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Abstract
This study assessed the levels and types of violence exposure, levels of post-traumatic stress symptoms, and the relationship among exposure to violence, post-traumatic stress symptoms, and early discharge in U.S. Army recruits at Basic Combat Training.  The study applied a modified ABCX model of family stress  adaptation developed by McCubbin and colleagues (1996).

A sample of 779 Basic Combat Training recruits were surveyed before training began.  At the end of training, data was collected on those recruits who had been discharged prior to completion of training.  Statistical measures of association were used to assess the relationship between the variables.

Results supported all three of the hypotheses tested.  Significant positive relationships were found between violence exposure and trauma symptoms, as well as levels of trauma symptoms and odds of early discharge.  Patterns of association were found between types of exposure to community versus home violence and specific symptom clusters of traumatic stress.  

Introduction
Community violence increased at an alarming rate in the decade from 1983-1993. Growth of person- to-person violence was escalating at such a rapid rate that in 1992, the Surgeon General declared violence to be a “Public Health Emergency” (Koop, 1992). The largest rise in rates was partly due to gun violence in urban areas.  After intensive work on gun control and prevention of youth homicide, rates of gun violence diminished in the six years for which follow-up data are available (1993-1999). Despite the decline in gun related violence, arrest rates for aggravated assault and confidential youth self-reports are consistently still  70% higher than 1983 rates (DHHS, 2001).

 The growing perception that violence was increasing was backed up by a number of empirical studies covering the areas of gang activity, public school students, teachers, law enforcement agencies, and medical personnel.  Indicators of lethal violence showed that violence was increasing in three dimensions: First, homicide rates among young people increased rapidly: the murder rate for 15-19 year olds doubled from 1985-1990.  Second, the age of onset of serious and lethal violence was creeping downward as ever-younger children became both victims and perpetrators of serious violence.  For the first time ever measured, homicide became the leading cause of death for 15-19 year olds. Third, children and adolescents began using more lethal weapons: the tire irons and baseball bats used by gangs of the 1960's became assault rifles, automatic pistols, and shotguns. (Bureau of Justice, 1992).  Studies of violence exposure at mid-decade (Chapin, 1995; Piers, 1997; Singer et al, 1995, 1997) began to provide baseline rates for comparison in future years. 

Violence rates declined in the latter half of the 1990’s (Fox, 1996, Chao et al, 1997).  Highly publicized incidents like the Columbine shootings in 1999, and the combination of racially motivated slayings and the sniper attack at Fort Bragg in 1997 galvanized public opinion, demonstrated a need for increased security in schools and public places, and initiated programs to reduce interpersonal violence Chapin and Singer, 1999).  Much media attention was devoted to the military background of Oklahoma City bomber Timothy McVeigh, suggesting that the military might attract individuals with the potential for homicide and then provide training in the means of perpetrating violence.  Comparative analysis of military and civilian violence perpetration rates did not support this conclusion (Chapin, 1999), but did find differing rates of violence perpetration based on community size and level of urbanization.  While rates of gun related homicides were reduced from the peak levels reported in 1993, both arrest data and self report data from juveniles remained 70% higher than rates measured in 1983 (Snyder and Sykmund, 1999).

The effects of this violence epidemic are often invisible.  What individuals, families, and communities face are the long-term sequelae of interpersonal violence.   This is not mentioned or studied in the most recent major youth violence reports (DHHS, 1999; Snyder and Sickmund, 1999).  How are individuals, families, and communities affected in the aftermath of interpersonal violence?  What is the social and psychological cost paid by the victims and witnesses of interpersonal violence?   Military services have been studying this issue for over a decade, as new recruits report high levels of violence exposure prior to service.  Enlistment seems to offer a “safe haven” for survivors of childhood traumas, including child abuse, gang violence, and sexual trauma.  Merrill and colleagues (1998) found that 45.5% of female Navy recruits had been victimized by either attempted rape (9.4%) or completed rape (36.1%).  Stretch and Knudson (1998) found high rates of trauma exposure in US Army soldiers. They found  a mean of 3.54 traumatic exposures per soldier, including 2.20 traumatic experiences prior to military service and 1.28 during military  service.  They also found that the number of traumatic event exposures was significantly correlated to the Global Severity Index of the Brief Symptom Inventory.  The more traumatic exposures that were reported, the higher the level of  psychological symptoms.

