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Summary

Background

Most empirical research indicates that the psychological impact of trauma suffered by war
captives is severe and persistent. A few studies, however, have found little psychological
disorder or minimal sustained psychiatric effects of captivity among repatriated prisoners of war
(RPOWs). This suggests the presence of protective factors and the need for controlled,
longitudinal, epidemiological investigations of the long-term psychiatric sequelae of the POW
experience.

Objective

The overall objectives of the present study were to (1) determine the lifetime and current
prevalence of psychiatric disorders among Vietnam RPOWSs and matched controls 25 years
postrepatriation, and (2) to identify risk and protective factors for key psychological outcomes.
Possible risk and protective factors included physical health status, personality factors, social
support and lifestyle factors, medical service utilization including number of completed medical
examinations, and family health status.

Method

A brief questionnaire mailed in 2000 to 260 of the original 566 Vietnam RPOWs and 81 of
the original 138 Navy Vietnam veteran controls from Operation Homecoming obtained baseline
veteran and family health risk factor and psychological status screening information. Computer-
based telephone interviews in 2001 using the Quick Diagnostic Interview Schedule provided
clinically based lifetime and recent diagnoses. Hence, the present study assessed psychiatric
disorders in this RPOW population based on self-reported measures of psychiatric morbidity
from standardized screening instruments and a clinically based diagnostic instrument.

Results

Questionnaire results of 44 matched pairs showed that RPOW's were significantly more
likely than controls to be limited in activities because of physical, mental, or emotional
problems, and to perceive their health as poorer. Previous findings of higher rates of arthritis and
back/neck problems replicated. RPOWs scored more negatively on Duke Health Profile
subscores of depression and anxiety, but they did not differ from controls on alcohol
abuse/dependence or geriatric depression screening measures. Though diagnostic interview
results of 41 matched pairs suggest RPOWSs may be at greater risk for depression and
posttraumatic stress disorder, insufficient cell count accompanied these associations, obscuring
interpretation. No significant predictors of psychiatric disorder were identified.

Conclusions

Current physical health status appeared to be more related to the psychiatric status of naval
aviator Vietnam veterans than the POW experience itself. Strengths of the current study over
previous studies are the use of controls, longitudinal analyses, and a longer time frame for
follow-up.




Introduction

Prisoner of war (POW) captivity can involve the most extreme trauma perpetrated by
humans.’” Not surprisingly, most empirical research indicates that the psychological impact of
trauma suffered by war captives is severe and persistent.'® A few studies, however, have found
little psychological disorder or minimal sustained psychiatric effects of captivity among
repatriated prisoners of war (RPOWSs).!%!* This suggests the presence of protective factors and
the need for controlled, longitudinal, epidemiological investigations of the long-term psychiatric
sequelae of the POW experience. The understanding of both protective and risk factors is critical
to identifying the screening and training criteria needed to reduce the risk of negative psychiatric

consequences of captivity.

The present study assessed psychiatric disorders in a Vietnam War RPOW population
based on self-reported measures of psychiatric morbidity from standardized screening
instruments and a clinically based diagnostic instrument. The overall objectives of the present
study were to (1) determine the lifetime and current prevalence of psychiatric disorders among
Vietnam RPOWSs and matched controls 25 years postrepatriation, and (2) to identify risk and
protective factors for key psychological outcomes. Possible risk and protective factors included
physical health status, personality factors, social support and lifestyle factors, medical service
utilization including number of completed medical examinations, and family health status.

Several studies suggest that the older, more educated, married, less-combat-experienced
captives who received postrelease social support faired better than their counterparts. 1.38,10.15-17
Because related factors such as employment and higher socioeconomic status may be protective
against depression among former POWSs, "’ the present study also evaluated the hypothesis that
previously asymptomatic RPOWs may begin to experience delayed onset of mental health
problems with retirement, the loss of social supports associated with regular employment, and
the loss of friends and family associated with aging.

Another possible social support effect is related to the postrelease examination process
itself. Similar to the Hawthorne effect in which employees have been found to respond positively
by virtue of receiving special attention from their employers (by enlisting them in an
experimental situation),® it is possible that RPOWSs receiving attention through the government-
supported medical examination program are responding with less mental distress or disorder. No
other studies have been found that assessed the possible contribution of examination effects to
perceived or physician-assessed health. Therefore, the present study also evaluated the
hypothesis that, in comparison with control subjects, the RPOWSs with more medical examination
visits would have better mental health than those with fewer visits.

