
Old Dominion University Old Dominion University 

ODU Digital Commons ODU Digital Commons 

Psychology Theses & Dissertations Psychology 

Fall 12-2020 

The Effects of Military Sexual Trauma and Depressive Symptoms The Effects of Military Sexual Trauma and Depressive Symptoms 

on Reintegration on Reintegration 

Rachel L. Davies 
Old Dominion University, rdavi022@odu.edu 

Follow this and additional works at: https://digitalcommons.odu.edu/psychology_etds 

 Part of the Criminology Commons, Gender and Sexuality Commons, Mental and Social Health 

Commons, Military and Veterans Studies Commons, and the Psychology Commons 

Recommended Citation Recommended Citation 
Davies, Rachel L.. "The Effects of Military Sexual Trauma and Depressive Symptoms on Reintegration" 
(2020). Master of Science (MS), Thesis, Psychology, Old Dominion University, DOI: 10.25777/ycjk-jp42 
https://digitalcommons.odu.edu/psychology_etds/362 

This Thesis is brought to you for free and open access by the Psychology at ODU Digital Commons. It has been 
accepted for inclusion in Psychology Theses & Dissertations by an authorized administrator of ODU Digital 
Commons. For more information, please contact digitalcommons@odu.edu. 

https://digitalcommons.odu.edu/
https://digitalcommons.odu.edu/psychology_etds
https://digitalcommons.odu.edu/psychology
https://digitalcommons.odu.edu/psychology_etds?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/417?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/420?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/709?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/709?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/396?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/404?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.odu.edu/psychology_etds/362?utm_source=digitalcommons.odu.edu%2Fpsychology_etds%2F362&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:digitalcommons@odu.edu


 
 

 

THE EFFECTS OF MILITARY SEXUAL TRAUMA AND DEPRESSIVE SYMPTOMS 

ON REINTEGRATION 

by 

 

Rachel L. Davies 

B.S. December 2017, Colorado State University 

 

A Thesis Submitted to the Faculty of 

Old Dominion University in Partial Fulfillment of the  

Requirements for the Degree of 

 

 

MASTER OF SCIENCE 

 

PSYCHOLOGY 

 

OLD DOMINION UNIVERSITY 

December 2020 

 

 Approved by:    

 

                    Michelle L. Kelley (Director)  

 

Alan Meca (Member) 

 

Yusuke Yamani (Member) 

  

 



 
 

 

ABSTRACT 

THE EFFECTS OF MILITARY SEXUAL TRAUMA AND DEPRESSIVE SYMPTOMS ON 

REINTEGRATION 

Rachel L. Davies 

Old Dominion University, 2020 

Director: Dr. Michelle L. Kelley 

Reintegration is a challenge for many veterans returning to civilian roles after military service. 

Difficulties range from an assortment of issues such as self-care to community participation. 

Military sexual trauma may be an experience that alters or changes veterans and result in 

difficulty in reintegration.  Specifically, it was predicted that military sexual trauma would 

indirectly affect reintegration, via depressive symptoms. In addition, locus of control was 

predicted to play a role in how military sexual trauma impacts reintegration with external locus 

of control acting as a buffer. Participants were a cross-sectional community sample of both 

female veterans who reported having experienced and not experienced. They completed an 

online survey. Both endorsing military sexual harassment and military sexual assault predicted 

reintegration difficulties; however, depressive symptoms fully mediated associations between 

both forms of military sexual trauma (i.e., sexual harassment and sexual assault) and 

reintegration difficulties. Locus of control did not significantly moderate the pathway between 

military sexual trauma and reintegration nor the pathway between military sexual trauma and 

depressive symptoms. In fact, the significant direct associations of locus of control on depressive 

symptoms and reintegration were in the opposite direction of what was predicted in that external 

locus of control was associated with more reintegration difficulties and depressive symptoms. 

The results suggest the importance of reducing military sexual trauma and reintegration 

assistance programs. 
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CHAPTER 1 

INTRODUCTION 

 Reintegration from military service to civilian life is often challenging; however, those 

who experience military sexual trauma may find it even more difficult. Military sexual trauma is 

common in the military. The Department of Defense (2019) annual report on military sexual 

trauma found that 13,000 (6.2%) of female service members reported military sexual assault in 

fiscal year 2018. This represents a statistically significant increase compared to the previous 

year, when 4.3% of female service members reported military sexual trauma. Military sexual 

trauma has been associated with aspects related to reintegration, such as interpersonal 

difficulties, difficulty obtaining employment, health problems, and a lack of purpose (Crome, & 

McCabe, 1995; Harned et al., 2002; Katz et al., 2007; Skinner et al., 2000; Walker et al., 2005; 

Willness et al., 2007). According to Sayer et al. (2011), reintegration should be viewed as a 

collection of domains rather than individual problems. Although military sexual trauma has been 

associated with poor mental health, less understood is the way through which military sexual 

trauma impacts reintegration. A possible explanation involves depression, as depression is 

common among female service members who have experienced military sexual trauma (Haaken 

& Palmer 2012), and depression has been found to negatively impact aspects of reintegration 

(Moriarty et al., 2015). The present study investigates associations between military sexual 

trauma, depression, internal locus of control, and reintegration among female veterans.  

Reintegration 

Reintegration is the process used to describe the challenges and experiences that service 

members face when they discharge from the military, reunite with family, the community, and 

transition to civilian roles (Doyle & Peterson, 2005; Sayer et al., 2014). Reintegration involves 
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participation in community activities, finding new employment or pursuing education, 

maintaining interpersonal relationships with military friends, civilian friends, family members, 

and significant others, as well as maintaining a residence, practicing self-care, and finding a 

purpose in life (Sayer et al., 2011). Sayer et al. (2011) report that all military branches require 

their service members to complete programs related to reintegration before discharge. The 

program includes information on housing, benefits, finding meaning, and interpersonal 

relationships. In fact, the Department of Defense has a program to help veterans with 

reintegration called the, "Yellow Ribbon Reintegration Project" to assist with areas related to 

reintegration such as finances, relationships, health, and career opportunities (Department of 

Defense, 2017b).  

Resnik et al.'s (2012) paper on the difficulties defining reintegration proposed that 

measures assessing reintegration should include components following the theoretical framework 

of the International Classification of Health, Disability, and Functioning developed by the World 

Health Organization. The International Classification of Health, Disability, and Functioning 

defines areas to consider when assessing functioning (Resnik et al., 2012). The VA 

Rehabilitation Research and Development Service stated that the following domains should be 

considered in reintegration: social (e.g., spending time with friends and family), work (e.g., 

attaining employment), education (e.g., participating in activities that promote learning), parental 

(e.g., providing care for children), spouse/significant other (e.g., maintaining a long term 

relationship), spiritual/religion (e.g., engaging in activities that promote one's spirituality), leisure 

(e.g., participating in activities that are relaxing and enjoyable), domestic life (e.g., maintaining a 

home), civic (e.g., volunteering), self-care (e.g., grooming), and economic life (e.g., financial 

responsibility).   
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The importance of reintegration cannot be understated, as 2.77 million service members 

have deployed to a combat zone or served in a non-combat zone since 9/11 (Wenger et al., 

2018). This number indicates how far-reaching the reintegration process has been, and will 

continue to be, as all surviving service members have, or will, experience reintegration. Further, 

many veterans characterize reintegration as challenging. In a sample of 754 Operation Enduring 

Freedom and Operation Iraqi Freedom combat veterans, one-quarter of the sample reported some 

difficulties, and one-half of the sample reported extreme difficulties in productivity, community 

participation, revealing personal thoughts and feelings to others, and managing one’s health post-

deployment (Sayer et al., 2010). In addition, 96% of the sample reported a desire to have access 

to services to help with reintegration, such as marital therapy, individual therapy, educational 

classes, information about veterans’ benefits, and assistance with information relating to jobs and 

schooling (Sayer et al., 2010).  

Although much of the focus and research on reintegration has been on veterans deployed 

to a combat or war zone (Sayer et al., 2010), reintegration is likely to be difficult for those who 

complete humanitarian and other types of deployments, as well as those stationed outside the 

United States, or for those who are stationed in the United States. Difficulties with reintegration 

may be the discord with military culture and civilian culture as most military personnel have 

some level of military identity. Coll and colleagues (2011) explain that the difficulty with 

reintegration is equivalent to culture shock that immigrants experience when entering the United 

States for the first time, as the military operates independently with its own rules, values, 

traditions, and norms. Further, the military is essentially a lifestyle rather than a job per se. As a 

consequence, reintegration may involve clashes between the two cultures, that is, the service 

member’s rules and values while in the military, and the process of adaptation once they leave 
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the military. In fact, some have argued that reintegration should be considered an acculturation 

process, in which the veteran must adapt to civilian culture while at the same time trying to 

maintain some desired aspects of a military identity (Koenig et al., 2014). There are some 

incongruencies between civilian culture and military culture, which results in the tension that 

Koenig and colleagues (2014) found. For example, accountability is a major value in the military 

as it is important to be accountable for one’s gear and to be knowledgeable about the mission, as 

a mistake could lead to the death of members of the unit or a failure of the mission. To civilians, 

the level of accountability that veterans have can be perceived as possessive, as veterans may 

want to control and have access to other peoples’ possessions (Sayer et al, 2011). In fact, the 

U.S. Department of Veterans Affairs Office of Transition and Economic Development (2020) 

reports that over half of their sample of 165,236 veterans reported that incongruencies between 

military and civilian workforce culture and norms was one of the main challenges to 

reintegration.  

Additionally, it may be helpful to view the challenge of reintegration as transitioning 

from a collectivist culture to a more individualistic culture, common to many U.S. civilians 

(Bryan et al., 2012). For example, the collectivist values are shown with the military's value of 

unit cohesion. Unit cohesion is beneficial because it increases the likelihood of successful 

missions, something that requires strong bonds between members of the unit, and the ability to 

sacrifice individual wants and desires for the success of the military mission (i.e., the betterment 

of the collective good) (Coll et al., 2011). This strong value of unit cohesion can conflict with 

reintegration because strong camaraderie with fellow service members can create an anti-civilian 

attitude (Davenport, 1987), which may impact service members’ ability to work effectively and 

respectfully with civilians. The anti-civilian attitude may impact reintegration in that the ability 



  11 

 

to obtain employment and the ability to have healthy relationships with non-military friends, 

family members, and coworkers may be threatened. 

Reintegration difficulties are so prevalent that a therapeutic program called 

BATTLEMIND was developed to address these issues, helping veterans reframe their military 

values to be more congruent with civilian life (Adler et al., 2011). BATTLEMIND is an acronym 

standing for common differences between civilians and service members. For example, “B” 

stands for buddies, which indicates the value of unit cohesion and strong military friendships, but 

it can lead to disconnection or withdrawal from civilian family members and friends. The 

BATTLEMIND intervention helps train veterans to use the friendship bonding techniques used 

with their military buddies in their civilian relationships (Adler et al., 2011).  

Given the challenge with transition that many military members experience, qualitative 

studies have identified themes associated with reintegration that explain why reintegration is a 

difficult process for veterans. Many veterans struggle with adapting their military values or 

skillsets to civilian life (Ahern et al., 2015; Demers, 2011; McCormack & Ell, 2017). 

McCormack and Ell (2017) called this theme “On the Rubbish Pile”, that is, a feeling of being 

useless and unprepared for civilian duties or roles. Demers (2011) called this theme “Crisis of 

Identity”, involving difficulties accepting civilians’ roles and battling the desire to retreat from a 

civilian lifestyle. In fact, Demers (2011) reported that some of the veterans believed they were 

better than civilians and did not want to downgrade to the civilian role. Moreover, Ahern et al. 

(2015) called it “Searching for a New Normal”, involving the active process of discovering new 

normal routines and roles.  

Other themes among veterans who experience reintegration include the feeling of 

disconnection (Ahern et al., 2015; Demers, 2011; McCormack & Ell, 2017). The homecoming 
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theory developed after World War II (Schuetz, 1945), explains how this disconnection occurs in 

relation to veterans. The homecoming theory states that veterans and their civilian family 

members, friends, and significant others experience a shock when veterans return. The reason for 

this shock is that there is the expectation that when the veteran returns home, everything will 

return to the way it was before deployment. While deployed, veterans and civilians have unique 

experiences, altering how they think and behave. The disconnect in space and time, experienced 

by veterans and civilians, decreases their intimacy. Schuetz (1945) describes intimacy as reliable 

knowledge of others, cultural tendencies, and a place. This intimacy allows for people to make 

predictions, anticipate reactions, and make interpretations, which provides comfort. Schuetz 

(1945) mentions that ‘to feel at home’ means to experience a high magnitude of familiarity and 

intimacy. This separation causes veterans to lack the sensation of feeling at home. The 

reintegration process includes having to reconnect and relearn.  

Although this theory was created to explain reintegration of WWII veterans, it applies to 

veterans from recent era wars. Demers (2011) found that veterans are somewhat shocked when 

they see that their civilian friends have changed while they were in the military and their family 

has changed and grown when they were away or heavily involved in their military careers. In 

addition, Demers (2011) found that veterans are aware of the expectation from others to return to 

the roles and person that the veteran was before their military experiences, but veterans believe 

they cannot do so because their experiences changed how they act and see the world. Likewise, 

Ahern and colleagues (2015) found that U.S. veterans who were part of  U.S. missions Operation 

Enduring Freedom (i.e., War in Afghanistan) and Operation Iraqi Freedom (i.e., Iraqi War) 

report feeling disconnected from family and believe civilian life is chaotic due to poor structure. 

These qualitative studies seem to echo themes that the homecoming theory describes, such as 
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lack of intimacy, which impairs the ability to predict and anticipate events, reactions, and 

actions. The lack of intimacy may be a reason veterans report that civilian life appears chaotic.  

As discussed, there are many reasons reintegration can be a challenge for veterans. Not 

only is it a distressing event in a veteran's life, but clinicians and researchers should be 

knowledgeable about reintegration because it is correlated with drug use problems, post-

traumatic stress disorder, and alcohol use problems (Pietrzak et al., 2009; Sayer et al., 2011). All 

these disorders are prevalent in the military (Bray et al., 2009; Burnett-Zeigler et al., 2011; 

Calhoun et al., 2008; Fulton et al., 2015). It would benefit the Veterans Administration and the 

Department of Defense to develop strategies to make reintegration less difficult for veterans.  

Studies have indicated that the process of reintegration can vary significantly with Ahern et al. 

(2015) reporting it takes a year to reintegrate, whereas Sayer et al. (2015) reports the process 

takes several years. Many variables may impact reintegration, such as the number of years in the 

military; however, experiences during the military also may impact reintegration. Currently, 

there is little research explaining why the length of time to reintegrate varies widely.   

Military Sexual Trauma 

 A possible variable that may negatively influence the ability to successfully reintegrate is 

military sexual trauma. Military sexual trauma has been defined in many ways by different 

researchers. The Veterans Administration defines military sexual trauma as psychological trauma 

that a veteran may experience following sexual harassment, and/or physical assault, that is sexual 

in nature, while in military service or in training (Stander & Thomsen, 2016). However, the 

Department of Defense differentiates sexual assault and sexual harassment as separate entities, 

defining each of those separately (Stander & Thomsen, 2016). Sexual harassment is defined as 

"...conduct that involves unwanted sexual advances, requests for sexual favors, and deliberate or 
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repeated offensive comments or gestures of a sexual nature..." (Department of Defense 2019a, p. 

2). The Department of Defense (2019a) specifies situations in which behavior is considered 

sexual harassment. Such circumstances include when the behavior occurs due to a person's career 

or salary, and when it hinders work performance or creates a hostile environment. Sexual assault 

is "...referred to as a range of crimes, including rape, sexual assault, forcible sodomy, aggravated 

sexual contact, abusive sexual contact, and attempts to commit these offenses" (Department of 

Defense 2019b, p. 6).  

Most studies have combined both sexual assault and sexual harassment (Haskell et al., 

2010; Katz et al., 2007; Kimerling et al., 2007; Maguen et al., 2010). This grouping could be 

problematic because there is a possibility that sexual harassment and sexual assault have 

different effects. For example, Katz and colleagues (2012) found that only verbal harassment 

was correlated with factors like career difficulties, social problems, health issues, and 

relationship issues. However, in the Katz et al. (2010) study few participants reported sexual 

assault or rape. Specifically, 18 men (4%) and 5 women (8%) reported sexual assault or rape, 

which means that they may not have had the power sufficient to detect differences between 

sexual harassment and sexual assault.    

Estimates of military sexual trauma vary, depending on the type of questions researchers 

used while interviewing veterans and the specific definition of military sexual trauma. For this 

reason, it is difficult to provide an accurate representation of the prevalence of military sexual 

trauma (Surís & Lind, 2008). Moreover, the many ways that military sexual trauma has been 

operationalized may explain the discrepancy in reported prevalence rates. Specifically, a review 

of 26 studies of military sexual trauma determined that prevalence rates range from 20% to 43%, 

depending on the method and operational definition of military sexual trauma (Surís & Lind, 
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2008). The Department of Defense's (DoD) 2018 fiscal year report on military sexual assault 

found that 6.2% of active duty females reported sexual assault, and 24.2% reported sexual 

harassment, which represents a 1.2% increase from the 2016 fiscal year report (Department of 

Defense, 2019b). Sexual harassment has also increased as the Department of Defense (2019a) 

found 236 more reports, or a 24% increase, in formal complaints during the 2018 fiscal year as 

compared to the 2017 fiscal year, with 61% of those complaints verified upon investigation. 