Several other military studies have provided a glimpse at the long-term psychological cost of childhood violence exposure.  Milroy (1991) found high rates (63%) of non-combat trauma experiences among Reserve Naval Medical personnel experiencing intentionally realistic battle training conditions.  She found 56% of those with trauma histories experienced significant post-traumatic stress symptoms and 12% terminated the exercise due to stress reactions.  One participant later resigned from the reserve medical unit because the realistic training had activated latent PTSD symptoms.  Crawford and Fiedler (1992) found rates of childhood abuse were ten times higher among those recruits who failed US Air Force basic training compared to a matched demographic sample of successful recruits.  Research on personnel returning from Operation Desert Storm found that among soldiers who experienced combat, those with a prior history of child abuse or sexual abuse experienced higher rates of PTSD and more severe symptoms (Engel et al, 1993).  Later work on a larger all-Army sample showed that soldiers who experienced child abuse prior to service were at greater risk for all types of psychological distress and showed disproportionate rates of clinically significant symptomatology (Rosen and Martin, 1996).

Understanding how community violence exposure affects levels of traumatic stress and strategies used to cope with trauma is important for planning effective and appropriate preventive and mental health services, both on a continuing basis and in response to significant community trauma, such as a mass shooting or natural disaster (Chapin and Singer, 1999).

This study examined the recent and lifetime exposure to violence of 779 US Army Basic Training recruits.  Measures of traumatic stress symptoms were also taken in order to assess the impact of different types of violence exposure. The influence of violence exposure and traumatic stress upon recruits’ completion of Basic Combat Training was also measured.  Three research hypotheses tested the relationships among violence exposure, traumatic stress symptoms and basic training outcomes. These hypotheses were formally stated for this study.

Research Hypotheses
Hypothesis 1a: There will be a positive relationship between levels of exposure to


violence and level of Post-Traumatic Stress Symptoms. This will be tested by examining the Pearson product moment (coefficient r) between total scores on violence exposure and total score on trauma symptoms

Hypothesis 1b: There will be a relationship between level of Post-Traumatic

 Stress Symptoms and outcome of Basic Combat training: higher levels of PTSS 

will be associated with lower rates of success in Basic Combat Training.

Hypothesis 2: Different types of violence which subjects were exposed to may

be associated with specific patterns of Post-Traumatic Stress Symptoms.  This is 

an exploratory hypothesis which will look for patterns of association between 

types of  violence exposed to and patterns of PTSS.  This is based on McNew and Abell’s (1995) findings that different types of traumas yielded different types of PTSD symptoms.

The research hypotheses were grounded in the Double ABCX  Model of Adolescent Adaptation (Lavee et al, 1985), which has synthesized theories of  stress and coping (Lazarus, 1966), with family adaptation studies that Rueben Hill (1949, 1958) conducted on families of WWII veterans.  The model has been well validated by research on family stress and resilience (McCubbin et al., 1996).  The model is similar in theory to cognitive behavioral models, in that the impact of events (“A”) is moderated by the meaning attributed to the event (“C”), an individual or family’s resources available (“B”), both material and cognitive, and coping strategies (a more specific factor of “C”). Even the nomenclature is similar to Ellis’s “ABC of RET” mnemonic for Rational-Emotive Therapy.  These factors interact in affecting the outcome, or “X” factor which can be a new adaptive level of functioning, or a deepening crisis.  Applied to this study, levels of violence exposure serve as the events or demands on the individual, and trauma symptoms and basic training outcomes represent the “X” outcome factor.  Subscales of the Young Adult Coping Orientation for Problem Experiences (Grochowski, & McCubbin, 1987)  align with resources available (“B” factor) and definition, meaning, and specific coping strategies (“C” factor).  


While the original study performed extensive measurement of coping styles, discussion of this component is beyond the scope of this manuscript, which focuses on the direct relationship between violence exposure and traumatic stress sequelae.  Later publications will detail the influence of coping strategies, resources, and their interaction with traumatic stress.

Design, Methodology, and Sampling
The study employed a voluntary self-report survey offered to all training recruits present for duty at a centrally located Army training installation during the summer of 1994.  During this time the only major military deployment was for peacekeeping and humanitarian assistance in Haiti.  The Army was in the second year of a three-year force reduction that reduced the personnel end-strength by 1/3 after the first Gulf War.  Because the US economy was booming at that time, recruiting for the military was difficult, and standards were relaxed.  These factors may have affected the type of person who chose to join the Army in 1994. Because the installation was a combat arms training center, all recruits were male.  The survey questionnaire was a multi-instrument battery, which also collected demographic data and posed two open-ended questions.  Recruits were surveyed after the formation of training companies, but before military training had commenced.  Following completion of the basic training cycle, demographic information was provided from the personnel section along with the first three digits of the SSN of those who had not completed training.  These were matched with the pre-training surveys to code questionnaires of those who completed training and those who were discharged before completion of training.

