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2

        Introduction 

 The chapters in this volume are a result of the 2011 International Research 
Symposium on Military Families, a joint effort of the Military Family Research 
Institute (MFRI) at Purdue University and the Center for Deployment Psychology 
(CDP) at the Uniformed Services University of the Health Sciences. MFRI con-
ducts research and outreach to improve the lives of service members, veterans and 
their families in Indiana and around the world. CDP trains military and civilian 
behavioral health professionals to provide high-quality deployment related behav-
ioral health services to military personnel and their families. The organizations also 
have partnered to create and implement the Star Behavioral Health Providers 
Network. 

 The third symposium of its kind, this event brought together more than 70 leading 
researchers, clinicians, and policy makers from the U.S. and other countries to share 
the results of cutting-edge research, discuss the state of science regarding military 
families, and to consider needs for research and training in the future. Symposium 
presenters were asked to focus explicitly on family-related issues, based on the 
premise that service members are part of systems of family members including 
spouses, children, parents, and others who represent potential sources of both sup-
port and challenge. 

 The symposium was organized into four half-day sessions, respectively focusing 
on marital and family functioning, parenting and child outcomes, single service 
members, and family sequelae of wounds and injuries. Each session comprised a 
series of scholarly presentations and an extended period of structured discussion 
during which working groups considered research and training priorities for the 
future. Following the discussions, symposium participants were asked to endorse 
what they saw as the highest priorities for future research and training. In this 
 chapter, we review the key points presented during each session and present the 
results of each structured discussion.  

    Session I: Marital and Family Functioning 

 The chapters in this section focused on family dynamics during and following 
deployment, both from the perspective of families themselves and from the perspec-
tive of policy makers within DoD with the responsibility for designing, implement-
ing, and evaluating programs, policies, and practices to support families as they 
perform military services. 

 Seidel, Franks, and MacDermid Wadsworth (Chap.   2    ) examine communication 
between partners during deployment. The advent of widespread broadband access 
and social media have made it possible for service members and their family 
 members to contact each other frequently and instantly during deployment, giving 
rise to questions about whether service members’ safety could be compromised by 
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distractions from their military duties, or whether such frequent contact could 
threaten relationships by escalating confl ict and worry in the family. The research 
documented in this chapter demonstrated that couple communication during deploy-
ment was not just frequent (i.e., once or more than once per day), but also occurred 
via multiple modes, both spontaneously and with prior planning, and was interwo-
ven throughout daily activities. Most interactions involved exchanges of support, 
consistent with the possibility that couples were aware of the risks they could 
 promote and tried to minimize them. 

 In their chapter, Knobloch and Theiss (Chap.   3    ), focus on reintegration following 
deployment, exploring how couples re-connect following reunion. Their perspec-
tive is based on ‘relational turbulence’ theory, which proposes that transitions are 
periods of instability or discontinuity in relationships, during which partners may be 
especially reactive to one another, in part because of feelings of uncertainty about 
themselves, their partner, or the relationship (Knobloch,  2007 ; Solomon, Weber, & 
Steuber,  2010 ). Partners may experience stronger emotions and react to one another 
in more extreme ways than usual. The authors summarize fi ndings from their 
research program showing that military members and their partners experience 
more confl ict and diffi culty following deployment even though they also report 
valuing their relationship more than before the deployment. Other fi ndings show 
that during periods of turbulence, partners feel less satisfi ed with their relationships, 
express less support for one another, and make it harder for one other to complete 
everyday activities by, for example, pushing each other to allocate time differently 
or by generating work for each other (Knobloch & Theiss,  2011 ,  2012 ; Theiss & 
Knobloch,  in press ). Examination of the elements of relational uncertainty revealed 
that partners’ uncertainty about their OWN feelings, as well as interference from 
partners, were particularly tied to relationship satisfaction (Knobloch & Theiss, 
 2011 ). The authors suggest that couples be educated to understand the dynamics of 
relationship turbulence and learn to consciously work on facilitating rather than 
impeding their partners’ daily goals. 

 Nichols and her colleagues (Chap.   4    ) also focus on the post-deployment period, 
designing and testing an intervention aimed at supporting spouses as their families 
navigated the reallocation of roles and responsibilities, re-establishment of marital 
intimacy, and re-learned to communicate following deployment. Because many 
spouses report that it is hard to travel for face-to-face meetings, and are reluctant at 
times to seek services, the authors chose to test the benefi ts of telephone-based sup-
port groups. A premise of the intervention was that spouses often serve as ‘lynch-
pins’ in families, coordinating family activities and responding to early warning 
signs of developing problems. The content, based on the Spouse Battlemind cur-
riculum originally developed by Army experts (Riviere, Clark, Cox, Kendall- 
Robbins, & Castro,  2007 ), focused on helping spouses to acquire the information, 
skills and support they needed to manage the challenges specifi c to reintegration as 
well as challenges related to managing the day-to-day life of their family. Evaluation 
results indicated that in addition to valuing the program content, spouses appreci-
ated both the convenience and the anonymity of the technology-based method. 
In particular, spouses appreciated being recognized in their own right, rather than as 
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simply the ‘supporting cast’ for the service member. The authors note that the 
 process of family reintegration was prolonged, lasting as much as 2 years. 

 Flynn (Chap.   5    ) traces the evolution of DoD responses to family-related needs 
over the course of the war, identifying three important themes. First, the advent of 
large scale deployments prompted rapid expansion of supports for families, such as 
the mobilization of Military Family Life Consultants to provide non-medical coun-
seling. The urgency of families’ needs at times prompted the launching of programs 
without waiting or diverting funds to gather baseline data or embed rigorous evalu-
ation procedures. Second, as they expanded, family support programs required 
increasingly large fi nancial allocations, raising levels of scrutiny regarding cost- 
effectiveness, particularly regarding their connection to successful completion of 
the military mission. The focus shifted beyond utilization and satisfaction as criteria 
of ‘success.’ Third, there are challenging issues regarding appropriate comparisons 
between civilian and military populations, some of them statistical and some philo-
sophical. It is always important to consider differences in the composition of  military 
and civilian populations when drawing statistical comparisons—for example, the 
military population is considerably younger than the civilian population, composed 
predominantly of males, and has been screened to exclude individuals with certain 
characteristics. Because of these differences, it is sometimes very diffi cult to make 
comparisons at all—for example, it is very challenging to compare divorce rates 
in the military and civilian populations. It is even more challenging, however, to 
 determine the benchmarks against which military families should be compared. For 
example, should military family support programs aim to reduce unemployment 
among military spouses to the same levels as comparable civilian spouses, or should 
additional funds be expended to lower levels even further in order to retain service 
members? What levels of psychological distress or divorce should be considered 
‘normal’ in military populations, requiring no special attention beyond typical 
 programs? Finally, the challenges of studying military families are considered, 
which include diffi culties retaining participants because high mobility, lags in 
record- keeping, heavy pre-existing burdens, and privacy concerns. There are excit-
ing as- yet unexploited opportunities to mine administrative data, and also to partner 
with population studies initiated with civilian children such as the National 
Children’s Study. 

