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ABSTRACT 
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Title:    Health of Veterans Home from War 
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Dissertation Advisor: Dr. Patricia Liehr 

Degree:   Doctor of Philosophy 

Year:    2011 

Approximately 1.76 million men and women have served in the Operation 

Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF) military campaigns 

since October 2001.  The transition from living in a war zone to resuming a 

fulfilling life at home is often difficult for veterans.  The purpose of this mixed 

methods study was to gain understanding of the issues that complicate health for 

veterans and approaches veterans used to resolve complicating health issues 

associated with the challenge of coming home from war.  Qualitative data 

collection and analysis was guided by story inquiry method.  Quantitative data 

was collected using the 36-item Short-Form Health Survey, Version 2 (SF-36v2) 

and analyzed using QualityMetric Health Outcomes™ Score Software, Version 

4.0. 

Seven OEF/OIF veterans who had completed at least one tour of duty in 

Iraq since October 2001 participated in this study.  Three themes emerged from 

the qualitative data that capture the complicating health issues that participants 
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encountered when coming home from war: flipping the switch, figuring out how to 

belong, and living the stress of a new normal.  Two themes emerged from the 

qualitative data that capture approaches used to resolve complicating health 

issues associated with returning home from war: connecting with others and 

choosing a positive attitude.  Quantitative data revealed that the majority of 

participants scored at or above general population norms on three of the 

subscales that measure physical health, as well as on two of the subscales that 

measure mental health; however a significant percentage scored below norms on 

the subscale that measures social functioning (57%) and on the subscale that 

directly measures mental health (43%). 

All three themes describing complicating health issues that emerged 

during qualitative data analysis resonated with the SF-36v2’s measures of mental 

health, especially social functioning which inquires about experiences with social 

interactions.  Both themes describing movement toward resolving resounded 

strongly with the SF-36v2’s measures of mental health. 

From this study’s findings, changes to policy and practice, education of 

nurses and post-secondary faculty, and future research have been 

recommended to continue to assist the war veteran who is coming home. 
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CHAPTER 1.  INTRODUCTION 

Approximately 1.76 million men and women have served in the military 

campaigns known as Operation Enduring Freedom (OEF) and Operation Iraqi 

Freedom (OIF) in Middle Eastern countries since October 2001 when the United 

States (U.S.) initiated military action in response to the terrorist attacks of 

September 11, 2001 (U.S. Census Bureau, 2005-2009).  While there are 

incentives offered in exchange for service, such as education benefits, the U.S. 

maintains an all-volunteer military meaning that these individuals signed up for 

military duty by choice, leaving their homes and families to protect and defend 

the country.  After fulfilling their contractual obligations, veterans return home to 

resume normal lives and reoccupy previously held social roles, such as spouse.  

Very often, the process of reintegrating into civilian life is not easy as changes 

have occurred at home while the serviceman or woman was away.  In addition, 

reintegration can be made more difficult by physical injury or psychological 

trauma.  While the healthcare community has concentrated on developing ways 

to address the needs of veterans suffering from certain service-related afflictions, 

such as Traumatic Brain Injury (TBI) and Post-Traumatic Stress Disorder 

(PTSD), it is equally important to understand and support the all-encompassing 

experience of reintegrating into life at home for any veteran as difficulties with the 

transition can have a direct impact on veteran health.  The transition from living in 

a chaotic war zone to resuming a fulfilling life at home is deeply embedded in the 
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context of relationships to self and to others and, as such, nurses whose practice 

is grounded in supporting all realms of life and health can provide support to 

those who struggle through it. 

Purpose 

The purpose of this mixed methods study was to explore the health 

experience of coming home from war for veterans of the current military conflicts 

in the Middle East.  The specific aims of this study integrate qualitative (specific 

aims 1 & 2) and quantitative (specific aim 3) approaches to: 

1) describe complicating health issues for veterans of the current war in 

the Middle East in the context of the health challenge of coming home 

from war; 

2) describe how veterans of the current war in the Middle East move to 

resolve complicating health issues that emerge within the context of 

the health challenge of coming home from war; 

3) identify dimensions of health for veterans coming home from the 

current war in the Middle East through self-reported health status (SF-

36v2); and 

4) explore similarities and distinctions between complicating health 

issues, movement toward resolving, and dimensions of health 

identified through qualitative and quantitative analysis.
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CHAPTER 2.  BACKGROUND AND SIGNIFICANCE 

OEF/OIF Veterans 

While deployed to combat zones in the Middle East, military personnel 

must learn to survive in an environment when threat to life can come from 

anywhere at any time.  Data collected during 2003 revealed that 93% of Army 

personnel deployed to Iraq had been under fire, and 95% had seen the bodies of 

people killed as a result of combat (Hoge et al., 2004).  Harsh foreign physical 

surroundings, strenuous demands of a rigorous military schedule, and constant 

vigilance required to insure the safety of self and fellow soldiers create an 

environment far removed from life within the protected boundaries of country and 

home.  Out of necessity, traits of survivor and warrior, such as secrecy and 

domination, govern the psyche of the soldier (National Center for PTSD, 2006), 

and strong bonds are forged with fellow soldiers allowing for feelings of safety 

and security in an otherwise threatening environment (Flinn, 2007). 

Once back at home, veterans may simultaneously struggle with 

disconnecting from their military identity and soldier-comrades while defining new 

connections with friends, family, and society (Flinn, 2007).  Veterans may be 

reluctant to communicate with family and friends, not only because loved ones 

cannot place veterans’ experiences of war in an accurate context but also out of 

fear of judgment for actions necessitated by combat duty (Hutchinson & Banks-
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Williams, 2006; Committee on Veterans Affairs, 2005).  Changes in home 

environment and organization may leave the veteran questioning his or her ability 

to contribute to the family (Faber, Willerton, Clymer, MacDermid, & Weiss, 2008), 

while abrupt resumption of previously held responsibilities may leave family 

members feeling usurped, underappreciated, or undermined (Doyle & Peterson, 

2005).  Societal opinion against the war may lead a veteran to feel a sense of 

public rejection (Hutchinson & Banks-Williams, 2006).  These factors can build 

leaving the veteran feeling confused, frustrated, and unsupported which may 

consequently lead to adverse health outcomes. 

Veteran Health Issues – Physical Health 

The Department of Defense reports that over 38,000 service members 

have been wounded in action since 2001 in the OEF/OIF military campaigns as 

of July 2010.  Of the injured, more than 20,000 were returned to duty within 72 

hours.  Advances in warfare technology have resulted in more powerful weapons 

and more protective body armor resulting in a larger proportion of combatants 

surviving injuries; approximately 10 percent of wounded American troops have 

died as a result of their injuries in the current war compared to 30% of those who 

fought in World War II (Gawande, 2004).  However, the severity of injuries can 

often be great; almost 1,000 amputations have been performed in-field as of 

January 2010 (Department of Defense). 

According to the January 2010 Armed Forces Health Surveillance 

Center’s Monthly Report, almost 30,000 service personnel have suffered a 

Traumatic Brain Injury (TBI) since January 2003.  However, citing poor 



5 

documentation of blast exposure and failure to identify potential cases, Tanelian 

and Jaycox (2008) found a much higher prevalence of TBI among 1,965 

surveyed OEF/OIF veterans who reported experiencing a probable TBI at a rate 

of 19.5%.  Of this group, 57% had not been evaluated by a physician for a brain 

injury.  Persons suffering TBI often exhibit unhealthy behaviors similar to persons 

diagnosed with PTSD, such as social withdrawal.  Seven percent of Tanelian and 

Jaycox’s (2008) study participants reporting a probable TBI also screened 

positive for either PTSD or depression which compounds barriers to successful 

reintegration. 

A report issued by the VHA (Veterans Health Administration) Office of 

Public Health and Environmental Hazards (2009) outlined health data for 

400,304 OEF/OIF veterans who accessed care through Veterans Affairs since 

2002.  Of this group, the diagnostic category enveloping the most frequent 

complaints (49.2%) was that of musculoskeletal or connective system diseases.  

Ailments were most often reported in relation to joint and back disorders.  Some 

individuals reported complaints that fell into more than one category; all 

complaints were recorded.  The second most frequent category of complaints 

(44.6%) were related to mental disorders; and the third, at 42%, fall into the ICD-

9 diagnostic category “Symptoms, Signs and Ill-Defined Conditions” which is 

defined as: 

a diverse, catch-all category that…encompasses more than 160 sub-

categories and primarily consists of common symptoms that do not have 

an immediately obvious cause during a clinic visit or isolated laboratory 
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test abnormalities that do not point to a particular disease process and 

may be transient. (VHA Office of Public Health and Environmental 

Hazards, 2009, p. 12). 

Veteran Health Issues – Mental Health 

 Hoge et al. (2004) studied the prevalence of mental health issues among 

6,201 Army and Marines personnel either before deployment to Iraq or after 

deployment to Iraq or Afghanistan.  The participant population was mostly Army 

personnel (n=5,386), and most of the testing was done post-deployment 

(n=3,671).  Pre-deployment testing was done one week prior to one Army unit’s 

one-year deployment to Iraq.  Post-deployment surveys were given three to four 

months after 1,962 Army soldiers who had been stationed in Afghanistan and 

1,709 Army soldiers and Marines who had been stationed in Iraq returned 

stateside.  Comparisons to reference groups accessed through the Defense 

Medical Surveillance System provided assurance that the participants studied 

were demographically representative of the general population of Army and 

Marines personnel.  Differences in groups mainly involved exposure to 

dangerous situations with higher frequencies of combat exposure among 

individuals who served in Iraq versus Afghanistan. 

 Instruments used in Hoge et al.’s (2004) study focused on symptoms 

indicative of a major depressive disorder, a generalized anxiety disorder, and 

PTSD.  Additional questionnaires measured alcohol abuse, presence and level of 

stress, interest in receiving help for disclosed issues, recent utilization of 

professional mental health services, and perceived barriers to accessing mental 
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health care.  Major depression, PTSD, or alcohol abuse “was significantly higher 

among soldiers after deployment than before deployment, particularly with regard 

to PTSD” (Hoge et al., 2004, p. 17).  Army soldiers surveyed prior to deployment 

met criteria for depression at a rate of 5.3%, generalized anxiety at a rate of 

6.4%, and PTSD at a rate of 5.0%.  The three groups surveyed post-deployment 

met criteria for depression at rates ranging 6.9-7.9%; anxiety at rates ranging 

6.6-7.9%; and PTSD at rates ranging 6.2-12.9%.  For each mental health 

disorder, the group reporting the highest incidences was a unit of Army infantry 

soldiers who served in Iraq.  “The magnitude of the differences between the 

responses before and after deployment is particularly striking, given the 

likelihood that the group responding before deployment was already experiencing 

levels of stress that were higher than normal” (Hoge et al., 2004, p. 20). 

 Hoge et al. (2004) report that their findings are conservative based on 

some significant limitations.  Participants were accessed through current military 

unit leaders.  As perceived stigma associated with reporting mental health 

disorders is a common issue in the military (Hoge et al., 2004), recruiting 

participants through their associated military units might have led to under-

reporting of issues by some respondents.  In addition, the study population did 

not include individuals who had been removed from military duty, such as 

individuals medically-discharged due to sustaining severe wounds or those 

punitively-discharged for misconduct.  Given the vast body of literature indicating 

that individuals sustaining wounds in combat often suffer from combat stress 

disorders (Hoge, Auchterlonie, & Milliken, 2006) and that misconduct, such as 
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outbursts of anger, could be a manifestation of a mental health disorder 

(Benotsch et al., 2000; Gaylord, 2006), it is likely that Hoge et al.’s reported 

prevalence of mental health disorders would be higher if these individuals had 

been included in the study. 

 Additional evidence supporting the idea that Hoge et al.’s (2004) study 

underestimates mental health concerns is found in Hoge, Auchterlonie, and 

Milliken’s (2006) follow-up study which found that persons with psychological 

disorders are more likely to leave the military than those who do not suffer from 

poor mental health.  Utilizing data from U.S. Department of Defense Post-

Deployment Health Assessments (PDHA) for 303,905 OEF/OIF Army soldiers 

and Marines, the focus of Hoge et al.’s (2006) study was to determine the 

relationship between serving in a combat zone and utilization of mental health 

services post-deployment.  The PDHA is a self-report instrument that inventories 

current health status, including mental health and psychosocial concerns, 

ascertains level of risk as related to combat-related experiences, and allows for 

disclosure of deployment-related health concerns.  Appropriate referrals to 

services are made if prompted by responses made on the PDHA.  Data collected 

on the PDHA is incorporated into a health surveillance database which also 

includes information regarding individuals’ health care use. 

 Individuals included in Hoge et al.’s (2006) study had been deployed to 

Iraq, Afghanistan, and other countries.  Personnel deployed to Iraq demonstrated 

the highest risk for mental health problems at a rate of 19.1%, while 11.3% of 

persons serving in Afghanistan met risk criteria as did 8.5% of individuals serving 
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in other locations.  Prevalence of meeting criteria denoting risk for developing 

PTSD was 9.8% for veterans who served in Iraq, 4.7% for veterans who served 

in Afghanistan, and 2.1% for veterans who served in other locations.  “Exposure 

to a combat situation was correlated with screening positive for PTSD among 

OIF veterans” (Hoge et al., 2006, p. 1028).  Many veterans who served in Iraq 

screened positive for at least one mental health problem: 18.4% of active military 

personnel, 21.0% of National Guard members, and 20.8% of Reservists.  

“Among 42506 OIF veterans who screened positive [for a mental health 

problem], 7797 (18.3%) were referred” to mental health services (Hoge et al., 

2006, p. 1027).  Of this group, 56.3% received mental health services.  Similar 

rates of referrals and receipt of services occurred among individuals deployed to 

Afghanistan and other locations.  In total, 31.0% of OIF veterans visited a mental 

health care professional within their first year home from war.  Of these veterans 

accessing mental health care, only 7.6% of them had been referred to such care 

based on post-deployment screenings.  These numbers suggest a robust 

incongruence between post-deployment screening and an individual’s decision to 

access mental health care. 

Veteran Health Issues – Social and Emotional Health 

 While some veterans struggle with diagnosable psychological issues 

resulting from military duty, most if not all veterans face stressors when 

attempting to reintegrate into the familiar-yet-unfamiliar environment of home.  

Although no research has been found to support the idea, difficulties with 

reintegration may actually contribute to poorer reports of health in the months 
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after arriving home.  Long-anticipated homecomings may not live up to fantasies 

of either service members or their loved ones.  Military training and exposure to 

sustained levels of high stress may lead to permanent changes in the veteran’s 

personality and temperament, changes which the veteran and his or her family 

must integrate into a newly-defined normal.  In addition, rifts in communication 

can cause distress to family members trying to understand the veteran’s war 

experience.  A significant increase in divorce rates among service personnel may 

be a resulting consequence of the veteran’s inability to share personal war 

experiences with significant others (Hutchinson & Banks-Williams, 2006). 

 Faber, Willerton, Clymer, MacDermid, and Weiss (2008) studied issues of 

loss and separation in a small sample of families in which at least one member 

was an Army Reservist who served in Iraq.  During deployment, family members 

reported a great deal of stress related to not knowing what was happening with 

their Reservist and not having any control over the circumstances.  Additional 

stressors during deployment were redistributing roles and responsibilities 

normally held by the Reservist and anticipating the Reservist’s homecoming.  

Upon returning home, both Reservists and family members reported that the 

service member was physically present but psychologically disconnected from 

loved ones.  Uncertainty abounded as the Reservist attempted to resume roles 

and openly communicate. 

Barker and Berry (2009) studied the impact of parent deployment on 

young children in 57 families with one parent serving active duty.  Families with a 

child under 4 years of age were surveyed 3-4 months prior to the parent’s 
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deployment and 4-6 weeks after the parent returned home.  Participants were 

recruited at family support groups, but not all parent dyads participated in the 

groups; this resulted in most participant families only completing one of the two 

surveys.  Three groups were utilized for this study: families with a parent being 

deployed for the first time; families with a parent being re-deployed; and a control 

group of families in which no parent was being deployed or had been deployed 

for at least two years.  The study employed both qualitative and quantitative 

methods.  Results of the study showed an increase in child behavior problems 

and attachment behavior problems among children whose parent served a tour 

of duty.  Greater length of deployment and multiple deployments had an 

increased effect on child behavior.  Deployment also influenced parent health; 

approximately 25% of non-deployed parents and 50% of deployed parents 

reported that unpleasant experiences of leaving and subsequently reuniting with 

children/family led to feelings of depression.  In turn, increased parent stress 

correlated with increased child behavior problems.  While there are limitations to 

this study, including a small purposive sample, the results provide evidence of 

the impact military deployment has on the family as a whole. 

 The process of reintegrating into life at home touches every facet of 

existence for veterans and may be even more difficult for those veterans 

suffering from mental health issues, such as PTSD.  Veterans suffering from 

PTSD are more likely to demonstrate violent behaviors towards others, and these 

actions can lead to incarceration (Fontana & Rosenheck, 2005).  Veterans 

suffering from mental health disorders may attempt to self-medicate against 
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negative symptoms, such as sleeplessness, by using or abusing alcohol or illegal 

substances, such as marijuana (Gaylord, 2006).  In Hoge et al.’s (2004) study, 

25% of respondents reported abusing alcohol. 

Persistent adverse symptoms of poor mental health create further barriers 

for successful reintegration as behaviors, such as protracted self-isolation, may 

drive away friends and family members who want to help the veteran in need 

(Benotsch et al., 2000).  Benotsch et al.’s (2000) longitudinal study of Gulf War 

veterans revealed factors that affect the development and persistence of stress-

related psychological symptoms over time.  Participants were screened 

approximately 14 months post-deployment then again around 13 months after 

that.  Symptoms of PTSD increased significantly over time while perceived 

personal resources, such as family cohesion and social relationships, decreased 

significantly.  A vicious cycle emerged in which decreased resources contributed 

to increased symptoms of PTSD which led to a further decrease in personal 

resources. 

Veteran Health Issues – General Health Perception 

 Physical and mental health of personnel serving in all branches of the U.S. 

military are assessed prior to deployment, immediately post-deployment, and 

again three to six months after arriving home (Armed Forces Surveillance Center, 

2010).  A 2010 report published by the Armed Forces Surveillance Center 

describes how service members serving in all branches of the military returning 

home after deployment generally rate their overall health as worse immediately 

post-deployment compared to pre-deployment and worse yet again at a third 
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evaluation three to six months after arriving home.  In this ongoing surveillance of 

health, veterans self-report health status on a 5-item Likert-type scale ranging 

from “poor” to “excellent.”  For the 2009 calendar year, active-duty personnel 

responded that their health was “fair” or “poor” an average 2.7% prior to 

deployment, 8.5% at post-deployment, and 10.7% three to six months post-

deployment.  For the same time period, reservists reported “fair” or “poor” health 

1.3% prior to deployment, 10.6% at post-deployment, and 13.8% three to six 

months post-deployment.  Almost 20% of all active-duty service members 

surveyed believed that their health was worse at either of the two post-

deployment questionings than prior to deployment.  Immediate post-deployment 

screening revealed that 24% of reservists believed that their health was worse 

than it was pre-deployment; at the three to six month post-deployment mark, this 

increased to 27.5%. 

 Post-deployment screenings are important for the identification of health 

needs and the arrangement of care to address needs (Doyle & Peterson, 2005).  

Anecdotal evidence, however, reveals that some military personnel are not 

completely truthful when answering questions on immediate post-deployment 

health surveys because they fear a delay in release from the military and their 

greatly anticipated reunion with loved ones (Davis et al., 2007; Gaylord, 2006; 

Committee on Veterans Affairs, 2005).  Eagerness to return home may also 

impede veterans’ ability to retain information about resources available post-

deployment (Davis et al., 2007; Doyle & Peterson, 2005).  No extant research 

was found regarding honesty on post-deployment screening tools or retention of 
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information given during post-deployment debriefings.  It is possible that more 

truthful self-assessment of health occurs at the three to six month mark post-

deployment; however, adverse psychological impact of military experiences may 

manifest over the span of months following the veteran’s return home thereby 

resulting in declining reports of health over time (Armed Forces Surveillance, 

2008).  Stressors become burdensome for some service members who ultimately 

resort to suicide.  Of the 446 Army soldiers who committed suicide between 2005 

and 2008, approximately one-third did so after returning home from deployment, 

and more than half of this number happened more than a year post-deployment 

(Kuehn, 2009).  Research leading to understanding of factors that impact veteran 

health once home is limited at this time. 

Caring for OEF/OIF Veterans 

 Prior to 2001, the general veteran population being cared for was much 

older than the veterans currently returning home from battle.  The Department of 

Veterans Affairs (2008) reports that 52% of OEF/OIF veterans are between 20-

29 years of age.  The healthcare needs of this new, young generation of 

America’s combat veterans are quite different from the needs of their aging 

counterparts.  The risk of not meeting their needs is to repeat the historical 

mistakes made when Vietnam War veterans returned home and faced many 

challenges in identifying the need for and in accessing needed care.  Vietnam 

veterans encountered difficulties in reintegrating into familial roles, social anti-war 

sentiments, continuing racial polarization despite serving as equals in combat, 

personal feelings of anger, and the inability to express thoughts and emotions 
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(Borus, 1973).  In seminal work conducted while the Vietnam War was still being 

fought, Borus (1973) discovered that a significant percentage of Vietnam 

veterans were abusing drugs and alcohol and experiencing serious emotional 

difficulties which often resulted in aggressive and/or violent behaviors.  Years 

after the war ended, the ongoing struggle with these issues for Vietnam veterans 

finally garnered attention which resulted in changes to the systems and policies 

that control veteran healthcare access.  However, work still needs to be done so 

that concerns can be recognized and addressed earlier in the lifespan of 

OEF/OIF veterans rather than later. 

 Popular societal opinion holds that veterans requiring healthcare receive it 

from Veterans Affairs (VA) facilities.  According to the U.S. Department of 

Veterans Affairs (2009), veterans meeting specific eligibility criteria that a health 

complaint is linked to service may access VA care for five years after separating 

from the military.  However, as of January 2009, only 42% of eligible OEF/OIF 

veterans had accessed VA care (VHA Office of Public Health and Environmental 

Hazards).  Anecdotal evidence suggests that VA care can be difficult to access 

because the system is overwhelmed with the influx of new veterans (Committee 

on Veterans Affairs, 2005) while still needing to provide ongoing care for 

veterans of previous wars (Tanelian & Jaycox, 2008).  In addition, many National 

Guardsmen and Reservists do not live in close proximity to VA facilities and 

therefore may seek care in the civilian sector (Gorman & Fitzgerald, 2007).  

Some active-duty soldiers seek care in the private sector simply to avoid certain 

barriers to care, such as fear of disclosure to superiors, encountered in the 
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military health care system (Hutchinson & Banks-Williams, 2006).  Finally, some 

veterans may access VA care for service-related conditions and community-

based care for routine care or other ailments (Agha, Lofgren, VanRuiswyk, & 

Layde, 2000). 

Nurses Caring for OEF/OIF Veterans 

 In extant literature, health of veterans is most often discussed in a 

fragmented manner; dimensions of health, such as physical health, are 

discussed in isolation from other realms of health.  The reality, however, is that 

no dimension of health exists in solitude.  When one dimension is affected, other 

realms of an individual’s existence are often affected.  For example, Barrett et 

al.’s (2002) study of the relationship between PTSD and perceived physical 

health and health-related quality of life revealed that Gulf War veterans screening 

positive for PTSD report “a significantly higher number of symptoms and medical 

conditions than those without PTSD” (p. 199) as well as lower levels of general 

health.  While it may be easier to discuss health domains separately, persons live 

health as an all-encompassing experience of daily life. 

 Wholeness of persons is a concept offered by several nursing theorists, 

including Boykin and Schoenhofer (2001), as a guide for nursing practice and 

nursing research.  Breaking an individual down into parts negates the ability to 

come to know the person.  For example, the essence of a person experiencing 

PTSD is not fully captured by the diagnosed mental disorder; rather, he or she 

lives a life that includes flashbacks and intrusive thoughts.  Counting the 

prevalence of PTSD among veterans which rests upon a diagnosis comprised of 
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the number of times certain symptoms arise does not inform nursing practice of 

what it means to live with flashbacks or how individuals overcome intrusive 

thoughts.  To truly inform nursing practice, nursing research must be undertaken 

using a lens of wholeness and a “perspective of what it means to be human” 

(Boykin & Schoenhofer, 2001, p. 5). 

 Review of the literature reveals that nursing as a distinct discipline and 

professional practice has not yet concretely defined its role in the care of 

returning OEF/OIF veterans.  Other healthcare providers, particularly physicians, 

psychiatrists, and psychologists, have established domains in veteran care; 

however, nursing’s role seems largely to be defined by how nurses deliver care 

based on the directives of other disciplines (Gaylord, 2006; Olszewski, & 

Varrasse, 2005; Reeves, Parker, & Konkle-Parker, 2005; Wild, 2002).  The best 

approach to caring for this population is that of a multi-disciplinary perspective.  It 

is important that each discipline define its particular role within the context of the 

larger healthcare team.  Distinctive practice comes in the way knowledge is 

applied when working with other professionals to enhance patient well-being.  By 

keeping a clear disciplinary perspective, such as through the use of theories built 

within the particular discipline, each team member provides expertise by 

remaining grounded in discipline-specific knowledge.  Nursing must define its 

own caring role specific to OEF/OIF veterans. 

 Armed with the knowledge that over 500,000 new veterans have either not 

accessed health care at all or have possibly accessed care through community 

facilities, nurses outside of the VA system need to be educated about the veteran 
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population so that they can develop proactive ways to connect with them.  

Veterans may choose to seek care from community providers out of fear of 

repercussion from military-based providers or due to inability to access care 

(Hoge et al., 2004); therefore, community-based providers need to be ready to 

respond appropriately.  Learning more about the issues that complicate health for 

veterans returning home from war provides a foundation upon which nursing 

interventions can eventually be created and taught to nurses who may encounter 

veterans in community settings. 

 Nurses present in a range of care delivery settings need to be aware of 

the daunting tasks of reintegration to home for veterans in order to best advocate 

for and support veterans throughout the health challenge of coming home from 

war.  Nursing’s scope of practice encompasses many practices that could be 

implemented with the veteran population, including assessment, education, 

advocacy, coordination of services, symptom management, and referrals to 

specialists as appropriate (Allen & Annells, 2009; Martin, Lu, Helmick, French, & 

Warden, 2008).  Coming to understand veterans’ health challenge of coming 

home from war through nursing’s wholistic, patient-centered, caring perspective 

can provide a clear method of honoring the wholeness and exceptionality of each 

individual and his or her unique needs.  In turn, educating nurses in ways that will 

lead to a better understanding of veterans’ complicating health issues will lead to 

more appropriate care delivery, stronger nurse-patient relationships, and 

strengthened ability for nurses to reach out to veterans and their families in 
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proactive ways to promote and maintain veteran health in the context of coming 

home from war. 

 This study creates a foundation for better understanding of the health 

challenge of coming home from war for veterans.  It is hoped that the results of 

this study will uncover new foci for future research.  Nursing interventions can be 

tested for efficacy; the use of story as a therapeutic tool could be investigated to 

discover if simply telling the story of coming home from war to an intentioned 

listener provides veterans with a sense of ease.  Incorporating nursing practice 

models and theoretical constructs into future studies of this population would 

ensure that forthcoming findings would be grounded in the discipline of nursing 

and add specifically to nursing’s body of knowledge.  The design and 

implementation of this study has as its foundation a conceptual structure that 

integrates the nursing perspective. 

