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A B S T R A C T

Introduction. Although the military is a young and vigorous force, service members and veterans may experience
sexual functioning problems (SFPs) as a result of military service. Sexual functioning can be impaired by physical,
psychological, and social factors and can impact quality of life (QOL) and happiness.
Aims. This study aims to estimate rates and correlates of SFPs in male military personnel across demographic and
psychosocial characteristics, to examine the QOL concomitants, and to evaluate barriers for treatment seeking.
Methods. This exploratory cross-sectional study was conducted using data from a larger nationwide study conducted
between October 2013 and November 2013. This sample consists of 367 male active duty service members and
recent veterans (military personnel) age 40 or younger.
Main Outcome Measures. Erectile dysfunction (ED) was determined using the five-item International Index of
Erectile Function, sexual dysfunction (SD) was determined using the Arizona Sexual Experiences Scale, Male, and
QOL was determined using the World Health Organization Quality of Life, Brief.
Results. SFPs were associated with various demographic, physical, and psychosocial risk factors. The rates of SD and
ED were 8.45% and 33.24%, respectively, for male military personnel aged 21–40. Those who were 36–40,
nonmarried, nonwhite, and of lower educational attainment reported the highest rates of SFPs. Male military
personnel with poor physical and psychosocial health presented the greatest risk for ED and SD. SFPs were associated
with reduced QOL and lower happiness, and barriers for treatment were generally related to social barriers.
Conclusions. SFPs in young male military personnel are an important public health concern that can severely impact
QOL and happiness. Wilcox SL, Redmond S, and Hassan AM. Sexual functioning in military personnel:
Preliminary estimates and predictors. J Sex Med **;**:**–**.
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Introduction

A lthough the military is a young and vigorous
force, service members and veterans (military

personnel) may experience a number of hidden
injuries that may influence their quality of life
(QOL). Research on the invisible wounds of war
have focused largely on posttraumatic stress disor-
der (PTSD), major depression, generalized anxiety,
and traumatic brain injury [1]. However, military
personnel experience a number of other invisible

wounds of war, including sexual functioning prob-
lems (SFPs) [2]. Although SFPs, particularly erec-
tile dysfunction (ED) and sexual dysfunction (SD),
are typically associated with increasing age, those
exposed to traumatic events and physical injuries
are at risk for developing SFPs, regardless of age
[3].

SFPs have been linked to both physical and
psychological injuries but have received little
attention—likely due to low reporting, which
reduces the estimated burden and perceived impor-
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tance [2]. Although SFPs in young military person-
nel is an understudied and underreported problem,
it is not a new problem unique to the current
generation of military personnel [3–6].

Despite a dearth of research on SFPs in military
personnel, two studies have found that over 80%
of veterans with PTSD diagnoses also reported
clinically relevant SFPs, including ED [7,8]. Fur-
thermore, SFPs are significantly related to many of
the psychological effects of war [9,10]. Trauma-
tized populations with PTSD, including veterans,
are significantly more likely to have any SFP than
those without PTSD, and this relationship
between PTSD and SFPs is more pronounced in
those also taking medication [11]. Also, for female
veterans, those with a mental health diagnosis are
6–10 times more likely to report SD compared
with those without a diagnosis [12].

SFPs present a significant reduction in QOL
and can impair self-confidence and sense of mas-
culinity in male military personnel [6,13]. The
transitions that military personnel experience can
further exacerbate sexual functioning, mental
health, and other problems, and can strain inti-
mate relationships [14–19]. Unfortunately, SFPs,
like many of the invisible wounds of war, are stig-
matizing, which limits treatment seeking [20,21].

Aims

An understanding of causes and treatments of
SFPs have been advancing, but there is still a gap
in the epidemiology of SFPs, particularly in mili-
tary personnel who experience a high frequency of
risk factors. The present study used national data
on young (i.e., 40 or younger) military personnel
to estimate rates and correlates of SFPs in male
military personnel across demographic, physical,
and psychosocial characteristics; examined the
QOL and happiness concomitants; and evaluated
barriers for treatment seeking.