    Discussion and Endorsements 

 Following the research presentations, working groups discussed specifi c research 
and training questions that had been prepared in advance: The fi rst research ques-
tion engaged the debate of how best to attend to relationship quality in the military: 
“Data are mixed regarding rates of marital dissolution in relation to deployment, but 
suggest that the relationship, if it exists, is smaller than many people have assumed. 
Marital quality and stability are not typically tracked as indicators of ‘health of the 
force.’ What are the three most important indicators of relationship quality among 

S. MacDermid Wadsworth et al.

http://dx.doi.org/10.1007/978-1-4614-8712-8_5


5

married service members that military leaders should pay attention to, and why? 
Or why not?” 

 In response to this question, participants recognized that there are many possible, 
but no single ‘gold standard’ indicators of relationship quality. The most popular 
nominations for key elements to focus on included role negotiation, confl ict resolu-
tion, and work-family confl ict. Participants also suggested that leaders should pay 
attention to rates of domestic violence and child maltreatment in the military as key 
indicators of relationship quality. 

 The second research-related question asked: “What are the three most important 
research questions that need to be addressed in the military in relation to these indi-
cators?” The most-endorsed response urged researchers to perform clinical studies 
establishing evidence-based treatment models for military couples. The second 
encouraged the development of a standardized index of positive family functioning. 
The third indicated interest in developing a clear understanding of normal reactions 
to deployment challenges and more precise identifi cation of the point at which these 
reactions become clinically signifi cant. 

 Participants also discussed two questions related to training. In these questions, 
“military” providers included uniformed and civilian individuals working as 
 chaplains, psychologists, social workers, and family support workers in military 
settings. “Civilian” providers included social workers, family life educators, marriage 
and family therapists, and psychologists in community settings. “Students” referred 
to college students training to enter helping professions. 

 In the fi rst training question, participants considered the three most serious gaps 
in training of students, military providers, and civilian providers regarding marital 
and family relationships in military families. The group identifi ed the most serious 
gaps in training as accurately understanding what diffi culties are military-caused 
(such as frequent separations and the ambiguity surrounding them), versus those 
that are expectable features of normal human experiences (such as those tied to age, 
fi nancial condition, educational level, etc.). Related to this gap is the need for better 
understanding of when normal transitory distress crosses into clinically signifi cant 
symptoms. In addition, participants endorsed the need for better training regarding 
how best to match needs with proper resources (either military or civilian). Other 
responses stressed the importance of training gaps in “systemic thinking” that 
understands service members as part of family systems that experience military 
service AS systems. Thus, the effectiveness of interventions may be limited when 
they focus on only the service members. 

 The session’s fi nal training question, “What does each of group of helpers really 
need to know that they don’t now know about marital and family functioning in 
military families?” yielded a most-endorsed response helpers need to know that the 
military is a complex culture, and one size does not fi t all. The other endorsed 
response indicated that “training should refl ect the importance of understanding the 
military culture as an overlay over individual qualities.” 

 The chapters in this section emphasize the dynamic nature of family life, which 
changes in response to changing technologies and to evolving family challenges. 
Those tasked with minimizing the effects of family challenges face several 
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diffi culties not only related to measuring challenges, but also in designing responses 
that will be successful regardless of the diversity of family characteristics and expe-
riences. Military leaders face the added diffi culty of determining which aspects of 
family functioning are most important for the ability of the force to carry out its 
assigned mission and how best to promote those specifi c characteristics in effective 
and effi cient ways—sometimes with great speed in response to sudden demands.   

    Session II: Parenting and Child Outcomes 

 Concern has been expressed from various quarters about the degree to which the 
healthy development children of military parents has been compromised by their 
exposure to their parents’ deployments over the past decade. Although children 
‘serve too,’ they usually have little say in this decision because they are usually born 
after their parent has already joined. The chapters in this section examine specifi c 
aspects of children’s experiences, including not only their own outcomes, but also 
the circumstances around them that may promote or compromise their well-being. 

 Larson and colleagues (Chap.   6    ) focused on health care received by over 137,000 
children of active component Army soldiers who had experienced deployment 
within the past 12 months. Finding showed that the use of health care specialists, 
primarily in psychiatric care, increased 11 % for children younger than 12 and 
3.8 % for children 12 or older. There were also substantial increases in the number 
of younger children using antidepressants and the number of older children using 
anti-anxiety and sedative medications (29 and 19 percentage points relative to base 
rates, respectively for younger and older children). One implication of these fi nd-
ings is potential increases in challenges associated with coordinating systems of 
care. Since primary care for active component families is usually provided via 
 military medical facilities but specialist care is usually provided through civilian 
providers, parents may now have to coordinate care across multiple systems at a 
time when one of the parents is unavailable to assist. 

 Another potential implication is the possibility of inappropriate prescribing for 
children, if medications for anxiety, depression, or sleep disruptions are adminis-
tered as the fi rst line of treatment. Further research would be needed to assess the 
appropriateness of medications prescribed for children given their individual 
 circumstances and symptoms. The authors suggest that the military health system 
might fi nd it useful to review protocols for use of psychotropic medications with 
children and how best to monitor outcomes, as well as how best to ensure good 
continuity of care between military and civilian providers. 

 Gewirz and Davis (Chap.   7    ) focus on parents’ behavior toward children, based 
on existing evidence demonstrating the importance of at-home caregivers for 
 children’s well-being during deployments. The researchers developed and tested an 
intervention based on the premise that deployment challenges parents’ ability to 
regulate their emotions, which can in turn decrease the quality of their parenting. 
Thus, their research offers a window into the intra-familial processes through which 
the effects of deployment reverberate through family systems, with the potential to 
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ultimately compromise children’s well-being. ADAPT is a group intervention for 
parents with both face-to-face and web-based components that aims to improve 
parents’ emotion regulation, parenting practices, and children’s adjustment. Data 
from 89 military and civilian parents of children aged 5–12 showed that parents 
experiencing deployment reported more diffi culties in emotion regulation than 
other parents, and that emotion regulation explained a signifi cant proportion of the 
variance in parenting practices. Thus, to the extent that parents can minimize diffi -
culties in their emotion regulation diffi culties, and the negative parenting practices 
that tend to result, such as inconsistency, punitiveness, or dismissiveness, they can 
minimize the negative consequences of deployment for their children. While gender 
was not a statistically signifi cant factor in the results, deployed mothers reported 
more diffi culties in emotion regulation and parenting than fathers or other mothers. 
The authors speculated that deployment environments may be less supportive for 
females than males. 

 Oswald and Sternberg (Chap.   8    ) consider contextual factors that affect children, 
specifi cally challenges posed by policies related to lesbian, gay, and bisexual (LGB) 
families, which are estimated to affect 16,000 families with children. The ‘don’t’ 
ask, don’t tell’ policy has now been lifted, and Secretary of Defense Panetta (Briggs 
& Miklaszewski,  2013 ; Outserve/SLDN,  2013 ) recently extended ID cards, family 
readiness programs, and joint duty assignments to gay spouses and partners. 
Nonetheless, the Defense of Marriage Act still precludes the Department of Defense 
from offering health benefi ts, housing allowances, on-base housing, or death bene-
fi ts to LGB partners. As a result, some children will continue to be constrained from 
access to some programs and benefi ts. For example, children of LGB parents cannot 
live with both their parents in on-base housing. 