Method
Study Population ‘

The Operation Homecoming population consists of 566 Vietnam RPOWs from all US
service branches and 138 Navy Vietnam veteran controls. Controls were selected in 1976 from
squadrons from which the Navy RPOW was imprisoned and one-to-one matched on 9 variables:
age + 1 year, commissioning year + 2 years, job designator (pilot or bombardier/navigator),
educational level (service academy/university or other), marital status, rank, total number of




flight hours, type of aircraft flown at the time of casualty, and casualty date + 17 months
(matched to date that the control group member was flying combat missions over North
Vietnam). Further details on the selection procedures, participation rates, and comparisons of the
controls with the RPOWs are described in Spaulding et al.”?

This study utilized an expanded version of the Operation Homecoming database from the
Naval Operational Medicine Institute (NOMI), Pensacola, Florida, that was used in a previous
study in which unexpectedly low rates of mental disorder were found."! This expanded database
included an additional 7 years of follow-up examinations of naval aviators and controls, as well
as the original examination data from the RPOWs in all other services. Most analyses in this
study, however, were limited to the subset of Navy matched pairs. Specifically, this study sample
consisted of Navy POWs repatriated from North Vietnam and returned to the United States
during the period February through April 1973 and who received at least one annual physical
examination at NOMI between 1977 and 1979, inclusive. It also included Navy Vietnam-veteran
controls who also received their first annual NOMI physical examinations between 1977 and
1979. The period 1977-1979 was chosen to maximize inclusion of controls; controls had their
first NOMI annual examinations from 1976 through 1978.

Measures and Procedures

A 4-page Vietnam Veteran Medical History questionnaire was designed and mailed in
2000 with cover letter, consent form, request for telephone interview, and certificate of
participation to all RPOWSs and controls in the study. Questionnaire items addressed
demographic information, medical history, general physical and mental health status, job and
marital status, lifestyle factors including smoking and alcohol use, medical and psychological
service utilization, and family health status. Outcome variables based on standardized measures

Were:

Duke Health Profile (DUKE): DUKE is a 17-item generic instrument that measures self-
reported health and dysfunction during a 1-week time period. Six health scales measure
physical, mental, social, general (physical, mental, and social), perceived health, and self-esteem.
Five dysfunction scales measure anxiety, depression, a combined measure of anxiety and ‘
depression, pain, and disability. This instrument has been shown to have good clinical validity
and reliability.?® Standard scoring procedures were used to calculate scale scores in which a
score of 100 indicated the best health status, and 0 the worst health status, on the health scales.
By contrast, a score of 100 indicated the worst health status, and O the best health status, on the
dysfunction scales.In the present study, inter-item Cronbach’s alpha coefficients were 0.77 on
the physical health scale, 0.71 on the mental health scale, 0.65 on the social health scale, 0.64 on
the self-esteem scale, 0.66 on the anxiety scale, 0.66 on the depression scale, and 0.74 on the
combined anxiety-depression scale. The 7-item combined anxiety-depression scale, also referred
to as DUKE-AD, has been used in primary care as a screening tool for anxiety and depression. A
score over 30, which indicates anxiety and/or depression, was used as the standard cutoff in the

present study.?!

Geriatric Depression Scale (GDS): The S-item version of GDS was designed to screen for
depression in a community-dwelling older population. It has been shown to be as effective as the
15-item GDS for depression screening in an outpatient population® and is scored from 0 through




5 on the basis of yes/no responses. A score of 2 or higher indicates possible depression.*” This
scale was found to have a very low reliability coefficient (alpha = 0.27) in the present sample.
With one item (“Are you basically satisfied with your life?”’) excluded, however, the alpha

coefficient increased to .51.

Two-Item Conjoint Screening Test for Alcohol Problems (TICS): Two questionnaire items
were used to screen for alcohol problems within the last year. TICS has been shown to
discriminate current substance use disorders with 81% sensitivity and identical specificity.” A
negative response to both items is classified as low risk, a positive response to either item is
classified as medium risk, and two positive responses are classified as high risk. The inter-item
alpha coefficient was 0.62 in the present study.