Demographic variables collected included gender, age, ethnicity, and education level.  Because this group of military recruits were all at the same income level (military recruit pay) current income was not a good measure of the respondents socioeconomic status.  An approximation of SES was estimated from parents’ education level and home community size. 

Instruments used for this analysis were Singer's Exposure to Violence Scale (Singer et al, 1995) and the Trauma Symptom Inventory (TSI) (Briere, 1992).  

Singer's Exposure to Violence Scale (Singer et al, 1995) assesses the frequency of violence exposure that occurred both recently (within the last year) as well as over the respondent’s lifetime. Further, the instrument differentiates between being victimized by violence and witnessing violence done to others.  Also captured is the context of the violence exposure in one of three domains:  First was violence exposure at home (domestic violence), where violence exposure from family members who are caretakers or intimate partners may have differential impact than anonymous violence in other settings. The second domain was violence which occurred at school or work.  Some recruits joined the military directly after completing secondary education while others worked in the community before joining the Army, so this section was adapted for use with the recruit population.  This domain captured what is commonly referred to as workplace violence.  The third domain addressed was community violence which occurs in the neighborhood or larger community, which may be perpetrated by strangers or part of gang violence.  

Singer’s Violence Exposure Scale also assessed perpetration of specific violent behaviors, including threats, striking behaviors (slap, punch or hit, either initiating first or in response to another’s initiation), beatings and muggings, knife attacks, and shootings.  The respondent’s perpetration of the listed behaviors is assessed in addition to victimization by those behaviors.  

Reliability analysis (Cronbach’s alpha) for recent exposure to violence was 0.89 and for past exposure to violence was 0.84, and for perpetration of violence was 0.79.

Completion or early discharge from Basic Combat Training was verified through personnel records and matched through demographic data and a coded fragment of the recruit’s social security number.  This permitted anonymity to protect participants’ confidentiality while providing a mechanism for tracking post-survey completion rates in Basic Combat Training.  There were two cases of the 782 responses that could not be matched with personnel data.  These might have been early discharges from BCT which were not present on the day of the survey six weeks prior to the completion of training.

The Trauma Symptom Inventory (TSI) consists of a 119 item checklist of a wide variety of traumatic stress symptoms.  Respondents are asked to endorse the frequency of symptoms and behaviors on a Likert scale ranging from 0 (never) to 3 (often) occurring within the last six months (Briere, 1992). During the development of the instrument, and earlier version with 104 items was found to be predictive of childhood abuse history, recent interpersonal victimization, and non-interpersonal trauma.  Factor analysis identified ten factors which stand as conceptually congruent symptom sub-scales capturing different dimensions of trauma: anxious arousal, anger/irritability, depression, defensive avoidance, dissociation, dysfunctional sexual behavior, intrusive experiences, impaired self reference, sexual concerns, and tension reduction behavior.  Overall reliability for the total instrument is an impressive 0.98, with the individual scale alpha’s ranging from 0.84 to 0.93.  Briere added three validity scales (response level, atypical experience, and critical items) to add further reliability and clinical utility to the instrument.

Results

A total of 782 completed questionnaires were collected from four basic training companies  during the summer of 1994, of which 779 were usable.  Sample demographics included: 100% male, mean age 18.7 years, 73.6% white, 13.3% black, 7.3% Hispanic, 2.7% Asian, 2.3% Native American, and 0.8% "Other".  Approximately 14% had not yet completed High School, 70% were High School graduates, and 16% had post-secondary education.  Home community size was distributed as 32% from small towns, 23% from small cities, 21% from rural areas, 13% from suburbs of cities, and 10% from large cities.  Of the 779 recruits who provided usable surveys, 714  (91.6%) completed basic training and 65 (8.4%) were discharged early.  Of the early discharges, 39 were for medical reasons and 24 were for behavioral problems or “failure to adapt”” which are classified as Chapter 11or Chapter 5-13 discharges, referring to the type of discharge described in that chapter of the Army Regulation 600-200 (Personnel).

