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ABSTRACT

To determine the rates of Post-traumatic Stress Disorder 
(PTSD) positive symptom scores in Special Operations 
Forces (SOF) personnel, an anonymous survey of SOF 
was employed, incorporating the PTSD Checklist (PCL-
M) with both demographic and deployment data. Re-
sults indicate that all SOF units studied scored above the 
accepted cut-offs for PTSD positive screening.1 When 
total symptom severity score exceeded established cutoff 
points and were combined with criteria for Diagnostic 
and Statistical Manual of Mental Disorders, Edition 4 
(DSM-IV) diagnosis of PTSD,2 approximately 16–20% 
of respondents met scoring threshold for positive screen-
ing, almost double those of conventional Army units. 
Collectively, Special Forces (SF) Soldiers and SOF com-
bat-arms Soldiers had significantly higher PLC-M scores 
than their non-combat-arms SOF counterparts. SOF 
Soldiers with three or more deployments to Afghanistan 
had significantly higher PCL-M scores. Considering the 
evidence suggesting that SOF Soldiers are hyper-resilient 
to stress, these results should drive further research sche-
mata and challenge clinical assumptions of PTSD within 
Special Operations. 
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Introduction

Post-traumatic stress disorder (PTSD) is a clinical threat 
to optimal wellness and Soldiers’ performance. Current 

evidence regarding Soldiers’ risk factors, negative im-
pacts on health, and barriers to care for PTSD within 
conventional United States (U.S.) military forces3,4 per-
suades providers and commanders to seriously consider 
PTSD as a potential threat to the health and readiness 
of our SOF personnel. Many possible negative conse-
quences of PTSD exist that can compromise missions at 
individual and team levels, as well as seriously impact 
SOF families (deployments alone can have negative ef-
fects on family members).5 United States Army Special 
Operations Soldiers are exposed to intense dangers in 
far-forward, austere locations. They experience relent-
less operations tempo between one tour of duty and the 
next. They work in small teams and depend heavily on 
each other for their mutual survival. 

As such, it may be said that SOF Soldiers are the epitome 
of Soldiers exposed stress and trauma, to the point that 
after eleven years of war, the continual presence of both 
has been normalized. This acclimatization requires con-
tinual recognizance of trauma’s magnitude and after-ef-
fects: “Trauma is a measurable event in which significant 
amounts of damaging energy transfers to a host, causing 
considerable disruption to physiological, structural, or 
psychological integrity. Outcomes from traumatic injury 
include physiologic and emotional responses of varying 
magnitudes, but exclude those of inconsequential and 
negligible natures.”6

The SOF organizational culture derives from individuals 
selected for stoicism and groomed to embody the war-
rior ethos;7 for this and other reasons, SOF personnel 
may be reluctant to seek help out of a sense of duty to 
their units more than from any fear of stigmatization. 
Unpublished studies of a similar nature to this have 
been performed, but this study is the first published that 
determines the incidence of PTSD symptoms in Soldiers 
assigned to United States Army Special Operations Com-
mand (USASOC) at Fort Bragg, North Carolina. The 
study focused on exploring possible correlations and 
relationships between the incidence of PTSD symptoms 
in this population and several factors that may demon-
strate propensity for developing PTSD symptoms: major 
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organizational unit or Parent Command (PC), Military 
Occupational Specialty (MOS), Number of deployments 
(NOD), and Theaters of Operation (TO).

Background

Post-traumatic Stress Disorder has been shown to be a 
significant problem in conventional U.S. Army Soldiers 
deploying to Afghanistan and Iraq, with a presence of ap-
proximately 6–12%.8,3 Special Operations Forces are a 
critical component in the Global War On Terror (GWOT) 
campaigns in Iraq (formerly) and Afghanistan (currently), 
and continue to frequently deploy in overseas contingency 
operations (OCO). PTSD can become a debilitating men-
tal health issue, which may prevent these highly skilled 
Soldiers’ mission success. To date, there is no publishable 
data on its specific incidence in SOF, nor is there ample 
and reliable evidence regarding precipitating variables or 
risk factors for PTSD symptoms in this group.

Research on conventional U.S. military forces reveals 
numerous ways in which PTSD negatively impacts Sol-
diers, their families, and fighting strength. Neuroimaging 
studies on Soldiers with PTSD suggest that Soldiers with 
PTSD may have difficulty focusing due to inadequate 
recruitment of neural networks.9 Post-traumatic Stress 
Disorder negatively impacts military families.10-14 A study 
of 50 couples showed that male Vietnam veterans with 
PTSD symptoms were more prone to domestic violence.15 
There may even be distinctive patterns of domestic vio-
lence committed by veterans with PTSD.16 A study of 
120 Veterans returning from Iraq and Afghanistan found 
those veterans experience lower quality of life in such ar-
eas as emotional well-being, energy, general health, pain, 
physical functioning, and social functioning.8

A clinical case presentation of Operation Iraqi Freedom 
veterans suggested that upon returning to home from 
deployment, compulsive checking behavior (presumably 
ingrained through training and combat experiences) 
may be maladaptive symptoms of PTSD – a habituated 
way to deal with anxiety.17 A study of 406 U.S. veterans 
of Operation Enduring Freedom (OEF) and OIF showed 
increases in high-risk behavior.18 Regression analyses 
of 7,924 U.S. Army veterans who served in Vietnam 
showed that those with PTSD had higher case-fatality 
rates from causes including heart disease, cancer, mo-
tor vehicle accidents, accidental poisonings, suicides, 
and homicides.19 Similar results were echoed in another 
study of 4,247 Vietnam Veterans; those with PTSD had 
71% higher rates of mortality than veterans without 
PTSD; the higher mortality was attributed to accidental 
poisonings, motor vehicle accidents, and suicides.20 