Short posttraumatic stress disorder (PTSD) screen: To screen for lifetime and current (past
month) PTSD, a short screening scale for Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV) PTSD** was modified to acknowledge the fact that all
participants had experienced the war in Vietnam. The phrase “After Vietnam” was added to the
beginning of each of the 7 self-reported yes/no response items. The alpha coefficient in the
present study was 0.75. An eighth item inquired whether the respondent had any of the preceding
problems or feelings in the last month. A score of 4 (based on first 7 symptom items) was used as
the cutoff for indicating respondents with and without PTSD.*

Other outcome variables were the DSM, Third Edition, Revised (DSM-III-R) criteria-based
diagnoses obtained from telephone interviews using the Quick Diagnostic Interview Schedule
(QDIS).” QDIS is a shortened, computerized version of the National Institutes of Mental Health
Diagnostic Interview Schedule used previously in the Epidemiologic Catchment Area (ECA)
studies?>*” and in previous studies of active-duty naval personnel.”® Both versions have been
found to have good reliability for most diagnoses.”®* QDIS asks the minimum number of
questions needed to make a diagnostic decision for the selected lifetime and active (within the
last year) diagnoses of interest in this study, including major depressive episode, generalized
anxiety disorder, panic disorder, agoraphobia, social phobia, simple phobia, PTSD, obsessive-
compulsive disorder, and alcohol abuse or dependence. A telephone interviewer manual was
developed to provide standardized data collection procedures. Three master’s degree- or
doctorate-level interviewers were trained to administer all interviews. Further details on the
telephone interview procedures can be found elsewhere.?®

Potential protective and risk variables: POW experience variables included location and
year of captivity, captivity time, time in solitary confinement, time in irons, time in cuffs, and
summary score from torture questionnaire. These were obtained from electronic records of the
initial repatriation interview in 1973. Perceived treatment compared with other POWs (worse,
about the same, better) was also obtained from a single item on the 20-year follow-up current
questionnaire, as were the remaining variables. Family health and disability history was assessed
by 3 items. One item inquired if the respondent or any of his blood relatives ever had diabetes,
cancer, high blood pressure, heart disease, or an emotional or substance abuse problem. Two
items taken from the National Household Interview Survey’° inquired whether the respondent or
anyone else living in his home needed assistance with personal care, or was limited in activities
because of physical, mental, or emotional problems. Lifestyle variables included current smoking




and duration, current alcohol use and amount, number of regular exercise hours, perceived
general health rating, and membership in a church or synagogue. Medical status was assessed
with a checklist of 37 potential medical conditions in the past year (treated or not). Respondents
were also asked if they were currently under a doctor's care and for what problems, their
surgeries/hospitalizations in past 5 years, their regular prescriptions and over-the-counter
medication, their usual health care provider, whether they had ever used unconventional or
alternative methods of treating their health problems, and their health insurance coverage. To
assess dispositional resilience, the control factor items of the modified Personality Hardiness
Scale®! were included as a measure of one’s sense of autonomy and ability to influence one’s
own destiny. These 10 items are scored on a 0 through 3 response scale, with 0 indicating not at
all true and 3 indicating completely true. The interitem coefficient was unacceptably low in the
present study (alpha = 0.22). Because no associations between cases and controls were obtained
with the summary score variable, it was dropped from further analyses.

Statistical Analyses
Lifetime and current prevalence estimates of psychiatric disorder were obtained from

telephone interview diagnoses. Paired-sample ¢ tests for 1:1 matched pairs, chi-square tests of
association, and odds ratios were used to examine differences between RPOWSs and controls on
POW exposure, health, psychosocial, and demographic variables obtained from the medical
examination files and the questionnaire. Due to the matched samples, multivariate logistic
regression without the constant was used to examine the relative importance of predictor
variables for key psychiatric outcomes.

Results

A total of 260 RPOWs to whom questionnaires were sent and 81 of the Navy Vietnam
veteran controls had deliverable addresses. Of these, 204 RPOWSs and 66 Navy controls returned
completed questionnaires for a response rate of 79% among those with deliverable addresses.
Among respondents, 44 matched pairs were identified for analysis. Power to detect medium
effect sizes was estimated at 0.77.%% A total of 241 psychiatric telephone interviews of
respondents were completed, including 41 of the 44 Navy RPOW and control matched pairs.
Eighteen interview subjects were unavailable or could not be contacted after 6 attempts, 1 was
too hard of hearing to complete the interview, 1 was too ill, and 2 had changed their minds about
participating. The average completion time for the interview was 27 minutes. Interviewers
evaluated the quality of each interview on rating forms adapted from the Assessment of
Occupational Functioning.®® Interviewers reported that 96% of the interviewees had heard and
understood all questions. Only one interviewee demonstrated some difficulty expressing ideas
and thoughts. Two interviewees were referred to the Veterans Hotline or their physician after the
interview due to their recent onset of unreported symptoms.

