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Objective: The aim of the present study
was to isolate the unique contribution of
physical injury to the subsequent devel-
opment of posttraumatic stress disorder
(PTSD).

Method: Participants were 60 injured
soldiers and a comparison group of 40
soldiers (matched by rank, military role,
and length of service) who took part in
the same combat situations but were not
injured. Current and lifetime diagnoses
were determined by using the Structured
Clinical Interview for DSM-IV. In addition,
an extensive battery of self-report ques-
tionnaires was given to assess severity of
PTSD, anxiety, depression, and dissocia-
tive symptoms. The average time that
elapsed between the injury and the inter-
view was 15.5 months (SD=7.3).

Results: Ten (16.7%) of the 60 injured
survivors but only one (2.5%) of the 40

comparison soldiers met diagnostic crite-
ria for PTSD at the time of the interview
(odds ratio=8.6, 95% confidence interval=
1.1–394.3). Moreover, wounded partici-
pants had significantly higher scores than
their noninjured counterparts on all clini-
cal measures. Finally, presence of PTSD
was not related to severity of injury or se-
verity of the trauma.

Conclusions: The findings clearly in-
dicate that bodily injury is a major risk
factor—rather than a protective one—for
PTSD. While supporting the notion that
bodily injury contributes to the appraisal
of the traumatic event as more danger-
ous, the data also suggest that this
heightened level of perceived threat is
not a simple, straightforward function of
the severity of injury or of the traumatic
event.

(Am J Psychiatry 2005; 162:276–282)

The past two decades have witnessed growing atten-
tion to the interplay between physical and psychological
injuries, i.e., to the psychological consequences of physi-
cal injury caused by a traumatic event (1). Traditional
views, particularly psychoanalytic ones, tended to regard
bodily injury as a protective factor against the develop-
ment of posttraumatic stress disorder (PTSD) (2). At the
basis of this belief was the assumption that physical injury
absorbs much of one’s “free-floating psychic energy,” thus
reducing the chance of developing anxious or conflicting
feelings about the traumatic event. In addition, unlike
psychological wounds, bodily injuries typically engender
more sympathy from the environment. And finally, a phys-
ical wound often removes the source of anxiety by provid-
ing an escape from the stressful situation, especially in
combat conditions. In support of this view, Merbaum and
Hefez (3) found that wounded soldiers (representing the
full range of injury severity) showed minimal, if any, psy-
chological disturbances.

However, over the past two decades numerous studies
of injured trauma survivors have challenged these tradi-
tional understandings of the relationship between PTSD
and injury. First, studies in wounded Vietnam veterans
have found two- to threefold higher rates of PTSD among

this population than among those who returned un-
harmed (4, 5). Second, multiple studies have found mod-
erate to high rates of PTSD among injured survivors of
other types of traumatic events, such as traffic accidents
(6–9), terrorism (10), criminal assault (11), and burn inju-
ries (12). The prevalence rates of PTSD in these samples
varied from 11% to 40% (8, 9, 12). Similar rates of PTSD
have also been observed in mildly injured brain trauma
survivors (13). Finally, while a few studies have shown that
risk for PTSD is associated with severity of injury (14),
other studies have failed to replicate these results (5, 15).

Thus, despite the marked variability in the reported
rates of PTSD among injured populations, the rapidly
growing literature on this topic suggests that traumatic in-
jury not only does not reduce the risk for PTSD, as believed
by traditional psychoanalytic views, but may even in-
crease it. Yet, while considerably contributing to our un-
derstanding of the risk-elevating nature of injury with re-
gard to PTSD, the increasing body of literature reveals
relatively little about the unique contribution of bodily in-
jury, over and above that of the trauma itself, to the subse-
quent development of PTSD. The reason is that no study
directly compared, in a matched, case-control design, in-
jured and noninjured survivors of the same trauma.
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The aim of the present study was to estimate the unique
contribution of physical injury, over and above that of the
trauma itself, to the subsequent development of PTSD.
More specifically, our goals were to 1) replicate previous
findings regarding higher than average rates of PTSD in in-
jured survivors of combative actions and 2) evaluate the
relationship of PTSD symptoms with both the nature and
severity aspects of the injury. To accomplish these goals,
we employed an event-based, matched design in a group
of injured and noninjured soldiers who experienced the
same traumatic combat event.

