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Posttraumatic stress disorder (PTSD) is prevalent among
combat veterans and is associated with significant psy-

chiatric and medical comorbidity, social impairment, and
reduced quality of life (Kulka et al., 1990). Furthermore,
PTSD is often chronic, and many veterans still suffer severe
symptoms from wars fought 30 or 50 years ago (Gold et al.,
2000). However, the literature on PTSD among elderly peo-
ple is underdeveloped, and little is known about the clinical
manifestation, course of illness, treatment response, and
changes in medical and mental health service needs among
elderly people with PTSD (Cook, 2001). Because of the
general association between PTSD symptoms and medical
service use, the association of these factors among elderly
persons is an issue of great relevance. Evidence indicates that
the societal costs associated with PTSD are extremely high,
and studies within the US Veterans Affairs (VA) system
indicate that among both elderly and nonelderly people,
PTSD symptoms are highly associated with greater medical
comorbidity and use of medical services (Schnurr and Spiro,
1999). The VA system provides an opportunity to study
PTSD among the elderly, because the average age of its
patients is now approximately 60 years (Hankin et al., 1999).
This naturalistic archival records study was designed to
examine the clinical features and use of medical and mental
health services among elderly veterans with PTSD.

METHOD

Participants
Archival data were drawn from the charts of 326 male

veterans (age 18 or older) who consecutively presented from
1995 to 1999 to an outpatient specialty program for evalua-
tion and treatment of combat-related PTSD at a VA Medical
Center. Thus, this study constitutes a naturalistic examination
of veterans who were referred, mainly by VA primary care
providers, for specialty mental health care in a real world
practice setting (ie, the VA’s PTSD specialty clinic). Only
veterans diagnosed with PTSD were included. Institutional
Review Board approval was obtained.

Of the 326 veterans, 26 were between the ages of 60
and 80 years and were diagnosed with PTSD on evaluation
(elderly PTSD group). This group consisted of 19 (73%)
white patients and 7 (27%) African American patients. To
form a representative comparison sample of the same size of
nonelderly veterans, we also randomly selected 26 veterans
who were between the ages of 30 and 50 years and were
diagnosed with PTSD on evaluation (nonelderly PTSD
group). This nonelderly group consisted of 17 (65%) white
patients and 9 (35%) African American patients. Whereas the
elderly PTSD group had an average age of 67.46 years (SD �
4.90), the nonelderly group’s mean age was 46.65 years
(SD � 5.53).

Procedure and Instruments
Participants were initially diagnosed according to

DSM-IV criteria. The PTSD clinical team, consisting of a
psychiatrist, a clinical psychologist, and a social worker,
formulated diagnoses. PTSD diagnoses were reached by team
consensus after a thorough clinical evaluation, including a
psychosocial history interview, military history interview,
and structured PTSD clinical interview. Additional Axis I
diagnoses were provided based on nonstandardized clinical
interviews. Other clinical information was gathered from a
routinely obtained battery of self-report measures and chart
review data.

Clinician Administered PTSD Scale
The Clinician Administered PTSD Scale (CAPS; Blake

et al., 1990) is a structured clinical interview based on
DSM-IV standards, designed to rate the frequency and inten-
sity of the 17 PTSD symptoms. Studies have demonstrated
strong interrater reliability (.92 to .99), high internal consis-
tency (.73 to .85), and high convergent validity for the CAPS.
The current study implemented the original scoring rule for
diagnosing PTSD, while the continuous scores (frequency �
intensity) for criteria B, C, and D, and the total CAPS score
(criteria B � C � D) were used in analyses to assess for
group differences.

Minnesota Multiphasic Personality Inventory-2
The Minnesota Multiphasic Personality Inventory-2

(MMPI-2; Butcher et al., 1989) is a widely used measure that
assesses psychopathology, consisting of 567 true-false items.
The following MMPI-2 scales were examined: F and F-K
(fake-bad validity scales measuring symptom overreporting),
Hs (somatic complaints), D (depression), Pd (antisocial), Pa
(paranoia), Pt (general anxiety), and Sc (schizophrenia).

Beck Depression Inventory
The Beck Depression Inventory (BDI; Beck et al.,

1988) is a widely used self-report measure of depressive
symptoms, consisting of 21 items. Across studies, the BDI
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has demonstrated good reliability, yielding mean internal
consistency estimates of .86. The BDI has been well vali-
dated, with concurrent validity ranging from .55 to .96.

