MMPI-2 clinical, validity, and
content scales.

Of the content scales, FRS, measuring specific
fears of animals, natural phenomena (i.e., lightning
and earthquakes), classical phobias (i.e., darkness,
closed places), and loss of physical integrity, dis-
criminated groups, with US veterans scoring higher.
This finding is not consistent with the suggestion by
O’Toole et al. (1996) that more phobias may be
characteristic of Australian rather than US Vietnam
veterans (although O’Toole et al. [1996] did not di-
rectly compare groups or limit their veterans to
those with PTSD). In addition, BIZ, measuring both
overt psychotic symptoms (i.e., hallucinations and
delusions) and less overt ones (i.e., strange and
unusual experiences), differed between groups, with
US veterans scoring higher. Despite these differ-
ences, scales 7 (Pt) and 8 (Sc) (the comparable
clinical scales, respectively) were not different be-
tween groups, perhaps because of the different
methods of scale construction between the content
and clinical scales, and the fact that FRS and BIZ are
more specific symptom measures.

It is interesting that the veteran groups scored so
similarly on the MMPI-2. Australian combat PTSD

FIG. 1. Mean MMPI-2 profiles for Australian and US PTSD-diagnosed
Vietnam combat veterans.

TABLE 1
Mean Raw Scores and SDs for the Validity and

Clinical Scales

Scale

Australian Veterans
(N � 89)

US Veterans
(N � 69)

M SD M SD

L 3.9 2.1 3.9 1.7
F 17.5 7.8 18.1 7.8
K 8.9 4.2 9.3 3.7
1 25.3 5.5 25.9 6.0
2 35.1 5.0 35.2 6.4
3 32.3 5.2 32.8 5.7
4 30.7 5.4 31.9 5.4
5 26.9 3.1 26.7 3.8
6 17.1 4.9 18.0 4.8
7 41.3 6.1 41.8 6.6
8 48.3 9.8 50.7 10.8
9 23.1 3.9 23.8 4.0
0 45.0 9.1 45.0 9.5

F, infrequency; K, correction; L, lie.
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treatment studies (Creamer et al., 1999; Creamer et
al., 2002) have reported better outcomes on mea-
sures of psychiatric symptoms (including PTSD) at
discharge and follow-up than found in the compara-
ble US study by Johnson et al. (1996). With seem-
ingly similar personality profiles and PTSD illness
severity at the time of evaluation, the treatment
outcome difference is curious. The most likely ex-
planation lies in the structure and duration of the
programs—the Australian PTSD programs feature
much shorter inpatient admissions and a corre-
spondingly greater emphasis on outpatient fol-
low-up than the particular US program described by
Johnson et al. (1996). Indeed, more recent US data
from shorter programs with greater outpatient focus
have provided more promising results (e.g., Fontana
and Rosenheck, 1997). Alternatively, the higher co-
morbidity of major depressive disorder in the
present study’s US sample (84%, vs. 54% for the
Australian group) could potentially result in a clini-
cal presentation for the US veterans that is more
difficult to treat, explaining the group differences in
outcome. Yet, because scale 2 was not different
between groups, it is quite possible that scale 2 lacks
diagnostic utility for assessing depression; or per-
haps differences in depression comorbidity repre-
sent an artifact in how diagnoses were made at each
site, because structured interviews were not used.

It is significant that the Australian veterans were
much less likely to be employed than the US veter-
ans. It is possible that this factor may have had an
influence on response to treatment. Anecdotally,
many currently employed veterans completing

PTSD treatment programs have significant difficulty
coping at work. As such, their work environments
may represent an ongoing stressor that may inter-
fere with their capacity to commit their full attention
to treatment. Indeed, there may also be an increased
reluctance on the part of the veteran, the clinician,
or both to engage in more intensive (although po-
tentially effective) treatments, such as exposure, in
view of these treatments’ potential temporarily to
destabilize their capacity to cope with already de-
manding and precarious work environments. How-
ever, the importance of gainful employment for vet-
erans must be emphasized too, because it does have
the capacity to motivate treatment responsivity in
order to maximize existing employment opportuni-
ties or circumstances.