Method

Participants

Participants in this study were 60 injured soldiers and a
matched comparison group of 40 noninjured soldiers. The sam-
pling frame for injured cases in this study was a list of 176 soldiers
admitted to the emergency trauma units of three major hospitals
in the northern part of Israel between 1998 and 2000 for medical
care of combat-induced injuries. Inclusion criteria were a mini-
mum hospitalization length of 2 days and the ability to communi-
cate fluently in Hebrew. Exclusion criteria were severe head injury
or evidence of brain damage or active treatment for a psychiatric
disorder at the time of the injury. On the basis of these criteria, 172
soldiers were listed as suitable candidates for the study. An at-
tempt to contact these 172 candidates was made first with a letter
informing them about the study and then with a telephone call
from one of the four interviewers to invite them to participate and
schedule an interview. Using this method, we were able to reach
and establish contact with 117 (68.0%) injured soldiers (the main
reasons for failure to establish contact were change in address and
telephone numbers). Of these, 76 (65.0%) agreed to participate in
the study. However, 16 (21.1%) of these 76 potential participants
could not keep their scheduled appointment, leaving 60 injured
soldiers, which represents a total response rate of 51.3%. The aver-
age time that elapsed between the injury and the interview was
15.5 months (SD=7.3). All participants gave written informed con-
sent to the study, which had been approved by the Helsinki com-
mittees of both the Rambam Medical Center and the Medicine
Corps of the Israel Defense Forces. Participants were paid $25 for
their time, and their travel expenses were reimbursed.

The sampling frame for the comparison group were soldiers
who took part in the same combat situation but were not injured.
Selection of participants for this group was done on a one-by-one
basis, guided by the following matching criteria: 1) ethnic origin
(Ashkenazi/non-Ashkenazi Jews), 2) socioeconomic status, 3)
rank, 4) length of service, 5) role in the unit, and 6) preinjury med-
ical profile. The medical profile is a global score used by the Israel
Defense Forces to characterize one’s overall health status (both
physically and mentally). Medical profile scores are assigned by a
medical panel appointed by the Surgeon General of the Israel De-
fense Forces and range from a low of 21 to a high of 97. Assign-
ment to frontline (profile >64) versus rearline (31 <profile <65)
units is determined by this medical profile score, whereas a score
of 24 or below means unfit for service. A previous study by Benbe-
nishty (16) provides further explanation of this scale.

The matching procedure yielded 32 event-based injured-non-
injured groupings (27 injured cases were each matched with one
noninjured comparison subject, four were matched with two
comparison subjects, and one injured soldier was matched with
four noninjured comparison subjects). Altogether, 40 noninjured
comparison subjects were recruited for the matching process.
Table 1 presents other basic sociodemographic and military char-

acteristics of the two groups. As can be seen, the two groups were
well matched on these criteria. The only exception was event-to-
interview time, which because of our sampling procedure (i.e., in-
jured cases first, then selection of matched comparison subjects)
was slightly longer in the noninjured group (mean=17.8, SD=6.8).

Procedure and Measures

Suitable candidates who agreed to participate were invited for
a one-time interview meeting with a master’s-level student in
clinical psychology at the Rambam Medical Center (Haifa, Israel),
or, in cases where the participant could not get to the hospital, at
the participant’s home. Following a complete description of the
study at the start of the interview, written informed consent was
obtained. The participants were then asked to answer questions
regarding their personal background (e.g., family status, country
of origin, level of education). After background information was
acquired, details of the incident, including feelings, thoughts, du-
ration, time of day, casualty, evacuation time, etc., were elicited
from the participants. In addition, an extensive battery of self-re-
port questionnaires was given covering areas such as PTSD, gen-
eral psychopathology, level of dissociative experiences, and
trauma history.