These increases demonstrate the importance of studying military sexual trauma as the rate of 

military sexual trauma has increased and most reports are substantiated.   

There are a number of reasons why the rate of military sexual trauma may be high. One 

reason may be hypermasculinity and the focus on power in the military. In fact, the Veterans 

Administration views and treats military sexual assault accordingly (Haaken & Palmer, 2012) 

Specifically, according to Haaken and Pamer (2012), sexual assault is viewed as a method for 

male soldiers to bond with each other and to create unit cohesion by excluding women. In the 

military, soldiers are stripped of their identities and forced to conform to the military identity, 

leading to some feelings of powerlessness (Williams & Bernstein, 2011). The military values 

hypermasculinity to promote powerfulness, dominance, and achievement-oriented service 

members, so service members seek to increase their own power and control, which may involve 

having control over a female’s body (Williams & Bernstein, 2011). The Department of Defense 

2018 fiscal report on military sexual trauma reported that "unhealthy workplace climates," 

defined as including gender discrimination, hostility, or sexual harassment, were positively 

correlated with sexual assault (Department of Defense, 2019b). Specifically, one in five of 

female service members who experienced sexual harassment also endured sexual assault 

(Department of Defense, 2019b).  
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Military Sexual Trauma and Reintegration 

 Military sexual trauma may play a role in reintegration, as it is an event that may change 

an individual. In the homecoming theory, the mechanism that makes reintegration challenging is 

the presence of events that change veterans and their civilian loved ones (Schuetz, 1945). 

Military sexual trauma may change the veteran in several ways, such as by the loss of a feminine 

identity for women (Haaken & Palmer, 2012). Additionally, victims commonly report feelings of 

self-blame or shame stemming from the sexual assault (Isely & Gehrenbeck-Shim, 1997; Petrak, 

2002). These emotions may be especially prevalent depending on the civilian loved ones' 

reactions to the veteran who experienced military sexual trauma. Aherns (2006) found in her 

qualitative study that negative reactions from loved ones about the sexual assault (e.g., implying 

it was a choice to have sex rather than seeing it as rape, telling the victim to try and forget it) 

reinforce self-blame. Self-blame and shame may make it difficult to carry out required activities 

of reintegration. If service members who experienced military sexual trauma find that their 

civilian loved ones do not respond in a supportive manner, their relationships may be impaired or 

the fear of responses from others may deter the development of relationships. Thus, unsupportive 

reactions may be a reason why studies have found that interpersonal problems arise after being 

sexually assaulted (Crome, & McCabe, 1995; Walker et al., 2005). 

Along with interpersonal problems, military sexual trauma has been associated with other 

components involved in the reintegration process. For example, Pavao et al. (2013) found that 

among homeless female veterans, 39.7% experienced military sexual trauma. The high 

percentage of sexual assault among homeless female veterans suggests that military sexual 

trauma may hinder one’s ability to perform functions that prevent them from becoming 

homeless. Brignone et al. (2016) found that military sexual trauma was significantly associated 
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with homelessness after deployment. Moreover, Skinner and colleagues (2000) found that those 

who had experienced sexual assault or sexual harassment experienced more challenges than their 

counterparts on several reintegration aspects such as attaining employment, feeling lost, which 

may be the equivalent of difficulty finding a purpose in life, trouble settling down, and more 

mental health problems. In this small sample of 18 female veterans, Katz et al. (2007) found that 

military sexual trauma was significantly correlated with difficulty readjusting as measured by the 

Iraq and Readjustment Inventory. Of note, the Iraq and Readjustment Inventory contains 

questions about interpersonal relationships/social connection, career, and concerns about Iraq 

(e.g., “Feeling like I still have responsibilities in Iraq”). Using the Post-Deployment 

Readjustment Inventory, and with a larger sample, Katz et al. (2012) and found that military 

sexual trauma was correlated with career challenges, intimacy problems, and social difficulties. 

Ahern and colleagues (2015) suggest that reintegration seems to take longer for those who have 

encountered sexual assault while in the military; however, they also note that veterans who 

endure mental disorders take longer to reintegrate as well. Military sexual trauma may make 

reintegration more difficult in of itself or perhaps by the resulting consequence of a mental health 

problems. 

Military Sexual Trauma and Depression 

One way that military sexual trauma may influence reintegration is via depression. 

Clinicians who work with female victims of military sexual trauma, report that most respond 

with depressed mood rather than anger (Haaken & Palmer, 2012). Other researchers have found 

that depression is higher among female veterans who have experienced military sexual trauma 

than among those who have not (Chang et al., 2001; Hankin et al., 1999). One of the reasons that 

military sexual trauma may lead to depression is due to negative reactions from loved ones about 
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the sexual assault or sexual harassment (Borja et al., 2006; Campbell et al., 2001; Davis et al., 

1991; Moss et al., 1990). It may be that negative reactions are more salient as loved ones are 

typically the first ones to have the information be revealed to them, and the survivor is likely 

expecting positive reactions (Campbell et al., 2009). Additionally, it could be that once the 

survivor experiences a negative reaction, they are less likely to seek support from others 

resulting in more distress (Ahrens et al., 2007).  

In a study of homeless female veterans who experienced military sexual trauma, 

homeless women had more mental health conditions than their homeless female veterans who 

had not experienced military sexual trauma. Specifically, 73% of homeless women who had 

experienced military sexual trauma were depressed versus 59.7% of homeless women who had 

not experienced military sexual trauma (Pavao et al., 2013). The ability to live independently and 

take care of oneself is a vital component of reintegration. Although speculation, it is possible that 

those who experience military sexual trauma had less ability to successfully cope with sexual 

trauma and/or the disorders resulting from the military sexual trauma, and as a result may have 

experienced homelessness.  

 Among civilians, depression has been found to be associated with decreased work 

productivity (Stewart et al., 2003), interpersonal difficulties in women (Hammen & Brennan, 

2002), and academic performance (Deroma et al., 2009). These aspects are part of reintegration. 

Although these studies did not examine veterans, depression could have similar effects in this 

population. For example, Moriarty and colleagues (2015) found that among veterans with a 

traumatic brain injury, depression significantly predicted poor reintegration, whereas relationship 

quality, physical functioning, PTSD symptoms, and pain did not predict reintegration.  
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 A possible cognitive explanation for why depression would alter these reintegration 

domains, such as work productivity, is because it affects memory. Budson's (2009) review of 

studies found that depression had moderate impairments in procedural memory, mild 

impairments in episodic memory, and possible impairment in working memory. Procedural 

memory involves remembering, and automatic and unconscious skills, such as driving a car or 

typing on a keyboard (Budson, 2009). It can be inferred that this impairment would hinder an 

individual’s abilities at work if they are slower at tasks that other people consider basic and that 

require limited awareness. Episodic memory involves remembering events such as spending time 

with a friend (Budson, 2009), which hypothetically could affect interpersonal relationships if 

individuals are unable to contribute to meaningful conversations with shared experiences. In fact, 

Philippe and colleagues (2013) found that episodic memories were important in relationships 

because memories that were readily accessible and positive of the participant's partner were 

positively correlated with relationship quality and relationship longevity.  

The Connection Between Military Sexual Trauma, Depression, and Reintegration 

The world assumptions theory proposed by Janoff-Bulman (1989) fits nicely to explain 

the relations between military sexual trauma, depression, and reintegration difficulties. This 

theory states that people have assumptions that are uncontested and undisputed about themselves 

and the world, that is, until a trauma occurs which makes them question these assumptions 

(Janoff-Bulman, 1989). Parkes (1975) said that these assumptions are taught and maintained for 

many years and are used to help individuals recognize, plan, and act upon in their life. Janoff-

Bulman (1989) suggests there are three broad world assumptions which are benevolence of the 

world, meaningfulness of the world, and worthiness of the self. Benevolence of the world is the 

belief that, in general, the world is a good place, people are kind, and that atrocities are rare. 
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Meaningfulness of the world encapsulates the just world theory/myth which is that people get 

what they deserve. This holds the sentiment that if you are a good person, good things will 

happen to you. If you are a bad person, bad things will happen to you. Lastly, worthiness of the 

self includes three factors about the self. Specifically, that one is overall good themselves, they 

act in an appropriate and controlled manner, and that they have some luck. When a traumatic 

event occurs, it often violates these beliefs, and individuals are forced to change their basic 

assumptions. These changes tend to be more negative and cynical which causes a sensation of 

feeling uncomfortable in an unmanageable and harsh environment resulting in hopelessness 

and/or helplessness and increases the chances of developing depression (Lilly et al., 2011).  

This theory has demonstrated some promise with explaining how trauma and depression 

are connected in that poor world assumptions (e.g., “People are naturally unfriendly and 

unkind”) mediated the relation between interpersonal trauma (e.g., sexual assault, nonsexual 

assault, statutory rape, and torture) and depression severity (Lilly et al., 2011). Non-interpersonal 

trauma (e.g., natural disaster, accident) was not mediated by world assumptions (Lilly et al., 

2011). The violation of benevolent world assumptions may explain why some sexual assault 

survivors experience interpersonal difficulties after their trauma (Crome, & McCabe, 1995; 

Walker et al., 2005) as they no longer see people as safe or kind. This theory could easily and 

readily apply to female veterans who have experienced military sexual trauma. Goodcase et al 

(2015) argue that military sexual trauma is related to a similar trauma response to incestual rape 

because military is viewed like family. Many other qualitative studies also find this phenomenon 

(Ahern et al., 2015; McCormack & Ell, 2017). This intimate connection with the perpetrator can 

be detrimental because when there is a betrayal of trust, such as through committing the heinous 

crime of rape or repeated sexual harassment, the victim does not view it with the intensity of a 
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coworker doing it but rather a family member committing these acts (Goodcase et al., 2015). 

Therefore, military sexual trauma may be more likely to violate the world assumptions because it 

is a bigger betrayal of trust and damage the assumption of benevolence of the world.  

  This change in world assumptions could impact reintegration because it can have a strong 

influence in their social domain of reintegration. Female veterans may decide to isolate or avoid 

people because they perceive others as unsafe and hostile. In a qualitative study of female 

veterans who experienced some kind of psychological or/and physical injury, which included 

military sexual trauma, Hawkins et al. (2018) found that strong social support is important to 

reintegration; however, this association may be complicated by the trauma affecting world 

assumptions. Because of the lack of trust and faith in people, female veterans may not feel 

comfortable discussing their emotions or thoughts with others. Leslie and Koblinsky (2017) 

found that many female veterans reported fear of sharing their struggles and feelings with their 

family because of the fear of burdening them or that the family members would not respond in a 

supportive way. Even if they do release information about how they feel, those changes in world 

assumptions may negatively impact the perceptions that the female veteran has of their loved 

ones. Goodcase et al. (2015) suggest that people will develop negative projections due to the 

trauma resulting in interpersonal difficulties due to the veteran misinterpreting others’ intentions. 

For example, if a partner tries to show signs of caring for the partner after becoming aware of the 

military sexual trauma, the female veteran may view that as being intrusive or overbearing 

because her assumptions have changed about how much she can depend and trust others 

(Goodcase et al., 2015). Therefore, the partner may be the target of anger (Leslie & Koblinsky, 

2017) which may result in difficulties in the relationship. 
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Many other domains of reintegration could be impacted by the violation of world 

assumptions that occurs with a trauma like military sexual trauma. One of the female veterans 

made the point that her lack of trust in people affects her ability to go out in the community 

because she does not feel comfortable or safe (Hawkins et al., 2018). Feeling unsafe in the 

community may affect basic reintegration tasks like domestic duties/self-care (e.g., grocery 

shopping, getting medication), work duties, participation in community events, participating in 

hobbies, and much more (Resnick et al., 2012; Sayer et al., 2011).  

Locus of Control 

A variable that may strengthen or decrease the relationship between military sexual 

trauma and reintegration is locus of control. Locus of control is a construct that describes what 

and who controls the consequences for the individual and where individuals gain their sense of 

control (Lefcourt, 1976). Those who are higher on external locus of control have stronger beliefs 

that outside forces, events, or people control things that happen to the individual. In contrast, 

those who are higher on internal locus of control believe that they control on what happens to the 

them (Lefcourt, 1976).  

Control is important in successful reintegration. In the homecoming theory, the definition 

of intimacy is essentially about control. According to the homecoming theory, in order to feel 

readjusted to civilian life, the veteran must regain their intimacy with others and in their living 

situation. To feel intimacy, the veteran must be able to predict others’ reactions and behaviors. In 

fact, control or even the illusion of control is important to humans. In a review, Perlmuter and 

Monty (1977) found that the sense of control affected participants’ ability to carry out tasks, 

anxiety levels, and learning.  



  23 

 

The learned helplessness theory states that when people believe that they do not have 

control over their environment it leads to a decrease in the individuals’ motivation, cognitive 

beliefs, and emotions to make changes in their situation or lives (Maier & Seligman, 1976). They 

see themselves as being helpless. It could be argued that those who are higher on external locus 

of control may benefit more than those with internal locus of control. For example, in Ahern et 

al.’s (2015) qualitative study of reintegration, they found that a successful strategy was 

understanding that it will take time to reintegrate. In a sense, understanding that reintegration 

takes time is giving up personal or internal control because the veteran is allowing for the 

process to happen freely and understanding that they cannot control all their challenges or retreat 

from the process. It is plausible to think that those who believe they have control over everything 

that happens to them (i.e., higher internal locus of control) may struggle with reintegration if they 

cannot understand or let go of the personal control and let time be an external factor determining 

the process.  

Military Sexual Trauma and Reintegration Moderated by Locus of Control  

Sexual trauma is damaging because of the loss of control victims experience after an 

incident, which changes women’s perceptions about their safety in a seemingly dangerous world, 

decreases their self-efficacy, and decreases their belief that they can guide their own recovery 

(Janoff-Bulman, 1992; Perloff, 1983; Schepple & Bart, 1983). When victims experience positive 

social reactions in response to their trauma (e.g., no judgment, others believed the victim’s 

experience, offered reassurance, provided comfort, listened), there is greater perceived control 

over recovery (Ullman & Peter-Hagene, 2014). The loss of control is especially problematic with 

the military due to environmental conditions of the military making it difficult to regain control 

back due to the negative social reactions. Reporting may be viewed as a way of taking control of 
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the situation for some women; however, there are many barriers to reporting that may affect 

female veterans' sense of control. Female veterans have reported feeling discouraged from 

reporting military sexual trauma due to negative reactions from superiors and peers (e.g., blame, 

criticism of their integrity, and disbelief), disbelief that punishments would be given out to the 

perpetrator, lack of confidentiality, stigma, negative impact on career, and pressure to not disrupt 

or break the unit up (Burns et al., 2014). Campbell and Raja (2005) found that female veterans 

experienced barriers when trying to take legal action. For those who chose to report during 

military service, 70% of the female veterans were encouraged not report, 65% had the legal 

system refuse to take their report, and 70% said that the legal representative told them it was not 

serious enough to report (Campbell & Raja, 2005). It could be assumed that those who have 

higher internal locus of control may experience the most difficulty in this situation, since 

behaviors taken to regain control back, such as reporting military sexual trauma may result in 

negative consequences to the survivor, such as hurting their career or experiencing negative 

reactions. That is, it violates their core belief that they can do things to make the situation better.   

Alongside the barriers to report, the survivors often continue to live and work in close 

contact with their perpetrators as most of the perpetrators are fellow military supervisors and 

peers (Department of Defense, 2019b; Kimerling et al., 2007). As a result, survivors of military 

sexual trauma are often unable to control their ability to interact with the perpetrator possible 

inducing more distress. Those with higher internal locus of control who may believe they can 

control their reactions to the military sexual trauma may find it more difficult when they are 

constantly facing triggers such as the perpetrator especially if that service member continues to 

exhibit harassing or assaulting behavior. 