To test Hypothesis 1a, which predicted a positive relationship between levels of exposure to violence and level of Post-Traumatic Stress Symptoms, the Pearson product moment (coefficient r) between summed total scores on Singer’s Violence Exposure Instrument and the total score of trauma symptoms measured by the TSI was used.  A correlation of moderate strength validated Hypothesis 1a.  The Pearson correlation coefficient between the summed violence exposure score and the Trauma Symptom Inventory (TSI) total score was 0.3725, (p=.000).  The combination of recent and lifetime violence exposure explained 13.88% (r2) of the variance in the TSI total score.  The violence exposure instrument also assessed subjects’ frequency and intensity of perpetrating violence as well as being victimized and witnessing violence.  A much stronger correlation (r = 0.71, p<.001) was found between violence exposure variables and violence perpetration scores.

Hypothesis 1b , which predicted that higher levels of PTSS will be associated with lower rates of success in Basic Combat Training, was tested by performing a T-Test in which Basic Combat Training completion (completed vs early discharge) was the grouping variable, and the individual clinical scales of the TSI served as the independent variables.  TSI subscale scores of 753 recruits (96.6%) who either completed basic training or were medically discharged  were compared to the 24 recruits (3.4%) discharged early under provisions of  Chapters 11 or 5-13.  T-test comparison showed significant differences on all TSI scales except the Dysfunctional Sexual Behavior and Sexual Concerns scales.  The recruits who failed basic training had higher scores on all TSI scales.   These findings support Hypothesis 1b. Table 1 lists each clinical sub-scale and the score differences.

In addition, a logistic regression was performed using Basic Combat Training completion (1 = yes, 0 =  no) as the dependent variable and the individual clinical scales of the TSI as independent variables to assess the relative contribution of each clinical score on training outcome. For all regression analyses, the contribution of demographic factors was assessed by entering recruit age, ethnicity, education level, and home community size as a block variable.

 This logistic regression analysis showed that only the Intrusive Experiences scale of the TSI was significantly associated with basic training outcome, accounting for an odds ratio of 2.23 between the mean scores of those recruits who completed basic training and those who were discharged early. See Table 2 for a summary of the logistic regression. Those who score at the mean level for discharged recruits on the Intrusive Experiences scale were more than twice as likely to be discharged from basic training as those who scored at the mean level of those who completed basic training. However, there is a high a priori probability of success in basic training: in the sample only 3% were discharged for a non-medical reason.  Thus an odds ratio of 2.23 predicting an event with low probability such as early discharge from basic training (3%) would not be a useful predictor of all early discharges.  While this was statistically significant and supported the hypothesis, the strength of the predictor does not meet criteria for practical significance or clinical utility if considered alone. These scores may be useful as part of a larger battery for screening those who may be at increased risk of early discharge, so that supportive early interventions can be offered.  

Principal components factor analysis of Singer’s Violence Exposure Scale was performed to compare the statistical and conceptual divisions in types of violence exposure.  The results closely matched the factor analysis that Singer performed upon 3,700 high school subjects who completed a similar instrument. The factor analysis was performed separately for recent (within the last year) vs. past (more than a year ago) exposure. Of note, the factors for recent exposure grouped around both the setting where violence occurred (questionnaire asked whether violence occurred in the home, in the neighborhood or at school or work), whether exposure to violence was as a victim or witness, and the level of intensity of violence.  The seven factors from recent violence exposure were groupsed as: 

1. Community Violence Witness (Violence in the Neighborhood) Cronbach’s alpha = .9022

2. Workplace Violence Witness (Violence at school or work) Cronbach’s alpha = .8209

3. Lethal Violence Exposure (Shooting/Knife Attack: victim or witness regardless of setting) Cronbach’s alpha = .7656

4. Home Violence Exposure (either Victim or Witness) Cronbach’s alpha = .7106

5. Community Violence Victim, Intense (Threatened, slapped, punched, or hit in neighborhood or at school or work) Cronbach’s alpha = .7268

6. Community Violence Victim, Severe (Beaten up or mugged in the neighborhood or at school or work) Cronbach’s alpha = .5537

7. Sexual Abuse Exposure (Victim or Witness in any setting) Cronbach’s alpha = .2016

The overall alpha for the seven factor Recent Exposure to Violence Scale was 0.8885 and these seven factors accounted for 64.6% of variance for the varimax rotated factor solution.