Navy RPOWs and controls served an average of 28 years in the military and were seen for
annual examinations an average of 16 times during the 23-year span of this study. The average
length of captivity for the RPOWs was 63 months, during which they had spent an average of 45
weeks in solitary confinement. The average age of the 44 matched pairs of RPOWs and controls
at the time of this study was 65 years. All were Navy officers (69% were captains or above,
including 7 admirals), 97% had college degrees, 80% had been pilots, 53% were still working for
pay at least part-time or doing volunteer work, 91% were married, and 100% were Caucasian.




Table 1 shows the psychological screening results for cases and controls. There was no
significant difference between RPOWs and controls on screening instruments for lifetime and
current PTSD, geriatric depression, or alcohol problems. As can be seen in Table 2, RPOWs had
higher (poorer) scores on the individual DUKE anxiety and depression subscales and scored
more poorly on the DUKE general and physical health measures.

Table 1. Psychological Screening Test Results in 44-Matched Pairs (N = 88) of Navy Repatriated
Prisoners of War (RPOWs) and Controls, 2000

RPOWs Controls

r ' N Odds
Psychological Screening Test n % n % Ratio  95% CI*
Duke Anxiety-Depression Scale (>30) 6 14 1 2 72 0.8-62.3
Geriatric Depression Scale (4-item), 5 11 2 5 2.6 0.5-14.3
possibly depressed
Two-Item Conjoint Screening for Alcohol 29 67 24 54 1.7 0.7-4.1
Problems, medium-high risk
Short Posttraumatic Stress Disorder 3 7 0 0
(PTSD) Screen, lifetime diagnosis
Short PTSD Screen, current diagnosis 3 7 0 0

*C], confidence interval.

Table 2. Duke Health Profile Subscale Scores in Matched Pairs (N = 44) Analysis of Repatriated
Prisoners of War (RPOWs) and Controls, 2000

RPOWs Controls
{ N\ 's N\

Subscale Mean SD Mean SD t (2-tailed) P
Anxiety 167 152 - 105 11.2 2.4 0.02
Depression 157 174 9.8 11.8 2.1 0.04
Anxiety-Depression 143 15.9 9.2 11.5 1.9 0.07
Physical Health 68.5 20.8 77.8 18.9 2.3 0.03
General Health - 78.0 135 848 10.6 2.8 0.01
Mental Health 90.2 16.1 944 11.6 1.3 0.18
Social Health 76.7 17.1 82.1 152 1.5 0.13
Perceived Health 78.6 25.0 88.1 24.2 1.7 0.10
Self-esteem : 86.0 16.3 914 14.2 1.6 0.12
Pain ‘ 523 284 39.8 31.6 1.8 0.09
Disability 45 21.1 34 16.7 0.3 0.78




Table 3 shows the health conditions that significantly differentiated the present health
status of RPOWs and controls. RPOWs perceived their health as poorer, were more likely to be
limited in their daily activities due to health problems, and were more likely to have had an
emotional or substance abuse problem or a relative with one. RPOWs were also more likely to
have had arthritis/gout and back/neck problems. No significant differences were found between
RPOWs and controls on lifestyle variables, such as smoking, alcohol use, or exercise, or on
church/synagogue membership, current level of work or retirement, or number of annual

examinations received.

Table 3. Risk Factors in 44 Matched Pairs of Navy Repatriated Prisoners of War (RPOWs) and
Controls, 2000

RPOWs Controls

r N \ Odds
Risk Factor n %0 n % Ratio 95% CI*
Self or relative ever had emotional or 13 30 2 5 84 18403
substance abuse problem
Limited in activities 14 33 2 4 101 2.1-48.0
Perceived health less than excellent 32 74 21 49 3.0 1.2-7.6
Arthritis/gout in past year 23 53 10 23 38 1596
Back/neck problems in past year 18 42 8 19 3.1 1.2-8.4

*(C], confidence interval.

Table 4 shows the prevalence of lifetime and current (1 year) psychiatric diagnoses among
RPOWSs and controls. Almost one third of the RPOWSs had at least one of the psychiatric
diagnoses measured in this study during their lifetime, and 10% had a current or recent
diagnosis, indicating a remission rate of 66%. The most prevalent lifetime diagnosis was alcohol
abuse/dependence among both RPOW and control subjects (17% and 15%, respectively). While
no other psychiatric disorders were diagnosed among controls, RPOWs had a lifetime prevalence
rate of 15% for depression and 10% for PTSD. Three of the four RPOWs with a lifetime
diagnosis of PTSD also had the diagnosis within the past year. Only 5% of the RPOWSs met

criteria for major depression within the previous year.