Fear of stigma is a significant barrier to care to conven-
tional U.S. military forces.4,21 A study of three U.S. Army 

Infantry units and one Marine Infantry unit found that 
personnel screening positive for functional mental health 
disorders were twice as likely as those who screened 
negative to report fear of stigmatization and other bar-
riers to mental health care.4 In 2006, the U.S. military 
Mental Health Advisory Team IV reported that 37% of 
Soldiers and Marines who screened positive for mental 
health problems mistrusted mental health providers.21 
Unpublished surveys of SOF personnel mirror similar 
behavioral health treatment concerns. 

Despite military policy and doctrine stating otherwise, 
many individuals in SOF have concerns about career pro-
gression with a mental health diagnosis’ impact on selec-
tion for military training schools (e.g., Ranger school, 
Combat Diver Qualification Course (CDQC), and mili-
tary free fall [HALO]), evaluations for security clearances, 
and future unit assignments (especially when units em-
ploy an assessment and selection process). Post-traumatic 
Stress Disorder does not preclude or prohibit SOF person-
nel from advancing in their profession; however, failure to 
seek treatment can derail Soldiers’ careers, families, and 
overall well-being. 

Current literature suggests that combat exposure and 
numerous deployments may increase the risk of devel-
oping PTSD.3, 21-23 A recent (2001–2006) prospective co-
hort analysis of 50,184 U.S. military personnel showed 
that those exposed to combat had a three-fold increase 
in PTSD symptoms or diagnosis.22 Study of three Army 
and one Marine infantry units (2,530 pre-deployment 
personnel and 3,671 post-deployment Infantrymen) us-
ing an anonymous survey – incorporating the National 
Center for PTSD Checklist of the Department of Vet-
erans Affairs (VA) – found that more personnel return-
ing from Iraq, where combat exposure at that time was 
higher than Afghanistan, met screening criteria for ma-
jor depression, generalized anxiety, or PTSD.4

Numbers of deployments may also contribute to el-
evated rates of PTSD. A retrospective analysis of 1,322 
active-duty U.S. Soldiers from 2005 through 2007 in-
dicated that when compared to Soldiers with only one 
deployment, the odds of screening positively for PTSD 
is 60–77% higher for Soldiers with two deployments.23 
Additionally, a review of 158 U.S. Army medical board 
records revealed that Vietnam Veterans called to deploy 
again to the Persian Gulf War were at significantly higher 
risk for developing symptoms of PTSD.24 Exposure to 
combat, multiple deployments, and histories of serving 
in more than one armed conflict all appear to be reliable 
prognostic indicators for PTSD symptom development 
within the general U.S. Army population. 

The extent of PTSD symptoms in U.S. Army SOF is cur-
rently unknown. We searched published evidence via 
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PubMed by the SOF-specific keywords including PTSD, 
Special Forces, military, and cognitive behavioral ther-
apy for the periods of 1985–2010, with a gap search 
to March 2011, but found only one article focusing on 
PTSD in SF. This sole result was specific to SF Veterans 
of the Vietnam conflict, and determined approximately 
25% of these elite veterans suffered from PTSD.25 This 
incidence was similar to other research involving groups 
of Army Vietnam Veterans, and reported high reluctance 
in participating in research involving mental health,10 
despite the authors’ efforts in delivering informational 
meetings assuring Veterans that confidentiality was en-
sured. The authors concluded that the elite selection 
process and rigorous training received by the Special 
Forces Vietnam Veterans did not make them more re-
silient to avoiding PTSD.10 History of poor family rela-
tionships, being physically wounded, feeling guilt over 
friends’ deaths, and difficulty communicating feelings 
upon returning from Vietnam were all linked to PTSD 
symptoms.10,25

Froede defines resiliency in the military as essentially 
synonymous with survivability: resiliency is an adaptive 
response to adverse events consisting of five elements: 
1) persistence [fierce determination], 2) hardiness [the 
ability to withstand stress with minimal negative conse-
quences, or emerging intact from stressful situations], 3) 
optimism [resistance to defeating thoughts], 4) symbolic 
transformation of experience [the ability to find mean-
ing in adverse events], and 5) versatility [adaptability].26 
Many SOF personnel participate in assessment and se-
lection processes and are successful based on their physi-
cal performance and, we assume, resiliency. 

Units incorporate tough, realistic training (stress inoc-
ulation) and pride themselves on an ethos of humility, 
physical fitness and mental stamina. Due to this orga-
nizational culture and evidence supporting enhanced 
bio-behavioral mechanisms in response to stress, many 
assume that SOF rates of PTSD would differ positively 
from their conventional counterparts.27 There is evidence 
supporting this assumption, indicating biochemical dis-
tinctions in neuropeptide levels in SF when compared to 
conventional Soldiers.28

Higher levels of the protein neuropeptide-Y (NPY, a neu-
rotransmitter involved in pain perception) were found in 
SF Soldiers when placed under the stress of interrogations 
in U.S. Army survival school.28,29 “Stress-induced altera-
tions of plasma NPY were significantly different in SF 
Soldiers compared to non–SF Soldiers. These data sup-
port the idea that NPY may be involved in the enhanced 
stress resilience seen in humans.” Special Forces Soldiers 
were also less prone to experiencing dissociation com-
pared to conventional Infantry Soldiers when exposed 
to stressful situations in U.S. Army survival training.30 