Military Sexual Trauma and Depression Moderated by Locus of Control 
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However, the effects of locus of control with reintegration may be better explained by the 

relation it has with military sexual trauma and depression. Military sexual trauma revolves 

around the perpetrator gaining control. For victims, military sexual trauma is about the loss of 

control. Northcut and Kienow (2014) explained that the effects of military sexual trauma are 

exacerbated by three factors known as the “trauma trifecta” which include the loss of identity, 

retraumatizing experiences from seeking help due to the military culture, and participating in 

self-damaging behaviors (e.g., cutting, using substances, starving) in order to regain control back 

and feel reconnected to their bodies. The first trifecta involves losing identity. Female veterans 

often respond to the military sexual assault as losing their feminine identity. Part of the 

therapeutic treatment is reclaiming one’s feminine identity (Haaken & Palmer, 2012). Northcut 

and Kienow (2014) explain the loss of identity unique to military members because their 

professional identities are intertwined with their personal identity due to processes like bootcamp 

reducing individuality in order to have a successful and well operating military. Further, many 

military women who have experienced military sexual assault may feel betrayed by the military, 

that is, the group they conformed to and build their values around, because when they speak out 

about the assault it is seen as an attack on the group’s unity. Moreover, the response is to push 

the individual who is raising alarms about military sexual trauma out of the group (Northcut & 

Kienow, 2014). Essentially, the victim loses their military identity whether by choice or by being 

excommunicated. Social identity may be important in relation to depression. In an integrative 

review, all 16 studies related to social identity and depression indicated that a strong sense of 

identifying with a group predicted fewer depressive symptoms (Cruwys et al., 2014). The 

researchers explained that social identities may be related to depression because they provide a 

sense of meaning, provide guidance in what to value, and give a sense of direction (Cruwys et 
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al., 2014). Therefore, those with internal locus of control may find the loss of identity 

experienced with military sexual trauma more depressing as they believe they have control over 

what happens to them. They may believe they can control their peers’ reactions to them about 

their military sexual trauma or may believe they can alter the systemic response the military has 

regarding military sexual trauma. This belief could lead to more depression when they notice no 

changes. 

Further, it has been found that external locus of control may be more beneficial in the 

aftermath of an uncontrollable negative event. For example, Specht et al. (2011) found that those 

with external locus of control fared better on life satisfaction than their internal locus control 

counterparts when their spouse died. Specht et al. (2011) explains that it may be easier for those 

with external locus of control would have more realistic expectations, and those with internal 

locus of control would struggle with the fact that they have been impacted by an uncontrollable 

event. Therefore, those with military sexual trauma and external locus of control may expect the 

challenges that are experienced in the aftermath of military sexual trauma resulting in less 

helpless/hopelessness and therefore fewer depressive symptoms.  

Other Contributing Factors Affecting Reintegration 

 It is important to note that there are several other factors that could impact reintegration 

that should be considered or accounted for in the study. One of those factors is previous sexual 

assault. Surís and Lind (2008) found that veterans with previous childhood sexual assault were 

more likely to endure rape as an adult. One study found that more veterans than civilians 

experienced childhood sexual assault and for longer duration, and with 91% of those veterans 

reporting the sexual assault occurred by a parental figure (Schultz et al., 2006). The fact that 

veterans seem to experience more childhood sexual assault is important to note because Sadler et 

al. (2004) found that in their sample of 520 female veterans, 49% reported joining the military to 
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escape from a distressing home environment. Thus, previous childhood sexual assault may not 

only predict future military sexual trauma, but the fact that the veterans perceived the need to 

escape their environments indicate that their environments may have involved problematic 

family relationships, limited opportunities for education or career options, and so forth. Thus, 

when they return to the dysfunctional home environment after discharge, their ability to 

reintegrate may be impacted because they have difficulty building good relationships with their 

family, attaining a job or education, or lack resources for good mental and physical health.  

Related to previous sexual trauma, it is important to assess for any sexual trauma occurring after 

their discharge from service. Kelly et al. (2011) found that 77% of their sample of female 

veterans reported sexual abuse after their service indicating that victimization may occur after 

leaving the military for many female veterans.  

 Additionally, combat exposure may also impact reintegration. Most of the research on 

reintegration has solely been conducted on those who were in combat or deployed to Operation 

Enduring Freedom or Operation Iraqi Freedom (Interian et al., 2012; Orazem et al., 2017; Sayer 

et al., 2010; Sayer et al., 2011; Sayer et al., 2014; Sayer et al., 2015). Those who face combat 

may have extra components that interfere with reintegration. For example, a qualitative study by 

McCormack and Ell (2017) found that war dehumanized the veterans which results in self-

loathing, indifference, and rage. Those who are stationed in the United States or non-combat 

zones are unlikely to see excessive violence that would desensitize them. For example, Hoge et 

al. (2004) found that in a sample of 894 army infantry service member, 95% saw dead bodies, 

69% saw injured civilian women and children, and 50% touched or discovered human remains. 

Thus, combat exposure and the aftermath of combat is an important factor to consider with 

reintegration and will be accounted for in this study. Since these factors could be considered 
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imperative to reintegration, the subsequent variables were covariates in this study: length of time 

since discharge, deployment, combat exposure, child sexual abuse, and sexual trauma occurring 

after military service. 

Purpose of the Study 

The purpose of this study was to investigate the relationship between military sexual 

trauma and reintegration difficulties in female veterans. First, I examined whether depressive 

symptoms mediate that relationship between military sexual trauma and reintegration difficulties 

(e.g., forming relationships with civilian loved ones, maintaining relationships with military 

buddies, attaining a civilian job or pursuing education, taking care of one's health, community 

participation, and maintaining a home). Second, I examined if locus of control moderated the 

relationship between military sexual trauma and reintegration difficulties. Lastly, I examined if a 

moderated mediation model existed and specifically, whether depressive symptoms mediated the 

relation between military sexual trauma and reintegration difficulties whether locus of control 

moderated the relationship between military sexual trauma and depressive symptoms.  

Specific study aims and hypotheses were as follows: 

Aim 1: To examine the difference between those who have and who have not experienced 

military sexual trauma on reintegration difficulties.  

 Hypothesis 1: Female veterans who endorse military sexual trauma would report more 

reintegration difficulties (e.g., problems with maintaining relationships with civilians and 

military buddies, community participation, taking care of one's health, maintaining a home) than 

those who did not endorse military sexual trauma. 

Aim 2: To examine whether locus of control moderates the association between military sexual 

trauma and reintegration difficulties. See Figure 1 for the visual depiction of the model.  
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Hypothesis 2: Female veterans who report military sexual trauma and have higher 

internal locus of control would report more reintegration difficulties than those who are lower on 

internal local of control, that is, have higher external locus of control.  That is, higher internal 

locus of control would strengthen the relationship between military sexual trauma and 

reintegration difficulties (e.g., problems with maintaining relationships with civilians and 

military buddies, community participation, taking care of one's health, maintaining a home), 

whereas higher external locus of control would act as a buffer between these two variables. This 

relationship would exist even after controlling for length of time since discharge, number of 

years served in the military, number of deployments, combat exposure, child sexual abuse, and 

sexual trauma occurring after military service. 
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Figure 1. This figure demonstrates the conceptual model for Aim 2, which examines the 

moderation effect of locus of control on the relation between military sexual trauma and 

reintegration difficulties. This figure excludes the covariates and does not show the two separate 

analyses for military sexual assault and military sexual harassment for simplicity.  
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Aim 3: To examine whether depressive symptoms mediate the association between military 

sexual trauma and reintegration difficulties. See Figure 2 for the visual depiction of the model.  

 Hypothesis 3: Depressive symptoms would mediate the relationship between military 

sexual trauma and reintegration difficulties (e.g., problems with maintaining relationships with 

civilians and military buddies, community participation, taking care of one's health, maintaining 

a home). This relation was hypothesized to exist even after controlling for length of time since 

discharge, number of years served in the military, number of deployments, combat exposure, 

child sexual abuse, and sexual trauma occurring after military service. 
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Figure 2. This figure demonstrates the statistical and conceptual model for Aim 3, which is the 

mediated model. That is, this figure reflects the hypothesis that depressive symptoms would 

mediate the relation between military sexual trauma and reintegration difficulties. This figure 

excludes the covariates and does not show the two separate analyses for military sexual assault 

and military sexual harassment for simplicity. 
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Aim 4: To examine whether locus of control moderates the association between military sexual 

trauma and depressive symptoms in a mediation model. See Figure 3 for the visual depiction of 

model.  

Hypothesis 4: Female veterans who report military sexual trauma and have higher 

internal locus of control would report more depressive symptoms than those who are higher on 

external locus of control because internal locus of control would strengthen the relationship 

between military sexual trauma and depression symptoms, whereas lower on internal locus of 

contract, that is, higher external locus of control would serve to buffer the association between 

military sexual trauma, depressive symptoms, and reintegration. This relation would exist even 

with controlling for length of time since discharge, deployment, combat exposure, child sexual 

abuse, and sexual trauma occurring after military service. 
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Figure 3. This figure demonstrates the conceptual model of Aim 4, which is the moderated 

mediated model. This demonstrates how locus of control was tested as a moderator of the 

association between military sexual trauma and depressive symptoms, and how depressive 

symptoms was hypothesized to mediate the association between military sexual trauma and 

reintegration difficulties. This figure excludes the covariates and does not show the two separate 

analyses for military sexual assault and military sexual harassment for simplicity.  
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CHAPTER II 

METHOD 

Participants and Recruitment 

 All participants were female veterans. Depending on the aim, the number of participants 

ranged from 243 to 228 participants. The average age was 52.1 (SD = 12.44) with the youngest 

being 21 and the oldest being 80. The average amount of years since their discharge was 19.7 

years (SD = 11.81). The range was from less than one year to 53 years. Other sample 

demographic information such as education, ethnicity, marital status, and branches of the 

military can be found in Table 1.  Eligibility criteria included that the participant was 18 years or 

older and were former military (i.e., veterans).  

Participants were recruited through a variety of methods such as by an online psychology 

research pool in which the participants are enrolled in psychology courses, social media sites 

(e.g., Facebook), military listservs, snowball sampling from friends and/or family, flyers, both 

student and non-student veteran organizations, veteran organizations not associated with the 

participating university (e.g., American Legions, motorcycle clubs/associations, Veterans of 

Foreign Wars of the US), and Craigslist. Only 7 participants (3.1%) were recruited from the 

psychology research pool; information on how participants heard about the study was not 

collected. To ensure that potential student participants did not misrepresent themselves to receive 

research credit, two military screening questions were asked in the beginning of the study. The 

first question is, "What is the acronym for the locations where final physicals are taken prior to 

shipping off for basic training?" and the second question is, "What is the acronym for the generic 

term the military uses for various job fields?" These two screening questions have been shown to 

eliminate non-military members posing as military members to receive survey incentives (Lynn 

& Morgan, 2016). 
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Table 1 

Sample Demographics 

Characteristic N(%) 

Education 

High School/GED 

Some College 

Associates 

Bachelors 

Masters 

Doctorate 

 

5(2.2) 

56(24.6) 

44(19.3) 

55(24.1) 

57(25.0) 

11(4.8) 

Ethnicity 

Black 

Caucasian 

Asian 

Hispanic 

 

11(4.8) 

206(90.4) 

3(1.3) 

8(3.5) 

Marital Status 

Single 

Married 

Separated 

Divorced 

Widowed 

 

19(8.3) 

131(57.5) 

5(2.2) 

67(29.4) 

6(2.6) 

Branches 

Air Force 

Air Force Reserves 

Army 

Army Reserves 

Coast Guard 

Marine Corps 

National Guard 

Navy 

Navy Reserves 

Branch not listed 

 

46(20.2) 

5(2.2) 

97(42.5) 

26(11.4) 

17(7.5) 

17(7.5) 

23(10.1) 

66(28.9) 

10(4.4) 

2(0.9) 

Note. Participants could select more than one branch. 
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Procedure 

The survey was created using Qualtrics. Participants were given the survey link 

when recruited. When participants clicked on the link, there were questions determining 

eligibility (e.g., 18 years or older). After determining eligibility, participants read the notification 

statement describing the purpose of the study, information about their rights as participants, and 

contact information for the researchers. Prior to completing questionnaires, potential participants 

reviewed the notification statement. Participants then clicked “I read the notification statement” 

and “yes, I wish to participate” before they began the survey. There were separate consent forms 

for non-ODU student participants and ODU student participants. Participants who indicated they 

did not want to participate in the survey were directed to a screen and thanked for their time. 

Participants who agreed to participate completed an online survey about their reintegration 

experiences, mental health, and military sexual trauma experiences. Demographic questions were 

asked first; the rest of the measures were counterbalanced to try to limit the effect of priming. 

The survey took 20 minutes to complete. After completing the survey, all participants were given 

mental health resources for veterans. After the resources, ODU student participants were 

redirected to a separate website where they entered a unique identifier that enabled them to 

receive research credit through the SONA system. Non-ODU student participants did not receive 

compensation.  

Measures  

 Military Sexual Trauma. Most studies have combined both questions to indicate 

military sexual trauma (Haskell et al., 2010; Katz et al., 2007; Kimerling et al., 2007; Maguen et 

al., 2010); however, I separated military sexual trauma into two variables, specifically military 

sexual harassment and military sexual assault. Therefore, to assess for military sexual 

harassment, I asked "While you were in the military did you receive any uninvited and unwanted 
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sexual attention such as touching, cornering, pressure for sexual favors, or inappropriate verbal 

remarks?" and to assess for military sexual assault, "While you were in the military did anyone 

ever use force or the threat of force to have sexual contact with you against your will?" with the 

response options of yes or no (Department of Veterans Affairs, 2010). Most of the sample 

reported military sexual harassment (n = 196, 86%), and nearly half of the participants reported 

military sexual assault (n = 101, 44.3%). The average amount of years since the most distressing 

military sexual harassment was 24.87 years ago (SD = 11.53), and 25.23 years ago (SD = 11.53) 

for the most distressing military sexual assault. Most reported that they have received mental 

health treatment for military sexual trauma (n = 53, 52.5%). 

If the participant indicated "yes" to either, then they are administered a follow-on 

question, that is, "What was your relationship to this person(s)? Check all that apply." If the 

participant indicates yes to both questions, there received two follow-on questions asking their 

relationship to that person with the following response options and to check all that apply: 

Stranger, Friend or acquaintance, Relative, Dating partner/boyfriend/girlfriend, Spouse, Military 

coworker, Military supervisor, or other. The participants could pick as many perpetrators for 

both military sexual harassment and military sexual assault. The number and percentages of the 

indicated perpetrators are shown in Table 2. The largest category of perpetrators for military 

sexual harassment was military coworker (n = 144, 63.2%) and the largest category of 

perpetrators for military sexual assault was also military coworker (n = 52, 52.0%). It is 

important to recognize, that typical military sexual trauma policy is that any sexual harassment 

or sexual assault constitutes military sexual trauma while in the military, regardless of the 

perpetrator.  It is also important to note that the VA (Department of Veterans Affairs, 2010) and 

other military providers that treat military sexual trauma do not typically ask the follow-on 
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questions on the perpetrator. For this reason, I included all participants who reported military 

sexual trauma regardless if she selected a non-military perpetrator (i.e., Stranger, friend or 

acquaintance, relative, non-military dating partner/boyfriend/girlfriend, spouse or other) as 

having experienced sexual harassment or sexual assault. Again, the key for the military is 

military sexual trauma is trauma that occurs during military service regardless of the perpetrator. 

However, to make military sexual trauma a cleaner variable, I conducted an exploratory analysis 

to determine if the relations between variables remain significant when examining military 

perpetrators (i.e., military supervisor or military coworker) versus a non-military provider.    

Additionally, I controlled for sexual trauma that occurred after the military by asking the 

same two questions, but with the beginning stem sentence changing. So the question for military 

sexual harassment read, "After your departure from the military did you receive any uninvited 

and unwanted sexual attention such as touching, cornering, pressure for sexual favors, or 

inappropriate verbal remarks?" and the question for military sexual assault "After your departure 

from the military, did anyone ever use force or the threat of force to have sexual contact with you 

against your will?"). The majority did not experience sexual harassment after their departure 

from the military (n = 148, 64.9%). In addition, the majority did not experience sexual assault 

after their departure (n = 207, 90.8%).  
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Table 2 

Military Sexual Trauma Characteristics 

Characteristic N(%) 

Military Sexual Harassment Perpetrators 

Stranger 

Friend/Acquaintance 

Relative 

Non-Military Dating Partner 

Spouse 

Military Coworker 

Military Supervisor 

 

28(12.3) 

55(24.1) 

32(14.0) 

3(1.3) 

4(1.8) 

144(63.2) 

14(6.1) 

Military Sexual Assault Perpetrators 

Stranger 

Friend/Acquaintance 

Relative 

Non-Military Dating Partner 

Spouse 

Military Coworker 

Military Supervisor 

 

9(9.0) 

17(17.0) 

0(0.0) 

0(0.0) 

3(3.0) 

52(52.0) 

29(29.0) 

Note. Participants could select more than one perpetrator. 
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 Childhood Sexual Abuse. The Childhood Experience of Care and Abuse Questionnaire 

(CECA-Q) for unwanted sexual experience includes three items with three response items (i.e., 

yes, no, unsure; Smith et al., 2002). The summed score was a covariate in Aims 2 through 4. An 

example question includes, "When you were a child or teenager did you ever have any unwanted 

sexual experiences?" (Smith et al., 2002). Yes, and unsure were scored as a 1, whereas no was 

scored as a 0. If the participant indicated an affirmative response to any of the three questions, 

then the participant was given follow-up questions to determine the severity of the abuse. A little 

over the a third of the sample reported no child sexual abuse (n = 87, 38.2%) while the majority 

reported at least one type of child sexual abuse experience (n = 141, 61.8%). These questions are 

answered by yes or no, with yes indicating a score of 1, except for the first question which 

inquiries about the age the abuse started. An example follow-up question is, "Did it involve 

touching private parts of the other person's body?"  

