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Abstract
Veterans suffering from posttraumatic stress (PTSD), compared to relative trauma-exposed
veterans without PTSD, have more serious relationship problems. Research in the area of combat
trauma-related symptoms and intimate partner relationships have to-date, mostly focused on
identifying the negative outcomes of trauma but have not elaborated on how the symptoms
themselves act as agents in negative relationship functioning. The purpose of this study was to
identify a relationship between combat-related PTSD symptoms of insomnia/sleep dysfunction,
avoidance/emotional numbing, and intimate partner distress - specifically the mechanisms by
which symptoms and distress are maintained or exacerbated. A review of combat trauma and
relationship theories indicated that a newly applied theory, Conservation of Resources (COR)
could account for specific combat trauma symptomology, the effects of non-PTSD intimate
partners’ distress, and the course of these aspects. This study predominately utilized quantitative
data for exploratory correlational research. One hundred and fifteen Canadian combat veterans
completed self-administered questionnaires that included demographic characteristics,
supplementary questions and the study variables: PTSD assessment, dyadic adjustment, and
sleep issues. Results indicated that PTSD overall is negatively related to dyadic adjustment, and
that avoidance symptoms represent the most detrimental cluster of PTSD in terms of relationship
functioning. Although insomnia/sleep dysfunction was not correlated to dyadic adjustment for
those with PTSD, it was identified as a contributor to negative relationship functioning through
supplementary responses. The study suggests a revised Canadian PTSD prevalence rate of 29%,
which is noteworthy when compared to the previous PTSD prevalence rate estimation of 10%.
The application of COR theory to combat veterans and relationship functioning is supported by
the results of this study. Findings of this study can aid clinicians in the enhancement of couple
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therapies, draw attention to the need for improved deployment screening and care provisions for
military members, and contribute to the breadth of empirical literature.
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Chapter I: Introduction
The lingering effects of combat have been known for centuries and referred to in many
different ways, including hysteria, shell shock, traumatic neurosis, concentration-camp
syndrome, soldiers heart, war neurosis, combat fatigue, post-Vietnam syndrome, combat stress
reaction, and posttraumatic stress disorder (Schnurr, Friedman, & Bernardy, 2002; Ford, 2009).
An accurate understanding of these traumatic experiences takes on even greater significance
given the adverse psychological aftermath. Chronic symptoms can be extremely serious, and can
include unique characteristics such as avoidance of traumatic reminders, numbing, and
hyperarousal. These and other symptoms represent a continuous reaction to traumatic
experiences that are anxiety provoking, unwanted and debilitating in almost every aspect of daily
functioning (Foa, Keane, Friedman, & Cohen, 2009).
Although trauma is often studied through an individual lens, it has also been documented to
affect intimate partner relationships. Studies have consistently identified associations between
posttraumatic stress disorder (PTSD) symptoms and a range of negative family functioning
outcomes (e.g., Evans, McHugh, Hopwood, & Watt, 2003; MacDonald, Chamberlain, Long, &
Flett, 1999; Riggs, Bryne, Weathers, & Litz, 1998; Savarese, Suvak, King, & King, 2001). The
relationships of combat veterans who have been exposed to traumatic events have received a
great deal of empirical attention. Veterans suffering from PTSD, compared to trauma-exposed
veterans without PTSD, have more serious relationship problems. Research has shown that
veterans with PTSD have a higher likelihood of divorce including multiple divorces, higher rates
of verbal and physical aggression, a higher likelihood of sexual dysfunction, and significant
impairments in emotional expressiveness such as emotional numbing symptoms which is
associated with relationship dissatisfaction (Monson, Taft, & Fredman, 2009).
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Empirical studies have identified that the most detrimental PTSD symptoms to intimate
relationship functioning are from the avoidance cluster, such as emotional numbing, avoidance
and withdrawal behaviours (Cook et al., 2004; Evans et al., 2003; Solomon, Dekel, &
Mikulincer, 2008). However, research in the area of combat trauma-related symptoms and
intimate partner relationships has, to-date, mostly focused on identifying the negative outcomes
of trauma. Other studies have concentrated predominantly on hyperarousal cluster of PTSD
symptoms (Evans, McHugh, Hopwood, & Watt, 2003); insomnia/sleep dysfunction and its role
in intimate relationship’ functioning has received little empirical attention. Furthermore there has
been a lack of attention on the unique course of trauma and couple distress, such as the
development of emotional distress in the non-PTSD partner, the role or influences of PTSD
symptoms, and how these may alter the dynamics of couples’ relationship functioning. Given
these gaps in the literature, further empirical studies are necessary. This study seeks to identify if
there is a relationship between combat-related PTSD symptoms of insomnia/sleep dysfunction,
avoidance/emotional numbing, and intimate partner distress - specifically the mechanisms by
which symptoms and distress are maintained or exacerbated.
Terminology and Classification
The focus of this study is limited to the PTSD symptoms of insomnia, sleep dysfunction and
avoidance. This study utilizes definitions from the Diagnostic and Statistical Manual of Mental
Disorders (DSM) and the International Statistical Classification of Diseases and Related Health
Problems (ICD-10) to define PTSD because they represent consistent operational definitions.
Recognizing that PTSD has historically been referenced under different terms (noted above), this
study will reference the disorder according to its present definition.
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For the purpose of this study the Diagnostic Statistical Manual, fourth edition with text
revisions, (DSM-IV-TR) will be utilized to define the current understanding of PTSD. Although
a more recent version of the DSM (DSM-V) was released in May 2013, the changes in definition
- specifically the expansion from three clusters to four, required assessment tools be updated,
validated and tested for reliability, which had not been completed at the time of writing of this
studies research proposal.
Posttraumatic Stress Disorder Definitions.
According to the DSM-IV-TR, PTSD is comprised of three main clusters of symptoms: reexperiencing, avoidance and hyperarousal. The re-experiencing cluster is characterized by
intrusive memories, nightmares, flashbacks, and psychological and physiological reactivity when
encountering trauma cues. The avoidance cluster consists of avoiding thoughts and activities
associated with traumatic experiences, inability to recall aspects of the traumatic event,
diminished interest, emotional detachment (or numbing), restricted affect, and a sense of
foreshortened future. The hyperarousal cluster includes sleep disturbance (insomnia),
irritability/anger, difficulty concentrating, hypervigilance, and an exaggerated startle response
(American Psychiatric Association, 2000). The ICD-10 definition of PTSD is parallel and
defined as, “Arises as a delayed or protracted response to a stressful event or situation (of either
brief or long duration) of an exceptionally threatening or catastrophic nature, which is likely to
cause pervasive distress in almost anyone” (World Health Organization, 2012).
Posttraumatic Stress Disorder Clinical Features and Symptomology.
PTSD is a complex, often chronic and debilitating mental disorder that develops in response
to catastrophic life events such as combat, assault, sexual assault, rape, torture, childhood
physical and sexual abuse, natural and technological disasters, and other extreme stressors (Van
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Ameringen et al., 2008; Schnurr et al., 2002). A central tenet of PTSD, an anxiety disorder, is a
clear presentation of subjective and unpleasant feelings of fear and apprehension (Van
Ameringen et al., 2008). Further, PTSD sufferers in an attempt to alleviate fear and apprehension
often utilize maladaptive coping mechanisms of avoidance and emotional numbing. Currently
conceptualized core PTSD symptoms are generally expressed in three symptom clusters: reexperiencing trauma, avoidance and numbing, and hyperarousal. In addition, clinical symptoms
are often complicated by associated features such as guilt, disassociation, alterations in
personality, affect deregulation, and marked impairment in intimacy and attachment (Herman,
1992). PTSD is a multifaceted disorder that manifests in cognitive, affective, behavioural, and
physiological response channels. In its most severe form, PTSD can disrupt virtually every
aspect of normal functioning and present multiple foci for assessment and intervention (Foa et
al., 2009).
Symptoms of PTSD often present as avoidance of stimuli with the associated event and are
characterized by numbing, inability to feel positive emotions, and a sense of estrangement
(Davidson, Blankstein, Flett, & Neale, 2008). Sufferers of PTSD often attempt to reduce the
possibility of exposure, to trigger memories, of the trauma (World Health Organization, 2012).
Avoidance and emotional numbing symptoms can be recognized as behavioural, cognitive or
emotional strategies utilized to ward off terror and distress caused by re-experiencing. Avoidance
symptoms can include avoidance of thoughts, feelings, activities, places and people associated
with the original trauma (Friedman, 2012; Brant & Van Gorp, 2006).
Numbing symptoms are another form of avoidance where individuals dull themselves to the
unbearable re-experiencing symptoms. Numbing can often involve psychic numbing, a term
originally used to describe the “suspension of feeling” that enabled rescue workers to function
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during the aftermath of the Hiroshima bombing (Slovic, 2007). Psychic numbing is characterized
by the ability of the individual to suppress all feelings in order to diminish unwanted PTSD
symptoms (Friedman, 2012). Avoidance and withdrawal behaviours have been identified as a
major cause of distress in intimate relationships, as these behaviours contribute to decreased
positive communication, intimacy and opportunity for effective and validating communication
(Evans, McHugh, Hopwood, Watt, 2003; Meis, Erbes, Polunsy, & Compton, 2010). In addition,
Meis and colleagues (2010) noted that PTSD related emotional numbing may promote
withdrawal and avoidance behaviours.
Hyperarousal symptoms are associated with excessive physiological arousal which include
sleep difficulties such as difficulties falling asleep, concentrating, an enhanced startle reaction,
heightened psychological reactivity, a state of autonomic hyperarousal with hypervigilance and
insomnia (World Health Organization, 2012). These symptoms contribute to a hyperreative
psychological state that makes concentration or performance of cognitive tasks arduous
(Friedman, 2012). Further, hyperarousal is characterized as a condition in which the nervous
system is always on "red alert," anticipating the return of danger (World Health Organization,
2012).
As a result of PTSD symptomology sufferers have significant social, interpersonal, or workrelated problems. A common social symptom of PTSD is a feeling of disconnection from others
including loved ones, from society, and spiritually (World Health Organization, 2012).
Posttraumatic Stress Disorder Course and Etiology.
According to the American National Comorbidity Survey, roughly 90% of PTSD cases have a
duration of more than 3 months, and over 70% have a duration longer than a year. Further more
than one-third of cases never recover (Schnurr et al., 2002). For example, in a study of ex-POWs
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that nearly fifty years after captivity, one third of met the criteria for PTSD with symptoms of
emotional numbing in particular (Cook et al., 2004). These findings are consistent with research
of Vietnam veterans (Riggs et al., 1998).
The median time to remission, the time by which 50% of cases recover, was 36 months
among individuals who received treatment and 64 months among individuals who did not.
Although these findings do not conclusively demonstrate that treatment reduces the duration of
PTSD, they highlight that the absence of treatment as a probable factor for chronic presentations
(Schnurr et al., 2002).
PTSD is distinguished from other psychiatric disorders in that there is a specified etiological
component - an event that involves life threat, serious injury, or death. Experiencing these events
directly as well as witnessing them or learning that they have happened to a loved one can be
traumatic (Friedman, 2012). As military deployments often involve a threat to life, veteran
populations are often the subjects of PTSD research due to their common experiences and similar
causal factors.
Intimate Partner Distress Definition.
The construct of intimate partners operationally refers to those who are married, common law,
cohabitating or dating. Conflict is operationally defined as disagreement that is manifest in
incompatible or opposing behaviours or views (Laursen & Hafen, 2010). For the purposes of this
study destructive conflict will be the focus as it is characterized by distress, rather than
constructive conflict.
Prevalence
The intersection between PTSD in combat veterans and intimate relationship problems has
been extensively documented (Galovski & Lyons, 2004 for review). Extreme prevalence of
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PTSD in Canadian veterans from the Dieppe Raid in World War II with 43.4% of Prisoners of
War (POWs) and 29.9% of non-POWs diagnosed with PTSD. The prevalence of PTSD increases
with the severity of the traumatic event, for example the greater exposure to combat, the greater
the risk (Cook, Riggs, Thompson, Coyne, & Sheikh, 2004). Further, Riggs, Byrne, Weathers,
and Litz (1998) included relationship distress, in which a veteran diagnosed with PTSD was
compared to a veteran without a PTSD diagnosis and their intimate partners. The results
indicated that 30% of non-PTSD diagnosed veterans reported relationship distress, compared to
70% of PTSD diagnosed veterans who reported relationship distress (Riggs et al., 1998).
Vietnam War veteran’s literature indicates similar findings. Vietnam veterans suffering from
PTSD reported enduring interpersonal difficulties such as lower levels of marital satisfaction,
poor cohesion and expressiveness and high levels of conflict (Evans, McHugh, Hopwood, &
Watt, 2003).
The most recent literature, related to the US war in Iraq, indicates that 12% of recently
returning veterans are diagnosed with PTSD, while the prevalence rate increases to 16% one year
after veterans return from Iraq (Hoge, Castro, Messer, McGurk, Cotting & Koffman 2004; Hoge
& Castro, 2006). Of service members deployed to Iraq or Afghanistan the estimated PTSD
prevalence rate is 14%, with 7% of combat-exposed personnel as new onset cases (Tanielian &
Jaycox, 2008).
Although current Canadian specific data is limited it is consistent with prior noted data. The
Canadian Community Health Survey, Canadian Forces (CCHS-FSS) survey sub-sample reported
12-month and lifetime prevalence rates of PTSD in the Canadian Regular Forces as 2.8% and
7.2%, respectively (Statistics Canada, 2002). Further, Sareen and colleagues (2007) noted that
31% of CCHS-FSS respondents met the criteria for one or more lifetime mental health disorders
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and 63% of the total respondents indicated their marital status as married or common law.
Similarly, the Department of National Defence (2004) estimates that up to 10% of Canadian
combat veterans, including peacekeeping forces will experience PTSD.
Given these serious concerns, this study addresses intimate partner relationships amoung
Canadian combat veterans suffering from PTSD. In the hope that findings will inform postdeployment screening and clinical treatment(s), this study aims to shed light on the impacts of
PTSD symptomology in intimate partner relationships and to ultimately reduce relationship
distress.
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Chapter II: Literature Review
Empirical data has supported the notion that trauma not only affects the primary victim, the
person who directly experienced the traumatic event, but that it is also deeply interconnected to
the intimate relationships of the primary victim. Intimate partners of combat veterans with PTSD
have consistently reported a wide variety of negative experiences, including but not limited to
low self-esteem, a sense of worthlessness, maladaptive coping (Verbosky & Ryan, 1988),
confusion, loss of control, self-blame, feelings of heavy burden or tension, intimate partner
violence, low relationship cohesiveness and high levels of conflict, and restriction of intimacy,
self-expression, and personal openness (see Dekel, Goldblatt, Keidar, Solomon, & Polliack,
2005, for review). Other impacts include somatic complaints, anxiety, depression (Solomon et
al., 1992; Dirkzwager, Bramsen, Ader, & van der Ploeg, 2005; Westerink & Giarratano, 1999)
and dysphoria (Beckham, Lytle, & Feldman, 1996).
More recently, research has shifted to a focus on how specific PTSD symptom clusters may
be differentially related to relationship functioning. Two such studies have noted that in combat
veterans with chronic PTSD, avoidance/numbing symptoms were relatively more strongly
associated with intimate relationship dissatisfaction and impaired intimacy (Evans et al., 2003;
Solomon, Dekel, & Mikulincer, 2008). Further, Cook, Riggs, Thompson, Coyne and Sheikh
(2004) found that PTSD symptoms of avoidance and emotional numbing were associated with
poor relationship satisfaction. Solomon, Dekel, and Mikulincer (2008) examined PTSD
symptomology and the mediating role of self-disclosure and verbal aggression in Israeli exPrisoners of War (POWs) and non-POW combat veterans. Their findings indicated that selfdisclosure partially mediated the association between avoidance symptoms of PTSD and marital
intimacy (Solomon, Dekel, & Mikulincer, 2008). These results are in keeping with those of
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Koenen, Stellman, Sommer, & Steelman (2008) who suggested that diminished self-disclosure is
one mechanism useful to account for the connection between avoidance symptoms and
difficulties in intimate partner relationships.
There is consensus across the literature that combat-related PTSD symptoms are significantly
associated with a wide range of characteristics and outcomes that are debilitating to intimate
partner relationships. The empirical data to date is substantial and consistent; however, some
limitations are apparent. Most studies have only focused on identifying the negative outcomes
related to PTSD symptoms of veterans, but have not elaborated on how the symptoms
themselves act as agents in negative relationship functioning. There are also a limited number of
studies that address the distress of intimate partners in addition to that of veterans (Evans et al.,
2003; Solomon, Dekel, & Mikulincer, 2008), which is crucial in understanding the interaction
between dynamic relationship processes and individual risk and protective factors, especially
given the presence of a debilitating mental health disorder within the relationship.
Perhaps most importantly, studies have not addressed the unique course of combat trauma and
couple distress such as the role of PTSD symptoms in the development and progression of
emotional distress, and how this may influence the well-being of each individual and alter the
dynamics of couples relationship functioning. Therefore overlapping characteristics of PTSD
symptoms such as insomnia/sleep dysfunction and avoidant/emotional numbing need to be
further examined to identify how they contribute to destructive partner conflict and consequently
negative relationship functioning. Further, specifically in regards to sleep issues such as
insomnia/sleep dysfunction and related characteristics, no known study has contributed
overlapping characteristics to the construct of intimate partner distress.
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Avoidance/Emotional Numbing and Intimate Partner Relationship Functioning
Avoidance and withdrawal behaviours have been identified as a cause of distress in intimate
relationships, as these behaviours contribute to decreased positive communication, impaired
ability to share feelings, to resonate with a partner’s emotional experience, and to effectively
validate communication (Evans et al., 2003; Cook et al, 2004; Meis et al., 2010). Emotional
numbing also negatively affects sexual functioning and communication (Cook et al., 2004;
Nunnink et al., 2010; Riggs, Byrne, Weathers, & Litz, 1998) and is linked to loss of emotional
intimacy (Galovski & Lyons, 2004). In a study of ex-POWs, Cook and colleagues (2004) found
that veterans with PTSD were three times more likely to score in the marital distress range on the
Dyadic Adjustment Scale than their non-PTSD affected counterparts.
Nunnink and colleagues (2010) examined the impact of PTSD numbing symptoms on sexual
functioning among veterans. Their results indicated that numbing was a significant predictor of
diminished sexual functioning. Other work on veterans with PTSD by Evans and colleagues
(2003) noted that veterans reported that their own avoidance behaviour was associated with
poorer family functioning. Behavioural avoidance coping has also been associated with greater
PTSD severity by expelling negative affect, such as denial of issues, wishful thinking and
engaging in emotional discharge (Tiet et al., 2006).
Insomnia/Sleep Dysfunction and Intimate Partner Relationship Functioning
Randall and Bodenmann (2009) noted external major stressors, such as severe psychological
trauma that originate outside of the couple unit can be expected to spill over into the close
relationship and trigger marital conflict. Insomnia or sleep problems may be one of the trauma
symptoms that lead to this marital conflict.
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In an examination of National Comorbidity Survey data, 80% of patients who met the criteria
for lifetime PTSD reported insomnia (Sheikh, Woodward, & Leskin, 2003). Insomnia is not only
a correlate of nearly all psychiatric disorders, individuals with insomnia also report poorer mood,
more anxiety or stress, difficulty coping with life demands and role impairments in family life.
Sleep contributes to wellbeing of close relationships; specifically it affects individual health
outcomes and couple functioning. Sleep deprivation has been documented to impair cognitive