Three factors were extracted from the past exposure to violence items.  These factors were grouped independently of setting (home, work or school, neighborhood) because the questionnaire items for past violence did not specify the setting in which the exposure occurred:

1. Past Lethal Violence Exposure (Victim or Witness to Shooting or Knife Attack) Cronbach’s alpha = .7742

2. Past Severe Violence Witness (Threatened, slapped, punched, hit, beaten, or mugged) Cronbach’s alpha = .7940

3. Past Severe Violence Victim (Threatened, slapped, punched, hit, beaten, or mugged) Cronbach’s alpha = .6718

The overall alpha for the three-factor  Past Exposure to Violence Scale was 0.8392 and these three factors accounted for 66.2% of variance in the varimax rotated factor solution.

A more detailed analysis was required to test Hypothesis 2, which states that different types of violence exposure may be associated with specific patterns of Post-Traumatic Stress Symptoms.  This was an exploratory hypothesis which looked for patterns of association between types of  violence exposed to and patterns of PTSS.  The underlying subscale groupings derived from the factor analysis of  Singer’s Violence Exposure instrument were used to differentiate the different domains of violence exposure.  Then, a series of multiple regression analyses was performed:  The TSI total score and each clinical scale served as a dependent variable for each analysis.  The factor analysis-derived violence subscales of the Violence Exposure instrument were the independent (predictor) variables. For all regression analyses, the contribution of demographic factors was assessed by entering recruit age, ethnicity, education level, and home community size as a block variable.

In support of Hypothesis 2, the combined Multiple Regression analysis for recent and past violence showed that violence exposure explains significant amounts of variance in TSI total and scale scores.  Also, the types of violence exposure varied little in which type contributed the strongest influence (Beta >.10). 

Overall, the strongest predictor of the Trauma Symptom Inventory total score as well as for 10 of the 13  subscales was Severe Violence Victim (past).  This was a stronger influence on trauma symptoms than recent or past exposure to lethal violence.  Sexual abuse was the strongest predictor of trauma symptoms for the other 3 subscales of the TSI: Dysfunctional Sexual Behavior, Sexual Concerns, and Critical Items (which assesses suicidal ideation, impulsivity, and intent to do harm).  Also, Home Violence Exposure was included in the constellation of factors with Beta values above .10 for 13 of the 14 TSI scales.  Indeed, the triad of Past Violence Victimization, Sexual Abuse, and Home Violence Exposure appear together as the strongest influences on all TSI scales except the Depression sub-scale.

An unexpected appearance is the contribution of Violence Perpetration variables to variance in the TSI subscales of Anger/Irritability, Dysfunctional Sexual Behavior, Tension Reduction Behavior, and the Critical Items scale.  This relationship is understandable in that these TSI scales measure behavioral acting-out dimensions in contrast to those that describe internal cognitive and emotional states.

Community Violence variables are among the significant (Beta > 0.10) variables which contribute to trauma symptoms in nine of the fourteen TSI scales; although they are not the strongest contributors for any of the trauma symptom scales.

Surprisingly, Lethal Violence Exposure variables only achieve significance in influencing trauma symptoms on three of the fourteen subscales of the TSI: Depression, Tension Reduction Behavior, and Critical Items.  Even more unusual is that the beta values are negative, indicating that the higher the levels of lethal violence exposure, the lower the scores on the TSI scales. This may be a function of the lower frequency with which lethal violence exposure occurs compared to other types of violence.

The results of the multiple regression are summarized in Table 3. For brevity, only those violence exposure variables with a Beta value above 0.10 are reported in the table.

Discussion
The levels of violence exposure for the BCT sample were similar to the aggregate of Singer's (1997) data sites.  Mean scores on the TSI  are comparable to samples of first year college students (Piers, 1997).  This indicates that recruits seem to be a diverse group representing normal values of the larger population from which they are drawn.  Concerns that young people drawn to the military are more prone to violence, more sociopathic, or more amoral than the general population are not supported by the findings of this study.  What later studies have shown is that recruits, especially females, have high levels of traumatic exposure and seek a safe haven in the military (Merrill, 1996), not a context to support violent tendencies.  Analyses of this sample’s data compared to Singer’s sample of high school students found that high school students reported significantly higher levels of lethal and severe violence than the BCT recruit sample (Chapin, 1999).  The findings that violence exposure predicts significant variance in trauma symptoms is similar to the findings which Singer (1999) has reported for high school, middle school, and elementary students.  The connection between violence exposure and trauma symptoms exists not only for school age children, but also well into the next developmental stage of young adulthood, whether assessed in a military environment or in a college environment (Piers, 1997).

