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ABSTRACT This study prospectively examined psychological strengths targeted in U.S. Army training programs as predictors of psychiatric diagnosis in active duty soldiers. At baseline, the cohort (140,584 soldiers) was without psychiatric disorder. Soldiers were then followed for 2 yr and classiﬁed as healthy, or acquiring a psychiatric diagnosis (adjustment
disorder, anxiety disorder, depression, or post-traumatic stress disorder), or being prescribed psychotropic medication without a psychiatric diagnosis. Soldiers who remained healthy reported signiﬁcantly higher strengths scores at baseline, compared with soldiers who were diagnosed with a psychiatric disorder. In addition, soldiers in the worst strengths decile were
twice as likely to develop a psychiatric disorder, compared with soldiers in the top 50% on baseline strengths. Strengths
afforded the greatest protection against depression. Offering tailored resilience training programs could help the Army steel
vulnerable soldiers against the challenges of life, military training, and combat.

INTRODUCTION
Over the past two decades, armed operations in the two major
theaters of conﬂict (Iraq and Afghanistan) have led to a major
increase in health care needs and costs. Soldiers returning from
prolonged deployments are sometimes afﬂicted with a wide
range of psychiatric symptoms.1–4 This upsurge in diagnosis
and treatment has resulted in tremendous psychiatric treatment
costs, which totaled approximately $4 billion between FY 2007
and FY 2012, with an overwhelming majority of the costs
(89%) attributed to active duty service members.5 Furthermore,
Department of Defense (DoD) psychiatric treatment costs
nearly doubled during this time.4 The ripple effects of psychiatric disorders in the military are untold, with some percentage of
soldiers leaving the military (attrition) and others lacking readiness to serve in their units, engaging in alcohol or drug use, or
committing suicide.6–10
Routine monitoring of psychiatric symptoms among active
duty servicemen suggests a 65% increase in diagnosable cases
between 2001 and 2011.5 Adjustment disorder, anxiety disorder, depression, and post-traumatic stress disorder (PTSD) rank
among the most prevalent psychiatric disorders diagnosed in U.S.
Army (hereafter, “Army”) active duty soldiers.11–14 Prescribing
psychotropic medications in the absence of a corresponding

diagnosed psychiatric disorder has also become a more common treatment practice,15,16 and in the military, the stigma of
mental health problems may result in this practice of underdiagnosis;17 however, this stigma will not alter physicians’
medication prescribing.
The rising cost of health care and the need to maintain an
elite military force provided an impetus for the DoD to search
for ways to promote and maintain mental health. In recent
years, the Army, under the rubric of the Army Resilience
Directorate (ARD), has offered universal, skills-based training
programs targeting coping, problem-solving, and self-management,
with the goal of reducing stress, improving readiness, and preparing soldiers for life’s challenges, including combat.18,19 As
a whole, these programs blend cognitive-behavioral approaches
to skills training including mental rehearsal, goal setting, emotion
regulation, cognitive restructuring, self-talk, and other anxiety
reducing techniques to relieve stress and eliminate unwarranted
or intrusive thoughts.20 Army resilience training programs are
preventive and seek to equip service members with the necessary resolve and mental fortitude to meet the demands of the
Army profession.19 In addition, these programs are intended to
improve baseline psychological health, while reducing costs
that can arise from loss of service while soldiers receive treatment for any number of medical or psychiatric symptoms.
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Deﬁning Strengths That Promote Resilience
Deﬁnitions of resilience vary widely across the medical and
psychological research literature.21 The ARD deﬁnes resilience
as “the mental, physical, emotional and behavioral ability to
face and cope with adversity, adapt to change, recover, learn
and grow from setbacks.”19 This deﬁnition of resilience dovetails with the developmental psychopathology literature, which
deﬁnes psychological resilience as the ability to bounce back
and adapt in the face of adversity, trauma, tragedy, threats or
even signiﬁcant sources of stress.22–27 In the current study, we
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hypothesized that several psychological strengths including
optimism, coping, adaptability, positive affect, meaning, lack
of catastrophic thinking, and lack of loneliness would protect
soldiers against psychiatric disorders, and we tentatively call
them “resilience” factors. These are the psychological strengths
targeted in Army training programs to help soldiers overcome
adversity.
The likelihood that these factors would protect against psychiatric disorder follows from studies of resilience in the general population, which generally reference the beneﬁcial effects
of optimism, coping, social support, and positive affect (e.g.,
joy, ebullience, and excitement), all of which protect against
the development of psychiatric disorders.28–30 Additionally,
both cross-sectional and longitudinal studies of military samples have linked these strengths (e.g., dispositional optimism
and greater functional mental health status) to a reduced risk of
developing PTSD.31,32 A recent study of 1,889 Army soldiers,
for example, linked greater psychological capital (including
hope, efﬁcacy, resiliency, and optimism) prior to deployment
with a reduced likelihood of developing PTSD, anxiety disorder, or depression disorder following deployment.33 Resilience
training in military samples has also been linked to fewer
behavioral health symptoms and lower rates of acute stress in
both deployed and non-deployed soldiers.15,34,35
Although numerous studies implicate these protective factors against various negative outcomes, few studies have
emphasized the prospective role of resilience in preventing psychiatric disorders in military samples. The handful of military
studies that examine these strengths in relation to behavioral or
psychiatric outcomes either rely on cross-sectional or retrospective study designs36–40 or begin following soldiers after the
event of interest (i.e., potential stressor) has already occurred,
weakening any hope of establishing temporal precedence, a
requirement for causal inferences.41 Toward this end, we
designed a natural cohort study within the context of a nonclinical Army population to rigorously address these concerns.
We operationalized resilience in terms of several qualities of
psychosocial functioning (optimism, coping, adaptability, positive affect, meaning, lack of catastrophic thinking, and lack of
loneliness) using an annual soldier assessment and so tested
this instrument’s utility for predicting the major Army cost
driver of psychiatric treatment.