Despite this, increased levels of NPY in SF Soldiers in 
response to stress assumes that those responses correlate 
to Soldiers experiencing “. . . less subjective distress and 
remain[ing] more interactive with their environment . . .”  
(emphases ours).28 Special Forces Soldiers’ increased 
NPY levels, subjective evaluations of behavior during 
stressful interrogations, and self-reporting significantly 
fewer symptoms of mental distress all indicate the pos-
sibility of enhanced stress responses (again, emphases 
ours).28 At most, these results show the biochemical and 
subjective differences between SF and non-SF Soldiers 
during a singular stressful event, but do not adequately 
predict the responses of SF Soldiers to prolonged, pro-
tracted, and repeated exposures to combat and life-
threatening situations. 

Behaviorally, these mechanisms may have a protective 
benefit against stress reactions, and also indicate the pos-
sibility that those selected for SF may have fewer tenden-
cies to mentally dissociate at baseline. Neurologically, 
PTSD has been linked to reduced capacity for experi-
encing rewards; essentially, resilience to re-experiencing 
traumas could be enhanced in individuals with neurologi-
cally healthy and intact reward function.31 Neuroimaging 
studies of eleven SF Soldiers showed distinct patterns of 
robust activity in the reward centers of the brain when 
compared to civilians, suggesting the possibility of en-
hanced neurological resilience in SF.31 At the same time, 
there is evidence in humans and animals that PTSD has 
both biological and psychological bases, and one study is 
not enough to conclude that images of eleven SF Soldiers’ 
reward centers provide significant neuroprotection from 
developing PTSD.32-42 What makes Special Forces Soldiers 
“special” may therefore be more of a fine balance of bio-
logical and psychological factors versus sole focus on neu-
rological resilience or biochemical responses to stress. 

Methods

Participant Recruitment 
Approval to conduct this study was obtained from the 
USASOC Chief of Staff. Additional communications ap-
proval was obtained from U.S. Special Operations Com-
mand (SOCOM) for access to email distribution lists of 
all Soldiers assigned to subordinate units of USASOC. 
The email distribution lists were owned and maintained 
by USASOC and we investigators only had access for 
the purposes of the study. The investigators did not keep 
a copy of the distribution lists, nor did we have access 
to the names of individuals included on the distribution 
lists. In February of 2011, the Womack Army Medical 
Center Institutional Review Board approved the pro-
tocol. The study was advertised by three informational 
emails sent at two-week intervals from March 2011 to 
April 2011. 
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Participants
We queried 430 Soldiers assigned to seven SOF units 
within USASOC at Fort Bragg, North Carolina: Head-
quarters, United States Army Special Operations Com-
mand (HQ, USASOC)/United States Army Special 
Forces Command (USASFC), 3rd Special Forces Group 
(3rd SFG), 7th Special Forces Group (7th SFG), United 
States Army John F. Kennedy Special Warfare Center 
and School (SWCS), 95th Civil Affairs (CA) Brigade, 4th 
Military Information Support Group (MISG), and the 
528th Sustainment Brigade (528th BDE). 

Design and Methods 
This is a cross-sectional study that used an anonymous 
Web-linked survey to collect data. An information sheet 
was sent to all Soldiers on the distribution list, which 
served as informed consent, and provided a link to the on-
line survey website SurveyMonkey. Also included with the 
informed consent and information were instructions on 
how to correctly complete the survey. Completion of the 
survey implied consent. In this manner, we could ensure 
respondents were de-identified and could not be traced.

Email distribution lists containing email addresses and 
names were used to send out the survey information and 
follow-up reminders. The distribution lists were owned 
and maintained by USASOC and the investigators only 
had access for the purposes of the study. No copy of the 
distribution list was kept by the investigators. Surveys 
were filled out anonymously. There were no traceable 
links to participants. Initial data collection ceased in 
the summer of 2011. The study was closed in the fall of 
2011. Data will be destroyed in 2014, three years after 
the completion of the study in accordance with Womack 
Army Medical Center Investigation Review Board (IRB) 
protocol.

Measures
The Posttraumatic Stress Disorder Checklist (PCL) is a 
questionnaire of PTSD symptoms consisting of 17 items 
and takes less than 10 minutes to complete.43 The ques-
tions are derived from the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV), which is the 
main psychiatric reference manual, listing all diagnos-
tic criteria for major psychiatric conditions.3 There are 
three versions of the PCL: PCL-C is for civilians, PCL-M 
is for military personnel, and PCL-S is for people who 
have experienced any specific traumatic event.44 This 
study used the PCL-M to optimally match the study 
population and assessments in routine use by SOF medi-
cal providers.

PCL-M is a validated instrument using a Likert scale for 
quantifying intensity of symptoms from 1 (“not at all”) 
to 5 (“extremely”). The minimum score is 17, while the 
maximum score is 85.44 The PCL has a Cronbach’s alpha 

between 0.94 and 0.97 – Cronbach’s alpha is a statistical 
measure of how well a test actually measures what it is 
supposed to measure – if a test has a Cronbach’s alpha 
greater than 0.97, it has high reliability in psychometrics 
and test-retest/inter-intra-rater reliability. As such, the 
PCL-M meets this study’s intent to measure (not diag-
nose) PTSD symptoms. 