Methods

Data Source
The data presented in this study were part of a
larger study evaluating SFPs in military popula-
tions. The Sexual Functioning Survey (SFS) con-
sisted of a national sample of U.S. military
personnel and military spouses. Respondents were
recruited from a pool of existing military partner-
ships with national military-affiliated organiza-
tions and social networks. Recruitment took place

online via e-mail and social media outlets inviting
eligible individuals (i.e., military personnel age 40
or younger and military spouses age 45 or
younger) to complete a cross-sectional survey on
sexual functioning as a result of military service.
Data were collected online during an 8-week
period between October 2013 and November
2013. This study was approved by the University
of Southern California’s Institutional Review
Board and informed consent was collected online
at the beginning of each survey. Respondents who
completed the assessment received a $25 gift card
as compensation for their time and effort.

Participants
This nationwide cross-sectional study included
data from male military personnel age 40 or
younger, who completed the SFS. A total of 367
U.S. military personnel were included in this
study. The sample demographic characteristics
were similar to active duty members, although
slightly more educated [22]. The average age of
the sample was 31.43 (standard deviation = 3.91,
range = 21–40). Additional demographic charac-
teristics are presented in Table 1.

Main Outcome Measures
All items referred to the past 4 weeks. ED severity
was assessed with the five-item International Index
of Erectile Function (IIEF-5) [23]. Items are rated
on a five-point scale; scores are classified as severe
(5–7), moderate (8–11), mild-moderate (12–16),
mild (17–21), and no ED (22–25). The IIEF-5 has
high reliability (α = 0.88) in previous research [23]
and our sample (α = 0.86). SD was assessed with
the five-item Arizona Sexual Experiences Scale,
Male (ASEX-M), which assesses sex drive, sexual
arousal, penile erection, ability to reach orgasm,
and satisfaction with orgasm [24]. Items are rated
on a six-point scale; higher scores indicate hypo-
function. The ASEX has high reliability (α = 0.91)
[24] and excellent reliability in our sample
(α = 0.91).

QOL was assessed with the 26-item World
Health Organization Quality of Life, Brief, which
assesses four domains of QOL (physical, psycho-
logical, environmental, and social) [25]. Items are
rated on a five-point scale; higher scores indicate
greater frequency/satisfaction [25,26]. Reliability
was found to be adequate (α = 0.7) and was excel-
lent in our sample overall (α = 0.90) and adequate
across domains (α = 0.58–0.82) [25]. To assess hap-
piness, participants were asked to rate their overall
level of happiness on a seven-point scale, where
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higher scores indicated greater happiness. To cat-
egorize happiness, a cutoff score of 4 was used.

Mental and physical health factors included
PTSD, depressive disorder, anxiety disorder, sui-
cidal ideation, and genital injuries. PTSD was
assessed using the 17-item PTSD Checklist, mili-
tary version (PCL-M), based upon criteria from
the Diagnostic and Statistical Manual of Mental
Disorders (DSM) [27]. Responses are rated on a
five-point scale where higher scores indicate
greater PTSD and 50 or higher indicates probable
PTSD [28,29]. The PCL-M has excellent psycho-
metric properties, and reliability for our study was
excellent (α = 0.99) [29]. Frequency of depressive
symptoms were assessed with the nine-item
Patient Health Questionnaire (PHQ-9) [30].
Items are rated on a four-point scale; cutoff points
indicate varying levels of probable depression [30].
The PHQ-9 has excellent psychometric properties
and excellent reliability in our study (α = 0.96)
[30]. Suicidality was assessed using item nine from
the PHQ-9, which asks if respondents thought
that they would be better off dead or of hurting
themselves in any way. Frequency of anxiety symp-
toms were assessed using the seven-item General-
ized Anxiety Disorder (GAD-7) [31]. Items are
rated on a four-point scale, where 5, 10, and 15 are
used as cutoffs for mild, moderate, and severe
anxiety, respectively. The GAD-7 has excellent
psychometric properties and excellent reliability
in our study (α = 0.96) [31]. To assess injuries,

respondents were shown a figure of the human
body with arrows pointing to major locations on
the body and asked to select the locations of inju-
ries experienced while serving in the military.
Genital injuries were assessed with an indicator of
the genitals on the figure.