performance, increase negative affect and irritability, and decrease elation and empathy. These
characteristics highlight sleep deprivation as extremely detrimental to positive marital
functioning given that it not only increases negative affect, but also reduces positive affect,
compromising communication and self-regulatory skills (Troxdel, 2010).
Cook and colleagues (2004) noted that emotional engagement in an intimate relationship is
crucial for maintaining intimacy and resolving conflict. Further, cognitive performance is
affected by the quality and quantity of sleep, insomnia deprives individuals of a critical resource
required to perform psychological tasks (Wright, Bitt, Bliese, & Adler, 2010). In experimental
settings when presented with frustrating situations individuals provided extra-punitive and
blaming responses and were less likely to accept blame as a means of alleviating conflict,
displaying behaviors that have been identified as the most destructive in the marital realm
(Troxdel, 2010). Suggesting that relationships are bidirectional, an American longitudinal study
on higher marital satisfaction predicted fewer insomnia symptoms, even after controlling for
baseline sleep symptoms (Troxdel, 2010). Alternatively, another study indicated that family
functioning may alleviate the impacts of trauma on an individual (Evans, Cowlishaw, &
Hopwood, 2009). Nonetheless the associations between sleep, marital relationships and PTSD
appear to be a complex and interactive process.
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Studies on sleep also noted a relationship between sleep patterns and the exacerbation or
onset of PTSD. A study of Rapid Eye Movement (REM) focused on sleep as a regulator of
arousal and the influences on processing of traumatic recall of events, noting that sleep
influences the processing of traumatic memories, therefore sleep patterns following the first one
to two months after exposure to trauma may be important determinants in the progression of
PTSD symptoms. In addition, several studies have found that sleep disturbance reported by
trauma victims immediately following the event was associated with the development of PTSD
(Wright et al., 2010). Intimate relationship conflict is a potent source of stress that may lead to
ruminative thoughts, particularly at bedtime, when one is in close contact with the source of the
stress (Troxdel, 2010). Studies have also examined risk factors for insomnia such as rumination
and intrusive thoughts. Thus, relationship conflict may be a risk factor for insomnia among
individuals with PSTD.
Literature: Gaps and Limitations
Nelson Goff, Crow, Reisbig and Hamilton (2007) indicate that a key limitation in the current
literature is a lack of focus on trauma effects in relationship functioning. Additional deficiencies
in studies are the exclusion of sub-clinical trauma symptoms and a focus predominately on
individual symptoms in both primary trauma survivors and their partners, as opposed to a
comprehension of the impact on relationship satisfaction or other components of relationship
functioning in couples (Nelson Goff et al., 2007). Further studies have failed to move beyond
simply examining associations between trauma experiences such as PTSD development by an
individual, to include bidirectional impacts in their close network of functioning (Evans et al.,
2009).
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This review illustrates the need for further study as findings suggest an affirmation of
overlapping characteristics of insomnia/sleep dysfunction and avoidance/emotional numbing to
intimate partner relationship functioning and infers a potential cyclical relationship. However
when considering the above noted limitations, it is not clear which theoretical framework is most
appropriate in understanding how combat-related PTSD symptomology interacts with intimate
relationship functioning. As a result, a supplementary review of theoretical models was needed
to identify a framework that would account for these shortfalls.
Theoretical Framework Perspectives
Collectively, studies have shown that PTSD is consistently associated with a wide range of
relationship distress and dysfunction (Evans et al., 2009). Traditional theories such as Caregiver
Burden, Ambiguous Loss, Reintegration and Secondary Traumatization present a unidirectional
perspective or presumed linear casual pathway, whereby a stressor is seen as the source or
foundation of negative functioning. In contrast, two more recent theoretical models including
Couple Adaptation to Traumatic Stress and Cognitive-Behavioural Interpersonal Model, address
the interactional nature of trauma symptoms and couple functioning. These models emphasize
the bidirectional and mutual interaction between intimate relationship problems and
posttraumatic stress (Monson, Taft, & Fredman, 2009). Each theory will be reviewed in turn
below, including the identification of specific gaps and concerns.
Caregiver Burden.
Caregiver burden is defined as the extent to which family caregivers perceive their emotional
or physical health, social life, or financial status as suffering as a result of caring for an impaired
relative (Zarit, Todd, & Zarit, 1986). The construct, although initially utilized to describe
caregivers of individuals with chronic physical and mental health issues, has been to some extent
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applied to female partners of male combat veterans. In a large study of Vietnam War veterans,
Calhoun, Beckham, and Bosworth (2002) noted that intimate partners of veterans with PTSD
experienced more caregiver burden and had poorer psychological adjustment than partners of
veterans without PTSD. Some research has investigated whether a causal relationship may exist
between the perceived burden of these caregivers and their emotional distress; it has been
postulated that more severe PTSD symptoms in veterans would be associated with a greater
sense of caregiver burden, and increased caregiver emotional distress (Beckham, Lytle, &
Feldman, 1996; Ben Arzi, Solomon, & Dekel, 2000; Dekel, Solomon et al., 2005; MangunoMire et al., 2007).
However, this notion is inconsistent with Calhoun, Beckham and Bosworth (2002) who noted
that PTSD symptom severity in veterans was not uniquely associated with intimate partner
psychological adjustment. In keeping with this finding, a cross-sectional study by Renshaw and
Caska (2012) noted that burden experienced by partners was positively associated with veterans’
symptoms of PTSD, depression, and anxiety; however clinical severity of symptoms was not
associated with the level of perceived caregiving burden. Moreover, upon examination of
mechanisms of distress development, perceived levels of burden were significantly related to
partner’s neuroticism, avoidant coping and self-efficacy (Renshaw & Caska, 2012). One
exception was noted in a recent study that investigated how partner self-efficacy and perceptions
of burden were linked to characteristics of PTSD in veterans (Manguno-Mire et al., 2007).
A related gap in the literature concerns the separate assessment of caregiver burden in relation
to the construct of secondary traumatization. Only one study thus far conducted by Ben Arzi,
Solomon, and Dekel (2000) directly measured secondary traumatization in the partners of
combat veterans diagnosed with PTSD. This study found that these partners suffered from
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greater severity of psychiatric symptoms such as somatization, obsessive-compulsive problems,
depression, anxiety, paranoid ideation, and psychoticism than the control group of partners of
veterans without any known psychological injury. However, the authors noted that spousal stress
reactions could also be explained by PTSD symptom co-morbidity or attachment issues, such as
psychological separation-individuation from their husbands, which contributed to their overall
emotional distress and caregiver burden. Other work by Dekel, Solomon, and Bleich (2005)
concluded that female partners reported progressive symptoms similar to those displayed by their
male partners diagnosed with combat-related PTSD.
Ambiguous Loss.
The literature on ambiguous loss has focused primarily on adaptations to situations of
physical illnesses (Boss & Couden, 2002), dementia, and Alzheimer’s disease (Dekel et al.,
2005) and has not often examined how PTSD may influence intimate partner relationships. Some
work has applied the notion of ambiguous loss to families of combat veterans to explain changes
in family functioning, as veterans experiencing PTSD were hypothesized to no longer function in
the same roles or contribute the same level of involvement as they did prior to experiencing
traumatic events (Dekel et al., 2005; Dekel & Monson, 2010). The ambiguity surrounding the
loss of the combat veteran’s involvement in daily life emphasizes the paradox of being present
but absent at the same time (Boss & Couden 2002). Boss (2005, 2007) describes this ambiguity
as a central tenant of the construct, which prevents cognition, obstructs coping and decisionmaking progressions. Dekel and Monson (2010) also noted that, in concert with the PTSD
symptoms of the veteran, intimate partners may also experience symptoms of depression,
anxiety, guilt, and distressing dreams which may immobilize the family, puts decisions on hold,
and thus creates unclear boundaries within the intimate partner relationship. The latter, often
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coupled with ambiguous loss, is referred to as boundary ambiguity - a state in which family
members are uncertain about who is in or out of the family system and who is responsible for
performing roles and tasks (Faber et al., 2008).
In a study of Israeli veterans and their wives, the ambiguous loss model was moderately
supported as ambiguity manifested in the wives distressed deliberation of the husband as another
child, an independent adult, or a dependent person who required consistent care (Dekel,
Solomon, & Bleich, 2005). A longitudinal study of military reservists noted high levels of
boundary ambiguity upon family reunion; however, over time as families stabilized and
established a routine, boundary ambiguity dissipated (Faber et al., 2008).
Reintegration.
The concept of reintegration describes characteristics of adaptability and adjustments to war
separations and reunions (McCubin, Dahl, Lester, & Ross, 1975). Several studies have attempted
to distinguish trauma from familial and individual background variables as a unique influence on
negative couple functioning during reintegration (Galovski & Lyons, 2004). The most
comprehensive of these examined the psychological status of male Navy POWs and their
families. Findings indicated that wives’ assessment of the quality of marriage prior to captivity,
wives’ level of dysfunction during the separation period, and the length of marriage prior to
separation contributed significantly to the success of reintegration (McCubin et al., 1975). Selfreport research of Vietnam veterans indicated symptoms of avoidance/numbing and hyperarousal
were associated with poorer general family adjustment during reintegration (Evans et al., 2003;
Hendrix, Erdmann, & Briggs, 1998). This is consistent with a self-report study of Operation
Desert Storm veterans which identified that combat exposure, specifically symptoms of
withdrawal/numbing and arousal/lack of control, indirectly accounted for family adjustment
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difficulties (Taft, Schumm, Panuzio, & Proctor, 2008).
Secondary Traumatization.
The fundamental principle of secondary traumatization theory is that trauma symptoms are
transferable to those who are close to the primary victim, essentially “infecting” other individuals
who are in close contact (Catherall, 1992; Figley, 1995) although they themselves were not
directly exposed traumatic events (Rosenheck & Nathan, 1985). Secondary traumatization
effects have been clinically described as a “mimicking” of the primary victims’ PTSD symptoms
that resemble their partners PTSD symptoms (Nelson Goff & Smith, 2007). Secondary
traumatization of intimate partners has been described extensively in literature (for review see
Nelson Goff & Smith, 2007). Effects have included a range of posttraumatic indications
including headaches, breathing difficulties, intrusive imagery, heightened sense of vulnerability,
difficulty trusting others, emotional numbing, somatic and psychiatric complaints (Dekel &
Monson, 2010).
However, several limitations regarding the construct of secondary victimization have been
noted. For example, Nelson Goff and Smith (2005) concluded that there is limited empirical
support for secondary victimization in the literature to date. Bramsen, van der Ploeg, and Twisk
(2002) suggested that intimate partners of those diagnosed with PTSD may have developed their
own symptomatology due to other external variables, such as family violence. Further, since
most of the literature on secondary victimization is based on cross-sectional studies, directions of
influence and causality have not been clarified (Fals-Stewart & Kelly, 2005).
In a recent review, Dekel and Solomon (2006) differentiated between two distinct
applications of the construct of secondary traumatization. One application recounted symptoms
of PTSD and other mental health conditions found at the individual level in the partners and
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children of veterans with PTSD. The other denoted distress in the interpersonal relationships of
those suffering from PTSD, including relationship maladjustment (Dekel & Monson, 2010).
Couple Adaptation to Traumatic Stress Model.
The Couple Adaptation to Traumatic Stress (CATS) model provides a systematic explanation
of how individuals and couples are affected when trauma occurs at both the individual and
couple levels of functioning, and includes predisposing factors and resources (Nelson Goff &
Smith, 2005; Monson, Taft, & Fredman, 2009). The model assumes partners will experience
secondary traumatization by way of a systematic response; however, because the model
emphasizes the bidirectional nature of couple interactions, partner symptoms are seen to be
reciprocal. Individual characteristics or unresolved stress experienced by either partner prior to
traumatization are considered to serve as predisposing factors and resources. A “couples
functioning” component includes relationship characteristics that are mutually influential, such
as relationships satisfaction, support/nurturance, intimacy, communication and conflict (Dekel &
Monson, 2010). Within this model, either maladaptive or adaptive responses may occur
(Monson, Taft, & Fredman, 2009).
Cognitive-Behavioural Interpersonal Model.
The Cognitive-Behavioural Interpersonal model describes overlapping cognitive and
behavioural mechanisms that influence both the course of PTSD and relationship adjustment
(Dekel & Monson, 2010). The core behavioural mechanisms of this model focus on avoidance of
trauma-related stimuli and emotional experiences that both maintain PTSD symptomology and
diminish relationship satisfaction and communication. The authors contend that cognitive
processes are affected by PTSD symptomology, in that one of the hallmark symptoms of PTSD
is an attention bias towards a threat in the environment, such as the perceptions of negative
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behaviours by family members as threatening and targeted towards them. These specific
disruptive cognitive thoughts and beliefs, which are thought to maintain symptoms of PTSD, are
highlighted in this model (Dekel & Monson, 2010). Furthermore, the model highlights that
behaviour accommodation can have negative effects. For example, intimate partners who learn to
help manage or minimize the PTSD symptoms of the primary victim’s interactions with others,
may in fact aid in the maintenance of the disorder (Monson, Taft, & Fredman, 2009).
Theoretical Framework Perspectives: Gaps and Limitations
In summary, current theories and models that address how combat trauma influences intimate
partner relationships often lack empirical support. Overall, theoretically there is a predominate
focus on individual symptoms, rather than on the interaction between partner characteristics and
components of relationship functioning in couples (Nelson Goff & Smith, 2005). Others have
also noted that most studies have failed to move beyond examining associations between trauma
experiences, individual PTSD symptoms, and the functioning of close social networks (Evans,
Cowlishaw, & Hopwood, 2009). There also appears to be no consensus on a central construct
among these theoretical models that could be utilized to better understand the complex
interaction between combat trauma and intimate relationship functioning. The caregiver burden
and ambiguous loss perspectives have been applied inconsistently, and need to be supplemented
with additional theories to explain the effects of PTSD in relationship functioning. Limitations of
the caregiver burden model include a narrow focus on specific veteran symptoms and
behaviours, and an overlap with secondary traumatization. The ambiguous loss perspective is
limited in that it does not address the ability of active duty families to adapt to loss, and it
overlaps with reintegration and reunion issues. Recent research on reintegration, although
initially conceived to explain war separation and reunion issues, excludes the resilience of active
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duty families and their ability to cope with separation. In addition, it does not focus on the
presence of posttraumatic symptoms and thus does not consider clinical psychological symptom
disturbances in intimate relationship functioning.
Secondary traumatization, while widely recognized from a clinical perspective, maintains as a
central tenet that trauma symptoms transfer from the primary victim to their intimate partner,
even though this process has not yet been supported by empirical evidence. A common critique
of the secondary victimization perspective is that it does not address alternate sources of trauma
for intimate partners of those suffering from combat trauma. This perspective does not take into
account that the onset of new clinical disorders or sub-clinical emotional distress may result from
adjustments in couple functioning or from stress associated with the mental health issues of an
intimate partner.
Of the theoretical models discussed, only the Couple Adaptation to Traumatic Stress and the
Cognitive-Behavioural Interpersonal models were developed specifically to aid in the research
and treatment of PTSD and intimate partner relationship functioning. Although both highlight
the reciprocal causal association between intimate relationship problems and PTSD symptoms
(Monson, Taft, & Fredman, 2009), these models do not consider specific PTSD symptomology
and intimate partner distress in a cyclical pattern.
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Chapter III: Purpose of Present Study
This study propositions the use of a newly applied single theoretical perspective that can
account for specific combat trauma symptomology, the effects of non-PTSD intimate partners’
distress, and the interplay between emotional distress and PTSD symptoms in order to address
gaps and limitations of current literature and theoretical perspectives. The Conservation of
Resources Theory (COR) is utilized as it can highlight combat-related PTSD symptomology and
the course of combat trauma and couple distress – specifically the cyclical nature of intimate
relationship functioning.
Conservation of Resources Theoretical Framework
Hobfoll’s (1988, 1989) COR seeks to account for specific combat trauma symptomology, the
effects of non-PTSD intimate partners’ distress, and the interplay between emotional distress and
PTSD symptoms. To my knowledge, the COR framework has not been previously applied to
explain to the course of combat trauma and couple distress – specifically the mechanism by
which combat-related PTSD symptomology interacts with intimate relationship functioning.
COR theory takes a cyclical approach that can be applied to the study of combat trauma and
intimate partner functioning. It can be used to account for non-PTSD related intimate partner
distress, as well as the maintenance or exacerbation of PTSD symptomology and the course of
couple distress. In many ways, COR addresses the limitations of the models reviewed above. In
order to illustrate the strengths of this approach, the COR framework will be applied to explain
the interaction between trauma symptoms of emotional numbing, avoidance and withdrawal with
relationship dynamics.
COR theory has been used to account for familial experiences in the aftermath of mass
violence (Wadsworth, 2010). It has also been used to study the association between resource loss
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and posttraumatic responses in military personnel from an ethnic minority background
(Slobodin, Caspi, Klein, Berger, & Hobfoll, 2011) as well as in the assessment of the effects of
vicarious ‘threat to life’ on loss of psychological resources, perceived threat and negative affect
of Israeli adults (Zeidner, Ben-Zur, & Reshef-Weil, 2011).
The central tenant of COR is that loss of resources is the main factor in the stress process as
individuals strive to obtain, build, and protect resources they value. Psychological stress occurs
when these resources are lost, threatened with loss, or if individuals fail to replenish resources
after significant investment (Hobfoll, 2001). Within the COR theory, psychological stress is
defined as a reaction to the environment in which there is (a) the threat of a net loss of resources,
(b) the net loss of resources, or (c) a lack of resource gain following the investment of resources
(Hobfoll, 1988). Resources are divided into four categories: 1) physical objects associated with
socioeconomic status, such as home, car and clothes, 2) conditions required to facilitate
attainment and protection of valued resources such as a stable marriage, seniority at work, and
support from coworkers, 3) personal characteristics or qualities that individuals possess such as
self-esteem, self-mastery and sense of success and 4) energy resources such as time and
knowledge (Hobfoll, 1988; Slobodin et al., 2011).
This theory postulates that a cycle develops where resources are constantly used and
replenished. However, increases or pile-ups of stressors can compound initial trauma (Hobfoll,
2001) and impair ability to cope with additional stressors (Slobodin et al., 2011). COR theory has
been used to explain the links between loss of psychosocial resources and detrimental outcomes,
such as distress symptoms and PTSD (Benight, Swift, Sanger, Smith, & Zeppelin, 1999; Sumer,
Karanci, Berument, & Gunes, 2005). Hobfoll, Canetti-Nisim, and Johnson (2006) noted that loss
of psychosocial resources was related to PTSD and depressive symptoms. Similarly Freedy,
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Shaw, Jarrell, and Masters (1992) in addition to Ironson and colleagues (1997) noted that
resource loss was the most important predictor of psychological distress following a disaster.