 In addition to the normative stressors faced by military families including reloca-
tions, challenging duties, risk of harm, demands of ‘total institution,’ children in 
LGB families may face additional challenges related to the fact that LGB families 
may be disproportionately headed by women and members of ethnic minority or 
interracial groups. As members of families in potentially multiple stigmatized 
groups, children may face minority stress—prejudice, discrimination, bullying, and 
expectations of rejection. There is evidence in the civilian literature that the mental 
health status of LGB individuals is poorer when they live in states with less 
 supportive climates (   Hatzenbuehler, Keyes, & Hasin,  2009 ), but there is as yet no 
research yet documenting whether a similar relationship exists in the military. 
A challenge for the future is how best to support the children of LGB parents who 
serve in the military. 

    Discussion and Endorsements 

 As with the fi rst session, the fi rst question during the structured discussion 
following this session asked participants to consider current research needs, taking 
into account that a great deal is known about risk factors for civilian children 
and that several large studies of military families have been conducted since 2001. 
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By far, the most-endorsed recommendation was to conduct longitudinal studies of 
the impacts of deployment on the children of veterans. Participants thought it par-
ticularly important to understand the impact of deployment on children’s develop-
mental trajectories and milestones. Attendees also endorsed the importance of 
understanding ways in which military children are similar to and different from 
civilian children who experience similar challenges, such as relocations and separa-
tions. Finally, because most studies of military children to date have focused on 
youth, researchers underscored the importance of studying younger children. 

 Two questions during this discussion focused on training. The fi rst asked partici-
pants to identify the three most serious gaps in the training of students, military 
providers, and civilian providers regarding parenting and child outcomes. The top 
training gap identifi ed pertained to the needs of children aged zero to fi ve, about 
whom there is considerable disagreement about how best to diagnose and treat. 
A second gap identifi ed was the need to teach students how to help parents develop 
the ability to coach their children. Finally, participants emphasized the importance 
of balanced attention to risk and resilience and the need to remember that children 
or families who need support or assistance do not necessarily require clinical 
treatment. 

 The second training question asked participants to identify training needs for 
military parents. Most suggestions focused on the idea that families could benefi t 
from improved parent education. Specifi cally, participants emphasized the impor-
tance of helping parents (and providers) to recognize differences between transitory 
and clinically signifi cant distress in children. This echoes a theme in another chapter 
of this volume (McCreary, Peach, Blais, & Fikretoglu, Chap.   10    ), which cautions 
both researcher and practitioners to maintain attention to both the positive and 
 negative aspects of military service and the strengths—not just the vulnerabilities—
of families. 

 The presentations and discussions during this session of the conference empha-
sized the need to fi nd the balance between recognizing children’s real and serious 
diffi culties with their parents’ deployments and children’s transitory distress that 
might merit some assistance but not clinical treatment. They also recognize the 
importance of policy decisions that have consequences for children, such as which 
children or parents are given access to particular programs, or how long the deploy-
ments to which children are exposed will last, or who may provide covered care to 
military children. In addition, they bolstered existing evidence suggesting that the 
effects of deployment on children are strongly mediated by the functioning of 
 at- home parents.   

    Session III: Single Service Members 

 In the military, “family” most often refers to the spouses and children of service 
members. Single service members are not the target of most programs focused on 
families, although there certainly are exceptions (e.g., the Army Strong Bonds 
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Single Soldier program,  B etter  O pportunities for  S ingle  S oldiers, single Marine, 
Sailor, and Airman programs target never-married, single parents, and geographical 
bachelors). Service members’ parents are not usually an explicit focus of military 
support programs, even though they provide considerable care and can experience 
risks for doing so. Therefore, it is important to understand the population of single 
service members and the implications of this family status. We learned in the last 
volume that this group is diverse, including pre- and post-married, and parents and 
nonparents, and that theme continues here. 

 In a somewhat unusual but welcome examination of the pre-deployment period, 
Polusny, Erbes, Campbell, Fairman, Kramer, and Johnson (Chap.   9    ) compared 
 levels of well-being between single and partnered soldiers and then examined con-
nections between well-being and family factors. The sample included 527 parents 
and their Army National Guard children studied between 2 and 6 months prior to 
deployment as part of the Readiness and Resilience in National Guard Soldiers 
study. Data were collected at ‘Family Preparation Academies’ offered by the 
Minnesota National Guard, which parents were invited to attend. 

 Existing literature makes it clear that having a spouse or partner is associated with 
better psychological well-being and greater willingness to seek assistance (Meis, 
Barry, Erbes, Kehle, & Polusny,  2010 ), raising questions about possible risks of 
single status. Recent literature also documents that relationships with parents remain 
important for adults, with rises in recent years (Fingerman, Cheng, Tighe, Birditt, & 
Zarit,  2012 ). The researchers hypothesized that single soldiers would show poorer 
well-being than those with partners, which was found to be partly true. Single sol-
diers reported more alcohol use and less social support, but partnered soldiers 
reported higher levels of PTSD and depression symptoms as well as more family 
stressors. Partnered soldiers also were more likely to have been deployed before, and 
less likely to have had a parent complete the survey. With regard to the implications 
of connections between parents and children, the results showed that  children’s well-
being was positively related to exchanges of support and communication with their 
parents only when soldiers were single and parents expressed high levels of concern 
about the deployment. Under these conditions, children reported fewer symptoms of 
PTSD and depression, but there was no relationship with alcohol use. Thus parental 
support appeared to carry different implications for single and partnered soldiers, 
with the potential to be an important source of support for single soldiers. 

 McCreary, Peach, Blais, and Fikretoglu (Chap.   10    ) focused on the post- 
deployment period, building on their earlier work to construct and refi ne a measure 
of positive and negative features of post-deployment reintegration. Based on exten-
sive pilot work, identifi ed four main themes associated with post-deployment 
 reintegration: (1) reintegrating back into one’s work environment; (2) reintegrating 
back into one’s family; (3) dealing personally with one’s deployment experiences; 
and (4) reintegrating back into one’s Western, privileged culture. This last theme 
was new, and often not recognized in other studies of reintegration. Ultimately it 
appeared to overlap statistically with the personal domain and was dropped. 

 Age, marital status and the presence of dependents accounted for signifi cant 
variability in positive (2 %) and negative (6 %) aspects of work, and between 2 and 
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9 % of the positive (9 %) and negative (2 %) aspects of family, but did not account 
for signifi cant variability in personal factors. Not surprisingly, it was the family 
domain where the perspectives of single service members tended to be distinctive. 
Service members who were unmarried or did not have children were signifi cantly 
less likely than their counterparts who were married or had children to endorse 
 positive family items (e.g., feeling closer, have become more involved in family 
relationships). Service members who were unmarried and had children were more 
likely to endorse negative family items (e.g., tension in family relationships, diffi -
culty getting back ‘into sync’ with family life) than service members who were 
married (regardless of whether or not they had dependents), or unmarried service 
members without children. Thus, single service members in general were less likely 
to endorse positive family items, but more likely to endorse negative family items 
only if they had children. 