The strongest influence of all violence exposure variables was past exposure to violence.  This was the strongest association for 11 of the 14 TSI scales.  This association speaks to the lingering effects of earlier violence exposure on current trauma symptoms: indeed, stronger than most other recent types of violence exposure.  Because of the positive Beta values, we can speculate that exposure to violence effects are cumulative, in that higher levels of past violence exposure are strongly associated with higher TSI scale scores.  More recent works by Perry (1997) indicate that violence exposure early in life affects growth of neural pathways during childhood and adolescence.  Without adult levels of cognitive processing of violence exposure, these effects are direct inputs without any filtering and seem to have greater impact on later trauma symptoms, as these data show.

Home violence exposure (victim and witness) shows a Beta >.10 in 13 of 14 TSI scales.  This indicates the relatively strong influence of violence experienced in the home relative to other settings: e.g. Lethal Violence Exposure (Beta >.10 in only 3 of 14 scales) and Severe Community Violence Victim (Beta>.10 in only 5 of 14 scales.  As the place of primary nurturance and socialization, it is apparent how violence at home among family members is likely to have greater impact than violence witnessed or victimized in community or school. This is also a finding that can direct the focus of interventions: it may be more effective to target interventions to families instead of whole communities, where violence may appear random and low risk to the individual.

Sexual Abuse Exposure is the strongest factor influencing the Sexual Concerns, Dysfunctional Sexual Behavior and Critical Items scales of the TSI.  Further, Beta values are among those greater than .10 for all 14 TSI scales.  One can see lasting effects of sexual abuse linked to the continuing symptoms of sexual identity problems captured in the Sexual Concerns scale, sexual acting out assessed by the Dysfunctional Sexual Behaviors scale, as well as serious self-destructive behaviors captured by the Critical Items scale of the TSI.  However, the findings related to sexual abuse must be interpreted with caution, as this was an all male sample, the scale was made up of only two items (victim and witness of sexual abuse), and the scale had a very low alpha on the factor analysis (ά = .2016). 

The triad of Past Violence Exposure, Sexual Abuse, and Home Violence exposure appear together as significant contributors (Beta > .10) in 13 of 14 TSI scales (all except depression).  This suggests that these types of violence exposure account for much of the trauma symptomatology explained by violence exposure.  These three types are also likely to occur together: children who live in dangerous environments may be at higher risk for all three types of victimization.

Violence perpetration appears as a strong influence (Beta >.10) for the Anger/Irritability scale, Dysfunctional Sexual Behavior scale, Tension Reduction Behavior scale, and the Critical Items scale of the TSI.  These scales describe external and behavioral trauma symptoms and may reflect a reciprocal or nearly tautological relationship instead of a linear one. Violence Perpetration variables may reflect the acting out assessed by some TSI items, for example Item #43: “Pick fights to get anger out”.  The high correlation between violence exposure and violence perpetration (r =.7124, p =.000) may describe adolescents who have been socialized in violent homes or community contexts.  They engage in high risk behaviors that put them at risk for violence exposure, place themselves in situations where perpetration is likely (even in self-defense), and maybe accrue higher levels of trauma symptoms as a consequence of life in this violent social milieu. Further support for this interpretation is added when the number of losses to violent death that young adults have experienced is added to the correlation matrix of relationships between violence exposure and perpetration.  This is shown in Table 4.

While the correlation between violence exposure and violence perpetration is very high, we wondered if there were typologies that could describe “Victims” (low perpetration scores, high victimization scores), “Perpetrators” (high perpetration scores, low victimization scores) or “Bystanders” (low victimization and perpetration scores, high violence witness scores).   When we examined the highest and lowest deciles of perpetration scores compared to the highest and lowest deciles of victim exposure, we discovered that this typology was not valid.  Instead, lowest perpetration scores are associated with the lowest violence exposure scores and the highest perpetration scores with high victimization scores. A more accurate typology is one of a violence milieu: some children live in homes and communities where there is low violence both as victims as perpetrators, and others live in homes and communities where violence is a lifestyle—as witness, victim, and perpetrator.