Table 4. Prevalence of Quick Diagnostic Interview Schedule Lifetime and Current (1 Year)
Psychiatric Diagnoses Among 41 Matched Navy Repatriated Prisoners of War (RPOWs) and

Control Pairs With Telephone Interviews, 2001

RPOWs Controls

— —
Psychiatric Diagnosis n %o n Yo

Lifetime
Any lifetime diagnosis 12 29 6 15
Alcohol abuse/dependence 7 17 6 15
Posttraumatic stress disorder (PTSD) 4 10 0 0
Depression 6 15 0 0
Mania 1 2 0 0
Generalized anxiety disorder 1 2 0 0
Panic disorder 1 2 0 0
Social phobia 1 2 0 0

Current

Any current diagnosis 4 10 0 0
PTSD 3 7 0 0
Depression 2 5 0 0

To identify potential predictors and protective factors of psychiatric morbidity, bivariate
relationships between demographic, lifestyle, physical health, and POW experience variables and
any lifetime QDIS psychiatric disorder were examined. Only lower education level (as master’s
degree or higher versus less than master’s degree; 1 =6.0,df= 1, P = 0.014), poorer general
health (DUKE subscale score)(t = 2.1, df = 77, P = 0.036 2-tailed, 95% confidence interval, 0.5-
13.4), and cancer occurrence for subject or a blood relative (¢* =8.7,df =1, P = 0.003) were
significantly associated with any lifetime psychiatric disorder. None of the torture-related
variables were significantly related to psychiatric disorders.

Discussion

The present 's/tudy evaluated self-reported measures of psychiatric morbidity 25 years after
release from captivity during the Vietnam War. On the whole, very little psychiatric morbidity
was found in this Vietnam veteran cohort of mostly well-educated, married, former naval aviator
RPOWSs. Only one third of the RPOWSs had ever had a psychiatric diagnosis, and only 10% were
identified as having a recent or current one. Because of the high levels of screening, training,
motivation, and maturity of this particular cohort relative to that of other military POW
populations studied, it is likely that the population in this study represents one of the military's
lower risk groups, and that psychiatric morbidity rates would be lower than those for younger,
less prepared personnel. The 10% lifetime prevalence of PTSD among RPOWSs obtained using
QDIS was higher than rates for men ages 45 through 54 years in the general population using the
Diagnostic Interview Schedule and related Composite International Diagnostic Interview,>* but




lower than the 20% obtained for wounded Vietnam veterans in the ECA survey.34 It may also be
compared with the 6.2% conditional probability of PTSD in a community sample of men after
exposure to a traumatic event.*® While lifetime prevalence rates for alcohol abuse/dependence,
panic disorder, and phobias were similar to those for white men in the general population,’”*® the
RPOWSs tended to have somewhat higher rates for affective disorders than those observed in the
ECA survey (e.g., 11% vs. 5%, respectively).39 These higher rates vary from previous reports of
Navy and Air Force aviator Vietnam POWs,'"* however methodological differences between

studies make comparisons difficult.

In terms of identifying risk and protective factors for psychiatric morbidity, few variables,
including those related to torture experiences, significantly differentiated veterans with and
without psychiatric disorder. Contrary to several studies of World War II and Korean
POWs'0#144-46 i which severity of treatment was predictive of PTSD, no association was found
in the present study. This may be due, in part, to the small number of PTSD diagnoses. Also,
although a previous study of Air Force Vietnam POWs identified psychiatric morbidity
differences between pre-1969 and post-1969 capture periods on the basis of harsher treatment
received pre-1969,%° only 6 of the RPOWs in the present study were captured post-1969 and half
(3) had at least one QDIS psychiatric diagnosis.

RPOWSs were significantly more likely than controls to be limited in activities because of
physical, mental, or emotional problems and to perceive their health as lpoorer. Higher rates of
arthritis and back/neck problems reported at 20 years’ postrepatriation'’ continued to be
observed 27 years after repatriation. Overall poorer physical health appeared more related to the
long-term psychiatric status of Vietnam veterans than the POW experience itself.