 Reintegration Difficulties. The Military to Civilian Questionnaire (M2C-Q) has 16 

items that were used to assess veterans' difficulty with interpersonal relationships (e.g., "Making 

new friends"), productivity at work and/or school (e.g., "Doing what you need to do for work or 

school?"), participation in community events (e.g., Taking part in community events or 

celebrations [for example, festivals, PTA meetings, religious or other activities]?), self-care (e.g., 

Taking care of your health [such as exercising, sleeping, bathing, eating well, taking medication 

as needed]?), participation in hobbies and relaxing activities (e.g., "Enjoying or making good use 

of free time?"), and sense of purpose (e.g., "Finding meaning or purpose in life?; Sayer et al., 

2011). Sayer and colleagues (2011) found that the Cronbach’s α was high (α = .95) for their 

sample of 745 of OIF/OEF veterans. It is important to note that the Cronbach's α was .92 among 

other studies using different samples of veterans (Beehler et al., 2017; Sayer et al., 2015). Some 
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of these items appear to measure activities of daily living. Similar to the self-care portion of the 

M2C-Q, activities of daily living items include bathing, housekeeping, taking prescribed 

medication regularly and consistently (Lawton & Brody, 1969). The measure of activities of 

daily living as a way to study the functioning of veterans is common (Singh et al., 2005). The 

M2C-Q has been significantly correlated with measurements that assess activities of daily living 

such as the Health-Related Quality of Life measure (Norman et al., 2015). The Health-Related 

Quality of Life measure includes questions about one's mental health, physical health, and how 

active they are (Zahran et al., 2005). This measure had an average score of 22.5 (SD = 14.74). In 

order to ensure an adequate sample size, I did not exclude participants; however, I conducted an 

exploratory analysis to compare the findings between only participants who have discharged 

within the past 6 years and the whole sample collected.  The 6-year mark was chosen because 

Sayer et al. (2015) indicated six years was the average number of years their sample had with 

reintegration difficulties. However, variability in the time it takes veterans to transition is 

common.   

Depressive Symptoms.  The Center for Epidemiological Studies Depression Scale 

(CESD-10) contains 10 items that are used assess for depression symptoms in the past week 

(Andresen et al., 1994). An example item includes, “I felt depressed.” The response anchors for 

all items were 0 = rarely or none of the time (less than one day) to 3 = most or all of the day (5-7 

days). Andresen and colleagues (1994) found good predictive with the CESD-10 to the original 

CESD-20. This measure has been used with veterans past research (Battles et al., 2018; Hourani 

et al., 2012; Hourani et al., 2015). Bravo et al. (2016) found that alphas for CESD-10 ranged 

from .86 to .88 with a Navy sample which is considered acceptable internal consistency 

according to Webb et al. (2006). Andresen and colleagues (1994) found a strong correlation 
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between CESD-10 scores from baseline to 12 months follow up (r = .59). Most of the sample 

reported receiving mental health treatment for depression (n = 157, 68.9%). Despite receiving 

treatment, 135 participants (59.2%) met the cut off for depression on the CESD-10 by having a 

score of 10 or above (Andresen et al., 1994). Alpha for the present study was .93.  

Locus of Control. Rotter’s (1966) Locus of Control Scale (LOC) contains 29 paired 

statements. For each paired statement, the participant must choose the statement that best reflects 

themselves. One statement illustrates external locus of control and the other indicates a 

perception of internal locus of control. Example item includes, “As far as world affairs are 

concerned, most of us are the victims of forces we can neither understand, nor control” or “By 

taking an active part in political and social affairs the people can control world events”. Locus of 

control is typically thought to be a continuous variable meaning that an individual should not be 

considered as someone with internal locus of control or external locus of control (Bolstad & 

Zinbarg, 1997). A higher score indicates external locus of control while a lower score indicates 

internal locus of control (Rotter, 1966). This scale has been tested with veterans and has 

indicated acceptable internal consistency with alpha coefficients ranging from .72 - .78 (Smith et 

al., 2018; Solomon et al., 1988). Alpha for the present study is similar to other studies (α = .76). 

This sample had an average score of 11.72 (SD = 4.09).  

Combat Experience. Combat experience was originally planned to be controlled for as it 

has been associated with several components of reintegration such as with self-care. For 

example, those with higher frequency of combat experiences responded to treatment for 

posttraumatic stress disorder more slowly (Price et al., 2013). Combat experience was be 

measured by Deployment Risk and Resilience Inventory Combat Experiences scale which 

assesses the frequency in which common combat experiences occurred (e.g., IEDs, being shot at, 
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combat patrols; Vogt et al., 2013). Vogt and colleagues (2013) found that internal consistency 

for the combat experience scale was α = .91 in a sample of 1,046 OIF and OEF veterans 

indicating that all items are related and measuring a similar construct. Creech et al. (2016) found 

acceptable internal consistency (α = .85) in female veterans who took part in OEF and OIF. The 

internal consistency in my sample was also acceptable (α = .83). Combat exposure scores were 

considered as a covariate because they have been positively associated with postdeployment 

stress (e.g., job loss), which is related to reintegration and mental health problems such as 

posttraumatic stress disorder and alcohol misuse (Creech et al., 2016). Nearly half of the sample 

had been deployed (n = 110, 48.2%). Participants had an average summed score of 22.43 (SD = 

7.17). This average combat exposure score is similar to what other research has found with 

female veterans (22.27, (SD = 8.94), Creech et al., 2016; 21.32 (SD = 5.60), Kearns et al., 2016). 

Proposed Statistical Analyses. Power was calculated based on the model that included 

both moderation and mediation as it would require more power than a simple moderation model. 

According to Jackson (2003), the power analysis for a mediation model includes a 10:1 ratio 

indicating that each parameter estimated in the model required 10 participants. The current study 

has 20 parameters (i.e., [1] Military sexual trauma predicting reintegration, [2] military sexual 

trauma predicting depressive symptoms, [3] depressive symptoms predicting reintegration 

difficulties, [4] locus of control predicting reintegration difficulties, [5] the interaction of military 

sexual trauma and locus of control predicting reintegration, [6] the residual variance predicting 

endogenous variable of depressive symptoms, [7] the residual variance predicting the 

endogenous variable of reintegration, [8-14] the 6 covariates predicting reintegration difficulties, 

and [15-20] the 6 covariates predicting depressive symptoms). Based on the guidelines by 

Jackson (2003), the power analysis revealed that 190 participants are sufficient. Due to attrition 
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and potential for participants to fail attention check questions and data from those participants 

not included, I planned to collect data from 210 participants. See Figure 1 for a clearer depiction 

of how the parameters were calculated. To maximize the sample size, I tested if the moderated 

mediation results were identical among those who answered one, two, or three (all) attention 

items correctly. The plan was then to test each group, and if the results remain identical for every 

group, then I would not remove any participants. However, if the results are not identical, then I 

would remove the participants who differed and failed the attention check items.  
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Figure 4. This figure demonstrates all the parameters and how the power analysis was 

conducted.   



  47 

 

CHAPTER III  

RESULTS 

Missing data and outliers. Before analyses, missing data and outliers were addressed. 

The raw data had a sample size of 444. However, data from 107 participants were deleted for 

various reasons. Twenty participants were deleted who were not able to answer both military 

validity questions correctly. The military validity questions created by Lynn and Morgan (2016) 

were “What is the acronym for the locations where final physicals are taken prior to shipping off 

for basic training?” and "What is the acronym for the generic term the military uses for various 

job fields?" If participants wrote, “I don’t know” or “I don’t remember” for both questions, they 

were deleted. Data were also deleted from participants if they entered unacceptable answers for 

both questions. Examples of unacceptable responses include included, “Bootcamp,” 

“Recruitment Center,” “Basic,” “METS,” “Intake,” “Induction,” a year (e.g., 1981), or a location 

(e.g., Newark, NJ). Examples of what were considered unacceptable for the question asking 

about the acronym for the generic term the military uses for various job fields included the 

following, “AFAC,” “EOS,” “AIT,” “AFC,” “ATO,” “POC,” “AFI,” “Billit,” and job names 

(e.g., flight medic, flight nurse, nurse, seaman). Data were included from participants if they 

answered at least one of the two military validity questions correctly. In addition, I checked to 

see if the number of correctly answered attention checks impacted the scores on Military to 

Civilian Questionnaire, Center for Epidemiological Studies Depression Scale, and Locus of 

Control. Although there were no significant associations between the number of attention checks 

answered incorrectly and Military to Civilian Questionnaire scores and Center for 

Epidemiological Studies Depression Scale scores, there were significant associations with Locus 

of Control scores. Specifically, any missed attention checks (i.e., 1 missed attention check 
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question, 2 missed attention check questions, and missed all attention check questions) 

significantly correlated with Locus of Control scores. For this reason, I removed data from 40 

participants who failed 1 or more attention checks. This decrease led to a total sample of 384 

female veterans. PROCESS handles missing data by listwise paired deletion meaning if there are 

missing values for any of the variables, data for that participant is excluded from analysis. 

Listwise paired deletion resulted in a sample size that ranged from 228 to 243 depending on what 

aim was being examined.  

Univariate outliers were examined via boxplots and indicated by an asterisk by SPSS 

meaning which denotes the extreme values more than 3 standard deviations from the mean. 

There were no identified outliers. Multivariate outliers were assessed using Cook’s D, 

Mahalanobis distance and studentized deleted residuals. There were no outliers for Center for 

Epidemiological Studies Depression Scale scores, Locus of Control scores, and Military to 

Civilian Questionnaire scores.  

Statistical assumptions. The data were inspected for scores on the Center for 

Epidemiological Studies Depression Scale, Locus of Control, and Military to Civilian 

Questionnaire.  Since this is a multiple linear regression due to the mediation model (i.e., two 

independent variables predicting one dependent variable), I checked for multicollinearity using 

VIF and tolerance. The rule of thumb is that an VIF above 10 and a tolerance below 0.2 indicates 

multicollinearity (O’Brien, 2007). No variable scores had a VIF above 1.5 and the lowest 

tolerance value was .73 for Center for Epidemiological Studies Depression Scale scores. To 

check for the first assumption for regression, that is, whether the relationship between the 

independent and dependent variables was linear, I conducted scatterplots for each of the 

predictors. Because the two military sexual trauma questions were scored as dichotomous, I did 
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not used a scatterplot to examine its relationship with the predictors. The scores for the Center 

for Epidemiological Studies Depression Scale had a linear relationship with Military to Civilian 

Questionnaire scores. Locus of Control scores also had a linear relationship with Military to 

Civilian Questionnaire scores. The third assumption is that there is no error in measuring the 

variables of interest. The questionnaires have been widely used and have demonstrated 

acceptable alphas in previous research; however, I tested Cronbach’s alpha on Center for 

Epidemiological Studies Depression Scale (α = .93), Military to Civilian Questionnaire (α = .92), 

and Locus of Control (α = .76) to see if these scores had good reliability with my specific 

sample. Since alphas were above .70, reliability was acceptable (Cortina, 1993). The fourth 

assumption is that there is homoskedacity or that the residuals have constant variance. To check 

for this assumption, I used the scatterplot of the mean score of reintegration difficulties and the 

predicted score. The scatterplot appeared random and spread out with no funnel shape, which 

would have indicated homoscedasticty. The fifth assumption is that the residuals are 

independent, which was tested using Durbin-Watson which has values from 0-4 with 

problematic values being below 1 and above 3 (Field, 2009). The Durbin-Watson value was 1.83 

which indicates this assumption was not violated. The last assumption is that the residuals must 

be normally distributed which is tested by normal P-P plots. The points seem followed the line 

with only a few points slightly off the line, so the observed standardized residuals were normally 

distributed.  

Descriptive statistics and covariate decisions. The bivariate correlations are shown in 

Table 3. I examined more variables than what is shown to determine whether a variable should 

be included as a covariate. I decided to include whether participants had been deployed or not (0 

= no, 1 = yes) rather than combat exposure for two reasons. One reason for this decision was that 
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PROCESS only utilizes scores for those who have served on a deployment which would have 

reduced my sample size from 228 to 110. A second reason for not including combat exposure as 

a covariate was that deployment and combat exposure scores were correlated with the same 

variables (e.g., reintegration) suggesting redundancy in their associations with the variables of 

interest. 
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Table 3 

Bivariate Correlations and Descriptive Statistics Among Study Variables 

 

Note. 1A.S. = after service.  *p < .05. **p < .01.

 1 2 3 4 5 6 7 8 9 10 M SD 

1. Military Sexual Harassment --- .28** .27** .25** .27** -.05 .02 .14* .16** .14* .86 .35 

2. Military Sexual Assault  --- .36** .40** .24** .05 -.03 .22** .14* .20** .44 .50 

3. Reintegration Difficulties   --- .83** .45** -.22** .12 .17** .26** .25** 22.54 14.74 

4. Depressive Symptoms    --- .44** -.14* -.00 .22** .23** .25** 12.36 7.97 

5. Locus of Control     --- -.13 .02 .11 .16* .17** 11.73 4.09 

6. Years Since Discharge      --- -.38** -.18** .15* .09 19.7 11.81 

7. Deployed       --- -.12* -.08 -.08 .48 .50 

8. Child Sexual Abuse        --- .14* .12 5.26 4.17 

9. Sexual Harassment A.S.1         --- .40** .35 .48 

10. Sexual Assault A.S.1          --- .09 .29 
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Statistical analyses for Aim 1. Aim 1 was to test if participants with military sexual 

trauma would report more reintegration difficulties. I used independent t-tests since I have one 

variable that has two levels (i.e., military sexual trauma; no military sexual trauma) and a 

continuous dependent variable. I created two dummy codes for the independent variable of 

military sexual trauma (i.e., one for sexual assault and one for sexual harassment) into a 

dichotomous code to create a reference group. A code of "1" indicated that military sexual 

assault or military sexual harassment was endorsed; a score of "0" indicated the participant 

reported no military sexual harassment or military sexual assault. I ran two separate independent 

t-tests with military sexual assault and military sexual harassment as the independent variables. 

Covariates were not controlled. 

I ran an independent samples t-test which had a sample size of 243 with only 33 

participants indicating they have never been sexually harassed during their service in the 

military. Given the low number of women who reported no sexual harassment, caution should be 

used when interpreting the results. The Levene’s test was significant (F = 7.02, p = .009); 

therefore, the degrees of freedom were adjusted from 241 to 54.75 and equal variances were not 

assumed. There was a significant difference between those who reported military sexual 

harassment and those who did not on reintegration difficulties, t(54.75) = -5.58, p < .001, with 

those who reported sexual harassment indicating more reintegration difficulties, (M = 24.20, SD 

= 14.67) compared to those who did not report sexual harassment (M = 12.71, SD = 10.31).  

For military sexual assault, the cell sizes were more similar, in that 134 participants 

indicated they were not sexually assaulted while on active duty, whereas 108 participants 

reported that they were sexual assaulted while in the military. The Levene’s test was not 

significant; therefore, equal variances were assumed, F = 0.32, p = .570. There was a significant 
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difference between those who endorsed sexual assault and those who did not, t(240) = -5.90, p 

<.001. Those who endorsed military sexual assault reported more reintegration difficulty (M = 

28.51, SD = 14.51) compared to those who did not report endorse military sexual trauma (M = 

18.04, SD = 13.08).  

Statistical analyses for Aim 2.  Aim 2 examined for possible moderation effects of locus 

of control on the relation between military sexual trauma and reintegration difficulties scores. I 

used the macro program, PROCESS (Version 3.0), using model 1 on SPSS 26. The sample size 

was 230. Two models were run. The first examined sexual harassment and the second sexual 

assault. For both analyses, the following variables were included as covariates: deployment, 

sexual assault and sexual harassment after service, years since discharge, and child sexual abuse. 

When military sexual harassment was the predictor, military sexual assault was included as a 

covariate and vice versa. All estimates were bootstrapped with 10,000 bootstrap samples. Locus 

of control scores were standardized by using Z-scores.  

For sexual harassment as the predictor, the overall model was significant, F(9, 220) = 

14.92, p < .001, R2 = .38. However, military sexual harassment did not significantly predict 

reintegration. Locus of control was significantly and positively associated with reintegration such 

that the higher the participant score on the locus of control continuum, indicating more external 

locus of control, the more reintegration difficulties reported.  

The following covariates were significant: sexual assault after service, b = 6.80 (boot SE 

= 2.82), 95% CI (1.30, 12.49); sexual harassment after service, b = 5.05 (boot SE = 1.85), 95% 

CI(1.43, 8.66); years since discharge, b = -0.23 (boot SE = 0.07), 95% CI (-0.38, -0.08); 

deployment, b = 3.72 (boot SE = 1.81), 95% CI (0.13, 7.19); and military sexual assault, b = 6.32 
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(boot SE = 1.74), 95% CI (2.87, 9.67). Child sexual abuse was not significant, b = 0.22 (boot SE 

= 0.16), 95% CI (-0.09, 0.52).  