 Kleykamp and Montgomery (Chap.   11    ) delve into the troubling issue of 
 unemployment among young veterans. Guided by a life course perspective, they 
consider the role of military service in the transition to adulthood, during which 
decisions about education, employment and marriage fi gure prominently in the 
lives of young adults. Many young veterans are now completing military service 
and entering the civilian labor force in the aftermath of a deep recession, raising 
questions about the degree to which they are experiencing disadvantages and 
whether these accrue from personal characteristics (e.g., gender), military experi-
ences (e.g., combat experiences), or economic circumstances (e.g., sluggish recov-
ery). Using data from the Current Population Survey about 18–30 year olds with 
high school but not college degrees, they fi nd that both male and female veterans 
are less likely than nonveterans with similar characteristics to participate in the 
labor force or to be employed, but once employed, earn more than comparable 
civilians. Both married and single veterans display this pattern, but it is statistically 
signifi cant only among those who are married. Because veterans possess character-
istics positively associated with employment (e.g., educated, drug-tested), and 
these are not typically taken into account in media reports, veterans’ disadvantages 
in fi nding employment are LARGER than what is typically reported. The disad-
vantage is particularly large for veterans who performed combat-oriented jobs in 
the military, who do not seem to appeal to employers as much as veterans who 
performed more obviously transferable tasks. On balance, the authors concluded 
that military service may prolong the transition to adulthood by delaying educa-
tion, civilian jobs, or marriage but does not require service members to forego 
those goals. Employment diffi culties may ensue when military members leave 
 service, but when surmounted, service members earn more than their civilian 
counterparts. 

 Hoobler (Chap.   12    ) extends the focus on workplaces to document a line of civil-
ian research examining the degree to which women’s performance evaluations and 
access to advancement are colored by managers’ gender bias. Stereotypes about 
women—including single women—are alive and well, as evidenced by comments 
in 2011 by Simon Murray, Chairman of Glencore:
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   Women are quite as intelligent as men, [but]…they have a tendency not to be so involved 
quite often and they’re not so ambitious in business as men because they’ve better things to 
do. Quite often they like bringing up their children and all sorts of other things… Do you 
think that means that when I rush out, what I’m absolutely desperate to have is young 
women who are about to get married in my company, and that I really need them on board 
because I know they’re going to get pregnant and they’re going to go off for nine months ? 

   Civilian research suggests that supervisors make judgments about employees’ 
family circumstances based on gender rather than other employee characteristics. 
For example, Hoobler’s earlier research showed that supervisors judged women as 
having more family-to-work confl ict than men and were less likely to recommend 
them for advancement (Hoobler, Wayne, & Lemmon,  2009 )—even though women’s 
ACTUAL family-to-work confl ict was LOWER than men’s. 

 There is some evidence that these biases extend into the military. For example, 
substantial proportions of civilians and military trainees and cadets express uncer-
tainty about whether women should serve as military commanders (Matthews, 
Ender, Laurence, & Rohall,  2009 ). There is also evidence that when units are too 
imbalanced by gender, male superiors underrate the performance of female offi cers 
(Pazy & Oron,  2001 ). 

    Discussion and Endorsements 

 The fi rst research question discussed by participants was, “The recent confl icts have 
led to expanded defi nitions of ‘family’ in some military programs, practices, and 
policies. What family issues are most important for military leaders to understand 
regarding single service members?” By far, the most-endorsed response to the 
 question had to do with adjusting, broadening or refi ning defi nitions of ‘family.’ 
A substantial number of endorsements were also given to the concept of under-
standing the impact of technological advances on communications, and offering 
tailored reintegration support for single service members (which might need to be 
different for males and females). Participants also noted that attention needs to 
be given to children of single service members, blended families, “newly” single 
(i.e., divorced), parents of single service members and gay service members who 
are in signifi cant relationships. 

 The second research question asked, “What research questions need to be 
addressed?” The most-endorsed answer suggested that researchers learn more about 
how parents or siblings can be more involved and best supported during the reinte-
gration process. Participants also suggested research examine the experiences of 
single service members, including their peer relationships and social support, factors 
contributing to their resilience and decisions about reenlistment, and the impact of 
deployment on dating relationships. 

 There were also three training discussion questions for this session, the fi rst of 
which asked, “What are the three most serious gaps in the training of students, 
 military providers, and civilian providers as related to single service members?” 
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The most-endorsed responses indicated that training needs to include information 
about educating parents of single service members, and interventions for single 
service members who are parents. The second training question asked, “What do 
service members themselves need to know about family issues?” In the most-
endorsed response, participants suggested that service members need to know that 
resilience and growth occur during all phases of the deployment cycle. Sexual 
harassment was another endorsed topic.The third and fi nal training question of this 
session asked, “What do enlisted leaders need to know?” The most-endorsed 
responses suggested enlisted leaders be trained on how to give service members 
resources to communicate with various family members, and that enlisted leaders 
be alerted to those service members who might at high risk due to lack of social 
support—who may disproportionately be single. 

 The presentations and discussions in this segment of the conference underscored 
the diversity of single service members and also the distinctive aspects of their ‘eco-
logical niche.’ For example, parents represent potentially very important sources of 
support for these service members, but not all parents function in that capacity. Many 
single service members are already parents, and others are still making their way 
through the transition to adulthood. Women may face special challenges because of 
biases imposed by their supervisors regardless of their family circumstances.   

    Session IV: Family Sequelae of Wounds and Injuries 

 In this section, chapters focus on the aftermath of service members being wounded 
or injured during their military service. As rates of survival have risen, so too has the 
prominence of psychological injuries. In addition, the prevalence of bomb blast 
injuries during confl icts in Iraq and Afghanistan has resulted in large numbers of 
‘polytraumatic’ injuries, where brain injuries are combined with other physical and 
psychological injuries. In all cases, life-altering wounds and injuries have the 
 potential to affect family life in a variety of ways. These effects may persist long 
after the period of acute treatment, following service members back to their home 
communities. 

 In Chap.   13    , Gorman and colleagues explore the adjustment of military couples 
in the early aftermath of deployments in which service members sustained physical 
injuries. Focusing on families reunited for 45–90 days following deployment, they 
contrasted husbands and wives in couples where the service member had or had not 
sustained a physical injury. They found signifi cant differences between couples 
with and without injuries on depression and PTSD symptoms but not dyadic adjust-
ment, parental stress, or alcohol abuse. They also found signifi cant differences 
between husbands and wives, and signifi cant interactions between injury and 
 spousal role (i.e., service member, spouse) on parental stress, alcohol use, PTSD, 
and depression, consistent with signifi cant relationships between injury and psycho-
logical adjustment for service members but not spouses. Patterns for depression 
and PTSD symptoms were more pronounced among service members who had 
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sustained a physical injury, as well as elevated levels of parental stress among 
 service members with physical injuries relative to their spouses. The researchers 
interpreted this as evidence that service members but not spouses are experiencing 
compromised psychological health associated with physical injuries. Although 
these results were not consistent with theories about secondary traumatization of 
spouses, the authors suggested that at this early stage of reintegration, diffi culties 
had yet to emerge, perhaps because spouses’ compassion for their partners was 
serving a protective function. 