receiving military prescribed psychotropic medications (see
Psychotropic Medication section below) in the 12 mo preceding their GAT assessment. This ensures that our cohort was
free from any of the psychiatric conditions designated as study
outcomes. Soldiers were then followed for 2 yr after their GAT
completion date. Of the 140,584 soldiers who formed the baseline cohort, 23,598 soldiers were lost to attrition (e.g., separated
from the Army).
Soldiers were assigned to one of three mutually exclusive
groups based on their psychiatric and prescription medication
status during the 2-yr follow-up window: (1) Healthy group
(soldiers with no psychiatric diagnoses and no psychotropic
prescriptions), (2) Diagnosed group (soldiers who received a
psychiatric diagnosis of adjustment disorder, anxiety disorder,
depression, or PTSD), and (3) Prescription only group (soldiers
who received a psychotropic prescription medication in the
absence of a qualifying psychiatric or pain diagnosis).43
Soldiers who did not fall into one of these three groups (i.e.,
received a psychiatric diagnosis other than adjustment disorder,
anxiety disorder, depression, or PTSD [e.g., personality disorder]) were excluded (N = 46,322). This resulted in a longitudinal analysis cohort of 70,664 soldiers.
The Army Human Research Protections Ofﬁce and the
University of Pennsylvania institutional review board both
approved the study protocol. Soldiers in this study indicated
through an electronic “opt-in” procedure that their data could
be used for research purposes. All data management and analysis work was conducted in the Person-Event Data Environment
(PDE), a secure, virtual and HIPAA-compliant data repository
that houses Army personnel, manpower, medical, performance,
and psychological data.44,45

Study Population
The initial cohort included 140,584 active duty Army soldiers,
all of whom completed an online, self-report assessment of
strengths (Global Assessment Tool, or GAT) between January
1, 2010, and December 31, 2010.42 Additional inclusion criteria necessitated that soldiers be free of psychiatric diagnoses
(International Classiﬁcation of Diseases, Ninth Revision,
Clinical Modiﬁcation [ICD-9-CM] codes 290–319) and not

Measures
Psychological strengths
In the current study, we hypothesized that resilience could be
operationally deﬁned by a cluster of psychological strengths
targeted in Army training programs to help soldiers overcome
adversity. We included seven GAT scales (culled from wellvalidated psychometric instruments tested in the general population) to assess these psychological strengths.42 All the GAT
scales culled for this study use a 5-point Likert-type response
format ranging either from “not at all like me” to “very much
like me,” “strongly disagree” to “strongly agree,” or “never” to
“most of the time.” Initial validation of the GAT reveals the
scales under investigation, for the most part, form distinct reliable factors.46 For this reason, we averaged responses from each
scale to create scale scores. These scale scores were moderately
correlated (average r = 0.44), ranging from a low of r = 0.25
(between meaning and absence of catastrophic thinking) to a
high of r = 0.58 (between positive affect and absence of loneliness). Because the seven scales were moderately correlated, we
also created a single composite score from the seven scales,
with higher scores indicating greater hypothesized “resilience.”
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Optimism
Four items (α = 0.73; e.g., “Overall, I expect more good things
to happen to me than bad”) taken from the revised Life
Orientation Test assess a generalized expectance for positive
future events.47,48

more encounters for psychiatric diagnosis, and concerns
regarding underreporting of psychiatric disorders at Army
behavioral health clinics, we deﬁned psychiatric disorders
as having at least one encounter for one of the four psychiatric disorders.17,57–59

Problem-focused coping
Five items (α = 0.78; e.g., “When something stresses me out, I
try to solve the problem”) assess active or problem-focused
coping skills.49

Psychotropic Medications
Electronic pharmacy data records were obtained from the
MDR. Psychotropic medications corresponding to psychiatric
disorders were classiﬁed according to the American Hospital
Formulary Service coding:60 Opiate Agonist (28.08.08), Opiate
Partial Agonists (28.08.12), Opiate Antagonists (28.10), Barbiturates (28.24.04), Benzodiazepines (28.12.08, 28.24.08),
Anxiolytics, Sedatives and Hypnotics-Miscellaneous (28.28.92),
Anticonvulsants-Miscellaneous (28.12.92), Antidepressants
(28.16.04), Antipsychotics (28.16.08), and Anti-Manic Agents
(28.28). We deﬁned prescription medications as having at least
one prescription for any of the above-mentioned psychotropic
medications.

Adaptability and ﬂexibility
Three items (α = 0.69; e.g., “I am good at changing myself to
adjust to changes in my life”) assess adaptability and perceived
cognitive ﬂexibility.50
Positive affect
Ten items (α = 0.93) adapted from the Positive and Negative
Affect Schedule Expanded Form (PANAS-X)51 assess general
positive affect (e.g., inspired), joviality (e.g., happy), selfassurance (i.e., proud), and serenity (i.e., calm).
Catastrophic thinking
Seven items (α = 0.85; e.g., “When bad things happen to me, I
expect more bad things to happen”) reﬂecting the basic tenets
of learned helplessness theory were designed to assess stable,
global, and internal attributions (i.e., explanatory style) formed
in response to negative events.52,53 Responses were reverse
scored so that higher scores would indicate the absence of catastrophic thinking.
Loneliness
Three items (α = 0.79; e.g., “How often do you feel left out?”)
from the UCLA Loneliness Scale assess feelings of loneliness.54 Responses were reverse scored so that higher scores
would indicate the absence of loneliness.
Spirituality and meaning
Five items (α = 0.82; e.g., “I believe there is a purpose for my
life”) assessing meaning and purpose were adapted from the
Purpose in Life scale.55
Psychiatric Disorders
Inpatient and outpatient electronic health records were obtained
from the Medical Data Repository (MDR) and the Theater
Medical Data Store (TMDS), capturing health care services
provided stateside (MDR) and in combat (TMDS). We used
the ICD-9-CM codes recognized by the Diagnostic and Statistical Manual of Mental Disorders, 4th edition, Text Revision
(DSM-IV-TR) classiﬁcations for adjustment disorder (309.0,
300.24, 300.28, 300.3, 300.4, 300.9), anxiety disorder (300.00.02, 300.21-.23, 300.29, 300.3), depressive disorder (296.2,
296.3, 300.4, 311), and PTSD (309.81).56 Given the minimal
improvement in prediction associated with requiring two or
388