Dissociative Experiences Scale
The Dissociative Experiences Scale (DES) is a self-

report measure of dissociative symptoms containing 28 visual
analogue format items. The present study employed a revised
version of the DES with a fixed response format (DES-FRF).
Relative to the original DES, the DES-FRF has demonstrated
good alternate forms reliability (r � .71), strong internal
consistency (coefficient � � .95), and a significantly lower
inverse relationship with intelligence (r � �.18 vs. �.42;
Frueh et al., 1996).

Mississippi Combat PTSD Scale.
The Mississippi Combat PTSD Scale (M-PTSD) is a

self-report measure of combat-related PTSD symptoms, con-
sisting of 35 Likert format items. In the National Vietnam
Veterans Readjustment Study (Kulka et al., 1990), the M-
PTSD served as a primary indicator and the best self-report
measure of PTSD. Good psychometric properties have been
reported for the M-PTSD, with excellent sensitivity (.93) and
specificity (.89), and an overall hit rate of .90 in predicting
PTSD (Keane et al., 1988).

Chart Review: Disability Status and Service
Utilization

Each participant’s computerized medical chart was ex-
amined for disability status and the types of service used at
the VA in the 365 days following the initial PTSD evaluation.
Several continuous variables of service use were examined:
PTSD clinic total visits, PTSD clinic psychiatrist visits,
mental health clinic total visits, primary care clinic total
visits, specialty care clinic total visits, and number of psy-
chiatric medications prescribed. Also, disability total rating
and disability-PTSD rating variables were recorded.

Statistical Analyses
After demographic comparisons, the first set of analy-

ses compared the elderly and nonelderly PTSD groups on
MMPI-2 variables. Because of changing evaluation proce-
dures in the clinic over the 5 years covered by this study.
MMPI-2 data were available for only 19 veterans from the
elderly PTSD group and 23 from the nonelderly PTSD group.
For these analyses, participants were excluded from analyses
if their MMPI-2 profiles met at least 1 of the following
criteria: (1) TRIN T scores �100 (suggesting a mostly true or
mostly false response trend); (2) VRIN T scores �80 (sug-
gesting a mostly random response trend); or (3) CS raw
scores �15 (suggesting a significant number of missing
responses). These criteria resulted in the exclusion of 2
elderly and 5 nonelderly veterans. Therefore, for the MMPI-2

analyses only, 17 elderly and 18 nonelderly veterans were
examined. One-way between-groups analyses of variance
(ANOVAs) were conducted on raw K-corrected MMPI-2
scales F, F-K, Hs, D, Pd, Pa, Pt, and Sc.

The total samples of 26 elderly and 26 nonelderly
patients with PTSD were retained in all subsequent analyses,
except in cases of missing data. First, groups were compared
on the frequency of comorbid diagnoses, using �2 analyses.
Next, 1-way between-groups ANOVAs compared groups on
their BDI, DES, M-PTSD, and CAPS B, C, D, and total
scores. Last, 1-way between-groups ANOVAs examined
group differences on chart review data, including disability
status and service utilization variables, for 1 year postevalu-
ation. Some patients were not included in chart review anal-
yses because the VA’s medical charts were not computerized
until 1997. Thirteen elderly and 19 nonelderly patients with
PTSD were retained for these analyses.

RESULTS
Analyses were first conducted to assess for demo-

graphic differences between the elderly PTSD and nonelderly
PTSD groups. For continuous-scaled variables, t tests for
independent samples were used, with robust t tests employed
when group variances were not equal (when the Levene test
of equal variances was significant at p � .05). There were no
significant between-group differences on annual income (el-
derly PTSD mean � $22,733.45, SD � $13,171.45; noneld-
erly mean � $15,724.29, SD � $12,843.25) or education
(elderly PTSD mean � 12.18 years, SD � 3.66; nonelderly
mean � 12.00 years, SD � 2.38). Groups were also com-
pared with �2 analyses on nominal-scaled demographic vari-
ables. There were no group differences in marital status.
Groups were significantly different in employment status (�2

[2, n � 37] � 7.09, p � .03), with more nonelderly veterans
employed full-time. Also as expected, groups were different
in terms of the war era in which they served (�2 [4, n � 49]
� 25.45, P � 0.001), with the elderly PTSD group primarily
serving in World War II and the Korean War and the
nonelderly PTSD group serving in Vietnam.