 In Chap.   14    , Frančišković and colleagues extend the understanding of secondary 
traumatization further by chronicling the knowledge they gained while treating 
 service members and their families in Croatia in the aftermath of confl icts during 
the 1990s. They report initially underestimating the importance of spouses in the 
treatment of service members, but soon coming to understand that treatment seemed 
to promise much greater success when the psychological distress of spouses was 
taken into account. Almost a third of spouses displayed symptoms consistent with 
secondary stress disorder. The authors describe a challenging confl uence of stress-
ors for spouses, who were providing support for the service member while being 
unable to count on receiving spousal support in return. Spouses ‘ran interference’ 
between service members and children, trying to prevent each from causing distress 
in the other, and in so doing, inadvertently encouraged service members to ‘under- 
function’ by avoiding interaction with family members, in turn further increasing 
burden on spouses. The research group’s studies of children suggested that veterans’ 
trauma compromised spouses’ mental health, which in turn promoted internalizing 
symptoms among children. They did not fi nd direct relationships between veterans’ 
traumatic experiences and children’s distress. 

 Griffi n and colleagues (Chap.   15    ) documented the experiences of family members 
providing care for veterans with polytrauma, defi ned as the combination of trau-
matic brain injury with one or more other injuries. About 60 % of the caregivers 
were parents of the care recipient, and about one third of the care recipients had high 
intensity needs for care. In general, many years had passed since the veterans in the 
study were injured, but care needs were still high. Parents were very involved in 
providing care, and both parents and spouses had suddenly taken on new roles as 
caregiver. For parents this represented reverting to a previous role of caregiver for 
their child, but for spouses, this represented the double loss of their partner and their 
role as a wife, as well as the acquired role of caregiver. While parents provided care 
for veterans who were more severely injured, they also had more social resources 
than spouses. The only signifi cant demographic difference by intensity of need was 
that those caring for care recipients with high intensity needs were signifi cantly 
less likely to be working for pay than those caring for care recipients with moderate 
intensity needs, consistent with other data showing that caregiving presents a risk 
for early departure from the labor force. 

 DeGeneffe and Tucker (Chap.   16    ) focus on the community contexts of families 
dealing with traumatic brain injuries. Data came from leaders of state affi liates of 
the Brain Injury Association of America. Participants reported that many 
community- based programs are available, but are insuffi cient to meet families’ 
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needs. Often this was due simply to insuffi cient levels of available services, but 
sometimes there were gaps in the array of services offered. For example, more than 
two-thirds of respondents reported that no training regarding sexuality was avail-
able in their state at all. Caregivers frequently had to coordinate among a complex 
array of systems of community-based care, sometimes including providers with 
insuffi cient understanding of brain injuries. Between 79 and 99 % of respondents rated 
a range of family needs as important, but no more than 10 % of respondents 
rated those needs as fully met. 

    Discussion and Endorsements 

 The fi rst research question participants discussed was, “What are the most important 
research questions to answer regarding recent veterans as they relate to  physical  
injuries and family issues?” The most-endorsed responses focused on the need to 
track family functioning over time, and to conduct qualitative research that docu-
ments the perspectives of multiple family members. Another heavily- endorsed 
response urged greater understanding of “how it is that many wounded warriors 
thrive despite their injuries.” Other highly-ranked topics included how injuries 
impact effective parenting, and how and why caregiving changes over time, with 
particular attention to its economic implications and changes in the quality of care 
provided. 

 The second research question asked participants to consider “the most important 
research questions regarding recent veterans as they relate to  psychological  injuries 
and family issues.” The most-endorsed responses focused on understanding differ-
ences between visible and invisible injuries. In particular, researchers felt it was 
important to understand how injury type affected caregivers’ perceptions of meaning 
and burden related to the injury. The second-most endorsed responses focused on 
secondary traumatization and the co-occurrence of PTSD in the family. For example, 
researchers wondered whether pre-existing PTSD among spouses can trigger symp-
toms among service members or create mutually-reinforcing symptoms; and when 
such circumstances occur, how best to treat them. The third group of endorsed 
answers focused on the long term, including prospects for improvements in the func-
tioning of care recipients and implications of aging caregivers, such as how to replace 
them as they ‘age out’ of being able to provide care, and the potentially negative 
consequences of providing stipends to caregivers, specifi cally whether they could 
promote “staying sick” among veterans with treatable injuries or disorders. 

 When asked to identify the most serious gaps in the training of students, military 
providers and civilians, the most-endorsed answers focused on improving coordina-
tion of care, including engaging “family care teams” rather than simply individual 
caregivers for wounded warriors, and engaging individuals and organizations beyond 
the families of wounded warriors, including schools, employers, and   communities. 
Other endorsed responses focused on expanding caregiver support, education and 
resources so as to reduce strain and prevent burnout. 
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 The second group of popular responses focused on the future, trying to anticipate 
the challenges that care systems will confront in the future, and also anticipating the 
needs of aging caregivers. The third most-popular response was how best to adapt 
treatment interventions for comorbidity. 

 The chapters in this section demonstrate that while the effects of wounds and 
injuries on family members may take time to emerge, they can nonetheless be sub-
stantial and very prolonged. Furthermore, they affect not only spouses and children 
of service members, but to a substantial degree parents and other family members. 
At times the level of care required is intensive, and family members may be faced 
with trying to coordinate complex interactions of multiple systems of care, particu-
larly in the case of polytraumatic injuries. While civilian communities have support 
systems in place, they are rarely seen as adequate to meet families’ needs, and 
accessibility can be a challenge.   

    Conclusions 

    At the 2011 International Research Symposium, which was presented by MFRI in 
partnership with the Center for Deployment Psychology, researchers, scholars and 
clinicians discussed the latest fi ndings in the study of military families. After hear-
ing presentations related to marital and family functioning, parenting and child 
 outcomes, single service members and family sequelae of wounds and injuries, 
those in attendance participated in structured discussions to identify the most pressing 
needs for future research and training. 

 In the area of marital and family functioning, symposium presentations examined 
some of the microprocesses of family life that guide communication during deploy-
ment, as well as processes through which families reconstruct their lives together fol-
lowing service members’ returns. Discussions emphasized the need for measurement 
tools that would allow more consistent understanding of family functioning and 
 reintegration diffi culties, as well as studies that will help to create evidence- based pre-
vention and treatment models for military couples. Participants also identifi ed training 
gaps, including distinguishing between relationship challenges caused by military 
 service and those that commonly occur in relationships independent of military status. 
In addition, participants urged more widespread training on systemic approaches to 
families and ways to maximize the match between needs and resources. 

 In the area of parenting and child outcomes, symposium participants presented 
fi ndings demonstrating elevated use of behavioral health care and psychotropic 
medications among children exposed to recent deployments. They also bolstered 
fi ndings showing that the effects of deployment are mediated through the functioning 
of at-home parents. Participants recommended that researchers conduct longitudinal 
studies of children of combat veterans to examine the impact of deployment on the 
developmental trajectory of children. Participants also recommended studies com-
paring military and civilian children in similar contexts, and investigations of the 
impact of deployment, separation and re-integration on children aged zero to fi ve. 

1 Research and Training About Military Families: Where Are We?
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Particular areas of concern regarding training included caring for the needs of 
 children aged zero to fi ve, and training providers to help military parents ‘coach’ 
their children more effectively. 