The psychiatric evaluation included lifetime and current DSM-
IV axis I diagnoses determined with the Hebrew translation of the
Structured Clinical Interview for Axis I DSM-IV Disorders (SCID)
(17). Symptoms of PTSD were evaluated with the Clinician-Ad-
ministered PTSD Scale (18), a 17-item structured interview that

TABLE 1. Demographic and Military Characteristics of
Soldiers Injured in Combat and a Matched Comparison
Group of Noninjured Soldiers Who Took Part in the Same
Combat Situations

Measure

Soldier Injury Status

Analysis
Noninjured 

(N=40)
Injured 
(N=60)

Mean SD Mean SD F df

Age (years) 21.7 1.1 22.2 3.2 1.01 1, 88
Event-to-interview time 

(months) 17.8 6.8 15.5 7.3 21.0* 1, 31
Length of service at 

time of injury 
(months) 37.2 5.7 37.1 11.6 –0.03 1, 89

Education (years)
Self 12.0 0.4 12.1 0.3 0.14 1, 89
Father 12.8 2.2 13.8 3.0 1.88 1, 89
Mother 13.6 2.5 13.7 2.8 0.24 1, 89

Parental 
socieconomic status 
(residents/room) 1.0 0.4 1.0 0.4 0.22 1, 89

Preinjury Medical 
Profile score 91.4 8.7 87.1 14.5 1.79 1, 89

N %a N %a χ2 df

Military rank 0.46 1
Commander 4 10.0 10 16.6
Soldier 36 90.0 50 83.4

Marital status 0.89 1
Single 31 77.5 46 76.7
Married 9 22.5 14 23.3

Ethnicityb 0.46 1
Ashkenazi 24 60.0 39 66.7
Sephardic 16 40.0 20 33.3

a Total Ns on which percentages are based differ because of missing
data for some subjects on some of the variables.

b All participants in the study were Jews, except for one Druze soldier
in the injured group.

*p<0.0005.
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assesses symptom frequency and symptom intensity on a 5-point
Likert scale and produces an overall PTSD score that ranges from
0 to 136 and is the sum of the two scores. Symptoms of depression
and anxiety were evaluated by the Beck Depression Inventory (19)
and the Beck Anxiety Inventory (20), respectively.

Dissociative reactions during the incident were assessed by us-
ing the Peritraumatic Dissociative Experiences Questionnaire
(21), which is a self-report measure designed to evaluate retro-
spectively the level of depersonalization, derealization, and am-
nesia of each participant.

Severity of physical injury was assessed by the Injury Severity
Score, a physician-rated score based on the Abbreviated Injury
Scale (22), a tool for the assessment of physical injury according
to body regions (head/neck, face, chest, abdomen, extremities,
external). As defined in the manual, the Injury Severity Score is
calculated as the sum of squares of the highest Abbreviated Injury
Scale score on an ordinal severity scale ranging from 1 (minor) to
6 (currently untreatable).

Data Analysis

Because of the matching procedure, a set of one-factor tests
(SAS: Proc Mixed [23]) for correlated continuous variables and lo-
gistic regressions for correlated binary data (SAS: Proc GENMOD
[23]) were used to compare the demographic and trauma-related
characteristics of the two groups. The association between injury
and formal diagnosis of PTSD was tested using an exact logistic
regression for stratified data (SAS: Proc Logistic [23]). This proce-
dure was selected for two reasons; first, it controls for within-
strata (the matched event-based units, in our case) correlation;
and, second, it is more suitable for circumstances of rare events.
The effect of injury on the severity of posttraumatic, anxiety, de-
pression, and dissociation symptoms was tested with a set of one-
factor tests (SAS: Proc Mixed [23]) that take into account the intra-
class correlation caused by the matching. Finally, the effect of in-
jury on the severity of these symptoms at each level of PTSD sta-
tus (i.e., within those with and without PTSD) was tested using
preplanned contrasts (LSMEANS option) in a set of two-factor
(injury-by-PTSD status) tests (SAS: Proc Mixed [23]), that once
again take into account the intraclass correlation caused by the
matching. All tests were two-tailed, with p<0.05 indicating statis-
tical significance.