Sensitivity is a test’s ability to detect true cases; specificity 
is a test’s ability to reject false cases.45 For this study, a 
cutoff score of 50 was used to be consistent with previ-
ous research on the general military population.4,5,46 The 
cutoff score of 50 has a sensitivity of 0.24 and a specificity 
of 0.98.47 We also utilized cutoff scores of 28, which have 
a higher sensitivity of 0.85 and a specificity of 0.83, as 
determined by the U.S. Department of Veterans Affairs.1,47

The PCL-M was used since it takes little time to com-
plete and serves the intent to measure PTSD symptoms 
in Special Operations Soldiers. The survey consisted of 
all questions on the PTSD Checklist-Military Version 
(PCL-M), and questions regarding the following depen
dent variables: Parent Command (PC), Military Occupa
tional Specialty (MOS), Number of deployments (NOD), 
and Theaters of Operation (TO).

Statistical Analysis
We wanted to compare the differences in scores within 
different populations of SOF, sorted by parent command 
(PC), military occupational specialty (MOS), number  
of deployments (NOD) (0, 1, 2, and 3+), and theaters of 
operation (TO). Therefore, we chose to employ descrip-
tive statistics and One-way analysis of variance (ANOVA). 
Post-hoc analysis using Tukey’s HSD was used for com-
paring variables with significance (≤ 0.05%). Main effect 
and interaction among independent variable PCL-M and 
dependent variables MOS and NOD were conducted with 
multi-factorial analysis and post-hoc analysis. All statisti-
cal tests assumed a two-tailed level of significance (P < 
0.05) using SPSS version 16.0 (SPSS, Inc., Chicago, IL). 

Results

Cohort Characteristics
Four hundred and thirty – of a possible ten thousand –  
Soldiers on Fort Bragg within the Special Operations 
Command responded to the online survey. The three 
main variables – Parent Command, MOS, and Number 
of Deployments to Iraq, Afghanistan, Philippines, or 
Other – were used for descriptive analysis and compara-
tive analysis.

Parent Command and PCL-M Results
Participants were predominantly from 95th CA (34.9%), 
followed by USASOC (28.6%), 3rd SFG (15.6%), and 
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MISG (9.5%). There was a response of less than 5% from 
SWCS, 7th SFG, and 528 BDE. Mean PCL-M scores for 
all Parent Commands were at or above the suggested cut-
off severity score of 28 for diagnosis as set by the VA, with 
a range from 28.9±13.9 to 43.18±15.6 (Table 1).1 When 
total symptom severity score plus questions meeting cri-
teria for DSM-IV diagnosis of PTSD were combined (at 
least one item from questions 1–5; at least three items 
from questions 6–12, and two items from questions 13–
17 rated as “Moderately” or above were counted), 20% 
or 16% of respondents met threshold for PTSD if using 
the cutoff set by the VA of (≥ 28) or that of Weathers et al. 
with a cutoff score of (≥ 50), respectively.2-5 As we stated 
previously, our study does not and was not designed to 
diagnose PTSD. PCL-M severity scores were statistically 
different between 7th SFG (43.2±15.6) and the 95th CA 
(28.9±13.9) and USASOC (30.9±15.4); (F (6,423) = 4.4, 
p = 0.001 and p = 0.012) (Table 2).

MOS and PCL-M Results

Stratified by MOS, the “Other” series had the high-
est response rate with 35.8%, followed by 11/18 se-
ries (28.4%), 38 series (27.7%), and 37 series (7.4%). 
Mean PCL-M scores for all MOS were above 28, with 
a range from 29.8±15.0 to 36.2±15.6 (Table 1). Post-
hoc analysis to determine difference in PCL-M severity 
scores between the 11/18 series (35.9±16.6) and 38 series 
(29.7±15.0) was statistically significant (F (4, 423) = 3.4, 
p = 0.015) with a trend toward significance (F (4,423 = 
3.4, p = 0.10) between 11/18 series and those who re-
sponded as “Other” (31.3±14.9) as their MOS (Table 3).

Number of Deployments, Theaters of  
Operation and PCL-M Results
The number of deployments (NOD) and specific theaters 
of operation (TO) can significantly affect the amount of 
combat exposure, shown to multiply increase the risks 
for and incidence of PTSD. Descriptive analysis of the 
total number of deployments with stratification by 
MOS reveals the 11/18 series had the most deployments 
at 5.8±2.8 as compared to the 38 series and “others” 
which had 3.2±2.2 and 3.2±2.78, respectively (F (3,423 
= 14.8, p < 0.000) (Tables 4 and 5). 

We further tested how PCL-M scores differed based on 
the NOD in the context of each of the four TO: Iraq, 
Afghanistan, Philippines, and Other with a one-way 
ANOVA analysis. There was a significant increase in 
PCL-M severity score for NOD only to Afghanistan p = 
.001 (Table 6). After three deployments in Afghanistan, 
there was a significant increase in PCL-M scores as com-
pared to 0, 1st and 2nd deployments (Table 7). 

Based on the above data, we assessed the independent ef-
fects of MOS and NOD on PCL-M scores via a factorial  

ANOVA. A main effect for NOD was significant (F 
(1,419) = 13.8, p < 0.000); however, when combined 
with the type of MOS, did not affect PCL-M severity 
scores. Looking at the interaction between NOD and 
MOS was not significant (F (3, 419 = 1.2, p > 0.05) and 
thus did not influence PCL-M scores (Table 8).