Conceptual Foundation 

Catastrophic Cultural Immersion 

This study of the veteran’s experience of coming home from war emerged 

in connection to the concept of catastrophic cultural immersion which is defined 

as the abrupt displacement of persons into sudden unfamiliarity from which they 

struggle to transcend (Figure 1) (Wands, 2008).  Abrupt displacement is the act 

of being moved from a known environment all-at-once.  Sudden unfamiliarity is 

finding oneself unpredictably immersed in an unknown environment which 

creates a sense of unease.  Struggle to transcend is effort exerted to move 

beyond one’s situation of unfamiliarity.  These concepts are present in the 
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veteran’s health experience of returning home from war to a place that was once 

familiar but which has been altered by time and absence, requiring the veteran to 

negotiate everyday living in the culture of this recently-new environment while 

resolving conflicts between military and civilian sense of self.   

 Using concepts from Viktor Frankl’s life work on the human experience of 

suffering as “building blocks” (p. 88), Starck (2008) created a middle range 

nursing theory of meaning which was used as the theoretical foundation for the 

creation of the catastrophic cultural immersion concept.  According to Starck 

(2008), life purpose, freedom to choose, and human suffering are the major 

concepts that influence how a person transitions through a life-changing event.  

Life purpose is equated with an individual’s prescribed meaning of life.  Frankl 

(1984) believed that life meaning is different for every person and is in constant 

flux as it changes with context.  During a catastrophic event, life meaning might 

be found by reaching beyond the self to connect with others, through 

experiences shared with others, or as a result of the attitude chosen to face the 

event (Starck, 2008).  Choosing the attitude with which one deals with a life-

changing event is an inherent right that humans retain regardless of the 

circumstances; individual stance may range from indifference to courage, but 

Frankl (1984) insists it is determined by the individual and not by the external 

environment.  Human suffering often provides the context in which life meaning 

becomes clear and choice of attitude in the midst of suffering has long-reaching 

effects; however, “Frankl was clear that there is no meaning in suffering [rather] 

one can find meaning in spite of” experiencing suffering (Starck, 2008, p. 93). 
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 Abrupt displacement from a known into an unknown environment could be 

any transition event subjectively viewed as having a significant impact on a 

person’s life.  The process by which an individual moves through the experience 

of a life-changing event is unique to each person, although common threads can 

be found among people who share common experiences.  Mathieson and Stam 

(1995) studied the life-changing event of receiving a diagnosis of cancer and 

found that a first step was to take stock of new surroundings.  Immersion into the 

new culture of “cancer patient” required the individual to redefine self by placing 

the illness in the context of an ongoing life story in which meaning and hopes for 

the future added to present identity (Mathieson & Stam, 1995).  Re-evaluating 

self in the context of the new culture may be part of finding meaning in unfamiliar 

surroundings (Sharpe & Curran, 2006). 

 Taking stock in the midst of unfamiliar surroundings, persons may focus 

on the things that they perceive to be wrong or that can be blamed for the current 

situation.  Backe, Larsson, and Fridlund (1996) conducted interviews with six 

people who had suffered cerebral vascular accidents (CVA) and discovered 

feelings of confusion and disassociation with self amidst loss of functional 

independence.  Mathieson and Stam (1995) found that people who had been 

diagnosed with cancer expressed feelings of uselessness, questioned self-

identities, and believed that their bodies had betrayed them.  For veterans who 

have returned home from war, a re-evaluation of self will need to take into 

account changes that have occurred in the home environment while they were 
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away, such as children passing developmental milestones, as well as changes 

that have occurred within themselves as a result of their war experience. 

 Once a person assesses the new situation, choice about how to live with 

the situation created by the catastrophic event are considered.  Finding meaning 

and purpose in life are the essential driving forces that guide choice (Starck, 

2008).  Mathieson and Stam (1995) assert that finding meaning in a new life 

situation that includes cancer “is imperative because the former meanings upon 

which the non-ill person based her life may no longer be available” (p. 296).  

Plans for the future might be modified in the person’s new life story.  Backe et 

al.’s (1996) interviews with sufferers of CVA led to the discovery that, once 

acceptance of the new life situation was achieved, it was possible to begin 

“look[ing] for new opportunities to attain the best possible life” (p. 290).  

Returning veterans may struggle with disconnecting from military-driven thinking 

in order to re-connect with home life and loved ones.  Personality traits venerated 

by the military, such as aggressiveness, may not be appropriate for reintegration 

into relationships. 

 Viewing the health challenge of coming home from war through the lens of 

catastrophic cultural immersion allows for a new perspective not found in extant 

literature on the veteran population.  While specific problems, such as PTSD, 

have been studied at length, the individual experience of coming home from war 

has not been viewed or studied as a catastrophic event in and of itself.  As 

shown in the model (Figure 1), nurses can play a role in helping veterans as they 

struggle to transcend the sudden unfamiliarity of home by developing 
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interventions that address complicating health issues that arise in relation to the 

struggle to transcend abrupt post-deployment displacement.  Using catastrophic 

cultural immersion as a guiding concept honors the veteran’s experience of 

coming home as an immersive experience that can potentially affect all realms of 

health and life. 

 

 

  

 

 

 

 

 

Figure 1. Catastrophic cultural immersion conceptual model. 
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CHAPTER 3.  METHODS 

Study Design 

 This mixed methods study design integrated both qualitative and 

quantitative approaches to gain understanding of the issues that complicate 

health for veterans and approaches veterans used to resolve complicating health 

issues associated with the challenge of coming home from war.  

Qualitative Approach 

Story theory proposes that story is a narrative happening occurring during 

nurse-person intentional dialogue (Liehr & Smith, 2008).  During story-sharing, a 

person connects with self in the context of meaningful relationships, with others, 

and with one’s world and may experience ease through these connections.  Story 

theory “explicitly address[es] the centrality of human connection for health, 

healing, and well-being” (Smith & Liehr, 2008. p. 175).  Story theory provides a 

theoretical foundation grounded in the discipline of nursing and honors the 

nursing values of acknowledging the importance of human connection and 

respecting wholeness of persons.  According to Smith and Liehr (2000), “story 

theory is applicable when a nurse wants to understand what matters most to 

someone living through a health challenge” (p. 272). 

Story inquiry method directed qualitative data gathering and analysis.  

Derived from story theory, story inquiry method is a structured approach for 
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gathering and analyzing stories about a health challenge from a group of 

individuals who share a particular experience (Liehr & Smith, 2007, 2011).  For 

this study, the shared experience of coming home from war provides the context 

for discovery of issues that complicate health. 

Story inquiry method guided story collection through intentional dialogue 

between the nurse researcher and the person sharing the story. Through this 

approach, the researcher engages the research participant to share what 

“matters most” about the health challenge.  As the health challenge story unfolds, 

connections between self and others and self and critical moments in time are 

brought to light for both story-sharer (research participant) and intentioned 

listener (nurse researcher).  While sharing the story of the health challenge, the 

participant may discover meaning, may experience a sense of ease, and may 

become aware of moving toward resolving the complicating health issues 

associated with the challenge of coming home. 

Story inquiry method also guided qualitative data analysis by directing 

identification of complicating health issues for veterans returning home from war 

and descriptions of movement toward resolving complicating health issues.  

Intentional dialogue about a health challenge ensues in the sharing of a 

developing story plot (connecting with self-in-relation) with high points, low 

points, and turning points and insights about movement toward resolving 

(creating ease) the health challenge (Liehr & Smith, 2000).  For the purposes of 

this study, focus was directed to identifying complicating health issues and 

movement toward resolving health issues which would indicate progress in 
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learning to live with the health challenge of coming home from war.  The data 

may be re-examined at a later time to discern high points, low points, and turning 

points. 

Quantitative Approach 

Quantitative data about participants’ health was gathered using the 36-

item Short-Form Health Survey, Version 2 (SF-36v2) (Appendix A).  The SF-36v2 

assesses overall physical and mental health status on two summary scales 

aggregated from eight subscales measuring key operational indicators of health 

(Ware, 2004).  Ware (2004) supports use of the SF-36 as a tool to describe 

general health and estimate health burden for a particular population; however, 

“it was not intended to be a comprehensive survey of health” (Ware et al., 2007, 

p. 13).  Wetzler, Lum, and Bush (2000) encourage use of the SF-36 in clinical 

practice to measure overall health while emphasizing concern for the “whole-

person.”  “Counts of visits or procedures or laboratory test results do not assess 

what is most important to patients and are inadequate measures of quality or 

health” (Wetzler, Lum, & Bush, 2000, p. 583). 

The eight subscales of the SF-36v2 are physical functioning, performance 

in physical role, performance in emotional role, vitality, social functioning, bodily 

pain, general health perceptions, and mental health (Ware et al., 2007).  The 

Physical Functioning (PF) subscale is designed to capture level of physical 

limitation in relation to everyday activities, such as climbing stairs.  The 

performance in physical role, or Role-Physical (RP), subscale measures the 

impact physical problems have on usual activities.  The performance in emotional 



27 

role, or Role-Emotional (RE), subscale assesses the impact emotional problems 

have on usual activities.  Vitality (VT) measures whether a person feels tired 

much of the time or full of energy.  Social Functioning (SF) queries quantity and 

quality of social activities; the extent to which health problems have interfered 

with social functioning is also measured.  The Bodily Pain (BP) subscale 

assesses both the presence of pain and the effect pain has on the person’s 

ability to carry out usual activities.  General health perceptions are measured by 

the General Health (GH) subscale which allows participants to rate health on a 

scale ranging from poor to excellent, compare self-health to others, and project 

future health status.  Finally, the Mental Health (MH) subscale gauges feelings 

associated with major dimensions of mental health, including anxiety and 

depression.  One item that is not calculated within any of the eight subscales is 

Reported Health Transition (HT) which is a one-item query that asks the 

respondent how current health compares to health one year previous. 

Version 2 of the SF-36 Health Survey, which includes improvement to the 

subscales of Role-Physical, Role-Emotional, Mental Health, and Vitality, has not 

been formally studied for test-retest reliability (Ware et al., 2007); therefore, 

“reliability estimates reports for the SF-36 Health Survey should be considered 

lower-limit estimates for the SF-36v2 Health Survey” (p. 193).  Instrument norms 

and reliabilities for the SF-36v2 were calculated by administering the instrument 

to a representative sample of over 7,000 U.S. residents in 1998 (Ware et al., 

2007).  Internal consistency reliabilities for the eight subscales range from .83 for 

the General Health subscale to .95 for the Role-Physical subscale (Table 1).  
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Test-retest reliabilities with Time 2 being two weeks after Time 1 for the eight 

subscales range from .42 for the Role-Emotional subscale to .96 for the Physical 

Functioning subscale (Table 1).  Pearson r correlates were calculated for three 

different administration techniques: self-administered paper form via mail; 

telephone-based interactive voice response administration; and personal 

interview administration via telephone.  For this study, participants will be 

completing the instrument independently; therefore, correlation coefficients 

corresponding to the self-administered paper form via mail are being considered 

(Table 1). 

Population-specific evidence supporting use of the SF-36v2 Health Survey 

is found in results from administration of the SF-36 to almost 77,000 military 

personnel in the Millennium Cohort Study (Smith, Smith, Jacobson, Corbeil, & 

Ryan, 2007); Cronbach alpha scores for the eight subscales ranged from .80 for 

Mental Health to .92 for Physical Functioning.  Test-retest reliability statistics for 

the SF-36 in this study were measured by kappa statistics and were found to be 

“moderate” over a 6-month period; however, the researchers report that these 

findings may be skewed as the September 11 terrorist attacks occurred two 

months after the first testing (Smith, Smith, Jacobson, Corbeil, & Ryan, 2007, p. 

527). 

Ware et al. (2007) recommend that the instrument be administered before 

any discussion of health or emotion has taken place; however, more weight was 

given to qualitative data in this study, therefore participants were asked to 

complete the SF-36v2 after the dialogic portion of the interview concluded.   
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Table 1 

Reliability Statistics for Subscales of 36-Item Short Form Health Survey,  
Version 2 

 PF RP BP GH VT SF RE MH 
Cronbach 
Alpha 
Reliability 

 
.94 

 
.95 

 
.90 

 
.83 

 
.85 

 
.87 

 
.93 

 
.85 

Pearson r 
Test-
Retest 
Reliability 

 
.96 

 
.75 

 
.66 

 
.88 

 
.86 

 
.57 

 
.42 

 
.73 

Note. PF = physical functioning; RP = role-physical; BP = bodily pain; GH = 
general health; VT = vitality; SF = social functioning; RE = role-emotional; MH = 
mental health. 
 

Further motivation for administration of the instrument after the interview resided 

in the intention to avoid pushing the participant to relay the health story in terms 

of functionality or specific health domains. 

Mixing Methods   

Creswell (2003) describes four criteria for choosing a mixed methods 

strategy of inquiry: implementation, priority, integration, and theoretical 

perspective. 

Implementation refers to data collection (Creswell, 2003); in this study, 

qualitative and quantitative data were collected concurrently.  Qualitative data 

was collected in the form of stories with the intention of providing an expanded 

awareness of the multiple dimensions of health as outlined by a quantitative 

instrument.  Stories were audiotapes, and the instrument was completed during 

one meeting. 
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Priority refers to the weight that data are assigned (Creswell, 2003).  In 

this study, qualitative data were given more weight than quantitative data 

because stories do not follow strict delineations of health dimensions.  Stories 

provide a rich platform for understanding a health phenomenon and may include 

“narratives of illness, crisis, or transition combin[ing] varying elements of the 

affected person’s biography” (Sandelowski, 1994, p. 25).  In addition, the 

intended sample size for this study was small and did not address power issues 

associated with quantitative analysis using inferential statistics.  Quantitative data 

was intended to be descriptive enabling a fresh perspective of qualitative 

findings, just as qualitative data informs perspective of quantitative results. 

Integration refers to how and when the data are combined (Creswell, 

2003).  In this study, a quantitative instrument provided structure for quantitative 

data analysis in terms of dimensions of health.  The specific aims of identifying 

the issues that complicate health for veterans and describing strategies veterans 

employ to overcome those issues were first analyzed separately and then 

considered through each of the health dimensions assessed with the quantitative 

measure. 

The final criterion taken into account when considering use of a mixed 

methods strategy is whether or not a theoretical perspective will be guiding the 

work (Creswell, 2003).  For this study, story theory (Liehr & Smith, 2008) was 

used as the theoretical base guiding qualitative data collection and analysis.  

Story theory is a middle range theory for nursing in which Liehr and Smith (2008) 

claim that “the human story is a health story in the broadest sense” (p. 207) and 
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that “story incorporates narration of events-as-remembered and infuses unique 

personal perspectives that shape meaning and guide choices in-the-moment” (p. 

208).  Although story theory guided the qualitative methods used in the study, the 

study was not designed to affirm story theory.  To some extent, the study will 

enable consideration of the conceptual structure for catastrophic cultural 

immersion as discussed earlier. 

 Quantitative and qualitative data discretely provide valuable perspective to 

a particular phenomenon under study; however, combining the two can lead to a 

deeper understanding of the multiple dimensions of complex human experience.  

Creswell (2003) offers that the concurrent approach provides a “means to off-set 

the weaknesses inherent within one method with the strength of the other 

method” (p. 217).  Berman, Ford-Gilboe, and Campbell (1998) contend that the 

collection of qualitative data “minimize[s] the ‘distance’ between the researcher 

and participants” that might be perceived through the administration of paper-

and-pencil instruments (para. 5).  Stories as a form of qualitative data can 

provide important clues into meaning and context for collected quantitative data.  

“Stories offer access to information not readily elicited in numbers, including 

structural and situational barriers that limit life choices available to participants, 

as well as individual and collective strengths needed to counteract these forces” 

(Berman, Ford-Gilboe, & Campbell, 1998, para. 6).  For the purposes of this 

study, quantitative data was intended to provide structure for considering 

qualitative findings as well as dimensional depth to understanding self-reported 

veteran health. 
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 For this mixed methods study, story theory provided the theoretical base 

for qualitative data collection and analysis and quantitative data analysis (Figure 

2).  Intentional dialogue about the health challenge of coming home from war 

provided the platform for the collection of stories which served to address the first 

specific aim of describing complicating health issues for veterans in the context 

of the challenge of coming home from war.  Movement toward resolving the 

health challenge, the second specific aim, also emerged through intentional 

dialogue.  Qualitative data yielded descriptions of complicating health issues and 

strategies participants have employed to resolve health issues related to coming 

home from war.  In addition, the quantitative instrument contains items that 

gauge health at the present time, four weeks ago, and one year ago thereby 

yielding potential clues as to how health is experienced over time (Ware, 2004).  

Score values that increase as time progresses would indicate that resolution is 

occurring or has occurred. 

Use of the SF-36v2 is congruent with story inquiry method in that both 

inquire about health in relation to significant others and everyday living.  

Complicating health issues and movement to resolve issues were considered 

through the lens of the SF-36v2’s subscales after qualitative analysis was 

complete. 

Preliminary Studies 

The author has gained experience using the proposed story inquiry 

methodology with two other research projects.  One study involved discovering 

health challenges of older adults requiring hemodialysis (Hain, Wands, & Liehr, 
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Mixed Methods Approach 

 

 

 

 
 
 

Figure 2. Schematic of the mixed method approach using Story 
Theory as a theoretical base. 

 
 

2011), and the other examined health challenges of survivors of acts of military 

aggression carried out in Pearl Harbor, Hawaii in 1941 and Hiroshima, Japan in 

1945 (Takahashi, Nishimura, Ito, Wands, & Liehr, 2009).  In addition, experience 

with the SF-36 was gained with a population of people with a newly diagnosed 

memory disorder and their caregivers.  Finally, a pilot study was conducted with 

two participants.  Experience gained by the author in each of these studies will 

be briefly described. 

 Story inquiry data analysis with patients requiring hemodialysis (PI: 

Debra Hain, DNS, RN). This author participated in data analysis guided by story 

inquiry method for the study exploring the challenges that older adults encounter 

as they negotiate lifestyle changes dictated by their dependence upon 

hemodialysis for survival (Hain et al., 2011).  Data collection for this study was 

conducted using the story path approach.  Data from 56 participants receiving 

outpatient hemodialysis treatment were analyzed by a team of three: Principal 

Story Theory 

Quantitative Approach: 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Dimensions of health 
Reported Health Transition 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Investigator (PI) Debra Hain, DNS, ARNP, BC; this author (LMW); and Patricia 

Liehr, PhD, RN (PL). 

 Story analysis began with two team members (PI and LMW) 

independently reading and re-reading ten participant stories at a time to discover 

what “mattered most” to the storyteller in each story. The two researchers met to 

discuss findings from each ten-story group and reach agreement regarding the 

central ideas found in the stories.  Infrequently, disagreements occurred as to 

what the researchers believed was the key element of a story, and discussion 

ensued until consensus was reached that what “mattered most” regarding health 

challenges had been appropriately identified in each story.  The third team 

member (PL) reviewed 20% of the stories to verify findings.  Following the 

designation of central story ideas about the challenges that “mattered most,” 

stories found to have similar character were grouped together into three units.  In 

turn, the units were named with themes identifying the overriding health 

challenge found in each group of stories.  Health challenge themes were 

articulated so that all stories grouped in a unit were adequately represented by 

the theme designation.  The themes were: living a restriction-driven existence, 

balancing independence/dependence, and struggling with those providing care. 

 The next analytic process was to identify movement toward resolving 

health challenges.  Keeping the stories divided into theme-associated units, two 

researchers (PI and LMW) independently read and re-read the stories to identify 

practical approaches, as described by storytellers, used to overcome their health 

challenge.  The two researchers collaborated to discuss findings and resolve 
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discrepancies.  The third researcher (PL) verified findings by independently 

reviewing 20% of the stories.  Once approaches were identified, the researchers 

grouped similar ideas and named the groups with phrases that effectively 

embodied the approaches contained within each theme group. 

In the final stage of analysis, grouped approaches were described within 

the context of the health challenge themed unit in which they were contained.  

Approaches used to resolve the health challenge of living a restriction-driven 

existence included: looking forward; keeping it all in perspective; existing, not 

living; acknowledging but resisting limitations; and keep fighting.  Approaches 

used to resolve the health challenge of balancing independence/dependence 

included: struggling to keep control; seeking self-perspective through 

connections; and choosing a positive outlook.  Approaches used to resolve the 

health challenge of struggling with those providing care included: recognizing 

feelings of discontent; choosing a positive outlook; and taking a stand.  Each of 

the health challenge themed groups also contained an approach called just do it; 

however, the meaning for just do it was group-specific highlighting the contextual 

nature of approaches used to resolve the health challenge (Hain, Wands, & 

Liehr, 2010). 

 Cross-cultural study of survivors of Pearl Harbor and Hiroshima 

bombings (Co-PI’s: Ryutaro Takahashi, MD, PhD and Patricia Liehr, PhD, 

RN). This author continues to be involved with data analysis for a study exploring 

how the experience of living through the bombings of Hiroshima and Pearl 

Harbor affected the health of survivors over time (Takahashi et al., 2009).  This 
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author also participated in data collection for this study using story path method.  

Data has been collected for 28 Hiroshima survivors in Japan and 26 Pearl Harbor 

survivors in the United States.  For each participant set, saturation of data was 

reached with 20 participants; however, further stories were collected to assure 

capture of a wide-range of experiences.  Preliminary analysis has been reported 

for five Hiroshima participant stories and five Pearl Harbor participant stories 

(Takahashi, Nishimura, Ito, Wands, & Liehr, 2009). 

 Data analysis for this study was guided by story inquiry method.  Keeping 

the data sets divided by geographic population, turning points and descriptive 

expressions have been identified in five stories from each set.  Turning points are 

“twists in the stories where participants acknowledged a change in life direction” 

(Takahashi, et al., 2009, p. 164).  Descriptive expressions are statements 

capturing the ambience of the moment as described by the participant.  Turning 

points and descriptive expressions for these first five stories within each 

population have been synthesized and interpreted. 

The story of health for Hiroshima survivors is represented as “Becoming 

and being Hibakusha.”  Hibakusha is the Japanese word for one who was 

exposed to the atomic bomb and, therefore, to radiation.  Becoming and being 

Hibakusha is further described as struggling with personal identity while 

engaging in peace-promoting activism and gaining an appreciation for life-health 

connection.  The story of health for Pearl Harbor survivors is represented as 

“Keeping the war experience in its place.”  Keeping the war experience in its 
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place is facing death and holding the memory while cultivating an appreciation for 

living that endures. 

 Study of treatment adherence for people newly-diagnosed with a 

memory disorder and their caregivers (Co-PI’s: Ruth Tappen, EdD, RN, 

FAAN and Denise Sparks, PhD).  As a Research Assistant (RA), this author 

conducted one-on-one audiotaped interviews with caregivers of people newly-

diagnosed with a memory disorder.  At the preference of the primary investigator, 

paper-and-pencil instruments were administered verbally.  The RA read aloud 

the instruments’ items and answer choices to the participants.  Participants 

verbally stated their answer choice, and the RA recorded the answers.  

Instruments utilized in this study included the Geriatric Depression Scale, the 

Geriatric Anxiety Inventory, Perceived Seriousness of the Condition and 

Perceived Efficacy of the Intervention, and the SF-36v2.  The RA administered 

these instruments to approximately 10 people thereby gaining experience with 

the SF36v2. 

 Pilot study.  Two participants were interviewed using the research design 

described in this proposal.  Data analysis has not yet been performed; however, 

valuable lessons were learned from the experience.  First, the participants did not 

have positive coming home experiences and expressed gratitude at the thought 

that their participation in this study might help other veterans struggling with the 

challenges of reintegration.  The time commitment was approximately an hour for 

each interview.  Interviews were conducted in the Florida Atlantic University 

(FAU) Student Health Center, and the participants seemed comfortable with the 



38 

setting.  Privacy was interrupted during one of the interviews, so a plan was 

developed to post a sign notifying others that the room is occupied during 

interviews to prevent future interruptions. 

Participant Recruitment 

 Participants were recruited for this study at FAU through the use of a 

recruitment flyer (Appendix B).  Beginning August 1, 2009, the Department of 

Veterans Affairs instituted new education benefits for veterans as part of the 

Post-9/11 GI Bill (Department of Veterans Affairs, 2009).  Under this new bill, 

benefits are available for classes taken on or after August 1, 2009 for individuals 

who have served in the military since September 10, 2001.  Increased enrollment 

of veterans in post-secondary schools has been anticipated because of these 

new benefits (Miller, 2008).  Nationwide, approximately 520,000 veterans were 

expected to attend school during the fall semester of 2009; enrollment at Florida 

schools was expected to account for almost 42,000 of that number.  Actual 

enrollment counts have not yet been made available to verify expectations. 

 At FAU, veterans access educational benefits through Jason Morgenthal, 

liaison between FAU and Veterans Affairs; Mr. Morgenthal meets with all FAU 

students who use veteran educational benefits to attend school.  With support 

from the Director of Student Financial Aid, Carole Pfeilsticker (Appendix C), and 

permission granted by FAU’s Institutional Review Board (IRB), recruitment flyers 

were distributed by Mr. Morgenthal as well as posted in the common areas of the 

Financial Aid office located in the Student Services Building of FAU’s Boca Raton 

campus. 
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 Permission was also given by the IRB to post and distribute flyers through 

FAU’s three Student Health Clinics located on FAU’s campuses in Boca Raton, 

Jupiter, and Davie.  Support for this project was also garnered from Cathie 

Wallace, Director of FAU Student Health Services (Appendix D).  Flyers were 

posted on campus bulletin boards and distributed at two on-campus events 

aimed at increasing awareness of university faculty and staff about the veteran 

population attending FAU.  Recruitment announcements were also distributed in 

university-wide electronic deliveries of general announcements. 

 The following inclusion criteria guided purposive selection of study 

participants: 

• participants had served in the United States Armed Forces, any 

branch, part- or full-time; 

• participants may have been actively serving or retired from the military 

at the time of interview; 

• participants had been deployed to and returned home from at least one 

tour of duty in Iraq or Afghanistan since September 2001; 

• participants were 21 years of age or older; 

• participants were students at Florida Atlantic University; 

• participants were able to speak and read English; 

• participants gave consent to participate. 

Twenty-five participants were sought for inclusion in this study.  There has 

not been a lot of qualitative research conducted with military personnel that could 

provide definitive guidance about the number of participants which would be 
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required to fulfill this current work’s mission.  However, qualitative research 

requires that saturation is reached in data analysis.  Saturation is described as 

the point in data collection when no new information about the health challenge is 

emerging through subsequent participant interviews (Morse, 2007).  In work 

conducted with Pearl Harbor veterans, 26 participants were interviewed, but the 

research team reported saturation with 20 (Takahashi et al., 2009).  LaVerda, 

Vessey, and Waters (2006) interviewed 16 veterans of World War II to discover 

how they believed their health was affected by their military service.  Trego 

(2007) queried nine military women about menstrual experiences during 

deployment in order to inform nursing practice about better delivery of education 

regarding menstrual hygiene for deployed female soldiers.  Alcaras and Roper 

(2006) reached saturation with just six participants in their study describing the 

decision-making process to seek treatment for combat veterans experiencing 

chest pain.  Scannel-Desch and Doherty’s (2010) phenomonelogical study on the 

lived experience of military nurses who served in Iraq or Afghanistan between 

2003 and 2009 included a higher number of participants.  They recruited a total 

of 37 participants; 28 were interviewed in person and 9 by telephone.  Seven 

themes and seven sub-themes emerged from the data spanning across a wide 

swath of time, from pre-deployment through time served to post-deployment.  For 

this study, saturation was reached with seven participants. 

 Participation in the study was encouraged through the offer of a $5 gift 

card to either Starbucks or McDonald’s.  Participants were given choice of 
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vendor.  Participants completed the sociodemographic information form, the SF-

36v2 Health Survey, and the dialogic interview in order to receive the gift card. 