Results

Prevalence of PTSD 

According to the SCID, 10 (16.7%) of the 60 injured sur-
vivors, but only one (2.5%) of the 40 comparison partici-
pants, met diagnostic criteria for PTSD at the time of the
interview (since trauma is typically not single in combat, it

is worth noting that the event that caused the injury was
the major traumatic event in all cases with PTSD). Another
three (5.0%) of the 60 injured soldiers, but none of the
comparison noninjured soldiers, reached a subthreshold
level of PTSD (i.e., diagnostic criteria were met for two of
the three DSM core posttraumatic clusters). The differ-
ence in the prevalence of PTSD between the two groups
was statistically significant (odds ratio=8.6, 95% CI=1.1–
394.3; p<0.04). Comparison of respondents with and with-
out PTSD on background variables indicated that the two
groups were highly homogeneous, with no statistically sig-
nificant differences on any of the variables examined.

In addition to PTSD, participants were also assessed for
other current and lifetime major axis I diagnoses. Of the 60
injured soldiers, two met DSM-IV criteria for current ma-
jor depression, one for bipolar depression, two for adjust-
ment disorder with depressive mood, and another two for
substance use disorder. Of the 40 noninjured soldiers, one
met diagnostic criteria for major depression and another
one for adjustment disorder with depressive mood. In all
cases, the onset of these comorbid diagnoses was after the
traumatic event. While presence of any of these diagnoses
was not significantly related to injury, there was a signifi-
cantly greater likelihood that soldiers with PTSD would
also suffer from a mood-related disorder (36.4%) than
those without PTSD (3.4%) (p=0.008, Fisher’s exact test).

Psychiatric Symptom Severity 

In this step, rather than focusing on PTSD as a formal
diagnosis, we compared the frequency and intensity of
PTSD symptoms—as well as dissociation, anxiety, and
depression symptoms—in the injured and noninjured
groups (Table 2). As can be seen, wounded participants, as
a group, had significantly higher scores on all clinical
scales than their noninjured comparison counterparts.
With respect to the Clinician-Administered PTSD Scale
subscales, the direction and size of intergroup differences
were generally consistent across all three PTSD cluster
scores (i.e., reexperiencing, avoidance, and hyperarousal),
with a slightly larger effect on the hyperarousal subscale.

Next, in order to examine whether these intergroup dif-
ferences could be explained solely on the basis of the

TABLE 2. Psychiatric Symptom Severity Among Soldiers Injured in Combat and a Matched Comparison Group of Non-
injured Soldiers Who Took Part in the Same Combat Situations

Symptom Measure

Score

Analysis
Noninjured Comparison Soldiers 

(N=40)
Injured Soldiers 

(N=60)

Mean SD Mean SD F df
Clinician-Administered PTSD Scale
Total score 8.7 9.3 21.0 21.6 13.1** 1, 59.9

Reexperiencing subscale 2.7 3.3 5.7 6.9 10.1** 1, 60.2
Avoidance subscale 2.5 4.1 6.4 7.8 9.0** 1, 62.3
Hyperarousal subscale 3.5 3.9 8.9 9.2 11.7** 1, 97

Beck Depression Inventory 3.1 3.6 6.8 7.2 9.3** 1, 97
Beck Anxiety Inventory 2.2 3.7 4.9 7.4 5.6* 1, 65
Peritraumatic Dissociation Experience Scale 12.0 6.0 18.0 7.0 24.4*** 1, 75

*p<0.05. **p<0.005. ***p<0.0005.
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larger number of participants with PTSD in the injured
group, we retested the effect of injury on all clinical symp-
toms while controlling for PTSD status. That is, we tested
the effect of injury twice: first only in those without PTSD
and then only in those with PTSD (Table 3). As can be seen,
the effect of injury on the Clinician-Administered PTSD
Scale total score remained significant regardless of PTSD
status. Of interest though is that while score on the hyper-
arousal subscale appeared to contribute most to the effect
of injury on the overall Clinician-Administered PTSD Scale
score among those without PTSD, among those with PTSD
it was score on the reexperiencing subscale. This suggests
that injury elevates hyperarousal symptoms in all sub-
jects, but has a special effect on reexperiencing symptoms
among those who go on to develop PTSD. Finally, Table 3
also reveals that injury has a significant effect on symp-
toms of both depression and peritraumatic dissociation in
those without PTSD.