Because veterans from the two countries ap-
peared almost identical in terms of psychopathol-
ogy, what may account for the difference in employ-
ment status? One potential explanation for the
employment difference may involve differing em-
ployment opportunities in the respective countries.
Alternatively, perhaps the employment difference
may be the result of a difference in how these coun-
tries manage disability compensation. Seeking dis-
ability compensation for PTSD (reviewed in Frueh
and Elhai, 2002) or for any medical or psychiatric
condition (Frueh et al., 2003) has been found to
correlate with a greater self-report of psychiatric
symptomatology. Interestingly, Fontana and Rosen-
heck (1998) demonstrated that among VA inpatients
in long-stay treatment for PTSD, those seeking dis-
ability compensation were less likely to evidence

TABLE 2
MANOVA Veteran Group Main Effect Findings: Mean Raw Scores, SDs, and Univariate F Ratios for the Content Scales

Scale

Australian Veterans (N � 89) US Veterans (N � 69) MANOVA

M SD M SD F (1,138)

ANX 17.7 4.2 17.6 3.8 .1
FRS 7.6 4.1 9.5 4.8 9.6*
OBS 10.5 3.5 10.6 3.2 1.0
DEP 21.0 7.5 21.0 7.1 .2
HEA 21.3 7.1 21.6 6.8 .9
BIZ 7.6 5.1 9.5 4.9 7.2*
ANG 12.1 3.3 11.8 3.2 .0
CYN 15.2 5.4 16.9 4.2 3.1
ASP 11.4 4.2 11.0 4.1 .2
TPA 12.3 3.6 12.5 3.3 .3
LSE 12.9 5.1 11.6 5.1 .7
SOD 18.6 4.5 17.7 5.0 .1
FAM 10.6 4.6 11.3 5.0 1.6
WRK 21.3 6.0 21.0 6.8 .1
TRT 15.4 5.7 15.4 6.0 .6

ANG, anger; ANX, anxiety; ASP, antisocial practices; BIZ, bizarre mentation; CYN, cynicism; DEP, depression; FAM, family problems; FRS,
fears; HEA, health concerns; LSE, low self-esteem; OBS, obsessiveness; SOD, social discomfort; TPA, type A behavior; TRT, negative treatment
indicators; WRK, work interference.

* p � .01.
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symptom improvement. Finally, employment status
and disability payments have been found to be
linked, because Rosenheck et al. (1995) discovered
that receiving VA disability compensation is nega-
tively correlated with participation in the labor
force, although only in nonpsychiatric patients.

A number of limitations should be noted. First, it
should be emphasized that we did not possess treat-
ment outcome data for veterans of both groups, so it
is possible that groups were similar in both pretreat-
ment and posttreatment symptomatology. Thus, un-
til these groups are directly tested for differences at
admission and either discharge or follow-up, we still
cannot ascertain whether Australian and US Viet-
nam veterans indeed have different treatment out-
come results. Second, although in the US group,
nearly three fifths of participants were Caucasian
and two fifths were African American, the Australian
group was made up almost exclusively of Cauca-
sians. Despite this between-groups difference in
race, however, recent research has found almost no
differences in the psychiatric diagnoses and re-
ported symptoms of Caucasian and African Ameri-
can PTSD-diagnosed combat veterans (Monnier et
al., 2002). Furthermore, there are generally no sig-
nificant racial differences on the MMPI and MMPI-2
in normative samples (Hall et al., 1999). Monnier et
al. (2002) did find that the one scale significantly
affected by race was BIZ. Thus, the present study’s
group difference in BIZ may be mediated by race.
However, in a follow-up analysis of our data, the
present study’s US Caucasian and African American
participants were not significantly different from
each other on BIZ, t(65) � �1.5, p � .05.

Conclusions

In conclusion, Australian and US Vietnam combat
veterans diagnosed with PTSD appear strikingly
similar in psychopathology, as measured by the
MMPI-2. This finding is clinically relevant for several
reasons. First, because the majority of Vietnam-re-
lated combat PTSD research has been conducted in
the United States, we now have initial support that
these samples may be generalizable in demograph-
ics and clinical presentations to those from Austra-
lia, and vice versa. Second, this finding demon-
strates that pretreatment personality scores may not
solely account for differences in treatment outcome
between the two countries. We encourage investiga-
tors to examine further the effect of treatment pro-
gram structure on outcome in Australian and US
treatment programs for veterans with PTSD within
the VA healthcare system. Furthermore, future re-
search should explore the role of disability pay-

ments and employment status and their effect on the
psychopathology of Vietnam veterans from Australia
and the United States.
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