Study Variables and Conservation of Resources Theory
When COR theory is applied to explain these findings, emotional numbing can be seen to
represent psychological stress reaction to the environment in which there is a net loss of
resource. This is defined as conditional loss, as the outcomes of emotional numbing are
detrimental to relationship functioning. Thus the non-PTSD partners’ emotional distress inhibits
the primary victim’s ability to replenish resources because it impedes attainment and protection
of the valued resource. Furthermore, since emotional numbing is linked to withdrawal and
avoidance behaviours, this pattern of behaviour may increase stress, which further compounds
initial trauma and may facilitate a pile-up of stressors.
In this application, negative relationship functioning outcomes of emotional numbing diminished sexual function, communication, intimacy and emotional engagement, are likely to
cause emotional distress in the non-PTSD partner. Hence prohibiting the gain of the lost
resource, management or remission of emotional numbing, and thus creating a stressor pile-up of
a) the initial PTSD symptom, b) relational distress and, c) the onset of additional PTSD
symptoms such as withdrawal and avoidance behaviours. According to the COR cycle, these
stressors may then maintain or exacerbate the initial PTSD symptom, thus continuing in a
cyclical pattern (Figure 1).
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Figure 1. Emotional numbing, avoidance and withdrawal effects on intimate partner functioning
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COR considers sleep to be a biological resource that is necessary for coping with individual
and relationship demands. Therefore, sleep problems such as insomnia/sleep dysfunction
represent conditional loss that significantly impedes cognitive function and communication that
are detrimental to relationship functioning. For instance, sleep deprivation has been documented
to impair cognitive performance, increase negative affect, irritability and decreases in elation and
empathy, characteristics which are extremely detrimental to positive marital functioning given
that they not only increases negative affect, but also reduces positive affect compromising
communication and self-regulatory skills (Troxel, 2010). Further as sleep influences the
processing of traumatic memories, sleep patterns following the first few months following
exposure to trauma may be important determinants in the progression of PTSD symptoms
(Wright et al., 2010). Thus the non-PTSD partners’ emotional distress inhibits the primary
victim’s ability to replenish resources and the stressor of harmful conflict can create a pileup of
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many conflicts and lead to ruminative thoughts and extra punitive responses. This, in
consequence, exacerbates or maintains the initial PTSD symptoms (Figure 2) in a cyclical
pattern.
Figure 2. Insomnia/ sleep dysfunction effects on intimate partner functioning
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In reflection of this theoretical application, several insights are notable: i) it is probable that
PTSD symptoms present diverse implications within relationship functioning, especially given
the span of empirically noted negative relationship functioning outcomes, and therefore our
understanding of PTSD may be enhanced by isolating symptoms rather than examining the
disorder overall as in past theoretical applications; ii) as PTSD symptoms are associated with
relationship distress, the non-PTSD partner’s secondary traumatization may be a new onset of
mental health symptoms and as a result of the primary victims’ recounting of their experiences.
In particular with emotional numbing, given its presentation of sense of estrangement, impaired
communication and intimacy factors, it is unlikely that the primary victim would engage their
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intimate partner in discussions of traumatic events but rather withdrawal; iii) it is also plausible
that the primary victim may develop additional PTSD symptoms due to the pile-up of stressors
and inability to replenish resources. For example it is possible that potential rumination over
relationship distress or changes in sleeping arrangements may contribute to the new onset of
symptoms such as sleep disturbance or insomnia or exacerbate these symptoms if already
present.
In addition, according to this view it is likely that the primary victim could consume
additional resources such as energy (i.e. time, knowledge) and be faced with a threat of a net loss
resource such as objects (i.e. home, car) should the intimate partner relationship dissolve.
Research Questions
In the examination of literature and theories, findings suggest an affirmation of overlapping
characteristics of insomnia/sleep dysfunction and avoidance/emotional numbing in intimate
partner relationship functioning and infer a cyclical pattern. Given limitations of current
theoretical perspectives, the following research questions were derived with the intent of
applying COR theory:
1. Are PTSD symptoms of insomnia/sleep dysfunction and avoidance/emotional numbing
associated with relationship distress?
2. How are PTSD symptoms of insomnia/sleep dysfunction and avoidance/emotional
numbing associated with relationship distress?
3. Does the non-PTSD affected partners’ distress maintain or exacerbate the primary
victims, PTSD symptoms of insomnia/sleep dysfunction and avoidance/emotional
numbing?
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Chapter IV: Design and Methodology
Study Design
This study utilized mixed methods with a quantitatively driven approach. As noted by
Johnson, Onwuegbuzie, and Turner (2007), this approach permits the ability to supplement and
improve studies by adding value with a deeper, wider, and fuller or more complex answers to
research questions, which predominately draws upon quantitative data and is augmented by
qualitative data.
Combat-veterans were recruited to fill out a set of online measurements utilizing Fluid
Survey, which included both self-report and report on their intimate partner of quantitative,
qualitative and demographic data collection. Qualitative and quantitative data were collected
concurrently in an embedded design. Online data collection was chosen due to the existing
stigmas of veterans mental health issues in the military and to enable participants to feel
comfortable by filling out the surveys within their own homes.
Recruitment Methods
The study voluntarily recruited participants through a non-probability convenience sample of
military and Royal Canadian Mounted Police (RCMP) veterans. Inclusion criteria to participate
in the study was that military or RCMP veterans must have been deployed as part of a
peacekeeping or combat mission in an active or support role, such as to Afghanistan, Bosnia,
Haiti, Rwanda, Golan Heights, Libya, Sudan, Democratic Republic of Congo, and other war or
peacekeeping zones.
A single staged sampling plan was utilized to access participants by posting recruitment flyers
at: the Operational Stress Injury (OSI) clinic in Winnipeg, which provides treatment for military
and RCMP patients with operational stress injuries, also referred to as posttraumatic stress
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injuries; at public locations near military bases in Manitoba such as the gyms at 17 Wing in
Winnipeg, Shilo and Stonewall; and, the Military Resource Center in Winnipeg. Email requests
to post information about the study on websites or as part of membership email correspondence
were sent to organizations that provide support or programs for military members and veterans,
these included: True Patriot Love, National Military Family Resource Centre, Canadian Institute
for Military and Veteran Health Research, Military Suicide Research Consortium, Wounded
Warriors and Send up the Count. In addition requests to distribute the survey were also sent to
the Canadian Veterans and Business PTSD-Negative Groups part of the LinkedIn network and
the Military Support Office as part of the University of Manitoba.
Participation was anonymous and voluntary, with acceptance to participate in the study
indicating that participates had fully read and understood the electronic informed consent.
Recruitment materials included an email and telephone number for potential participants to
address any questions or concerns. Recruitment materials also indicated an option to enter a draw
to win $500 compensation for their time. One hundred and thirty participants chose to enter this
draw, in which they provided their email address to receive funds through PayPal or Interac eTransfer. Email addresses were not linked to study responses and still upheld anonymity, as
either PayPal or Interac e-Transfer does not require identification of names in order to transfer
funds. The on-line study was available from February 19th to May 7th, 2014. A random draw
winner was selected by Dr. Karen Duncan of the University of Manitoba, in which she selected a
number from a hat that corresponded to an email address within the study database. Funds were
received by the draw winner on June 7th, 2014.
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Procedures
Participants were requested to complete demographic information (described in measures
below) and the following self-report measures: PTSD Checklist Military version (PCL-M) to
confirm PTSD or identify potentially undiagnosed PTSD, as well as to identify symptom clusters
of intrusion, avoidance and arousal; the Dyadic Adjustment Scale (DAS) to identify relationship
quality, and; the Pittsburgh Sleep Quality Index (PSQI) sub-scales of Subjective Sleep Quality,
Use of Sleeping Medication, and Daytime Dysfunction to identify sleep issues.
Participants required 15 minutes to fill out quantitative self-reported measures, and an
additional 5-10 minutes to complete qualitative and demographic questions. Participants had
access to 24-hour mental health assistance phone lines that were present on every screen of the
on-line survey. In addition, at the end of the survey participants were provided mental health
resource service information for Veterans Affairs Canada, Operational Stress Injury Clinics
(OSI) and the Mobile PTSD Coach Application.
Measures
PTSD Checklist.
The PTSD Checklist (PCL) assesses self-reported PTSD symptoms and the degree to which
they experienced symptoms on a five-point Likert scale, in which one equals not at all and five
equals extreme PTSD. The 17-item scale is presented in symptoms clusters of PTSD: intrusion
(items 1-5), avoidance (items 6-12) and arousal (items 13-17). Symptoms are assessed based on
the last month and are aligned to the DSM-IV. Scores range from 17 to 85, with scores higher
than 50 indicating a PTSD diagnosis (Evans, et al., 2009).
There are three versions of the PCL – civilian (PCL-C) refers to “a stressful experience,”
military (PCL-M) refers to “a stressful military experience,” and the specific version (PCL-S)
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refers to specific stressor identified by either the respondent or investigator (Foa et al., 2009).
The PCL-M (Appendix A) was utilized, as it is most appropriate for the study target group. As
the target population may not be currently experiencing PTSD, the PCL-M instructions were
slightly modified from “experienced in the last month” to “experienced over your lifetime” for
the purpose of this study.
The PCL has been the most widely adopted and extensively evaluated instrument and has
excellent psychometric properties across a variety of trauma populations (Foa et al., 2009). The
test-retest reliability is .96 and has an internal consistency of .89 when utilizing Cronbach’s
alpha. The use of symptom clusters in singularity has also previously demonstrated satisfactory
reliability (Evans et al., 2003).
Dyadic Adjustment Scale (DAS).
The DAS (Appendix B) has been noted as the most widely utilized measure of relationship
quality in social and behavioural sciences. It has been consistently shown to discriminate
between distressed, an indicator of conflict, and non-distressed couples (Graham, Liu, &
Jeziorski, 2006). The 32-item Likert type scale identifies five areas of measurement: (1)
troublesome dyadic differences (2) interpersonal tensions (3) dyadic satisfaction (4) dyadic
cohesion (5) consensus on matters of importance to dyadic functioning. The range of scoring is 0
– 151, with varying Likert type response scales, higher scores indicating more positive dyadic
adjustment. Content has previously been validated in which three judges considered other
relevant measures, other nominal definitions, and wording of questions. Criterion validity has
been significantly correlated with external criterion of marital status. Construct validity has been
significantly correlated to previous marital adjustment scales, such as the Locke-Wallace Marital
Adjustment Scale with a coloration coefficient of .86. Further, a factor analysis has been
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conducted to ensure construct validity. Reliability has been previously identified with
Cronbach’s coefficient alpha as .96 (Spanier, 1976). Further, in a meta-analysis of the DAS,
Graham and collegues (2006) confirmed internal consistency and reliability. However, using
DAS subscales individually is cautioned, as the total DAS is more likely to be reliable across
diverse samples (Graham et al., 2006).
Pittsburgh Sleep Quality Index (PSQI).
The PSQI (Appendix C) is a 19-item self-reported measure that assesses a wide variety of
factors related to sleep quality: (a) subjective sleep quality (b) sleep latency (c) sleep duration (d)
sleep efficiency (e) sleep disturbances (f) use of sleep medication and (g) impairment of daytime
functioning. Items are grouped into a global sleep quality score, each weighted equally on a zero
to three point scale. The range of scoring is 0 – 21, with higher scores indicating worst sleep
quality. Three categories have been identified to interpret global scores: </= 5, normal; 6-10,
moderately impaired; >/= 11, severely impaired sleep when developing clinical thresholds for the
PSQI. Internal consistency has been noted as .83 when utilizing Cronbach’s alpha, indicating a
high degree of reliability (Buysse et al., 1989). Further, the validation studies with individuals
suffering from insomnia or various psychiatric disorders have shown good test-retest reliability
and over all validity (Belleville, Guay, & Marchand, 2009). The PSQI has also been noted to be
useful in studying the relationship between sleep quality and other variables such as health
status, psychiatric conditions and performance on other psychological variables (Buysse et al.,
1989). For the purpose of this study only the sub-scales of Subjective Sleep Quality, Use of
Sleeping Medication, and Daytime Dysfunction were utilized to identify sleep issues.
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Demographic Questions.
A number of demographic questions were asked. These included: country of residence; age;
gender; marital status (single/never married, married, living with partner, separated, divorced,
prefer not to answer); race (White/Caucasian, Spanish/Hispanic/Latino, Black/African American,
Asian, Pacific America, Native American, other, prefer not to answer); number of times of
service in war zone/peacekeeping missions; highest level of education (grade 11 or less, High
School, University/College, prefer not to answer); income, and; Do you have children living at
home? (Please note age range: <1-2, 3-5, 6-8, 9-11, 12-14, 15-17, >18, my children do not live at
home).
Supplementary Questions.
A number of supplementary questions were asked that consisted mostly of closed-end
quantitative questions, with some open-end qualitative questions (Appendix D). These questions
were developed to specifically address the research questions of this study. A total of nine
questions were posed to participants regarding their relationship, PTSD symptoms overall,
specific PTSD symptoms of insomnia/sleep dysfunction and avoidance/emotional numbing, and
about their combat experiences relative to their relationship. The intent of these questions was to
augment data collected as part of the PCL-M and DAS measures, by way of targeting PTSD
affected participants’ relationships and to gauge the spillover effects of PTSD/combat
experiences within relationship functioning. Closed-ended questions are presented in the results
as frequencies and percentages, however open-ended questions are presented exclusively as
frequencies because respondents often noted more than one outcome. Further, open-ended
questions were themed based on responses and presented as common themes and group-specific
themes (see grouping categories below) for ease of comparison.
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Ethical Considerations
The study was conducted according to the Tri-Council Working Group on Ethical Conduct
for Research Involving Human Subjects and received approval from the University of Manitoba
Joint Faculty Research Ethics Board (JFREB), protocol J2013:186 (Appendix E).
Data Analysis
Sample Size.
An adequate sample size was required to achieve sufficient statistical power to detect true
relationships among the variables. One hundred and sixty participants accepted informed consent
and one participant declined informed consent. Of the 160 participants, 140 completed one or
more measures with 115 participants completing all measures (N = 115). Furthermore there were
no repeat email addresses entered as part of the study’s incentive (draw for $500 cash),
indicating that at least 130 respondents only responded to the survey once.
A post-hoc power analysis was conducted to determine the statistical power of the study.
With 115 participants, alpha (α) = .05 and a medium effect size, there was a.80 probability of a
identifying the expected result as significant.
Data Quality.
Of the 5980 possible responses (N = 115), participants did not respond to .08% of questions
as part of the quantitative data measures, with 10 instances of nil responses as part of the PTSD
assessment (PCL-M), 30 instances of nil responses as part of the dyadic adjustment (DAS), 10
instances of nil responses as part of the sleep issues (PSQI subscales). The supplementary
questions resulted in the most frequent nil responses, of the 1265 possible responses participants
did not respond to 15% of questions, with 196 instances of nil responses. There were 53
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instances of nil response as part of demographic data collection, of the 920 possible responses
participants did not respond to 5% of questions. This nil response may be inflated as it was
discovered that the question – “do you have children living at home”, did not allow for
respondents to indicate that they did not have children and thus may account for the 26 instances
of nil response for this question.
Respondent Grouping.
Given the purpose of the study and considering the research questions, respondents were
grouped based on their PTSD assessment (PCL-M) responses, with scores of 51 or higher
indicating a PTSD diagnosis. Participants were grouped into categories of PTSD-Negative,
which was comprised of 81 respondents (n = 81) with PCL-M scores of ranging from 17 – 50
and PTSD-Positive, which was comprised of 34 respondents (n = 34) with PCL-M scores
ranging from 51 - 81. In order to highlight the differences between these two groups the
following results and subsequent discussion will be presented by way of these groupings.
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Chapter V: Results
This chapter presents the results of the statistical analyses of data obtained in this study. This
includes descriptive analyses of demographic characteristics, supplementary responses and the
study variables: PTSD (including clusters of PTSD symptoms), dyadic adjustment, and sleep
issues utilizing the following subscales: Subjective Sleep Quality; Use of Sleep Medication, and;
Daytime Dysfunction.
Continuous variables are described using measures of central tendency, percentiles and
standard deviation. Nominal level variables are described using proportions. Inferential analyses
of the data are presented in relation to each of the three research questions and draw upon some
or all of the study variables and supplementary responses.
Demographic Characteristics
Demographic characteristics of respondents for both PTSD-Negative and PTSD-Positive
groups overall were fairly similar (Table 1, p.47). In terms of gender, there were slightly less
female respondents for the PTSD-Positive (15%) than PTSD-Negative (18%) group, however for
males results were parallel for both groups (80% & 81%). The age distribution of both groups
was also fairly similar with the exception of the 55 – 64 category, in which the PTSD-Positive
group had fewer respondents than the PTSD-Negative group, 6% and 13%, respectively. There
were no respondents under the age of 25 or over 64. Both groups were predominantly of
White/Caucasian origin (95% & 90%), with similar responses for the remaining origins.
Regarding marital status, the majority of respondents were married for both the PTSDNegative and PTSD-Positive groups, 95% and 90% respectively. The remaining marital status
responses were fairly similar with the exception of the “separated” category, in which the PTSD-
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Negative group had fewer separated respondents than the PTSD-Positive group, 7.6% and 9.1%
respectively.
Inclusion criteria to participate in the study included deployment as part of a peacekeeping or
combat mission in an active or support role. For the number of deployments there was variance
between the groups at a singular level, however responses were comparable when combined.
Seventy-six percent of the PTSD-Negative group deployed 1 – 4 times and 16% deployed 5 –
more than 10 times, whereas the 81% of the PTSD-Positive group deployed 1 – 4 times and 15%
deployed 5 – 8 time (there were no respondents that deployed more than 10 times for this group).
For the PTSD-Negative group (n = 76) the mean for deployment was 1.88 and 3.22 for the
PTSD-Positive group (n = 32; Figure 9, p.94), indicating that the PTSD-Positive group deployed
more times than the PTSD-Negative group.
Education was equivalent for both groups with the majority of respondents attending
University or College. The majority of respondents for both groups indicated an income range of
$50,000 - $100,000 with 65% for the PTSD-Negative group and 72% for the PTSD-Positive
group. This equates to the majority of respondents in the ranks of Corporal, Master Corporal,
Sergeant, Warrant Officer, Master Warrant Officer, Chief Warrant Officer for NonCommissioned Service Members (NCMs), and Second Lieutenant, Lieutenant and Captain for
Commissioned Officers (Officers). In terms of potential RCMP respondents, no salary to ranking
schedule was found to determine classifications.
Lastly, the number of children living at home varied between the groups with the highest
percentages of children aged 3 – 5 or not living at home for the PTSD-Positive group, and aged <
1 – 2 or 9 – 11 for the PTSD-Negative group.
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Table 1

