
REPLICATION AND EXPANSION OF FINDINGS
RELATED TO RACIAL DIFFERENCES IN VETERANS

WITH COMBAT-RELATED PTSD
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Racial differences in those seeking treatment at a Veterans Affairs Medical
Center (VAMC) outpatient posttraumatic stress disorder (PTSD) treatment
program were examined. One hundred eleven (71 Caucasian and 40 African
American) veterans were compared on both self-report measures and interview
measures of PTSD, depression, dissociation, and general psychopathology.
Participants completed the following self-report measures: the Beck Depression
Inventory, the Dissociative Experiences Scale, the Mississippi Combat PTSD
Scale, and the Minnesota Multiphasic Personality Inventory-2 (MMPI-2).
Participants also completed the Clinician Administered PTSD Scale (CAPS-1),
which is a structured interview for PTSD, and completed a non-structured
clinical interview. The two groups did not differ on measured demographic
variables, nor were there significant differences on self-report or interview
measures of anxiety, depression, or PTSD symptomatology. Contrary to
expectation, groups did not differ on self-report measures of dissociation,
paranoia, or schizophrenia. African Americans were significantly more likely to
endorse items of bizarre mentation from the MMPI-2. These results suggest
that African American and Caucasian veterans with combat-related PTSD do
not differ with regard to manifestation or severity of psychopathology.
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INTRODUCTION
Numerous studies have been conducted to examine
racial differences in those with combat-related Post-
traumatic Stress Disorder (PTSD). For example, Frueh
et al. [1996] examined racial dif ferences in a sample of
206 combat veterans evaluated at a Veterans Affairs
Medical Center (VAMC) outpatient PTSD treatment
program. Individuals completed self-report measures
of PTSD, depression, dissociation, and general psy-
chopathology (Minnesota Multiphasic Personality In-
ventory-2; MMPI-2). They failed to find racial
dif ferences on measures of depression and PTSD
symptoms. They did, however, find racial differences
on the report of dissociative symptoms and on the F-K
index (‘‘faking bad’’), and Scales 6 (‘‘paranoia’’) and 8
(‘‘schizophrenia’’) of the MMPI-2 with African Amer-
icans scoring higher on these measures. In a similar
study, Frueh et al. [1997] examined racial dif ferences in
a sample of 164 combat veterans seeking treatment at a
VAMC outpatient PTSD treatment program. While
similar in methodology to the previous study, they

found no racial dif ferences on measures of depression,
PTSD symptoms, dissociative symptoms, or general
psychopathology.

As previous studies have indicated, high rates of
psychotic symptoms in those with PTSD [Butler et al.,
1996; David et al., 1999; Hamner, 1997], Frueh et al.
[2002] examined psychotic symptoms in a sample of
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treatment seeking combat veterans with PTSD. They
found that African Americans had higher scores on
Scale 6 (paranoia) of the MMPI-2 and on a measure of
dissociative symptoms. African Americans also received
higher clinician ratings of psychotic symptoms when
administered the Psychotic Screen Module of the
Structured Clinical Interview for the Diagnostic and
Statistical Manual of Mental Disorders [Spitzer et al.,
1990]. These results partially replicate the findings of
Frueh et al. [1996] and suggest that there may be racial
dif ferences in the experience of psychotic symptoms
related to PTSD.

In a critical review of the empirical literature of
psychopathology symptom expression in combat veter-
ans evaluated for posttraumatic stress disorder (PTSD),
Frueh et al. [1998] disputed claims that racial
dif ferences exist in this population. This contention
was based on findings that the reviewed studies
provided contradictory pattern of results. For example,
some studies indicated that racial differences were
present [Allen, 1996; Parson, 1985; Penk, et al., 1988],
and some found no such differences [Keane and Wolfe,
1990; Sierles et al., 1986; White and Faustman, 1989].
Additionally, when dif ferences were found, these
dif ferences were not consistent across studies. Frueh
et al. [1998] concluded that the paucity and incon-
sistency of empirical data pertaining to race and
combat-related PTSD prohibited making any defini-
tive statement about racial dif ferences, and called for
more studies examining symptom manifestation and
psychiatric comorbidity (e.g., depression, psychosis) in
this population.