Demographic and Army Characteristics
Demographic and Army service data came from the Defense
Manpower Data Center (DMDC)–West, Seaside, CA.
Demographic measures included age, gender, race/ethnicity,
marital status, and highest education level attained. Army service measures included service branch, date of entry into service, date of separation from service, rank, and number of
deployments.
Statistical Analysis
We began by examining differences between the psychiatric
status groups (Diagnosed vs. Healthy and Prescription only vs.
Healthy) on the seven baseline strengths measures using oneway multivariate analysis of covariance. Given the categorical
nature of the outcome classiﬁcation measure, we then used
multinomial logistic regression analyses to examine the likelihood of being in the healthy, diagnosed, or medication only
group at follow-up, as a function of baseline strengths. As a
crude sensitivity analysis, we also used a “threshold” approach
to categorize soldiers into discrete strengths quartiles. Next, we
used logistic regression to examine the likelihood of developing
each psychiatric disorder (e.g., 1 = depression, 0 = no depression) based on baseline measures of strengths. The multivariate
and regression models controlled for demographic and Army
characteristics. In addition, all tests were two-sided with Type I
error rate = 0.05. Analyses were performed using SAS, version
9.4 software.
RESULTS
Higher strengths scores at baseline were consistently associated
with protection against developing a psychiatric disorder. In the
remainder of this section, we present speciﬁc ﬁndings that support our original hypotheses and research design.
MILITARY MEDICINE, Vol. 183, March/April Supplement 2018
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deployed more at baseline. All other differences were relatively
small (0.95 < OR < 1.05) and not of practical signiﬁcance.
Table I reports the longitudinal cohort characteristics for each
classiﬁcation group. Given the very large sample size, many
differences in Table I were statistically signiﬁcant but not practically or clinically signiﬁcant. We highlight, in text, the largest
differences in demographic characteristics across groups.
Females and soldiers with less than a high school degree were
substantially more likely to receive a psychiatric diagnosis during the study follow-up (The percentage of soldiers in our

Incident Psychiatric Disorders
Of the 70,664 soldiers who formed the longitudinal panel
cohort, 64.1% remained healthy, 11.3% received a psychotropic prescription and no diagnosis, and 24.6% were diagnosed
with a speciﬁed psychiatric disorder (with or without a corresponding prescription medication) over the 2-yr study followup. Soldiers in the longitudinal analytic cohort, compared with
those who were lost to attrition or excluded, were signiﬁcantly
more likely to be non-White, married, ofﬁcer status, educated,
report more positive affect and less loneliness, and have
TABLE I.

Demographic and Army Characteristics, by Psychiatric Status Group
Group

Characteristics
Age group, years
17–29
30–39
40–49
≥50
Gender
Female
Male
Race/Ethnicity
White
Black
Asian
Hispanic
Other
Education
No HSD
HSD or equivalent
Some college
College degree or greater
Marital status
Never married
Married
Separated/divorced/widowed
Rank
Enlisted
Ofﬁcer
Length of service (years)
0–3
4–8
9–15
≥16
Number of deployments pre-GAT
0
1
2
3
≥4
Number of deployments post-GAT
0
1
2
3
≥4

n

Healthy
N = 45,303
64.1%
%

Diagnosed
N = 17,347
24.6%
%

Prescription Only
N = 8,014
11.3%
%

46,795
18,636
4,921
297

61.9
67.9
70.4
70.7

25.6
22.5
22.6
19.9

12.5
9.6
7.1
9.4

8,322
62,335

54.5
65.4

38.7
22.7

6.8
11.9

43,448
14,029
2,990
5,896
611

63.5
65.0
70.5
61.5
60.6

24.6
25.6
16.8
25.7
29.8

11.9
9.4
12.6
12.8
9.7

434
50,521
2,712
16,160

52.5
59.8
66.0
77.0

36.9
28.7
24.6
11.8

10.6
11.5
9.4
11.2

26,725
40,420
3,461

63.6
64.7
61.0

23.1
25.0
31.1

13.3
10.3
7.8

55,257
15,370

60.0
79.0

28.7
9.6

11.3
11.4

19,042
21,801
17,012
12,769

58.9
61.9
68.0
70.3

27.0
26.5
21.6
21.6

14.0
11.7
10.3
8.1

28,650
3,948
2,647
2,801
32,618

63.6
68.6
70.3
65.1
63.5

23.6
20.8
18.3
23.9
26.4

12.9
10.5
11.4
11.0
10.1

32,049
7,468
6,205
4,697
20,245

61.0
65.2
65.9
64.5
68.0

28.9
21.9
20.4
22.3
20.4

10.0
12.9
13.7
13.2
11.7

HSD, high school degree; GAT, Global Assessment Tool.
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sample with less than a high school degree is consistent with
published estimates of active duty Army soldiers with less than
a high school degree in 2010.61). In contrast, ofﬁcers and soldiers with a college degree or higher were substantially less
likely to receive a psychiatric diagnosis during follow-up.
Group Strengths Comparisons
Table II presents summary descriptive statistics for the seven
strengths scales for each classiﬁcation group, adjusting for
demographic and Army characteristics. Soldiers in the healthy
group reported signiﬁcantly higher strengths at baseline across
all seven measures, compared with soldiers in the diagnosed
group (p < 0.0001). However, these same differences did not
occur in the comparison of healthy soldiers to those receiving
prescription medication. No interesting differences emerged
between the healthy and prescription only groups in any of the
analyses. Results are therefore provided in tables for completeness; however, these results are not described in text.
Protective Role of the Strengths
Table III shows the adjusted odds ratios contrasting the three
classiﬁcation groups on baseline strengths scores, stratiﬁed by
quartile and controlling for demographic and Army characteristics. Compared with soldiers in the lowest strengths quartile
(reference group), soldiers in the second, third and fourth quartiles had signiﬁcantly lower odds of receiving a psychiatric
diagnosis (all p’s < 0.001). Being in the highest strengths quartile, relative to the lowest quartile, was associated with approximately a 50% reduced odds of receiving a diagnosis during the
study window for four of the seven psychological strengths
examined: optimism, positive affect, lack of catastrophic thinking,
and lack of loneliness. The remaining psychological strengths,
particularly meaning, were less protective. Moreover, with
only one exception, the odds of being in the psychiatric
diagnosed group decreased with each quartile increase in
strengths (both for the separate scales and the composite
measure).