Protection of Human Subjects 

 Contact with the researcher was at the sole discretion of potential 

participants.  The researcher’s contact information was included on the 

recruitment flyer (Appendix B).  Individuals viewing the flyer and wishing to 

participate contacted the researcher directly.  All respondents meeting the 

study’s inclusion criteria were accepted as participants.  The participant and 

researcher agreed upon a time to meet for data collection, which was conducted 

in FAU’s Student Health Clinic during normal operating hours. 

 Informed consent.  Upon meeting with the participant, the researcher 

obtained consent prior to the collection of any data (Appendix E). The researcher 

fully described the time commitment and potential risks associated with 

participation, the circumstances under which the interview would be stopped, and 

the requirements to earn the $5 gift card.  In addition, the researcher welcomed 

and answered any questions participants had.  Once all of this was 

accomplished, the participant was asked to sign the consent form. 

 FAU’s Institutional Review Board (IRB) gave approval for this study as 

described prior to the start of data collection (Appendix F). 

 Potential risks. There was a risk that participants may feel emotionally 

distressed in telling of the difficulties faced while adjusting to life at home.  No 

participants exhibited or reported experiencing uneasiness, anxiety, or agitation 

while sharing their stories of coming home.  There was a small risk of breach of 
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confidentiality.  Risk of physical, financial, legal, or other harm to participants was 

not greater than can occur in everyday activities. 

 Protections against risks. To protect participant confidentiality, all 

collected data was identified with a participant identification number only; 

however, participants choosing to receive a copy of research findings disclosed 

an address to where findings could be sent.  Data consist of completed 

sociodemographic information forms and SF-36v2 health surveys, audiotapes of 

dialogic interviews, and the researcher’s field notes.  Data will be kept in a locked 

drawer in the researcher’s office for five years.  Only the researcher will have a 

key to the drawer.  Data may be viewed by the researcher and the researcher’s 

dissertation committee. 

 Measures were also in place to protect psychological and emotional health 

of participants.  Data collection took place within FAU’s Student Health Clinic.  

The researcher is a Registered Nurse, licensed by the state of Florida, and is 

trained in therapeutic communication.  FAU Student Health Services also 

provides mental health counseling to students, and, as FAU students, 

participants have access to free mental health counseling on campus.  Interviews 

were conducted during times when counselors were present in the FAU 

Counseling Center.  No referrals to Student Health Services or the Counseling 

Center were required during any of this study’s interviews.  Participants were 

informed of the researcher’s obligation to refer the participant to health services 

prior to obtaining consent or collecting data so that the participant may have 
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declined to participate if desired.  Participants were given the option to withdraw 

from the study at any time without any adverse consequences. 

 Potential benefits of the proposed research to human subjects and 

others and importance of the knowledge to be gained. Potential benefits for 

the participants of this study include those gained through an authentic dialogic 

exchange with the nurse researcher.  According to Liehr and Smith (2008), 

individuals sharing a story of health challenge with an intentioned listener may 

experience a sense of ease as story moments unfold and light is shed on story 

elements previously overlooked or forgotten.  Meaning may be discovered as 

events are described, and coherence of story may emerge as the storyteller 

weaves disconnected memories together to form a whole. 

 As part of a larger picture, knowledge gained through this study will serve 

to increase nursing knowledge of what is important to veterans as they return 

home from war and begin to reintegrate into home life and society.  Empowered 

with this knowledge, nurses may come to better respond to veterans who 

encounter difficulties during their transition and offer respectful, appropriate 

assistance for veteran success.  In doing so, nurses will be promoting veteran 

health while they negotiate the challenges of reintegrating into life at home after 

serving at war. 

 The benefits to future veterans outweigh the risks to study participants in 

that the knowledge gained will be used to improve healthcare for veterans 

coming home from war in the future.  Human lives are complex, and 
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understanding must be sought through many means.  The study proposed here 

is just a first step on the road to full understanding and may lead to new avenues 

of awareness regarding the veterans’ experience of coming home. 

 Inclusion of women and minorities. Any veteran meeting inclusion 

criteria for this study was accepted, including women and individuals belonging to 

minority ethnic groups.  Every effort was made to include women and ethnic 

minorities in this study.  The number of women serving in the U.S. military has 

increased over recent years (Department of Veterans Affairs, 2008), and female 

FAU students slightly outnumber male FAU students 59% to 41% (FAU’s Office 

of Institutional Effectiveness and Analysis, 2009); so, was likely that recruitment 

of female participants would occur.  The largest minority ethnic group enrolled at 

FAU is Hispanic at 19% which is significantly greater than the 5.7% Hispanic 

veteran population reported by the Department of Veterans Affairs (2008); 

therefore, it was somewhat likely that recruitment of Hispanic participants will be 

achieved.  There are also a slightly higher percentage of Black (17%) and Asian 

(5%) students enrolled at FAU (FAU’s Office of Institutional Effectiveness and 

Analysis, 2009) than are reported to be veterans (Black 11.1%; Asian, 1.3%), but 

this difference is minimal and suggests difficulties with recruiting persons from 

these particular minority groups might occur. 

 Inclusion of children. No children were included in this study. 

Parameters set forth by The National Institutes of Health defines “a child [as] an 

individual under the age of 21 years” (NIH Policy and Guidelines, 1998, 

Definitions section, para. 1).
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Sample 

 Seven veterans of the OEF/OIF campaigns participated in this study 

(Table 2).  Participants represented three branches of the U.S. Armed Forces.  

All of the participants performed at least one tour of duty in Iraq since September 

2001.  Length of military service ranged from four to six years; average length of 

time for participants’ service in the military was 4.6 years.  Six of the participants 

had completed their active duty contracts, although most noted that they were 

currently assigned to Inactive Ready Reserves (IRR) which means that they 

could be called back to active service if the military needed them.  Their status 

with IRR extends through the end of their time of obligation with the military, 

which is generally eight years total; however, most participants stated that they 

did not believe they would be called back to active duty for logistical reasons, 

including the cost of retraining them for duty.  The participant who was a 

Reservist was still on the active roster.  Participants’ ages ranged from 24 to 28 

years; average age of participants was 26.3 years.  None of the participants had 

children.  Time home from Iraq ranged from one year to 8.6 years; average 

length of time home from Iraq was 3.6 years. 

Data Collection 

 Data collection occurred within the student health services area located on 

FAU’s Boca Raton campus.  Ms. Wallace, Director of Student Health Services, 

provided a conference room within the clinic to allow for uninterrupted privacy for 

one-on-one interviews as well as a quiet environment in which to audiotape the 

interviews without interference.  The researcher thoroughly explained the study 
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Table 2 

Participant Demographics 

Characteristics Number of Participants 
Sex 
  Female 
  Male 
 

 
1 
6 

Marital Status 
  Married 
  Single 
 

 
3 
4 

Ethnicity 
  Hispanic 
  Non-Hispanic 
 

 
2 
5 

Race 
  Asian 
  White 
 

 
1 
6 

Branch of Military 
  Army 
  Marines 
  Marines Reserves 
  Navy 
 

 
2 
2 
1 
2 

 
 

to the participant and answered any questions the participant had.  Once full 

disclosure was achieved, the participant was asked to give written consent 

(Appendix E). 

 Audiotaping began once written consent was obtained and continued 

throughout the researcher-participant dialogue.  Sociodemographic data was 

collected at the beginning of the interview and included age, gender, marital 

status, number of children and their ages, years of military service, and level of 

education.  Participants were asked about past deployments to Iraq or 
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Afghanistan, including how many times they had gone, how long the 

deployments lasted, and the date of their most recent return home.  In addition, 

participants were asked if they had knowledge that they would be returning to 

Iraq or Afghanistan in the future.  This information was used to contextually 

describe the study sample. 

 Qualitative data collection.  The intent of story gathering was to 

understand participants’ experience of the health challenge of coming home in a 

wholistic sense, incorporating past, present, and future.  Time commitment for 

this portion of the study was anticipated to be between 30 and 60 minutes.  

Stories were gathered utilizing the principles of story path approach (Liehr & 

Smith, 2000, 2008, 2011).  Participants were first queried about their present 

experience of health, then asked about how the past might have contributed to 

the present experience, and finally invited to describe their hopes and dreams for 

their future health (Liehr & Smith, 2007; Smith & Liehr, 2005). 

Dialogue began by introducing the participant to a story line (Liehr & 

Smith, 2000, 2008).  Each participant was offered a piece of paper upon which a 

horizontal line, symbolizing the person’s story of the health challenge of coming 

home, had been drawn (Appendix G).  The paper was titled “Your story of 

returning home from war in Iraq,” and a mark was made close to the beginning of 

the line at the left side of the paper.  At the start of the interview, the mark was 

labeled with the date of the most recent return home from deployment to Iraq.  

The participant was then asked to make a second mark on the line that 

represented the participant’s current position in the story of the health challenge 
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of coming home.  Use of the story line is intended to anchor the participant in the 

present moment and act as a starting point for a discussion of health in the 

present (Liehr & Smith, 2000, 2008).  Noting a “returned home” date on the story 

line at the beginning of the dialogue was intended to direct participants’ stories to 

the experience of coming home from war as opposed to going to or being at war. 

 Participants were first asked to define health, and dialogue ensued about 

health in the present moment focusing on the issues they were facing.  The 

researcher asked, “Based on the definition of health that you just provided, would 

you say that you are healthy right now?”  The researcher then asked questions to 

fully explore the participant’s experience of health issues in the current moment.  

Follow-up questions were used to expand the participant’s answers and ensure 

that the researcher understood the ideas that the participant was trying to 

convey, ending with the question “Is there anything else I should know to 

understand your experience of health today?” 

 Once health issues in the present moment had been fully explored, 

participants were asked to recall the experience of coming home from war in 

Iraq.  During discourse about health issues experienced in the past, some 

participants talked about experiences they had while actively serving in Iraq.  The 

researcher followed through with these discussions, allowing participants to 

share as much as they felt comfortable sharing.  When appropriate, the 

researcher redirected participants to focus on their coming home experience.  

Participants were asked to reflect on how their experiences since coming home 

have contributed to their current health issues thereby making the link between 
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past and present.  Once again, before closing the dialogue about past health 

issues, the researcher asked if there is “anything else” the researcher should 

know to understand the participant’s experience of health in the past in relation to 

coming home. 

 The final segment of the story path interview entailed asking participants 

about their hopes and dreams for the future and how those aspirations might 

have been impacted, if at all, by the experience of coming home from war.  

Questions directed towards discovering the participant’s future outlook included 

“What do you wish about your health for the future?”  Once all of the interview 

questions had been asked, the researcher confirmed that what “mattered most” 

to the participant had been made explicit in the participant’s story by asking if 

there is “anything else” the researcher needed to know to understand the 

participant’s hopes and dreams for the future.  Length of interview ranged from 

20 minutes to 54 minutes; average interview time was 35 minutes.  No 

participants reported or exhibited any outward signs of emotional distress related 

to telling their story of health in the context of coming home from war. 

 Quantitative data collection.  Once the dialogic portion of the interview 

was finished, audiorecording was discontinued and the participant was asked to 

complete the SF-36v2.  Completion of the SF-36v2 took approximately 5-10 

minutes.  The SF-36v2 can either be administered by the researcher reading the 

items aloud to the participant, or the participant can complete the instrument 

independently.  For this study, participants completed the instrument 

independently immediately after the completion of story gathering.
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Data Analysis 

 Descriptive statistics were used to summarize sociodemographic 

information about the study population.  In this study, neither qualitative nor 

quantitative findings can be generalized to a larger population.  Descriptive 

statistics provide information about the study sample, which may inform 

understanding by providing important contextual data about study participants. 

 Qualitative analysis.  Story inquiry method (Liehr & Smith, 2007, 2008, 

2011) guided data analysis to address the first two specific aims: 

1) describe complicating health issues for veterans of the current war in 

the Middle East in the context of the health challenge of coming home 

from war, and 

2) describe how veterans of the current war in the Middle East move to 

resolve complicating health issues that emerge within the context of 

the health challenge of coming home from war. 

The researcher transcribed audiotaped interviews and then listened to the 

tapes in their entirety while checking story transcriptions for errors.  As described 

in the Preliminary Studies section, an inductive approach to analysis was 

followed which moved from the words of the participants to themes that describe 

complicating health issues.  Stories were read and re-read to gain a sense of the 

whole story and to begin identifying what “mattered most” to the storyteller about 

the health challenge they are facing.  Stories were then read for recognition of 

complicating health issues.  In this phase, passages in which the storyteller 

described a complicating health issue were highlighted.  Like passages were 
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grouped together, and redundancies and distinctions were noted.  Where 

redundancies occurred, descriptive passages were synthesized to capture the 

essence of the participants’ words.  Finally, themes that captured the 

complicating health issues as described by the groups of like passages were 

created (Appendix H).  This process was repeated for identification of 

descriptions of movement toward resolving complicating health issues (Appendix 

I).  Through this inductive process, two sets of themes were created: one set 

describes complicating health issues, and one set describes approaches for 

resolving complicating health issues. 

 Trustworthiness. Qualitative data are very rich.  People express 

themselves in a myriad of ways, and it is imperative that the research stay true to 

the participants’ intended ideas and meaning.  In qualitative research, 

trustworthiness of data analysis occurs when the researcher makes certain that 

identified themes do not depart from the idea path intended by participants.  

According to Creswell (2007), there are several strategies that qualitative 

researchers can employ to validate study findings.  One strategy is to check with 

participants to be sure that the researcher is not misconstruing meanings 

conveyed during the interview.  The researcher can summarize the participant’s 

ideas and offer them back to the participant requesting validation or correction of 

the researcher’s rendering of the participant’s story with such phrases as, “What I 

am hearing you say is X. Is that right?”  Another validation strategy is through 

peer review of reported findings which, for this study, occurred through the 

experienced perspectives of the researcher’s dissertation committee chairperson.  
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Two of the seven transcriptions were independently reviewed by the researcher’s 

dissertation committee chairperson, and findings were compared to ensure that 

the researcher was staying focused on and consistent with data interpretation.  

As a final validation check, participants were given the option to request to 

receive a summary of study findings by initialing a statement on the consent 

form.  Included in the summary that will be sent to interested participants will be 

an invitation for participants to contact the researcher within two weeks with 

questions about the result or comments regarding the summary description.  If a 

participant voices concern about findings, the researcher will explore those 

concerns in a meeting either by phone or in person, take detailed notes about the 

participant’s concerns, and collaborate with the dissertation committee 

chairperson, an experienced qualitative researcher, to adjust the results if 

appropriate.  According to Creswell (2007), qualitative researchers should 

employ at least two validation strategies to adequately ensure that reported 

findings are truly reflective of participants’ experiences.  This study will employ 

three strategies to assure trustworthiness of research findings. 

 Quantitative data analysis.  Use of the SF-36v2 was employed in order 

to address the third specific aim: 

3) identify dimensions of health for veterans coming home from the 

current war in the Middle East through self-reported health status (SF-

36v2). 

All participants completed all items of the SF-36v2.  Participants’ responses 

were entered into the QualityMetric Health Outcomes™ Score Software, Version 
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4.0.  Internal consistency scores were assessed for each of the eight subscales, 

and comparisons of participants’ scores to general population norms were made.  

The QualityMetric Health Outcomes™ Score Software, Version 4.0 also 

estimated a percentage of the sample that is at risk for depression.  The 

association between time home and Reported Health Transition (HT) was 

calculated using a Pearson product-moment correlation coefficient. 

 Mixing methods.  Qualitative findings and quantitative results were 

combined in order to address the fourth specific aim of this study: 

4) explore similarities and distinctions between complicating health 

issues, movement toward resolving, and dimensions of health 

identified through qualitative and quantitative analysis. 

Issues that complicate health for veterans experiencing the health 

challenge of coming home from war and approaches to resolve issues as 

discovered through qualitative data analysis were compared to health 

dimensions, as represented by the eight subscales of the SF-36v2, to discover 

similarities and distinctions.
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CHAPTER 4.  FINDINGS 

Story Path 

 Interpretation of marking the line that indicated where participants believed 

they were in their story of health varied among participants.  Four participants 

viewed the line as a representation of their entire lives with the end of the line 

being death.  In these cases, participants placed their marks fairly close to the 

“X” that was labeled with their returned home date.  When one participant was 

asked why he had placed his mark where he did, he answered, “I plan to live a 

lot longer.”  One participant viewed the line as being a continuum of health with 

the beginning being ideal health.  This participant placed his mark before the 

date of his return, stating that he was in the “best shape of [his] life” prior to 

returning home from Iraq.  The other two participants interpreted the line as their 

story of coming home and placed their marks fairly close to the end of the line; 

when asked why, one participant replied that he had “made a lot of progress.” 

Definitions of Health 

 All seven participants defined health as existing in two realms: physical 

and mental.  They described how physical health required being fit and eating 

right and often spoke of mental health in terms of stress.  Many of them believed 

that to be healthy one needed to be free of illness.  Two participants explained 

that physical and mental health worked in combination; one described that both 
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were needed in order to support proper functioning, and the other stated that “the 

combination of both [supported] the ability to progress.” 

Complicating Health Issues 

 Three themes emerged that address the first specific aim and capture the 

complicating health issues that participants encountered when coming home 

from war (Table 3).  The themes are flipping the switch, figuring out how to 

belong, and living the stress of a new normal.  Descriptive dimensions of each of 

these broad themes were identified and are discussed below in relation to each 

theme.  Several participant statements will be shared to demonstrate each health 

issue; then specific descriptive dimensions of each issue will be introduced with 

associated participant quotes. 

Flipping the Switch 

 The first complicating health issue is flipping the switch, which is moving 

from from the strict regimentation and vigilance of military life to the 

everydayness of civilian life.  Participants had spent an average of 4.6 years 

living daily life dictated by a rigorous and demanding authoritarian organization 

and with almost constant threat to their lives and safety while stationed in Iraq.  

Once home, they struggled to cast off the military mindset and resume civilian 

living.  One participant expressed “flipping the switch” explicitly: 

I was…in a firefight one week and…home in the next...And it was like, as 

an 18-,19-year-old kid…you can’t like turn the switch off, you know what 

I’m saying?…it was difficult for me to go home and make like an instant 
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switch to be a civilian…I didn’t know how to act right…my energy level 

was up here, but it, you know, it needed to be down here. 

Table 3 

Complicating Health Issues of Coming Home from War 

Complicating Health Issue Descriptive Dimensions 
 
Flipping the switch 
 

 
• Military structure overshadows personal 

purpose 
 

• Changing context from military to 
civilian living 

 
o Time 

 
 
Figuring out how to belong 
 

 
• Feeling abandoned when you had 

given your all 
 
• Balancing pride with need 

 
• Being new in old relationships 
 

 
Living the stress of a new 
normal 
 

 
• Benefit/Deficit balance 

 
o PTSD 

 
o School 

 
• Struggling with emotional surge 
 

 
 

Two other participants expressed their experiences with flipping the 

switch.  One said, “Like when I go to movie theaters, I have to sit in the back. I 

have to be able to see everything, and I’m like constantly like looking over, my 

mind’s always going, you know. I don’t relax.”  Another participant described that 

he did not:
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like loud noises any more…I don’t like being in crowded places…when I 

first got home, I had a problem with sitting in a car…I was looking at trash 

cans on the side of the road when it was trash day…I’m reminded 

sometimes, during Fourth of July, New Year’s, you hear fireworks going 

off, it kind of gives you like, ah, like goosebumps. 

Two descriptive dimensions of flipping the switch emerged during 

analysis; these are military structure overshadows personal purpose and 

changing context from military to civilian living.  The first descriptive dimension, 

military structure overshadows personal purpose, arose mainly during the 

physical process of returning home; while the second, changing context from 

military to civilian living, was described during the time after participants had 

separated from active duty. 

 Military structure overshadows personal purpose.  The first 

descriptive dimension of the complicating health issue flipping the switch is 

military structure overshadows personal purpose.  Analogously, this is when 

participants described their first attempts at flipping the switch from supporting 

the interests of the military system to thinking about personal needs.  For 

example, one participant, who served as a Healthcare Specialist in the Army, 

noted while discussing post-deployment health screenings: “I don’t think it was 

probably handled right, but then you have the military side and the health 

side…Where’s the balance?...[there’s a] dilemma of keeping everything going.”  

Two other participants commented on the paper-and-pencil post-deployment 

health assessment survey; one stated “you can’t put your feelings into a bubble,” 
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and the other said “Those don’t do anything…Those are just another survey, 

another sit down brief, just out of a million that we go through…”  

 Post-deployment education and screenings began immediately upon 

returning to the U.S., and participants described how fatigue prevented them 

from giving these events their full attention.  One participant recounted his 

journey home: “You get on a truck, and then you get on a helicopter, and then 

you get on a plane to get on a regular plane, and then you leave the country.”  

Another participant described sitting in a post-deployment education session 

after the tiring journey home and thinking, “OK. I know you’re talking, but it’s 

going in one ear and out the other.” 

To understand statements about immediate post-deployment experiences 

within the context of “flipping the switch,” it is important to know that participants 

were aware that loved ones were waiting in close proximity for them to be done 

with all of the required sessions.  While service members were turning in military-

issued equipment and sitting through education and health screening sessions, 

family and friends had gathered to welcome them home.  As one participant 

described: “You’re sitting in all these briefs and here you have your family 

waiting, so you’re like, ‘OK. Let me hurry up and get through this so I can go 

reunite with them.’” 

The clash between military structure and personal purpose occurred 

during active duty as well, and some participants were not surprised to encounter 

it during the immediate post-deployment period: “…from Iraq to Kansas through 

Kuwait…after a three, four day trip, two hours standing there waiting is kind of 
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like, ‘Yeah. Whatever. Come on. Like we didn’t expect this?’ I might have been a 

little jaded at that point.”  The same participant conveyed his ongoing experience 

of military/personal clash as he attempted to complete paperwork required for 

discharge: “…it’s an army…it was probably more frustrating than stressful ‘cause 

when you needed somebody to do something…it wasn’t their top priority, but 

time was short for me.” 

Finally, one participant described his experience of military structure 

overshadowing personal purpose by telling his story of seeking benefits through 

the VA, where the person applying for benefits needs to know the correct 

buzzwords to trigger attention: 

…if you had someone to write it for them and then to speak it in terms 

where it would attract the attention of the VA because they have 

regulations, they look at key words, key terms…some people make 

heartfelt decisions, but in reality, to an organization, you have to go by 

your regulations… 

 Changing context from military to civilian living.  The second 

descriptive dimension of flipping the switch is changing context from military to 

civilian living, which is acknowledging that the persona developed during service 

is often incongruent with societal norms.  Participants’ experience of this 

dimension ranged from “[getting] your sleep pattern adjusted again” to realizing 

that “you can’t treat a civilian business as a military [establishment] because 

people in that organization aren’t trained for it…” 
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 Several participants described that actions taken to deal with conflict in the 

military were unacceptable in civilian settings.  One participant described this 

difference: 

…in the civilian world…you can’t hurt somebody because you don’t like 

them, whereas it was actually promoted…At the end of the day, every day, 

if you had a problem with another person in your unit, you could call them 

out…they would call it ‘Thunder Dome,’ like from ‘Mad Max,’ and you 

would fight it out. You’d full-on fistfight it out, beat the shit out of each 

other…at the end of it, you’d shake hands and it’d be over. You can’t do 

that here. 

 One participant, who had served as a Hospital Corpsman in the Navy, 

experienced changing context from military to civilian living through differences in 

scope of practice between his military occupation and that of civilian Medical 

Assistant: 

I guess there’s a lot more independence in the Navy…medically it was 

more independent. I could write the whole SOAP note…could give [the 

patient] shots, draw blood, do whatever I wanted, and now I can barely do 

anything…Like I could put chest tubes in people…and now I can’t do 

anything. 

 For one participant, the issues with changing context from military to 

civilian living were entrenched in military training: “there’s so many training 

exercises that we do to desensitize novice or infant Marines when they’re going 
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into [combat]…but how do you [re-sensitize] the human being after you teach him 

to become this person?” 

 Time.  The concept of time emerged as an important facet of the 

dimension of changing context from military to civilian life in three different ways: 

frozen time, making up for lost time, and it takes time.  The idea of frozen time is 

represented by this participant’s thoughts once she was given her going home 

date: 

…you have a little happy, but then you’re like, ‘Oh, no. When I get home, I 

have to get realization.’ Because…while you’re over there, time back 

home freezes for you even though it goes on for everyone else…you get 

hit with that. 

Making up for lost time was expressed through stories participants told of 

trying to cram in all of the living they had missed during their time away as soon 

as they got home: “And you get home, and…it’s like a constant celebration…you 

gotta live it up,…you [were gone] seven months or eight months…you want to 

make all that up in a week.”  Participants often described undesirable 

consequences that resulted from “living it up”: 

…when we get back…we have two days off before we have to report back 

to work. But during those two days,…the police are called to a lot of 

places for domestic violence, or DUIs is a big one…it’s kind of like, even 

the coming home process is just as bad as, you know, going over and 

being there. 
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The final aspect of time described within the descriptive dimension of 

changing context from military to civilian living is it takes time.  One participant 

noted, “It took [him] years to get over that, you know, it’s not OK in the civilian 

world to yell at people.”  Another participant explained that she was still 

struggling to readjust although she had been home for more than two years: “…I 

still feel like, yeah, I’m freshly home…”  Most participants continue to grapple 

with readjusting to civilian living as an ongoing process, and this can be seen in 

discussions of the other two complicating health issues of figuring out how to 

belong and living the stress of a new normal. 

Figuring Out How to Belong   

 The second complicating health issue for veterans returning home from 

war is figuring out how to belong, which is identifying new patterns within existing 

relationships.  Separation from the intensive military culture seemed abrupt, and 

participants floundered with reconciling their fit with society.  Resuming former 

relationships, in light of changes that had occurred for them and for friends and 

family at home, demanded their attention and energy.  For one participant, fears 

about being able to reconnect with her spouse arose during the trip home from 

Iraq: “I was kind of scared in a way, ‘cause it’s like, ‘Are you gonna accept me the 

same? Am I gonna accept you the same? Can we still even relate?’”  For another 

participant, the issue of figuring out how to belong was described in realizing that 

he was different from his college peers: 
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…it’s the difference between when I was 18, 19, and I see the kids here 

when they’re 18, 19, and we’re totally different, you know. These kids are 

sitting here talking about, you know, riding their skateboard down the 

breezeway, playing Beer Pong, meanwhile, you know, when we were 18, 

we were talking about the same thing, drinking beer, but we’re out there 

being Marines, right? 

Another participant recounted how the issue of figuring out how to belong 

became apparent during his very first trip home: 

…it was just so tough, you know, seeing my dad.  He said, ‘Tell me what 

you did. Tell me what it was like over there.’…what do I say to him?…it 

was real tough…I remember like sitting there, and of course my dad is, 

has always been a good dad, and he always had stuff to talk about…[but] 

we didn’t have anything to say to one another. 

 Three descriptive dimensions of the complicating health issue of figuring 

out how to belong emerged during data analysis.  These are: feeling abandoned 

when you had given your all, balancing pride with need, and being new in old 

relationships. 

Feeling abandoned when you had given your all.  The first descriptive 

dimension of figuring out how to belong is feeling abandoned when you had 

given your all; this is defined as having risked life and limb to serve your country 

but feeling disregarded when you needed support in return.  This dimension 

shares some similarity to the descriptive dimension of “military structure 

overshadows personal purpose” within the first complicating health issue, where 
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participants were “flipping the switch” from military to civilian life to regain their 

sense of individuality.  In this descriptive dimension, participants are describing 

another side of the experience where they realized that the system had flipped 

the switch, and they were left figuring out how they belonged now that they were 

not part of the system.  They felt abandoned by the system.  