Recent findings of African American and Caucasian
dif ferences in both men and women and in those
exposed to combat and non-combat trauma have
indicated that there are not racial differences in
psychopathology or general functioning. For example,
Zoellner et al. [1999] reported that African American
and Caucasian women seeking treatment for PTSD
related to sexual assault and non-sexual assault did not
dif fer on measures of psychopathology or general
functioning. Additionally, Trent et al. [2000] found no
difference between African American and Caucasian
male Vietnam War Veterans, matched on demographic
variables, on measures of PTSD, depression, and on
MMPI-2 clinical scales.

Given the inconsistency in findings across studies,
further examination of this issue is warranted. In the
present study, we will examine racial differences
between African American and Caucasian combat
veterans diagnosed with PTSD who sought treatment
at a Veterans Affairs Medical Center (VAMC) out-
patient PTSD treatment program. Group comparisons
will be made across self-report measures of PTSD
symptoms, depression, dissociative symptoms, and
general psychopathology. It is hypothesized that this
sample will replicate the findings that were consistent
between the Frueh et al. [1996] study and Frueh et al.
[2002] study, which include racial differences in

psychotic symptoms (e.g., dissociation, paranoia, and
schizophrenia). In addition, comparisons of PTSD
symptoms across racial groups, based on responses to a
clinical interview, will be made by using responses to
the Clinician Administered PTSD Scale (CAPS-1).

METHOD

PARTICIPANTS

Archival data were drawn from the charts of a unique
sample of 126 male veterans, 18 years of age or older,
who consecutively presented from September 1995
through June 1997 to an outpatient specialty program
for evaluation and treatment of combat-related PTSD
at a Veterans Affairs Medical Center (VAMC) in the
southeastern U.S. Only veterans who were diagnosed
with PTSD were included in the present study.
Institutional Review Board (IRB) approval was ob-
tained, and the study was in compliance with the ethical
treatment of human subjects. Additional (non-mutually
exclusive) Axis I diagnoses were based on nonstandar-
dized clinical interviews. These diagnoses included
major depressive disorder (86.8%), current substance
abuse disorder (32.0%), anxiety disorder other than
PTSD (30.6%), and psychotic disorder (11.6%). These
rates of comorbid disorders are consistent with
previous comorbidity findings of veterans with com-
bat-related PTSD [Keane and Wolfe, 1990].

In the current study, classification of race was based
on the patient medical records of the Veterans Affairs
Medical Center. ‘‘African American’’ refers to veterans
who identified themselves as ‘‘Black, not of Hispanic
origin’’ (i.e., having origins in black racial groups of
Africa) and therefore does not include individuals
whose origins are based in Spanish, Hispanic, Latin,
or South or Central American countries. ‘‘Caucasian’’
refers to veterans who identified themselves as ‘‘White,
not of Hispanic origin’’ (i.e., having origins in the
original cultures of Europe, North Africa, or the
Middle East), and therefore does not include people
classified as ‘‘Black, not of Hispanic origin,’’ nor does it
include people of Spanish, Hispanic, Latin, or South or
Central American origin.

It should be noted that in the present data set, the
vast majority of veterans identified themselves as either
‘‘Black, not of Hispanic origin’’ or ‘‘White, not of
Hispanic origin,’’ with only two veterans identifying
themselves as from other racial origins. Because their
numbers were so few, these two veterans of other
backgrounds were not included in analyses, which
resulted in the retention of 124 participants. The
majority of the sample was Caucasian (62.1%; n¼77),
and the remainder of the sample was African American
(37.9%; n¼47).