Groups were compared on comorbid diagnoses as rep-
resented in their medical records. Sixty-two percent of the
elderly group and 93% of the nonelderly group were diag-
nosed with major depressive disorder, a statistically signifi-
cant difference (�2 [1, n � 28] � 4.18, p � .05). Thirteen
percent of the elderly group and 57% of the nonelderly group
were diagnosed with current substance abuse disorder, also a
significant difference (�2 [1, n � 36] � 7.07, p � .01).
Exactly 17% of both the elderly and nonelderly groups were
diagnosed with an additional anxiety disorder, indicating no
significant difference in anxiety disorders. Also not signifi-
cantly different, 17% of the elderly and 14% of the noneld-
erly groups were diagnosed with a psychotic disorder.
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Table 1 displays means, SDs, and F statistics for
ANOVAs comparing the elderly and nonelderly PTSD
groups on the MMPI-2 variables. Groups differed only on F,
F–K, Pd, Pa, and Sc, with the nonelderly PTSD group scoring
higher. Table 1 also displays results for group comparisons
on the BDI, DES, M-PTSD, and CAPS. Interestingly, groups
significantly differed only on the CAPS (C, D, and total
scores), although there were no differences on CAPS B
(symptoms of re-experiencing).

Table 2 displays results comparing groups on service
utilization and disability status variables. Only primary care
total visits differed between groups, with the elderly PTSD
group attending significantly more of these visits.

DISCUSSION
This study provides a preliminary cross-sectional look

at clinical features and use of VA medical and mental health

services among elderly veterans with combat-related PTSD
who are seeking treatment in a VA specialty PTSD clinic.
Although the sample size of elderly veterans was relatively
small, several interesting findings emerged. First, it was
notable that although the average age of veterans treated at
this VA Medical Center is older than 59 years, only 8% (26
of 326 consecutive referrals) of the treatment-seeking veter-
ans served by the specialty PTSD outpatient clinic were older
than 60 years. This finding indicates that relatively few
elderly veterans seek or are referred to VA specialty PTSD
care.

Second, when we compared veterans in our elderly
PTSD group with those in a nonelderly PTSD group on
clinical features, a number of striking findings were revealed.
Elderly veterans were much less likely to receive a diagnosis
of major depression or current substance abuse. Significant
differences were also found on validity and clinical scales of
the MMPI-2. Elderly veterans presented with a response style
on the validity scales that would be considered open and
honest, whereas the response style of nonelderly veterans
might be characterized as overreporting or exaggerating psy-
chopathology. Elderly veterans also scored much lower on
MMPI-2 scales measuring sociopathy (scale 4), anger and
paranoia (scale 6), and disturbed thinking, poor reality test-
ing, and social alienation (scale 8). Part of this finding can be

TABLE 2. Service Utilization and Disability Status: Mean
Scores, SDs, and F Ratios for Elderly and Nonelderly PTSD
Groupsa

Variable

Elderly
PTSD

(n � 13)

Nonelderly
PTSD

(n � 19)

Mean (SD) Mean (SD) df F

PTSD clinic
Total visits 15.38 (17.66) 8.16 (6.82) 1,30 2.64
Psychiatrist visits 1.92 (2.75) .53 (1.02) 1,30 4.12

Mental health clinic
Total visits 1.77 (5.49) .42 (1.61) 1,30 1.03

Disability rating
Total 48.89 (28.92) 53.13 (28.45) 1,23 .13
PTSD 46.67 (23.38) 54.17 (28.43) 1,16 .31

Other
Primary care total

visits
5.31 (5.04) 1.68 (2.24) 1,30 7.70†

Specialty care total
visits

3.92 (5.74) 1.63 (2.77) 1,30 2.28

No. psychiatric
medications

1.46 (.52) 1.47 (.51) 1,30 .01

aFor disability rating total, elderly PTSD n � 9, nonelderly PTSD n �
16; disability rating PTSD, elderly PTSD n � 6, nonelderly PTSD n � 12.

*p � .01.

TABLE 1. Symptomatology Findings: Mean Raw Scores,
SDs, and F Ratios for Elderly and Nonelderly PTSD Groupsa

Scale

Elderly PTSD
(n � 17)

Nonelderly
PTSD

(n � 18)

Mean (SD) Mean (SD) df F

MMPI-2
Validity

scales
F 12.06 (5.99) 21.00 (10.31) 1,33 9.69‡

F-K 1.24 (9.92) 12.50 (12.45) 1,33 8.69‡

Clinical
scales
Hs 25.29 (6.31) 27.31 (5.76) 1,33 .97
D 34.00 (6.73) 35.00 (6.51) 1,33 .20
Pd 26.98 (6.69) 33.90 (5.23) 1,33 11.71‡

Pa 14.29 (4.24) 19.11 (5.04) 1,33 9.31‡

Pt 39.82 (6.22) 42.67 (5.86) 1,33 1.94
Sc 44.29 (10.87) 53.00 (10.08) 1,33 6.05†

Other measures
BDI 22.90 (9.32) 27.21 (10.69) 1,43 2.05
DES-FRF 45.80 (16.85) 53.09 (23.51) 1,40 1.31
M-PTSD 103.33 (21.20) 111.63 (20.54) 1,43 1.77
CAPS