Discussion

Despite the importance of mental readiness to the ulti-
mate performance of SOF Soldiers, we found that little 
is known about PTSD incidence in this specific popula-
tion. Studies not focused on Special Operations Soldiers 
suggest PTSD rates of 6–12%.8, 94 Our study focused on 
SOF Soldiers, and suggests that for this representative 
sample, conservative estimates for rates of PTSD range 
from 16–20%. It is important to note that a common 
error in the literature is the misidentification of preva-
lence and incidence: prevalence refers to the presence of 
a disease a population (usually in 100,000 people) at a 
particular point in time (usually a year), while incidence 
measures the rate of new case occurrence in a population 
at risk.48 

It is also important to note that higher scores or a posi-
tive screen on the PCL-M does not necessarily equate to 
worsening functioning; diagnosis of any mental health 
disorder is ultimately driven by a clinician’s assessment 
and social/occupational impairment. Hypotheses that 
SOF Soldiers are more resilient and therefore less prone 
to suffer impairment at home and work – even with 
higher scores or a positive screen on the PCL-M – war-
rant additional formal, rigorous study.49, 50

There were no differences in PCL-M score relative to 
NOD to Iraq, as reported by SOF Soldiers. This may 
be attributed to the decreasing military presence of late, 
and initiatives geared more toward establishing security 
versus actively engaging combatants. This study does 
reveal that SOF Soldiers were scoring higher on the 
PCL-M after their third or subsequent deployments to 
Afghanistan, but found no differences between first and 
second deployments. We hypothesize that there may be 
training and psychological compensatory mechanisms 
that prime Soldiers for initial deployments, and that 
those mechanisms and readiness measures may decrease 
PTSD between deployments one and two. 

Over time and chronic exposure to stress, these mecha-
nisms may become exhausted, depleted, and then over-
ridden by maladaptive coping mechanisms. Another 
possible explanation is that SOF Soldiers serving in Af-
ghanistan may be exposed to more missions, threats, and 
engagement, leading to increased awareness of dangers 
and heightened stress responses. It would follow that it 
is crucial to direct more reliable, rigorous, and aggressive  
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Table 1  Descriptive Statistics of PCL-M scores based on Parent Command, MOS and Number of Deployments

N=430 Frequency Mean PCLM (SD)
95% CI

Lower-Upper Bounds

Parent Command

3rd SFG 67 (15.6) 35.40 (17.48) 31.14–39.67

4th MIG 41   (9.5) 36.54 (15.64) 31.60–41.47

95th CA 150 (34.9) 28.89 (13.90) 26.65–31.14

USASOC 123 (28.6) 30.93 (15.44) 28.18–33.69

SWCS 22   (5.1) 34.45 (12.91) 28.73–40.18

528 BDE 5   (1.2) 38.20 (15.99) 18.35–58.05

7th SFG 22   (5.1) 43.18 (15.65) 35.34–51.02

MOS

11/18 Series$ 122 (28.4) 35.85 (16.62) 32.87–38.83

37 Series 32   (7.4) 33.16 (16.11) 27.35–38.97

38 Series 119 (27.7) 29.77 (15.04) 27.04–32.50

Other 154 (35.8) 31.34 (14.85) 28.98–33.71

Missing 3   (0.7) — —

Number of Deployments
(Theater)

Iraq

0 27   (6.3) 32.06 (16.23) 29.18–34.93

1 130 (30.2) 30.62 (13.97) 28.19–33.04

2 102 (23.7) 33.35 (16.06) 30.20–36.51

3 or more 73 (17.0) 34.51 (16.82) 30.58–38.43

Missing 98 (22.8) — —

Afghanistan

0 38   (8.8) 28.92 (14.38) 26.61–31.23

1 89 (20.7) 32.72 (15.94) 29.36–36.08

2 92 (21.4) 32.65 (15.10) 29.52–35.78

3 or more 98 (22.8) 36.99 (16.72) 33.64–40.34

Missing 113 (26.3) — —

Philippines

0 56 (13.0) 32.35 (15.53) 30.85–33.85

1 10   (2.3) 36.00 (22.31) 20.04–51.96

2 2   (0.5) — —

3 or more 2   (0.5) — —

Missing 360 (83.7) — —

Other

0 39   (9.1) 30.97 (15.06) 29.16–32.79

1 95 (22.1) 34.40 (17.40) 30.86–37.94

2 45 (10.5) 34.60 (14.19) 30.34–38.86

3 or more 24   (5.6) 35.17 (16.66) 28.13–42.20

Missing 227 (52.8) — —

Note: $11/18 Series combined for analysis of variance
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mental health assessment and PTSD screening – and 
psychological intervention – toward SOF Soldiers with 
more than two deployments to Afghanistan. 

It is difficult to draw concrete conclusions on PTSD inci-
dence based on parent command or MOS, given the over-
lapping and changing nature of these variables among 
individual Soldiers. Based on the data presented here, we 
speculate that the higher incidence of PTSD symptoms in 
the 18 series MOS is due to more acute, frequent, and 
longer exposures to combat stressors. For example, the 

11/18-series Soldiers deployed an average of five times 
compared to the 38-series Soldiers, who reported de-
ploying 40% less (an average of deploying three times). 
No PCL-M was done previous to these Soldiers entrance 

Table 2  Comparison of Mean PCL-M Scores among  
Special Operations Forces Parent Command