For some participants, feelings of abandonment began during post-

deployment processes: 

I thought [the post-deployment health assessments] were kinda crappy…it 

wasn’t thorough enough,…I felt like we were just ejected and just thrown 

back into civilization…I felt like we were just being pushed out, and that 

was the end of it. 

Two of the participants described how more focus was given to married 

personnel during post-deployment education sessions: 

Now, by and large, they focused on people with wives or husbands, 

children, and of course that’s much more important than me, you know, 

me…the 19-year-old kid who just wants to like drink beer and chase girls 

all the time…we all went to the same briefings and stuff, too, you know. 

Typically, we’re like, you know, I don’t want to be here. This is stupid. This 

doesn’t pertain to me. I don’t have any children… 

For one of these bachelor soldiers, focus on married servicemen brought sharp 

focus to his unhappiness at being single: “…there was sadness, feeling alone, 

definitely was…magnified at that point…the thought that I’m going a different way 

than everybody else and I’m not part of this group.” 
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 A couple of participants were required to work on base to fulfill time 

obligations left on their active duty contracts.  The nature of the jobs they were 

given stateside was vastly different from the responsibilities they had held in Iraq, 

and this created tremendous frustration.  One participant recounted: “I was used 

to flying and…working on the helicopter, and now all of a sudden I’m in a desk, 

doing logistical paperwork…I snapped at work and I just started yelling at 

people.”  Another participant echoed discontent at the situation: 

…all of a sudden I had time on my hands and I had literally no, for the last 

year of my life prior to that, I didn’t have, you know, hardly any time to 

myself, you know. And what do I do?...am I just gonna sit here?...that was 

a challenge for me. 

 Five of the participants described a sense of feeling abandoned when they 

tried to access services through Veterans Administration (VA) facilities.  

Experiences of this descriptive dimension of figuring out how to belong ranged 

from not knowing how to make the transition from the military system to the VA 

system to not feeling cared for or being important enough to be regarded as an 

individual with unique needs.  For one participant, this dimension centered on 

being recognized as a veteran of a distinct war: “…[the center] is very geared for 

Vietnam vets,…every wall’s covered in, in posters from the Vietnam era…Feel 

like I’m walking into my dad’s VFW…”  Other participants used words like 

“impersonal” and “patronizing” when describing care received at the VA.  One 

participant recounted his experience: 
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The PA I saw there, it was an exam room, with a table, with a folding table 

and a computer on it. He sat on one side. I sat on the other side, and he 

talked to the computer the whole time. Yes/No. Yes/No. ‘Well, dah dah 

dah.’ ‘I can’t write that. Is it a yes or a no?’ 

Balancing pride with need.  The second descriptive dimension of 

figuring out how to belong is balancing pride with need, which is struggling to 

overcome the military mentality that a person should be fiercely independent and, 

therefore, seeking help is a sign of weakness.  Participants described 

experiences with this dimension as letting someone down when admitting to 

needing help; the one being let down was described as one’s self, one’s peers, 

or one’s organization.  One participant described his experience of balancing 

pride with need as feeling he should be able to handle stress on his own: 

[I] opted to stay off of medication, just ‘cause I didn’t want to deal with 

those side effects, so..but pretty much, you know, without doing the 

medication, it was just something I had to deal with and try to get through 

on my own, forcing myself to go work out and do all the things I used to, 

which is kinda hard. 

This dimension was particularly relevant for the Marine Reservist who 

described how he and some of his fellow Marine Reservists “hit their low” just 

before going back to Iraq for a second tour of duty: “I probably could’ve 

[accessed resources] but that’d be the worst time to do it, ‘cause then…you’re 

seen as that person that’s trying to avoid the deployment to leave your guys 

behind.” 
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The tough military mentality extended beyond active duty.  One participant 

described what happened when he got together with his former Marine friends to 

talk about their experiences.  The conversation quickly turned from therapeutic 

dialogue to “who’s got the better war story, um, who had the, whatever, the better 

accomplishment. Let’s leave it at that. And it would turn into, testosterone-driven 

conversation…a full-on pissing match.” 

Being new in old relationships.  The third descriptive dimension of 

figuring out how to belong is being new in old relationships, which is 

renegotiating connections held with others in light of the changes that have 

occurred due to lapse of time, military mentality, and absence.  This dimension 

was experienced by participants in a wide range of relationships with loved ones 

as well as within the context of societal perceptions. 

 All three of the married participants described experiencing a tumultuous 

readjustment period with their spouses: “…we went through a rough time of 

readjusting to each other,…she’s doing her own thing for a year, I’m doing my 

own thing for a year, and then to come back and readjust to everything, it was 

difficult …”  Two married participants stated that their relationships with their 

spouses were good at first, but that after a few weeks “everything caught up with 

us.”  Difficulty communicating contributed to conflict within existing relationships: 

“‘Cause if I just talk to like my friends that weren’t in or like sometimes my 

husband, it’s just like they don’t understand where I’m coming from.”  One 

participant recounted that his wife: 
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would say something to me or ask for me to do something and I 

would…blow up on her, just start yelling for no reason at all…I would get 

in the car and go for a drive and cool down…five minutes into the drive, I’d 

be like what was that all about, you know, where did that come from? 

 Another participant describes how he and his girlfriend had difficulty 

reconnecting possibly due to the importance placed on physical health and 

productivity during military training: 

…she looked like a different person,…she had gained honestly at least 50, 

60 pounds. And it wasn’t that she was too heavy…it was like she’s clearly 

not taking care of herself. And she had dropped out of college, was not 

working…we broke up a couple months later. 

Living the Stress of a New Normal   

  The third complicating health issue of the challenge of coming home from 

war is living the stress of a new normal, which is negotiating the tension between 

gains and losses in the process of transitioning.  This issue emerged as 

participants began to pull away from their military experience and pursue 

personal goals, including attending school and becoming acquainted with their 

new selves, changed by their military experiences.  One participant compared his 

current life to his life in the military and revealed with a little surprise that his: 

stress level’s fairly high…I would say more from school, work…in the 

military, or even being deployed, especially the situation that I was in, I 

thought my stress level after that would be, I could deal with easily 

because I was in some of the most high stress situations you can be in, 
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but it’s a different kind of stress…I wasn’t expecting to be stressed out as 

much as I am. 

Two descriptive dimensions of living the stress of a new normal were 

identified: benefit/deficit balance and struggling with self amidst emotional surge. 

Benefit/deficit balance.  The dimension of benefit/deficit balance is being 

placed or placing oneself in a situation that could potentially result in either 

positive or adverse consequences and sometimes could produce both.  Two 

distinct aspects of this dimension were identified in data analysis as PTSD and 

school. 

 PTSD.  Most mention of PTSD by participants was done within the context 

of discussing compensation and disability payments received from the VA; 

participants were granted a sliding scale percentage of their military pay based 

on the severity of their PTSD diagnosis.  This seemed to create a paradox for 

participants who benefit from receiving monetary compensation but live with the 

label of a debilitating disorder.  One participant would like to gain employment 

with the “FBI or DEA. But…I’m diagnosed with PTSD, I don’t know how that plays 

into me getting a job with them.”  Another participant described the challenge of 

living with this dilemma: 

I’m at 10% shy of…800 more dollars a month which is a large number but 

I haven’t really wanted to go through that whole like cycle again because I 

know for a fact PTSD gets worse throughout your life, but I’m trying to 

beat that… 
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 School.  School was another important aspect identified within the 

dimension of benefit/deficit balance.  Returning to school was a choice exercised 

by participants in their desire to accomplish personal goals; however, participants 

experienced unique situations of stress while in school.  One participant 

described this in terms of wanting his school assignments to be meaningful: 

I hate the fact that I have to write what the professor wants me to write or 

do a project that they want me to do. Why not give the student a project 

where it’s gonna actually do something…or that paper is something you’re 

gonna really like want to, that you want to care about? You know? And let 

the teacher judge you then. 

One participant described encountering a situation where she felt her 

military service was disrespected: 

…one of my professors was showing this video and this guy was lecturing 

and he got to the military part and he was anti-military and anti-war and 

everything and he was saying some things and I got offended so I walked 

out of the class. But then I emailed her saying, ‘Oh, you know, being an 

Iraqi veteran and serving our country and stuff, you know, that really 

offended me and the anti-war and protests and all that, that just, it hits a 

nerve, that just goes zero to a hundred on the bitch-meter right away.’ 

 Struggling with Self amidst Emotional Surge.  The second descriptive 

dimension identified within the complicating health issue living the stress of a 

new normal is struggling with self amidst emotional surge.  Participants’ 

experiences of this dimension were often shaped by a desire to be the way they 
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were prior to deployment: “[I wish] I could be back to how I was before. Like soft, 

gentle, caring, understanding. Not so, you know, easily irritated, easily angered.”  

Participants identified that their military experiences influenced their current 

behaviors and emotions: 

…it’s just like my emotions are all out of whack…a lot of the things from 

before are still with me today. Like all the problems like of what I 

experienced, what I saw, all that still takes its toll. 

These emotions get to be too much to keep in check sometimes; 

participants described behaviors that surfaced in response to unease: 

Positive thoughts flow like tremendously when I’m around people. Now 

when I’m alone, that’s a different story..I become like very 

depressed…and the stress level just kills me, so it’s good to be around 

people…that’s what helps…some days it’s just not, not there…everyone 

has a bad day, but it shuts me down completely…nothing matters to me. I 

just want to stay, be alone. 

One participant said she tried to implement techniques she learned in 

counseling sessions, but that she was not able to noting, “It’s hard.”  Several 

participants reported physically working out at the gym or drinking alcohol, often 

described as “binge drinking,” to overcome emotional turmoil.  One participant 

reported doing both: “I was either exercising like crazy…or I was drinking…I was 

doing those two things. I didn’t eat much…I would either like just be running or be 

drunk.” 
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For this group of veterans faced with the health challenge of coming home 

from war, the three complicating health issues with their associated descriptive 

dimensions capture the veterans’ experience from the time they are given orders 

to return to the U.S. up to the present moment.  They struggle with the paradox 

of wanting to separate from the military while still needing the connections and/or 

services it provides due to living with lasting effects of their military experiences. 

Living with the effects of their military experiences demand that 

participants implement approaches to resolve the complicating health issues they 

encounter.  These approaches are described as movement toward resolving 

health issues. 

Movement toward Resolving 

 Two themes emerged from the data to address the second specific aim 

and capture approaches used to resolve complicating health issues associated 

with returning home from war (Table 4).  The themes are connecting with others 

and choosing a positive attitude.  Descriptive dimensions of each of these broad 

themes were identified and are discussed below in relation to each theme.  

Several participant statements will be shared to demonstrate each approach; 

then specific descriptive dimensions of each approach will be introduced with 

associated participant quotes. 

Connecting with Others   

 The first approach to resolving complicating health issues is connecting 

with others, which is valuing existing formal and informal relationships and relying 

on them for comfort and encouragement.  For one participant, a sense of 
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Table 4 

Movement Toward Resolving Complicating Health Issues 

Movement Toward Resolving Descriptive Dimensions 
 
Connecting with others 
 

 
• Drawing on supportive others 
 
• Reaching out to make a difference 
 

 
Choosing a positive attitude 
 

 
• Engaging in cathartic activities 
 
• Keeping life in perspective 

 
• Acknowledging progress 

 
• Envisioning a future 
 

 
 

wellbeing came over her during her very first contact.with her husband: “…it was 

good to be back home, like with him, in his arms. Like that’s the most amazing 

thing, like even that first hug…just to be in his arms…”  Another participant also 

expressed appreciation for his spouse: “I have a good wife, so I can’t complain…I 

think my wife’s helped me out there a lot…being married…you always have 

someone watching out for you.” 

 Two descriptive dimensions of connecting with others were identified 

during analysis; these are drawing on supportive others and reaching out to 

make a difference. 

Drawing on supportive others.  Drawing on supportive others is looking 

to family, friends, other veterans, organizations, and valued others for 

reassurance and receiving a positive response.  In addition to spouses, 
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participants described caring relationships with other family members, including 

parents: “I don’t think my mom liked me going, getting deployed, but they were 

supportive.”  In addition, many of the participants described how relationships 

with other veterans were helpful in the transition to home: 

When we email back and forth or IM [Instant Message], we’re like, ‘This, 

this, and this. Oh, yeah, I did that. I did this. I know what you’re 

feeling.’…getting advice from them, …makes me rethink everything, how I 

go about things during the day. 

While some of the participants experienced seeking care through formal 

military and VA organizations as an aspect of the challenge of coming home, 

other participants spoke about these encounters as supportive and contributing 

to their ability to resolve complicating health issues.  One participant experienced 

both challenging and supportive encounters: “And the dental people were 

great…I’ve had a good experience and I’ve had a bad experience...”  Another 

participant went to counseling while she was still serving her contract on base 

after she returned home from Iraq and felt that “whereas the therapists, yeah, 

they weren’t [in Iraq], but they’re more relatable and it’s easier to share my 

experiences with them without being judged on, you know?” 

Finally, four of the participants described how they have experienced 

positive relationships with others through school, a supportive community that 

preempted isolative tendencies: “I have relationships built with people that are in 

many of the same classes as me that I couldn’t completely cut myself off…”  

Another participant talked about the self-attuning nature of her school connection 
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when she was called upon to share her opinion with the class because of her 

status as a military veteran: 

…we watched this, like the Don’t-Ask-Don’t-Tell like policy and being 

openly gay or openly lesbian…[and] my professor asked me to talk to the 

class about my experiences with it…that was kind of cool…it releases 

stress when I like talk about stuff like that. 

Reaching out to make a difference.  The second descriptive dimension 

of connecting with others is reaching out to make a difference, which is taking a 

proactive stance to reach out to other veterans in an attempt to assist their 

experience of transitioning home; all statements made by participants expressing 

the desire to reach out to others was based on personally experiencing difficulty 

during transition and wanting to help others avoid some of the challenges 

encountered.  One participant suggested that “when people come home from 

combat…[someone should] really sit down and not force them to” go to 

counseling; he described how being forced created tension for him which 

contradicts one of the goals of counseling which is for participants to open up 

and speak freely.  At least two participants mentioned how outreach to veterans 

of the current conflicts need to be “age-appropriate” given that most OEF/OIF 

veterans are in their late teens or early twenties: “no one gets through it 

OK...everyone handles things differently, but I think…young kids need some 

advice. They need to have that oversight…otherwise, you’re setting them up for 

failure.” 
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Interestingly, participants often verbalized their choice to participate in this 

study as a way to be helpful to other veterans based on their own experiences.  

Two participants recounted having friends who served in the military and who 

committed suicide, which the participants believed was at least partially because 

of lack of communication and outreach services.  To some extent, they chose to 

share their story as a way of remembering their deceased friends. 

One veteran had put forth a great deal of effort to establish a veterans’ 

organization on campus.  He experienced pride and satisfaction through this 

accomplishment and hoped that a center could be created at the university 

“where…veterans can easier transition…to have a family base where they feel 

that they’re at home and they look up to veterans that are seniors already and 

they could be like, ‘Oh, wow. If he did it, I can do it.’” 

The “connecting with others” approach was addressed in some fashion by 

each participant.  The overriding social implications of returning home was 

emphasized by the predominance of this approach for this group of participants. 

Choosing a Positive Attitude   

 The second approach for resolving complicating health issues was 

choosing a positive attitude, which is facing the day with an optimistic outlook 

and an eye to the future.  Participants described taking action to support health 

and appreciating life in the moment.  One participant explicitly described the 

importance of staying positive with regards to lingering emotions related to his 

military experience:
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…the most that’s ever helped me is just staying positive, having positive 

thoughts, using your level of consciousness to, you know, create certain 

goals, and through all the emotional, like hatred you have inside to…what 

you done or what you’ve experienced, that positive, you know, thought 

would always…help you out throughout the day. 

Four descriptive dimensions of this approach emerged during data 

analysis: engaging in cathartic activities, keeping life in perspective, 

acknowledging progress, and envisioning a future. 

Engaging in cathartic activities.  Engaging in cathartic activities is 

participating in behaviors that make a person feel good.  For some participants, 

these behaviors began as soon as they left the military.  One participant 

described leaving active duty as “ripping the ball and chain off” while another 

stated that: 

…freedom [from the military] feels good. For sure….I went straight, drove 

32 hours straight to Gainesville and partied with my friends…that’s, like, 

how excited I was. No drugs. No nothing…just putting gas in the tank and 

going home…that’s the best feeling I’ve ever had in my life. 

For several participants, engaging in physical exercise was enjoyable and 

helped to overcome frustration and stress.  For another participant, it was being 

willing to pay more for an apartment than he would like to because “just the 

sanity it brings, it’s worth the money.” 

All of the participants stated that talking about their experiences with non-

judgmental others was helpful.  Veterans often expressed that they felt most 
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comfortable talking with other veterans; however, supportive counselors and 

classmates were also mentioned as providing the opportunity to experience “a 

release to like talk about it and just like let it out there in the open.”  For one 

participant, telling his story of coming home for this study might have helped him 

to make important connections between the present moment and his experience 

of coming home.  In this instance, the participant’s words suggest that catharsis 

is happening as he shares his story: 

I’ve never looked at [the experience of coming home] as the experience. 

The experience of being in the Army,…the experience of being out of the 

Army…the coming home was just hoops to jump through. But, I guess, the 

transition, I guess, is my experience there, I guess, how I look, I guess, my 

experience there affects what I’m doing now. 

Keeping life in perspective.  Keeping life in perspective as a descriptive 

dimension of choosing a positive attitude was rooted largely in military 

experience.  As one participant reflected: 

I think [my military experience] will always be there….I think it’s a part of 

me now…I don’t know how to let that go, and to be frank, I don’t know if I 

want to let that go…’cause it’s part of my experience of who it’s made me 

to be… 

Four participants explicitly stated that they saw first-hand how quickly life 

can be taken away, and witnessing this not only influenced their appreciation of 

life but also made mundane concerns seem trivial.  The participant who had 

served as a Hospital Corpsman illustrated his experience with keeping life in 
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perspective as “it’s kinda grim, but like, life can be taken away so fast…that’s 

what I know…trying to save people’s lives…I just go day-to-day.”  Another 

participant described “I don’t waste time in any aspect of my life…because of my 

experiences in combat, I realized that, you know, life is short,…just concentrate 

on things that are important.” 

 For some participants, keeping life in perspective was experienced by 

comparing themselves to others as a gauge of normal.  One participant who 

sought counseling said, “I mean I didn’t really care,…’cause so many people had 

problems over there,…So I really [thought] ‘Oh, I’m just another statistic.’”  

Another participant applied this perspective to his emotional state: “I think, to 

some degree, I think they’re normal. I think everybody has anxiety and 

depression.”  

 Finally, for some participants, this dimension allowed them to see 

themselves as better off than others: “I don’t ever get upset about anything. And I 

see some people get so worked up about the dumbest stuff.”  In regards to 

school, one participant stated, “I don’t think college is very difficult. Now, I’m not 

majoring in quantum physics, don’t get me wrong, but still…people get frustrated, 

drop classes. I’ve never failed or dropped a class…It’s just not that tough.” 

Acknowledging progress.  The descriptive dimension of acknowledging 

progress is to take stock and appreciate how far one has come on the health 

journey since returning home from war.  For some participants, acknowledging 

progress was described as quitting unhealthy behaviors, such as binge drinking 

and smoking.  For one participant, getting better at communicating with a spouse 
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was noted as progress: “At first, when we’d get out of the counselor’s office, we’d 

be arguing, but then as time went on, we would just be discussing and talking…”  

For another participant, acknowledging progress was expressed as: 

Today, I’m fine. I’ve learned to deal with, people call ‘em your demons, or 

like you learn to deal with what you dealt with over there…I get through on 

a day-to- day basis…’cause I’ve dealt with it over time…I’m fine today, but 

you know, it takes a while to get there, you know, you have to build to that 

point. 

Finally, one participant, who had been home for over three years, stated “I feel 

like I’m at the end of the road as far as my transition goes.” 

Envisioning a future.  Envisioning a future is the fourth descriptive 

dimension identified for choosing a positive attitude.  Envisioning a future is 

realizing that life goes on and setting goals that are meaningful for self.  For one 

participant, the moment she returned home enabled a sense of “future.”  For her, 

the possibility of a future was uncertain until she was back in the U.S.: “…it was a 

relief. ‘Cause it was like, ‘I came home.’ So it was a big relief, a weight lifted off, it 

was like, ‘OK. I do have a future, ‘cause now I’m back in the States.’” 

  For some participants, envisioning a future was conveyed in discussions 

of enrolling and attending school.  A few participants began implementing plans 

to attend school post-deployment while they were still stationed overseas: “I was 

six months into deployment applying for college…I came on my mid-tour leave in 

July and talked to my advisor…I filled out my FAFSA in Iraq.” 
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 For many participants, having simple personal goals was their way of 

looking to the future.  In light of the intense experiences encountered during their 

time in Iraq, these straightforward goals may express the wish for a future of 

normalcy where what “matters most” is similar to that described by others their 

age.  Several participants talked about wanting to “stay healthy…physically and, 

you know, mentally as well.”  Another reiterated this health focus, noting: “I’d like 

to be healthy. ‘Cause everything’s about health.”  One married participant who 

was struggling with reconstructing the relationship said, “I still want to be married 

20 years from now…”  And, finally, one participant summed it up with the words: 

“[I want] what everybody else wants, I guess. Live a..normal life…” 

 This group of veterans implemented a wide range of strategies in their 

attempts to resolve the complicating health issues associated with coming home 

from war.  Some of these strategies were centered on external influences 

(connecting with others), and some were self-centered (choosing a positive 

attitude); each one, along with the intricate relationship between externally- and 

internally-centered approaches, leads the veteran closer to resolving the health 

challenge of coming home from war. 

SF-36v2 

 As presented in Table 5, internal consistency scores were well within 

acceptable limits for most of the subscales.  The two scales that did not score 

above the acceptable 0.70 level (Norusis, 2008) were General Health Perception 

(GH) and Vitality (VT); therefore, data have not been reported for these two 

subscales.  In addition, composite scales for overall physical and mental health 
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have not been reported since GH is a subscale of overall physical health, and VT 

is a subscale of overall mental health.  Figure 2 displays percentages of 

participants’ mean scores on the SF-36v2 subscales in comparison to general 

population norms.  The majority of participants scored at or above general 

population norms on the three subscales measuring physical health, Physical 

Functioning (PF), Performance in Physical Role (RP), and Bodily Pain (BP), as 

well as on the two subscales that measure mental health, Performance in 

Emotional Role (EP) and Mental Health (MH), although a significant percentage 

(43%) scored below norms for mental health.  In addition, a majority of 

participants scored below norms on the subscale that measures social 

functioning (SF). 

 

 

Table 5 

Internal Consistency of SF-36v2 Subscales 

 
Subscale 

 
PF RP BP GH VT SF RE MH 

 
Cronbach’s 

α 
 

0.938 0.950 0.963 0.696 0.644 0.872 0.979 0.902 

 
Note: PF = Physical Functioning; RP = Role-Physical; BP = Bodily Pain; GH = 
General Health Perception; VT = Vitality; SF = Social Functioning; RE = Role-
Emotional; MH = Mental Health. 
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Figure 3. Percentages of sample who scored above, at, or below general 
population norms on SF-36v2 subscales. 
 

Note. PF = physical functioning; RP = role-physical; BP = bodily pain;  
GH = general health; VT = vitality; SF = social functioning; RE = role-
emotional; MH = mental health. 

 
 

 The SF-36v2 provided two other important pieces of data.  First is the self-

report comparing health at the time of participation in the study to health one year 

previous as measured on the Reported Health Transition (HT) item.  Two 

participants reported much better health, two reported somewhat better health, 

two reported health about the same, and one participant reported much worse 

health in comparison to health one year prior to taking part in the study.  

Computation of a one-tailed Pearson product-moment correlation coefficient to 

assess the relationship between time home and health rating reveals that there is 
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a moderate correlation between these two variables for this sample (r = 0.48, p = 

.141), meaning that participants report better health as time passes.  Figure 3 

displays the scatterplot for this correlation. 

 

 

Figure 4. Correlation between time home (in months) and rating of health 
on SF-36v2 Reported Health Transition item. 

  
 

  The second piece of data that the SF-36v2 provided was the percentage 

of the sample population that screened positive for being at risk for depression.  

Analysis revealed that 42% of the sample population was at risk for depression.  

The general population risk is 18%, meaning that risk for depression for this 

sample was 2.3 times higher than the general population. 

Mixing Methods 

Complicating Health Issues and the SF-36v2  

  Concerns about physical health did not emerge from qualitative data 
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analysis in relation to the health challenge of coming home from war.  Results of 

the SF-36v2 correspond to qualitative findings in that the majority of participants 

scored at or above general population norms on the subscales measuring 

physical health (PF, RP, and BP); accordingly, they generally did not introduce 

physical health issues as related to their “coming home” experience.  During 

dialogic interviews, only two of the seven participants discussed physical 

ailments, but each voiced uncertainty about whether or not the problem was 

connected with military duty; one participant had some complaints of back pain, 

and the other participant was experiencing occasional gastrointestinal discomfort.  

One participant’s answers to items on the SF-36v2 revealed significant physical 

limitations; however, this was not shared as part of the participant’s health story. 

 All three complicating health issues (flipping the switch, figuring out how to 

belong, and living the stress of a new normal) that emerged during qualitative 

data analysis resonated with the SF-36v2’s measures of mental health (SF, RE, 

and MH), especially social functioning (SF) which inquires about experiences 

with social interactions.  Flipping the switch resonates with measures of mental 

health through veterans’ struggles to cast off the military mindset to resume 

civilian living.  Figuring out how to belong speaks to mental health through 

feelings of abandonment and difficulties with reconnecting with loved ones.  And, 

living the stress of a new normal corresponds with mental health in the tension of 

reaping gains and experiencing losses in the process of transitioning home.  

Participants’ experiences with these complicating health issues related to the 
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health challenge of coming home from war likely contributed to the SF-36v2’s 

estimation that 42% of the participants were at risk for depression. 

Movement toward Resolving and the SF-36v2  

 Of the two approaches (connecting with others and choosing a positive 

attitude) identified through qualitative data analysis as movement toward 

resolving complicating health issues, only one of the approaches’ descriptive 

dimensions (engaging in cathartic activities) makes note of content consistent 

with the SF-36v2’s measures of physical health.  Participants mainly talked about 

utilizing physical exercise as a way to release stress. 

 Both themes describing movement toward resolving resounded heavily 

with the SF-36v2’s measures of mental health.  Connecting with others brought 

participants comfort and encouragement, while choosing a positive outlook 

incorporated feelings of optimism with looking to the future.  In addition, the RHT 

item, which revealed that four participants believed their health at the time of 

interview was somewhat or much better than one year previous, could be 

strongly linked to acknowledging progress, a descriptive dimension of choosing a 

positive attitude. 

 Quantitative and qualitative data discretely provide valuable perspective to 

a particular phenomenon under study; however, combining the two can lead to a 

deeper understanding of the multiple dimensions of complex human experience, 

such as the health challenge of coming home from war.  For this study, 

quantitative results described self-reported health based on a continuum, while 

qualitative findings could be viewed as cues regarding the issues that underlie 
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self-reports.  It is important to be able to measure an individual’s level of stress or 

mental health; however, a number does not offer any indication about why the 

respondent chose to answer the item the way he or she did.  Qualitative findings, 

on the other hand, reveal valuable information about the issues that might have 

influenced answer choices. 
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CHAPTER 5.  DISCUSSION 

The magnitude of the health challenge of coming home from war cannot 

be understated.  One participant noted that “no one gets through it OK,” while 

another described the coming home experience as “just as bad” as being in Iraq.  