The trauma, sex, and relationship factors included
military sexual trauma (MST), traumatic life
events, dyadic adjustment, and genital self-image
(GSI). MST was assessed using two items
(α = 0.66), “During your military service, did you
receive uninvited and unwanted sexual attention,
such as touching, cornering, pressure for sexual
favors, or verbal remarks?” and “Did someone ever
use force or the threat of force to have sexual
contact with you against your will?” Traumatic life
events were assessed using the Life Events Check-
list (LEC) [32]. Respondents were presented a list
of traumatic life events and asked to indicate
whether they experienced it personally, witnessed
it, and/or learned about it. We calculated a total
score of personally experienced traumatic events
by adding all of the events that they experienced
personally. The LEC has good reliability
(α = 0.85) [32] and was good in our sample
(α = 0.84). Dyadic adjustment (severity of relation-
ship discord) was assessed using the 32-item
Dyadic Adjustment Scale (DAS) [33]. Higher
scores indicate greater adjustment; a cutoff of 100
was selected to indicate a distressed relationship
[34,35]. The DAS has excellent reliability

Table 1 Estimates of dysfunction by demographic characteristics in male military personnel

Erectile dysfunction (IIEF-5) Sexual dysfunction (ASEX)

Demographic characteristics Sample no. (%) Symptom no. (%) OR (95% CI) Symptom no. (%) OR (95% CI)

Total N = 367 N = 122 (33.24) N = 31 (8.45)
Age

18–25 28 (7.63) 9 (24.32) 0.35 (0.13, 0.96)* 2 (6.67) 0.44 (0.08, 2.34)
26–30 119 (32.43) 23 (16.20) 0.18 (0.08, 0.38)** 8 (6.30) 0.41 (0.13, 1.26)
31–35 180 (49.05) 67 (27.13) 0.44 (0.22, 0.88)* 15 (7.69) 0.52 (0.19, 1.42)
36–40 40 (10.90) 23 (36.51) Referent 6 (13.04) Referent

Marital status
Single 71 (19.45) 28 (28.28) 1.42 (0.84, 2.46) 5 (6.58) 0.94 (0.34, 2.61)
Married 269 (73.70) 84 (23.80) Referent 20 (6.92) Referent
Separated, divorced, widowed 25 (6.85) 10 (28.57) 1.47 (0.63, 3.40) 5 (16.67) 3.11 (1.06, 9.17)*

Education
High school 13 (3.54) 6 (31.58) 2.01 (0.66, 6.17) 1 (7.14) 0.94 (0.12, 7.60)
Some college 83 (22.62) 35 (29.66) 1.72 (1.03, 2.84)* 8 (8.79) 1.21 (0.52, 2.82)
College or higher 271 (73.84) 81 (58.62) Referent 22 (12.73) Referent

Race & ethnicity
White 241 (66.03) 63 (20.72) Referent 17 (6.59) Referent
Black 56 (15.34) 22 (28.21) 1.83 (1.00, 3.36)* 3 (5.08) 0.75 (0.21, 2.64)
Hispanic 43 (11.78) 20 (31.75) 2.46 (1.26, 4.78)** 8 (15.69) 3.01 (1.21, 7.50)*
Other 25 (6.853) 17 (40.48) 6.00 (2.47, 14.59)** 3 (10.71) 1.80 (0.49, 6.61)

Note: Predictors were compared with non-ED/SD group
*p < 0.05; **p < 0.01
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(α = 0.95) [36,37] and was excellent in our sample
(α = 0.86). Male GSI was assessed using the seven-
item Male Genital Self-Image (MGSI) scale [38].
Items are rated on a four-point scale; higher scores
indicate positive GSI. A cutoff of 21 was used to
indicate positive or negative GSI. The MGSI scale
has excellent psychometrics and good reliability in
our sample (α = 0.95) [38].

Statistical Analysis
Data were analyzed using SPSS version 21 (SPSS
Inc., Chicago, IL, USA). Descriptive statistics
were completed to describe sample characteristics.
Binary logistic regression (BLR) analyses with
odds ratios (ORs) with 95% confidence intervals
(CIs) were performed to assess estimates of SFPs
across demographic characteristics, which were
controlled in subsequent analyses. ORs with 95%
CIs were estimated using BLR for a series of risk
factors, each modeled separately in a non-nested
manner. A set of BLRs, with 95% CIs with ED and
SD as predictor variables, was used to measure the
association between SFPs and QOL. It is impor-
tant to note that concomitant outcomes cannot be
casually linked as an outcome of SFPs. Descriptive
summary statistics addressing service utilization
were evaluated.

Results

A total of 367 Active Duty U.S. military personnel
aged 21–40 years (M = 31.43, standard devia-
tion = 3.91) were included in this study. Most were
U.S. born (n = 360, 98.1%), white (non-Hispanic/
Latino; n = 241, 65.7%), heterosexual (n = 362,
98.6%), and affiliated with the Army (n = 253,
68.9%). These data allowed for gross estimates of
SFPs in male military personnel and assessment of
the relationship of SFPs with physical and psycho-
social health issues and QOL, including happiness.
Although these data do not connote a clinical defi-
nition of SFPs per the DSM, they provide impor-
tant estimates about the extent of SFPs in young
military personnel.