Demographics: PTSD-Negative, PTSD-Positive groups

Gender

Age

Race

Marital Status

Number of
deployments

Education

Income
(range)

Children living
at home
(age range)

Demographics
Female
Male
Prefer not to answer
25-34
35-44
45-54
55-64
White / Caucasian

PTSD-Negative %
18
80
1.3
33.8
26.3
26.3
13.8
95

PTSD-Positive %
15.2
81.8
3.0
30.3
30.3
33.3
6.1
90.9

Asian

1.3

3.0

Spanish / Hispanic / Latino
Other

1.3
2.5

3.0
3.0

Married / Living with Partner
Divorced / Separated
Single, Never Married
Prefer Not to Answer
1
2
3
4
5
6
7
8
More than 10 times

88.8
7.6
2.5
1.3
20.0
28.7
18.8
10.0
7.5
5.0
1.3
1.3
2.5

87.9
9.1
3.0
0
21.2
24.2
15.2
21.2
12.1
0
0
3.0
0

I prefer not to say
High school

3.8
27.5

0
27.3

University or College
I prefer not to say
$100,000 or more
$50,000 - $100,000
$40,000 - $50,000
$30,000 - $40,000
Under $20,000
Prefer Not to Answer
<1-2

70.0
2.5
21.3
65.0
3.8
1.3
2.5
6.3
10.0

72.7
0
15.2
72.7
9.1
0
3.0
0
24.2

3-5
6 - 11
12 - 17
> 18
My children do not live with me

15.0
12.6
6.3
5.0
18.8

12.1
18.2
9.1
6.1
3.0
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Descriptive Analysis of the Study Variables
Descriptive analyses are presented by comparing the PTSD-Negative and the PTSD-Positive
groups by study variable and supplementary responses.
Posttraumatic Stress Assessment.
For posttraumatic stress assessment, the PTSD-checklist Military Version (PCL-M) was used
to describe both groups. The PTSD-Negative group (n = 81) total PTSD scores ranged from 17
– 50 (Figure 3, p.88), and indicated a relatively low Posttraumatic Stress Assessment (M = 32.64,
SD = 9.806; Table 2; Figure 8, p.93) with a fairly normal distribution (Mode = 43.0; Figure 3,
p.88). Whereas the PTSD-Positive group (n = 34) total PTSD checklist-military version scores
ranged from 51 – 81 (Figure 4, p.89), and indicated a high Posttraumatic Stress Assessment (M =
63.50, SD = 9.99; Table 2; Figure 8, p.93) with a positively skewed distribution (Mode = 66.0;
Figure 4, p.89). In addition, Table 3 (p.97) indicates that PTSD-Positive group had significantly
different PTSD Assessment scores than PTSD-Negative group, t (-15.31), p < .05, d = 113.
Table 2

PTSD Assessment (PCL-M): Mean, Median, Mode and Std. Deviation
Total PCL-M Score
N
Mean
Median
Mode
Std. Deviation

PTSD-Negative
81
32.64
32.00
43.00
9.80

PTSD-Positive
34
63.50
61.00
66.00
9.99

Dyadic Adjustment.
For dyadic adjustment, the Dyadic Adjustment Scale (DAS) was used to describe both
groups. The PTSD-Negative group (n = 81) total DAS scores ranged from 22 -140 (Figure 5,
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p.90) and were spread over a large range of values (M = 101.34, SD = 26.15; Table 4: Figure 7,
p.92) with a normal distribution (Mode = 123.0; Figure 5, p.90). Although the range of values for
PTSD-Positive group was similar to the PTSD-Negative group there was a higher frequency of
lower scores (Figure 11, p.96). The PTSD-Positive group (n = 34) DAS scores ranged from 9 –
137 (Figure 6, p.91) with a lower mean than compared to PTSD-Negative group (M = 76.70, SD
= 28.56; Table 4; Figure 7, p.92) and a normal distribution (Mode = 53.0, multiple modes existed
– the smallest is noted; Figure 6, p.91).
Table 4

Dyadic Adjustment (DAS): Mean, Median, Mode and Std. Deviation
DAS Total Score
PTSD-Negative
PTSD-Positive
N
81
34
Mean
101.34
76.70
Median
108.00
80.50
Mode
123.00
53.00a
Std. Deviation
26.15
28.56
a. Multiple modes exist. The smallest value is shown.