In terms of specific hypothesis testing, some evidence from the longitudinal and
multivariate analyses indicated that RPOWs may become more vulnerable to psychiatric
problems as they age, especially those with physical health problems. This is consistent with
previous literature that suggests delag'ed onset may be evident in the development of
postcaptivity psychiatric morbidity.*”*' Because the number of medical examinations received
in the study period was not associated with either POW status or any lifetime psychiatric
diagnosis, no evidence was found to support the hypothesis of a possible Hawthorne or social
support effect of the volunteer postrelease annual examination process.

Consistent with the nature of the brief questionnaire screening instruments and expectations
that self-reported symptom measures would tend to define and yield more psychiatric disorder,
DUKE-AD, GDS, and TICS identified a broader range of anxiety, depressive, and alcohol abuse
cases than the clinically based measures. Only the DUKE subscales for anxiety and depression
significantly differentiated RPOWSs from their matched controls. While Navy RPOWs scored
more negatively on Duke Health Profile subscores of depression and anxiety, they did not differ
on alcohol abuse/dependence, geriatric depression, or PTSD screening instruments. Also, no
significant differences between RPOWSs and controls were found in lifetime or current-
prevalence rates of any disorder measured with QDIS.

Physical health status and education level appeared more related to the psychiatric status of
naval aviator Vietnam veterans than the POW experience itself. Strengths of the current study
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over previous studies are the use of controls, longitudinal analyses, and a longer time frame for
follow-up. Future research will benefit from focus on the performance of clinical criteria-based
standardized instruments in larger population groups.

11




10.

11.

12.

13.

References
Ursano RJ, Rundell JR. The prisoner of war. Mil Med. 1990;155:176-180.

Solomon Z. The effect of prior stressful experience on coping with war trauma and captivity.
Psychol Med. 1995;25:1289-1294.

Neria Y, Solomon Z, Dekel R. An eighteen-year follow-up study of Israeli prisoners of war
and combat veterans. J Nerv Ment Dis. 1998;186:174-182.

Tennant CC, Fairley MJ, Dent OF, Sulway M, Broe A. Declining prevalence of psychiatric
disorder in older former prisoners of war. J Nerv Ment Dis. 1997;185:686-689.

Sutker PB, Winstead DK, Galina ZH, Allain AN. Cognitive deficits and psychopathology
among former prisoners of war and combat veterans of the Korean conflict. Am J Psychiatry.

1991;48:67-72.

Sutker PB, Allain AN Jr, Winstead DK. Psychopathology and psychiatric diagnoses of
World War I Pacific theater prisoner of war survivors and combat veterans. Am J

Psychiatry. 1993;150:240-245.

Solomon Z, Neria Y, Ohry A, Waysman M, Ginzburg K. PTSD among Israeli former
prisoners of war and soldiers with combat stress reaction: a longitudinal study. Am J
Psychiatry. 1994;151:554-559.

Vincent C, Chamberlain K, Long N. Mental and physical health status in a community
sample of New Zealand Vietnam War veterans. Aust J Public Health. 1994;18:58-62.

Watson IP. Post-traumatic stress disorder in Australian prisoners of the Japanese: a clinical
study. Aust N Z J Psychiatry. 1993;27:20-29.

Page WF, Engdahl BE, Eberly RE. Prevalence and correlates of depressive symptoms among
former prisoners of war. J Nerv Ment Dis. 1991;179:670-677.

Nice DS, Garland CF, Hilton SM, Baggett JC, Mitchell RE. Long-term health outcomes and
medical effects-of torture among US Navy prisoners of war in Vietnam. JAMA.
1996;276:375-381.

Tennant CC, Goulston KJ, Dent OF. The psychological effects of being a prisoner of war:
forty years after release. Am J Psychiatry. 1986;143:618-621.

Creasey H, Sulway MR, Dent O, Broe GA, Jorm A, Tennant C. Is experience as a prisoner of
war a risk factor for accelerated age-related illness and disability? J Am Geriatr Soc.

1999;47.60-64.

12




14. Tennant CC, Goulston KJ, Dent OF. Australian prisoners of war of the Japanese: post-war
psychiatric hospitalization and psychological morbidity. Aust N Z J Psychiatry. 1986;20:334-

340.

15. Venn AJ, Guest CS. Chronic morbidity of former prisoners of war and other Australian
veterans. Med J Aust. 1991;155:705-707,710-712.

16. Long N, Chamberlain K, Vincent C. The health and mental health of New Zealand Vietnam
War veterans with posttraumatic stress disorder. N Z Med J. 1992;105:417-419.