We next plotted the percentage of soldiers who developed a
psychiatric diagnosis over the 2-yr study follow-up, by composite strengths score decile. This provides a more granular
view of the incremental protection afforded at each level of
strengths. Figure 1 shows that soldiers in each of the highest
ﬁve deciles (i.e., top 50% on baseline strengths) were approximately half as likely to develop a psychiatric disorder (average =
19.5%), compared with soldiers in the lowest decile (42.1%).
Speciﬁcity of the Protective Effects of Strengths
Finally, we examined the odds of developing each of the four
psychiatric disorders (presence and absence) based on baseline
strengths and controlling for demographic and Army characteristics. This analysis provides a more ﬁne-grained means of
establishing whether any one diagnostic classiﬁcation is more
or less dominant in explaining the overall greater protection
against psychiatric diagnosis. With one minor exception, we
found that with every 1-unit increase in each of the seven individual strength scores, the odds of developing each one of the
four psychiatric disorders decreased signiﬁcantly (i.e., greater
protection against psychiatric disorders; Table IV). For example, the odds of developing an adjustment disorder is 27%
smaller for every 1-unit increase in optimism (The 27% reduction value was obtained by subtracting 1 from the odds ratio
(0.73) and then multiplying by 100%.). The exception to this
ﬁnding was meaning, which was not signiﬁcantly associated
with the odds of being diagnosed with an anxiety disorder.
Additionally, across the four psychiatric disorders examined,
optimism, positive affect, lack of catastrophic thinking, and
lack of loneliness again afforded the greatest protection, while
meaning remained the least protective. Overall, the magnitude
of the odds ratios indicated that baseline strengths afforded the
greatest protection speciﬁcally against depression.
DISCUSSION
To our knowledge, this is one of the ﬁrst studies to examine the
extent to which psychological strengths targeted in Army

TABLE II. Adjusted Mean Differences in 2010 Strengths, by 2012 Psychiatric Status Group
Group
GAT Scale
Optimism
Coping
Adaptability
Positive affect
Meaning
Lack of catastrophic thinking
Lack of loneliness
Composite strengths

Healthy Mean (SD)
a*

4.00 (0.80)
3.91 (0.65)a*
4.06 (0.69)a*
3.87 (0.74)a*
4.02 (0.92)a*
4.18 (0.68)a*
3.79 (0.81)a*
3.97 (0.54)a*

Diagnosed Mean (SD)
b*

3.76 (0.89)
3.76 (0.74)b*
3.91 (0.77)b*
3.64 (0.83)b*
3.91 (1.00)b*
3.97 (0.76)b*
3.53 (0.92)b*
3.78 (0.62)b*

Prescription Only Mean (SD)
a*

4.00 (0.80)
3.93 (0.65)a**
4.06 (0.69)a*
3.88 (0.73)a*
4.03 (0.92)a*
4.19 (0.69)a*
3.82 (0.80)a*
3.99 (0.54)a*

p-Value
<0.0001

Mean comparisons are adjusted for age, gender, race and ethnicity, education, rank, marital status, number of deployments pre-GAT and post-GAT, and
length of service.
a,b
Different letters indicate statistically signiﬁcant mean differences. *p < 0.001.
Matching letters indicate means are not signiﬁcantly different. Tukey’s honest signiﬁcance test method was used to adjust for multiple comparisons and the
increased probability of making false positive Type I errors.
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TABLE III. Adjusted Odds Ratios, Based on 2010 Strengths Quartiles and 2012 Psychiatric Status Groups
Diagnosed vs. Healthy
GAT Scale
Optimism
Lowest quartile
Second quartile
Third quartile
Highest quartile
Coping
Lowest quartile
Second quartile
Third quartile
Highest quartile
Adaptability
Lowest quartile
Second quartile
Third quartile
Highest quartile
Positive affect
Lowest quartile
Second quartile
Third quartile
Highest quartile
Meaning
Lowest quartile
Second quartile
Third quartile
Highest quartile
Lack of catastrophic thinking
Lowest quartile
Second quartile
Third quartile
Highest quartile
Lack of loneliness
Lowest quartile
Second quartile
Third quartile
Highest quartile
Composite strengths
Lowest quartile
Second quartile
Third quartile
Highest quartile

Prescription Only vs. Healthy

%

OR

CI

%

OR

CI

35.2
27.6
17.1
20.2

1
0.68***
0.57***
0.52***

—
0.65–0.71
0.54–0.61
0.49–0.55

23.4
28.2
21.0
27.4

1
1.02
1.02
1.01

—
0.95–1.09
0.95–1.10
0.95–1.09

31.1
29.5
20.1
19.4

1
0.66***
0.61***
0.59***

—
0.63–0.70
0.58–0.64
0.56–0.63

20.3
31.1
25.1
23.5

1
1.01
1.09*
1.05

—
0.94–1.08
1.02–1.18
0.97–1.13

30.1
32.5
13.3
23.9

1
0.70***
0.68***
0.62***

—
0.67–0.73
0.64–0.72
0.58–0.65

21.2
35.1
15.0
28.6

1
1.02
1.02
1.01

—
0.96–1.09
0.94–1.11
0.95–1.09

34.8
26.1
18.0
21.1

1
0.62***
0.51***
0.50***

—
0.59–0.65
0.48–0.54
0.47–0.52

21.3
28.2
24.5
25.9

1
1.07
1.12**
1.04

—
1.00–1.15
1.04–1.20
0.97–1.12

30.9
23.7
19.6
25.8

1
0.80***
0.75***
0.79***

—
0.76–0.84
0.71–0.79
0.75–0.83

25.1
26.5
21.8
26.6

1
1.10**
1.05
1.01

—
1.03–1.10
0.97–1.13
0.94–1.09

34.5
22.8
25.8
16.8

1
0.66***
0.54***
0.49***

—
0.63–0.70
0.51–0.57
0.46–0.52

22.1
23.5
31.7
22.7

1
1.04
1.01
1.02

—
0.97–1.12
0.95–1.08
0.95–1.10

36.8
22.2
24.3
16.7

1
0.65***
0.53***
0.50***

—
0.62–0.69
0.51–0.56
0.48–0.53

22.5
23.0
32.4
22.1

1
1.06
1.10**
1.07

—
1.00–1.14
1.03–1.18
0.99–1.15

35.9
24.4
50.5
19.2

1
0.61***
0.51***
0.46***

—
0.58–0.64
0.48–0.53
0.43–0.48

21.2
25.6
27.1
26.1

1
1.07
1.09*
1.06

—
0.99–1.15
1.02–1.17
0.98–1.14

OR, odds ratio; CI, 95% conﬁdence interval.
The lowest quartile (1–25%) served as the reference category for each analysis. ORs reﬂect the odds of receiving a diagnosis (left) or prescription medication
(right) associated with each strengths quartile. ORs and associated CIs are adjusted for age, gender, race and ethnicity, education, marital status, rank, length
of service, and number of deployments pre-GAT and post-GAT.
*p < 0.05. **p < 0.01. ***p < 0.001.