(I)
Parent 

Commands

(J)
Parent 

Commands

Mean 
Difference 

(I-J) Std. Error Sig

3rd SFG 4th MIG –1.134 3.032 1.000

95th CA 6.510 2.247 0.083

USASOC 4.468 2.322 1.000

SWCS 0.948 3.757 1.000

7th SFG –7.779 3.757 0.819

4th MIG 3rd SFG 1.134 3.032 1.000

95th CA 7.643 2.695 0.100

USASOC 5.602 2.757 0.899

SWCS 2.082 4.041 1.000

7th SFG –6.645 4.041 1.000

95th CA 3rd SFG –6.510 2.247 0.083

4th MIG –7.643 2.695 0.100

USASOC –2.042 1.860 1.000

SWCS –5.561 3.491 1.000

7th SFG –14.288* 3.491 0.001

USASOC 3rd SFG –4.468 2.322 1.000

4th MIG –5.602 2.757 0.899

95th CA 2.042 1.860 1.000

SWCS –3.520 3.539 1.000

7th SFG –12.247* 3.539 0.012

SWCS 3rd SFG –0.948 3.757 1.000

4th MIG –2.082 4.041 1.000

95th CA 5.561 3.491 1.000

USASOC 3.520 3.539 1.000

7th SFG –8.727 4.610 1.000

7th SFG 3rd SFG 7.779 3.757 0.819

4th MIG 6.645 4.041 1.000

95th CA –14.288* 3.491 0.001

USASOC 12.247* 3.539 0.012

SWCS –8.727 4.610 1.000

Note: *The mean difference is significant at 0.05 level

Table 3  Comparison of Mean PCL-M Scores among 
Different Special Operations Forces MOS

(I)
Series

(J)
Series

Mean  
Difference (I-J) Std. Error Sig

11/18 37 2.696 3.083 1.000

38
Other

  6.079*
4.508

2.000
1.881

0.015
0.102

37 11/18 –2.696 3.084 1.000

38
Other

3.383
1.812

3.092
3.016

1.000
1.000

38 11/18 –6.079* 2.000 0.015

37
Other

–3.383
–1.571

3.092
1.895

1.000
1.000

Other 11/18
37
38

–4.508
–1812

1.571

1.881
3.016
1.895

0.102
1.000
1.000

Note: *The mean difference is significant at the 0.05 level

Table 4  Descriptive Statistics of Mean Deployment Numbers 
among Different MOS (N = 430)

MOS Frequency

Mean 
Deployment 

Number (SD)

95% CI
Lower-Upper 

Bounds

11/18 122 (28.4) 5.18 (2.78) 4.68–5.68

37 Series 32   (7.4) 3.87 (3.39) 2.65–5.10

38 Series 119 (27.7) 3.21 (2.16) 2.81–3.61

Other 154 (35.8) 3.27 (2.77) 2.83–3.71

Table 5  Comparison of Mean Numbers of Deployments 
among Different MOS

(I)
Series

(J)
Series

Mean Difference 
(I-J) Std. Error Sig

11/18 37 1.30533 0.53014 0.085

38
Other

1.97024*
1.90760*

0.34391
0.32352

0.000
0.000

37 11/18 –1.30533 0.53014 0.085

38
Other

0.66492
0.60227

0.53153
0.51857

1.000
1.000

38 11/18 –1.97024* 0.34391 0.000

37
Other

–0.66492
–0.06264

0.53153
0.32579

1.000
1.000

Other 11/18 –1.90760* 0.32352 0.000

37 –0.60227 0.51857 1.000

38 0.06264 0.32579 1.000

Note: *The mean difference is significant at the 0.05 level
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to their parent command or MOS, making it difficult 
to estimate incidence prior to serving in SOF. We dis-
covered that certain MOS’s had more deployments than 
others, but MOS and number of deployments did not 
appear to have collaborative effects on PTSD scores. A 
multifactorial ANOVA with post-hoc analysis showed 
that more deployments increase the likelihood of PTSD 
symptoms independently of MOS. Deployment number 
and MOS appear to be two important but independent 
factors for PTSD symptoms, but we assert that this rela-
tionship warrants further exploration. 

Conclusions and Recommendations

The possibility for increased incidence of PTSD symp-
toms in Special Operations Soldiers when compared to 
the general military population should alert our SOF 
clinicians to reject complacency or the assumption that 
SOF Soldiers are somehow more immune to stress re-
actions. The stereotype of the SOF Soldier is one of 
physical and mental resiliency, forged through selection 
and intensive training. While that is overall an accurate 
description, SOF Soldiers are repeatedly exposed to ex-
treme threats. There may be a tendency for SOF Soldiers 
to tell their Battalion Surgeon, Team Medic (18D), or 
even Soldier Readiness Center (SRC) provider that “I’m 
alright” when the reverse is true. There may also be a 
tendency for teammates and spouses to refrain from in-
tervening when they know a Soldier is suffering; they 
have known that Soldier for years, and may fear that 
stigma will impact career progression, security clear-
ances, or future assignments. 

Medical providers must take note and educate Soldiers 
and spouses in order to optimize catchment, reduce 
stigma, and prevent worsening symptoms that lead to 
serious mental health and wellness issues. Providers also 
need to take note when SF Soldiers move off their team 
to a staff (Battalion, Group or higher) or cadre position 
(e.g. SWCS). After being on teams for many years, many 
are “promoted off” (thus the reason many senior NCOs 
anecdotally report why they attend the Special Forces 
Warrant Officer Course- to return to the team and life 
that they know, even though it almost guarantees com-
bat exposure). Again, based on SF Soldiers’ anecdotal 

Table 6  One-way ANOVA: Analyzing the Differences 
between Deployment Numbers among Special Operations 
Forces in Different Theaters

Sum of 
Squares df

Mean 
Square F Sig.