Total 67.58 (18.84) 86.12 (16.22) 1,42 12.74§

B 22.11 (6.00) 24.84 (5.35) 1,42 2.54
C 25.47 (10.13) 35.44 (8.78 1,42 12.18§

D 20.00 (5.33) 25.84 (6.52) 1,42 10.09‡

aBDI, elderly PTSD n � 21, nonelderly PTSD n � 24; DES-FRF, elderly
PTSD n � 20, nonelderly PTSD n � 22; M-PTSD, elderly PTSD n � 21,
nonelderly PTSD n � 24; CAPS, elderly PTSD n � 19, nonelderly PTSD
n � 25.

*p � .05, **p � .01, ***p � .001.
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explained by normal aging effects on MMPI-2 scales, be-
cause scores tend to decrease on scale 4 with age. There were
no significant between-group differences on other self-report
measures of depression, dissociation, and PTSD symptoms.
Finally, elderly veterans with PTSD received significantly
lower total score ratings of PTSD on the CAPS interview.
Examination of cluster scores on the CAPS revealed that the
elderly veterans scored lower on symptoms of avoidance and
numbing (cluster C) and arousal (cluster D), but not on
symptoms of re-experiencing (cluster B).

Third, comparisons of veterans in our elderly PTSD
group with those in the nonelderly PTSD group on their use
of VA medical and mental health services for the year after
their PTSD evaluation suggest that there may be differences
in how these groups rely on the VA for care. Although we
made comparisons on several variables, only one proved to
be significantly different: elderly veterans used far more
primary care services than nonelderly veterans (5.3 visits vs.
1.7 visits, on average). However, caution is necessary here,
because the failure to find significant difference on other
service use variables may be a result of the low power
associated with the small sample size. Visual inspection of
mean scores and SDs indicates that elderly veterans had twice
the number of total PTSD clinic visits, 3 times the number of
psychiatrist visits, and twice the number of nonpsychiatric
specialty clinic visits compared with their younger counter-
parts. This finding is especially interesting in light of the
evidence that the PTSD illness burden is lower for elderly
than nonelderly veterans. Furthermore, in the case of all of
these variables, the SD of mean scores for elderly veterans
was approximately double that for the nonelderly veterans
(Table 2). This finding suggests that the VA service use
patterns of elderly veterans with PTSD have a great deal of
variability across individual veterans.

Finally, although one might expect to find elderly
veterans drawing higher levels of VA disability than noneld-
erly veterans, this was not the case. In fact, not only were
there no statistically significant between-group differences on
either general (ie, total) disability or PTSD disability levels,
the mean disability ratings of nonelderly veterans actually
appeared to be slightly higher.

Study Limitations and Future Directions
As noted, a prominent limitation of the present inves-

tigation is the low power for making statistical comparisons.
We did our best to address this by including every veteran
older than 60 years who was diagnosed with PTSD at this
outpatient specialty clinic over a 5-year period. Despite this
low power, significant differences emerged on clinical fea-
tures and 1 service use variable. Together, these findings
suggest that elderly veterans with PTSD present to VA PTSD
specialty care clinics with a somewhat different clinical
manifestation of the syndrome than nonelderly veterans and

are likely to have different medical and mental health service
needs. As the veteran population ages (by about 2007, most
Vietnam veterans will be older than 60 years), VA clinicians
and the VA medical care system will be confronted with the
challenge of providing evidence-based care for a largely
elderly population of combat veterans. Further research is
needed to evaluate whether the noted clinical characteristics
translate into meaningful age differences with regard to
epidemiology, clinical phenomenology, service use, psycho-
therapy, pharmacotherapy, and biological aspects (eg, the
hypothalamic-pituitary-adrenal axis) of PTSD among the
elderly. In addition, research is needed to address the extent
to which age-related differences are related directly to age
versus some other cohort effect (eg, differences in socializa-
tion regarding mental illness by historical period, wars or war
eras, or disability seeking behaviors).

CONCLUSION
These findings provide preliminary evidence that el-

derly combat veterans seeking specialty PTSD treatment in a
VA Medical Center present with a different clinical picture
and have somewhat different health service needs than non-
elderly veterans with PTSD. These differences include lower
PTSD symptom severity, lower rates of major depression and
substance abuse, lower scores on various relevant clinical
measures of psychiatric symptom severity, and lower scores
on validity scales, indicating that they responded to evalua-
tion in a more open and honest fashion. They also made more
visits to primary care and demonstrated greater variability in
their medical service use patterns. Further research is needed
to improve our understanding of the clinical syndrome of
PTSD in elderly patients.
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