Sleep Issues (Insomnia/Sleep Dysfunction).
For sleep issues, the subscales of the Pittsburgh Sleep Quality Index (PSQI) were used to
determine sleep issues related to insomnia/sleep dysfunction. For the subscale Subjective Sleep
Quality, scores ranged from 0 – 3 for both groups, with the PTSD-Negative group (n = 74)
characterized by a considerably lower mean and similar variability (M = 1.32, SD = .79; Table 5,
p.50; Figure 10, p.95) when compared to PTSD-Positive group (n = 34; M = 2.44, SD = .61;
Table 5, p.50; Figure 10, p.95). For the subscale Sleep Medication Usage total scores ranged
from 0 – 3 for both groups, with the PTSD-Negative group (n = 81) characterized by a
considerably lower mean and fairly similar variability (M = .53, SD = .98; Table 5, p.50; Figure
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10, p.95) when compared to PTSD-Positive group (n = 33; M = 1.63, SD = 1.29; Table 5; Figure
10, p.95). For the sub-scale, Daytime Dysfunction, total scores ranged from 0 – 3 for both
groups, with PTSD-Negative group (n = 81) characterized by a relatively lower mean and fairly
similar variability (M = .93, SD = .63; Table 5; Figure 10, p.95) when compared to PTSDPositive group (n = 34; M = 1.88, SD = .87; Table 5; Figure 10, p.95).
Table 5

Sleep Issues (PSQI): Mean, Median, Mode and Std. Deviation
Pittsburgh Sleep Quality Index
PTSD-Negative
Sleep
Quality
N
Mean
Median
Mode
Std. Deviation

74
1.32
1.00
1.00
.79

Sleep
Medication
Usage
81
.53
.00
.00
.98

PTSD-Positive

Daytime
Dysfunction

Sleep
Quality

81
.93
1.00
1.00
.63

34
2.44
2.50
3.00
.61

Sleep
Medication
Usage
33
1.63
2.00
3.00
1.29

Daytime
Dysfunction
34
1.88
2.00
1.00
.87

Supplementary Questions.
A number of supplementary questions were asked to augment study variables (Appendix D).
Although participants were grouped based on their PTSD assessment, many of the PTSDNegative respondents noted the presence of PTSD symptoms in both closed-ended and openended supplementary question responses, which are highlighted in the presentation of results.
Partner distress was relatively unrelated to PTSD for the PTSD-Negative group with 70%
indicating, “I don’t have PTSD” and 82% indicating, “Not related to PTSD” (Table 22, p.102;
Table 23, p.102). For the PTSD-Negative group the most frequent responses for partner distress
were related to: work stress, separation; relationship issues; his/her own issue(s); and, sexual
dysfunction, intimacy issues, respectively (Table 24, p.51). Conversely partner distress was
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somewhat related to PTSD for the PTSD-Positive group with 41% indicating, “Yes” and 52%
indicating “My PTSD symptoms” (Table 22, p.102; Table 23, p.102). For the PTSD-Positive
group the most frequent responses for partner distress were related to: depression, anxiety,
moodiness; anger, aggression; impaired attention, concentration; and, avoidance, emotional
numbing symptoms, respectively (Table 24). Although there were many commonly reported
causes for relationship distress for both groups, there were also numerous responses that were
specific to each group. Nonetheless no single response stood out that could be identified as a key
cause for relationship distress overall.
Table 24
Causes of partner distressed – OTHER responses
PTSD-Negative
Common
Themes

Group
Specific
Themes

PTSD-Positive

Response
Work Stress, Separation

Frequency
13

Relationship Issues
Family Issues (Children,
Extended Family)
Anger, Aggression
Sleep Issues
Depression, Anxiety,
Moodiness
Impaired Attention,
Concentration
Sexual Dysfunction,
Intimacy
His/Her Own Issue(s)
Financial Issues
Physical Health Issues
Extra-Circular Activities
Personal Perceptions

7
5
4
4
4
1
5
6
4
3
2
1

Response
Depression, Anxiety,
Moodiness
Anger, Aggression
Impaired Attention,
Concentration
Work Stress, Separation
Sleep Issues
Relationship Issues
Family Issues (Children,
Extended Family)
Avoidance, Emotional
Numbing Symptoms
Hyperarousal Symptoms
Lack Of Support
Re-Experiencing Symptoms
Alcohol Use
Rumination

Frequency
10
9
7
5
5
4
1
7
4
2
1
1
1

In terms of frequency, how often PTSD symptoms affected their relationship, for the PTSDNegative group the majority of respondents noted, “I don’t have PTSD” (76%). While for the
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PTSD-Positive group 52% noted “often” or “always” and 17% of respondents noted, “I don’t
have PTSD” (Table 25, p.102).
When asked, if the quality of their relationship was affected by their PTSD symptoms, the
majority of the PTSD-Negative group (74%) indicated, “I don’t have PTSD”. However, the
PTSD-Positive group noted “extremely” and “moderately,” 38% and 32% respectively, with
17% indicating, “I don’t have PTSD” (Table 26, p.103).
The majority (66%) of PTSD-Negative group indicated, “I don’t have PTSD”, when asked
about symptoms of Avoidance or Emotional Numbing after having a disagreement or conflict
with their partner. Whereas 64% of the PTSD-Positive group indicated “much worst” or
“somewhat worst” and 14% indicated, “I don’t have PTSD” (Table 27, p.103).
When asked what they felt their sleep issues were related to, 18% of respondents in the
PTSD-Negative group indicated “issues in my relationship,” 12% indicated “both – issues in my
relationship and PTSD,” and 4% indicated “PTSD”. This differed for the PTSD-Positive Group
in which 44% indicated “both – issues in my relationship and PTSD,” 20% indicated “PTSD,”
5% indicated “issues in my relationship” (Table 28, p.103). For both groups, the most frequent
“other” causes for sleep issues was related to work stress. Groups also reported many identical
causes with differing frequencies, however in addition the PTSD-Positive group noted alcohol
use and depression as group specific causes (Table 29, p.53).
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Table 29
Sleep issues (insomnia or sleep dysfunction) – OTHER responses
PTSD-Negative
Common Themes

Response
Work Stress
Life Stress (General)
Physical Health Issues
PTSD Symptoms*
Financial Issues
Relationship Issues
Family Issues (Children,
Extended Family)

PTSD-Positive
Frequency
8
5
4
2
1
1

Response
Work Stress
Relationship Issues
Physical Health Issues
PTSD Symptoms
Financial Issues
Family Issues (Children,
Extended Family)

Frequency
4
2
1
1
1
1

1

Group Specific
Depression, Anxiety
Themes
Alcohol Use
* NOTE: Respondents did not meet the cut-off for PTSD diagnoses.

1
1

In terms of insomnia or sleep dysfunction after a disagreement or conflict with their partner,
the majority of respondents (51%) in the PTSD-Negative group indicated, “I don’t have PTSD,”
while 37% indicated “about the same,” “much worst,” or “somewhat worst”. For the PTSDPositive group 58% indicated “much worst” or “somewhat worst,” 11% indicated “about the
same,” and 11% indicated “I don’t have PTSD” (Table 30, p.104).
When asked to describe PTSD symptoms that affect your relationship, respondents from both
groups noted aspects associated with PTSD such as: emotionally numb, lack of empathy; anger,
aggression; avoidance behaviours, and; withdrawn, detached. Respondents also commonly noted
sleep issues and outcomes associated with insomnia/sleep dysfunction such as less tolerant,
impatient. While group specific responses for the PTSD-Negative group were noted only once
per respondent, the PTSD-Positive group frequently noted symptoms of PTSD, comorbidities of
PTSD and outcomes associated with PTSD, including: anxiety; feelings of isolation;
hyperarousal issues; harmful relationship behaviours; impaired attention, concentration;
emptiness, lack of motivation; depression, and; paranoia (Table 31, p.54).
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Table 31
PTSD symptoms that affect respondents’ relationships
PTSD-Negative
Common Themes

Group Specific
Themes

Response
Sleep Issues
Emotionally Numb, Lack
of Empathy
Anger, Aggression
Avoidance Behaviours
Withdrawn, Detachment
Less Tolerant, Impatient
Alcohol Use
Sleep Medication Usage
Sense of Doom
Changed Outlook on life
Depression
Partner doesn’t
understand
Irritability

PTSD-Positive
Frequency
5
3
2
2
2
1
1
1
1
1
1
1
1

Response
Anger, Aggression
Emotionally Numb, Lack
of Empathy
Less Tolerant, Impatient
Withdrawn, Detachment
Alcohol Use
Sleep Issues
Avoidance Behaviours
Anxious
Feelings of Isolation
Harmful Relationship
Behaviours
Hyperarousal Issues
Impaired Attention,
Concentration
Emptiness, Lack of
Motivation
Depression
Paranoia
Feelings Of Guilt
Life Stress
Re-Experiencing Issues
Increased Need For Order

Frequency
8
6
5
3
2
2
1
5
5
3
3
3
3
2
2
1
1
1
1

When asked, in what ways have your combat experiences affected your relationship, common
responses for both groups included symptoms of PTSD, outcomes associated with PTSD and
issues related to insomnia/sleep dysfunction, such as: emotionally numb, lack of empathy;
feelings of isolation; less tolerant, impatient, and; anger, aggression. For the group specific
responses, the most frequently reported response for the PTSD-Negative group was positive in
terms of relationship functioning - appreciation of relationship, life. However some responses
specific to the PTSD-Negative group would likely impede positive relationship functioning such
as separation stress, harmful relationship behaviours and reduced life satisfaction, while others
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such as mindfulness, don’t sweat the small stuff and reallocation of family roles may not impact
relationships or could be positive to relationship functioning. Importantly group specific
responses reported by the PTSD-Positive group were all destructive to relationship functioning,
with the exception of Achluophobia – fear of the dark. Overall for the PTSD-Positive group the
majority of responses were associated harmful aspects of relationship functioning that are likely
to be linked to destructive conflict or were acknowledgements of their relationship dysfunction
(Table 32, p.56).
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Table 32
Combat experience(s) influence/outcomes in relationships
PTSD-Negative
Common
Themes

Group
Specific
Themes

Response
Emotionally Numb, Lack of
Empathy
Less Tolerant, Impatient

PTSD-Positive
Frequency
6
4

Response
Feelings of Isolation

Frequency
5

Emotionally Numb, Lack
of Empathy
Less Tolerant, Impatient
Anger, Aggression
Sleep Issues
Hyperarousal Issues
Increased Need for Order,
Control
Anxious
Partner doesn’t understand

3

5
4

Anger, Aggression
Feelings of Isolation
Hyperarousal Issues
Increased Need for Order
Anxious

4
2
2
1
1

Sleep Issues
Appreciation of Relationship,
Life
Separation Stress
Harmful Relationship
Behaviours
Don't Sweat the Small Stuff*
Reduced Life Satisfaction

1
9

Mindfulness in Relationship
Impaired Attention,
Concentration
Reallocation of Family Roles
Poor Decision Making
Behaviours
Internalization

1
1

Relationship Rift
Intimacy Issues, Reduced
Affection
Withdrawn, Detachment
Relationship Dissolution,
Divorce
Depression
Physical Health Issues

1
1

Re-Experiencing Issues
Trust Issues

1
1

1

Achluophobia
Witnessing extreme death,
dismemberment
Extreme need for affection
Alcohol Use