This study was designed to explore the all-encompassing health experience of 

coming home from war for veterans of the current military conflicts in the Middle 

East.  The conceptual foundation for the study framed a perspective that coming 

home from war can be viewed as a catastrophic event.  Catastrophic cultural 

immersion is defined as the abrupt displacement of persons into sudden 

unfamiliarity from which they struggle to transcend (Figure 1) (Wands, 2008).  

During times of war, military culture is centered on survival.  Service members 

are taught skills “to survive and succeed in war” (National Center for PTSD, 

2006, p. 2).  These skills often impair communication in non-military 

environments, which can create difficulties as veterans begin reintegrating into 

civilian life.  Viewing culture simply as stemming from a shared experience, 

Hobbs (2008) stated that veterans are “no longer true civilians [but rather] ex-

soldiers that enter the culture of veterans” (p. 337).  The catastrophic cultural 

immersion model depicts the conceptual lens that will be used to consider study 

findings describing the transition from military culture to veteran culture.  The 

intention of the study was not to test the model; however, the model provides a 

useful lens through which to view the health challenge of coming home.
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Abrupt Displacement 

Abrupt displacement is the act of being moved from a known environment 

all-at-once.  Participants expressed experience with this concept through their 

descriptions of flipping the switch, which is moving from the strict regimentation 

and vigilance of military life to the everydayness of civilian life.  Participants had 

spent years living in a closely controlled environment and suddenly found 

themselves living a life without constraints.  While they knew when they would be 

returning home and looked forward to it, veterans still reported feeling 

uncomfortable with aspects of disconnecting from the military. 

In some ways, abrupt displacement from the confines of the military 

structure was welcomed.  Within the descriptive dimension of military structure 

overshadows personal purpose (Table 3), participants commented on the 

inadequacy of post-deployment health assessments and education which are 

designed to identify health needs when military personnel return from active duty.  

Some participants voiced opinions that the assessments were just a bureaucratic 

process the military system implemented as a way to appear to care for 

individuals but which do not honor individual health status, while others 

recounted rushing to complete the required surveys so that they could reunite 

with family. Their desire to be done with the bureaucratic processes of the 

military impeded their ability to be fully engaged with important post-deployment 

health screenings and education sessions.  However, these screenings and 

education are important for the identification of health needs and the 

arrangement of care to address needs (Doyle & Peterson, 2005).  Reports from 
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this study’s participants supported published evidence that describes how some 

military personnel are not completely truthful when answering questions on 

immediate post-deployment health surveys because they fear a delay in release 

from the military and to their greatly anticipated reunion with loved ones (Davis, 

et al., 2007; Gaylord, 2006; Committee on Veterans’ Affairs, 2005).  Eagerness 

to return home may also impede veterans’ ability to retain information about 

resources available post-deployment (Davis, et al., 2007; Doyle & Peterson, 

2005).  Findings from this study support existing knowledge about veterans’ 

reception of post-deployment screenings and education which calls for 

consideration of how these important processes are administered.  Increased 

attention to post-deployment screenings and education could possibly improve 

identification of veterans’ post-deployment health needs which could mediate 

some of the uneasiness that veterans experience on first arrival home. 

In the second descriptive dimension of flipping the switch, changing 

context from military to civilian living (Table 3), participants described becoming 

harshly aware that military-engendered attitudes and actions did not translate 

well to civilian living.  In extant literature, discussion of reintegration often centers 

on the need for veterans and their families to find strategies to overcome the 

differences between who the veteran was prior to deployment and who s/he has 

become after deployment (Doyle & Peterson, 2005; Hutchinson & Banks-

Williams, 2006; National Center for PTSD, 2006); no literature was found that 

explicitly addresses the concept of re-training veterans to be civilians, but this 

idea warrants further attention. 
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In the immediate post-deployment period, some participants described 

attempting to flip the switch from supporting the needs of the military structure to 

thinking about personal needs, but these thoughts were laced with some 

uncertainty and fear as exemplified by the participant who was worried that she 

and her spouse would not be able to relate to each other once she got home.  

Once home, most of the participants realized that they needed support in various 

forms from the military structure but were unable to get it.  Participants’ 

descriptions of this invoked an image of the organization flipping the switch 

before participants were completely ready to meet their own personal needs.  

This dilemma led to participants describing feeling immersed in an environment 

that they could not fully negotiate on their own. 

Sudden Unfamiliarity 

Sudden unfamiliarity is finding oneself unpredictably immersed in an 

unknown environment which creates a sense of unease.  Participants expressed 

experiences with sudden unfamiliarity through their descriptions of figuring out 

how to belong and living the stress of a new normal (Table 3).  Once home and 

amidst environments and relationships that were at one time familiar and 

comfortable, veterans realized that time, military experience, and absence had 

created change not only in themselves but also in environments and loved ones 

at home. 

Immersed in the now-unfamiliar environment of home, veterans reached 

out for support from the VA system but were left feeling abandoned by the 

system (Table 3).  Participants described becoming acutely aware that they were 
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no longer part of a group, which seemed to come as a surprise to some because 

they had felt such strong group cohesion within the military culture during active 

duty.  A total of five of the seven participants reported connecting with VA health 

services after they came home.  Four participants reported feeling that their 

experiences with the VA were impersonal, which led to decisions to not return to 

the facilities; two of these four participants stated that making the trip to the 

nearest VA facility was “not worth the drive.”  None of the participants who 

sought care suggested that resolution of symptoms was a reason for 

discontinuing accessing VA health care services.  Evidence suggests that VA 

care can be difficult to access in terms of location and convenience (Gorman & 

Fitzgerald, 2007), and Davis et al. (2007) discovered that military personnel 

accessing care through military services experienced dissatisfaction with their 

relationships with providers in part because they did not get enough personal 

attention.  Findings from this study provide support for published evidence.  The 

comments of these participants inform thinking about ways to improve access to 

services in terms of not only physical location but also the needs of this particular 

group of veterans, which includes the need for more personalized attention.  

Enhancing the relationship between veterans and the VA system could be a way 

to ease veterans’ sense of sudden unfamiliarity by assuring veterans that their 

connection with the system has not been severed. 

The second descriptive dimension of figuring out how to belong, balancing 

pride with need (Table 3), may be one of the barriers that prevent veterans from 

accessing VA services.  For participants who held on to the attitude that a person 



93 

should be fiercely independent and that seeking help is a sign of weakness, 

reaching out for support in the midst of feeling immersed in unfamiliar 

surroundings may not be a possibility.  Reporting adverse mental health 

symptoms is commonly perceived as a serious flaw in character among military 

peers and is often thought to be a career-ruiner (Hoge et al., 2004).  Sudden 

unfamiliarity for these veterans may be viewed as a challenge to be undertaken 

alone. 

The third descriptive dimension of figuring out how to belong, being new in 

old relationships (Table 3), relates to the concept of sudden unfamiliarity in 

participants’ reports that readjusting to relationships with loved ones was difficult.  

Military training and exposure to sustained levels of high stress led to changes in 

temperament, changes which the veteran and his/her loved ones needed to 

integrate into their relationships.  In addition, rifts in communication caused 

distress among spouses.  A significant increase in divorce rates among service 

personnel may be a resulting consequence of veterans’ inability to share 

personal war experiences with significant others (Hutchinson & Bank-Williams, 

2006).  Three of the seven participants in this study were married.  All talked 

about the challenges they and their spouses encountered, yet they spoke of their 

spouses as being supportive and one expressed a desire to still be married 20 

years from now. 

Continuing efforts to negotiate unfamiliar surroundings were expressed in 

participants’ descriptions of the third complicating health issue, living the stress of 

a new normal (Table 3).  The process of reintegrating into life at home touches 
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every facet of existence for veterans and may be even more difficult for those 

veterans suffering from mental health disorders, such as PTSD.  Suffering from 

the symptoms of PTSD, such as persistent vigilance as demonstrated by 

participants’ reports of not being able to relax in a movie theater or being 

suspicious of trash cans on the curb, can heighten awareness that the unfamiliar 

environment of home creates unease.  Gaylord (2006) found that veterans may 

attempt to self-medicate against negative symptoms of PTSD, such as 

sleeplessness, by using or abusing alcohol.  In Hoge et al.’s 2004 study, 25% of 

respondents reported abusing alcohol.  Five of the seven participants in this 

study reported using or abusing alcohol as part of their story of coming home. 

Participants described experiencing sudden unfamiliarity not only in old 

relationships and once-familiar home environments but also within themselves. 

Struggling with self amidst emotional surge (Table 3), the second descriptive 

dimension of living the stress of a new normal, emerged out of participants’ 

descriptions of how they experienced changes in behaviors and emotions while 

deployed.  Adapting to these internal changes was frustrating at times, and 

participants sometimes implemented unhealthy strategies, such as binge 

drinking, to overcome the unfamiliarity of self. 

Struggle to Transcend 

Struggle to transcend is effort exerted to move beyond one’s situation of 

unfamiliarity.  Participants expressed experiences with this concept through their 

descriptions of connecting with others and choosing a positive attitude as 

approaches to manage complicating health issues. 
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As described in the first descriptive dimension of connecting with others, 

drawing on supportive others (Table 4), participants’ reported experiencing 

comfort and encouragement through their connections with valued others, which 

included spouses, other veterans, and organizations, such as the VA system and 

school.  One participant described how sharing her military experiences with 

others “releases stress,” while another reported that relationships forged through 

school prevented him from isolating himself from others.  The VA provides some 

education to families about how to interact with veterans once they return home; 

however, the education tends to emphasize symptoms of PTSD and the need to 

encourage the veteran exhibiting such symptoms to seek help (National Center 

for PTSD, 2006).  Further broader guidance for family members on how to reach 

out to veterans regarding everyday activities like communicating wishes may 

strengthen the veteran’s ability to experience the benefits of supportive 

relationships and transcend the struggles of coming home from war.  Given the 

anticipated influx of veterans in post-secondary educational institutions, it might 

also be beneficial to educate students at colleges and universities about the 

veteran’s experience of coming home to increase awareness among veterans’ 

educators and peers. 

Participants described how reaching out to others to make a difference, 

the second descriptive dimension of connecting with others (Table 4), was an 

approach used to transcend the struggle with sudden unfamiliarity.  Brought forth 

from their own negative experiences with the health challenge of coming home 

from war, participants voiced desires to assist other veterans with the transition 
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home.  Most participants reported that the motivation to participate in this study 

was so that they could contribute their knowledge to others and ease the 

transition process.  For one participant, creating an on-campus center for 

veterans was a hoped-for dream; the center would serve as a hub for newly-

separated veterans to connect with, learn from, and be inspired by veterans who 

had been out of the military for a while and were successfully transcending the 

sudden unfamiliarity of a college campus. 

Choosing a positive attitude was an approach employed by participants to 

transcend the challenge of coming home from war through strategies of engaging 

in cathartic activities, keeping life in perspective, acknowledging progress, and 

envisioning a future (Table 4).  Encouraging veterans to partake of these actions 

and attitudes instead of other unhealthy behaviors implemented as a way to 

relieve stress, such as binge drinking, might be helpful for veterans struggling to 

transcend the challenge of coming home. 

No published evidence could be found that describes successful 

strategies that veterans have used to overcome the challenge of coming home 

from war.  In general, literature on veterans focuses on the problems of 

reintegration and offers suggestions to veterans and their families as well as to 

the organizations of the military and VA for how to manage some of the problems 

that have been encountered.  This study has provided evidence regarding ways 

to assist veterans with the transition by looking to them as experts in the 

experience of coming home and providing them with a platform to share their 

strategies for resolving complicating health issues. 
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Mixed Methods Approach 

 Employing a mixed methods approach to study the health challenge of 

coming home from war has provided important information about participants’ 

experience.  Valuable knowledge about the health challenge was gained through 

both qualitative and quantitative data analysis. 

 For this study, dialogue about the health challenge began by grounding 

the interview in participants’ definitions of health. All seven participants described 

health as being composed of two realms: physical and mental; however, their 

subsequent narratives did not solely rely on these two dimensions.  During the 

course of the interviews, participants discussed relationships with others, 

participating in social activities, and coming to know a new sense of self.  These 

descriptions would probably not have been revealed if dialogue had revolved 

exclusively around traditional definitions of physical or mental health. 

 Parallels between participants’ descriptions of complicating health issues 

and movement toward resolving these health issues can be identified; however, 

discussion of physical concerns did not emerge as important contributors to 

participants’ health challenge story of coming home.  Two participants mentioned 

minor complaints of physical health but could not make a clear link between the 

ailments and their military service.  Interestingly, one participant’s responses to 

items regarding physical health on the quantitative instrument indicated impaired 

physical health; however, this was not shared as part of the participant’s story.  In 

fact, during the interview, the participant noted that she was in better physical 

condition than when she first returned home from Iraq.  Follow-up questions 
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about responses on the quantitative instrument were not part of this study’s 

procedures; however, it might have been a useful way to gain further knowledge 

about this particular participant’s health challenge story.  Future studies may 

benefit from asking participants additional questions in direct relation to their 

responses on the quantitative instrument. 

As veterans struggle to resolve the complicating health issues associated 

with the health challenge of coming home from war, it is important to identify how 

support can best be offered.  From this study’s findings, changes to policy and 

practice, education of nurses and post-secondary faculty, and future research 

can be recommended to continue to assist the war veteran with coming home. 

Recommendations 

Post-Deployment Health Assessment and Education 

 According to these participants and supported by the literature, there is a 

need to reconsider the process of administering health assessment surveys and 

delivering education during the immediate post-deployment period.  Fatigue and 

anticipation of rejoining loved ones after a long absence detracts from the 

veteran’s abilities to focus on the task at hand or grasp the implications of these 

important services. 

 In addition, thought must be given to the limitations of only using a 

quantitative instrument to gauge health.  The Post-Deployment Health 

Assessment (PDHA) survey is seven pages in length and is designed to be 

administered in two parts: the veteran completes the first section by answering 

yes/no questions and rating certain dimensions of health on Likert-type scales 
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(Department of Defense, 2008).  Items are largely directed at investigating 

physical health; however, there are two items that are specifically aimed at 

diagnosing risk for PTSD and depression.  The second section is completed by a 

health care provider.  The design of the instrument is mainly comprised of close-

ended, mostly yes/no, questions for the provider to ask and includes a checklist 

for the provider to identify specific concerns based on his/her observations during 

the interview.  As revealed in this study, quantitative measures by themselves 

can signal providers that a veteran may be having difficulty in a realm of health; 

however, qualitative descriptions of health gained by asking open-ended 

questions can lead to deeper understanding of veterans’ health issues and allow 

for the implementation of individualized plans of care. 

 Another consideration based on participants’ stories of coming home is to 

provide post-deployment training and teach military veterans how to reassume 

civilian roles.  This would include translating skills acquired during military service 

into skills that are applicable to civilian jobs as well as learning how to 

communicate with people who do not have experience with military-influenced 

communication styles. 

Veteran Care Services 

 Two recommendations for improving accessibility to VA services for 

veterans emerge in response to participants’ dissatisfaction with accessing 

services from VA facilities: (1) creating partnerships with colleges and 

universities and (2) learning more about successful approaches utilized for 

resolving complicating health issues so that relevant services can be designed.  
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The first recommendation is firmly rooted in this study’s unique population of 

veterans as university students.  Since the 2009 implementation of new 

education benefits for veterans as part of the Post-9/11 GI Bill, an increase in 

college attendance by veterans was expected (Miller, 2008).  Actual enrollment 

counts have not yet been made available to verify expectations; however, 

veteran attendance at colleges and universities provides an excellent opportunity 

to reach out to veterans who are eligible for and in need of services that can help 

support the transitional process of coming home from war.  Educating nurses and 

other personnel who staff student health clinics about the unique health 

challenge of coming home from war experienced by veterans who are students 

might strengthen student health personnel’s ability to support veterans.  In 

addition, student health services might host a VA liaison within student clinics just 

as some schools employ a VA liaison for financial aid and negotiating GI Bill 

education benefits. 

This study’s population was unique in that all participants were university 

students who shared specific school-related dimensions of complicating health 

issues and approaches used to resolve health issues.  At times, attending school 

contributed to participants’ complicating health issues, but it also provided 

opportunities to link with supportive others.  Establishing a veteran-friendly center 

on campus to help support students who are veterans was articulated as a 

dream of one study participant.  Designing such a center to reflect the 

uniqueness of the OEF/OIF veteran population would honor their distinct war 
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experience, thereby providing an environment all their own that is not like their 

“dad’s VFW.” 

 The second recommendation is to design relevant services based on 

direction given by participants.  In this study, participants described approaches 

used to resolve complicating health issues as connecting with others and 

choosing a positive attitude.  Through these two avenues, veterans were able to 

create a sense of ease and experience optimism regarding future possibilities.  

Veterans and their loved ones need to be supported in their endeavors to 

reconnect.  It could be helpful to provide veterans with opportunities to reach out 

and share their stories with other veterans in an effort to ease the transition for 

those more recently home from war.  Sharing stories of war experiences 

provided some participants with a sense of relief; however, sensitivity must be 

given to veterans’ ability to share their stories given the period of time that has 

passed since the experience.  In a study conducted with survivors of the 

bombings of Pearl Harbor and Hiroshima during World War II, some participants 

stated that decades had to pass before they were able to share their stories and 

some participants reported that they had never told anyone about their 

experience (Liehr, Nishimura, Ito, Wands, & Takahashi, in press). 

Encouraging veterans to participate in therapeutic activities, such as 

exercise and talking with others, might help them avoid taking part in behaviors 

like to result in adverse consequences, such as DUI.  Veterans’ time and 

experiences during military service should be honored and celebrated; this 

recommendation applies directly to the colleges and universities veterans attend.  
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Military training and experiences have made them unique individuals who do not 

take life or time for granted and want to be involved in meaningful endeavors, not 

busy work or assignments in which their efforts are inconsequential to their lives 

or futures. 

PTSD 

Some of the participants in this study reported that they received 

compensation for the percentage of disability that had been calculated based on 

the severity of their PTSD diagnosis.  Linking the diagnosis to compensation 

creates a paradox for participants: the diagnosis brings compensation but limits 

possibilities.  Barglow, Bowman, and Friedlander (2006) argue that PTSD should 

not be considered a distinct mental health disorder because its symptomatology 

suggests “normative human responses to trauma and its aftermath” (p. 38).  Part 

of these authors’ argument lies in the expense of compensating veterans who 

are categorized as disabled after being diagnosed with PTSD; they criticize the 

diagnosis as one that enables some veterans to actively seek diagnosis so that 

they can gain compensation.  “The awarding of VA compensation for reports of 

PTSD symptoms risks prolonging the symptoms rather than hastening their 

reduction” (Barglow, Bowman, & Friedlander, 2006, p. 43).  The authors further 

lament that once a diagnosis is applied, a false sense of surety comes with 

application of a pre-defined set of treatment modalities undertaken to cure the 

disorder.  Instead, they suggest viewing the symptomatology that results from 

experiencing a traumatic event “as a kind of emotional wound or extended 

response to overwhelming, abnormal injury” (Barglow, Bowman, & Friedlander, 



103 

2006, p. 42).  This approach is more congruent with engaging with veterans 

diagnosed with PTSD in a wholistic manner in that it discourages the use of a 

label that can create limitations for forward progress, such as in the example of 

how one participant’s future career path could be influenced by past diagnosis. 

Community-based Nursing 

 Suggesting that the VA create stronger partnerships with colleges and 

universities does not address the wider population of veterans who do not attend 

school.  This study’s participants were all university students; however, their 

descriptions of complicating health issues resounded with extant literature about 

difficulties that veterans who are not students encounter, including the same 

barriers in accessing VA care.  Educating nurses working in community-based 

facilities about the unique experience that veterans face when coming home from 

war would help to increase awareness and understanding and could contribute to 

the development of appropriate care modalities in these settings. 

Research 

 This study provided preliminary data creating a foundation for further 

research about the health challenge of coming home from war for veterans.  

Given the small sample size, it would be useful to use this same study design 

with more student veterans or a different group of veterans in order to validate 

findings.  In addition, a study could be designed to test the efficacy of storytelling 

as a therapeutic intervention with the veteran population.  Incorporating nursing 

practice models and theoretical constructs into future studies with this population 

would continue to ensure that forthcoming findings would be grounded in the 
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discipline of nursing and add specifically to nursing’s body of knowledge. While 

this study was not intended to test the conceptual model of Catastrophic Cultural 

Immersion, the findings support the model; future research could lead to a 

strengthening of the concepts and test its usefulness as a lens through which 

catastrophic events can be viewed. 

Caring Science 

Utilizing caring theories to guide practice in the care of veterans can be a 

useful way of framing practice and addressing health issues that veterans 

encounter when coming home from war.  Wands (2011) described how the 

principles of Swanson’s theory of caring (maintaining belief, knowing, being with, 

doing for, and enabling) can specifically guide nursing practice when caring for 

veterans.  Maintaining belief is to have faith that the veteran can successfully 

negotiate the transition from military culture to veteran culture.  Initiated in extant 

knowledge but mindful that each person’s experience is unique, knowing is 

striving to understand each veteran’s distinct experience of coming home from 

war.  “Being with is to respect, reflect with, and respond to other in a human-to-

human capacity” (Wands, 2011, p. 184). Boykin and Schoenhofer (2001) write of 

a similar practice in their discussions of authentic presence, which requires the 

nurse to be wholly present in the moment.  Swanson’s third tenet of doing for is 

the act of carrying out activities that the veteran would do for self if able and 

providing this assistance with full caring intention (Wands, 2011).  Finally, 

enabling is supporting the veteran in any way possible to assist them in achieving 

personal goals.  The findings from this study offer support for the implementation 
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of this practice guide for nurses caring for veterans, but this is just one of many 

caring approaches that can be used.   

According to Boykin and Schoenhofer (2001), every interaction we have 

with another person is an opportunity to live caring.  Participants in this study 

used the words “impersonal” and “patronizing” when describing care received 

through the VA system.  Participants also described feeling that the interests of 

bureaucratic systems overshadowed their personal need to be acknowledged as 

an individual with unique needs.  The VA healthcare system is a massive 

organization, and streamlined processes have been put in place in order to serve 

the vast number of veterans who access VA services.  It is important, however, 

that the individuals who work for the system keep a caring perspective during 

one-on-one interactions with the veterans they encounter.  Although the system’s 

structure is necessary for survival of military personnel while at war, these 

personnel must be recognized as individuals when pursuing healthcare services 

after returning home.  As many of this study’s participants described, movement 

toward resolving the health challenge of coming home from war often occurred 

through connections made with others, including healthcare providers.   

Limitations 

There are two notable limitations to this study: small sample size and 

timing of study in relation to time home from war. 

Recruitment of participants for this study was challenging but small 

sample size was not a result of weak effort.  Recruitment flyers were posted on 

approximately 100 bulletin boards throughout the university campus on two 
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different occasions.  Stacks of flyers were placed in the student health clinic, the 

financial aid office, and the counseling center.  Staff in other student service 

areas accepted electronic versions of the flyer and reported printing out and 

leaving copies of the flyer in noticeable areas.  Flyers were distributed at two on-

campus events aimed at increasing awareness of university faculty and staff 

about the veteran population; the researcher spoke on a panel for one of the 

events and requested enrollment of study participants.  Recruitment 

announcements were also distributed in university-wide electronic deliveries of 

general announcements and broadcast on the university’s radio and television 

stations. 

Veterans’ ability to share their stories so soon after their war experiences 

may have influenced their willingness to participate in this study.  In addition, the 

researcher is not a veteran, and this may have created some discomfort for 

potential participants who were uncomfortable sharing their stories with someone 

who had not shared the experience.  Originally, parameters for inclusion criteria 

regarding time home from war required that participants had been home for at 

least one year but no more than three years; however, inquiries made by 

potential participants who had been home longer than three years prompted the 

researcher to file an amendment to the criteria and open the study to all veterans 

who had served since September 2001.  One of the participants in this study had 

been home for almost nine years, yet shared valuable insight about his personal 

experience and offered suggestions for changes to veteran care.  This may 

indicate that veterans need a substantial period of time to pass before they are 
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able to create a coherent story and to share it without or with minimized fear of 

judgment by self or others.  Future research designs must be sensitive to this 

need. 

Although the final sample size was small, saturation was reached and the 

findings provide a focused perspective regarding the unique population of 

veterans who have returned to school.  Taking the necessary steps to enroll in 

classes may indicate a general forward-thinking attitude, and some participants 

described approaches used to resolve complicating health issues were directly 

related to attending school.  In addition, veterans returning to post-secondary 

school face a unique set of stressors, such as difficulties with negotiating for 

entitled education benefits through the GI Bill, disruptive classmates, and 

professors who express political views incongruent with their own (Glasser, 

Powers, & Zywiak, 2009).  Participants in this study encountered similar 

challenges and provided valuable insight into the veterans’ experience of 

attending school which will be used to inform university educators and 

administrators who desire to be supportive of veterans as they strive to attain 

educational goals. 

Conclusion 

Veterans face many complicating health issues within the health challenge 

experience of coming home from war, but they also are able to implement 

approaches to resolve those health issues as they strive to achieve personal 

goals.  They desire to be free from the rigid military environment but, at times, 

still look to the organization for support.  They have separated from the culture of 
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their tight-knit military family but support their fellow veterans by reaching out to 

be helpful.  They are self-reliant but receive strength and comfort by connecting 

with others.  They live the challenge of coming home every day and strive to 

meet each day with a perspective that is colored by their military experience yet 

honors who they have become because of it. 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APPENDIX G 
 



 

Your Story of Coming Home from War 
 
 
 
I am interested in understanding stories of health for people who have come home from the 
war in Iraq. Imagine that this line represents your story of health over time and that the day you 
returned home from Iraq is indicated by the X at the beginning of the line. Will you mark on the 
line where you are in your story of health right now? 
 