Caucasians and African Americans were compared in
terms of demographic variables, using independent
samples t-tests for continuous-scaled variables (with
robust t-tests employed when group variances were not
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equal, i.e., when Levene’s test of equal variances was
significant at Po.05). Chi-square tests were used to
assess Caucasians and African Americans on catego-
rical-scaled variables. No significant differences were
found in demographics. Specifically, Caucasians had a
mean age of 49.39 (SD¼6.50), while African Americans
had a mean age of 47.72 (SD¼4.28), with t(122) ¼ 1.56,
P4.05. On average, Caucasians’ annual income was
$22,334.87 (SD¼$19,321.29) and African Americans’
annual income was $18,739.78 (SD¼$17,495.43),
t(102)¼.94, P4.05. Number of years of education
averaged 12.78 for Caucasians (SD¼2.86) and 12.13 for
African Americans (SD¼1.27), t(109.09)¼1.70, P4.05.
Caucasians and African Americans were not different
in employment status either, w2(2, N¼124)¼3.10,
P4.05.

MEASURES

Clinician Administered PTSD Scale (CAPS-1).
The CAPS-1 [Blake et al., 1990], a structured clinical
interview, is designed to rate the frequency and
intensity of the 17 PTSD symptoms according to
Diagnostic and Statistical Manual of Mental Disorders-
Fourth Edition [DSM-IV; American Psychiatric Asso-
ciation, 1994)] standards. Strong interrater reliability
(.92 to .99), and high internal consistency (.73 to .85)
have been reported [Weathers and Litz, 1994], with
high internal consistency for the present sample as well
(.91). High convergent validity has been reported for
the CAPS-1 [Weathers and Litz, 1994]. While the
CAPS-1 original scoring rule was used for diagnosis
(i.e., a PTSD symptom was considered present if the
corresponding CAPS-1 item’s frequency was rated as 1
or higher and the intensity was rated as 2 or higher),
the CAPS-1 total score (frequencyþintensity) was used
in analyses to assess for racial dif ferences.

Minnesota Multiphasic Personality Inventory-2
(MMPI-2). The MMPI-2 [Butcher et al., 1989] is a
widely used true-false questionnaire containing 567
items that measures psychopathology as well as test-
taking attitude. In the current study, the standard
paper-and-pencil version of the MMPI-2 was used with
standard instructions. K-corrected raw scores were
used for MMPI-2 scales.

Beck Depression Inventory (BDI). The BDI [Beck
et al., 1961] is a widely used self-report measure of
depressive symptoms that contains 21 items. The BDI
has demonstrated good reliability and has yielded mean
internal consistency estimates of .86 across studies
[Beck et al., 1988], with a coefficient alpha of .90 found
in the current sample. The BDI has also been well-
validated with concurrent validity ranging from .55 to
.96 [Beck et al., 1988]. The total BDI score was used in
analyses.

Dissociative Experiences Scale (DES). The DES
[Bernstein and Putnam, 1986] is a self-report measure
of dissociative symptoms that contains 28 items. While
the original DES used a visual analogue response

format, the present study employed a revised DES with
a fixed response format (DES-FRF). The DES-FRF
has demonstrated strong internal consistency (coeffi-
cient alpha ¼ .95], and good alternate forms reliability
with the original DES (r ¼ .71] [Frueh et al., 1999].
The present sample also yielded high internal con-
sistency (.93). Additionally, the DES-FRF has yielded a
significantly lower inverse relationship with intelli-
gence (r ¼ �.18) when compared to the original DES
(r¼ �.42; Frueh et al., 1999]. The total DES-FRF score
was used in analyses. The DES-FRF will be referred to
as ‘‘DES’’ for the remainder of this investigation.

Mississippi Combat PTSD Scale (M-PTSD). The
M-PTSD is a self-report measure of combat-related
PTSD symptoms, containing 35 Likert-format items.
In the NVVRS [Kulka et al., 1990], the M-PTSD
served as a primary indicator and the best self-report
measure of PTSD. M-PTSD data from the present
sample yielded good internal consistency (.82). The M-
PTSD has demonstrated excellent sensitivity (.93) and
specificity (.89), and an overall hit rate of .90 in
predicting PTSD [Keane et al., 1988]. The total M-
PTSD score was used in analyses.