For military sexual assault, the overall model was significant, F(9, 220) = 14.92, p < 

.001, R2 = .38. Military sexual assault and locus of control had positive significant main effects 

on reintegration difficulties. These results demonstrated that female veterans who report being 

sexually assaulted while in the military reported more reintegration difficulty. Additionally, 

higher external locus of control scores were positively associated with reintegration difficulty. 

The moderation effect was not significant.  

All covariates except child abuse scores, b = 0.23 (boot SE = 0.15), 95% CI (-0.06, 0.53), 

were significant. Specifically, the following were significant covariates: sexual assault after 

service, b = 7.36 (boot SE = 2.94), 95% CI (1.73, 13.37); sexual harassment after service, b = 

5.00 (boot SE = 1.86), 95% CI(1.26, 8.64); years since discharge, b = -0.24 (boot SE = 0.08), 

95% CI (-0.39, -0.09); deployment, b = 3.83 (boot SE = 0.08), 95% CI (0.13, 7.19); and military 

sexual harassment, b = 3.14 (boot SE = 2.003), 95% CI (-0.81, 7.13). See Figure 5 for the 

statistical model of Aim 2 and Table 4 for all Aim 2 results. 
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Figure 5. This figure demonstrates the statistical diagram for Aim 2, which examines the 

moderation effect of locus of control on the relation between military sexual trauma and 

reintegration. Covariates were excluded from the figure for clarity. Military sexual harassment 

and military sexual trauma were examined in separate models. The purpose of the figure is 

merely to give the reader a visual depiction of the model. 
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Table 4 

Aim 2 Results for Both Military Sexual Harassment and Military Sexual Assault 

 B Boot SE 95% CI 

Path b1    

 MSH→ Reintegration Difficulties 3.83 2.06 -0.34, 7.83 

MSA→ Reintegration Difficulties 6.48 1.73 2.99, 9.81 

Path b2    

Locus of Control w/ MSH 3.10 1.45 0.03, 5.78 

Locus of Control w/ MSA 4.36 0.98 2.36, 6.20 

Interaction Effects/Path b3    

MSH X Locus of Control  1.13 1.81 -2.35, 4.80 

MSA X Locus of Control -0.91 1.75 -4.39, 2.54 

Note. MSH = Military Sexual Harassment; MSA = Military Sexual Assault. Sexual assault after 

service, sexual harassment after service, years since discharge, child sexual abuse, and 

deployment, were controlled for in both models. MSH and MSA were controlled for in their 

appropriate models. Significant paths in bold for emphasis.  Estimates were bootstrapped with 

10,000 bootstrap samples.  Boot SE represents the standard error for the bootstrapped sample. 



57 

 

 

Statistical analyses for Aim 3.  Aim 3 was to examine for possible mediation effects of 

depressive symptoms on the relation between military sexual trauma and reintegration 

difficulties scores. I used the macro program, PROCESS, using model 4 on SPSS 26. The sample 

size was 233. All estimates were bootstrapped with 10,000 bootstrap samples. The covariates 

used for this analysis were military sexual assault and military sexual harassment as appropriate, 

deployment, sexual assault and sexual harassment after service, years since discharge, and child 

sexual abuse scores. The overall model was significant, F(7, 225) = 11.08, p < .001, R2 = .26. 

There was a significant main effect of military sexual harassment on depressive symptoms 

scores, but the main effect of military sexual harassment on reintegration difficulties scores was 

not significant. Depressive symptoms positively predicted reintegration difficulties. There were 

significant indirect effects (i.e., mediation effects). See Figure 4 and Table 5 for the results of 

Aim 3. 

Years since discharge was the only significant covariate for both depressive symptoms 

scores, b = -0.11 (boot SE = 0.04), 95% CI(-0,19, -0.02) and reintegration difficulties scores, b = 

-0.11 (boot SE = 0.05), 95% CI(-0.21, -0.02). Deployment, sexual assault after service, and 

sexual harassment after service did not significantly predict depressive symptoms scores. Only 

child sexual abuse scores, b = 0.18 (boot SE = 0.08), 95% CI(0.03, 0.34), and military sexual 

assault scores, b = 5.20 (boot SE = 0.99), 95% CI(3.25, 7.10), significantly predicted depressive 

symptoms scores. Child sexual abuse, sexual assault after service, and military sexual assault 

scores did not significantly predict reintegration difficulties scores. Sexual harassment after 

service, b = 5.20 (boot SE = 0.99), 95% CI(3.25, 7.10), and deployment, b = 5.20 (boot SE = 

0.99), 95% CI(3.25, 7.10), were significantly positively associated with reintegration difficulties 

scores.  



58 
 

 

 For the mediation model for military sexual assault, the overall model was significant, 

F(7, 225) = 11.08, p < .001, R2 = .26. Military sexual assault had a significant main effect for 

depressive symptoms scores but not for reintegration difficulties scores. Depressive symptoms 

scores had a significant association with reintegration difficulties scores. There was a significant 

indirect effect (i.e., mediation effect). Covariates maintained their same associations with 

depressive symptoms scores and reintegration difficulties scores as in the model in which sexual 

harassment was the predictor. See Figure 6 and Table 5 for the results of Aim 3. 
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Figure 6. This figure demonstrates the statistical and conceptual model for Aim 3, which is the 

mediated model. That is, this figure reflects the hypothesis that depressive symptoms scores 

would mediate the relation between military sexual trauma and reintegration difficulties scores. 

This figure excludes the covariates and for simplicity, does not show the two separate analyses 

for military sexual assault and military sexual harassment. 
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Table 5 

Aim 3 Results for both Military Sexual Harassment and Military Sexual Assault 

 B Boot SE 95% CI 

Path a    

 MSH→ Depressive Symptoms 2.66 1.24 0.23, 5.12 

MSA→ Depressive Symptoms 5.20 0.99 3.24, 7.13 

Path b    

Depressive Symptoms → Reintegration 

Difficulties 

1.40 0.07 1.26, 1.53 

Path c’    

MSH → Reintegration Difficulties 1.90 1.37 -0.79, 4.60 

MSA → Reintegration Difficulties 1.10 1.17 -1.15, 3.40 

Indirect effects    

MSH → Reintegration Difficulties 3.72 1.73 0.33, 7.14 

MSA → Reintegration Difficulties 7.28 1.48 4.41, 10.20 

Note. MSH = Military Sexual Harassment; MSA = Military Sexual Assault. Sexual assault after 

service, sexual harassment after service, years since discharge, child sexual abuse, and 

deployment, were controlled for in both models. MSH and MSA were controlled for in their 

appropriate models. Significant paths in bold for emphasis. Estimates were bootstrapped with 

10,000 bootstrap samples. Boot SE represents the standard error for the bootstrapped sample.
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Statistical analyses for Aim 4. Aim 4 was to examine for a possible moderated 

mediation effect. As significant moderated mediation model would mean that the mediation 

effects would change depending on values of the moderator (Muller et al., 2005). See Figure 7 

for the figure of the moderated mediation model. Hayes (2015) states that a moderated mediation 

model should only be conducted if the moderator has been found to at least significantly 

moderate one of the paths; therefore, I ran two moderation analyses on 228 participants with 

military sexual assault and military sexual harassment as independent variables, depressive 

symptoms scores as the dependent variable, locus of control scores as the moderator, and the 

with the significant covariates included in previous analyses (i.e., military sexual assault and 

military sexual harassment deployment, sexual assault and sexual harassment after service, years 

since discharge, and child sexual abuse scores). Locus of control scores were transformed to Z 

scores; the estimates were bootstrapped with 10,000 bootstrap samples. The overall model was 

significant, F(9, 218) = 12.16, p < .001, R2 = .33 with military sexual harassment as the 

predictor. There were no significant moderation effects with military sexual harassment as the 

independent variable, b = 0.24 (boot SE = 1.05), 95% CI (-1.71, 2.37). Although military sexual 

harassment was directly associated with depressive symptoms scores in Aim 3, when locus of 

control scores were included as a variable, military sexual harassment was no longer 

significantly associated with depressive symptoms scores. 

The overall model was significant when military sexual assault was the predictor, F(9, 

218) = 14.92, p < .001, R2 = .38. However, there was no significant moderation effects with 

military sexual assault as the independent variable, b = -0.32 (boot SE = 0.95), 95% CI (-2.17, 

1.56) either. Child sexual abuse scores, b = 0.16, (boot SE = 0.08), 95% CI (0.01, 0.32), and 

years since discharge, b = -.08, (boot SE = 0.04), 95% CI (-0.16, -0.0006), were the only 
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significant predictors of depressive symptoms in the model with military sexual harassment as 

the predictor. When military sexual assault was the predictor, only child sexual abuse scores, b = 

0.16, (boot SE = 0.08), 95% CI (0.01, 0.32) were significantly associated with depressive 

symptoms scores. See Figure 8 and Table 6. 

I ran a final moderation model (i.e., model 1 on PROCESS) on 228 participants with 

depressive symptoms as the independent variable, reintegration difficulties as the dependent 

variable, locus of control as the moderator, and with the significant covariates included in 

previous analyses (i.e., military sexual assault and military sexual harassment deployment, 

sexual assault and sexual harassment after service, years since discharge, and child sexual 

abuse). See Figure 9 and Table 7. Locus of control was standardized by Z scores, and the 

estimates were bootstrapped with 10,000 bootstrap samples. The overall model was significant, 

F(10, 217) = 58.40, p < .001, R2 = .73. There were no significant moderation effects, b = -0.004 

(boot SE = 0.05), 95% CI (-0.11, 0.10). Depressive symptoms significantly predicted 

reintegration difficulties, b = 1.35 (boot SE = 0.08), 95% CI (1.20, 1.50). Locus of control did 

not significantly predict reintegration difficulties, b = 0.89 (boot SE = 0.08), 95% CI (-0.88, 

2.65). Significant covariates included deployment, b = 3.71 (boot SE = 1.28), 95% CI (1.23, 

6.23), years since discharge, b = -0.12 (boot SE = 0.05), 95% CI (-0.22, -0.01), and sexual 

harassment after service, b = -2.65 (boot SE = 1.30), 95% CI (0.19, 5.22). Since there were no 

significant moderation effects as determined by the three moderation analyses discussed above 

and the non-significant moderation effects found in Aim 2, I did not run the moderation 

mediation model.  
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Figure 7. This figure demonstrates the statistical diagram of Aim 4, which is the moderated 

mediated model. This figure demonstrates how locus of control would have been tested as a 

possible moderator of the association between military sexual trauma and depressive symptoms, 

and how depressive symptoms would have been tested as a mediator of the relation between 

military sexual trauma and reintegration. For simplicity, this figure excludes the covariates and 

does not show the two separate analyses for military sexual assault and military sexual 

harassment. 
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Figure 8. This figure demonstrates the statistical diagram for the preliminary analyses for Aim 4, 

which examines the moderation effect of locus of control scores on the relation between military 

sexual trauma and depressive symptoms scores. It excludes the covariates included in the model. 

Military sexual harassment and military sexual trauma were examined in separate models. The 

purpose of the figure is merely to give the reader a visual depiction of the model. 
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Table 6 

Aim 4 Simple Moderation Effects on Depressive Symptoms for Both Military Sexual Harassment 

and Military Sexual Assault  

 B Boot SE 95% CI 

Path b1    

 MSH→ Depressive Symptoms 1.48 1.15 (-0.74, 3.75) 

MSA→ Depressive Symptoms 4.27 1.01 (2.26, 6.26) 

Path b2    

Locus of Control w/ MSH 2.09 0.88 (0.23, 3.69) 

Locus of Control w/ MSA 2.40 0.59 (1.23, 3.51) 

Interaction Effects/Path b3    

MSH X Locus of Control  0.24 1.05 (1.71, 2.37) 

MSA X Locus of Control -0.32 0.95 (-2.17, 1.56) 

Note. MSH = Military Sexual Harassment; MSA = Military Sexual Assault. Sexual assault after 

service, sexual harassment after service, years since discharge, child sexual abuse, and 

deployment, were controlled for in both models. MSH and MSA were controlled for in their 

appropriate models. Significant paths in bold for emphasis. Estimates were bootstrapped with 

10,000 bootstrap samples. Boot SE represents the standard error for the bootstrapped sample.
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Figure 9. This figure demonstrates the statistical diagram for the preliminary analyses for Aim 4, 

which examines the moderation effect of locus of control scores on the relation between 

depressive symptoms scores and reintegration difficulties scores. It excludes the covariates 

included in the model. The purpose of the figure is merely to give the reader a visual depiction of 

the model. 
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Table 7 

Aim 4 Simple Moderation Effects on Reintegration for Both Military Sexual Harassment and 

Military Sexual Assault  

 B Boot SE 95% CI 

Path b1    

 Depressive Symptoms  1.35 0.08 1.19, 1.50 

Path b2    

Locus of Control 0.88 0.90 -0.88, 2.65 

Interaction Effects/Path b3    

Depressive Symptoms X Locus of Control  -.000 0.05 -0.11, 0.10 

Note. Sexual assault after service, sexual harassment after service, years since discharge, child 

sexual abuse, military sexual assault, military sexual harassment, and deployment were 

controlled for in both models. Significant paths in bold for emphasis.  Estimates were 

bootstrapped with 10,000 bootstrap samples.  Boot SE represents the standard error for the 

bootstrapped sample.
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Exploratory analyses for type of perpetrator and reintegration difficulties. The following 

exploratory analyses were used to determine if there was a difference on reintegration difficulties 

depending on the perpetrator of military sexual trauma. Therefore, to make the most succinct and 

cleanest variables, I conducted the analyses on those who had been sexually harassed by military 

members only (M = 22.8, SD = 14.87, n = 131) and those who had been sexually harassed by 

non-military members only in another group (M = 26.16, SD = 13.33, n = 16). Data from those 

who had been sexually harassed by both (M = 26.45, SD = 14.41, n = 61) or not sexually 

harassed at all (M = 12.80, SD = 10.47, n = 32) were excluded from these analyses. The cell sizes 

were uneven as most participants reported military members (i.e., military coworker, military 

supervisor, or both) as the perpetrators. Given the unequal cell sizes, caution should be used 

when interpreting the results. The Levene’s test was not significant (F = 1.04, p = .860) 

indicating that equal variances can be assumed. There was not a significant difference between 

those who reported military sexual harassment by military members and those who reported 

sexual harassment from non-military individuals only on reintegration difficulties, t(146) = 0.86, 

p =.391.  

 As with the analyses above, military sexual assault was split into the cleanest variables 

which meant one group had military sexual assault by military members only (M = 29.51, SD = 

13.63, n = 72) and the other group reported military sexual assault by non-military perpetrators 

(M = 23.52, SD = 18.54, n = 21). Data from those who had been sexually assaulted by both non-

military and military perpetrators (M = 30.17, SD = 12.88, n = 8), and those who reported no 

military sexual assault (M = 18.68, SD = 13.29, n = 139) were excluded from analyses. Again, 

given the unequal cell sizes, caution should be used when interpreting the results. The Levene’s 

test was significant (F = 5.73, p = .019) indicating that equal variances cannot be assumed; 



69 
 

 

therefore, the degrees of freedom were adjusted from 91 to 26.62. There was not a significant 

difference between those who reported military sexual harassment by military members and 

those who reported sexual harassment from non-military individuals on reintegration difficulties 

scores, t(26.52) = -1.38, p =.180. Therefore, it does not appear, based on this small sample, that 

type of perpetrator is associated with reports of reintegration difficulties.  

Exploratory analyses for length of time since discharge. Sayer et al. (2015) suggested 

that the average time for veterans to successfully reintegrate is six years (Sayer et al., 2015). For 

this reason, exploratory analyses were planned to examine how length of time since discharge 

impacted the aims, however, only 35 participants had been discharged in the previous six years, 

which would result in limited power to test and potentially lead to a type II error. For this reason, 

exploratory analyses with length of time since discharge were not conducted.    

Exploratory analyses for time since most distressing military sexual trauma event. A 

possible variable that could have a significant effect on the outcomes was length of time since 

the worst military sexual assault and military sexual harassment. Therefore, I conducted two 

multiple regressions for time since most distressing military sexual assault and most distressing 

military sexual harassment on reintegration difficulties and depressive symptoms. For 

reintegration difficulties, the overall model was not significant, F(2, 92) =2.69, p = .073, R2 = 

.05. Time since most distressing military sexual harassment event was not significantly 

associated with reintegration difficulties, B = 0.41, t(92) = 0.70, p = .489. In addition, time since 

most distressing military sexual assault event significantly associated with reintegration 

difficulties, B = -0.68, t(92) = -1.16, p = .248. For depressive symptoms, the overall model was 

not significant, F(2, 92) = 2.23, p = .114, R2 = .05. Time since most distressing military sexual 

harassment event was not significantly associated with depressive symptoms, B = -0.32, t(92) = -
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0.10, p = .919, and time since most distressing sexual assault event was not significantly 

associated with depressive symptoms, B = -0.11, t(92) = -0.36, p = .718. Further, I conducted a 

multiple regression with locus of control as the outcome variable. The overall model was not 

significant, F(2, 92) =2.43, p = .094, R2 = .05. Neither time since most distressing military sexual 

harassment, B = 0.10, t(92) = 0.65, p = .520, nor time since most distressing military sexual 

assault, B = -0.16, t(92) = -1.09, p = .278, was significantly associated with locus of control.  
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CHAPTER IV 

DISCUSSION 

The current study’s purpose was to investigate the associations of depressive symptoms 

and military sexual trauma on reintegration difficulty, and the role that locus of control may have 

with those relations. It was predicted that those who report more military sexual trauma would 

also report more reintegration difficulty compared to those who did not endorse military sexual 

trauma. Additionally, it was predicted that those who endorsed military sexual trauma and have 

higher internal locus of control would report more reintegration difficulties than those who are 

lower on internal local of control, that is, have higher external locus of control. Further, it was 

expected that depressive symptoms would mediate the relation between military sexual trauma 

and reintegration difficulties. Finally, it was predicted that higher external locus of control would 

serve to buffer the association between military sexual trauma, depressive symptoms, and 

reintegration.  