1
1

6
3
3
3

2
2
1
1
1
1
5

3
2
1
1

1
1

*Note - this theme describes how respondents are not concerned with inconsequential life
aspects unless it represents a life or death situation.
Research Questions
For research question one, Pearson’s correlation coefficient (r) was used to measure the
direction and strength of the relationship. For research questions two and three, supplementary
responses were utilized to investigate results.
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Research Question One.
The first research question was: are PTSD symptoms of insomnia/sleep dysfunction and
avoidance/emotional numbing associated with relationship distress? To investigate this question
the Pearson correlation coefficient was used to determine the relationships between: a) PTSD
and relationship distress; b) PTSD symptoms of insomnia/sleep dysfunction and relationship
distress, and; c) PTSD symptoms of avoidance/emotional numbing and relationship distress.
Dyadic adjustment was used as a measure of relationship quality, as it has been consistently
shown to discriminate between distressed and non-distressed couples (Graham, Liu, & Jeziorski,
2006), with lower scores indicating distress.
Table 6 (p.97) indicates there is a significant negative relationship between PTSD assessment
and dyadic adjustment for the PTSD-Negative group, r (79) = -.30, p = .01. Similarly Table 7
(p.97) indicates a significant negative relationship between PTSD assessment and the dyadic
adjustment for PTSD-Positive group, r (32) = -.42, p = .05. This implies that as the total the
PTSD assessment (PCL-M) score increases the total dyadic adjustment score decreases or vise
versa. Further as these correlations are greater than ±.3 (medium effect size) and are nearly ±.5
(large effect size) this suggests a fairly strong relationship.
Findings also indicated that the avoidance cluster (items 6-12, including emotional numbing)
of the PTSD assessment were significantly correlated for the PTSD-Negative group, r (79) = .428, p = .01, and the PTSD-Positive group, r (32) = -.43, p = .05 (Tables 16, p.100; Table 17,
p.100). However the correlation level for PTSD-Negative Group (p = .01) was stronger than
PTSD-Positive Group (p = .05) and is likely attributable to the difference in a larger sample size
for PTSD-Negative Group (n = 81) than PTSD-Positive group (n = 34). Additional correlation
tests were conducted for the symptom clusters of intrusion (items 1-5) and arousal (items 13-17),
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to determine if these clusters also played a role in dyadic adjustment. The clusters of intrusion
and arousal did not indicate a correlation to the dyadic adjustment for both groups (Table 18,
p.101; Table 19, p.101; Table 20, p.101; Table 21, p.102), suggesting that the avoidance cluster
is comprised of the most detrimental PTSD symptoms relative to low dyadic adjustment and
relationship distress. This is in keeping with past findings, which noted the avoidance cluster
being the most harmful symptoms relative to intimate partner functioning (e.g. Evans et al.,
2003; Solomon, Dekel, & Mikulincer, 2008).
Given that the PTSD-Negative group, PTSD assessment (PCL-M) scores were less than 50,
and did not indicate a PTSD diagnosis a further examination was conducted. This revealed that
15 participants were within the high Posttraumatic Stress Assessment (total scores of 44 - 85), 23
were within the moderate Posttraumatic Stress Assessment (total scores of 34 - 43) and 43 were
within the low Posttraumatic Stress Assessment (total scores of 17 - 33) with a total mean of 32.
Although the PTSD-Negative group did not meet the cut-off for a PTSD diagnosis (51 or higher,
total score), 46% of respondents were within the high and moderate Posttraumatic Stress
Assessment, with the highest mean value (M = 13.16) reported in the avoidance cluster (arousal
cluster, M = 10.76; intrusion cluster, M = 8.71), which may account for this connection.
Nonetheless it is apparent that PTSD symptoms are negatively associated with relationship
functioning and represent a clear indicator for relationship distress.
In terms of sleep issues, Tables 8, 9, 10 and 11 (p.98) indicate that for both Subjective Sleep
Quality and Use of Sleeping Medication (PSQI subscales) there was no relationship to the dyadic
adjustment for both groups. However a significant correlation was observed between Daytime
Dysfunction (PSQI sub-scale) and the dyadic adjustment for PTSD-Negative group, r (79) = .26, p = .05 (Table 12, p.99), but not for the PTSD-Positive group (Table 12, p.99). Though this
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relationship is not considered strong, as the effect size is greater than ±.1 (small effect size) but
less than ±.3 (medium effect size).
Although only the PTSD-Negative group showed a correlation to sleep issues with a
relatively low association, it is still probable that lack of sleep, to some extent, is harmful to
relationship functioning as noted in past findings (e.g. Troxel, 2010). Since the PTSD-Positive
group did not show significant correlations between sleep issues and dyadic adjustment, for this
population perhaps other aspects of PTSD are more detrimental such as avoidance symptoms.
Nonetheless for those that did not meet the cut-off for PTSD (PTSD-Negative group), sleep
issues - specifically daytime functioning may negatively contribute to relationship functioning.
In addition, the open-ended and close-ended supplemental responses provided secondary
support that the symptoms of insomnia/sleep dysfunction and avoidance/emotional numbing
were associated with relationship distress for both groups. In general, the PTSD-Negative and
PTSD-Positive groups indicated that having PTSD made their partner distressed or upset, 4%
and 41% respectively; however this was more substantial for the PTSD-Positive group (Table 22,
p.102). When asked to specify the cause of their partner being upset or distressed,
avoidance/emotional numbing and sleep issues were noted in open-ended responses (Table 24,
p.51). In addition other aspects that could be attributed to insomnia/sleep dysfunction and
avoidance/emotional numbing were noted, such as impaired attention, concentration, anxiety,
depression and moodiness (Table 24, p.51). Respondents also indicated that the frequency of
how often PTSD symptoms affected their relationship was high for PTSD-Positive group, with
52% identifying always or often, and 23% identifying sometimes. Whereas the majority of
PTSD-Negative group (76%) indicated, I don’t have PTSD (Table 25, p.102).
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In summary the symptoms of avoidance/emotional numbing were associated with relationship
distress as these were negatively correlated to dyadic adjustment for both the PTSD-Negative
and PTSD-Positive groups. Avoidance/emotional numbing was also associated with relationship
distress through the supplementary responses, although results were different between groups
with considerably support for PTSD-Positive group. In regard to insomnia/sleep dysfunction
symptoms association with relationship distress, these were slightly negatively correlated to
dyadic adjustment for PTSD-Negative group but not for PTSD-Positive group. Although there
was support noted as part of the supplementary responses for both groups.
Research Question Two.
The second research question was: how are PTSD symptoms of insomnia/sleep dysfunction
and avoidance/emotional numbing associated with relationship distress? To investigate this
question, supplementary responses were used to identify the ways in which (how) these
symptoms affected relationship functioning and vise versa.
Respondents for both the PTSD-Negative and the PTSD-Positive groups indicated that when
their partner is upset or distressed it was related to their PTSD symptoms; 8% and 52%
respectively, although this was more substantive for the PTSD-Positive group (Table 23, p.102).
Specifically respondents from the PTSD-Positive group indicated that when they had
insomnia/sleep dysfunction it was related to both issues in their relationship and PTSD (44%), as
well as exclusively PTSD (20%; Table 28, p.103). Further “other” responses included
relationship issues and PTSD symptoms (Table 24, p.51).
To discover how symptoms were associated with relationship distress, respondents were
asked about the quality of their relationships. The PTSD-Positive group indicated that their
relationships were extremely (38%) and moderately (32%) affected by PTSD, while the majority
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of the PTSD-Negative group (74%) indicated I don’t have PTSD (Table 26, p.103). When asked
which PTSD symptoms affected their relationship and how, responses for both groups included:
sleep issues; emotionally numb, lack of empathy; less tolerant, impatient; withdrawn, detached;
avoidance behaviors; and, anger, aggression. While specific themes to the PTSD-Positive group
included: anxiety; feelings of isolation; harmful relationship behaviours; hyperarousal issues;
impaired attention, concentration; emptiness, lack of motivation; paranoia; feelings of guilt; life
stress; re-experiencing issues; and increased need for order (Table 31, p.54).
When asked, in what ways have your combat experiences affected your relationship,
respondents’ acknowledged significant negative aspects of their relationship that correspond with
symptoms of avoidance/emotional numbing. For example, a respondent from the PTSD-Positive
group noted “… sometimes when I get into a low spot and she [wife] tries to help me through it
with closeness, I sometimes feel as though I have used her. I take physically, but have very little
to give back emotionally.”
Lastly as noted above, Reintegration theory argues that separation and adjustment is
associated with relationship distress. Therefore deployment was examined using the Pearson
Correlation Coefficient to determine if it was a confounding factor in relationship functioning.
Results indicated that for both groups (Table 14, p.99; Table 15, p.100), deployment was not
correlated to dyadic adjustment. This is in keeping with the previously noted limitations of
Reintegration theory as military families may have a particular reliance to separation and
unification. Aside from deployment there were no other potential confounding variables
identified that required examination.
In summary, it was identified that the PTSD symptoms of avoidance/emotional numbing and
insomnia/sleep dysfunction were connected to intimate partner relationships functioning through
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perceptions quality. How quality is affected can be highlighted through respondents’ responses
that can be linked to destructive conflict and harmful relationship behaviours. These include:
impaired attention/concentration that are aspects of impaired cognitive performance; less
tolerant/impatient that are aspects of negative affect; withdrawal/detachment that are aspects of
avoidance or emotional numbing; emptiness/lack of motivation that are aspects of decrease
elation and are inhibitors of constructive conflict. Further as noted above, most of these aspects
are also characteristics of sleep deprivation that is known to be extremely detrimental to positive
marital functioning. In addition if these symptoms or outcomes of PTSD are present within a
relationship, they are probable to compromise communication and self-regulatory skills leading
to destructive conflict, declining relationship quality and potential relationship dissolution (as
indicated by two respondents in PTSD-Positive group).
Research Question Three.
The third research question was: does the non PTSD affected partner’s distress maintain or
exacerbate the primary victims PTSD symptoms of insomnia/sleep dysfunction and
avoidance/emotional numbing? To investigate this question, supplementary responses were used
to determine if the non-PTSD affected partners’ distress could be shown to maintain or
exacerbate the primary victims PTSD symptoms of insomnia/sleep dysfunction and
avoidance/emotional numbing. For the purpose of this question responses of “much worst” and
“somewhat worst” were grouped into a symptom exacerbation category and “about the same”
was categorized as symptom maintenance.
Respondents from the PTSD-Positive group indicated that after having a disagreement or
conflict with their partner, their symptoms of insomnia or sleep dysfunction were exacerbated
(58%) and maintained (11%). While the majority of the PTSD-Negative group noted, “I don’t

PTSD AND RELATIONSHIP FUNCTIONING
	
  

63	
  

have PTSD” (51%), 23% indicated symptom exacerbation and 14% indicated their symptoms
were maintained (Table 30, p.104).
When asked about their symptoms of avoidance or emotional numbing after having a
disagreement or conflict with their partner, for the PTSD-Positive group 64% indicted their
symptoms were exacerbated, while 8% indicated their symptoms were maintained. For the
PTSD-Negative group, the majority noted “I don’t have PTSD” (66%), 15% indicated symptom
exacerbation and 11% indicated their symptoms were maintained (Table 27, p.103).
When applying COR theory to these results, it is probable that negative relationship
functioning outcomes of avoidance/emotional numbing as reported by PTSD-Positive group
respondents (discussed as part of research question two) are likely to cause emotional distress in
the non-PTSD partner, these included: intimacy issues/reduced affection; emotionally numb/lack
of empathy, and; withdrawn/detached. Thus prohibiting the gain of the lost resource,
management or remission of avoidance behavior, and creating a stressor pile-up of: a) the initial
avoidance PTSD symptom(s), and; b) relational distress, thus maintaining or exacerbating the
initial PTSD symptom. This was supported by respondents’ indication that after a conflict or
disagreement their symptoms of avoidance/emotional numbing were exacerbated or maintained
(72%). It is also probable that this could lead to the potential onset of additional PTSD symptoms
such as sleep issues.
Although sleep issues were not correlated to dyadic adjustment using the Person Correlation
Coefficient, respondents supplemental responses support that COR can be applied to
insomnia/sleep dysfunction. For the PTSD-Positive group, respondents reported issues of
impaired attention/concentration, sleep issues and hyperarousal symptoms, which are known to
cause emotional distress in the non-PTSD partner (for review, see literature review).
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Respondents also indicated that after a conflict or disagreement their symptoms of
insomnia/sleep dysfunction were exacerbated or maintained (69%).
In addition, based on the discussion of research question two, there are various responses
associated with negative relationship functioning that could initiate relational distress, plus the
presence of other PTSD symptoms in the PTSD-Positive group such as hyperarousal and
intrusion issues (Table 31, p.54).
Lastly this can be supported through PTSD-Positive group respondents’ perceptions of how
combat has affected their relationships. For example, “… I have seen evil and she [partner]
thinks that the world is a wonderful place with no issues,” “my spouse complains that I am not
the same person she married,” “they [partners] think they know what you experienced but they
don't.” These examples indicate detachment from their intimate partners that is considerable and
very likely to affect relationship functioning, that paired with PTSD symptoms would support a
cyclical pattern as explained in the COR.
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Chapter VI: Discussion
This study sought to identify a relationship between combat-related PTSD symptoms of
insomnia/sleep dysfunction, avoidance/emotional numbing and intimate partner distress, and to
specifically outline mechanisms by which symptoms and distress are maintained or exacerbated.
It was identified that PTSD overall is negatively related to dyadic adjustment, and it was
affirmed that avoidance symptoms represent the most detrimental cluster of PTSD in terms of
relationship functioning. Although insomnia/sleep dysfunction was not correlated to dyadic
adjustment for those with PTSD, it was identified as a contributor to negative relationship
functioning through supplementary responses. The mechanisms by which symptoms and distress
are maintained or exacerbated can be identified through the application of COR theory. Although
this theory has been applied in the context of PTSD, it has not been utilized to specifically
describe the influence of PTSD symptoms within intimate partner relationships. Given that
several existing theories have attempted to describe the unique phenomenon of combat trauma
within a relationship, the following discussion will address the benefits of using COR theory in
future.
In addition, discussion will identify the use of this study’s findings as they relate to revised
prevalence rates of PTSD and recommendations for research, education and practice, as well as
limitations and strengths of this study.
Support for Use of New Theory
This study attempted to identify the need for a new comprehensive theory to understand the
impact of PTSD symptoms within intimate relationships of combat veterans. This determination
was based on the review of previous theories, where four presumed a unidirectional perspective
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(Caregiver Burden, Ambiguous Loss, Reintegration & Secondary Traumatization), while two
other theories recognized a bidirectional interaction (Couple Adaptation to Stress & CognitiveBehavioural Interpersonal Model). However none of the past theories had introduced the notion
of a cyclical theory. Based on this study’s findings there is support for the use of a cyclical
theory, specifically the Conservation of Resources theory that is discussed below.
When examining the study’s results, assumptions	
  from	
  past	
  theories are called into
question. For example, although the study did not include intimate partners’ perceptions, it was
apparent that PTSD symptoms themselves were responsible for intimate partner distress, as
identified by 52% of PTSD-Positive respondents with 70% noting that PTSD affected the quality
of their relationship. None of the respondents identified that their partners’ distress was
associated to caring for them, as outlined in Caregiver Burden theory. Although some
respondents noted “family issues” or “relationship issues,” these were in the context of a
nonexistent communication or parenting disagreements. This example could also erode the
construct of Ambiguous Loss that premises on changes in family functioning as veterans could
no longer perform familial tasks post-traumatic event. This theory was also not supported, as all
open-ended supplementary responses noted PTSD symptoms or comorbidities to PTSD as
responsible for intimate partner distress. Further, as both Caregiver Burden and Ambiguous Loss
perspectives focus on gender in terms of familial roles, for part of this study additional analyses
were conducted to determine if gender was a confounding variable. It was determined that
gender was not found to influence findings, with females from both the PTSD-Positive and
PTSD-Negative groups noting low and high dyadic adjustment scores.
In terms of Reintegration, this construct argues that adaptability and adjustment to war
separation contributes to dyadic adjustment. Interestingly when examining deployment as part of
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this study, it was not correlated to dyadic adjustment thus suggesting that reintegration is not a
key contributor to dyadic adjustment. If reintegration after deployment was a factor, as the
number of deployments increased dyadic adjustment should decrease. Of note, respondents did
indicate separation stress was a cause of their partners’ distress however this was expressed as an
issue in the period of separation. It is likely that this stress was related to the inability for
deployed partners to assist in daily activities, the fear of death or injury that their partner may
sustain or limited access to communication devices while deployed.
Secondary Traumatization theory`s principle construct is that trauma symptoms are
transferable from the primary victim to their partner. It is very unlikely that this theory would be
supported through this study as it was clear that the avoidance cluster of PTSD symptoms was
the main contributor to dyadic adjustment. Secondary Traumatization’s central tenet is that the
primary victim communicates their traumatizing experience and thus infects their partner,
however given that avoidance behaviours involve avoiding situations, stimuli, withdrawal and
detachment it is unlikely that these communications occurred. Further as a key feature of
avoidance is emotional numbing, which is known to be seriously detrimental to relationship
functioning, it is again unlikely that the primary victim `traumatized` their partner with recounts
of their combat experiences.
Lastly, although the Couple Adaptation to Stress and Cognitive-Behavioural Interpersonal
Models presume a bidirectional pathway or overlapping mechanisms that influence the course of
PTSD and relationship adjustment, these theories do not account for the cyclical influence of
PTSD symptoms. As per this study, PTSD can be associated with significant distress in intimate
partners, which after having a disagreement or conflict are exacerbated (for avoidance/emotional
numbing 64%; for insomnia/sleep dysfunction 58%), thus causing further intimate partner
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distress and stressor pile-up. While Couple Adaptation to Stress and Cognitive-Behavioural
Interpersonal Models consider the influence of PTSD within a relationship these theories do not
allow for the identification of specific mechanisms by which PTSD interacts within a
relationship.
Based on this discussion, it is apparent that COR theory can account for the unique aspects of
combat-related trauma within intimate partner relationships. Further, COR theory represents a
comprehensive means to identify the impact of PTSD (including sub-clinical symptoms) in
relationship functioning, and moves beyond simply examining associations between PTSD
symptoms and individuals to include a domino and recurring impacts.