training programs to help soldiers overcome adversity prospectively protect soldiers against the onset of psychiatric disorders.
Whereas prior studies have primarily isolated the protective
effects of single strengths (e.g., dispositional optimism, mental
health status, positive emotions, or coping) or examined broader constructs (e.g., psychological capital)28–33 these studies
have not extended this same focus to examine the protective
role of strengths against psychiatric outcomes over multiple
years in an initially healthy cohort of soldiers. This may be an
important oversight, especially in light of emerging health care
costs in the DoD,5 relatively high rates of psychiatric symptoms

among soldiers returning from theater1–4 and reliance on prescription medication to treat symptoms of distress and agitation
in soldiers.15,16
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Strengths as Protective Inﬂuences
The current study took a naturalistic life course approach to creating meaningful classiﬁcation groups and applied this methodology to a relatively large-scale, prospective, cohort study of
soldiers. Back tracing soldiers’ medical records proved quite
fruitful and led to the creation of a completely healthy group of
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Percentage of soldiers diagnosed with a psychiatric disorder by 2012, based on 2010 strengths deciles.

TABLE IV. Adjusted Odds Ratios, Based on 2010 Strengths, Estimated Separately for Each Psychiatric Disorder
Adjustment
(n = 11,842)
a

Depression
(n = 6,205)

Anxiety (n = 5,728)
a

PTSD (n = 2,851)

GAT Scale

OR

CI

OR

CI

OR

CI

OR

CI

Optimism
Coping
Adaptability
Positive affect
Meaning
Lack of catastrophic thinking
Lack of loneliness
Composite strengths

0.73*
0.75*
0.76*
0.70*
0.89*
0.70*
0.71*
0.85*

0.71–0.75
0.73–0.78
0.75–0.80
0.69–0.72
0.87–0.91
0.68–0.72
0.70–0.73
0.56–0.60

0.81*
0.81*
0.84*
0.79*
0.97
0.77*
0.81*
0.71*

0.78–0.83
0.78–0.85
0.81–0.87
0.77–0.82
0.94–1.00
0.74–0.80
0.79–0.84
0.67–0.74

0.67*
0.69*
0.71*
0.63*
0.81*
0.65*
0.65*
0.48*

0.65–0.69
0.66–0.72
0.68–0.73
0.61–0.65
0.79–0.83
0.62–0.67
0.63–0.67
0.46–0.51

0.77*
0.81*
0.85*
0.72*
0.90*
0.75*
0.79*
0.65*

0.73–0.81
0.77–0.85
0.81–0.90
0.68–0.75
0.86–0.94
0.71–0.78
0.76–0.83
0.61–0.70

OR, odds ratio; CI, 95% conﬁdence interval.
Soldiers without the speciﬁc diagnosis were included in the reference category for each analysis.
a
ORs and associated CIs are adjusted for age, gender, race and ethnicity, education, marital status, rank, length of service, and number of deployments preGAT and post-GAT.
*p < 0.001.

soldiers, free from any precipitating psychiatric conditions that
might exacerbate (or confound) their vulnerability. Therein, we
followed this cohort for 2 yr and created three categorically distinct status groups: those who received one of the four psychiatric diagnoses, those who were prescribed psychotropic medication
in the absence of a corresponding diagnosis, and those who
remained healthy. Going back in time a year and creating a
cohort of soldiers free from psychiatric diagnosis and prescription medication provides the opportunity to examine the
role of these strengths as protective factors against subsequent
psychiatric outcomes.
The demographic and military service characteristics of
the current sample reﬂect the Army active duty population in
2010.61 Across all four psychiatric diagnostic categories,
adjustment disorder was the most common diagnosis in our
sample, followed by depression, anxiety, and PTSD. The sheer
prevalence of adjustment diagnoses may, in part, reﬂect the
high degree of difﬁculty associated with the soldier profession
(e.g., stringent physical training requirements). Overall, descriptive comparisons of the different classiﬁcation groups revealed
that soldiers who remained healthy were more likely to be

ofﬁcers and have obtained a college degree or even graduate
education. In contrast, soldiers who received a psychiatric diagnosis were more likely to be female and have a high school education or less.
The nature of our design enabled us to pinpoint with greater
precision the protective function of strengths in preventing incident psychiatric disorder. Optimism, positive affect, lack of catastrophic thinking, and lack of loneliness consistently afforded
the greatest protection against being diagnosed with a psychiatric disorder, both when we examined disorders collectively
(i.e., any disorder) and when we examined each of the four disorders separately. Prior factor analytic work on the GAT suggests lack of catastrophic thinking, along with a subset of
optimism items, may reﬂect a single latent factor (lack of negative cognitions), whereas the positive affect and loneliness
scales form distinct latent factors.46 Boosting positive affect
and reducing negative cognitions through Army resilience
training programs may offer an efﬁcient opportunity to reduce
soldiers’ vulnerability to psychiatric disorders. Positive future
thinking exercises (e.g., writing about one’s best possible self)
and gratitude exercises (e.g., counting one’s blessings) also
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offer promising and inexpensive opportunities to boost positive
affect and positive future expectancies outside of formal resilience training.62,63 Additionally, U.S. Army Family and
Morale, Welfare and Recreation and related programs may be
uniquely positioned to help combat loneliness in the Army
through enhancing community-based services for soldiers.
Because the strengths examined jointly protected soldiers
against psychiatric disorders, we feel entitled to call this group
of strengths, resilience. The current ﬁndings comport with a
previous Army technical report that describes a protective relation between increased optimism and adaptability following
Army resilience training and lower odds of developing a psychiatric disorder (i.e., anxiety disorder, depression, or PTSD).35
In addition, low mental health prior to deployment has been
linked to a greater risk of developing PTSD (symptoms or diagnosis) following deployment.32 Overall, in the current study,
higher strengths were most protective against depression
(19–37% reduced odds of diagnosis), and this effect was strongest when we modeled resilience as a single composite score
(52% reduced odds of diagnosis). Collapsing the seven scale
scores into a single composite increases reliability and at the
same time preserves the multidimensional nature of resilience.
Additional and more ﬁne-grained analyses using multinomial
logistic regression and modeling the composite resilience score
indicated that the odds of having a psychiatric disorder decrease
with every increase in resilience quartile, showing a doseresponse relation. Collectively, these ﬁndings suggest there
may be an a priori basis for identifying soldiers at increased
risk of developing psychiatric disorders, and the mechanism
can capitalize on a single reliable scale that captures different,
albeit important, facets of resilience. The ﬁndings also highlight
the importance of tailoring resilience-building programs that
maximize the psychological health of highly vulnerable soldiers in a cost-effective and efﬁcient manner.
The ﬁnding that a large number of Soldiers were prescribed
psychotropic medication without a corresponding psychiatric
or psychological diagnosis in the medical record was unexpected. There are a number of possible explanations. The simplest explanation is that some providers prescribe medications
for mild symptoms that do not meet diagnostic criteria. This is
perhaps analogous to prescribing antibiotics for a viral condition. Both are likely to be self-limiting, and the prescriptions
are unlikely to help or harm the individual. Some providers
may simply want to “give” the patient something for coming to
the clinic. A second possible explanation is that the patient
admitted more signiﬁcant symptoms to the provider but did not
want a psychiatric or psychological diagnosis on record. If the
patient was high-functioning, a provider might be willing to
oblige if the provider believed the medication would indeed
beneﬁt the patient. Both of these explanations are consistent
with the ﬁnding that the resilience of the patients who were prescribed psychotropic medication in the absence of a diagnosis
was similar to the resilience of individuals with neither medication nor a diagnosis. There are other possible explanations;