 With regard to single service members, symposium presentations focused on the 
distinctive importance of parents for the mental health of single service members, as 
well as the unique features of reintegration for them. When they leave military 
 service, young service members face special challenges in establishing civilian 
employment, and experiences in the workplace may be especially challenging for 
women. Participants recommended that researchers examine ways to better support 
parents and siblings of single service members, as well as studying ways to better 
involve parents and siblings in the reintegration process. They also recommended 
studying “isolated” single service members at and after reintegration. Participants 
suggested paying special attention to research questions that asked whether this 
population is more likely than others to experience problems with drugs, homeless-
ness, and other issues, and endorsed research that tracks family functioning over 
time, especially for veterans who do not receive services from the VA. 

 With regard to training gaps, participants recognized that leaders need to be made 
aware that “optimal” communication patterns can vary widely during deployment, 
since family contact can serve as a positive support or a distraction. To this end, par-
ticipants suggested that single-service members, their families, and noncommissioned 
offi cers receive training on such issues as confl ict resolution and boundary negotia-
tion. A second gap could be fi lled by offering psychoeducation for parents of single 
service members, or whomever is important in service members’ lives, as well as 
providers who work with these parents (or others). 

 In the area of family sequelae of wounds and injuries, symposium presentations 
focused on the aftermath for families in both the short and long terms. While conse-
quences for spouses may not emerge immediately, the long-term challenges for both 
spouses and parents of some injuries can be substantial. Once veterans complete the 
acute phases of their recovery and return to community-based settings, the challenges 
may continue given shortfalls in civilian care systems. Participants recommended 
that researchers examine the factors that distinguish wounded warriors who appear 
able to thrive despite their injuries. Other recommendations included conducting 
qualitative research from the perspectives of different family members, and examin-
ing the phenomenon of care erosion. With regard to training gaps, participants 
 advocated providing training that focuses on coordination of care. Participants also 
urged attention to anticipating future needs to which care system will need to respond, 
especially with regard to aging caregivers. 

 In sum, the presentations and discussions at the third International Research 
Symposium on Military Families provided a rich source of new fi ndings and insights 
about future needs for research and training. The presentations were sometimes pro-
vocative, and the discussions were always animated, but the participants always 
shared an enthusiastic commitment to ensuring that service members and veterans—
and their families—receive support programs and services that fully recognize both 
their strengths and their vulnerabilities.     
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    Abstract     Exchanges of support are fundamental elements of intimate relationships 
and deployment separation may challenge partners’ ability to provide and receive 
support due in part to challenges in “staying connected”. Two studies examined 
daily exchanges of support between deployed service members and their partners at 
home. Although partners were geographically separated from a deployed member 
of the National Guard, all reported communicating with their partners during the 
7-day study period. Our fi ndings suggest that military couples frequently use inter-
active forms of communication (e.g., phone, Skype, instant messaging) though 
families generally are not able to schedule their contacts with one another during 
military deployment. Further, all partners reported providing and receiving support 
during the study period. Notably, decisions and disagreements were reported infre-
quently. Our fi ndings underscore that access to multiple modes of communication 
can facilitate providing supportive contact between deployed military members and 
their families at home.  

     Keywords     Communication •     Relationship support •     National Guard  
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     Exchanges of support are fundamental elements of intimate relationships, and 
 married partners signal support for one another in many ways including physical 
contact, listening, and tangible assistance (Bradbury & Karney,  2004 ;    Cutrona, 
Shaffer, Wesner, & Gardner,  2007 ; Diamond, Hicks, & Otter-Henderson,  2008 ; 
Schmitt, Kliegel, & Shapiro,  2007 ). Marriages characterized by high levels of such 
support provide protective buffers against economic, emotional, relational and daily 
challenges that many couples may experience during challenging times of height-
ened stress (Conger, Rueter, & Elder,  1999 ; Ledermann, Bodenmann, Rudaz, & 
Bradbury,  2010 ). Importantly, partners’ established patterns of communicating sup-
port with one another are challenged at times when they are geographically sepa-
rated (e.g., schooling, business trips, military deployments; Merolla,  2010a ). Thus, 
we examined communication between married service members who are deployed 
and their partners at home, particularly their daily exchanges of support. 

 Deployment separation often is a stressor for close relationships particularly 
when the deployment is to a combat zone (e.g., Aducci, Baptist, George, Barros, & 
Goff,  2011 ;    Dimiceli, Steinhardt, & Smith,  2010 ; Schumm, Bell, & Gade,  2000 ). 
Moreover, specifi c supportive behaviors partners would typically use (e.g., physical 
touch, relief from responsibilities) are not available in response to daily stressors 
during deployment. Further, one of the most prevalent problems reported in the 
daily life of spouses of deployed military members in combat zones is diffi culty 
sending or receiving communications with their deployed partner (SteelFisher, 
Zaslavsky, & Blendon,  2008 ; see review MacDermid Wadsworth,  2010 ). In addi-
tion, most National Guard families tend to face the deployment of their service 
member isolated from both the military community and the civilian community that 
does not have a service member deployed. 

 Throughout history, modes of communication have changed for partners of 
deployed military members to combat zones. During World Wars I and II, letters 
and packages were the primary source of communication. During the Korean War 
and Vietnam confl ict, military members had limited access to two-way communica-
tion home through the Military Affi liate Radio System (MARS). Since Operation 
Desert Storm, access to facsimile (fax), email, videotapes, and teleconference has 
become available (   Ender,  2005 ; Schumm, Bell, Ender, & Rice,  2004 ). Although 
new modes of communication continue to emerge (e.g., Facebook, Twitter, Skype), 
communication concerns remain for deployed military members in combat zones 
and their family members to “stay connected” in real time. Technological advances 
such as phone access and internet provide military families with a range of options 
for interactive communication during combat deployments (Hertlein,  2012 ; 
Schumm et al.,  2004 ), yet little is known about whether or how often these modes 
are used to exchange support between partners. Moreover, although disruptions in 
communication may be anticipated, when access to these technologies is limited, or 
security concerns (e.g., lack of privacy, potential for breach of classifi ed informa-
tion) hinder what can be shared with families, exchanges of support may be further 
disrupted (Frisby, Byrnes, Mansson, Booth-Butterfi eld, & Birmingham,  2011 ; 
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Hinojosa, Hinojosa, & Högnäs,  2012 ; Sahlstein, Maguire, & Timmerman,  2009 ). 
For example, it is likely that a spouse may not realize his or her partner is attempting 
to provide support because of the constraints placed on communication by the sepa-
ration (e.g., not being able to see the partner’s non-verbal cues or hear them clearly). 

 In light of anticipated challenges to partners’ supportive exchanges during 
deployment, we investigated frequency and context of daily communication using 
daily diary methods. Capturing partners’ day-to-day contact may uncover patterns 
of communication between geographically separated spouses that are otherwise 
missed in studies examining intermittent or retrospective reports of partner com-
munication. Notable advantages of daily diary methods include: (1) assessing actual 
“lived” events of partners; (2) gathering reports of partners closer in time to the 
events of interest; (3) allowing ample opportunity for partners to experience events 
of interest; and (4) providing data that refl ect short-term (day-to-day) changes and 
variability in target events and outcomes (Bolger, Davis, & Rafaeli,  2003 ; 
Laurenceau & Bolger,  2005 ). We investigated the variety and frequency of multiple 
modes of communication reported by state-side partners of deployed military mem-
bers to a combat zone. Additionally, we investigated partners’ provision and receipt 
of support, decision making, and disagreements using data from the daily diary 
portion of a feasibility study examining the impact of deployment on National 
Guard service members and their families. Two studies examining real-time com-
munication between military members and their partners during deployment are 
described: (1) an initial feasibility study and (2) data from a preliminary sample 
from a study of military families facing deployment to a combat zone. 