Estimates of SFPs
The majority of the sample (66.8%) did not screen
positive for probable ED, whereas 33.2% reported
probable ED. Similarly, the majority (91.6%) did
not screen positive for potential SD, whereas 8.4%
reported probable SD. Table 1 provides estimates
of SFPs for males and bivariate analyses of demo-
graphic characteristics predicting SFPs.

Compared with the 36- to 40-year age group,
the odds of having ED were significantly lower for
younger (i.e., 18–25, 26–30, and 31–35) age groups
(0.35, 0.18, and 0.44 times, respectively). There
were similar age group findings for SD; the odds of
having SD were lower (by approximately half).
Marriage seemed to be related to lower reported
SFPs, with the odds of having ED being slightly
higher for nonmarried, by 1.42–1.47 times, com-
pared with married personnel. For those who were
separated/divorced/widowed, the odds of having
SD were significantly higher by 3.11 times.

In terms of education, which controlled for age,
the odds of having ED were 1.72–2.01 higher for
those with lower than a college degree. For SD,
only those with some college were at greater odds
of having SD compared with those with a college
degree or higher. SFPs also varied as a function of
race/ethnicity, with black, Hispanic, and other
races having significantly higher odds for ED
(1.83, 2.64, and 6.00 times, respectively) compared
with whites. However, compared with whites,
blacks were slightly less likely to have SD and
Hispanic and other races were two to three times
more likely to have SD.

Correlates of SFPs
Table 2 presents the relationship of mental and
physical health factors, and trauma, sex, and rela-
tionship factors with SFPs.

Mental and Physical Health Factors
In general, compared with those with problems,
those without mental or physical health problems
were significantly less likely to have ED or SD.
Compared with those without probable PTSD,
those with probable PTSD were nearly 30 times
more likely to report ED and six times more likely
to report SD. For depression, compared with
those with minimal symptoms, those with mild
depressive symptoms were nearly 10 times more
likely to have ED and over five times more likely
to have SD. Those with moderate-severe depres-
sive symptoms were over 13 times more likely to
have SD compared with those with minimal symp-
toms. Similarly, those with minimal levels of
anxiety were nearly 10 times more likely to have
ED, but only two times more likely to have SD.
Those with moderate-severe anxiety symptoms
were over 12 times more likely to have SD and
were at greater odds for ED compared with those
with minimal symptoms.

Those who reported suicidal ideations were
over 17 times more likely to have SFPs compared
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with those not reporting suicidal ideations. Those
who experienced genital injuries were nearly 10
and 32 times more likely to report ED and SD,
respectively.

Trauma, Sex, and Relationship Risk Factors
Compared with those without MST, those with
MST have odds of ED or SD that are 13 and 3
times greater, respectively. Those who experience
more traumatic life events have significantly
greater odds of having ED. Reporting even one
traumatic life event increases odds for SFPs by two
to three times compared with those without trau-
matic life events. In terms of dyadic adjustment,
those who were in distressed relationships
reported two to three times greater odds of SFPs
compared with those in nondistressed relation-
ships. GSI was significantly related to SFPs, with

those with low GSI having 6–10 times greater
odds of SFPs.

Impact of SFPs on QOL
Table 3 highlights the associations of SFPs with
overall and domains of QOL and happiness. It is
important to note that no causal order should be
assumed as QOL indicators are concomitant out-
comes of SFPs. For males, the absence of both ED
and SD was related to statistically high QOL and
greater happiness. Those without ED or SD had
between 4.31 and 12.79 greater odds of improved
QOL and happiness.