Severity of Trauma and Injury

Next, we examined the potential mediating role of
trauma severity as it affects the relationship between trau-
matic injury and further development of PTSD. Table 4
presents potential indicators of the severity of the trauma
(i.e., the event that caused the injury) among the injured
soldiers with and without PTSD. As can be seen, a set of t
tests for independent groups revealed no significant dif-
ferences between participants with and without PTSD on
any of these characteristics. It is particularly noteworthy
that there was no difference between the two groups on
severity of injury, as assessed by the Injury Severity Score.
This finding was corroborated by the correlations of the
Injury Severity Score with the Clinician-Administered
PTSD Scale subscale scores and its total score being all
practically zero.

Last, we looked at the effect of physical injury on the co-
occurrence of PTSD, depression, and anxiety symptoms. It
is interesting that in the injured group, the correlations
between PTSD symptoms and symptoms of anxiety (r=
0.65, df=58, p<0.0001) and depression (r=0.75, df=58,
p<0.0001) were remarkably higher than in the noninjured
comparison group (r=–0.28 and r=–0.06, respectively).

Moreover, a set of t tests revealed that the between-group
differences for all pairs of corresponding correlations were
also statistically significant (t=2.15–4.02, p<0.05).

Discussion

The current study attempted to isolate the unique con-
tribution of bodily injury to the development of PTSD. To
accomplish this goal we used an event-based, matched
design. To the best of our knowledge, this is the first study
that addresses this question utilizing such a powerful de-
sign. Consistent with most of the recent literature (4, 14),
our findings clearly indicate that bodily injury is a risk fac-
tor—rather than a protective one—for PTSD. Moreover, in
addition to just advancing the robustness of this notion,
the data also suggest that the odds of developing PTSD fol-
lowing traumatic injury are approximately eight times
higher than following injury-free trauma. In fact, they sug-
gest that even this rather high figure might be an underes-
timate. This is so because about 35% of the originally ap-
proached injured soldiers, but none of the noninjured
comparison subjects, refused participation. From the ex-
planations that these nonparticipants gave for their re-
fusal, it was quite obvious that many of them did so for
reasons that can be interpreted as avoidance.

It is interesting that while associated with higher levels
of anxiety and depression symptoms, bodily injury in this
study was not related to increased prevalence of comorbid
psychiatric diagnoses. In contrast, psychiatric comorbid-
ity was significantly related to presence or absence of
PTSD. This finding is consistent with previous studies, in-
cluding our own (7), suggesting a strong association be-
tween PTSD and psychiatric comorbidity among injured
trauma survivors. Taken together, our findings indicate
that PTSD moderates psychiatric comorbidity following
traumatic injury.

Our findings further suggest that bodily injury does not
have a differential effect on any of the PTSD symptom do-
mains. This finding was evident by the direction and size
of differences, which were generally consistent across all
three PTSD cluster scores. Such a finding is consistent

TABLE 3. Psychiatric Symptom Severity Among Soldiers Injured in Combat and a Matched Comparison Group of Nonin-
jured Soldiers Who Took Part in the Same Combat Situations, by PTSD Status

Symptom Measure

Score of Soldiers Without PTSD Score of Soldiers With PTSD

Injured 
(N=50)

Noninjured 
(N=39) Analysis

Injured 
(N=10)

Noninjured 
(N=1) Analysis

Mean SD Mean SD F df Mean SD Mean SD F df
Clinician-Administered PTSD Scale
Total score 13.3 12.6 8.1 8.3 6.9* 1, 59.9 59.4 14.6 35.0 4.2* 1, 53