17. Buffum MD, Wolfe NS. Posttraumatic stress disorder and the World War II veteran. Geriatr
Nurs. 1995;16:264-270.

18. Roethlisberger FJ, Dickson WJ. Management and the Worker. Cambridge: Harvard
University Press; 1939.

19. Spaulding RC, Murphy LE, Phelan JD. A Comparison Group for the Navy Repatriated
Prisoners of War From Vietnam: Selection Procedures used and the Lessons Learned. San
Diego, CA: Naval Health Research Center; 1978. Technical Report 78-22.

20. Parkerson GR, Broadhead WE, Chie-Kit JT. The Duke Health Profile: a 17-item measure of
health and dysfunction. Med Care. 1990;28:1056-1072.

21. Parkerson GR, Broadhead WE, Chie-Kit J. Anxiety and depressive symptom identification
using the Duke Health Profile. J Clin Epidemiol. 1996;49:85-93.

22. Hoyl MT, Alessi CA, Harker JO, et al. Development and testing of a five-item version of the
Geriatric Depression Scale. J Am Geriatr Soc. 1999;47:873-878.

23. Brown RL, Leonard T, Saunders LA, Papasouliotis O. A two-item screening test for alcohol
and other drug problems. J Fam Pract. 1997;44:151-160.

24. Breslau N, Peterson EL, Kessler RC, Schultz LR. Short screening scale for DSM-IV
posttraumatic stress disorder. Am J Psychiatry. 1999;156:908-911.

25. Robins LN, Marcus S, Bucholz K. The Quick Diagnostic Interview Schedule III [computer
program]. Version 1.0. St. Louis: Washington University School of Medicine; 1991.

26. Robins LN, Locke BZ, Regier DA. An overview of psychiatric disorders in America. In:
Robins LN, Regier DA, eds. Psychiatric Disorders in America. New York: The Free Press;

1991:328-366.

27. Robins LN, Helzer JE, Croughan JL, Ratcliff KS. The NIMH Diagnostic Interview Schedule:
its history, characteristics, and validity. Arch Gen Psychiatry. 1981;38:381-389.

13




28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Hourani LL, Yuan H. The mental health status of women in the Navy and Marine Corps:
preliminary findings from the 1995 Perceptions of Wellness and Readiness (POWR)
assessment. Mil Med. 1999;164:174.

Robins LN, Helzer JH, Ratcliff KS, Seyfried W. Validity of the Diagnostic Interview
Schedule, Version II: DSM-III diagnoses. Psychol Med. 1982;18:746-756.

National Household Interview Survey, Family Section. April 11, 2000:13. Combined
FHS.070 & FHS.150.

Bartone PT, Ursano RJ, Wright KM, Ingraham LH. The impact of a military air disaster on
the health of assistance workers. J Nerv Ment Dis. 1989;177:317-327.

Cohen J. Statistical Power Analysis for the Behavioral Sciences. 2nd ed. Hillsdale, NJ:
Lawrence Erlbaum Associates; 1988:36, 234.

Kielhofner G. Assessment of Occupational Functioning, Collaborative Version [rating form].
In: A Model of Human Occupation: Theory and Application. 2nd ed. Baltimore: Williams &

Wilkins; 1995:2-3.

Helzer JE, Robins LN, McEvoy L. Post-traumatic stress disorder in the general population. N
Engl J Med. 1987;317:1630-1634.

Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB. Posttraumatic stress disorder in
the National Comorbidity Survey. Arch Gen Psychiatry. 1995;52:1048-1060.

Breslau N, Kessler RC, Chilcoat HD, Schultz LR, Davis GC, Andreski P. Trauma and
posttraumatic stress disorder in the community. Arch Gen Psychiatry. 1998;55:626-632.

Helzer JE, Burnam A, McEvoy LT. Alcohol abuse and dependence. In: Robins LN, Regier
DA, eds. Psychiatric Disorders in America. New York: The Free Press; 1991:81-115.

Eaton WW, Dryman A, Weissman MM. Panic and phobia. In: Robins LN, Regier DA, eds.
Psychiatric Disorders in America. New York: The Free Press; 1991:155-179.

Weissman MM Bruce ML, Leaf PJ, Florio LP, Holzer C III. Affective disorders. In: Robins
LN, Regier DA, eds. Psychiatric Disorders in America. New York: The Free Press; 1991:53-

80.

Ursano RJ, Boydstun JA, Wheatley RD. Psychiatric illness in U.S. Air Force Vietnam
prisoners of war: a five-year follow-up. Am J Psychiatry. 1981;138:310-314.