however, the two proposed explanations seem the most likely.
Using coded, secondary data, it is of course not possible to
determine which, if any, of these explanations most accurately
describes this population of patients.

Study Limitations
There are several limitations to this study. First, we only examined strengths in relation to four major psychiatric disorders,
albeit these are the most prevalent diagnoses among current
active duty soldiers. Conceivably, our study of the protective
effects of strengths could provide a much different picture had
we accounted for the potential use of alcohol to self-medicate
or examined other disorders including substance abuse, psychotic and other major psychiatric disorders. Additionally,
under-diagnosis may have led us to overestimate the number of
healthy individuals in our sample. Any number of factors may
inﬂuence whether a diagnosis is ultimately recorded in a soldier’s military medical chart, including the provider’s training
(psychiatrist vs. psychologist or social worker)17 and sector
(military or civilian).64 Although the accuracy of ICD diagnostic codes can always be doubted, a recent large military cohort
study found that diagnoses culled from electronic records and
made by physicians or clinically trained personnel generally
agree with patients’ self-reports of medical conditions.65 We
also examined a limited set of strengths coinciding with military and developmental psychopathology literatures and available on the GAT. Other, more expansive assessments66 might
provide a more reﬁned picture of what protects soldiers from
psychiatric symptoms. At some conceptual level, however,
many purported resilience instruments overlap with the GAT
contents and include similar measures assessing coping, affect,
support, and self-management, all of which appear to strengthen
an individual’s resolve when faced with adversity.66
Notwithstanding, the present ﬁndings identify a set of core
strengths that warrant further attention in Army resilience training programs. Psychological stressors and disorders have long
been linked to a number of negative health outcomes in the military, and the associated health care costs are staggering. It is
thus imperative that the Army continue to seek ways to promote soldier health by screening for and building strengths,
rather than merely waiting to treat disease. We believe that
these ﬁndings may help Army leadership identify soldiers who
are at increased risk of developing a psychiatric disorder and so
tailor Army resilience training programs in order to maintain
and improve the psychological health of the force.

ACKNOWLEDGMENTS
We acknowledge the signiﬁcant support provided to this project by the men
and women of the Ofﬁce of the Deputy Under Secretary of the Army, the
Army Analytics Group, and the Research Facilitation Laboratory. We also
thank Dr. Les McFarling and Captain Kristin Saboe, PhD from the Army
Resiliency Directorate for assisting us with acquiring GAT data.

MILITARY MEDICINE, Vol. 183, March/April Supplement 2018
Downloaded from https://academic.oup.com/milmed/article-abstract/183/suppl_1/386/4959978
by guest
on 07 May 2018

393

Protective Effects of Psychological Strengths Against Psychiatric Disorders Among Soldiers

1. Eisen SV, Schultz MR, Vogt D, et al: Mental and physical health status
and alcohol and drug use following return from deployment to Iraq or
Afghanistan. Am J Public Health 2012; 102(S1): S66–73.
2. Hoge CW, Castro CA, Messer SC, McGurk D, Cotting DI, Koffman
RL: Combat duty in Iraq and Afghanistan, mental health problems, and
barriers to care. NEJM 2004; 351(1): 13–22.
3. Milliken CS, Auchterlonie JL, Hoge CW: Longitudinal assessment of
mental health problems among active and reserve component soldiers
returning from the Iraq war. JAMA 2007; 298(18): 2141–8.
4. Seal KH, Bertenthal D, Miner CR, Sen S, Marmar C: Bringing the war
back home: Mental health disorders among 103 788 US veterans returning from Iraq and Afghanistan seen at Department of Veterans Affairs
Facilities. Arch Intern Med 2007; 167(5): 476–82.
5. Blakeley K, Jansen DJ: Post-traumatic stress disorder and other mental health
problems in the military: oversight issues for Congress. Congressional
Research Service Report 2013 CRS 7–5700. Washington, DC, Congressional Research Service. Available at http://www.dtic.mil/cgi-bin/GetTRDoc?
Location=U2&doc=GetTRDoc.pdf&AD=ADA585243; accessed February
25, 2016.
6. Hoge CW, Lesikar SE, Guevara R, et al: Mental disorders among US
military personnel in the 1990s: association with high levels of health
care utilization and early military attrition. Am J Psychiatry 2002; 159
(9): 1576–83.
7. Hoge CW, Auchterlonie JL, Milliken CS: Mental health problems, use
of mental health services, and attrition from military service after returning from deployment to Iraq or Afghanistan. JAMA 2006; 295(9):
1023–32.
8. Jacobson IG, Ryan MA, Hooper TI, et al: Alcohol use and alcoholrelated problems before and after military combat deployment. JAMA
2008; 300(6): 663–75.
9. LeardMann CA, Powell TM, Smith TC, et al: Risk factors associated
with suicide in current and former US military personnel. JAMA 2013;
310(5): 496–506.
10. Black SA, Gallaway MS, Bell MR, Ritchie EC: Prevalence and risk factors associated with suicides of Army soldiers 2001–2009. Mil Psychol
2011; 23(4): 433–51.
11. Department of the Army. Health of the force: create a healthier force for
tomorrow. 2015. Available at https://www.army.mil/e2/c/downloads/419337.
pdf; accessed March 16, 2016.
12. Armed Forces Health Surveillance Center (AFHSC): Mental disorders
and mental health problems, active component, U.S. Armed Forces,
2000–2011. MSMR 2012; 19(6): 11–7.
13. Armed Forces Health Surveillance Center (AFHSC): Summary of mental disorder hospitalizations, active and reserve components, U.S.
Armed Forces, 2000–2012. MSMR 2013; 20(7): 4–11.
14. Eaton KM, Hoge CW, Messer SC, et al: Prevalence of mental health
problems, treatment need, and barriers to care among primary careseeking spouses of military service members involved in Iraq and
Afghanistan deployments. J Mil Med 2008; 173(11): 1051–6.