Aim 1: Military Sexual Trauma and Reintegration Difficulties 

The first aim looked at the differences between those who endorsed and did not endorse 

military sexual trauma on reintegration difficulties. It was theorized that military sexual trauma 

may impact reintegration because the homecoming theory suggests that reintegration is difficult 

due to military sexual trauma impacting how individuals see themselves and the world causing 

tension/conflict with loved ones who expect the female veteran to act the same as before 

(Schuetz, 1945). The world assumptions theory proposed by Janoff-Bulman (1989) adds to this 

theory by explaining how the perspective of the individual may change due to the military sexual 

trauma making it difficult to find good in the world, others, and maybe even in themselves. 

Qualitative research suggests that trauma, such as military sexual trauma, may result in 
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reintegration difficulties (Mattocks et al., 2012). For example, Leslie and Koblinsky (2017) 

found that female veterans reported that they struggled with role disruption in the family and 

missing children’s development/growth and feared to share with others because of the risk of 

burdening others. Hawkins and Crowe (2018) found female veterans who had been exposed to 

physical or psychological injury, such as military sexual trauma, reported difficulties trusting 

others and poor access to recreation and health services. Quantitative research also suggests that 

military sexual trauma impacts reintegration because military sexual trauma, sexual assault, and 

sexual harassment have been shown to impact interpersonal relationships, which are central to 

reintegration (Crome, & McCabe, 1995; Katz et al., 2007; Katz et al., 2010; Walker et al., 2005). 

Quantitative research also suggests that military sexual trauma may impact female veterans 

ability to work (Katz et al., 2010; Skinner et al., 2000; Willness et al., 2007) and the ability to 

maintain a home/domestic life duties (Brignone et al., 2016; Pavao et al., 2013). Therefore, it 

was predicted that military sexual trauma would be significantly associated with reintegration 

difficulties with those endorsing military sexual harassment or military sexual assault having 

more reintegration difficulties than those who did not report such instances.  

The results indicated that both military sexual harassment and military sexual assault 

were significantly associated with more reintegration difficulty. This result shows the importance 

of taking military sexual trauma seriously at the time of the event as military sexual trauma is 

associated with reintegration difficulties years after military service. In fact, on average, 

participants had ended their military service 19.7 years earlier. Nevertheless, women who 

endorsed military sexual trauma reported more reintegration difficulties.  

Allowing for better treatment of women who choose to make a report on their military 

sexual trauma may reduce the number of perpetrators to habitually harass or sexually assault 
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other women, and therefore, decrease the reintegration difficulties experienced. In the present 

sample, only 15.4% (n = 35) made an unrestricted or restricted report to the military about sexual 

assault and 30.7% (n = 70) made unrestricted or restricted report to the military about sexual 

harassment. The low formal reporting of sexual assaults to the military may be due to the 

obstacles these women face when trying to report. Campbell and Raja (2005) found that out of 

their female veteran sample who had experienced sexual assault, 65% had been denied the ability 

to do a report and 70% were told it was not severe enough to report. In addition, Morral et al. 

(2015) found that over a quarter of their sample who made a report of sexual assault alleged 

retaliation in doing so by retaliation of punishments, social retaliation, professional retaliation, 

and undesirable administrative actions. In fact, concerns about retaliation prevented 15% of their 

sample from making a formal report of sexual assault (Morral et al., 2015). Morral et al. (2015) 

found that more female service members made formal reports on sexual harassment (i.e., 46%), 

but there was still a considerable percentage that felt they could not make formal reports. For 

example, 30% did not make a formal report because of concerns of retaliation, and 43% did not 

believe that any action would be taken (Morral et al., 2015). If making formal reports to the 

military about sexual harassment and sexual assault was dealt with in a more respectful, 

appropriate, non-judgmental, consequence-free, and trauma-educated way, perhaps more military 

members would make formal reports. These reports could have detrimental effects on 

perpetrators, and hopefully reduce the instances of sexual assault and sexual harassment. The 

results show that the impact of military sexual trauma affects female veterans long after their 

service and affect their ability to transition into civilian life.   

In addition, the results demonstrate the importance of giving survivors of military sexual 

trauma reintegration information and resources. Although a program designed to assist exiting 
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service members with health, finances, and career-related aspects called Transition Assistance 

Program (TAP) has existed since 1991, it only became mandatory to take the courses in 2011 

(Congressional Research Service, 2018). Given that the average time since discharge for this 

sample was 19.7 years, few women were mandated to go through this program. Further, many 

service members have complained that TAP was given too late to them, possibly decreasing the 

effectiveness of TAP. For this reason, during the 2019 fiscal year it was mandated that service 

members begin TAP at least 365 days prior to discharge (The U.S. Department of Veteran 

Affairs Office of Transition and Economic Development, 2020). Although finding a significant 

association between military sexual trauma and reintegration is important and demonstrates the 

importance of preventing military sexual trauma and providing good reintegration programs, it 

does not give much information on how military sexual trauma impacts reintegration nor if there 

are any factors that may buffer this association.  

Aim 2: Military Sexual Trauma and the Moderation of Locus of Control 

Aim 2 examined the moderation effects of locus of control on the association between 

military sexual trauma and reintegration. It was predicted that internal locus of control would 

strengthen this association because sexual trauma can be seen as a way of losing control. Sexual 

trauma threatens women’s perceptions of safety in the world and decreases their belief that they 

guide their own recovery (Janoff-Bulman, 1992; Perloff, 1983; Schepple & Bart, 1983). Those 

who try to regain control back by making formal reports of military sexual trauma, may find 

themselves feeling more helpless because of retaliation or that their experiences are not 

considered legitimate or serious to warrant a report (Dardis et al, 2018, Morral et al., 2015). It 

was originally proposed that lack of control over changing their experiences in the military may 

be more troubling and threatening for individuals who have internal locus of control rather than 
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those who have external locus of control because for women with higher internal local of control, 

it violates their core belief that they can do things to make the situation better. Therefore, female 

veterans with higher internal locus of control would find reintegration more difficult because, 

according to the homecoming theory, to feel readjusted to civilian life, the veteran must regain 

their intimacy with others and with their community. Regaining intimacy takes time; therefore, 

those with external locus of control may reintegrate better because being patient with how long it 

takes to reintegrate has been a reported successful strategy in a qualitative study for reintegration 

(Aheren et al., 2015).  

Despite this conceptualization, locus of control did not moderate the relation between 

military sexual trauma and reintegration difficulties as expected; however, locus of control did 

have a significant and positive direct effect on reintegration difficulties. Specifically, higher 

external locus of control strengthened the relation between military sexual trauma and 

reintegration. This finding is similar to research with civilian women in that studies have 

generally found higher internal locus of control is associated with more positive outcomes 

among women who have experienced severe sexual trauma such as rape (e.g., Regehr et al., 

1999).  

With respect to reintegration more specifically, it is possible that transitioning to civilian 

life (i.e., reintegration) may elicit thoughts and feelings about losing control as this would be 

consistent with the homecoming theory. That is, during reintegration veterans lose the ability or 

extent to which they can predict other people’s feelings, thoughts, and behaviors due to loss of 

connection of time and space from others (Schuetz, 1945). William and Berstein (2011) found 

women who endorsed external locus of control had difficulty during the transition to the military 

as they often engaged in negative coping behaviors, such as bulimic behaviors, in an attempt to 
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regain control. It is possible that women who have higher external locus of control may also 

utilize poor coping mechanisms for dealing with the stress of reintegration leading to poor 

reintegration adjustment. For instance, a coping style associated with external locus of control is 

avoidance (Brown et al., 2002) which would seemingly be harmful for reintegration because it 

may lead to avoiding essential activities required for reintegration even when they may be 

uncomfortable (e.g., community participation, going to the grocery store). It is plausible that 

those who have higher external locus of control may believe they are unable to have intimacy if 

they place blame on others (i.e., other people do not understand me) rather than viewing it as 

something they control, resulting in avoidance of activities that contribute to a successful 

reintegration. 

It is important to note that reintegration may be an ambiguous process. It contains many 

domains to master (Elnitsky et al., 2017). As the homecoming theory mentions, the veteran must 

familiarize herself with a once-known environment and familiar people that have changed and 

this process can result in distress due to the lack of intimacy (Schuetz, 1945). Some veterans may 

find themselves frustrated because it is not a singular stressful event that causes high levels of 

stress for one period of time but rather a slow process that causes low levels of stress over a 

longer period of time (Ahern et al., 2015). The reason why this is important is because when the 

situation is more ambiguous, control expectancies (i.e., locus of control) may play a larger role in 

readjustment (Folkman, 1984). Specifically, Solomon et al. (1989) found that when the battle 

intensity was low, external locus of control was positively related to posttraumatic stress disorder 

via threat appraisal (Solomon et al., 1989). The authors explained that when the battle lacks 

intensity, there is ambiguous information for the service member to use to explain his/her 

symptoms/distress because with high battle intensity the blame can be put on the situation. With 
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respect to presents from the present study, it is possible that external locus of control was related 

to more reintegration difficulties because reintegration is an ambiguous process. It is a continual 

process of learning to adjust to a changing environment (e.g., loved ones, children), and new 

work environments; however, it is not a singular clearly-defined event that the former service 

member can clearly articulate and blame for their challenges.  

Aim 3: Indirect Effects of Depressive Symptoms on Military Sexual Trauma and 

Reintegration 

It was predicted that depressive symptoms would significantly mediate the relation 

between military sexual trauma and reintegration. Past research has indicated that military sexual 

trauma is linked with depression (Chang et al., 2001; Haaken & Palmer, 2012; Hankin et al., 

1999). Depression may come from assortment of situations such as poor reactions from loved 

ones regarding sexual assault or sexual harassment (Borja et al., 2006; Campbell et al., 2001; 

Davis et al., 1991; Moss et al., 1990) or because of violations in previously held beliefs that now 

paint a more negative and pessimistic view of the world leading to feelings of helplessness and 

hopelessness (Janoff-Bulman, 1989; Lilly et al., 2011). As previously discussed, past research 

has shown that depression may affect many reintegration domains such as the ability to live 

independently (Pavao et al., 2013), decreased work productivity (Stewart et al., 2003), 

interpersonal difficulties in women (Hammen & Brennan, 2002), and academic performance 

(Deroma et al., 2009).  

This study found that depressive symptoms fully mediated the relation between military 

sexual assault and reintegration difficulties and the relation between military sexual harassment 

and reintegration difficulties. Although the mediation effect was expected, full mediation was not 

expected. That is, it was assumed that military sexual trauma could have other avenues of 
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impacting reintegration other than depression, such as through anxiety (Kimerling et al., 2010), 

physical symptoms (Clum et al., 2000; Seedat & Stein, 2000), substance use (Kimerling et al., 

2010), institutional betrayal (Monteith et al., 2016), etc., therefore, it was assumed that there 

would be enough variance not explained by depressive symptoms in which military sexual 

trauma would maintain its direct effect. 

The finding that depressive symptoms mediates the relation between military sexual 

trauma and reintegration demonstrates the importance of investing in programs like the 

Transition Assistance Program (TAP) for discharging active duty. It also may implicate the 

importance of making sure TAP focuses on mental health challenges and resources for service 

members. In their evaluation of TAP, the U.S. Department of Veteran Affairs Office of 

Transition and Economic Development (2020) stated that transition often led to mental health 

difficulties. In fact, across three TAP cohorts, 41.27% reported that TAP did not help them with 

information or resources on seeking mental health treatment (The U.S. Department of Veteran 

Affairs Office of Transition and Economic Development, 2020). Clearly, TAP should include 

additional information on mental health issues associated with transition.  

Aim 4: Moderated Mediated Model of Locus of Control, Depressive Symptoms, Military 

Sexual Trauma, and Reintegration 

Aim 4 explored whether locus of control moderated the relation between military sexual 

trauma and depressive symptoms in a mediation model. Hayes (2015) discourages conducting 

such a model if there are no simple moderation effects. Given that no simple moderation effects 

were present with locus of control, I did not run the moderated mediated model. 

In contrast to expectations, the results showed that locus of control was directly related to 

depressive symptoms. Although it was originally predicted that external locus of control would 
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result in more depressive symptoms, higher external locus of control was associated with 

depressive symptoms. This finding is consistent with some research conducted on locus of 

control and mental health. External control locus of control has been found to be related to some 

mental health disorders. For instance, higher external locus of control has been associated with 

greater depression among civilians (Benassi et al., 1988), and posttraumatic stress disorder in US 

combat veterans (Smith et al., 2018). Further, a study concluded that among women with severe 

child sexual abuse, those with external locus of control experienced more depression than those 

with internal locus of control (Porter & Long, 1999).  

It is also possible that the finding between external locus of control and depressive 

symptoms may be a function of how items on Rotter’s (1966) measure are worded. Specifically, 

some researchers have argued that external locus of control items on Rotter’s (1996) measure 

have a more negative or pessimistic tone (Aiken & Baucom, 1982; Evans & Wanty, 1979; 

Lamont, 1972a; Lamont, 1972b), which may mismatch with how external locus of control could 

be perceived. Aiken and Baucom (1982) found that external items were significantly rated as 

containing a more depressive tone than internal items. Some support has been found for this 

argument. Specifically, Evans and Wanty (1979) found that external locus of control was not 

significantly related to depression when the items were more balanced for mood. In fact, it may 

be depressed people are more likely to endorse external locus of control items merely because of 

their inclination to choose negatively worded items rather than endorsing the items because of 

the actual external content (Lamont, 1972a; Lamont, 1972b).  

General Discussion 

As already touched upon, the results demonstrate the importance of reducing the 

occurrence of military sexual trauma because of the seemingly long-lasting consequences. There 
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should be regular and rigorous evaluations of the military’s sexual assault prevention programs. 

Orchowski et al. (2018) found few comprehensive evaluation studies investigating the 

effectiveness of sexual assault prevention programs in the military (n = 6) and only half of those 

were rated high in methodological rigor. The researchers found there were many gaps in 

knowledge as well such as the lack of follow ups on outcomes, and that for that reason, they 

were not able to establish whether sexual assault prevention program had any long-lasting 

change (Orchowski et al., 2018). Although sexual assault training is required for all service 

members (Defense of Logistics Agency, n.d.; Department of Defense, 2017), only a little over 

half consider it comprehensive and only 17.9% able to respond with 100% accuracy to the six 

questions about sexual assault resources and protocol (e.g., a true/false question asking “When 

you are in a social setting, it is your duty to stop a fellow service member from doing something 

potentially harmful to themselves or others,” Holland et al., 2014). Results from the present 

study show the importance of continually researching the effectiveness of sexual assault 

prevention programs which the Department of Defense does annually (Department of Defense, 

2019b), in an attempt to reduce occurrences of military sexual trauma. 

It may be unclear to those who have experienced military sexual trauma, the full impact 

of its consequences until they are discharged. There is an informal “code of silence” among the 

military that reporting sexual harassment or sexual assault is seen as violating loyalty (Pershing, 

2003). Therefore, victims of military sexual trauma may not feel comfortable discussing their 

experiences and making sense of what happened. Although the theory has only been applied to 

posttraumatic stress disorder, the constructivist theory of trauma (Mahoney & Lyddon, 1988) 

states that people create meaning, rules, and new schemas from their trauma often centering 

around trust, safety, power/control, esteem, and intimacy. This theory is similar to the world 



81 
 

 

assumptions theory in that the trauma violates beliefs which requires a change in thoughts 

(Janoff-Bulman, 1989). An example of a safety related belief may be that “All men are 

dangerous.” Cognitive theory states that people have negative and flawed beliefs which influence 

how they feel and behave (Beck et al., 1979). Therefore, women veterans who have experienced 

military sexual trauma may have difficulty with reintegration if they have these unhelpful beliefs 

because it may impact how they interact with others, how they take care of themselves, or how 

they participate in their community. When female service members cannot discuss their 

experiences to satisfy this code of silence, this may not allow others to challenge their thinking 

or allow themselves to make sense of what happened. Modifying these beliefs is what helps with 

the distress and maladaptive behaviors which can be done through therapy (Beck et al., 1979). 