Beebe GW. Follow-up studies of World War II and Korean War prisoners: II. Morbidity,
disability, and maladjustments. Am J Epidemiol. 1975;101:400-422.

14




42. Engdahl B, Dikel TN, Eberly R, Blank A Jr. Posttraumatic stress disorder in a community
group of former prisoners of war: a normative response to severe trauma. Am J Psychiatry.
1997;154:1576-1581.

43. Gold PB, Engdahl BE, Eberly RE, Blake RJ, Page WF, Frueh BC. Trauma exposure,
resilience, social support, and PTSD construct validity among former prisoners of war. Soc
Psychiatry Psychiatr Epidemiol. 2000;35:36-42.

44. Page WE. The Health of Former Prisoners of War. Washington, DC: National Academy
Press; 1992.

15




REPORT DOCUMENTATION PAGE

The public reporting burden for this collection of information is estimated to average 1 hour per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing the burden, to Washington Headquarters Services, Directorate for Information Operations and Reports.
1215 Jefferson Davis Highway, Suite 1204, Ardington, VA 22202-4302, Respondents should be aware that notwithstanding any other provision of law, no person shall be subject
l to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB Control number. PLEASE DO NOT RETURN YOUR FORM TO
THE ABOVE ADDRESS.

1. Report Date (DD MM YY) 2. Report Type : 3. DATES COVERED (from - to)
1707 02 Final February 2000 - June 2001
4. TITLE AND SUBTITLE 5a. Contract Number:
Long-Term Psychiatric Sequelae of the Prisoner of War Experience: Findings From 5b. Grant Number:
Operation Homecoming Vietnam Veterans 5c. Program Element:
6. AUTHORS 5d. Project Number:
Laurel L. Hourani, Ph.D., M.P.H., Susan Hilton, M.A. Se. Task Number:

7. PERFORMING ORGANIZATION NAME(S) AND ADDRESS(ES) 5. Work Unit Number: 60005

Naval Health Research Center

P.O. Box 85122 ’ 9. PERFORMING ORGANIZATION REPORT

San Diego, CA 92186-5122 NL;{MBER No. 0218
8. SPONSORING/MONITORING AGENCY NAMES(S) AND ADDRESS(ES) eport No. U2~
Chief, Bureau of Medicine and Surgery

MED-02 : 10. Sponsor/Monitor's Acronyms(s)
2300 E Street N\W CNA, NOMI
Washington DC 20372-5300 11. Sponsor/Monitor's Report Number(s)

12 DISTRIBUTION/AVAILABILITY STATEMENT
Approved for public release; distribution unlimited.

13. SUPPLEMENTARY NOTES

14. ABSTRACT (maximum 200 words)

The purpose of this study was to determine the psychiatric status and risk profile of repatriated prisoners of war _
(RPOWs) 25 years after their return. Subjects were 260 of the original 566 Vietnam War RPOWs and 81 of the original
138 Navy Vietnam veteran controls from Operation Homecoming. Methods included a brief questionnaire in 2000 to
obtain baseline veteran and family health risk factor and psychological status screening information. Additionally,
computer-based telephone interviews in 2001 using the Quick Diagnostic Interview Schedule provided clinically based
lifetime and recent diagnoses. Results among 44 matched pairs showed RPOWs significantly more likely than controls
to be limited in activities, perceive their health as poorer, experience higher rates of arthritis and back/neck problems,
and score more negatively on Duke Health Profile measures of depression and anxiety. Current physical health status
appeared to be more related to the psychiatric status of naval aviator Vietnam veterans than the POW experience itself.
Strengths of the current study over previous studies are the use of controls, longitudinal analyses, and a longer time
frame for follow-up. ’

I5. suBJECT TERMS
prisoners of war, Vietnam, posttraumatic stress disorder, stress(psychology), mental health, interviewing, questionnaires

16. SECURITY CLASSIFICATION OF: 17. LIMITATION | 18. NUMBER ] 19a. NAME OF RESPONSIBLE PERSON
a. REPORT |b.ABSTRACT | c. THIS PAGE | OF ABSTRACT | OF PAGES James T. Luz, Commanding Officer
UNCL 5 19b. TELEPHONE NUMBER (INCLUDING AREA CODE)
UNCL UNCL UNCL COMM/DSN: (619) 553-8429

Standard Form 298 (Rev. 8-98)
Prescribed by ANSI Std. Z39-18