 
 
 
 
                         
 X 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COMPLICATING HEALTH ISSUES ASSOCIATED WITH COMING HOME FROM WAR 
 
 FLIPPING THE SWITCH: moving from strict regimentation of military life to the everdayness 

of civilian life 
 Um, first time I came home, I think my, I wasn’t, I wasn’t in the right place. I was, you know, 

I’d, you’d be in a firefight one week and then it’d be, you’d be home in the next, the next, it 
was really like, it was really, it was hard to, the transition process, ‘cause as a Reservist, you 
know that you, you’re time’s up, you get on a plane. The time it takes to fly from there to 
here, two days, you know, maybe three days, and you’re, and you’re back home, and then, 
and you go home, you know, to your friends. And it was like, as an 18‐, 19‐year‐old kid, it’s, 
you really can’t, you can’t like turn the switch off, you know what I’m saying? So I think that 
was, it was difficult for me to go home and make a, like an instant switch to be a civilian. 
‘Cause I didn’t, I didn’t know how to act right. I was, I was still, you know, my energy level 
was up here, but it, you know, it needed to be down here. (004, p. 3‐4) 

 Like, when I go to movie theaters, I have to sit in the back. I have to be able to see 
everything. And I’m like constantly like looking over, my mind’s always going. You know, I 
don’t relax. (007, p. 3) 

 Sure, um, I, I would say, for instance, ah, I, I don’t like loud noises any more. Um, I, I don’t, I 
noticed that since I’ve been home it’s been progressing to where I, I don’t like being in 
crowded placed. Um, you know, when I, I first got home, I had a problem with sitting in a 
car, um, for a little bit. I was looking at trash cans on the side of the road when it was trash 
day. Or, why is there a car stopped next to us for so long?...But still, you know, when, I, I’m 
reminded sometimes, during Fourth of July, New Year’s, you hear fireworks going off, it kind 
of gives you like, ah, like goosebumps. (006, p. 4) 

 It’s, coming home, it’s, it’s completely different. Um, when you get home, you’re used to 
being on high alert 24 hours a day 7 days a week, and then when you get home, your stress, 
stress level drops through the basement. So, your body’s not really used to that, so you, you 
do bottom out and go through some changes… (001, p. 2) 
 

 MILITARY STRUCTURE CLASHES WITH PERSONAL PURPOSE (FORWARD‐MOVING) 
POST‐DEPLOYMENT HEALTH SCREENINGS/EDUCATION 
 I don’t think it was probably handled right, but then you have the military side and 

the health side, you know what I mean? Where’s the balance? It’s hard to, the 
dilemma of keeping everything going, the dilemma of keeping the unit going, but 
making sure everybody’s healthy. (003, p. 11) [not sure if this is a health challenge; 
it is his response when I asked his opinion, as a medic, about the screenings] 

 It’s, it’s really, you know, they ask you some questions, and you, you can’t put your 
feelings into a bubble, you know? You have, you know, never, sometimes, always, 
how, how, how do you feel? (004, p. 6) 

 …and the post‐traumatic, um, health assessments? Those don’t do anything…Those 
are just another survey, another sit down brief, just out of a million that we go 
through, going over and coming back. (007, p. 8) 

FACTORS AFFECTING ABILITY TO FOCUS ON POST‐DEPLOYMENT 
SCREENINGS/EDUCATION 
 …when you first leave your patrol base or wherever you’re at, for, I mean, 

everyone’s experience is different, for, but for mine, you know, you leave your 
patrol base, and so, you get on a truck, and then you get on a helicopter, and then 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you get on a plane to get on a regular plane, and then, then you leave the country. 
Um, so, you know, you go through all that, but it’s, it’s a, you have an anxious 
feeling the whole time. You’re just ready to be home, ‘cause that’s what you want 
to do. You know, you want to get home. No one wants to be there. (004, p. 4‐5) 

 …and it was tough over there, you know, and right before we came back, I’m on my 
20th birthday, we had a guy on our ship who I wasn’t best friends with but I knew 
pretty well who committed suicide… (002, p. 5) 

 Yeah, it’s just tiring, and then you’re also off of traveling for, you know, you’re 
halfway around the world, so you’re traveling for like a day just to get back anyway. 
So you’re already beat…So it’s kind of just like, everyone is just quiet and it’s like, 
“OK. I know you’re talking, but it’s going in one ear and out the other.” (007, p. 10) 

 So, we flew in to Topeka which is an hour away. It was midnight, so it probably took 
45 minutes. I don’t know. So we flew in to there, got off the plane, walked down 
through the airport. Kida strange thing, through the airport, if you look at Palm 
Beach or Fort Lauderdale, it’s not really through the airport. Got on a bus and went 
to Fort Riley. At Fort Riley, they have like buildings set up for coming and going. So 
you go, you go to the first building, you turn in your rifle, you turn in your night 
vision goggles. All the sensitive items. You turn them in. Probably get a couple, 
probably got a couple briefings. “Don’t do this. This is the rules. You’re on a four‐day 
pass. Be back. You need to be this place at this time. Blah, blah, blah, blah.” I think 
that’s when they did like, “If you’re single, here’s your barracks. This is where you’re 
gonna be staying.” And then, once all that was complete, we went up to another 
building, that was exact same thing. Other part of the post where all the family was, 
did our little stage, our run out to music. Yayyy! Um,…and then it was, “Everybody, 
welcome back. Blah, blah, blah, blah.” Go out to the bur, or grabbed my bags, got on 
the bus. The bus took to the barracks we were staying at. Then stook there for an 
hour and a half waiting for them to figure out who had the keys. (003, p. 9) 

 …we had a debriefing and then the counseling and then, but it was like a mass 
counseling, you know what I mean. And, ah, I didn’t take any tests. (002, p. 4) 
[participant returned home in October 2003] 

 It’s just kind of like, “Hurry up. Fill out. Answer. Get by, so I can get 
home.”...Because that’s what they do, when you get there, you’re sitting in all these 
briefs and here you have your family waiting, so you’re like, “OK. Let me hurry up 
and get through this, so I can go reunite with them.” (007, p. 9) 

 …and then, um, like all the inventories. You go through stuff left and right, like 
you’re always like counting your bullets, you have your weapon on you 24/7, um, 
and then, you know, during the flight, you’re obviously, they don’t bug you during 
the flights, but from the minute we get off the flight up until the welcome home 
ceremony, we’re like, we’re on like hold, like at the, um, they call it the 
redeployment facility…you’re sitting there for like 3 hours before you even start a, 
um, you get, you get like a brief saying, “OK. We’re gonna be here for this time and 
this time. Just to relax.” You know, and you’re not relaxing, you know, you’re 
constantly doing stuff, you know, um, they have dinner there for you waiting, but 
then you also, you got to go through the medics and then you got to go through the 
behavioral health and then, um, then you got to do your inventory again and then 
hand in your weapons and then you all get up on a bus and then, um, you go there, 
you hit more briefs of, “OK. You know, you’ve been away from your spouse, your 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kids, you know. You guys are highly angry, you know, there are emotions and, you 
know..” (007, p. 10) 

GETTING OUT 
 I’m used to it, you know what I mean. After, after, ah, from Iraq to Kansas through 

Kuwait for another, you know what I mean, after a three, four day trip, two hours 
standing there waiting is kind of like, “Yeah. Whatever. Come on. Like we didn’t 
expect this.” I might have been a little jaded at that point. (003, p. 9) 

 The whole running around, getting stuff done was, getting the boxes checked was, 
it’s an Army, you know what I mean, that’s, that’s I was prepared for that, and you 
do that in the Army. I outprocessed enough units in my time in the Army that I, you 
know what I mean, it wasn’t a new thing for me either, so I, it was, probably more 
frustrating than stressful, ‘cause when you needed somebody to do something, 
they, it wasn’t their top priority, but time was short for me. (003, p. 13) 

 It was 50‐some days from the day I got back to the day I signed out of the Army and 
started traveling to Florida. So, and, there was two weeks of leave for, block leave 
for everybody in the unit. So everybody’s worried about getting back, seeing their 
wife, their kids, their family, going, packing their stuff, going somewhere, and I have 
all these boxes to check, along with other people to get out, and..no, everybody was 
gone, everybody was gone for a year, so nobody was worried, not nobody, most 
people weren’t worried doing the, about the Army stuff, they were more worried 
about, going, like stuff needed to be signed by the commander. He’s on leave. The 
person who was acting commander, he told me not to sign anything. It’s like, “Well, 
it needs to be signed, because I need to be doing this by the time he gets back. 
Sucks for you guys. Figure it out.” And you can’t really say it that way. (003, p. 7) 

 I was supposed to get out in September of ’09. So the whole time I was in Iraq, I was 
on borrowed time…Um, so when I got back, it was..two months, time to get out, 
need to get all the stuff done… Um, and then it was just, “I need to get this stuff 
done so I can get out of here in two months.” And like a week, two weeks into it, 
everybody else got to go on leave, and like I could’ve took leave if I want, but then I 
would’ve had to wait to get out, you know, so it was just.. Then I was just trying to 
run around and get everything done when no one else was ready to do anything yet. 
(003, p. 6) 

RESERVES 
 …is the Reserve needs some, some, some kind of element to help the people when 

they come back. ‘Cause that’s when I suffered and that’s when I saw a lot of people I 
cared about suffer. So I think that’s, and it’s a, it’s a very touch‐and‐go thing though, 
‘cause people on one side want their, want their freedom and liberty that they’ve 
earned, ‘cause the military’s such a controlling lifestyle, so they, they want that 
freedom that they, that they have as a Reservist, on the other side, it’s kind of 
dangerous and it’s a tough situation, so, it’s just a tough situation. (004, p. 12‐13) 

VA 
 No, um, what I did, you know, I’m pretty decent writer, so I know how to put my 

emotions good on paper, and a lot of veterans that didn’t have that education, I 
guess they weren’t doing, really able to persuade their ah, their representation of 
their trauma or what they’ve see, so if you had someone to write it for them and 
then to speak it in terms where it would attract the attention of the VA because 
they, they have regulations, they, they look at key words, key terms, you know, they 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don’t, they can’t make, some people make heartfelt decisions, but in reality, to an 
organization, you have to go by your regulations, you know, there might be some 
special circumstances but, you know, I guess I hit all the key terms for, for accepting, 
um, my compensation and pension of 60%... (005, p. 15) 

HIERARCHY 
 …I didn’t feel comfortable talking to somebody who’s never experienced it with me. 

It was, it was, to us, we were enlisted. Um, officers are the ones that are doctors, 
um, and ah, we would always say, “You know, you went to college, um, and you’re 
an officer.” So automatically enlisted men don’t really respect officers, so that you 
have that, you have that divide already. And now I’m speaking to an officer who’s 
never even stepped foot outside of the country or even been in combat, and I’m 
trying to explain to you my, my experiences, and so there’s, there was that, that 
obstacle to overcome as well. (006, p. 8‐9) 

 
 CHANGING CONTEXT FROM MILITARY TO CIVILIAN LIVING 
CLASH WITH SOCIETAL NORMS 
 And then it really stressed me out because you really want to take control of a lot of 

things and you can’t treat, um, a civilian business as a military because people in 
that organization aren’t trained for it, so they’re not mentally ready for it. (005, p. 8) 

 Going from an environment of never being alone, like in Iraq you were never alone. 
You were never, ever, ever alone. It’s just not possible. You’re all there. You’re all, I 
guess it’s possible, but not for long. Three minutes in the shower is your, is your 
alone time. (003, p. 19) 

 …there’s so many training exercises that we do to desensitize novice or infant 
Marines when they’re going into, to desensitize you, to say, “OK. That’s not a 
person. That’s your enemy. Line up your sights, and squeeze the trigger.” You go 
through this entire thought process which has to happen instantaneously. But how 
do you desensitize the human being after you teach him to become this person? 
(006, p. 10) 

 …how do you let it [military experience/training] be a part of you but then not carry 
it. [I: Well, don’t act on it. Right?] Right. Yeah. (006, p. 11) 

 I was an aggressive person, but um, I mean, I was very aggressive by the time I came 
back. (006, p. 2) 

 …people change and life as it makes it course just, I, and the way society is, I, no, I 
don’t, I don’t think so. I don’t know. Not with how it is today. You can’t really trust 
your neighbors anymore. (007, p. 13) 

 I mean, when you spend so much time keeping such awkward hours, staying up 
through the night, sometimes it’s hard to get your sleep pattern adjusted again… 
(002, p. 4) 

 …every once in a while I get ah, um, when I’d be sitting in class I get distracted and 
think about stuff that had happened or, um, having dreams every so often, but, 
uh…I don’t know how it really affects me or my health now. I guess it, I guess it does 
add a little bit more stress… (001, p. 2) 

CAN’T TAKE ACTION TO RESOLVE CONFLICT 
 …like some of the morals and ethics that we had over there, like, with the enemy. I 

don’t know, I wouldn’t, I can’t just run out into the middle of the road and shoot 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someone here, whereas there, it’s acceptable. If you feel threatened, shoot ‘em. 
(007, p. 15) 

 You, you know in the civilian world that you, you can’t hurt somebody because you 
don’t like them, Um, whereas it was actually promoted. You know, they, you 
actually got, you got awarded, right, um, if you were the harder guy or if you were 
the more aggressive guy. Right? You know, it’s the Marine Corps. And ah, that’s 
what we, you know, they, they promote that type of behavior. At the end of the 
day, every day, if you had a problem with another person in your unit, you could call 
them out. Ah, and they would call it “Thunder Dome,” like from “Mad Max,” and 
you would fight it out. You’d full‐in fistfight it out, beat the shit out of each other, 
ah, excuse my language, but at, at the end of it, you’d shake hands and it’d be over. 
You can’t do that here. (006, p. 12) 

 Sometimes I, I, I get angry, right? And I sit there, and I go, “Well..” You know, I think 
the average person would say, a guy my age, would get angry and say, “Oh, I’m 
pissed. I want to punch you in the face.” But most Marines when they come home 
are not, when they get angry, are not saying, especially combat Marines, are not 
saying, “I want to punch you in the face.” They’re like, “I want to kill you.” ‘Cause 
that’s the only thing you think about, right? So how do you desensitize a person 
from saying, not going to, when you’re angry, automatically to the kill, as opposed, 
how do you, how do you control that anger? (006, p. 10‐11) 

PROFESSIONAL ROLE 
 I guess there’s a lot more independence in the Navy. Like, as a corpsman, um.., ?? I 

can, uh, medically it was more independent. I could write the whole SOAP note and 
then bring it to a doc and say, “Hey, I think this guy needs, you know, some 
antibiotic for however long” and I could give him shots, draw blood, do whatever I 
wanted, and now I can barely do anything…So, you know, I was, I had some pretty 
high medical training. Like I could put chest tubes in people, like a whole bunch of 
stuff, and now I can’t do anything. (001, p. 5) 
 
TIME 
• FROZEN TIME 
• …the anticipation is really from like the time when you get those orders of, “OK. 

You’re going home on this date. You’re on this flight, you know, you’re this 
passenger.” From that, your anxiety starts going like, “OK, OK, I’m going home.” 
You know, you have a little bit of a happy, but then you’re like, “Oh no. When I 
get home, I have to get realization.” Because it’s like, while you’re over there, 
time back home freezes for you even though it goes on for everyone else, you 
know, so you got to, you get hit with that… (007, p. 10) 

• …so when I got home, like, it would just, like, re, reintroducing myself to, to the 
world. Orlando is four years apart. I was in a time capsule in the military. It was 
hard to, like, readjust. (005, p. 11) 

• …it was a stressful environment but not as much as you getting out of the 
military and be, you know, set‐minded on a lot of things each day, you know, it’s 
like, it’s a rebirth. You learn all over again. A rebirth of an individual coming 
home and readjusting to everything. Everything’s brand new to you all over 
again. Relationships, family, going out, doing certain things… (005, p. 4) 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• MAKING UP FOR LOST TIME 
• And you get home, and, you know, it’s like a constant celebration. Like you, you, 

you feel like you got, you gotta live it up, you have seven months or eight 
months that you just, you know, you want to make all that up in a week. So you 
try to make that all up in a week, and, you know, you just keep on living that 
lifestyle, and, an then after a while, you, you, you settle down and you try to get 
your life back in order, but, um, I think, it’s, you, you want to keep living that 
fast pace, and you want to make up for lost time, and that’s where a lot of 
people get in trouble, is they, I guess that’s probably what, you know, you get in 
trouble ‘cause you’re trying to make up for lost time, and, and you’re just living 
a different lifestyle. (004, p. 5) 

• …when you’re notified that you’re going back, you, you really don’t have a 
purpose. It, you’re, you’re like you’re life’s in limbo ‘cause you know you have a 
date coming up that you have to, you have to leave, and so, so you’re gonna be, 
for two months or whatever just ‘til you’re deployed, ‘cause you’re notified 
beforehand, you, you, all your, all you can think of as a young man is to, how am 
I gonna have fun?, you know, how am I gonna get all this in? So, that’s, that’s 
when you can really hit your low point. And I saw a lot of guys, that ah, that 
really struggled, and I struggled, too…I saw a lot of people hit they’re low. I hit 
my low then. I was, you know, you’d be at bars every night. You get in bar fights 
every night, you know, it would just, it would not end. And, a lot, um, it would 
be with a lot of my buddies that were going back with. And, some, I mean, some 
guys ended up getting in trouble… (004, p. 11‐12) 

• …the first time I went over there, I came home, like I was telling you earlier, I 
think, ‘cause I, I, I had PTSD, most of the guys I was with were, you know, we 
were, ‘cause we were in the same unit, so we, we were deployed, and then we 
were deployed together again. I think that’s when we hit our, that’s when you 
hit your low. If you’re suffering, and then you hit your low right before you go 
back, ‘cause you’re, you’re afraid. It’s, so you’re not only are you trying to, to 
deal with your fear that you’re trying to get everything in right before you go 
back ‘cause you know it’s, what, what could, could happen over there. So you 
try to get a, I think the fear of going back is one of the biggest things you can 
deal with. Um, think that when a lot of people hit their low… (004, p. 11) 

• ‘Cause when we get back, after all that, we have two days off before we have to 
report back to work. But during those two days, a lot of like police calls are 
called, you know, the police are called to a lot of places for domestic violence, or 
um DUIs is a big one. It’s huge. ‘Cause they tell you, you know, you’re drinking, 
you know, they put, they put limits on your drinking, but you’re not gonna tell 
someone of age that they can’t drink over three beers, you know. Um, so it’s 
kind of like, even the coming home process is just as bad as, you know, going 
over and being there. (007, p. 10) 

• You know, you know like where you’re, you, you come back home, you think 
everything’s good, and then, you know, everyone else around you goes on to 
your normal lives, and there you are still trying to find a normal life, and 
something bad happens to you, and then you realize something? Well, that [the 
DUI] was it. (005, p. 12) 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• …and a month later [after coming home], I get into a DUI, drinking and driving, 
downtown after a Magic game. I took my friend’s keys,…ran to the valet, took 
the car, got flashed by a cop on a bike, freaked out, and I ran four lights, safely, 
making sure there was no cars coming, and I parked my car in a, in the 
neighborhood, and just, ah, just chilled out. (005, p. 11) 

• …you gotta remember I went in when I was 19, and I missed, I missed ah, the 
early 20s, and that’s always in the back of my mind, and I try to relive that, but 
I’m 27. You’re not supposed to do that when you’re 27… (005, p. 21) 

 
• IT TAKES TIME TO READJUST 
• You know, I had a very short fuse dealing with people in the civilian world. And 

coming home what I was, I was working in corporate America, and uh, it was 
very challenging for me to interact with people. Um, because making the 
transition from the Marine Corps back into the civilian life is very difficult, 
especially asking others to do things and my tolerance for, for any, any 
disobedience almost from any of my people that would work under us. It was 
just intolerable. So, it took me years to get over that. That, you, you know, it’s 
not OK in the civilian world to, to yell at people. (006, p. 2) 

• I think for the first two, two years, three years that I was home it was, it was, it 
was a little difficult to, to adjust to like temperament, for instance. (006, p. 2) 

• [I: Do you still feel like you’re coming home?] Yeah. Yeah. ‘Cause I’m not, even 
though like, and, but I also feel the pressures of, “Oh, it was over two years ago. 
Get over it. Move on.” But I still feel like, yeah, I’m freshly home, like, you 
haven’t experienced what I’ve experienced. I’m still adjusting to things, you 
know. As small, as simple as driving, or like I said earlier, going to the movies, 
where I’m constantly like observing everyone, you know. [I: And you said that 
that’ll probably never go away.] No. Never. Never. ‘Cause I’m always constantly 
thinking like, you know, “Oh this could be going on or that could be..” You know, 
I, I have still have that thought process that I had over there.” (007, p. 12) 

• And it took years to build you up to that [combat Marine]. And they’re talking 
about, “We’d like to do this [address coming‐home issues] in a, a 30‐day 
session, and perhaps we, you can take a computer survey six to eight months 
later.” I just don’t see, it’s just, I think there’s not enough funding involved. (006, 
p. 11) 

• …being a Reservist is a challenge where, on the active duty side, you know, you 
come home, you go away for a weekend,…you get a four‐day weekend, and um, 
you come back, but then you have your buddies there, and then you can, you 
have someone to talk to, and you have everybody to relate to, and whoever, 
you see someone struggling in your, in your group that you know, ‘cause you 
know these guys very, really well by that point. You can talk to them, and you 
know, and you can see someone struggling, see someone struggling with their 
wife, for reasons, you can give advice, but as a Reservist, especially the younger 
people, and, in my, my case was, you know, you’re thrown back out into, into 
life, and you don’t, you don’t, you know, you don’t realize that things you do 
overseas aren’t OK back here, and it’s hard for a young person to see that in a, 
in a two‐day timeframe. (004, p. 9) 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• …we got home November, and then December, it was like the whole brigade 
was sent on, on leave. So we all went home, and we had a month off, but that’s 
not enough time to cope with, you know, what you just went through. It’s a life 
changing, you know, event… (007, p. 9) 

• [I: And you’ve been home now for four years?] Three and a half. Those three 
and a half years feel long. The ones in the military did not feel long at all. (005, 
p. 22) 

 
 
 FIGURING OUT HOW TO BELONG: identifying new patterns within existing relationships 
 But again, it’s, from my experience in the Marine Corps, it’s, you have a bunch of 

testosterone‐driven younger guys, most of them are 18, 19, 20, um, I mean most students 
here are 18,19, 20, and ah, I, it’s the difference between when I was 18, 19, and I see the 
kids here when they’re 18, 19, and we’re totally different, you know. These kids are sitting 
here talking about, you know, riding their skateboard down the Breezeway, playing Beer 
Pong, meanwhile, you know, when we were 18, we were talking about the same thing, 
drinking beers, but we’re out there being Marines, right? Um, and I, and I think, at the end 
of the day, you’re still a kid. Right? (006, p. 9) 
 

 FEELING ABANDONED WHEN YOU HAD GIVEN YOUR ALL 
POST‐DEPLOYMENT 
 Now, by and large, they focused on people with wives or husbands, children, and, of 

course, that’s much more important than, ah, me, you know, me at the time, the 
19‐year‐old kid who just wants to like drink beer and chase girls all the time. You 
know what I mean? It, it is more important that those people are focused on. So 
they really do a lot. And we, and we, even the, you know, single sailors at the time, 
we all went, we all went to the same briefings and stuff, too, you know. Typically, 
we’re like, you know, I don’t want to be here. This is stupid. This doesn’t pertain to 
me. I don’t have any children… (002, p. 3) 

 I thought it [post‐deployment health assessment] was kinda crappy. Um, I, I thought 
it was, um, it, it wasn’t thorough enough, um, and they just kind of, I felt like we 
were just ejected and just thrown back into civilization…I didn’t really feel like it was 
very helpful at all. I felt like we were just being pushed out, um, and that was the 
end of it. (006, p. 5‐6) 

 So if like there was five or six of us sitting in, the PA came in, “Dah, dah, dah. Here 
fill this out. Dah, dah, dah. Anything, if you need to talk to me, let me know.” I don’t 
think it was the right way of doing it, but whatever. So that was the first one. Um, 
got back, I don’t think, and then, SRP, ah, Soldier Readiness Processing, I guess is a 
place on post where, pretty much, it’s like cattle. You go in, you do immunizations, 
you do hearing if you need it, you..vision..get blood drawn if you need to, and then 
at the end, you sit down and talk to a provider, usually a PA or nurse practitioner. 
And they ask you if you have any concerns. Um, we were one of the last groups to 
get, the Brigade was deployed, which was three, 4,000 soldiers. We were one of the 
last groups to get back. So that was already backed up. So I don’t think we did that 
for like two weeks after we got back. It’s probably, probably the average was like a 
week for everybody, but since we were one of the last groups, how it was scheduled 
out,…Um..I don’t think they were making everybody see a provider. I think they 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were pushing people through at that point. (003, p. 10) [Later in the same 
paragraph, the participant says:] …so I’m guessing that day, I probably answered 
another questionnaire, and again, “If you need anything addressed.” They also did, 
everybody had to sit down with the counselor, I don’t know what their training 
really was, and they talked to you for a couple minutes, and if they, if you wanted 
more help or they had, they you raised red flags to them, then I guess that got 
passed along to the next thing, too. Um, that was pretty straightforward, you know 
what I mean? The guy asked questions. I was open, honest with him. He went, “OK. 
Have fun.” “You were screwed up before. No problem. We didn’t do it to you.” (003, 
p. 10) 

 And the unit, the, the platoon I was with, was kind of in between two different 
companies. Nobody worried about us, so we were just kind of in this, the night we 
got back, they went, “Oh, you guys need rooms. Oh, let’s just stick you there.” So 
there was oversight there… (003, p. 6) 

 And everybody else was, “Oh, we’re going on leave, going home, this and that, 
family.” The whole, somebody when I was in Egypt my second year in the Army, 
who just got back from a deployment before they went there, and it was like, and 
they talked about how much it sucked that they were single. Everybody else had 
their wifes and family when they got back. They, they would have rather just stay in 
Iraq. It was just like, “Who cares?” And, I had that, I, I, I completely understood what 
they said when I got back, ‘cause you’re back, everybody’s, “Oh, they’re going off 
with this.” And it’s like, “OK, I’m going to the barracks.” …and everybody’s off, you 
know what I mean, so there was sadness, feeling alone, definitely was magnituded, 
magnified at that point. (003, p. 6) 

 …the thought that I’m going a different way than everybody else and I’m not part of 
this group. (003, p. 7) 

WORKING ON BASE TO FULFILL CONTRACT 
 …I guess what was tough for me is all of a sudden we went in to the shipyards and 

we were not doing any work. We basically showed up for a couple hours and did 
nothing. And for me it was tough because all of a sudden I had time on my hands 
and I had literally no, for the last year of my life prior to that, I didn’t have, you 
know, hardly any time to myself, you know. And what do I do? What I, you know, 
what am I just gonna sit here? You can’t really sleep all day ‘cause it’s difficult to 
sleep sometimes, so that was, that was, that was a challenge for me. (002, p. 4) 

 …I didn’t have psychological issues to where I, I had PTSD and I was lashing out or 
any of those symptoms. I, I felt like I was being, I was just lashing because of 
aggravation because I was sitting in an office. And, um, you know, I was used to 
flying and, and doing helicopter, um, working on the helicopter, and now all of a 
sudden I’m in a desk, um, doing logistical paperwork, and ah, I just, I just lashed, I, 
like I snapped at work and I just started yelling at people. (006, p. 6) 

 But they told me, they’re like, “You should get some help.” But, I think, in reality, 
they’re just trying to get me out of the office, so…They’re like, “Just go talk to 
somebody.” Just because they didn’t want to deal with me. But that’s, that’s always 
been the Marine way. (006, p. 6‐7) 

 I got injured, so it’s kind of quirky. I had some shrapnel in the back of my ear, um, so 
I wasn’t able to fly anymore. So, they gave me a desk job at headquarters, so I sat 
around waiting for my discharge papers, and um, so it, it was very, it was kind of 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miserable my last year‐and‐a‐half in…I sat there in an, in an office, not what I signed 
up initially to do. (006, p. 6) 

VA 
 Um, you know, again, I was ah, I was really aggravated by the sense that it took, you 

know, an hour to drive down there, it was 20 minutes to find parking, and um, I felt 
like I had two minutes with the counselor. And the main reason I went down is 
actually because I needed oral surgery, um, and while I was there, they said, “Why 
don’t you speak to a counselor?” So I went over there and sat with her, and um, it 
was just, it was very, it was, it was very impersonal, and I didn’t really think that 
they cared, ‘cause they, there’s so many people they needed to push through. (006, 
p. 7) 

 The PA I saw there, it was an exam room, with a table, with a folding table and a 
computer on it. He sat on one side; I sat on the other side, and he talked to the 
computer the whole time. And it was like, he just went through questionnaires the 
whole time. Yes/No. Yes/No. “Well, dah, dah, dah, dah.” “I can’t write that. Is it a 
yes or a no?” I was just like, it was like, “Really, bud?” It’s like, like I’ve worked in 
primary, like I know better than this, like you’re not. He’s like, “OK. Now I’m gonna 
do an exam.” He walks over, I’m sitting in the chair, he starts feeling on my 
abdomen, and I’m sitting in the chair. It was like, “OK.” Is that the system, or is that 
the one guy? It’s a combination of both. (003, p. 12) 