PROCEDURE

Participants were diagnosed according to the DSM-
IV [APA, 1994] by the VAMC’s PTSD clinic’s clinical
team, consisting of a psychiatrist, clinical psychologist,
clinical psychology intern, and clinical social worker.
All PTSD diagnoses were reached by team consensus
after a thorough evaluation, which included the
following procedures: chart review, psychosocial his-
tory interview, military history interview, clinical
interview, structured PTSD clinical interview (the
CAPS-1), and self-report measures. Participant’s charts
were chosen for inclusion in this sample if they
presented for treatment between September 1995
through June 1997 to the above-mentioned PTSD
clinic and met criteria for PTSD.

STATISTICAL ANALYSES

Participants were excluded from analyses if their
MMPI-2 profiles met at least one of the following
conditions: a) True Response Inconsistency scale
(TRIN) T scores Z100 (suggesting a mostly true or
mostly false response set), or b) Variable Response
Inconsistency scale (VRIN) Tscores Z80 (suggesting a
mostly random response set), or c) Cannot Say (CS)
raw scores Z15 (suggesting a significant number of
missing responses). These criteria resulted in the
exclusion of 11 participants (5 Caucasians and 7 African
Americans). In addition, MMPI-2 scale data were
missing for 2 Caucasian participants and could not be
included in subsequent analyses. Of these 13 excluded
participants, 10 (76.9%) were diagnosed with major
depressive disorder, 7 (53.8%) with a current substance
abuse disorder, 6 (46.2%) with an anxiety disorder
other than PTSD, and 2 (15.4%) with a psychotic

Monnier et al.66



disorder. Therefore, the remaining 111 male PTSD
patients served as the overall sample for the present
study.

Racial differences were first examined for comorbid
diagnoses, using chi-square analyses. Next, ANOVAs
assessed racial differences along the following dimen-
sions of psychopathology: 1) anxiety and PTSD,
including the M-PTSD, CAPS-1, and MMPI-2 scales
7 (Psychasthenia), ANX (Anxiety), and PK (Keane’s
PTSD scale); 2) depression, including the Beck
Depression Inventory (BDI), and MMPI-2 scales 2
(Depression) and DEP (Depression); 3) anger and
hostility, including scales 4 (Psychopathic Deviate),
ANG (Anger), CYN, (Cynicism), and ASP (Antisocial
Practices); 4) psychotic symptoms and dissociation,
including the DES (Dissociative Experiences Scale),
and MMPI-2 scales 6 (Paranoia), 8 (Schizophrenia),
and BIZ (Bizarre Mentation); 5) health concerns,
including scales 1 (Hypochondriasis), 3 (Hysteria),
and HEA (Health Concerns); and 6) symptom over-
reporting, including MMPI-2 scales F (Infrequency),
Fp (Infrequency-Psychopathology), and F-K (Gough’s
Dissimulation Index). Each set of analyses used
Bonferroni corrected alpha levels to preserve a
family-wise alpha of .05.

RESULTS

COMORBID DIAGNOSES

Comorbid diagnoses were assessed for racial differ-
ences, including substance abuse current, substance
abuse in remission, major depressive disorder, bipolar
disorder, anxiety disorders other than PTSD, and
psychotic disorder. Chi square analyses were conducted
to examine group differences between African Amer-
icans and Caucasians. A Bonferroni corrected alpha of
.008 was used. Table 1 indicates that African Americans
and Caucasians dif fered only on psychotic disorders,
with African Americans more likely to be diagnosed
with a psychotic disorder. No racial dif ferences were
found in the number of overall classes of diagnoses
given to patients, F(1,106) ¼ .243, P 4 .05.

ANXIETY AND PTSD

ANOVAs explored racial differences in the M-
PTSD, CAPS-1, and MMPI-2 scales 7 (Pt), ANX,
and PK, using a Bonferroni corrected alpha level of .01.
Table 2 demonstrates that African Americans and
Caucasians did not significantly differ in terms of
these measures of anxiety or PTSD.

DEPRESSION

ANOVAs were implemented to assess for racial
dif ferences in the BDI, and MMPI-2 scales 2 (D), and
DEP, using a Bonferroni corrected alpha level of .017.
Table 2 reveals no significant dif ferences between

African Americans and Caucasians on these depression
scales.