Reexperiencing subscale 3.5 4.8 2.6 3.4 2.2 1, 69.2 16.6 5.4 4.0 8.1* 1, 64.2
Avoidance subscale 3.6 4.1 2.2 3.7 2.6 1, 61.6 20.1 7.8 14.0 1.2 1, 57.7
Hyperarousal subscale 6.1 6.4 3.2 3.2 6.2* 1, 59.5 22.7 8.8 17.0 0.9 1, 69.3

Beck Depression Inventory 5.0 5.9 2.7 2.9 4.6* 1, 95 15.3 7.2 17.0 0.04 1, 95
Beck Anxiety Inventory 3.1 5.42 1.8 3.1 1.5 1, 54.6 13.7 9.7 14.0 0.0 1, 68.1
Peritraumatic Dissociation Experience Scale 17.2 5.76 12.0 6.1 18.6** 1, 71.3 21.9 7.4 13.0 2.0 1, 76.5

*p<0.05. **p<0.0005.
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with our previous results in a study with injured survivors
of motor vehicle accidents (7).

What other factors might explain the increased risk for
PTSD associated with bodily injury? The most simple and
straightforward hypothesis is that bodily injury increases
the perceived threat to one’s life or physical integrity dur-
ing the trauma. Indeed, according to the literature, the
perceived level of danger by trauma survivors is a better
predictor of PTSD than the actual severity of the trau-
matic event (10). However, this explanation may be too
simplistic because while strongly supporting the possibil-
ity that bodily injury contributes to the appraisal of the
traumatic event as more dangerous, our data also suggest
that this heightened level of perceived threat is not a sim-
ple, straightforward function of the severity of injury. This
finding, which is consistent with previous studies (5, 14),
suggests that bodily injury exerts its effect on perceived
threat via interaction with other factors, such as the effect
that it has on one’s (perceived and real) ability to function
and cope during the traumatic event.

Another potential mediating factor between physical in-
jury and PTSD might be peritraumatic dissociation, which
has been implicated as a risk factor for PTSD in previous
studies (24). This possibility was supported in our study by
injured participants, with or without PTSD, reporting sig-
nificantly higher levels of peritraumatic dissociation than
their noninjured fellows. Furthermore, controlling for per-
itraumatic dissociation remarkably decreased the differ-
ences between the injured and noninjured groups on all
the PTSD as well as the other clinical measures. While dis-
sociation is commonly conceived of as a vulnerability fac-
tor in its impairing integration and reprocessing of the
trauma, an interesting alternative possibility is that the re-
lationship between bodily injury and dissociation might be
reversed. That is, people who tend to dissociate under
stress might be at higher risk for getting injured. Because of
the post facto, retrospective nature of this study, such a
possibility cannot be ruled out.

While not directly assessed in this study, there are also
noteworthy biological mechanisms that may mediate be-
tween injury and PTSD. These hypothesized mechanisms
relate to the complex interactions between the immune
and stress-regulating systems, in particular the interaction
between the hypothalamic-pituitary-adrenal (HPA) axis
and proinflammatory mediators such as cytokines. In ad-
dition to its key role in the regulation of the stress re-
sponse, the HPA axis is also involved in modulation of the
immune response to inflammation and injury through
proinflammatory mediators such as cytokines (25). Since
alterations in the HPA axis have been suggested as a vul-
nerability factor for PTSD (26), situations that involve both
emotional and injury-related stress may create an extra
burden on an already compromised HPA axis. While this
hypothesis has yet to be explored, numerous preclinical
studies found that cytokines have adverse effects on mem-
ory, sleep, and mood (27). Similarly, they promote sickness
behavior (27). Indeed, a previous study (28) found ele-
vated CSF concentrations of interleukin-6 in patients with
PTSD versus normal comparison subjects.