Revised PTSD Prevalence Rate
It is possible that the findings of this study could be representative of the overall deployed
military population in Canada, in particular given that this study did not limit participation to
those with PTSD. Using the most recent sizeable deployment as an example, since October 2001
approximately 39,267 Canadian Forces personnel have deployed to Afghanistan. As part of this
deployment, 38% of personnel were “up to age 27,” 36% were “age 28 to 37,” 22% were “age 38
to 47 inclusive,” and 4% were “age 48 to 59,” with women representing approximately 10% of
personnel deployed. Seventy-one percent were from the ranks of Corporal, Master Corporal,
Sergeant, Warrant Officer, Master Warrant Officer, Chief Warrant Officer, Second Lieutenant,
Lieutenant and Captain (Government of Canada, 2014). The characteristics of these
demographics are very similar to those of this study with the exception that there were no
participants under the age of 25. With both groups combined, 80% were male and 17% were
female, 32% were aged 25-34, 27% were aged 35-44, 28% were aged 45-54, and 11% were aged
55-64. Further the ranks of deployed personnel as part of this study are also similar to those
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deployed to Afghanistan - Corporal, Master Corporal, Sergeant, Warrant Officer, Master
Warrant Officer, Chief Warrant Officer, Second Lieutenant, Lieutenant and Captain.
Given the resemblance to actual deployed populations this would indicate that a more
accurate prevalence rate of PTSD for Canadian combat veterans is 29% (Figure 12).
Figure 12. Canadian combat veteran PTSD prevalence.

PTSD Prevalence

=

Number of participants that met the cut-off for PTSD
Total number of participants in the study
n = 34
N = 115

X 100

X 100 = 29 percent

This is considerably higher than the previously reported estimates from the Department of
National Defence (2004) that up to 10% of combat veterans including peacekeeping forces will
experience PTSD. Although the previously reported estimated figure may have been determined
prior to the latest large deployment, it is also likely to have excluded undiagnosed cases of
PTSD. It was clear from this study that some respondents were not aware they met the cut-off for
a PTSD diagnosis, while others felt that they had PTSD when their self-reports did not support
this. Nonetheless, a revised PTSD prevalence rate could provide evidence for new or expanded
treatment programs and support services.
Implications for Research
It would be beneficial for future research to include a larger sample size, which is needed to
move beyond correlational findings and to better identify the course of combat trauma and
couple distress. A larger sample size may also provide a boarder perspective that may contribute
to classification and confirmation of the pattern of how specific PTSD symptoms interface
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within a relationship. Further, future research should consider the onset of new or additional
PTSD symptoms as a potential result of relationship distress and stressor pile-up. For example,
based on the COR theory discussion above, it is probable that a PTSD-Positive partner with
avoidance or emotional numbing symptoms could present additional PTSD symptoms of
insomnia or sleep dysfunction in the absence of their initial avoidance symptoms or emotional
numbing symptom remediation. Although this study attempted to make this connection it was
difficult to isolate new from existing symptoms based on respondents’ answers.
In addition in order to gain a more fulsome understanding of the impacts of PTSD symptoms
within a relationship, data collection should also include participation of both partners in future
studies. Lastly, this study serves as a call for researchers to further explore the use of COR and to
test further hypotheses based on this perspective.
Implications for Policy
Study findings can be used to lobby politicians and other decision makers through the support
of empirical evidence to provide monetary support for the creation of screening and improved
care provisions for deployed military and RCMP members and their intimate partners. In
consideration of evidence of an increased prevalence rate and the recent increased length of
deployments, such as to Afghanistan and the course of PTSD it would benefit to members to
have an onsite Psychologist or Psychiatrist in theature. As PTSD is defined as a chronic disorder
access to a professional mental health provider at the time of acute traumatic stress onset may aid
in the reduction of chronic development. For example, in the last large deployment access to
mental health, in most cases was provided through a Padre, who would have limited training to
deal with significant mental health issues such as clinical assessment abilities. Although there is
intent to provide mental health services, access to a mental health provider specifically trained in
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trauma is recommended for the future. Increased access to care for operation stress injuries (i.e.
PTSD) is also outlined in a recent Omnibus report titled, Fortitude Under Fatigue: Assessing the
Delivery of Care for Operational Stress Injuries that Canadian Forces Members Need and
Deserve (Daigle, 2012). Relevantly, this report uses the term “Fortitude Under Fatigue”, which
is part of a Napoleon Bonaparte quote; “the most important qualification of a soldier is fortitude
under fatigue and privation.” Daigle (2012) indicates that, “in many ways this represents
Canadian Forces members in the immediate post-Afghanistan era, including those suffering from
Operational Stress Injuries and also parallels the present state of the Canadian Forces Mental
Health care system, especially in light of its chronic under-manning.” Additionally, the National
Institute of Mental Health (NIH) indicates that in the first couple weeks after a mass trauma
(including exposure to combat), brief sessions of Cognitive Behavioral Therapy (CBT) may be
helpful to some people who are having severe distress. For example, there is growing interest in
an approach called psychological first aid. The goal is to make people feel safe and secure,
connect people to health care and other resources, and reduce stress reactions (National Institute
of Mental Health, 2014). Therefore this approach could be beneficial to Canadian combat
veterans and accomplished through access to mental health workers, on-site during deployment
that are trained in mental health strategies for mass trauma.
Currently the Canadian military requires post-deployment screening that generally consists of
self-report on a number of aspects as part of the “Post-Deployment Screening Booklet.” At
current there are no investigations into relationship functioning, however given the findings of
this study it is suggested that dyadic adjustment be considered for inclusion as it could provide
valuable insights into the course of PTSD and inform service provisions. Given the revised
prevalence rates and cycle of PTSD suggested by this study, the administration period of the
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post-deployment screening is also important. It is possible that if post-deployment screening
occurs immediately after deployment then PTSD symptoms could be underrepresented. However
it is also beneficial to identify PTSD immediately, it is suggested that post-deployment screening
occur in two time periods – immediately after returning from deployment and then again after
three months to account for potential development of future symptoms. This would also have
clinical implications as noted by Nelson and colleagues (2011), specifically that individuals who
screen positively for PTSD are at increased risk for suicide ideation and potentially suicide
attempt. Further Nelson and colleagues (2011) indicated that early identification and treatment of
these individuals, may lead to a decline in the rates of suicidal behaviors among military
members.
Another implication for policy are the employment consequences that PTSD suffers in the
military are often confronted with. There appears to be a quandary in military policy positions;
on one hand the military supports those in seeking treatment for PTSD, yet on the other hand this
often includes negative employment outcomes, such as being placed on medical employment
limitations status. This status does not allow members to function in their previous capacity in
the workplace and often leads to releasing or being discharged from the military. New policies
must be developed to address this specific issue, as members are often able to continue to work
despite having a PTSD diagnosis. It is understandable that in some roles PTSD can significantly
hinder the abilities of a member to continue to function to previous capacities and may in some
case endanger the lives of others. However many PTSD suffers are able to function in a
workplace but perhaps in an adjusted or alternate role. Current practices in the military do not
enable temporary or permanent transfers between occupations, although the etiological
components of PTSD indicate development occurs as a result from military deployments. This
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was also investigated as part of the recent Fortitude Under Fatigue Omnibus report, and it was
recommended that “the rules regarding occupational transfer be changed to accommodate, in an
efficient manner, members diagnosed with post-traumatic stress disorder or other operational
stress injuries who could continue their military service if they transferred to another military
occupation.” However given the status of recommendation, “met to the extent that it could be”
and the relating concerns regarding the Joint Personnel Support Unit that has been assigned with
occupational transfer within in the military, such as:
•

“some view being posted to the Joint Personnel Support Unit as the kiss of death from a
career perspective. As long as this perception persists, it constitutes a barrier to care.”
and;	
  

•

“there is reticence among some elements of the chain of command who are opposed to
the Joint Personnel Support Unit approach to managing the significantly ill and injured.
(Daigle, 2012)”

It is recommended that considerably more attention be given to occupational transfer,
specifically to those with PTSD and that new policy direction is needed in order to successfully
achieve occupational transfers given the extremely negative perceptions of current practice. In
addition, there continues to be considerable controversy about whether military personnel are at
greater risk of suicidal behaviors (Tien et al., 2010) and that the rate of death by suicide in
military members is increasing (Kuehn, 2009; Nelson et al., 2011). Lately, this has been a focus
of Canadian media in which some military (or ex-military) members seeking treatment for PTSD
and were medically released or discharged from the military due to their PTSD diagnosis
(National Post, 2013; CBC News Canada, 2014, The Star Canada, 2013). Given the military
culture and lifestyle, it may be seen by some that military service is a large part of their identity.
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The notion of losing this identity, or feelings of despair regarding a means to gain income, paired
with PTSD could be a contributor to suicidal behaviours, ideation, attempts or completion.
Implications for Practice
The present study findings may be of help to improve patient care and conditions. While
some treatment methods for PTSD have been long standing, it is important to understand if
historical treatments are applicable and appropriate in modern psychology. As many new
psychological trauma causes emerge in scholarly works, it is imperative to consider the context
of the psychological trauma and PTSD symptoms to determine a suitable treatment plan. COR
could prove to be a valuable tool for the enhancement of couple therapies, particularly PTSDspecific therapies. This will arm clinical practitioners with the knowledge of destructive conflict
as a stressor, which contributes to stressor pileup and that can compound initial PTSD trauma
and exacerbates symptoms.
Recommendations for Education
Psychoeducation targeting the general public regarding PTSD is required to reduce stigmas
and enable sufferers to seek community support services and engage in personal support
networks without reserve. In the military in particular there seems to be significant stigmas
regarding to seeking mental health assistance and acknowledging the presences of symptoms or
diagnosis. In specific regard to PTSD, there appears to be lack of understanding from the general
population that a person can be diagnosed with PTSD and still have a high level of daily
functioning. Although in the most severe cases of PTSD daily functioning is compromised, there
is still little understanding that with treatment PTSD can be manageable. Further there also
appears to be the misunderstanding that PTSD is a lifetime disorder. Although PTSD is chronic
by definition it is not seen as a disorder for which remission is achievable.
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Psychoeducation initiatives are also required to specifically target military members
themselves to arm them with education to allow the identification of symptoms that they or their
colleagues may be displaying. This would also enable the ability to provide peer support and
allow for open communication in the workplace. For example, there are many seminars or
workshops that are available to military members on various topics such as drug and alcohol
awareness, suicide prevention, nutrition and managing angry moments, however there does not
appear to be any geared towards PTSD education. This is surprising, as this population is at a
higher risk for the development for PTSD and multiple-trauma exposure given their connection
to combat situations. This is in keeping with a Canadian study by Nelson and colleagues (2011)
that noted PTSD was a significant predictor of suicide ideation and that multiple traumatic
experiences increase risk of mental disorders, while perceived social support decreases this risk.
Other forums are available to provide support to military members include networks of peers
such as the social media site – Send up the Count. This closed Facebook network allows
members to engage in open communication about PTSD or other mental health issues without
the concern of negative workplace outcomes or ridicule. Although this resource mostly consists
of military members, it is not advertised to the entire military population thus some people that
may benefit from this type of support network are not aware of its existence. There are notable
disadvantages of these types of support networks including that they generally do not provide
education, and they are also not able to provide professional mental health services. However the
benefit of an open forum with a group that has similar experience is still considered positive as it
may encourage or empower PTSD suffers to seek help.
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Limitations and Strengths of the Study
Limitations of the Study.
While this study has substantial strengths, there are also limitations that require
acknowledgment. First, the non-random sample and size may have limited the results of the
study. As the recruitment was voluntary and limited to the previously outlined methods, this may
have represented a narrow sample compared to a randomly generated community sample.
Furthermore as there were no compulsory questions in the on-line survey, other than agreeing to
informed consent, this resulted in some incomplete data (although this was limited).
Additionally limitations of the present study included methodological issues. These included
reliance on combat veteran self-reports of their PTSD symptoms and relationship quality. This
study did not measure combat veterans intimate partners perceptions of the latter, which may
have resulted in underrepresentation of the effects of PTSD within participants’ relationships.
Evaluating a partner’s perspective may result in validation symptoms and contribute to a greater
exploration of their effects within a relationship, especially given the known negative relational
outcomes of avoidance and withdrawal and emotional numbing. Further, although the PCL-M is
validated and considered a reliable self-report measure for PTSD, it does not represent a clinical
diagnosis.
Lastly, 160 respondents agreed to informed consent but 20 did not continue the survey
beyond this point, resulting in a reduced sample size. Although it was not possible to identify if
these 20 respondents completed the survey at a later time (due to anonymity), it is possible that
some have chosen not to continue due to difficulties in reporting on their PTSD symptoms. This
may be due to a number of reasons including acknowledgement of the disorder, non-treatment
seeking behaviours or stigma’s attached to PTSD within the military and RCMP.
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Strengths of the Study.
The present study has many noteworthy strengths, which were designed to address limitations
outlined in the current literature review regarding post-traumatic stress symptomology and
intimate partner relationships. These consisted of a community-based sample of Canadian
combat and RCMP veterans rather than relying on agency or non-Canadian data. As noted in the
literature review, current military-related data is dominated by the United States. Although this
information is useful it represents a different military structure than Canada, as well as a different
culture of military service and intimate partner relationships. Another major strength of the
present study was its approach, which allowed for the use of validated quantitative measures
with augmentation of supplementary questions to provide further insights into military veteran
and RCMP romantic relationships, including their perspectives on the consequences of combat
trauma within their relationships.
The present study also made a major contribution to literature by considering a newly applied
theoretical perspective and by utilizing a Canadian sample. Although COR theory has been
utilized in exploratory combat research in past, it has not been specifically utilized to explain the
spillover of PTSD symptoms into relationships. To the author’s knowledge this is the first study
to do so in this context. Lastly, the present study focused on symptoms of insomnia/sleep
dysfunction that have received limited empirical attention to date, especially in the context of
relationship functioning.
Conclusions
This study represents an effort to draw attention to and establish a comprehensive portrait of
the association between combat-related symptoms of insomnia/sleep dysfunction and
avoidance/emotional numbing and intimate relationship functioning. In the hope that findings
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would shed light on the impacts of PTSD symptomology in intimate partner relationships and to
lead to reduction of relationship distress and resulting PTSD symptoms through changes in
policy, education and practice. An unexpected finding of this study is the need to revise the
current assessment of Canadian PTSD prevalence rates, which may provide the needed support
to enact changes in policy and education.
This study was substantiated in terms of highlighting the influence of PTSD symptoms in
relationship functioning and contributes to the breadth of empirical evidence. Furthermore this
study examined a newly applied theoretic perspective that implies a cyclical perspective of
PTSD symptoms impact with intimate relationship functioning.
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Figure 3. PTSD Assessment (PCL-M) frequency: PTSD-Negative Group
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Figure 4. PTSD Assessment (PCL-M) frequency: PTSD-Positive Group
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Figure 5. Dyadic Adjustment (DAS) frequency: PTSD-Negative Group
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Figure 6. Dyadic Adjustment (DAS) frequency: PTSD-Positive Group
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Figure 7. Dyadic Adjustment (DAS), Mean: PTSD-Negative Group, PTSD-Positive Group
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Figure 8. PTSD Assessment (PCL-M), Mean: PTSD-Negative Group, PTSD-Positive Group
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Figure 9. Deployment, Mean: PTSD-Negative Group, PTSD-Positive Group
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Figure 10. Sleep Issues, Mean (PSQI Subscales): PTSD-Negative Group, PTSD-Positive Group
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Figure 11. Box-plot comparison, Dyadic Adjustment (DAS): PTSD-Negative Group, PTSDPositive Group
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Tables
Table 3. Independent Samples Test for PTSD Assessment (PCL-M): PTSD-Negative group,
PTSD-Positive group
	
  
Levene's Test for Equality of Variances
F
PCL-M

Equal variances
assumed

Sig.
.013

t-test for Equality of Means
Sig. (2Mean
df
tailed)
Difference

t
.909

-15.312

113

.000

Table 6. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M):
PTSD-Negative group
Pearson Correlation: PTSD-Negative Group
Total PCL-M DAS Total
Score
Score
Total PCL-M
Score

Pearson
1
Correlation
N
81
**. Correlation is significant at the 0.01 level (2-tailed).