There are several limitations of this study.  First, this is a cross-sectional study, so relationships can only be shown at the associational level: stronger inferences can only be suggested.  As with all self-report surveys there is likely some degree of self-report bias: some will under-report, some over-report, but the confidential nature of the survey should minimize under-reporting.  There was no way to collect data on socio-economic status, as few 18 year-olds know their parents’ family income, and as new recruits, are just beginning to establish their own economic status. Recruits are mostly in a transitional status: some may be from very high SES families and current data would have under-estimated their SES, while others may be coming to the military out of impoverished family situations and current SES as a recruit would be an over-estimate. Asking recruits to identify the educational status of their parents and estimate the size of their home community  seemed the most accurate way to capture environmental demographics.  Finally, this is an entirely male sample, lacking any data on women recruits for comparison.

Implications for Future Research 

Clinicians and policy planners must be sensitized to the unique experiences of the current generation of adolescents and young adults in educational, supervisory, law enforcement and military settings, especially regarding higher levels of violence exposure.  Higher violence exposure levels and higher levels of trauma symptoms in this population requires specially tailored approaches to all community supports ranging from specialty training in trauma assessment and intervention for mental health professionals, to the “stress cards” now carried by military recruits to halt harassment from drill instructors, to special training for police officers when making non-arrest interventions with youth and young adults.  The military component of this focused approach would include preparing for the effects of soldiers witnessing trauma on the battlefield. Military medical personnel are likely to see youth who are further traumatized by witnessing others wounded or killed and being traumatized by this exposure (Stretch et al , 1998).

This study should be replicated with female recruits in a mixed-gender training environment.  Does the higher violence exposure rate for women (termed the “safe haven” effect by Briere and Runtz 1993) and documented by Merrill et al. (1996) in Navy recruits, apply to Army recruits as well?  In addition, a longitudinal study of recruits from BCT through Advanced Individual Training (AIT) and the first tour of duty should be undertaken to determine whether violence exposure factors and traumatic stress symptoms are linked to success or failure in completing a full military tour of duty, rates of health care utilization, arrests, and overall job performance and promotion rates. 

The higher Operational Tempo (OPTEMPO) of the armed services over the last several years also creates an opportunity to see how rates of violence exposure and trauma symptoms are related to rates of combat stress and combat related Posttraumatic Stress Disorder.  Prevalence rates for a sample of soldiers should be collected in a pre-deployment/post- deployment study to assess changes in trauma symptoms and violence exposure during both combat and peacekeeping missions.

Finally, the current studies cited, (Chapin, 1999; Piers, 1997; Singer, 1997) provide baseline rates of violence exposure and trauma symptoms for comparison in future years.  We recommend starting an annual household survey on violence exposure similar to the Michigan survey of adolescent alcohol and drug use.
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Table 1

T-Test Comparison of BCT Completion Group

with BCT Chapter 11/5-13 Group 
by TSI Scale Scores

__________________________________________________________________________

BCT Completed

Chapter 11/5-13

or Med Discharge 
  
Discharge

Significance

N = 753


N = 24. 

Level

 Independent Variable

Mean  (S.D.)   

Mean  (S.D.)  
 p= _______

TSI Total Score


1.05  (.51)


1.55  (.67)

.001*


Clinical Subscales

Anxious Arousal


1.20  (.67)


1.90  (.85)

.000*

Anger/Irritability


1.33  (.73)


1.93  (.82)

.001*

Defensive Avoidance

1.29  (.73)


1.73  (.80)

.016*

Depression



1.19  (.81)


2.01  (.86)

.000*

Dissociation



1.11  (.68)


1.70  (.93)

.001*

Dysfunctional Sexual Behav
  .79  (.66)


  .92  (.83)

.450

Intrusive Experiences

1.13  (.78)


1.95  (.92)

.000*

Impaired Self-Reference

1.27  (.66)


1.70  (.76)

.013*

Sexual Concerns


  .64  (.56)


  .75  (.54)

.457

Tension Reduction Behavior
  .84  (.58)


1.28  (.74)

.007*

Validity Scales

Response Level


1.74  (.63)


2.20  (.70)

.005*

Atypical Response


  .41  (.48)


  .98  (.91)

.006*

Critical Items



  .63  (.56)


1.20  (.83)

.001*

* denotes significance level p <.05

Table 2

Summary of Logistic Regression for TSI Scales 

Predicting BCT Outcome (n = 769)

____________________________________________________________________________

Variable

 
   Beta

 S.E.
    Wald
df
Sig.
     R  
    Exp(B)

____________________________________________________________________________

Intrusive Experience
    .98

.34
    8.24
 1       .004
    .17
      2.65

Atypical Response
 
    .62

.37
    2.80
 1       .094
    .06
      1.86

Constant


 -5.32

.55
  93.02 
 1       .000

Improvement: Model Chi-square (df=2)
 28.96

Model Significance (p=)