Iraq

Between Groups 844.14     3 281.38 1.149 0.33

Within Groups 104280.92 426 244.79

Total 105125.06 429

Afghanistan

Between Groups 3906.18     3 1302.06 5.48 .001

Within Groups 101218.88 426 237.60

Total 105125.06 429

Philippines — — — — —

Others

Between Groups 522.30     3 174.10 0.71 .547

Within Groups 104602.760 426 245.55

Total 105125.06 429

Table 7  Comparison of PCL–M Scores and Numbers of 
Deployment in Afghanistan

(I)
Deployments

(J)
Deployments

Mean 
Difference (I–J)

Std. 
Error Sig

0 1 –3.799 2.060 0.395

2 –3.732 2.039 0.407

  3+ –8.069* 2.000 0.000

1 0 3.799 2.060 0.395

2 0.067 2.292 1.000

  3+ –4.271 2.257 0.355

2 0 3.732 2.039 0.407

1 –0.067 2.292 1.000

  3+ –4.338 2.238 0.319

  3+ 0 8.069* 2.000 0.000

1 4.271 2.257 0.355

2 4.338 2.238 0.319

Note: *The mean difference is significant at the 0.05 level

Table 8  Tests of Between-Subjects Effects of NOD and MOS 
on mean PCL-M Scores

Source
Type III  

Sum Squares df
Mean 
Square F Sig

Corrected 
Model 6297.864& 7 899.695 3.843 0.000

Intercept 81083.768 1 81083.768 346.326 0.000

Number 
Deployed* 3248.909 1 3248.909 13.877 0.000£

MOS** 419.719 3 139.906 0.598 0.617

Number 
Deployed 
MOS 784.159 3 261.386 1.116 0.342

Error 98098.576 419 234.15

Total 550715.000 427

Corrected 
Total 104396.440 426

Notes: &R Squared = 0.60 (Adjusted R Squared = 0.45)
*Number deployed = 0,1,2,3 or more total deployed to include Iraq, 
Afghanistan, Philippines and others
**MOS = 11/18, 37, 38, other series
£Significant at the 0.05 level
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reports, they have indicated that moving to a staff or 
cadre position not only decreases the presence of pro-
tective cohesion they previously received from their 
team or group, but can also cause a sense of lack of 
purpose. No longer serving at the “tip of the spear” –  
part of their military identity for many years – can com-
bine with a new assignments’ stress and “downtime” 
with family (which Soldiers can find as stressful as 
combat). All can increase stress, worsen PTSD symp-
toms, or cause what was post-traumatic stress (PTS) to 
morph into PTSD. 

With the withdrawal of troops from Iraq and current 
emphasis on national stability-building operations in 
Afghanistan, the SOF medical community must be even 
more vigilant in light of our study’s results demonstrat-
ing that multiple deployments to Afghanistan may ac-
cumulate mentally, having an effect on PTSD symptoms. 
Special Operations Soldiers often deploy more fre-
quently than the conventional army, with shorter peri-
ods to renew and regroup while in garrison. This rapid 
operational tempo takes its toll on the resiliency of our 
SOF Soldiers, in what we believe to be in the form of 
increased PTSD symptoms. 

Limitations

Unfortunately, not all of the 10,000 SOF Soldiers at Fort 
Bragg were notified via email. This limited participa-
tion in our study. The study also had the potential for 
respondent bias. We speculate that SOF personnel with 
PTSD symptoms might be more or less inclined to have 
responded to our survey due to evidence suggesting in-
creased suspicion of stigma, thereby skewing the results. 
Furthermore, the results may have been limited by the 
phenomenon of survey overload; in the electronic mail 
era, Soldiers are frequently asked to complete surveys. 

During times of high operations tempo, Soldiers might 
be inclined to hit the “delete” button when approached 
with another survey, especially with the appearance of 
each successive reminder. Deployed Soldiers may be 
otherwise occupied and therefore unable to respond, or 
there may be a lack of internet connectivity. This makes 
data capture inherently difficult. As a result, the study 
had insufficient power to reliably complete compari-
son tests on Soldiers with varying numbers of combat 
deployments. Moreover, because of proportionately 
unequal unit responses, PTSD symptoms could not be 
responsibly compared between units. Also of note, the 
study had insufficient power to do a t-test to explore 
significant statistical differences between zero and one 
deployment, and one and two deployments. Another 
problem with surveying currently deployed Soldiers is 
that the results of the survey may reflect responses to on-
going threats, rather than consequences or compounded 
sequelae of past traumatic events.51

Although this study is the first of its kind to focus strictly 
on SOF, previous studies on PTSD may have inadver-
tently included SOF in addition to studying conventional 
forces. Further work is needed ensure pure catchment of 
conventional Army Soldiers for comparison to SOF. The 
study by Erbes et al. did not specify whether any Soldiers 
were SOF. Therefore, it is unknown whether his PTSD 
prevalence rate of 6–12% was appropriately reflective of 
conventional or unconventional Soldiers.8

Currently, it is impossible to predict how closely this 
data defines the USASOC community as a whole. Due 
to smaller sample sizes within the differing variable cat-
egories, comparison tests could not be performed for 
Soldiers with varying numbers of combat deployments. 
It is estimated that a sample size of 171 respondents for 
each deployment number would be needed for compari-
son tests of Soldiers with varying numbers of combat 
deployments. Therefore, we were not able to specifically 
determine the correlation between PTSD symptoms in 
SOF and deployment experiences. Furthermore, the op-
timal cutoff point for the PCL is variable depending on 
the clinical context and designating authority, i.e., the 
VA or the Department of Defense (DoD).52-55 