-.306**
81

Table 7. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M):
PTSD-Positive Group
Pearson Correlation: PTSD-Positive Group
Total PCL-M DAS Total
Score
Score
Total PCL-M
Pearson
1
-.423*
Score
Correlation
N
34
34
*. Correlation is significant at the 0.05 level (2-tailed).

-30.85802
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Table 8. Pearson r Correlation for Subjective Sleep Quality (PSQI), Dyadic Adjustment (DAS):
PTSD-Negative Group
Pearson Correlation: PTSD-Negative Group
Subjective
DAS Total
Sleep quality
Score
Subjective Sleep Pearson
1
.075
quality
Correlation
N
74
74
Table 9. Pearson r Correlation for Sleep Quality (PSQI), Dyadic Adjustment (DAS): PTSDPositive Group
Pearson Correlation PTSD-Positive Group
DAS Total
Subjective
Score
Sleep quality
DAS Total
Pearson
1
-.121
Score
Correlation
N
34
34
Table 10. Pearson r Correlation for Use of Sleep Medication (PSQI), Dyadic Adjustment (DAS):
PTSD-Negative Group
Pearson Correlation PTSD-Negative Group
DAS Total Use of Sleep
Score
Medication
DAS Total Score Pearson
1
-.085
Correlation
N
81
81
Table 11. Pearson r Correlation for Use of Sleep Medication (PSQI), Dyadic Adjustment (DAS):
PTSD-Positive Group
Pearson Correlation PTSD-Positive Group
DAS Total Use of Sleep
Score
Medication
DAS Total Score Pearson
1
-.138
Correlation
N
34
33
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Table 12. Pearson r Correlation for Daytime Dysfunction, Dyadic Adjustment (DAS): PTSDNegative Group
Pearson Correlation PTSD-Negative Group
Daytime
dysfunction
Score Total

DAS Total
Score
DAS Total Score Pearson
1
Correlation
N
81
*. Correlation is significant at the 0.05 level (2-tailed).

-.263*
81

Table 13. Pearson r Correlation for Daytime Dysfunction, Dyadic Adjustment (DAS): PTSDPositive Group
Pearson Correlation PTSD-Positive Group
Daytime
dysfunction
Score Total

DAS Total
Score
DAS Total Score Pearson
Correlation
N

1

-.321

34

34

Table 14. Pearson r Correlation for Deployment, Dyadic Adjustment (DAS): PTSD-Negative
Group
Pearson Correlation PTSD-Negative Group
DAS Total
Deployment
Score
DAS Total
Pearson
1
.115
Score
Correlation
N
81
56
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Table 15. Pearson r Correlation for Deployment, Dyadic Adjustment (DAS): PTSD-Positive
Group (PTSD-Positive)
Pearson Correlation PTSD-Positive Group
DAS Total
Deployment
Score
DAS Total
Pearson
1
-.019
Score
Correlation
N
34
32

Table 16. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M)
Avoidance Cluster: PTSD-Negative Group
Pearson Correlation PTSD-Negative Group
PCL-M
DAS Total
Avoidance
Score
PCL-M
Pearson
1
-.428**
Avoidance
Correlation
N
81
81
**. Correlation is significant at the 0.01 level (2-tailed).

Table 17. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M)
Avoidance Cluster: PTSD-Positive Group
Pearson Correlation PTSD-Positive Group
DAS Total
PCL-M
Score
Avoidance
DAS Total Score Pearson
1
-.432*
Correlation
N
34
34
*. Correlation is significant at the 0.05 level (2-tailed).
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Table 18. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M)
Intrusion Cluster: PTSD-Negative Group

PCL-M
Intrusion

Pearson Correlation PTSD-Negative Group
PCL-M
DAS Total
Intrusion
Score
Pearson
-.178
1
Correlation
81
N
81

Table 19. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M)
Intrusion Cluster: PTSD-Positive Group

PCL-M
Intrusion

Pearson Correlation PTSD-Positive Group
PCL-M
DAS Total
Intrusion
Score
Pearson
1
-.320
Correlation
N
34
34

Table 20. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M)
Arousal Cluster: PTSD-Negative Group
Pearson Correlation PTSD-Negative Group
DAS Total
PCL-M
Score
Arousal
DAS Total Score Pearson
1
-.129
Correlation
81
81
N
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Table 21. Pearson r Correlation for Dyadic Adjustment (DAS), PTSD Assessment (PCL-M)
Arousal Cluster: PTSD-Positive Group

PCL-M
Arousal

Pearson Correlation PTSD-Positive Group
PCL-M
DAS Total
Arousal
Score
Pearson
1
-.301
Correlation
N
34
34

Table 22. Known PTSD makes partner distressed or upset
PTSD-Negative Group
Response
N/A - I don't have
PTSD
No
Unsure
Yes
Missing Data

PTSD-Positive Group

Frequency
57

Percent
70.4

Frequency
7

Percent
20.6

5
13
4
2

6.2
16.0
4.9
2.5

4
7
14
2

11.8
20.6
41.2
5.9

Table 23. Partner distress association
PTSD-Negative Group
Response
My PTSD symptoms
Not related to PTSD
Missing Data

Frequency
7
67
7

Percent
8.6
82.7
8.6

PTSD-Positive Group
Frequency
18
13
3

Percent
52.9
38.2
8.8

Table 25. Frequency PTSD symptoms affect relationship.
PTSD-Negative Group
Response
Always
N/A - I don't have
PTSD
Never
Often
Rarely
Sometimes
Missing Data

PTSD-Positive Group

Frequency
0
62

Percent
0
76.5

Frequency
4
6

Percent
11.8
17.6

1
2
8
7

1.2
2.5
9.9
8.6

0
14
1
8

0
41.2
2.9
23.5

1

1.2

1

2.9
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Table 26. Quality of relationship, affected by PTSD
PTSD-Negative Group
Response
Extremely
Moderately
N/A - I don't have
PTSD
Not at all
Somewhat
Missing Data

PTSD-Positive Group

Frequency
0
6
60

Percent
0
7.4
74.1

Frequency
13
11
6

Percent
38.2
32.4
17.6

3
10

3.7
12.3

0
3

0
8.8

2

2.5

1

2.9

Table 27. Avoidance or Emotional Numbing symptoms after disagreement or conflict
PTSD-Negative Group
Response
About the Same
Don't Know
Much Worse
N/A - I don't have
PTSD
Somewhat Worse
Missing Data

PTSD-Positive Group

Frequency
9
3
4
54

Percent
11.1
3.7
4.9
66.7

Frequency
3
3
15
5

Percent
8.8
8.8
44.1
14.7

9
2

11.1
2.5

7
1

20.6
2.9

Table 28. Sleep issues association
PTSD-Negative Group
Response
Both - Issues in my
relationship & PTSD
I don't have sleep
issues
Issues in my
relationship
Other
PTSD
Missing Data

PTSD-Positive Group

Frequency
10

Percent
12.3

Frequency
15

Percent
44.1

27

33.3

2

5.9

15

18.5

2

5.9

24
4
1

29.6
4.9
1.2

7
7
1

20.6
20.6
2.9
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Table 30. Insomnia or sleep dysfunction symptoms after disagreement or conflict
PTSD-Negative Group

PTSD-Positive Group

Response
About the Same
Don't Know
I don't have these
symptoms
Much Worse
N/A - I don't have
PTSD
Somewhat Better

Frequency
12
2
4

Percent
14.8
2.5
4.9

Frequency
4
1
2

Percent
11.8
2.9
5.9

10
42

12.3
51.9

15
4

44.1
11.8

1

1.2

2

5.9

Somewhat Worse
Missing Data

9
1

11.1
1.2

5
1

14.7
2.9
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PCL-M
INSTRUCTIONS: Below is a list of problems and complaints that veterans sometimes have in response to
stressful military experiences. Please read each one carefully, then circle one of the numbers to the right to
indicate how much you have been bothered by that problem in the past month.

Not at all A little bit Moderately Quite a bit Extremely

1.

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

1

2

3

4

5

Repeated, disturbing dreams of a stressful military
experience?

1

2

3

4

5

1

2

3

4

5

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

1

2

3

4

5

Having physical reactions (e.g., heart pounding, trouble
breathing, sweating) when something reminded you of a
stressful military experience?

1

2

3

4

5

Avoiding thinking about or talking about a stressful military
experience or avoiding having feelings related to it?

1

2

3

4

5

Avoiding activities or situations because they reminded you of
a stressful military experience?

1

2

3

4

5

Trouble remembering important parts of a stressful military
experience?

1

2

3

4

5

Loss of interest in activities that you used to enjoy?

1

2

3

4

5

10.

Feeling distant or cut off from other people?

1

2

3

4

5

11.

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

1

2

3

4

5

12.

Feeling as if your future will somehow be cut short?

1

2

3

4

5

13.

Trouble falling or staying asleep?

1

2

3

4

5

14.

Feeling irritable or having angry outbursts?

1

2

3

4

5

15.

Having difficulty concentrating?

1

2

3

4

5

16.

Being "super-alert" or watchful or on guard?

1

2

3

4

5

17.

Feeling jumpy or easily startled?

1

2

3

4

5

2.
3.

4.
5.

6.
7.
8.
9.

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

PCL-M for DSM-IV (11/1/94)

Weathers, Litz, Huska, & Keane

National Center for PTSD - Behavioral Science Division

PTSD AND RELATIONSHIP FUNCTIONING
	
  

Appendix B
	
  

	
  

107	
  

DYADIC ADJUSTMENT SCALE
Most persons have disagreements in their relationships. Please indicate below the approximate extent
of agreement or disagreement between you and your partner for each item on the following list.

1. Handling family finances
2. Matters of recreation
3. Religious matters
4. Demonstrations of affection
5. Friends
6. Sex relations
7. Conventionality (correct or proper behavior)
8. Philosophy of life
9. Ways of dealing with parents or in-laws
10. Aims, goals, and things believed important
11. Amount of time spent together
12. Making major decisions
13. Household tasks
14. Leisure time interests and activities
15. Career decisions

Always
Agree

Almost
Always
Agree

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O

OccaFreAlmost
sionally quently Always
Always
Disagree Disagree Disagree Disagree

O_
O_
O
O
O
O
O
O
O
O
O
O
O
O
O

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O

More
All
Most of often
Occathe time the time than not sionally

16. How often do you discuss or have
you considered divorce, separation,
or terminating your relationship?
17. How often do you or your mate
leave the house after a fight?
18. In general, how often do you think
that things between you and your
partner are going well?
19. Do you confide in your mate?
20. Do you ever regret that you
married? (or lived together)
21. How often do you and your
partner quarrel?
22. How often do you and your mate
“get on each other’s nerves?”

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O

Rarely

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O

Never

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

O

Almost
OccaEvery Day Every Day sionally

23. Do you kiss your mate?

24. Do you and your mate engage in
outside interests together?

O

O

All of
them

Most of
them

O

O

O

Rarely

Never

O

O

Some of Very few None of
them
of them
them

O

O

O

How often would you say the following events occur between you and your mate?
Less than
once a
Never
month

25. Have a stimulating exchange of ideas
26. Laugh together
27. Calmly discuss something
28. Work together on a project

O
O
O
O

O
O
O
O

Once or
twice a
month

O
O
O
O

Once or
twice a Once a
week
day

O
O
O
O

O
O
O
O

More
often

O
O
O
O

These are some things about which couples sometimes agree and sometime disagree. Indicate if either
item below caused differences of opinions or were problems in your relationship during the past few
weeks. (Check yes or no)

29.
30.

Yes
O
O

No
O Being too tired for sex.
O Not showing love.

31. The circles on the following line represent different degrees of happiness in your relationship. The
middle point, “happy,” represents the degree of happiness of most relationships. Please fill in the circle
which best describes the degree of happiness, all things considered, of your relationship.
O
Extremely
Unhappy

O
Fairly
Unhappy

O
A Little
Unhappy

O
Happy

O
Very
Happy

O
Extremely
Happy

O____
Perfect

32. Which of the following statements best describes how you feel about the future of your relationship?
O I want desperately for my relationship to succeed, and would go to almost any length to see that it
does.
O I want very much for my relationship to succeed, and will do all I can to see that it does.
O I want very much for my relationship to succeed, and will do my fair share to see that it does.
O It would be nice if my relationship succeeded, but I can’t do much more than I am doing now to help
it succeed.
O It would be nice if it succeeded, but I refuse to do any more than I am doing now to keep the
relationship going.
O My relationship can never succeed, and there is no more that I can do to keep the relationship going.
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Appendix D
Supplementary Questions
1. In your opinion, does knowing that you have PTSD make your partner distressed or upset?
• N/A - I don't have PTSD
• Yes
• No
• Unsure
2. When my partner is distressed or upset, I feel that the majority of the time it is:
• Not related to PTSD, please specify issue:
• My PTSD symptoms, please specify which symptoms:
3. Please indicate which best describes the frequency, all things considered, of how often your
PTSD symptoms affect your relationship. With NEVER meaning your PTSD does not affect
your relationship and ALWAYS meaning your PTSD symptoms affect your relationship all the
time.
• N/A - I don't have PTSD
• Never
• Rarely
• Sometimes
• Often
• Always
4. Is the quality of your relationship affected by your PTSD symptoms?
• N/A - I don't have PTSD
• Extremely
• Moderately
• Somewhat
• Not at all
5. After having a disagreement or conflict with my partner, my symptoms of Avoidance or
Emotional Numbing were: (Avoidance or emotional numbing symptoms can include: Avoiding
activities, places, thoughts, or feelings that remind you of the trauma; Loss of interest in
activities and life in general; Feeling detached from others and emotionally numb; Sense of a
limited future (you don’t expect to live a normal life span, get married, have a career.)
• Much Better
• Somewhat Better
• About the Same
• Somewhat Worse
• Much Worse
• Don't Know
• I don't have these symptoms
• N/A - I don't have PTSD
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6. When I have had sleep issues (insomnia or sleep dysfunction), I feel that they are related
to: (Insomnia or sleep dysfunction symptoms can include: inability to sleep, difficulty falling or
staying asleep.)
• Issues in my relationship
• PTSD
• Both - Issues in my relationship & PTSD
• I don't have sleep issues
• Other, please specify:
7. After having a disagreement or conflict with my partner, my symptoms of insomnia or sleep
dysfunction were: (Insomnia or sleep dysfunction symptoms can include: inability to sleep,
difficulty falling or staying asleep.)
• Much Better
• Somewhat Better
• About the Same
• Somewhat Worse
• Much Worse
• Don't Know
• I don't have these symptoms
• N/A - I don't have PTSD
8. Please describe which PTSD symptoms affect your relationship and how: (Please indicate if
you don't have PTSD.)
9. In what ways have your combat experiences affected your relationship?
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