ANGER AND HOSTILITY

Racial differences were assessed in terms of MMPI-2
scales 4 (Pd), ANG, CYN, and ASP, using a Bonferroni
corrected alpha of .013. No significant differences
between racial groups emerged (see Table 2).

PSYCHOTIC SYMPTOMS AND
DISSOCIATION

The DES, and MMPI-2 scales 6 (Pa), 8 (Sc), and BIZ
were used to examine racial dif ferences, using a
Bonferroni corrected alpha level of .013. Findings are
displayed in Table 2, demonstrating a significant
difference in BIZ only.

HEALTH CONCERNS

MMPI-2 scales 1 (Hs), 3 (Hy), and HEA compared
African Americans and Caucasians, using a Bonferroni
corrected alpha level of .017. Table 2 reveals no
significant racial differences in these health-related
scales.

SYMPTOM OVERREPORTING

MMPI-2 scales F, F-K, and Fp were used in
examining racial differences in symptom reporting,
using a Bonferroni corrected alpha of .017. Table 2
indicates no significant racial differences in symptom
overreporting.

TABLE 1. Comorbid diagnosis chi-square findings:
frequency counts, and chi-square statistics for Caucasian
and African American groups

Comorbid diagnosis Caucasians
n

African Americans
n

w2

Substance abuse current
Yes 22 11
No 50 29 .12
Substance abuse in remission
Yes 17 10
No 54 30 .02
Major depressive disorder
Yes 63 30
No 7 8 .11
Bipolar disorder
Yes 2 0
No 68 38 1.11
Anxiety disorder
(other than PTSD)
Yes 23 8
No 47 30 1.68
Psychotic disorder
Yes 3 9
No 67 29 9.38n

df¼1.
nPo.008.
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DISCUSSION

Overall, few differences were found in this sample
between the African American and Caucasian veterans
with combated-related PTSD. As hypothesized, the
findings of this study replicated the findings of Frueh
et al. [1997], indicating that the African Americans and
Caucasians did not differ on measures of anxiety,
depression, or PTSD symptomatology. Contrary to
what was hypothesized, the groups also did not dif fer
on measures of dissociation, paranoia, or schizophre-
nia. Similar to Frueh et al. [2002], however, African
Americans were significantly more likely to endorse
items of bizarre mentation from the MMPI-2. These
results suggest, with the exception of bizarre menta-
tion, that treatment seeking African Americans and
Caucasians do not differ on self-reported manifestation
or severity of psychopathology.

Again, similar to Frueh et al. [2002], African
Americans were more likely than Caucasians to receive
a diagnosis of a psychotic disorder, based on a clinical
interview. This finding is particularly intriguing given

that MMPI-2 clinical scale differences were not found
for paranoia or schizophrenia and interviewers had
access to this information. No other diagnostic
differences were found between groups. On the whole,
these results support a pattern of recent findings of
African American and Caucasian dif ferences in both
men and women and in those exposed to combat and
non-combat trauma [Trent et al., 2000; Zoellner et al.,
1999].

In the present study, MMPI-2 results did indicate
that both groups reported clinically significant eleva-
tions (T score greater than 65) on most of the scales
examined. For example, both groups were significantly
elevated on the MMPI-2 clinical scales 1 (hypochon-
driasis), 2 (depression), 3 (hysteria), 4 (psychopathic
deviate), 6 (paranoia), 7 (psychasthenia), and 8 (schizo-
phrenia). Both groups also reported clinically signifi-
cant elevations on all of the other MMPI-2 scales (e.g.,
content scales) examined in this study, with the
exception of ASP (antisocial practices). Thus, on a
whole, this sample of treatment seeking combat
veterans reported significant pathology. Interestingly,

TABLE 2. Symptomatology findings: mean raw scores, standard deviations, and F ratios for Caucasian and African
American groups

Caucasians (n¼71) African American (n¼40)