 …I remember the psychiatrist or the counselor writing down that I was a, um, a 
homicidal idealist. And, I’m like, “I don’t understand why you’re asking me questions 
about, ah, my experience in combat, and that’s what we do in combat. Partially. This 
is what you teach us to become, right? And now you’re contradicting, you like are 
patronizing me almost.” But, um, that’s why I never went back. (006, p. 7) 

 …I have a hearing in St. Pete, and I’ve been waiting it for like two years now. It’s 
because of paperwork they messed up on. And I missed a whole year of 
compensation and pension because of that. (005, p. 23) 

 …I’m just learning how it works, so I haven’t sat with someone in the VA with it, but 
um, yeah, that’s just because I don’t know how it really works, how you make that 
transition. (007, p. 3) 

 Um, I went to the VA for an appointment like back in January, and they asked that 
question specifically, and I went, “Uhhh..I don’t..” Like I wasn’t ready to answer it at 
that point and the provider there wasn’t too interested in anything either, in my 
opinion, so it was kind of, “Well, yes or no.” “Well, no.” “OK. Next question.” (003, 
p. 5) 

 I went [to the Vet Center] maybe six or seven times, but I, I don’t, you know, I, it was 
OK. I did some like hypnotherapy stuff. It was, it was OK, but it was, it was kind of, 
you know, you didn’t want to be there. It’s just kind of a depressing place. It’s, it’s 
very like, it’s very geared for Vietnam vets, I think. I think, even, even if they say 
they’re not, the people who are there are obviously that generation, and the 
majority of the clients, I think, there are that generation, and so, you know, they 
have, everything, it’s like going to a VFW, like every, every wall’s covered in, in 
posters from the Vietnam era, and it just, just has that feeling, you know. Feel like 
I’m walking into my dad’s VFW or something. (004, p. 8) 

 They have a VA. When I was in, well I, there was one in Orlando, ‘cause I, I was 
discharged in Tampa, but I, I grew up in, um, Geneva, Florida, which is, out, let’s, so 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to go to the, our hospital, we had to go to the VA which is in Kissimmee, which is, 
it’s like an hour drive to go from Geneva to Kissimmee, so I never, I lived in Orlando 
from the time I got discharged to the time I got re‐activated, I would you know, I’d 
go to drill and everything, but I never went to the VA. It was just, it wasn’t 
reasonable. Um, where I live, where I live now, I live in Delray Beach, I can go to 
Riviera Beach to, um, to go to the VA there. And, I’ve, I’ve, I’ve done it, but it’s a 
hike. You know, if you unless you seriously need to go, it’s not, it’s not convenient, 
and so that’s what it is. (004, p. 7) 

 You know, I, I spoke to, ah, the VA, I had a ah, a counselor that I spoke to, but um, I 
only went down there several times and didn’t really feel like it was worth the drive. 
(006, p. 4) 

 
 BALANCING PRIDE WITH NEED 
ONESELF 
 I don’t know why, um, I don’t take advantage of those, but, ah, I just kinda deal with 

it myself, so.. (001, p. 4) 
 …opted to stay off of, uh, medication, just ‘cause I didn’t want to deal with those 

side effects, so..but pretty much, you know, without doing the medication, it was 
just something I had to deal with and try and get through on my own, um, forcing 
myself to go work out and do all the things I used to which is kinda hard. (001, p. 2) 

 …the active duty guys, they come back, they do their PDHA, but then they go back 
to work, and I would say they’re, they probably have the same feelings, if, but I think 
when you, when you disconnect totally, I would, I think probably, people are maybe 
more honest. (004, p. 7) 

 …I would say that they [post‐deployment education/screening] were probably the 
same [comparing first coming home experience to second]. I, I don’t, I didn’t take 
advantage of them. The first time, I wasn’t really aware. Um, but I, then again, you 
don’t, you know, it’s hard to take advantage of things that you don’t realize you 
have a problem. So, um, but did I take advantage of ‘em? No, I didn’t do any 
counseling or the first time. And, but I, like I said, I was younger, I didn’t, you know, I 
hadn’t, I hadn’t been through the system and realized what all was out there. (004, 
p. 4) 

ORGANIZATION 
 …that’s what the Marine Corps pride themselves for. It’s like, “We are the first to go, 

ah, last to know.” Um, and um, just like, you know, we’re Marines, like we don’t cry 
about anything. Just go ahead and get it done and you come home and you’ll be 
fine. (006, p. 10) 

 And, especially in the Marine Corps, you don’t want to, it’s, it’s stigmatized, right? 
Like, “You’re a Marine. Deal with it.” Right? And, ah, people, it’s, it’s, I mean, I did 
myself. I was guilty. There’s nothing wrong with you. This is just what we do. We’re 
Marines. We don’t need to see anybody. But then I started to realize, that only 
when I started to going to school majoring in psychology, I was like, “Well, you know 
what? I..” One of my friends killed himself on base because of that. Because, you 
know, if somebody spoke with him, he’d probably still be alive. (006, p. 8) 

 …when I got back, um, it was kind of like looked down upon if you were to go to like 
physical, not physical therapy, mental health or behavioral health is what it’s called 
when you’re in. It’s kind of looked down in your command. Like, your command 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would kind of, like there’d be the normal section and then like the abnormal 
soldiers, I guess you would say. (007, p. 8) 

PEERS 
 Well, you know, I talked to my other Marines, and we sat down, but ah, it, I mean 

I’m not sitting here, um BS‐ing you again, I mean, it would, we’d end up talking 
about it, and the next thing you know it would turn into, to, ah, who’s got the better 
war story, um, who had the, whatever, the better accomplishment. Let’s leave it at 
that. And it would turn into, testosterone‐driven conversation…a full‐on pissing 
match. (006, p. 9)  

 I probably could. I probably could’ve [accessed resources], but that’d be the worst 
time to do it, ‘cause then you’re, it’s, not only, then you’re seen as like the, a draft, 
not draft dodger, but you’re seen as that person that’s trying to avoid the 
deployment to leave your guys behind. Oh, we’re deployed. I need to go tell 
someone, like, I’m not mentally healthy. You know, not only, you’re letting your 
guys down. You’re, you’re kind of, so that’s kind of a touchy time to go see 
someone, you know. Even, even if you’re not even the guy whose not mentally 
healthy, the guy who has a knee problem or something. He was find last month, but 
he has, told he has deployed, he’s gonna, so, you know, it’s everyone’s looking at 
him and saying what’s wrong with you, you know. So that’s, that’s kind of, I, I 
wouldn’t do it personally, if you were, you know, that just, it just, it wouldn’t be 
right. (004, p. 12) 

 The PDA, yeah, we did the PDA, the PDHA, and we do the PDHRA’s it seems like all 
the time, and I, I think our understanding of it at the troop level is it’s just, it’s just a 
way to keep track of people and see who needs help or who doesn’t need help. 
Which is, I guess, is a good thing, but then the VA, you know, everyone has the 
stigma the VA’s gonna use it for or against you or, you know, you command’s gonna 
look at it and say, you know, you can’t be trusted ‘cause you’re not mentally right. 
So, you know, we do ‘em, but it’s really like, it gets gaffed off… (004, p. 6) 

 You know, I don’t think anyone’s honest on the PDHA…And a lot of people, you 
know, they don’t want to, they either, they’d either, they want to get benefits from 
the VA, so they don’t want to fill it out and say they’re fine, and so they, they 
exaggerate their problems. Or a lot of people, um, they avoid, they avoid saying 
what they want to say, ‘cause they don’t want to be, have that stigma or be 
stigmatized as, you know, not emotionally OK, ‘cause it, everyone thinks it’s like a 
career ruiner, and once you go see the wizard, you’re done. So, that’s, so, I don’t 
think it, it doesn’t really get an honest, you don’t get an honest answer out of that. 
(004, p. 6) 

 
 BEING NEW IN OLD RELATIONSHIPS 
MARRIAGE 
 I think it was, I mean we went through a rough time of readjusting to each other, 

because that’s always, you know, she’s doing her own thing for a year, I’m doing my 
own thing for a year, and then to come back and readjust to everything, it was, it 
was difficult for times, but once you, once I realized that it wasn’t OK to go to the 
bar for lunch and stuff like that, then I, once I realized that, I was fine. (004, p. 8) 

 Until like a month later and everything caught up with us…both my husband and I 
like kind of, you know, just everything blew up out of proportion, and I was ready to 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just be like, “You know what? You go back down to Florida. I’m gonna stay up here, 
finish my things, and then whatever wherever we go, we go. Doesn’t matter.” (007, 
p. 11) 

 I guess the first couple weeks when you get back you don’t go through too much 
change, um, but after that you just, for, yeah, for me and my wife, like…you know, 
she would say something to me or ask for me to do something and I would, 
um,…blow up on her, just, just start yelling for no reason at all and I would leave, 
like, I would get in the car and go for a drive and cool down, and you know, five 
minutes into the drive, I’d be like what, what was that all about, you know? Where 
did that come from? (001, p. 2) 

 …but stuff had happened when I was there that it was hard to kind of cope with 
things back home, too. So it’s like, I was kind of scared in a way, ‘cause it’s like, “Are 
you gonna accept me the same? Am I gonna accept you the same? Can we still even 
relate?” (007, p. 11) 

 ‘Cause if I just talk to like my friends that weren’t in or like sometimes my husband, 
it’s just like they don’t understand where I’m coming from (007, p. 5) 

GIRLFRIEND 
 My high school girlfriend at the time, she came and she looked like a different 

person, and this is not the chauvinist in me at all, but she had gained honestly at 
least 50, 60 pounds. And, it wasn’t that she was too heavy. It wasn’t like, you know, I 
don’t want to be with this heavy girl, whoever it, you know, it was like she’s clearly 
not taking care of herself. And she had dropped out of college, was not working, 
was, I don’t know what she was going, and ah, we broke up a couple months later. 
And she didn’t want to be with me anymore. It was too hard for her, and I 
understand that, and I respect her, and she’s, she’s always been such a, a, a great 
person and still is, I’m sure. We don’t, we’ve fallen out of touch…She was not up to 
anything. And then, what do I tell her? What do I say? You know? So, you know, she 
doesn’t want to hear about how tough it can be or, you know, things like that, so, 
and it was hard for me to vocalize, how do I come together with all this… (002, p. 5) 

FAMILY 
 I came back, and they, they ah, the leave was kind of awkward, and ah, I didn’t 

wanna, I didn’t wanna, like take leave per se, because I wanted to take it at 
Christmas, ‘cause it was only a couple months later, and ah, so they gave me seven 
days off, so I called ah, my dad, and I called ah, the girl who was my girlfriend at the 
time who was my high school sweetheart and who’s a very nice girl, but, and it was 
just so tough, you know, seeing my dad. He said, “Tell me what you did. Tell me 
what it was like over there.” You know what I mean? What do I, what do I say to 
him? And it was, it was real tough…but, you know, what, what do I say to ‘em? I 
remembered like sitting there, and of course my dad is, has always been a good dad, 
and ah, he always had stuff to talk about, well, when my old girlfriend was sitting 
there, like, we didn’t have anything to, to say to one another. (002, p. 5) 

 …I talked to my mom for an hour and 17 minutes the other day, and I, I told her like 
what, what I would’ve wanted when I got home. Definitely like a lot more support 
from my parents, more knowledgeable. Um, my dad was a, a senior master sergeant 
in the Air Force, he worked for intelligence. I don’t know if he understood the whole 
combat mentality because he never went to combat unless he did some things in 
Central America I don’t know about. Um, but..yeah, like, just more understanding, 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but, you know, and when your mom’s a housewife her whole life and she doesn’t 
get an education, it’s kinda hard to be educated about the subject. (005, p. 16) 

 …I went to my dad’s house for a couple nights ‘cause he lives in Orlando and my 
unit’s in Tampa. So I went to my dad’s house for a couple nights, but while I, ‘cause I 
joined, ‘cause I joined the Marine Corps, and I’d been gone for, for over a year with 
all my initial training and everything, so I was, I was gone for, for almost a year‐and‐
a‐half, two years, and I got, by the time I got home and released, my, my brother 
had moved into my room, ‘cause he moved back in. So I really didn’t have a, like, it 
wasn’t like I didn’t have a place to go, but I just didn’t want to move back in with my 
dad…my dad has a, ah, a two‐bedroom. My brother was in one of the bedrooms, so 
I stayed on the couch for a while, and then I got an apartment, ‘cause I was, I 
needed a place to stay, you know. (004, p. 5) 

OTHERS 
 It just, it just, the biggest thing that sucks is like in Boca, like all the girls are either 

really young, really pretty, and I’m fine with that, whatever, I’m a guy, and there’s 
no like in between at all. In terms of, in terms of age, and, like, I consider myself a 
different, different person because I guess of my situation. Yeah, there’s other 
veterans like me out there, and they’re in the same situation I am, but it’s not the 
normal one at all. (005, p. 22) 

 I missed out just on my youth a little bit. People tell me I didn’t miss out on 
anything, but you know it’s, it’s better to go to college I think when you’re a little bit 
younger, but you know, I know for a fact I never woulda got the same experience in 
college if I woulda gone younger, so I’m thankful for that. (005, p. 21) 

 I remember on sh, like, my transition, once again, was coming back from Iraq, we hit 
up Australia, and then I got flown, I got picked to flown from the ship with, um, just 
10 people, ‘cause I guess I did a great job, to Hawaii and then from Hawaii back to 
California, so I was the first ones there, and I was like checking out, immediately 
checking out. And I couldn’t share anything with any, anyone ‘cause they weren’t 
there with me like during that, both deployments. (005, p. 12) 

 …we had a social group up there that we kind of friends, we kind of stuck with and 
hung out with, but nothing like, is like your roots, you know, where you’re from. 
(007, p. 8) 

 
 LIVING THE STRESS OF A NEW NORMAL: negotiating the tension between gains and losses 

in the process of transitioning 
 BENEFIT/DEFICIT BALANCE 

♦ PTSD 
♦ [I: Where do you see yourself? What occupation is that?] FBI or DEA. But I, 

it’s, ‘cause I’m diagnosed with PTSD, I don’t know how that plays into me 
getting a job with them. ‘Cause sometimes it affects everything, you know. 
(007, p. 14) 

♦ I’m 30% disabled for PTSD stuff and 10% for hearing loss. (001, p. 4) 
♦ I’m at, I’m for my disability, I was, um, granted 50% for PTSD. (007, p. 14) 
♦ …I guess I hit all the key terms for, for accepting, um, my compensation and 

pension of 60%, so…50%’s based on PTSD. And I’m at 10% shy of ah, like 800 
more dollars a month which is a large number but I haven’t really wanted to 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go through that whole like cycle again because I know for a fact PTSD gets 
worse throughout your life, but I’m trying to beat that… (005, p. 15) 
 

♦ SCHOOL 
♦ Um..as far as the mental side of it, I would say my stress level’s fairly high. 

So, um…maybe I’m a little lacking in that department,…I would say more 
from school, work, you know, in the, in the military, or even being deployed, 
especially the situation that I was in, I thought my stress level after that 
would be, um, I could deal with easily because I was in some of the most 
high stress situations you can be in, but it’s a different kind of stress. 
Um….so that’s,…I I wasn’t expecting to be stressed out as much as I am. 
(001, p. 1‐2) 

♦ I think I’m more stressful now, but it’s ‘cause I’m not doing something that 
I’ve been doing for four or five years. I’m not as comfortable. I’m in a 
different situation. [I: When did you come back to school?] January. 
[Interview conducted in October] (003, p. 4) 

♦ I hate the fact that I have to write what the professor wants me to write or a 
project that they want me to do. Why not give the student a project where 
it’s gonna actually do something for that, for that assignment or, or that 
paper is something that you’re gonna really like wanta, that you wanta care 
about? You know, and let the teacher judge you then. (005, p. 17) 

♦ It’s because two weekends ago, I went away for a night and then I had two 
tests on the Monday and, the organic chemistry test I didn’t do anywhere 
near as well and, you know what I mean, like, it, as I had hoped to do, as I 
expected to do. Some of it was preparation. Some of it was other stuff. 
So,..not getting the results that I expected and now trying to figure out how 
to come back.. (003, p. 3) 

♦ At this point, school’s the one that moves it [stress level] back and forth, I 
guess. (003, p. 3) 

♦ …the first time I came home though, I, I, I didn’t, I think whatever goals I had 
in life I’d lost. It was just gone…I went from a kid that was, you know, you 
know, I was, you know, supposed‐to‐go‐to‐college kid, you know, did‐well‐
in‐high‐school kid, um, joined the Marines just out of whatever reason, just 
being young and dumb, and ah, I did that, but then I came back, instead of 
going to school, you know, I had already been accepted, I was gonna go to 
USF, I was already enrolled, and then I spent the next year‐and‐a‐half doing 
nothing. I was, I like laid, I would do landscaping for cash, and I would just 
drink… (004, p. 10‐11) 

♦ I lost interest in all the things I used to do. I stopped working out, stopped 
surfing, and I stopped doing…running… (001, p. 2) 

♦ Um, serious relationships, not, not really, a couple in my life, nothing 
recently. It was always, “I’m in the Army. I’m gonna be moving somewhere 
in a year. Really?” You know what I mean? It’s never gonna happen. Always 
used that as an excuse. Now I’ve been in Florida for almost a year, and.. [I: 
Now you used as an excuse or the other person used it as an excuse?] I 
would. Oh, I don’t, why even try? (003, p. 16) 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♦ Ultimately, I, I have a sense of completion that I must accomplish the 
degrees, ah, because if I don’t then I haven’t, everybody else in my family 
did, so I’d be looked down upon if I didn’t. I don’t know if that’s enough, 
that’s my motivation…And having a bachelor’s now is like the equivalent to 
having a high school diploma 15 years ago, and to me, I, I just, I won’t stand 
for not having that. (006, p. 13) 

♦ As far as like motivation, I can, I can sometimes seem to find it. Um, just to 
get things done. Like a lot of, I’m better with a lot of more physical, personal 
contact when it, getting things, when it comes to reading and just, I don’t 
know, it just, just being like still, I hate, I just hate that. You know, I always 
have to be like on the move, and that’s, that’s what I like, I enjoy doing. 
(005, p. 21) 

♦ Um, just rest, overall well‐being, I guess is, um, I think I’m more to the 
unhealthy part of that right now, but that’s also, you know what I mean, 
like, come later in the week I could, that’s one that goes back and forth. [I: 
you had mentioned that you had had some stress with school.] Yeah…that’s 
the major stressor in my life that does fluctuate. (003, p. 2) 

♦ School is a lot harder than I thought it was gonna be. Um…you know, being 
in the military, it’s pretty…I mean it’s, it’s a good job, I mean, you get a 
steady paycheck and you don’t have to worry about losing your job, 
um…and they have, they have so many resources for you, um, and for your 
family, you know, and then you get out, it’s all kinda, everything’s on your 
own, and…um, I always talk to my buddies and, that are still in, they ask me 
how I’m doing. I say, “Man, it’s hard. I actually have to work and study 
now.” (001, p. 5) 

♦ Even my, my, one of my professors was showing this video and this guy was 
lecturing and he got to the military part and he was anti‐military and anti‐
war and everything and he was saying some things and I got offended so I 
walked out of the class but then I emailed her saying, “Oh, you know, being 
an Iraqi veteran and serving our country and stuff, you know, that really 
offended me and the anti‐war and protests and all that, that just, it hits a 
raw nerve, that just goes 0 to 100 on the bitch‐meter right away.” (007, p. 
16 
 

 STRUGGLING WITH SELF AMIDST EMOTIONAL SURGE 
 Anger. Is the number one, the key like to everything. Anger and like my trust issues 

with people. And, like, anxiety is another one, ‘cause I’m always constantly like, you 
know, my nerves getting the best of me. So, those, those three are the biggest. (007, 
p. 4) 

 …not like fully back to normal, like how I was before. I don’t think I’ll ever be back to 
how I was before. So, it’s been like kind of up and down, like some months I’ve had 
good times and, you know, a positive attitude, and then other times, it’s been way 
below… (007, p. 1) 

 Um, and it’s just like still my emotions are all out of whack. I understand I’m a 
female, but still, you know, it’s just, um, and a lot of the things from before are still 
with me today. Like all the problems like of what I experienced, what I saw, all that 
still takes its toll. (007, p. 3) 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 You wake up, you know, not knowing what the hell’s the matter with you. Um, I 
woke up every day just thinking about the universe. Um, I was just, it’s just weird, 
like, a different state of mind… (005, p. 10) 

 …I just want to be the way I used to be…Just very, very peace, I, I was a very 
peaceful Marine, like I wasn’t that, “Oh, I’m in the Marines” like big bad ass. (005, p. 
16) 

 [I: So what do you wish about your health for the future?] Um, that I could be back 
to how I was before. Like, soft, gentle, caring, understanding. Not so, you know, 
easy irritated, easily angered. (007, p. 13) 

 Ah, it’s hard to like to deal with people, like a lot of, I have, I’m really impatient now. 
Like before, I used to be like laid back, you know, mellow, now I’m just like, “Light 
turned green. Go! First pedal on the right.” (007, p. 8) 

 It was kind of a mixture, like, ‘cause my anger was getting so bad, like, I ended up 
breaking my computer, and um, like throwing my pictures everywhere and stuff. Or 
like I would bang on the keyboard at my desk. (007, p. 6) 

 I was either like exercising like crazy. I got down to like 170 pounds, and I haven’t 
weighed 170 pounds like since I was probably in like fifth grade, and um, ah, I would 
either, I was doing that or I was, ah, drinking. And I was, I was underage, but it was, 
you know whatever, and I was doing those two things. I didn’t eat much. I was, I’d 
get off real early in the morning, go into work real early but get off still pretty early 
before 11 o’clock everything day and did no work, and I would either like just be 
running or be drunk. Like, it was, that was it. And it could be in the middle of the 
day... (002, p. 7) 

 But, a lot of the times, I drank to kind of numb it all, but then it would all come out 
when I’m drunk ‘cause then I would start, “Blahblahblahblahblah,” going off, you 
know. So, lot of drinking… (007, p. 11) 

 …we were drinking pretty heavily throughout the years after I got out. (006, p. 3) 
 And the, the whole, the stress, the sadness, stress, whatever from everybody going 

to see their wives and this and that. That’s dealing with stuff I’m not happy about in 
my life there, you know, that was just building off other stuff, you know what I 
mean, stuff that’s still there or still not there. So, it really, it was just that situation 
brought it to the forefront… (003, p. 13) 

 Stress, um, I’m high‐strung, I guess. I’m, I’m always overstressed to some, I, I, I look 
at the worst in situations…but at some point, it’s I’m so stressed I’m not getting 
anything accomplished. (003, p. 14) 

 They’re, the positive thoughts flow like tremendously when I’m around people. Now 
when I’m alone, that’s a different story..I become like very depressed or just, ah, 
just start thinking about too many tasks at one time, and the stress level just kills 
me, so, so it’s good to be around people, positive influence, that’s what helps. [I: 
Does the positivity come from other people? Or it just inspires it in you?] It just like 
refuels in me at time, and the some days it’s just not, not there, but everyone has a 
bad day. But it shuts be down completely…It just shuts me down. Like, it does, 
nothing matters to me. I just want to stay, be alone. (005, p. 9) 

 Ah, I try to relax, but I don’t really, doesn’t help. Um, I’ll go to the gym, work my 
frustrations out on the treadmill or elliptical or whatever, but I don’t know, like you 
know, there’s like, there’s not really much I can really do. (007, p. 4) 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 [I: …the techniques (that your counselor gave you), have they, have you been able 
to use those outside of] No. (laughs) It’s hard. No. (007, p. 5) 

 Um, ah, it was tough. ‘Cause like, I just, I went out and binge drinked every weekend 
that I could, ‘cause, I did it responsibly because I wouldn’t drink on the week days 
‘cause I had to get up early in the morning to go to work and go to PT and 
everything, so I was like, “No. I’m not doing that with a hangover. Never have. Never 
will. Never want to.” (007, p. 11) 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MOVEMENT TOWARD RESOLVING COMPLICATING HEALTH ISSUES 
ASSOCIATED WITH COMING HOME FROM WAR 

 
 CONNECTING WITH OTHERS 

 DRAWING ON SUPPORTIVE OTHERS (FORMAL AND INFORMAL) 
 FAMILY 
 I got married before I went back the second time, which I, um, it’s a whole story in 

itself, but ah, so, yeah, I got, but the second time I came home, I, my wife, she was 
staying at her grandparents’ house back by Orlando, and ah, ‘cause it was, it was 
good, ‘cause she liked staying with her grandparents, and, it was good for 
everybody, because we, um, she saved, saved money, and it was good for 
everybody…she really likes her grandparents. Um, they’re from Columbia, so 
they’re, like, they make her coffee in the morning and all these little things, so she, 
she really enjoyed it. And ah, she was well‐fed there. And so, it was good for them, 
they, everyone, they’re, they’re a close family, so they enjoyed that. And, of course, 
economically, it’s a lot cheaper. (004, p. 5‐6) 

 Ah, he became more, more patient. We kind of like reversed roles. Like before I 
went over, I was the patient one; he was the high sprung one. But then when I came 
back, he was the real patient one and I was high, high strung. (007, p. 12) 

 I don’t think my mom liked me going, getting deployed, but they were supportive, 
you know what I mean, there was no negative animosity to me or anything about it, 
like..I don’t know. I’ve done worse things in my life, no matter what I do positive, 
like..Can you really be mad at your son for being in, being a soldier, you know what I 
mean, like, it’s a, it’s a positive. (003, p. 8) 

 …but with him, he was really supportive of it all along, throughout every phone call I 
had with him when I was over there, he was very supportive of it, and I had the 
support of his family, my family, friends, well some friends, and um, like he was just, 
he was really open, like even to this day, like ‘cause I don’t really talk about a lot of 
the stories, but when I do, he’s really open to hearing about it. ‘Cause it’s something 
that like he wanted to do. He like wanted to be there in my shoes, you know… (007, 
p. 12) 

 …I guess I lucked out because a lot of like military spouses, you know, don’t know 
how to interact with their spouse when they get back, and, and that’s what causes 
like so many divorces and break‐ups and everything… (007, p. 12) 

 I have a good wife, so I can’t complain…I think my wife’s helped me out there a lot 
and she keeps me, when I, you know, if I was gonna…but being married, it, it’s kind 
of like it puts you in control, where you, you always having someone watching out 
for you. So I think it’s definitely a good thing. (004, p. 8‐9) 

 Yeah. I think the, the number one thing was the support I had. Like I kind of lucked 
out. ‘Cause there’s a lot of my friends over there that, like they didn’t have the 
support of even when they joined the military, you know, so it made it harder on 
them whereas I always had that backbone, you know. (007, p. 16) 

 Um, it definitely helps being home, ‘cause I’m family‐oriented, so being back home, 
like, even when I got back up to New York, like after deployment, when I was up 
there, um, I was with my husband, you know. And then, now that I’m actually out of 
service, and I’m back down here with my husband and our families, then, and 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friends and everything, it’s a lot better. We have more, we have a social life again, 
so, yeah, it’s a lot better. (007, p. 7) 

 Um, it was actually, like it was, really it was, it was good to be back home, like with 
him, in his arms. Like that’s the most amazing thing, like even that first hug…But to 
be, I think, to be, to me, the person I am, to be in his arms, just to be in his arms 
overpowered all that… (007, p. 10) 
 

 ORGANIZATIONS (MILITARY/VA) 
 …and whereas the therapist, yeah, they weren’t there, but they’re more relatable 

and it’s easier to share my experiences with them without being judged on, you 
know? (007, p. 5) 

 And it was the same therapist over, like, I didn’t jump around from one person to 
another. It’s one therapist who knew my back story, like, continued on through the 
process. (007, p. 4) 