     .0000

Table 3

Summary of Multiple Regression Series for Violence Exposure Variables

Predicting Trauma Symptom Total and Sub-scale Scores
_____________________________________________________________________________________

TSI Scales

Violence 
Demographic     Total

Ranked Violence 
Beta

 


Exposure R2
    R2

 R2

Exposure Variables
Value

______________________________________________________________(Beta >.10)______________

TSI Total Score

.1610

.0346

.1956

Past Violence Victim 
 .2660

Sex Abuse Vict/Witn
 .2000

Home Victim/Witness
 .1681

Beaten in N'hood
 .1161

Vict at School/N'hood
 .1040

Anxious Arousal
.0765

.0412

.1177

Past Violence Victim 
 .1934

Home Victim/Witness
 .1514

Sex Abuse Vict/Witn
 .1039

Anger/Irritability

.1545

.0319

.1864

Past Violence Victim 
 .2604

Perpetration

 .2429

Witness at School
 .1404

Home Victim/Witness
 .1329

Past Violence Witness
 .1144

Sex Abuse Vict/Witn
 .1030

Defensive Avoidance
.1232

.0118

.1350

Past Violence Victim 
 .2522

Sex Abuse Vict/Witn
 .1669

Beaten in N'hood
 .1253

Home Victim/Witness
 .1005

Depression

.0837

.0328

.1165

Past Violence Victim
 .2161

Vict at School/N'hood
 .1330

Sex Abuse Vict/Witn
 .1107

Vict/Witn Knife/Gun
-.1030

Dissociation

.1094

.0273

.1367

Past Violence Victim  
.2218

Home Victim/Witness
 .1512

Sex Abuse Vict/Witn
 .1364

Witness at School
 .1160

Dysfunctional Sex Beh
.1637

.0719

.2356

Sex abuse Vict/Witn 
.2617

Perpetration

 .1976

Past Violence Victim
 .1593

Witness at School
.1342

Home Victim/Witness
 .1200

Beaten in N'hood
.1139

Table 3 (Continued)

Summary of Multiple Regression Series for Violence Exposure Variables

Predicting Trauma Symptom Total and Sub-scale Scores
_____________________________________________________________________________________

TSI Scales

Violence 
Demographic     Total

Ranked Violence 
Beta

 


Exposure R2
    R2

 R2

Exposure Variables
Value

______________________________________________________________(Beta >.10)______________

Intrusive Experiences

.1230

.0243

.1473
Past Violence Victim 
 .2502

Sex Abuse Vict/Witn
 .1558

Home Victim/Witness
 .1447

Impaired Self-Reference
.1035

.0404

.1439
Past Violence Victim 
 .1913

Sex Abuse Vict/Witn
 .1807

Home Victim/Witness
 .1338

Vict at School/Nhood
 .1252

Sexual Concerns

.0839

.0106

.0945
Sex Abuse Vict/Witn
 .2450

Past Violence Victim 
 .1166

Home Victim/Witness
(.0728)

Tension Reductn Behav

.1764

.0467

.2231
Past Violence Victim 
 .2358

Perpetration

 .2134

Sex Abuse Vict/Witn
 .2063

Home Victim/Witness
 .1552

Witness at School
.1453

Vict/Witn Knife/Gun
-.1134

Beaten in N'hood
 .1035

Response Level


.0857

.0390

.1247
Past Violence Victim 
 .2139

Home Victim/Witness
 .1176

Past Violence Witness
 .1088

Sex Abuse Vict/Witn
 .1059

Atypical Response

.1484

.0314

.1798
Past Violence Victim 
 .2199

Home Victim/Witness
 .2081

Sex Abuse Vict/Witn
 .1648

Beaten in N'hood
 .1591

Vict at School/N'hood
 .1013

Critical Items


.1448

.0373

.1821
Sex Abuse Vict/Witn
 .2106

Past Violence Victim
 .2059

Home Victim/Witness
 .1709

Perpetration

 .1692

Vict/Witn Knife/Gun
-.1017

Table 4

Correlation Among Violence Exposure, Perpetration and Losses

____________________________________________________________________

Violence 



1

   2


   3

Variables____________________________________________________________

1.  Summed Violence

-

r = .71


r = .39

Exposure




2.  Violence





   -


r = .31

Perpetration




3.  Number of Losses






   -

To Violence




___________________________________________________________________

Note: p < .001 for all cells
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