    Feasibility Study 

    Participants 

 Ten partners of deployed National Guard service members who participated in a 
prior study were contacted for participation in this feasibility study. To be eligible, 
partners had to be continuously married to a deployed National Guard member 
throughout the deployment. Of these 10 partners, two did not meet inclusion criteria 
because the relationship had terminated and one declined to participate. The seven 
remaining partners consented to participate and were all European American and 
wives that had been married to the service member for 9.5 years, on average (SD 
8.8). The mean age for military members (as reported by their partner) was 39 years 
old (SD 6.6) and the mean age for wives was 37 years old (SD 7.1). The highest 
level of education was a bachelor’s degree for most military members (n = 5) and 
some college for wives (n = 5). Military members had spent 15.5 years on average 
in the military (SD 6.4) and had experienced 2.2 military deployments on average 
(SD .75; range = 1–3) in the previous 5 years.  
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    Measures 

 Spouses completed a web-based end-of-day daily record of communication with 
the deployed service member for 7 consecutive days. A link to a web-based daily 
diary was emailed to each participant each evening. Daily assessments recorded 
participants’ experiences between awakening and retiring on a given day. 
Assessing experiences at the end of the day reduces bias due to errors in memory 
that can affect self-reports when long time intervals elapse between events and 
reporting. Compared to assessments occurring several times per day, end-of-day 
diaries can keep participants from feeling overly burdened when many repeated 
assessments are made (   Stone & Shiffman,  2002 ). Of the seven participants, three 
provided data for all 7 days, with a total of 41of a possible 49 daily observations 
completed. 

    Modes of Communication 

 Participants reported on their daily use of phone, webcast, email, instant messaging, 
blog, letter, and package by mail to communicate with deployed partners. For each 
contact, participants reported who initiated the contact, time of contact in 3 h incre-
ments (e.g., 6:00 a.m. to 9:00 a.m.; 9:00 a.m. to noon), duration of contact, and 
whether the contact was scheduled. For each communication mode (e.g., emailing, 
instant messaging) with the exception of phone calls, all contacts within the same 
3 h interval were counted as one session of contact.  

    Context of Communication 

 Participants reported the context of each contact with their deployed partner includ-
ing: their location (e.g., home, offi ce) and their deployed partners’ location (on 
base, off base), their own mood during each contact (ranging from 0 = very bad to 
10 = very good), and their children’s participation in the communication (i.e., Were 
your children present? Did they participate?).  

    Support Exchanges 

 Participants reported provision of support to their deployed partners with four items 
(i.e., provide support, provide information, shared feelings, ask questions), and 
receipt of support with three items (i.e., received support, shared feelings, felt con-
nected), each rated as “not at all”, “some”, or “a lot.” Responses from these items 
were combined to create a dichotomous variable representing whether or not par-
ticipants’ provided (or received) support (i.e., endorsed at least one item as “some” 
or “a lot”) during each contact with their deployed partners. 
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 Participants reported their communication involving disagreements and decision 
making differently for temporally proximal and interactive modes (i.e., phone calls, 
email, instant messaging, webcasts) than for temporally distal, independent modes 
(i.e., letters, packages, blogs). For the proximal modes of communication, partici-
pants reported whether they resolved a disagreement on any topic, “Did you and 
your partner discuss a new or existing disagreement?” and whether they made a 
decision, “Did you and your partner make decisions?” (rated as “not at all”, “some”, 
or “a lot”). No specifi c guideline as to type of decision or disagreement was given. 
For the distal modes of communication, participants reported whether they 
 addressed  a disagreement or decision. Responses for each item were combined to 
create dichotomous variables refl ecting whether or not disagreements were resolved 
(or addressed) and whether or not decisions were made (or addressed).  

    Patterns of Communication 

 On the last day, participants reported whether their own and their partner’s initiation 
of contact with one another during the study period was more, about the same, or 
less than usual. Open-ended questions assessed reasons for atypical contact during 
the study period. Participants also reported their next scheduled contact with their 
partner.   

    Daily Communication 

 All seven wives reported having at least one contact with their deployed partners 
during the study period. Across all wives and all days of our feasibility study, con-
tact with deployed partners included 14 phone calls, 11 email sessions, 3 instant 
messaging sessions, and 1 blog. No wife reported using webcasts, letters, or pack-
ages during the study period. Most wives reported one mode of contact each day; 
however, three wives used email or instant messaging on the same day as they had 
a phone call. 

    Phone 

 Most wives (n = 5) received a phone call from their deployed partners during the 
study period (with a range of 1–6 phone calls received). The duration of the phone 
calls ranged from 5 to 45 min. During most phone calls, wives reported being at 
home (10 of 14 phone calls). Children were present during nine of the 14 phone 
calls but actively participated in only three of these phone calls. Wives often rated 
their mood as “10” (very good) while talking with their deployed partner (9 of 14 
phone calls). Only one participant reported that her phone call was scheduled (i.e., 
the participant knew when her deployed partner would be calling).  

2 Daily Support During Deployment
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    Email 

 Three wives reported initiating email contact with their deployed partners during 
the study period (10 of 11 email sessions), and one reported that her deployed part-
ner initiated email contact with her. Most wives reported being at home during 
email sessions (9 of 11 email sessions). Children were not present during any of the 
email sessions. No wife rated her mood as “10” while communicating with her 
deployed partner through email (reports of mood ranged from 5 to 8). None of the 
email sessions were scheduled.  

    Instant Messaging 

 Instant messaging sessions were reported by two wives during the study period. Wives 
reported that their deployed partner most often initiated these sessions (2 of 3). For all 
instant messaging sessions, wives reported that they were at work or home. Children 
were not present during any of the instant messaging sessions. No wife rated her 
mood as “10” while instant messaging with her deployed partner (reports of mood 
ranged from 3 to 9). None of these sessions was scheduled.  

    Blog 

 Most wives reported that they did not keep blogs (n = 5). One wife who reported 
blogging was at home and her children were not present.   

    Support Exchanges During Daily Communication 

 Wives reported giving support (e.g., provide information, shared feelings, ask 
questions), to their deployed partners during each of the 14 phone calls and the one 
blog. Wives also reported providing support in nearly all email sessions (10 of 11 
sessions) and instant messaging sessions (2 of 3 sessions). Wives likewise indi-
cated receiving support (e.g., shared feelings, felt connected) from their deployed 
partners during each phone call and each instant messaging session. Similarly, 
most wives reported receiving support from their partner during email sessions 
(8 of 11 sessions). In contrast, few decisions were reported during phone calls (5 of 
14 calls) or email sessions (2 of 11 sessions). No decisions were reported during 
instant messaging or the blog post. Only one wife reported resolving a disagree-
ment with her deployed partner during a phone call, and no wife reported resolving 
a disagreement during email communication, instant messaging sessions, or in a 
blog (see Fig.  2.1 ).