Although 33.2% and 8.4% of the male sample
reported ED and SD, respectively, only 12%
(n = 44) reported receiving treatment for ED or
SD. Table 4 presents concerns affecting the deci-
sion to receive treatment. The most common

Table 2 Correlates of sexual functioning problems

Predictors

Sample
no. (%)

Erectile dysfunction
(IIEF-5)

Sexual dysfunction
(ASEX)

N = 367 OR (95% CI) OR (95% CI)

Mental and physical health factors

PTSD
No PTSD 299 (82.14) Referent Referent
Probable PTSD 65 (17.86) 29.48 (11.38, 76.38)** 6.03 (2.23, 16.29)**

Depression
Minimal 234 (63.76) Referent Referent
Mild 49 (13.35) 9.52 (4.26, 21.26)** 5.16 (1.60, 16.71)**
Moderate–severe 84 (22.89) 73.51 (27.78, 194.56)**† 13.20 (4.58, 38.06)**

Anxiety
Minimal 255 (69.48) Referent Referent
Mild 44 (11.99) 9.01 (3.97, 20.40)** 1.72 (0.46, 6.48)
Moderate–severe 68 (18.53) 55.71 (20.23, 153.38)**† 12.32 (4.43, 34.28)**

Suicidality
No suicidal ideations 263 (71.66) Referent Referent
Suicidal ideations 104 (28.34) 17.51 (8.89, 34.51)** 17.42 (6.34, 47.89)**

Genital injuries
No genital injuries 341 (92.92) Referent Referent
Genital injuries 26 (7.08) 9.33 (2.48, 35.14)** 31.97 (7.43, 137.66)**†

Trauma, sex, and relationship factors

MST
No MST 282 (76.84) Referent Referent
MST 85 (23.16) 13.33 (6.69, 26.56)** 3.46 (1.40, 8.55)**

Traumatic life events
Zero 203 (55.31) Referent Referent
One 39 (10.63) 2.65 (1.14, 6.13)* 2.23 (0.60, 8.36)
Two–four 71 (19.35) 6.89 (3.37, 14.10)** 2.46 (0.76, 7.96)
Five or more 54 (14.71) 6.54 (2.90, 14.78)** 8.25 (2.78, 24.49)**

DAS
Distressed 95 (23.8) 2.25 (1.23, 4.09)** 3.53 (1.52, 8.21)**
Nondistressed 266 (66.7) Referent Referent

Genital self-image
High GSI 284 (77.81) Referent Referent
Low GSI 81 (22.19) 5.68 (3.00, 10.74)** 9.90 (3.90, 25.13)**

Note: Predictors were compared with non-ED/SD group
*p < 0.05; **p < 0.01
†Limited sample of injured with ED/SD present large CIs and should be interpreted with caution
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concern was related to the perceived safety of
treatment, followed by concerns of what others
would think about the affected individual.

Discussion

SFPs were common in this sample of relatively
healthy, young male military personnel. The
overall rate of ED in our sample was over 30%,
which is three times higher than the rate of ED in
civilian males of similar age and 10% more than
civilian men over the age of 40 years [39,40]. The
rate of ED in our 36- to 40-year age group is most
alarming, nearly twice the rate of civilian men over
the age of 40 [39,40]. Our rates were also higher
than Department of Veterans Affairs (VA) data on
SDs obtained from International Classification of
Diseases, Ninth Revision, Clinical Modification
(ICD9-CM) codes related to sexual health issues
and/or ED medication prescriptions, which were
below 5% for military personnel 18–40 years of
age [2]. Though not presented here, only 1.64%
and 3.23% of male military personnel with ED
and SD, respectively, reported taking ED-specific
medications (e.g., Viagra [Pfizer, New York, NY,
USA], Cialis [Eli Lilly and Company, Indianapolis,

IN, USA]). Thus, rates of ED based on ED medi-
cation prescriptions at the VA may present large
underestimates of the extent of these problems [2].
Although our rate of ED was elevated, our rate of
SD was lower than a national estimate of adults
who experienced a traumatizing event within the
past year [41].

Demographic characteristics were predictive of
SFPs, particularly ED. Elevated risk for SFPs were
associated with older age (36–40), nonmarried, low
educational attainment, and ethnic minority. All of
the age groups showed risk for SFPs, indicating
increased risk for military personnel in general.
Our demographic findings were consistent with
previous research [39,42].