 …the whole, everybody having to go talk to a counselor, I think was a pretty, I don’t 
think, I want to say two years ago that didn’t happen. So, I think that was a big thing. 
‘Cause that got you in the room, closed door. No one can go, “Ha, ha. He’s hurt. He 
needs help.” (003, p. 12) 

 I mean the VA’s pretty good…They, um…you know, you can go to the group sessions 
or you can individual with the psychiatrist or psychologist, um…and they can, they 
can also put you in touch with, you know, people who are going through the same 
thing. It doesn’t have to be a group. It can just be a one‐on‐one… (001, p. 4) 

 And the dental people up there [at the Riviera Beach VA] were great. So, you know 
what I mean, I’ve had a good experience, and I’ve had a bad experience, I’m not 
gonna, I’ve worked with good providers, and I’ve worked with bad providers, so..I 
don’t wanna condemn the VA on my one appointment. (003, p. 12) 

 I think so, ‘cause you had your, ah, you know, you had all the people that have been 
through the same difficulties, and have a built‐in support system. They were really 
cool, you know, the service had set up, you know, briefings and stuff and, for people 
who were coming back…but ah, they really, they really do a good job trying to make 
sure everyone can kind of be..you know, they can never ensure that you are going 
to be acclimated right away back into your family life or your, you know, being a 
normal person again, but, ah, they can really point you in the right direction, I think. 
(002, p. 3) 

 …I’ve been in and out, even when I was over there and then when I got back, in and 
out of like, um, psychologist, psychology appointments. Counseling appointments, 
like marital appointments, regular, just one‐on‐one with me and the therapist… 
(007, p. 3) 

 I just, I enrolled with the VA, so I went for, I guess, like an initial appointment, yearly 
physical. (003, p. 12) 

 [I: So when you go to the VA (for evaluation), is that your choice or is that something 
you are required to do?] Um…..that’s a choice thing. Ah, you could really not go if 
you want to, um, but it’s in your benefit to go…you know, later down the road if 
something happened you can say, “Hey, I was seen for this,” you know, and you get 
compensated or whatnot. (001, p. 4) 



153 

 You know, I, I did talk to somebody. I talked to somebody at Balboa…I just went 
down. To the sheer, only for the sheer fact that I thought, you know, it helps. (006, 
p. 6‐7) 

 …but we went to counseling, both him and I and then my, me by myself and 
everything so that helped. It helped a lot, ‘cause it’s kind of like it taught us some 
techniques about like interpretating like what each other’s saying or feelings (007, p. 
11) 

 
 OTHER VETERANS 
 Oh, um, yeah, I could have, I mean, there were group sessions and stuff like that you 

go to, um,…but I guess I’m just stubborn and never went, never went to those, um, 
but I did have guys that, uh, were with me over there that I could, you know, um 
talk with. Um, the doc that I saw had just recently gotten back from Iraq, um, so I’d 
go chat with him every once in a while. I never did that group stuff though, just 
kinda hung out with people that were going through the same thing. (001, p. 3) 

 But, um, my actual sergeant, well, she was always my friend first, and then she just, 
the ranks, and she got promoted, um, she can relate to like everything that I’m 
saying and go through, ‘cause her husband was in and served with us as well. And 
then, my friend over in Germany can also relate and stuff, too. When we email back 
and forth or IM, um, we’re like, “This, this, and this. Oh, yeah, I did that. I did this. I 
know what you’re feeling. I know how to cope with it.” Yeah, getting advice from 
them, yeah, kind of like, makes me rethink of everything, how I go about things 
during the day. (007, p. 6) 

 …and I went to a Magic game one day with my best friend, with the same guy, he a, 
it was a, he was missing a leg from Vietnam [not his friend], in a wheelchair and 
used to be a president of Disabled Veterans of America, and he told me go ahead, 
you know, you deserve this, go get, claim your benefits, you know, we all go through 
like very hard, a lot of falls, and in transition we just got to keep positive and stay 
up. And, um, if weren’t for him, another veteran telling me about this, and having a 
best friend who had, you know, season tickets next to this individual, like, I never 
woulda gone to the VA. (005, p. 11) 

 
 OTHERS 
 …a grad student on ah, on Facebook, she ah, she saw my posts online, I guess, and 

she invited me over just to stay the night, and um, showed me around FAU… (005, 
p. 12) 

 Then I came back to Florida…I have some really good friends here…so I moved into 
one of their houses for six months. (003, p. 8) 

 I have relationships built with people that are in many of the same classes as me 
that I couldn’t completely cut myself off, you know what I mean? Like, there’s, 
there’s someone that in three of my four classes that, so like, it’s part, I can do 
better if I have other people in it with me, you know what? So there’s, if I moved 
straight to a place by myself, would I have isolated? Yeah, probably. I think that kind 
of forced me to, not that I would barricade myself in my apartment. Lock the doors, 
lock the windows, but…it probably was a healthy transition that I didn’t even think 
about, you know what I mean?...But, by the time I moved, it was ready for me, it 
was, “OK, I’m ready to have my own place.” (003, p. 19) 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 So I mean I took her perspective of it also, but like my classmates and stuff when I 
got in group, um activities and stuff, they were just, they were actually pretty 
interested in it, like they wanted to know more about it. (007, p. 16) 

 ‘Cause then we watched this, um, like the Don’t‐Ask‐Don’t‐Tell like policy and being 
openly gay or openly lesbian, um, we watched that and they even, like I had to talk, 
like my professor asked me to talk to the class about my experiences with it because 
I’ve had friends in the Army that had to, that wouldn’t come out because of that. 
You know. So that was kind of cool. It’s, to me, it’s, it releases stress when I like talk 
about stuff like that. (007, p. 16) 

 …so finally I went and saw uh, uh, one of my docs that I work with, and he referred 
me to a, um psychiatrist, and ah, ended up going to him a few times… (001, p. 2) 

 And it was summer, and everyone was still in college, and we ah, we just had a lot of 
fun that whole summer. You know, lived a life, had a great time with all my friends, 
and I was just so happy that I was bringing so much into my life… (005, p. 11) 

 
 REACHING OUT TO MAKE A DIFFERENCE 
 …like I finally, I think I found, I finally found a talent, that’s me transitioning and bringing 

people together, so, that’s, I just got to figure out what I’m gonna do with that. (005, p. 
10) 

 …my dad was in the Air Force for 22 years. I moved every year of my life. Lived in four 
countries, like, 15 different cities until I was 14. So, in a way, like, not being all religious 
and all, like God put me there for a certain situation, and it’s taught me how to 
transition, ‘cause I had to. I always wanted to fit in in every class that I was in, when I, 
when I first, I always, like I want to be that popular kid. I don’t, I wanted to be nice with 
everyone. And that experience transferred into the Marine Corps. (005, p. 9‐10) 

 …[my friend] had suicidal problems at Florida State, so I kinda helped him with that. His 
parents told me that he didn’t commit suicide because, because of me being overseas, 
and how, he finally, he realized, like, I’m here trying to kill myself while, and my best 
friend’s overseas in Iraq, so I was always like protective of him. In the Marine Corps, 
you’re always protective of your brothers, so it kinda like transla, transcended into a 
real‐life situation. (005, p. 11) 

 For example, I’ve, I’ve used my, my, my education though it’s not 3.5 or 4.0, I have 
applied it to, I applied every assignment to real‐life situation, so I’m not wasting my time 
in college…But like my ah, my Human Rhetoric course, I got the idea for the veterans’ 
organization. Um, I used positive rhetoric to, to speak at a veterans’ dinner and promote 
the, the veterans’ organization. Um, poetry, I’m expressing my, my emotions, you know, 
a little bit better on paper, and it’s, it’s giving a lot of like interesting, you know, outlooks 
of the war.  (005, p. 17‐18) 

 I gave a presentation about my ah, my um, my second deployment..It was, that’s kinda 
funny you ask that because I, I got into the, wow, this is pretty cool actually, hold on, I 
got into the, into the, in this speech, it was an informative speech on, on Post Traumatic 
Stress Disordery, and I just ended up reliving the situation to the whole class ‘cause I’d a 
had no answers, and no one had any answers so, now that, like I’ve done the transition 
here, like I have the answers now, so, it’s pretty cool. (005, p. 14) 

 Mentally, to stay healthy, I, I started a veterans’ organization on campus, and I 
transitioned it to a, a fraternity…that was a huge part of my transition, because I 
transitioned with a, with a, three other veterans, and the youth got to see our stories 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and our struggles, and they have more respect for the United States than they’ve ever 
had or for veterans. They feel a lot, a lot of pride, not only for their organizations but 
like their brothers and they served…so they kind of got to see those, our us, our type of 
guys that already like have done our time serving our country and experiencing things so 
they can some, some day dream about that or, one, I guess, you know, reenact or, 
something to be inspired of (005, p. 7) 

 …hopefully have a, a center for veterans at Florida Atlantic University where, you know, 
veterans can easier transition….to have like a family base where they feel that they’re at 
home and they look up to veterans that are seniors already and um, they could be like, 
“Oh, wow. If he did it, I can do it.” (005, p. 20) 

GIVING ADVICE 
 There’s no, no one gets through it OK. There’s just, everyone, everyone handles things 

differently, but I think, you know, for young kids they need some advice, they need to 
have that oversight. That, ‘cause otherwise, they’re just gonna, you’re setting ‘em up for 
failure. (004, p. 9‐10) 

 You know what I think, what could’ve been different is, ah, when people come home 
from, from combat is to really sit down and not force them to, say, “You know, you 
should go to counseling.” ‘Cause that’s why I felt like I, I was a little hesitant in going, 
because they said, “You need to go there, and you need to talk to, you need to go to 
Medical and talk to a counselor.”…I think that there should be a better way to get across 
to these Marines when you come home, that’s a little more age‐appropriate, you 
know… (006, p. ?) 

 
 

 CHOOSING A POSITIVE ATTITUDE 
 ENGAGING IN CATHARTIC ACTIVITIES 
 …I exercise every day, and I think I’m OK. (002, p. 1) 
 I have, my job now, I never get stressed out. It’s kind of a BS part‐time college job that I 

don’t really need ‘cause the government gives me my money, but I just like to stay busy. 
(002, p. 6) 

 But do it [vent frustration] in a productive fashion, right? Like go, go take up Ultimate 
Fighting or MMA [Mixed Martial Arts] or whatever these people like to do now. (006, p. 
12) 

 …I live right across the street…Been very calm, and I’ve always managed to move back 
there ‘cause it’s like my home. Even though I feel like I’m getting over‐priced to live 
there, just the sanity it brings, like, it’s worth the money. (005, p. 12) 

 You know, your religious standpoint does help you mentally, but the most that’s ever 
helped me is just staying positive, having positive thoughts, using your level of 
consciousness to, you know, create certain goals and through all the emotional, like, 
hatred you have inside to of what you done or what you’ve experienced, that positive, 
you know, thought would always, you know, you know, help you out throughout the 
day. (005, p. 8) 

 It’s, ‘cause it’s like a release to like talk about it and just like let it out there in the open. 
(007, p. 5) 

 And I went straight, drove 32 hours straight to Gainesville and partied with my 
friends…that’s, like, how excited I was. No drugs. No nothing. You know, just, just puttin’ 
gas in the tank and going home. All, that’s the best feeling I’ve ever had in my life. It’s 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hard, it’s like a drug, like a high, you know, like a drug, like you want that again. And it’s 
so hard to feel that way again, you know? (005, p. 13) 

 …it was an all out party until I started school again. (005, p. 13) 
 I was pacing around the house when I first got, ‘cause I was so excited to be home. (005, 

p. 11) 
 I’ve never looked at [the experience of coming home] as the experience. The experience 

of in the Army, the experience of being there, the experience of being out of the 
Army…the coming home was just hoops to jump through. But, I guess, the transition, I 
guess, is my experience there, I guess, how I look, I guess, my experience there affects 
what I’m doing now. (003, p. 17‐18) (BY TELLING HIS STORY TO ME) 
 

 KEEPING LIFE IN PERSPECTIVE 
 You know, I try to eat every two hours, three hours. Um, again, I, I just, I quit all the 

vices that were negative in my life and, um, I try to eliminate negative people out of my 
life ‘cause it brings me down…I try not to let stress just bother me, ‘cause, I mean, these 
things are just so, they’re a non‐issue to me. You know, like work is just work. You know, 
it, it’ll always be there. Um, I don’t, and people that, that my typically stress other 
people out, it just, it doesn’t bother me, ‘cause I don’t really care about them. (006, p. 5) 

 …I try to control myself, I just don’t, I try not to let things bother me. And physical 
health, I, that’s why I eat well. That’s why I quit smoking. (006, p. 12) 

 I don’t ever get upset about anything. And I see some people get so worked up about 
the dumbest stuff. (002, p. 6) 

 I, I, I don’t, you know, the one thing about me is I don’t necessarily not feel healthy. I 
don’t see ever an obstacle, ah, whether it be with work or my personal life that I can’t 
overcome. Um, it’s just, it’s just another obstacle and I just, I just do it. I get over it. Um, 
I don’t, I try not to get stressed out about things. (006, p. 4) 

 I take quarterly vacations…Removing myself, get some equilibrium. Um, and then kind 
of find my base again and the get back to it. (006, p. 3) 

 ‘Cause it’s all, you know, it’s pretty much what you do for yourself is how it’s gonna 
affect other people around you. Might not affect your family and friends, but you were 
there for them already. (005, p. 20) 

 …I’m gonna pack my bags, move down here, start fresh, and keep my family and friends 
in my mind but they’re not the best thing for me right now. Best thing for me was to 
come here. (005, p. 12) 

 I don’t think college is very difficult. Now, I’m not majoring in quantum physics, don’t 
get me wrong, but still I’ve never, people get frustrated, drop classes. I’ve never failed or 
dropped a class. I’m gonna graduate in a little less than three years total, ah, with my 
BA. It’s just not that tough. (002, p. 6) 

 I mean I didn’t really care, I mean, if, you know, ‘cause so many people had problems 
over there, that was like a different case‐by‐case on different soldiers. So I really, like, 
“Oh, I’m just another statistic.” (007, p. 7) 

 I think, to some degree, I think they’re normal. I think everybody has anxiety and 
depression, and a lot of it’s just how they let it affect their actions and everything else. 
(003, p. 17) 

 But, um, you know, I think that’s probably, problems we had I, I think everyone has ‘em, 
regardless of being gone or not. I’ve seen a lot of my friends struggle, and, you know, we 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always call ‘em statistics ‘cause they always have, you know, ‘cause it’s just bound to 
happen, but, it’s, I, I didn’t have any huge problems. (004, p. 8) 

 My sister’s 31, still lives at home, has a Master’s in Business, works in, works in the 
business world, like she can afford to move, move out, has anxiety problems since her 
teenage years, never really was, had too many friends or anything else. I went the other 
way. I went like, had friends, used drugs, you know what I mean, like, so I don’t think I’d 
want to be her extreme either. (003, p. 17) 

 I was talking to somebody that’s getting out of the Army in four days last night. And it 
was, no matter how they mess with you, it, like, not mess, like I, it’s, it’s, I don’t want to 
make it sound like that, ‘cause when you’re talking to somebody else in the Army, they, 
they, it’s just how many hoops they make you jump through in these four days, it can’t 
really bother you, because they can’t do it in five days from now. There’s no extra boxes 
to check or anything else five days from now. (003,   p. ?) 

 And, you know, when you get back stateside, you don’t have to do that [military 
routine] anymore, you know. You don’t really have to, have to worry about somebody 
possibly hurting you, you know what I mean? You don’t have to be suspicious. You don’t 
have to worry about things that might happen if you just step out to the mail or, you 
know things like that. I, I, to an extent, I mean, you know, this, this might sound, you 
know, like a, I don’t know, profiling or whatever, but when you go back to San Diego, 
California, the people don’t look the same way they do in, in the Middle East, you know. 
I’ve been to several Middle Eastern countries, and um, so, no, if you see somebody in 
San Diego who’s not dressed the same way they are or whatever, you’re not, you’re not 
gonna think twice about ‘em. (002, p. 4) 

 …the freedom [of not being in the military anymore] does feel good. For sure. (005, p. 4) 
 Um, like, I was actually downstairs talking to people about probably the organic 

chemistry test, and it was like, and they were talking about how on the test they didn’t 
have enough time ‘cause they froze and this and that, and I’m like, well, normal 
situations low stress, I don’t accomplish stuff, but once it gets high and the 
consequences are right there, like I don’t even, you know what I mean, I just move 
through it, and that’s how that test was. You know what I mean, like, if I didn’t know, if I 
wasn’t sure, I put the answer I thought and moved on. They stopped, they stopped, sat 
there, and didn’t have enough time to finish. (003, p. 14) 

 ...I think it’ll [military experience] always be there. I don’t know how to get, I think it’s a 
part of me now, right? Um, I, I, I don’t know how to let that go, and to be frank, I don’t 
know if I want to let that go. Because I, I, that’s a truthful statement, ‘cause it’s part of 
my experience of who it’s made me to be, right? (006, p. 11) 

 …if I can handle the worst, whatever happens, which can be really useful at some points 
in life, you know what I mean, that’s as a medic in the Army, “OK. What’s the worst this 
could be? Let me work on that. And then..” You know what I mean? That’s, that’s how 
you’re taught. I don’t know if it’s how you’re taught, but that the way to go at it. So, like 
sometimes it’s really good… (003, p. 14) 

 …it’s kinda grim, but like, life can be taken away so fast, I guess. And that’s what I know, 
it was, you know, trying to save people’s lives, and, you know, it,..um,...it can be taken 
pretty quick and not see it coming, so..I don’t know, I just go day‐to‐day… (001, p. 6) 

 …I apply that concept to almost everything, you know. I, I don’t waste time in any aspect 
of my life. Um, and I, and I try to, because, because of my experiences in combat, I 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realized that, you know, life is short, and um, don’t let things that are, are non‐issues, if 
you will, bother you, and just concentrate on things that are important. (006, p. 14) 

 …I look at my future, and I really set goals, um, rather quickly. I, I mean, I do them very 
analytically, and I, and I try to analyze whether or not I’m able to accomplish these 
goals, and I really move forward as quickly as possible, and I don’t waste time. And one 
of the main things is I, I don’t waste time, because it’s life is really so short, and ah, the 
main thing is, is, I, I just realized when I was overseas at how quickly a life could be 
taken, um, and then that’s it. I just, I try to work as quickly as possible, realistically. (006, 
p. 13‐14) 

 I don’t really get frustrated too often. I don’t really get upset, ‘cause I just always keep in 
mind, you know, some of the, it, it could always be a lot worse, frankly. (002, p. 2) 

 I don’t take life for granted. Nope. Not at all. Because I can see, I saw in a blink of an 
eye, how quick it could be taken away. So I don’t take it for granted any more. (007, p. 
14) 

 One, I’m thankful to be alive. Ah, two, I understand certain things are just not that 
serious. It’s not worth getting upset. I hardly get upset. I very seldom get frustrated with 
anything. You know what I mean? It’s really, it, it’s awkward to say, but when you do 
something so traumatic and so difficult and so every‐day and you can’t do anything 
wrong, you know, ah, you just, you don’t get stressed out, you know. (002, p. 6) 

 I grew up a lot in the service…so I guess I’d say it was a good thing, you know. When I 
realized the, the real intangible of what I learned was um, you know, some things don’t 
need to be taken seriously. (002, p. 2) 

 …it was more over to plead my case to get the DUI off my record and not pay anything, 
but I had so much ego inside that I just picked one random lawyer and I went up to, to 
the, to the judge, and I was like, “I apologize. I accept what I did. The law’s the law. I just 
want to get this over with.” And I told her that. I didn’t plead once that, you know, I’m 
dealing with a lot of issues. Um, PTSD, they didn’t know anything about that yet. (005, p. 
11) 

 I think when I went in is pretty much what I’m still thinking now, or at least what I came 
out of. There’s been stuff in life change, though, you know, like organic chemistry 
test…It was, you can tell it was a bad test. It’s, it’s recent, it’s just something, it’s 
something I can refer to as a recent red flag in life. There’s been, there’s there’s red 
flags all through life, and I don’t want to..give the organic chemistry test more meaning 
that it really has, but it’s just, it’s a recent example fresh in my mind. (003, p. 18) 
 

 ACKNOWLEDGING PROGRESS 
 …I try to stay fit and work out and eat well…I, I work out, and I run. Um, that’s pretty 

much all I do, and I eat well. I try to eat well. I, I quit smoking. Um, and that’s it. I quit 
drinking, binge drinking if you will. (006, p. 3) 

 And so I was like, “No. I need to go.” So by that time, I kind of like accepted that, “Hey, I 
got problems.” (007, p. 7) 

 At first, like, when we’d get out of the counselor’s office, we’d be arguing, but then as 
time went on, we would just be like discussing and talking, you know. ‘Cause it’s kind of 
like, “You told the counselor, but you never told me that.” You know. It’s kind of like 
that situation, and then afterwards, we were like, “OK, well, this is what I’m gonna work 
on; this is what you’re gonna work on.” (007, p. 11) 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 Yep, ah, I think physically I’m, I’m at 100%. Um, mentally, I um, I did do some VA, I went 
to the Vet Center and did some, um, I guess you’d call it therapy sessions with them for 
a while. And, I think, yeah, I think my mental health is where it needs to be at, so I’ve no 
complaints now. (004, p. 3) 

 You have like kind of a wave, cycle. You have good moments and bad times. So, I, I 
would say I’ve been up and down, but now I’m healthy. (004, p. 2) 

 Today, I’m, I’m fine. I’ve learned to deal with, like, people call ‘em your demons, or like 
you learn to deal with what you dealt with over there, since I, yearh, so then you, so I, I 
get through on a day‐to‐day basis ‘cause I know how to deal with it. ‘Cause I’ve, ‘cause 
I’ve dealt with it over time…I’m fine today, but I, you know, it takes a while to get there, 
you know, you have to build to that point. (004, p. 4) 

 I think I’ve made a lot of progress. (006, p. 2) 
 I just, it was just more, I was more like physically, physically and mentally like prepared 

for what I was doing. So, in the past three years, I was, I’ve been mentally and physically 
preparing myself for whatever I’m gonna do next in this environment. (005, p. 5) 

 I feel like I’m at the end of the road as far as my transition goes, ‘cause most of the 
stress was on paperwork with the VA, um, your benefits, um, your moods, you know, 
your stress levels, so like once you eliminate all those hardships, your, your state of 
mind becomes better, lot more things, less to worry about… (005, p. 19) 

 You know, but then, at the end of the day, we always like come back, you know, and 
work things out… (007, p. 11) 

 …I learned from that [coming home from an earlier deployment] actually and the 
second time, and instead of, instead of partying and getting drunk every night and doing 
all the wrong things, I was, you know, I learned from it. (004, p. 4) 

 …it might not reflect on my academic transcript, but it’s, I’ve held in there. I was never a 
scholar in high school, but just to be proactive and try to create all these things while 
still in school and dealing with a lot of things on the side, um, you know, I’m, I’m proud 
of myself because I didn’t expect to get a 3.5, 4.0 in this school. (005, p. 10) 

 
 ENVISIONING A FUTURE 
 …I think being married and coming home, I felt like I had more responsibility and I, I, it 

didn’t change the way, ‘cause I wanted to come home and, and start fresh. OK, it was a 
fresh start, you know, you get disconnected from everything. You’re disconnected from 
the, the whole lifestyle, and you can take a outside perspective and concentrate your 
goals. That’s a good thing. (004, p. 10) 

 Um, and by the time I got released from active duty, we, actually, ‘cause I was gonna 
start at FAU the, like, the time, times matched up just right. So I was gonna, ‘cause I got 
home in December and we were gonna start in January here, in 2009, so we, she, we got 
an apartment down here right away, and ah, within like two weeks of being home, we, 
we, we moved from Orlando to here, and we were settled in. (004, p. 5) 

 Yeah. I had, I had money saved up, like, I bought a condo in July. And I could’ve afforded 
to buy than in December, it was just find what’s right, you know what I mean? Like I had 
money saved up from being in the Army. I had money saved up from being deployed for 
a year. So like, financially, I was on my feet at that point. (003, p. 18) 

 I enrolled in school, I, I applied to FAU two Mays ago. I was six months into deployment 
applying for college, you know what I mean? I came, I came on my mid‐tour leave in July 
and came by and talked to my advisor…I, I, I filled out my FAFSA in Iraq, you know what I 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mean? Like I, I, I found the steps that needed to be done, and I was taking care of ‘em…I 
knew where I was gonna live probably before I deployed…It was all stuff that I took care 
of well in advance. (003, p. 18‐19) 

 I plan on living a lot longer. (003, p. 1) 
 I’d like to be healthy. ‘Cause everything’s about health. (003, p. 14) 
 I still want to be married 20 years from now to my husband. Um, I want to be successful 

and like, happy, you know, again, you know… (007, p. 14) 
 I do want kids. I want four of ‘em. (007, p. 13) 
 …everyone just wants to be healthy for the future…I would like to stay healthy and 

physically and, you know, mentally as well. (004, p. 10) 
 I want to graduate FAU. I’m gonna graduate this year, and then I’m gonna go to law 

school next year. (004, p. 10) 
 So, getting into medical school, becoming a doctor, um, getting a girlfriend, getting a 

wife, um, kids, I don’t know, I go back and forth on that one. (003, p. 15) 
 …become a physician’s assistant is my, my goal right now. Um, and then, maybe part‐

time, like I fish a lot, so maybe part‐time, ah, do some commercial fishing, ah, have 
some kids somewhere in there… (001, p. 5) 

 [I want] what everybody else wants, I guess. Live a..normal life and…and, I don’t know, 
have enough money to do what you want. (001, p. 5) 

 Yeah, just, you know, be happy, and, I know, like, I, I think, I’m very positive. I have like 
money coming in for the rest of my life, so, it’s not that much, but it could be a lot in the 
future. Just, I don’t know, just being peaceful. I just want to be around people that are, 
are very joyful of life and just happy and just they like to party and have fun and, and 
still be educated and wanta learn about, you know, I’ve just, my goal is just be happy 
before I die. (005, p. 20) 

 …I would love to have a house next to, um, well, near the stadium, um, I’ve moved 24 
years in my life. I think I’m very, I’m ready to settle down, but that hasn’t been my life 
story, so we’ll see where it takes me. I would love to have like a, a job attached to the 
University, just, ‘cause I’m, I’m very, I’m a very patriotic person when it comes to, you 
know, being pride, having a lot of pride for an organization, ‘cause I know for sure I 
might now work for any other organization like the Marine Corps, one of the best in the 
world, so, um, you know, a family, of course, down the road. (005, p. 20) 

 …but then once they did away with stop‐loss, I was like, “OK. I can rip that ball and chain 
off.” You know. And then I started counting my months and then weeks and then days 
and then I was gone. And like, “OK. I’m free. I can wake up when I want. I don’t have to 
answer to anyone. I am an independent..” (007, p. 15) 

 Um, it was a relief. ‘Cause it was like, “I came home.” So, it was a big relief, a weight 
lifted off, um, but it was like, “OK. I do have a future, you know, ‘cause now I’m back in 
the States.” (007, p. 15) 

 …the second time I went over there, I, it made me realize I needed to come back, come 
home and get my life together and get back on track. (004, p. 11) 

 Um, I would like to do well in school. At this point, I would, how I, coming into school, I 
looked at it that I, I want, I, my favorite job in my life at this point was when I was a 
medic in the ER. I, I liked that. I, I think that’s what I want to do. (003, p. 14) 

 Like, I even had to, like, I had to go through the Dean’s Student Offices just to get here. 
Like to come back again. ‘Cause I had, had to leave FAU to go join the military in 2003 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while I was, I was actually recruited to play soccer here, too, so, like I always knew I 
always wanted to come back, so like, it was always on my mind… (005, p. 10) 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