In this study, we used cutoff points of 28 and 50, because 
the optimal cutoff point for SOF Soldiers has not been 
determined by SOF-specific research. An additional ca-
veat for future study and determining cutoff scores refer-
ences Holcomb, Gaylord et al.’s 2008 study of PTSD in 
the military. Future research initiatives should consider 
that their study utilized a PCL-M score cut-off at 44: “It 
is important to note that lowering the cut-off score to 
44 (previously recommended as 50), overall diagnostic 
efficiency is improved to 0.90, yielding a sensitivity of 
0.778, a specificity of 0.864, and correctively identifies 
17 of 18 participants with PTSD.”56

On that note, it is important to highlight that we will 
never determine the optimal PTSD cutoff score for the 
SOF population; in order to know the optimal cutoff 
points based on specific variables, leadership and clini-
cians need to champion interdisciplinary research initia-
tives within SOF and SF, including expanding this study 
to rigorously define measurements and to determine the 
actual incidence of PTSD in our SOF Soldiers.57, 58

In attempts to assess correlations or relationships be-
tween PTSD symptoms in SOF Soldiers and deploy-
ment experience, respondents were not asked for their 
total time deployed in months. This may prove to be 
an important predictor of PTSD symptoms severity in 
SOF Soldiers.59 A SOF Soldier could have deployed to 
fewer locations than another Soldier, yet he or she may 
have been deployed for a longer total duration. For ex-
ample, a SOF Soldier with nine deployments may have 
been deployed for a total of thirty months (two to three 
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Example of an Online USASOC PTSD Survey

Not at all A little bit Moderately Quite  
a bit Extremely

1. Read each symptom, then place an X in the box to answer how much you have been bothered by it in the past month.

Repeated, disturbing memories, thoughts, or images of a 
stressful military experience from the past?

Repeated, disturbing dreams of a stressful military experience 
from the past?

Suddenly acting or feeling as if a stressful military experience 
were happening again (as if you were reliving it)?

Feeling very upset when something reminded you of a stressful 
military experience from the past?

Having physical reactions (for example: heart pounding, trouble 
breathing, or sweating) when something reminded you of a 
stressful military experience from the past?

Avoid thinking about or talking about a stressful military 
experience from the past or avoid having feelings related to it?

Avoid activities or situations because they remind you of a 
stressful military experience from the past?

Trouble remembering important parts of a stressful military 
experience from the past?

Loss of interest in things that you used to enjoy?

Feeling distant or cut off from other people?

Feeling emotionally numb or being unable to have loving 
feelings for those close to you?

Feeling as if your future will somehow be cut short?

Trouble falling or staying asleep?

Feeling irritable or having angry outbursts?

Having difficulty concentrating?

Being “super alert” or watchful on guard?

Feeling jumpy or easily startled?

2. What is your MOS?

11 Series

18/180 Series

37 Series

38 Series

Other (please specify)

3. Parent Command

Parent Unit

What is your parent command? Please circle.

Options:
3rd Special Forces Group
7th Special Forces Group
95th Civil Affairs Brigade

4th Military Information Support Group
Special Warfare Center and School

USASOC/USASFC
528th Sustainment Brigade

Afghanistan Iraq Philippines Other

4. �How many combat tours have your served in the following theaters? 
(Consider a combat tour as 3 or more months in duration)
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months at a time) where as his or her counterpart may 
have four deployments that total to three years (nine to 
fifteen months at a time).59 

It is possible that the timing of certain deployments (for 
example, deploying during a specifically hellish time 
during OEF’s history) may be more significant to PTSD 
symptoms, but the survey did not ask respondents the 
timeframes of their various deployments. Also, our study 
employed a survey based on DSM-IV criteria, when there 
may be more accurate models emerging that better identify 
and represent PTSD symptoms assessment structures.60-62

Further Study

In the future, this research team plans to expand the 
study to SOF units on other major military installations. 
Survey respondents will be asked about months de-
ployed, in addition to numbers of deployments, to better 
grasp the gestalt of deployment lengths and variances in 
relation to PTSD scores. Respondents will also be asked 
for the year or specific months they were deployed to 
various locations. Further study of PTSD symptoms in 
SOF will be, we believe, critical to raising awareness at 
all levels of leadership and command, and hopefully re-
ducing stigma. A longer survey should be employed fur-
ther analyze variances and determine relationships. This 
should provide better data, required by commanders to 
make best-informed decisions. Once PTSD in SOF is best 
understood, newer treatments can be developed to target 
this unique population.63-67 It may be the case that SOF 
Soldiers with subclinical PTSD symptoms (meeting only 
some criteria for PTSD yet still suffering from functional 
impairment at work and home) may still benefit from 
therapy, and future studies are needed to most accurately 
identify these Soldiers.68-69

Future initiatives should also explore comorbid psychiat-
ric conditions like depression and physiologic injury like 
traumatic brain injury (TBI) which could be responsible 
for some of the debilitating mental health consequences 
experienced by this population.39,70-72 Clinical providers 
in the SOF community are the human performance sub-
ject matter experts within their units, and we are respon-
sible for maintaining the optimal physical and mental 
potential of our warriors. We must reject assumptions 
about our Soldiers, have a greater situational awareness 
of PTSD within SOF, and utilize better methodologies for 
assessing this segment of the military population, which 
operates unconventionally and directly in harm’s way. 
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