Therefore, it may be useful to include educational material about how trauma (e.g., military 

sexual trauma) may affect reintegration into the reintegration assistance program called TAP as 

nearly half of those who completed the program say they did not get enough information about 

how to seek for mental health resources after discharge (The U.S. Department of Veteran Affairs 

Office of Transition and Economic Development, 2020). It may not occur to the female veteran 

how much her military sexual trauma impacted her until she removed herself from the military 

culture that encourages silence.  

Further practical implications from the study include the importance of internal locus of 

control as it has a negative association with depressive symptoms and reintegration difficulties. 

Therapies or techniques that increase internal locus of control such as art therapy (Gussak, 2009) 

or brief biofeedback-assisted autogenic relaxation (Sharp et al., 1997) may be beneficial for 

assisting with the reduction of depressive symptoms and reintegration difficulties.   
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Theoretical implications of this study include understanding that military sexual trauma is 

a unique experience that occurs in the military that can affect the individual. The homecoming 

theory (Schuetz, 1945) was developed on male veterans and focused on how deployments or 

combat exposure were unique experiences. Homecoming theory never addressed military sexual 

trauma. Although military sexual trauma is not solely a “women issue,” women experience 

military sexual trauma at higher rates than men (Haskell et al., 2010). It is important to represent 

women’s experiences in the military as well as men’s, including sexual trauma. The ability to 

explain how military sexual trauma is associated with reintegration via depression is a new 

contribution to the field.  

Limitations and Future Directions  

Since the design utilized a cross-sectional approach, causality cannot be inferred. It 

would be preferred to have a longitudinal design to make such inferences. It is possible that 

severe sexual trauma, such as military sexual assault or military sexual harassment, may lead 

women to develop a mindset that they do not have control over the events around them; 

therefore, as a result, they develop external locus of control (Porter & Long, 1999) rather than it 

being an independent personality trait affecting the situation. It is also important to note that time 

since the military sexual trauma may alter the findings. Although I conducted exploratory 

analyses on the effects of time since most distressing military sexual trauma which found no 

significant associations with depressive symptoms, reintegration difficulties, nor locus of control. 

It is possible however, that the nature of the sample may have impacted the lack of association 

between military sexual trauma and various outcomes. Specifically, in the present sample, only 

26 (15.9%) participants reported that their most distressing military sexual harassment event 

happened 10 or less years ago. Similarly, only 13 (13.0%) of participants reported their most 
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distressing military sexual assault event was 10 or less years ago. Therefore, there is not a 

substantial number of participants who have had military sexual trauma occur recently. It is 

possible that external locus of control may be beneficial to utilize right after the military sexual 

trauma as female veterans are in situations that they cannot control due to military cultural 

factors like the code of silence (Pershing, 2003), poor responses from military on formal 

reporting (Campbell & Raja, 2005; Morral et al., 2015), and having to work alongside their 

perpetrator due to the nature of the military (Department of Defense, 2019b; Kimerling et al., 

2007). However, it may be more beneficial to have internal locus of control when one is more 

removed from the military sexual trauma as they may take control more of their healing in an 

environment that allow for that autonomy. Ideally, future research should address the issues 

examined closer to the time that they occur and follow women over time.  

Another limitation was an unforeseen confounding variable with COVID-19 that may 

have altered the findings. This survey was administered during February and May of 2020. 

During that time, most of the United States was encouraged to stay home or had shelter-in-place 

orders. A study conducted on a little over 1,000 US adults primarily sheltering in place (93.6%) 

during the pandemic found increased reports of loneliness as compared to loneliness in previous 

research (Killgore, 2020). Loneliness has been associated with many mental health disorders 

including depression (Stickley & Koyanagi, 2016). Not only may COVID-19 have an impact on 

depressive symptoms, it is also possible that COVID-19 affected many of the items measured in 

the Military to Civilian Questionnaire (Sayer et al., 2011). For example, one of the items on the 

Military to Civilian Questionnaire asks how difficult it has been, “Finding or keeping a job (paid 

or nonpaid or self-employment)?” (Sayer et al., 2011). During the months of data collection, 

there was a combined 22.2 million decrease in employment (U.S. Bureau of Labor Statistic, 
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2020). It is possible that COVID-19 may have exacerbated depressive symptoms rather than 

military sexual trauma or reintegration difficulties being directly responsible. Moreover, 

Annarumma et al. (2020) explain that the transitions and reorganization of families due to 

COVID-19 (e.g., online teaching with children, loss of a job, spending more time at home 

together) could be stressful especially if the family is extremely structured and prefers to keep all 

rules and behaviors as before the pandemic. Again, family difficulties are one aspect of 

reintegration that may have been impacted by COVID-19. 

Further, it may be important to understand that Rotter’s (1996) measure of locus of 

control is a unidimensional view of locus of control which others have argued may be incorrect. 

Specifically, Marks (1998) argued that they are different dimensions of locus of control such as 

“powerful others” dimension of locus of control that acknowledges that there are individuals 

who hold more power than themselves (Marks, 1998). It is possible that those who report greater 

external locus of control may do so due to discrimination informing their beliefs that there are 

people who do have control over their lives (Marks, 1998). Given that over 90% of the present 

sample endorsed their race/ethnicity as Caucasian, it was not possible to examine this idea. 

Research has shown that Caucasians face less discrimination based on their race compared to 

other groups (Eberhardt et al., 2004; Eberhardt et al., 2006; Goff et al., 2008; Hetey & Eberhardt, 

2014; Lee & Ahn, 2012; McMurtry et al., 2019; Voigt et al., 2017). I concur with Marks (1998), 

that is, while higher internal locus of control has generally been shown to be favorable (Cobb-

Clark et al., 2014; Judge & Bono, 2001; Langberg et al., 2016; Strudler Watson & Watson, 1978; 

Türk-Kurtça, & Kocatürk, 2020), most research has ignored cultural aspects that may influence 

the beliefs and usefulness of locus of control. Therefore, while higher external locus was 
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associated with greater reintegration difficulties for female veterans, discrimination and other 

variables not examined in the present study are important to examine in future research.  

The multidimensional measures of locus of control may also lead to different findings 

with reintegration and mental health. For example, one aspect of reintegration that is important is 

the ability to care of one’s health. Research has found that those with the external locus of 

control had poor management of their diabetes, but only if they had a particular external locus of 

control called chance locus of control (e.g., no one controls how healthy someone is), not the 

other type of external locus of control called powerful other locus of control (e.g., physicians 

have power over one’s health; Morowatisharifabad et al., 2009). It may also be important to 

control for or to include the desire to control events as a variable as Burger (1984) found that 

external locus of control was only associated with depression if participants had a high longing 

to control events.  

Although the two questions used to assess for military sexual trauma are used by the 

Department of Defense, the Department of Veterans Affairs, and many other studies 

(Department of Veterans Affairs, 2010; Haskell et al., 2010; Katz et al., 2007; Kimerling et al., 

2007; Maguen et al., 2010), single items that require individuals to acknowledge sexual 

harassment or sexual assault may not be the best for assessing these concepts. Some women may 

not label their experiences as such, even when the experience matches with the definition, 

because of rape and sexist ideologies (LeMaire et al., 2016). These ideologies or elements that 

contribute to sexual trauma may be compounded by the military culture (e.g., sexualized 

language, negative sexual and gender beliefs, power differences between women and men, 

emphasis on violence; Turchik & Wilson, 2010). Therefore, it is possible that women may 

underreport their military sexual trauma because of these attitudes and biases. Morral et al. 
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(2015) found that 50% of women veterans did not report their sexual harassment because they 

did not believe it was serious enough even though the researchers found that it would likely meet 

as Military Equal Opportunity violation. It may be more beneficial to have a measure that 

explicitly lists different scenarios and more dimensions of sexual trauma such as the Sexual 

Experiences Questionnaire (Fitzgerald et al, 1999) because more women may endorse that they 

have experienced specific forms of sexual harassment or sexual assault but not label them as 

such. For example, in the Sexual Experiences Questionnaire, sexual harassment can include 

making crude and sexual gestures, leering/staring, whistling, and sexual jokes that some women 

may not perceive as sexual harassment and therefore may not acknowledge on the two item 

military sexual trauma questionnaire by the  Department of Veterans Affairs (2010).  
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CHAPTER V 

CONCLUSIONS 

This study explored the relations between military sexual trauma, reintegration, locus of 

control, and depressive symptoms. Specifically, the mediation effects of depressive symptoms on 

the relation between military sexual trauma and reintegration. In addition, the moderation effects 

of locus of control on the relation between military sexual trauma and reintegration. The study 

also explored moderation effects of locus of control on the relation between military sexual 

trauma and depressive symptoms. Overall, military sexual trauma was indirectly related to 

reintegration via depressive symptoms. Locus of control did not significantly moderate any of 

the relations studied; however, it was significantly and directly related to both depressive 

symptoms and reintegration. Specifically, higher external locus of control was associated with 

greater reintegration difficulties and depressive symptoms. Future research should investigate 

locus of control using different dimensions of external locus of control, a more diverse sample of 

female veterans, and using a longitudinal design to infer causality.
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APPENDIX A 

NOTFICIATION STATEMENT FOR ODU STUDENT VETERANS  

 

NOTIFICATION STATEMENT DOCUMENT 

OLD DOMINION UNIVERSITY 

PROJECT TITLE: Military Sexual Trauma in Reintegrating Veterans 

 

INTRODUCTION 

The purposes of this form are to give you information that may affect your decision whether to say 

YES or NO to participation in this research. This is an online survey study. 

 

RESEARCHERS 

Michelle L. Kelley, Ph.D., Principal Investigator, Old Dominion University, Psychology 

Department  

Rachel Davies, B.S., Virginia Consortium Program in Clinical Psychology 

  

DESCRIPTION OF RESEARCH STUDY 

This study is interested in learning more about veterans’ experiences in the military that include 

military sexual trauma and combat exposure. Additionally, mental health issues, personality 

factors, and reintegration difficulties are assessed. If you say YES, the survey will take 

approximately 20 minutes to complete. Approximately 1,000 veterans will participate in this study. 

 

EXCLUSIONARY CRITERIA 

To be eligible for this study you must be at least 18 years of age or older and have served in the 

U.S. military or be currently serving in the U.S. military.  

 

RISKS AND BENEFITS 

RISKS:  Some of the questions ask about sensitive experiences that you may have had. These 

include questions about trauma experiences during combat, mental health concerns, and substance 

use. In addition, former military members will be asked their experiences transitioning from the 

military to the civilian sector. Some people find that thinking about past experiences can cause 
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negative feelings. It is possible that you may become emotionally upset by some questions. If you 

feel discomfort, you may take a break and come back to the survey, choose not to answer any 

questions, or stop the survey. At the end of the survey all participants will be provided a list of 

resources. This study is anonymous.   

 

BENEFITS: There are no benefits to you directly, however, your participation may help increase 

our understanding. The information gathered from this study will be reported in summarized form.  

 

COSTS AND PAYMENTS 

There are no costs to participating in this study. Participants who are students actively enrolled at 

Old Dominion University may receive .5 research credit point through the SONA system for a 

psychology course. We advise before completing the survey, that you check with your course 

instructors as to whether or not any additional extra credit will be given for completing the survey. 

For ODU students, research credits may be obtained in other ways. You do not have to participate 

in this study, or any study, in order to obtain research credit. 

 

NEW INFORMATION 

If the researchers find new information during this study that would reasonably change your 

decision about participating, then they will give it to you. 

 

ANONYMITY 

All information obtained about you in this study is strictly anonymous unless disclosure is required 

by law. The researchers will take reasonable steps to keep your information anonymous. There 

will be no identifiers associated with your information. The results of this study may be used in 

reports, presentations, and publications, but the researchers will not identify you.   

 

WITHDRAWAL PRIVILEGE 

It is OK for you to say NO.  Even if you say YES now, you are free to say NO later, and walk 

away or withdraw from the study at any time. Your decision will not affect your relationship with 

Old Dominion University, or otherwise cause a loss of benefits to which you might otherwise be 

entitled.   

 

COMPENSATION FOR ILLNESS AND INJURY 
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If you say YES, then your consent in this document does not waive any of your legal rights.  

However, in the event of harm arising from this study, neither Old Dominion University nor the 

researchers are able to give you any money, insurance coverage, free medical care, or any other 

compensation for such injury.  In the event that you suffer injury as a result of participation in any 

research project, you may contact Dr. Michelle L. Kelley at 757-683-4459, Dr. Tancy Vandecar-

Burdin the current IRB chair at 757-683-3802 at Old Dominion University, or the Old Dominion 

University Office of Research at 757-683-3460 who will be glad to review the matter with you. 

 

VOLUNTARY PARTICIPATION 

By clicking “I read the notification statement” and “yes, I wish to participate”, you are saying 

several things. You are saying that you have read this form or have had it read to you, that you are 

satisfied that you understand this form, the research study, and its risks and benefits. The 

researchers should have answered any questions you may have had about the research.  If you have 

any questions later on, then the researchers should be able to answer them: 

 

Dr. Michelle L. Kelley at mkelley@odu.edu or 757-683-4459 

Ms. Rachel Davies at rdavi022@odu.edu or 757-683-6602 

 

If at any time you feel pressured to participate, or if you have any questions about your rights or 

this form, then you should call Dr. Tancy Vandecar-Burdin, the current IRB chair, at 757-683-

3802, or the Old Dominion University Office of Research, at 757 683 3460. 

 

And importantly, by clicking “I read the notification statement” and “yes, I wish to participate”, 

you are telling the researcher YES, that you agree to participate in this study. 
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APPENDIX B  

NOTIFICATION STATEMENT FOR NON-STUDENT VETERANS 

 

NOTIFICATION STATEMENT DOCUMENT 

OLD DOMINION UNIVERSITY 

PROJECT TITLE: Military Sexual Trauma in Reintegrating Veterans 

 

INTRODUCTION 

The purposes of this form are to give you information that may affect your decision whether to say 

YES or NO to participation in this research. This is an online survey study. 

 

RESEARCHERS 

Michelle L. Kelley, Ph.D., Principal Investigator, Old Dominion University, Psychology 

Department  

Rachel Davies, B.S., Virginia Consortium Program in Clinical Psychology 

  

DESCRIPTION OF RESEARCH STUDY 

This study is interested in learning more about veterans’ experiences in the military that include 

military sexual trauma and combat exposure. Additionally, mental health issues, personality 

factors, and reintegration difficulties are assessed. If you say YES, the survey will take 

approximately 20 minutes to complete. Approximately 1,000 veterans will participate in this study. 

 

EXCLUSIONARY CRITERIA 

To be eligible for this study you must be at least 18 years of age or older and have served in the 

U.S. military or be currently serving in the U.S. military.  

 

RISKS AND BENEFITS 

RISKS:  Some of the questions ask about sensitive experiences that you may have had. These 

include questions about trauma experiences during combat, mental health concerns, and substance 

use. In addition, former military members will be asked their experiences transitioning from the 

military to the civilian sector. Some people find that thinking about past experiences can cause 

negative feelings. It is possible that you may become emotionally upset by some questions. If you 
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feel discomfort, you may take a break and come back to the survey, choose not to answer any 

questions, or stop the survey. At the end of the survey all participants will be provided a list of 

resources. This study is anonymous.   

 

BENEFITS: There are no benefits to you directly, however, your participation may help increase 

our understanding. The information gathered from this study will be reported in summarized form.  

 

COSTS AND PAYMENTS 

There are no costs to participating in this study. While there are no direct benefits to you as a 

participant, the current study may help us develop effective strategies for helping military members 

transition successfully from active duty and develop strategies in treating different mental health 

outcomes in military service members (e.g., depression).  

 

NEW INFORMATION 

If the researchers find new information during this study that would reasonably change your 

decision about participating, then they will give it to you. 

 

ANONYMITY 

All information obtained about you in this study is strictly anonymous unless disclosure is required 

by law. The researchers will take reasonable steps to keep your information anonymous. There 

will be no identifiers associated with your information. The results of this study may be used in 

reports, presentations, and publications, but the researchers will not identify you.   

 

WITHDRAWAL PRIVILEGE 

It is OK for you to say NO.  Even if you say YES now, you are free to say NO later, and walk 

away or withdraw from the study at any time. Your decision will not affect your relationship with 

Old Dominion University, or otherwise cause a loss of benefits to which you might otherwise be 

entitled.   

 

COMPENSATION FOR ILLNESS AND INJURY 

If you say YES, then your consent in this document does not waive any of your legal rights.  

However, in the event of harm arising from this study, neither Old Dominion University nor the 

researchers are able to give you any money, insurance coverage, free medical care, or any other 

compensation for such injury.  In the event that you suffer injury as a result of participation in any 



117 
 

 

research project, you may contact Dr. Michelle L. Kelley at 757-683-4459, Dr. Tancy Vandecar-

Burdin the current IRB chair at 757-683-3802 at Old Dominion University, or the Old Dominion 

University Office of Research at 757-683-3460 who will be glad to review the matter with you. 