Finally, the extent to which the current findings can be
generalized to other populations is worth consideration.
Overall, the rate of PTSD in our sample (10%) was gener-
ally in line with, although at the lower end of, previous es-
timates among soldiers involved in combat activity. How-
ever, prevalence of PTSD in the noninjured group was very
low (2.5%). This may be explained by the nature of the par-
ticipants in our study, who were soldiers in elite units who
underwent extensive preinduction screening and a long
and demanding course of basic training, which enables
further selection and facilitates acquisition of habitual
coping styles. In addition, these units are characterized by
high levels of motivation and unit cohesion, which have
been shown to be resilience factors against the develop-
ment of PTSD (29) as well as general mental health prob-
lems (30). These factors suggest that generalizing from this
study should be made with caution and call for further

TABLE 4. Severity of Traumaa Among Soldiers Injured in Combat, by PTSD Status

Trauma Measure
Injured Soldiers With PTSD 

(N=10)
Injured Soldiers Without PTSD 

(N=50) Analysis
Mean SD Mean SD t df

Severity of injury (Injury Severity Score) 7.2 7.3 6.4 7.4 –0.3 43.0
Length of event (min) 172.0 216.7 124.2 227.3 –0.5 46.0
Number of wounded comrades 0.8 0.7 1.7 2.0 1.3 52.0
Number of fatalities 1.8 3.3 1.8 2.4 0.1 52.0
Time until receipt of first aid (min) 37.7 42.8 27.1 57.7 –0.5 46.0
Time until evacuation (min) 79.3 57.3 73.0 83.3 –0.2 50.0

N %b N %b χ2 df

Loss of consciousness 0.01 1
Yes 1 16.7 6 14.6
No 5 83.3 35 85.4

a The event that caused the injury.
b Total Ns on which percentages are based differ because of missing data for some subjects.
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replication with a more heterogeneous and unscreened
sample.

A few methodological issues that limit interpretation of
the current findings are worth mentioning. First, PTSD
symptoms were assessed relatively long after the trau-
matic injury. Thus, our data provide a reliable estimate of
stable posttraumatic symptoms (which also minimizes
concerns regarding potential effects of the slightly longer
event-to-interview time difference in the injured group).
However, they do not answer questions related to acute
stress reactions or the temporal course of posttraumatic
adjustment as it is related to recovery from the physical in-
jury. Second, severity of injury was assessed only at the
time of hospitalization but not again at the time of assess-
ment. Thus, our data cannot clarify the degree to which
current injury or physical disability status may affect re-
ported PTSD symptoms, nor can it clarify the degree to
which pace of physical recovery may be influenced by
early PTSD symptoms. Third, the raters completing the
SCID and the Clinician-Administered PTSD Scale were not
blind to the injury status of the participants. While this
could result in a potential bias in PTSD diagnosis, this pos-
sibility is less likely given that ratings on the self-report
measures (i.e., Peritraumatic Dissociation Experience
Scale, Beck Depression Inventory, Beck Anxiety Inventory)
were remarkably consistent with the raters’ evaluations.
Finally, as can be recalled, a sizable proportion (35%) of in-
jured patients refused to participate in the study. This
raises the possibility that our sampling procedure was at
risk for selection bias. Because of ethical constraints (i.e.,
lack of consent), we could not collect the necessary data to
rule this possibility out. Yet, from the little we do know
about these subjects (i.e., the reasons they gave for non-
participation), it is obvious that such bias, had it existed,
could only further strengthen our findings rather than
weaken them. Last, and perhaps most important, trauma
in this study was defined and assessed only in terms of its
objective characteristics (i.e., combat participation). Since
it is possible that not all combatants perceive this experi-
ence as subjectively traumatic, the current data cannot
answer questions related to the unique contribution of
physical injury to PTSD only among those whose combat
experience was self-identified as traumatic.

In conclusion, our study provides clear evidence that
bodily injury during trauma is a major risk factor for sub-
sequent PTSD. Considering that emotional distress is of-
ten overlooked among injured patients hospitalized in
surgical and trauma units, these findings highlight the im-
portance of paying more attention to psychological as-
pects of their condition in general and to the early symp-
toms of PTSD in particular, both during hospitalization
and after discharge.
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