15. Ofﬁce of the Surgeon General–United States Army Medical Command,
Ofﬁce of the Command Surgeon–Headquarters, US Army Central Command,
and Ofﬁce of the Command Surgeon–US Forces Afghanistan. Mental
Health Advisory Team 9 (MHAT 9): Operation Enduring Freedom (OEF)
2013, Afghanistan. Available at http://www.dtic.mil/dtic/tr/fulltext/u2/a593777.
pdf; accessed May 2, 2017.
16. Schmitz KJ, Schmied EA, Webb-Murphy JA, et al: Psychiatric diagnoses and treatment of U.S. military personnel while deployed to Iraq.
J Mil Med 2012; 177(4): 380–9.
17. Wilk JE, Herrell RK, Carr AL, West JC, Wise J, Hoge CW: Diagnosis
of PTSD by Army behavioral health clinicians: are diagnoses recorded
in electronic health records? Psychiatr Serv 2016; 67(8): 878–82.
18. Department of the Army. Comprehensive Soldier and Family Fitness
Program (Army Directive 2013–07). 2013: Washington, DC. Available
at https://www.army.mil/e2/rv5_downloads/features/readyandresilient/Army
Directive-CSF2.pdf; accessed March 23, 2017.
19. Department of the Army. Training: Comprehensive Soldier and Family
Fitness (Army Regulation 350–53, 1–5.a.). 2014: Washington, DC.
Available at https://www.army.mil/e2/downloads/rv7/r2/policydocs/r350_
53.pdf; accessed March 3, 2017.
20. Adler AB, Bliese PD, Pickering MA, et al: Mental skills training with
basic combat training soldiers: a group-randomized trial. J Appl
Psychol 2015; 100(6): 1752–64.
21. McGeary DD: Making sense of resilience. J Mil Med 2011; 176(6):
603–4.
22. Luthar SS, Cicchetti D, Becker B: The construct of resilience: a critical
evaluation and guidelines for future work. Child Dev 2000; 71(3):
543–62.
23. Masten AS: Ordinary magic: resilience processes in development. Am
Psychol 2001; 56(3): 227–38.
24. Rutter M: Psychosocial resilience and protective mechanisms. Am J
Orthopsychiatry 1987; 57(3): 316–31.
25. Davydov DM, Stewart R, Ritchie K, Chaudieu I: Resilience and mental
health. Clin Psychol Rev 2010; 30(5): 479–95.
26. American Psychological Association. The road to resilience. Available at
http://www.apa.org/helpcenter/road-resilience.aspx; accessed May 14, 2016.
27. Kobasa SC, Maddi SR, Kahn S: Hardiness and health: a prospective
study. J Pers Soc Psychol 1982; 42(1): 168–77.
28. Fredrickson BL, Tugade MM, Waugh CE, Larkin GR: What good are
positive emotions in crises? a prospective study of resilience and emotions following the terrorist attacks on the United States on September
11th, 2001. J Pers Soc Psychol 2003; 84(2): 365–76.
29. Taylor SE, Stanton AL: Coping resources, coping processes, and mental
health. Ann Rev Clin Psychol 2007; 3: 377–401.
30. Tugade MM, Fredrickson BL, Feldman Barrett L: Psychological resilience and positive emotional granularity: examining the beneﬁts of positive emotions on coping and health. J Pers 2004; 72(6): 1161–90.
31. Thomas JL, Britt TW, Odle‐Dusseau H, Bliese PD: Dispositional optimism buffers combat veterans from the negative effects of warzone
stress on mental health symptoms and work impairment. J Clin Psychol
2011; 67(9): 866–80.
32. LeardMann CA, Smith TC, Smith B, Wells TS, Ryan MA: Baseline
self-reported functional health and vulnerability to post-traumatic stress
disorder after combat deployment: prospective US military cohort study.
BMJ 2009; 338: 1–9.
33. Krasikova DV, Lester PB, Harms PD: Effects of psychological capital
on mental health and substance abuse. J Leadersh. Organ Stud 2015; 22
(3): 280–91.
34. Grifﬁth J, West C: Master resilience training and its relationship to individual well-being and stress buffering among Army National Guard soldiers. J Behav Health Serv Res 2013; 40(2): 140–55.
35. Harms PD, Herian MN, Krasikova DV, Vanhove A, Lester PB: The
comprehensive soldier and family ﬁtness program evaluation. Report
#4: evaluation of resilience training and mental and behavioral health
outcomes. Monterey, CA, Research Facilitation Team, Ofﬁce of the

394

MILITARY MEDICINE, Vol. 183, March/April Supplement 2018

PRESENTATIONS
Presented as an oral presentation at the 2016 Military Health System Research
Symposium (Abstract number: MHSRS-16-0005).

FUNDING
This project is supported in part by the Robert Wood Johnson Foundation
through a grant (#68709) to the Positive Psychology Center of the University
of Pennsylvania, Martin E. P. Seligman, principal investigator. The U.S.
Army provides support for the Research Facilitation Laboratory (PBL). The
Person-Event Data Environment is supported by the Departments of Defense
and the U.S. Army.

REFERENCES

Downloaded from https://academic.oup.com/milmed/article-abstract/183/suppl_1/386/4959978
by guest
on 07 May 2018

Protective Effects of Psychological Strengths Against Psychiatric Disorders Among Soldiers

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.
47.

48.

49.
50.
51.