Physical and psychosocial factors are differen-
tially predictive of SFPs across demographic char-
acteristics. Although causal ordering is uncertain, it
is clear that there is a strong relationship between
sexual functioning and psychosocial factors [14].
Specifically, the presence of mental and physical
health problems were related to high levels of SFPs.
Those with greater mental health symptoms and
those reporting genital injuries were more likely
to report SFPs. Similarly, greater trauma, sex,
and relationship risk factors were associated with

Table 3 Quality of life concomitants by ED/SD

QOL—Physical QOL—Psychological QOL—Social QOL—Environmental QOL—Overall Happiness
Predictors OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

ED
No ED 12.38 (3.22, 47.59)** 10.32 (3.17, 33.57)** 8.58 (2.68, 27.50)** 8.85 (3.43, 22.87)** 5.65 (2.11, 15.08)** 12.79 (4.97, 32.95)**
ED Referent Referent Referent Referent Referent Referent

SD
No SD 6.91 (2.21, 21.57)** 7.08 (2.33, 21.54)** 9.64 (3.29, 28.21)** 4.31 (1.61, 11.54)** 7.51 (2.75, 20.53)** 6.44 (2.36, 17.59)**
SD Referent Referent Referent Referent Referent Referent

Note: Predictors were compared with low QOL group
*p < 0.05; **p < 0.01

Table 4 Concerns affecting the decision of male military personnel with ED/SD to receive treatment

ED (N = 122)
Agree, no. (%)

SD (N = 31)
Agree, no. (%)

High costs of care 42 (34.4) 9 (39)
Getting child care or time off work 48 (39.3) 12 (38.7)
Not knowing where to get help or whom to see 45 (36.9) 5 (16.1)
Difficulty scheduling an appointment 33 (27.0) 8 (25.8)
Difficulty arranging transportation 33 (27.0) 3 (9.7)
Worrying that coworkers would have less confidence if they knew I was getting treatment 61 (50.0) 12 (38.7)
Concerns about confidentiality of treatment 50 (41.0) 12 (38.7)
Worry that friends and family would respect me less if I were getting treatment 52 (42.6) 13 (41.9)
Worrying that my supervisor might respect me less 46 (37.7) 12 (38.7)
Fear that treatment could harm my career 44 (36.1) 12 (38.7)
Concern that my spouse/partner would not want me to get treatment 36 (29.5) 7 (22.6)
Fear of potential side effects of medication 64 (52.5) 18 (58.1)
Thinking that even good care is not very effective 54 (44.3) 12 (38.7)
Thinking that the treatments available are not effective 60 (49.2) 13 (41.9)
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higher risk for SFPs. Those who reported experi-
encing MST, traumatic life events, distressed
relationships, and low GSI were more likely to
report SFPs. These findings were consistent with
similar research showing that increased psychoso-
cial problems were associated with greater SFP risk
[2].

The relationship of ED was most pronounced
on happiness and physical and psychological
domains of QOL, whereas the relationship of SD
was most pronounced on social and overall QOL.
Although causal ordering should not be assumed,
there was a clear relationship between SFPs
and QOL and happiness. Although SFPs were
associated with a significantly reduced QOL and
reduced happiness, few affected individuals
reported receiving treatment. Many of the reasons
associated with not seeking treatment were related
to social factors, including concerns of what
others would think. Military populations have
low treatment rates and high dropout rates for
mental health treatment [1,21,43–45]. Stigma is
often a key factor related to receiving and main-
taining treatment [20,21]. The stigma associated
with treatment seeking leads to an exacerbation
of symptoms and remains a leading barrier for
treatment [46–48]. Unfortunately, SFPs present
an additional burden and when left untreated can
continue to reduce QOL. To help encourage
needed treatment, confidential, less stigmatizing,
and flexible options need to be available [49].
Ultimately, the costs to society for leaving invis-
ible wounds untreated are severe. Although no
studies have specifically examined the impact of
untreated SFPs, the costs of untreated health
problems are higher compared with those without
these problems and present a burden to society
[50].

Limitations of the current study include that
the data were self-reported and cross-sectional,
requiring a couple cautionary notes. Self-reports
of SD and mental health are subject to
underreporting biases related to stigmatization.
There may also be systematic biases related to
individualized attributes of respondents that may
also lead to underreporting. Additionally, the
sample sizes in those with both SFPs and some
moderate-severe subcategories produced large
confidence intervals, which inflated ORs, and
should be interpreted with caution. Specific sub-
categories are noted in Table 2. However, it is
clear that these individuals have a much greater
odds of SFPs compared with those with only
mild symptoms.

Conclusions

This report is among the first nationwide assess-
ment of SFPs in male military personnel [6].
Results indicate that SFPs are widespread among
young, male military personnel and are associated
with negative physical and psychosocial factors,
which influence QOL and happiness. However,
there were differing patterns of SFPs across demo-
graphic characteristics, highlighting the need for
further research on the etiological mechanisms.
With the aging trends of veterans in the United
States, SFPs in military populations will increas-
ingly become a more important public health
problem.
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