 

VOLUNTARY PARTICIPATION 

By clicking “I read the notification statement” and “yes, I wish to participate”, you are saying 

several things. You are saying that you have read this form or have had it read to you, that you are 

satisfied that you understand this form, the research study, and its risks and benefits. The 

researchers should have answered any questions you may have had about the research.  If you have 

any questions later on, then the researchers should be able to answer them: 

 

Dr. Michelle L. Kelley at mkelley@odu.edu or 757-683-4459 

Ms. Rachel Davies at rdavi022@odu.edu or 757-683-6602 

 

If at any time you feel pressured to participate, or if you have any questions about your rights or 

this form, then you should call Dr. Tancy Vandecar-Burdin, the current IRB chair, at 757-683-

3802, or the Old Dominion University Office of Research, at 757 683 3460. 

 

And importantly, by clicking “I read the notification statement” and “yes, I wish to participate”, 

you are telling the researcher YES, that you agree to participate in this study. 
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APPENDIX C 

DEMOGRAPHIC QUESTIONNAIRE 

1. How old are you?  _________  

 

2. What is your current military status? Please only select one. 

a. Active duty  

b. Veteran 

c. Reserves 

d. National Guard 

e. Retired 

 

3. What is the acronym for the locations where final physicals are taken prior to shipping 

off for basic training? ___________ 

 

4. What is the acronym for the generic term the military uses for various job fields? 

______________ 

 

5. What branch(es) of the military did you serve in or are you currently serving in? Please 

check all that apply.    

( ) Army  

( ) Navy  

( ) Air Force  

( ) Marines  

( ) Coast Guard  

( ) National Guard  

( ) Army Reserves   

( ) Air Force Reserves  

( ) Navy Reserves  

( ) Marine Reserves    

( ) Other (please specify) __________________________________  
 

6. How long ago, in years, has it been since you have been discharged from the military? 

___________________________ 

7. How long ago, in years, has it been since your last 

deployment?______________________________ 

8. What best describes your highest educational level? 

 () Some high school  

 () High school graduate/GED/home school certificate 

 () Some college  

 () Associate’s degree 

 () Bachelor’s degree 
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 () Master’s degree 

 () Doctoral/Professional degree 

9. What is your gender?  

( ) Male  

( ) Female  

( ) Transgender  

( ) Other (please specify) ____________________ 

 

10.  My ethnicity is (choose one): 

( ) Black, African American, Afro-Caribbean, Black African, Other in this category. 

( ) Caucasian, White, European American, White European, Other in this category. 

( ) East Asian, Asian American, Amerasian, Asian-Caribbean, Other in this category. 

( ) Latinx/o/a, Hispanic, Spanish, Latin American, of Spanish speaking- South 

American/Caribbean heritage, Other in this category. 

( ) South Asian, South Asian American, of South Asian heritage, Other in this category. 

( ) Middle Eastern, Arab, Non-Black North African, Other in this category. 

( ) Coloured-South African, Khoi San, Cape Malay, Other in this category. 

11. What is your marital status?  Check all that apply.  

a. Single, never been married 

b. Single, dating but no one in particular 

c.  Single, dating one person  

d. Cohabitating, but not married 

e.  Married 

f.  Separated 

g.  Divorced 

h. Widowed 
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APPENDIX D  

MILITARY SEXUAL TRAUMA  

1. While you were in the military did you receive any uninvited and unwanted sexual 

attention such as touching, cornering, pressure for sexual favors, or inappropriate verbal 

remarks?  

( ) Yes 

( ) No 

 

a. What was your relationship to this person(s)? Check all that apply.  

a. Stranger 

b. Friend or acquaintance  

c. Relative 

d. Non-military dating partner/boyfriend/girlfriend 

e. Spouse 

f. Military coworker 

g. Military supervisor  

h. Other (Please specify) ______________ 

 

b. (If military coworker or military supervisor was picked) Were you in a romantic or 

intimate relationship with this person? 

a. Yes 

b. No 

 

c. Think of your most distressing instance involving uninvited and unwanted sexual attention 

(e.g., touching, cornering, pressure for sexual favors, or inappropriate verbal remarks), what 

was your relationship to this person? (Please check only one). 

a. Stranger 

b. Friend or acquaintance  

c. Relative 

d. Non-military dating partner/boyfriend/girlfriend 

e. Spouse 

f. Military coworker 

g. Military supervisor  

h. Other (Please specify) ______________ 

i.  

d. (If military coworker or military supervisor was picked) Were you in a romantic or 

intimate relationship with this person? 

a. Yes 

b. No 

 

2. While you were in the military, did anyone ever use force or the threat of force to have 

sexual contact with you against your will? 

( ) Yes 

 ( ) No 
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a. What was your relationship to this person(s)? Check all that apply.  

a. Stranger 

b. Friend or acquaintance  

c. Relative 

d. Non-military dating partner/boyfriend/girlfriend 

e. Spouse 

f. Military coworker 

g. Military supervisor  

h. Other (Please specify) _____________ 

 

b. (If military coworker or military supervisor was picked) Were you in a romantic or 

intimate relationship with this person? 

a. Yes 

b. No 

 

c. Think of your most distressing instance involving force or threat of force to have sexual 

contact against your will, what was your relationship to this person? (Please check only one). 

j. Stranger 

k. Friend or acquaintance  

l. Relative 

m. Non-military dating partner/boyfriend/girlfriend 

n. Spouse 

o. Military coworker 

p. Military supervisor  

q. Other (Please specify) ______________ 

 

d. (If military coworker or military supervisor was picked) Were you in a romantic or 

intimate relationship with this person? 

a. Yes 

b. No 

 

3. After your departure from the military, did you receive any uninvited and unwanted sexual 

attention such as touching, cornering, pressure for sexual favors, or inappropriate verbal 

remarks?  

( ) Yes 

( ) No 

 

a. What was your relationship to this person(s)? Check all that apply.  

a. Stranger 

b. Friend or acquaintance  

c. Relative 

d. Dating partner/boyfriend/girlfriend 

e. Spouse 

f. Other (Please specify) ____________ 
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4. After your departure from the military, did anyone ever use force or the threat of force to 

have sexual contact with you against your will? 

( ) Yes 

 ( ) No 

a. What was your relationship to this person(s)? Check all that apply.  

a. Stranger 

b. Friend or acquaintance  

c. Relative 

d. Dating partner/boyfriend/girlfriend 

e. Spouse 

f. Other (Please specify) ____________ 
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APPENDIX E  

REINTEGRATION DIFFICULITIES  

Military to Civilian Questionnaire 

Over the past 12 months, have you had difficulty with. . . 

Participants use the following response scale. 

0 = No difficulty 

1 = A little difficulty 

2 = Some difficulty 

3 = A lot of difficulty  

4 =Extreme difficulty 

 

1. Dealing with people you do not know well (such as acquaintances or strangers)?  

2. Making new friends?  

3. Keeping up friendships with people who have no military experience?  

4. Keeping up friendships with people who have military experiences (including friends who are 

active duty or veterans)?  

5. Getting along with relatives (such as siblings, parents, grandparents, in-laws and children not 

living at home)?  

6. Getting along with your spouse or partner (such as communicating, doing things together, 

enjoying his or her company)?  

7. Getting along with your child or children (such as communicating, doing things together, 

enjoying his or her company)?  

8. Finding or keeping a job (paid or nonpaid or self-employment)?  

9. Doing what you need to do for work or school?  

10. Taking care of your chores at home (such as housework, yard work, cooking, cleaning, 

shopping, errands)?  

11. Taking care of your health (such as exercising, sleeping, bathing, eating  

well, taking medications as needed)?  

12. Enjoying or making good use of free time?  

13. Taking part in community events or celebrations (for example, festivals, PTA meetings, 

religious or other activities)?  

14. Feeling like you belong in “civilian” society?  

15. Confiding or sharing personal thoughts and feelings?  

16. Finding meaning or purpose in life?  

 

Respondents can indicate “Does not apply” for the four items that assess relationship with 

spouse/partner, relationship with child/children, work, and school functioning. 
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APPENDIX F  

DEPRESSIVE SYMPTOMS  

Center for Epidemiological Studies Depression Scale (CES-D) 

Below is a list of ways you may have felt or behaved. Please indicate how often you have felt 

this way during the PAST WEEK. 

 

0 = Rarely or none of the time (less than 1 day)  

1 = Some or a little of the time (1-2 days)  

2 = Occasionally or a moderate amount of time (3-4 days)  

3 = Most or all of the time (5-7 days) 

 

1. I was bothered by things that usually don’t bother me  

2. I had trouble keeping my mind on what I was doing  

3. I felt depressed 

4. I felt that everything I did was an effort 

5. I felt hopeful about the future 

6. I thought my life had been a failure  

7. I felt fearful  

8. My sleep was restless 

9. I was happy 

10. I could not get “going” 
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APPENDIX G  

LOCUS OF CONTROL  

The I-E Scale  

1. a. Children get into trouble because their parents punish them too much.  

b. The trouble with most children nowadays is that their parents are too easy with them.  

 

2. a. Many of the unhappy things in people's lives are partly due to bad luck  

b. People's misfortunes result from the mistakes they make.  

 

3. a. One of the major reasons why we have wars is because people don't take enough interest in 

politics.  

b. There will always be wars, no matter how hard people try to prevent them.  

 

4. a. In the long run people get the respect they deserve in this world.  

b. Unfortunately, an individual's worth often passes unrecognized no matter how hard he tries.  

 

5. a. The idea that teachers are unfair to students is nonsense.  

b. Most students don't realize the extent to which their grades are influenced by accidental 

happenings.  

 

6.a. Without the right breaks one cannot be an effective leader.  

b. Capable people who fail to become leaders have not taken advantage of their opportunities.  

 

7. a. No matter how hard you try some people just don't like you.  

b. People who can't get others to like them don't understand how to get along with others.  

 

8. a. Heredity plays the major role in determining one's personality.  

b. It is one's experiences in life which determine what they're like.  
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9. a. I have often found that what is going to happen will happen.  

b. Trusting to fate has never turned out as well for me as making a decision to take a definite 

course of action.  

 

10. a. In the case of the well prepared student there is rarely if ever such a thing as an unfair test.  

b. Many times exam questions tend to be so unrelated to course work that studying is really 

useless.  

 

11. a. Becoming a success is a matter of hard work, luck has little or nothing to do with it.  

b. Getting a good job depends mainly on being in the right place at the right time. 

 

12. a. The average citizen can have an influence in government decisions.  

b. This world is run by the few people in power, and there is not much the little guy can do about 

it.  

 

13. a. When I make plans, I am almost certain that I can make them work.  

b. It is not always wise to plan too far ahead because many things turn out to be a matter of good 

or bad fortune anyhow.  

 

14. a. There are certain people who are just no good.  

b. There is some good in everybody.  

 

15. a. In my case getting what I want has little or nothing to do with luck.  

b. Many time we might just as well decide what to do by flipping a coin.  

 

16. a. Who gets to be the boss often depends on who was lucky enough to be in the right place 

first.  

b. Getting people to do the right things depends upon ability, luck has little or nothing to do with 

it.  
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17. a. As far as world affairs are concerned, most of us are the victims of forces we can neither 

understand, nor control.  

b. By taking an active part in political and social affairs the people can control world events.  

 

18. a. Most people don't realize the extent to which their lives are controlled by accidental 

happenings.  

b. There really is no such thing as "luck." 

 

19. a. One should always be willing to admit mistakes.  

b. It is usually best to cover up one's mistakes.  

 

20. a. It is hard to know whether or not a person really likes you.  

b. How many friends you have depends upon how nice a person you are.  

 

21. a. In the long run the bad things that happen to us are balanced by the good ones.  

b. Most misfortunes are the result of lack of ability, ignorance, laziness, or all three.  

 

22. a. With enough effort we can wipe out political corruption.  

b. It is difficult for people to have much control over the things politicians do in office.  

 

23. a. Sometimes I can't understand how teachers arrive at the grades they give.  

b. There is a direct connection between how hard I study and the grades I get.  

 

24. a. A good leader expects people to decide for themselves what they should do.  

b. A good leader makes it clear to everybody what their jobs are.  

 

25. a. Many times I feel that I have little influence over the things that happen to me.  

b. It is impossible for me to believe that chance or luck plays an important role in my life.  
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26. a. People are lonely because they don't try to be friendly.  

b. There's not much use in trying too hard to please people, if they like you, they like you.  

 

27. a. There is too much emphasis on athletics in high school.  

b. Team sports are an excellent way to build character.  

 

28. a. What happens to me is my own doing.  

b. Sometimes I feel that I don't have enough control over the direction my life is taking.  

 

29. a. Most of the time I can't understand why politicians behave the way they do.  

b. In the long run the people are responsible for bad government on national as well as on a local 

level.  
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APPENDIX H  

COMBAT EXPOSURE 

Deployment Risk and Resilience Inventory (DRRI-2), Combat Exposure subscale 

The statements below are about your combat experiences during your most recent deployment. 

As used in these statements, the term “unit” refers to those you lived and worked with on a daily 

basis during deployment. Please mark how often you experienced each circumstance. 

 

Participants use the following response scale.  

1 = Never 

2 = Once or Twice 

3 = Several times over entire deployment  

4 = A few times each month  

5 = A few times each week  

6 = Daily or almost daily  

 

While deployed… 

1. I went out on combat patrols or missions. 

2. I took part in an assault on entrenched or fortified positions that involved naval and/or 

land forces. 

3. I personally witnessed someone from my unit or an ally unit being seriously wounded or 

killed. 

4. I encountered land or water mines, booby traps, or roadside bombs (for example, IEDs). 

5. I was exposed to hostile incoming fire. 

6. I was exposed to “friendly” incoming fire. 

7. I was in a vehicle (for example, a “Humvee”, helicopter, or boat) or part of a convoy that 

attacked. 

8. I was part of a land or naval artillery unit that fired on enemy combatants. 

9. I personally witnessed enemy combatants being seriously wounded or killed.   

10. I personally witnessed civilians (for example, women and children) being seriously 

wounded or killed. 

11. I was injured in a combat-related incident. 

12. I fired my weapon at enemy combatants. 

13. I think I wounded or killed someone during combat operations. 

14. I was involved in locating or disarming explosive devices. 

15. I was involved in searching or clearing homes, buildings, or other locations. 

16. I participated in hand-to-hand combat. 

17. I was involved in searching and/or disarming potential enemy combatants. 
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APPENDIX I  

CHILDHOOD SEXUAL ABUSE  

Childhood Experience of Care and Abuse Questionnaire (CECA-Q) 

1. When you were a child or teenager did you ever have any unwanted sexual experiences? 

a) Yes 

b) No 

c) Unsure 

2. Did anyone force you or persuade you to have sexual intercourse against your wishes before 

age 17? 

a) Yes 

b) No 

c) Unsure 

 

3. Can you think of any upsetting sexual experiences before age 17 with a related adult or 

someone in authority (e.g., teacher?)  

a) Yes 

b) No 

c) Unsure 

 

With each positive indication for any of the three items, the following prompt will follow.  

a. How old were you when it began? ___________________ 

b. Was the other person someone you knew?  

1) Yes 

2)  No  

c.  Was the other person a relative? 

1) Yes 

2)  No  

d. Did the other person live in your household? 

1) Yes 

2)  No  

e. Did this person do it to you on more than one occasion? 

1) Yes 

2)  No  

f. Did it involve touching private parts of your body? 

1) Yes 

2)  No  

g. Did it involve touching private parts of the other person's body? 

1) Yes 

2)  No  

h. Did it involve sexual intercourse? 

1) Yes 

2)  No  
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APPENDIX J  

ATTENTION CHECK ITEMS 

1. Please choose "Some or a little of the time" for this question. 

A. Rarely or none of the time 

B. Some or a little of the time 

C. Occasionally or a moderate amount of the time 

D. Most or all of the time 

2. Please choose " A lot of difficulty" for this question.  

A. No difficulty 

B. A little difficulty 

C.  Some difficulty 

D. A lot of difficulty  

E. Extreme difficulty 

3. Please pick the animal out of the list. 

A. Cabin 

B. Frog 

C. Ballet  

D. Orange 
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APPENDIX K  

RESOURCES FOR ASSISTANCE 

If any questions left you feeling uncomfortable or upset and you would like further assistance, 

please contact any of the following resources.  

• Veterans Crisis Line for suicidal thoughts  

o Phone: 1-800-273-8255, Press 1 

o Text: 83255 

• Veteran Combat Call Center to reach a veteran 24/7 to talk about problems adjusting to 

civilian life, military history, and any other issues you have with another veteran  

o Phone: 1-877-WAR-VETS  

• Lifeline for Vets that connects veterans needing assistance with other veterans 

o Phone: 888-777-4443 

• SAMHSA’s National Hotline for alcohol or drug abuse concerns 

o Phone: 1-800-662-4357 

• National Sexual Assault Hotline 

o 1-800-656-4673 

If ODU student 

• The ODU Counseling Center is an available resource to all students.  

o Phone: 757-683-4401. 
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