Deputy Under Secretary of the Army. Available at http://www.dtic.mil/
get-tr-doc/pdf?AD=ADA584179; accessed May 2, 2017.
Maguen S, Turcotte DM, Peterson AL, et al: Description of risk and
resilience factors among military medical personnel before deployment
to Iraq. J Mil Med 2008; 173(1): 1–9.
Pietrzak RH, Johnson DC, Goldstien MB, Malley JC, Southwick MS:
Psychological resilience and post deployment social support protect
against traumatic stress and depressive symptoms in soldiers are returning from Operations Enduring Freedom and Iraqi Freedom. Depress
Anxiety 2009; 26(8): 745–51.
Schaubroeck JM, Riolli LT, Peng AC, Spain ES: Resilience to traumatic exposure among soldiers deployed in combat. J Occup Health
Psychol 2011; 16(1): 18–37.
Taylor MK, Pietrobon R, Taverniers J, Leon MR, Fern BJ: Relationships
of hardiness to physical and mental health status in military men: a test of
mediated effects. J Behav Med 2013; 36(1): 1–9.
Wooten NR: Deployment cycle stressors and post-traumatic stress
symptoms in Army National Guard women: the mediating effect of
resilience. Soc Work Health Care 2012; 51(9): 828–49.
Eisen SV, Schultz MR, Glickman ME, et al: Postdeployment resilience as
a predictor of mental health in Operation Enduring Freedom/Operation
Iraq Freedom returnees. Am J Prev Med 2014; 47(6): 754–61.
Peterson C, Park N, Castro CA: Assessment for the US Army comprehensive soldier ﬁtness program: the global assessment tool. Am Psychol
2011; 66(1): 10–8.
Seal KH, Shi Y, Cohen G, et al: Association of mental health disorders
with prescription opioids and high-risk opioid use in veterans of Iraq
and Afghanistan. JAMA 2012; 307(9): 940–7.
Vie LL, Grifﬁth KN, Scheier LM, Lester PB, Seligman MEP: The
person-event data environment (PDE): leveraging big data for studies of
psychological strengths in soldiers. Front Psychol 2013; 4: 934.
Vie LL, Scheier LM, Lester PB, Ho TE, Labarthe DR, Seligman MEP:
The US Army person-event data environment: a military–civilian big
data enterprise. Big Data 2015; 3: 1–13.
Vie LL, Scheier LM, Lester PB, Seligman MEP: Initial validation of the
U.S. Army global assessment tool. Mil Psychol 2016; 28(6): 468–87.
Scheier MF, Carver CS: Optimism, coping, and health: assessment and
implications of generalized outcome expectancies. Health Psychol
1985; 4(3): 219–47.
Scheier MF, Carver CS, Bridges MW: Distinguishing optimism from neuroticism (and trait anxiety, self-mastery, and self-esteem): a reevaluation of
the Life Orientation Test. J Pers Soc Psychol 1994; 67(6): 1063–78.
Carver CS, Scheier MF, Weintraub JK: Assessing coping strategies: a
theoretically based approach. J Pers Soc Psychol 1989; 56(2): 267–83.
Martin MM, Rubin RB: A new measure of cognitive ﬂexibility.
Psychol Rep 1995; 76(2): 623–6.
Watson D, Clark LA: The PANAS-X. Manual for the positive and negative affect schedule-expanded form. Iowa City, University of Iowa,

52.
53.

54.
55.
56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

1999. Available at http://www2.psychology.uiowa.edu/Faculty/Clark/
PANAS-X.pdf; accessed March 23, 2017.
Abramson LY, Seligman ME, Teasdale JD: Learned helplessness in
humans: critique and reformulation. J Abnorm Psychol 1978; 87(1): 49–59.
Peterson C, Semmel A, Von Baeyer C, Abramson LY, Metalsky GI,
Seligman ME: The attributional style questionnaire. Cognitive Ther Res
1982; 6(3): 287–99.
Russell D, Peplau LA, Ferguson ML: Developing a measure of loneliness. J Pers Assess 1978; 42(3): 290–4.
Crumbaugh JC: Cross-validation of purpose-in-life test based on
Frankl’s concepts. J Indiv Psychol 1968; 24(1): 74–81.
American Psychiatric Association: Diagnostic and Statistical Manual
of Mental Disorders, Ed. 4, Washington, DC, American Psychiatric
Association, 2000.
Gravely AA, Cutting A, Nugent S, Grill J: Validity of PTSD diagnoses
in VA administrative data: comparison of VA administrative PTSD
diagnoses to self-reported PTSD checklist scores. J Rehabil Res Dev
2011; 48(1): 21–30.
Frayne SM, Miller DR, Sharkansky EJ, et al: Using administrative data
to identify mental illness: what approach is best? Am J Med Qual 2010;
25(1): 42–50.
Bauer MS, Austin L, Christopher JM, Laura B, Mingfei L, Robert BP:
Effects of diagnostic inclusion criteria on prevalence and population characteristics in database research. Psychiatr Serv 2015; 66(2): 141–48.
American Society of Health-System Pharmacists, Inc.: American
Hospital Formulary Service Drug Information, 2015. Bethesda, MD,
American Society of Health-System Pharmacists, 2015.
Ofﬁce of the Deputy Under Secretary of Defense. Demographics 2010:
proﬁle of the military community. Washington, DC: Department of
Defense. Available at http://download.militaryonesource.mil/12038/MOS/
Reports/2010_Demographics_Report.pdf; accessed May 2, 2017.
Emmons RA, McCullough ME: Counting blessings versus burdens: an
experimental investigation of gratitude and subjective well-being in
daily life. J Pers Soc Psychol 2003; 84(2): 377–89.
Peters ML, Flink IK, Boersma K, Linton SJ: Manipulating optimism:
can imagining a best possible self be used to increase positive future
expectancies? J Posit Psychol 2010; 5(3): 204–11.
Department of the Army: Field Manual 8–51, Combat Stress Control in
a Theater of Operations. Available at https://archive.org/download/milm
anual-fm-8-51-combat-stress-control-in-a-theater-of-operations/fm_8-51_
combat_stress_control_in_a_theater_of_operations.pdf; accessed January
11, 2016.
Smith B, Chu LK, Smith TC, et al: Challenges of self-reported medical
conditions and electronic medical records among members of a large
military cohort. BMC Med Res Methodol 2008; 8: 37.
Connor KM, Davidson JR: Development of a new resilience scale: the
Connor-Davidson Resilience Scale (CD-RISC). Depress Anxiety 2003;
18(2): 76–82.

MILITARY MEDICINE, Vol. 183, March/April Supplement 2018
Downloaded from https://academic.oup.com/milmed/article-abstract/183/suppl_1/386/4959978
by guest
on 07 May 2018

395