Scale M (SD) T score M (SD) T score F df

Anxiety and PTSD
M-PTSD 114.26 (14.93) 107.63 (16.23) 4.78 1,110
CAPS-1 82.49 (18.11) 79.00 (21.46) .78 1,103
7 (Pt) 41.49 (7.28) 80 41.28 (7.16) 81 .02 1,109
ANX 17.66 (4.57) 80 16.50 (5.29) 77 1.48 1,109
PK 32.49 (9.39) 90 30.85 (10.33) 88 .73 1,109
Depression
BDI 28.56 (10.92) 25.90 (11.37) 1.48 1,110
2 (D) 35.15 (7.08) 83 34.15 (6.64) 81 .54 1,109
DEP 22.52 (7.69) 83 19.65 (7.94) 78 3.48 1,109
Anger and hostility
4 (Pd) 32.21 (5.47) 72 32.13 (4.34) 72 .01 1,109
ANG 11.87 (3.39) 70 11.08 (3.64) 67 1.35 1,109
CYN 16.70 (4.26) 65 17.00 (3.82) 65 .13 1,109
ASP 11.41 (4.35) 55 11.35 (4.23) 55 .01 1,109
Psychotic and dissociative symptoms
DES 54.16 (17.34) 53.36 (21.47) .05 1,109
6 (Pa) 17.85 (5.04) 79 20.28 (5.16) 86 5.84 1,109
8 (Sc) 48.15 (12.38) 87 50.48 (10.31) 91 1.01 1,109
BIZ 8.69 (5.90) 74 12.15 (4.93) 84 9.87 1,109n

Health concerns
1 (Hs) 24.37 (6.33) 77 25.11 (5.64) 79 .38 1,109
3 (Hy) 31.59 (6.13) 74 32.18 (6.45) 76 .22 1,109
HEA 19.45 (7.54) 80 20.23 (7.34) 81 .28 1,109
Symptom overreporting
F 18.34 (10.12) 92 19.43 (9.51) 95 .58 1,109
F-K 9.13 (12.32) 9.80 (12.60) .78 1,109
Fp 3.80 (3.67) 4.70 (2.88) .19 1,109

For M-PTSD, Caucasian n¼72, African American n¼40. For CAPS-1, Caucasian n¼68, African American n¼37. For BDI, Caucasian n¼72, African
American n¼40. For DES, Caucasian n¼72, African American n¼39.
nPo.013.
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the mean F scale scores, an indicator of validity in
responding to the MMPI-2, indicated that those in
both groups may have been over-reporting their
symptoms of pathology. These findings are similar to
other studies with veterans using the MMPI [e.g.,
Fairbank et al., 1983; Hyer et al., 1988] and the MMPI-
2 [Munley et al., 1995].

While the results of this study add to our under-
standing of racial differences in combat-related PTSD,
several limitations need to be considered. Trauma
history, an important variable in the understanding of
PTSD, was not assessed. Trauma history has been
shown to be an important covariate in studies that
compare ethnic or racial groups across trauma-related
psychological sequelea [e.g., Zatzick et al., 1994]. Such
information might assist in increasing the understand-
ing of why psychotic symptoms may be different across
group. Another limitation is related to the clinical
interview procedures employed in this study. Clinicians
who conducted the interviews may have been predis-
posed to see African Americans as more psychotic than
Caucasians despite other available assessment data to
the contrary. Furthermore, psychotic diagnoses were
lumped into one category, making it impossible to
examine specific psychotic diagnoses. Access to struc-
tured clinical diagnosis and clear diagnostic assignment
might help increase the understanding of why African
Americans are more likely to receive such psychotic
diagnoses.

CONCLUSIONS
The results of this study suggest that treatment-

seeking African Americans and Caucasians with com-
bat-related PTSD are more similar than different in
their symptom manifestation, both PTSD-specific and
general psychopathology. Despite these similarities,
African Americans are more likely to be diagnosed with
a psychotic disorder. This finding is puzzling. Inves-
tigation of service use patterns, benefits use patterns,
and perceptions about the VA and mental health
treatment may be helpful in clarifying this relationship.
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