A.J. Seidel et al.



27

       Patterns of Daily Communication 

 Some wives (n = 3) reported that the amount of contact they had initiated with their 
deployed partners during the study period was typical (i.e., about the same as usual), 
whereas all others reported less contact than usual with their deployed partners (“he 
doesn’t have access to a computer as easily as he did when he fi rst arrived”, “we 
haven’t been getting along”, “just keeping him updated on things at home”). 
Regarding contact initiated by deployed partners during the study period, three 
wives reported typical contact, two wives reported less contact than usual (“can’t 
get to his computer as easily”), and two wives reported more contact than usual 
(“Needed to talk about some problems he was having, hear a friendly voice”; 
“Getting ready to return home”). Only one wife knew when the next contact would 
take place, and another two indicated that it would be whenever the deployed part-
ner had time. 

 Findings from our feasibility study indicated that the method of using seven 
consecutive daily diaries was suffi cient to capture a variety of communication 
modes involving support exchanges in real time. Given the success of recruiting 
partners who completed daily reports of their communication with deployed mili-
tary members, we elected to include this method as part of an ongoing study with 
National Guard service members and their families. Notable revisions included 

  Fig. 2.1    Proportion of contacts where support was provided or received, decisions were made and 
disagreements resolved for each mode of communication in the feasibility study       
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addition of items assessing Facebook and Twitter to our daily diary. Moreover, two 
open ended questions were added requesting participants to sample topics partners 
discussed during their communications on any particular day, and other issues on 
their mind that they did not purposefully communicate with their partners on a par-
ticular day.   

    Family Journeys Study 

    Participants 

 Forty-fi ve partners of deployed National Guard service members who participated 
in a prior wave of the Family Journeys Study were contacted for participation in a 
daily diary study of communication with their deployed partner. To be included in 
the daily diary portion of the study participants had to be in a committed relation-
ship and live with the deployed National Guard member prior to deployment. To 
date, 39 partners have completed the initial daily diary component of the ongoing 
study. The majority of partners were married to the deployed military member (n = 32). 
Partners had been in a relationship with the service member for 7.2 years, on aver-
age (SD 5.9). The mean age for military members was 33-years-old (SD 8.5) and 
the mean age for partners was 31-years-old (SD 8.0). The highest level of education 
was some college for most military members (n = 16) and some college for partners 
(n = 15). Military members had spent 8.5 years on average in the military (SD 6.4) 
and had experienced 1 military deployment on average (SD .89; range = 0–3) in the 
previous 5 years. The majority of participants were female (n = 35) and Caucasian 
(n = 35). Most participants had at least one child living with them (n = 31) with 
a wide range in child age among participants (2–21 years-old). The mean child 
age was 9.44 (SD 5.42). A total of 181 of a possible 273 days of daily observations 
(39 participants × 7 days) were completed. Five participants provided data for all 
7 days, with an average of 5 days of completed diaries across all participants.  

    Daily Communication 

 Across all days of our study, all partners reported communicating with deployed 
military members at least once during the study period. In addition, all modes of 
communication (except Twitter) were used by at least one couple. The modes of 
communication reported most frequently (by at least half of the participants) 
included Facebook (n = 26), Skyping (n = 25), instant messaging (n = 24), and 
phone calls (n = 22). Other forms of communication reported less frequently (i.e., 
by less than half of the participants) included email sessions, packages, letters, and 
blog posts. It is important to note that most partners reported one or two modes of 
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contact each day; however, many partners used multiple modes of communication 
or the same mode multiple times in a single day (see Fig.  2.2 ). Frequent modes of 
communication are detailed.

      Facebook 

 Participants were asked to report whether they communicated on Facebook with 
their partner (For example, “post on your partner’s wall, post something on your 
wall you intend on your partner seeing, etc.”). They were also asked a similar ques-
tion about their partners’ communication with them on Facebook. Facebook posts 
were reported by 26 partners during the study period (with a range of 1–4 days of 
posting during the study period). Partners reported posting items or information on 
Facebook 60 times and that their deployed partners posted 48 times on Facebook. 
For Facebooking sessions, partners were most often at home while using Facebook 
(82 of 108 posts). Facebooking was primarily an adult interaction as children par-
ticipated in only 4 of the Facebooking sessions to deployed partners. Almost half of 
participants rated their mood as “10” while posting to or reading posts from their 
deployed partners (reports of mood ranged from 3 to 10). Scheduling a post on 
Facebook almost never occurred (1 of 108 posts).  

   Skype 

 Participants were asked to report whether they “participated in a webcast/video 
 conference/Skype”. Many partners (n = 25) reported Skyping with their deployed 
partner during the study period (with a range of 1–4 Skype conversations during the 
study period) and 11 partners reported Skyping twice in 1 day. Couples varied in the 
amount of time they spent talking over Skype (range 10–180 min). During most 
Skype calls, partners reported being at home (59 of 64). Skyping included children 
during 32 of the 64 Skype calls and actively participating in 27 of these calls. 
Additionally, partners often rated their mood as “9” or “10” (very good) while talk-
ing with their deployed partner (39 of 64 call). Also, scheduling Skype occurred 
about one third of the time (28 of 64 calls).  

Partner 1 SK IM IM EM FB IM IM IM EM SK PH IM
Partner 2 PH SK IM EM PH SK EM RB PH SK PH PH SK

FBFBSKFB
FB

FBFBPHPartner 3 
SKEMFBPartner 4 SK

PHSKEMPHPartner 5 PH EMPHPHPHEM

EM EM EM PH PH

EM

Day 7

EMEMEMEMIM EM

Day 1 Day 2 Day 3 Day 4 Day 5 Day 6

SK = Skype PH = Phone IM = Instant messenger  EM = Email FB = Facebook 

FB

  Fig. 2.2    Daily communication of partners who completed all seven days of the diary in the Family 
Journey’s Study.  SK  Skype,  PH  Phone,  IM  Instant messenger,  EM  Email,  FB  Facebook       
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   Instant Messaging 

 Instant messaging sessions were reported by 24 partners during the study period 
(with a range of 1–7 days of messaging during the study period). Partners were 
often at home (61 of 80 sessions), and deployed partners initiated most sessions (59 
of 80). Children were not often involved in instant messaging (participating in 10 of 
the 80 instant messaging sessions). Partners infrequently rated their mood as “10” 
while instant messaging with their deployed partners (4 of 24 partners). In addition, 
instant messaging was unlikely to be scheduled (4 of 80 sessions).  

   Phone 

 Many partners (n = 22) received a phone call from their deployed partners during 
the study period (with a range of 1–7 phone calls received). Couples varied in the 
length they talked on the phone (range 1–90 min). During most phone calls, partners 
reported being at home (49 of 65 phone calls). Although children were present dur-
ing half of the phone calls (30 of the 65 phone calls), similar to Skyping, children 
actively participated in only 11 of these phone calls. Additionally, about one third of 
partners rated their mood as “10” (very good) while talking with their deployed 
partner (26 of 65 phone calls; mood ranged from 2 to 10). Phone calls were sched-
uled about one fi fth of the time (13 of 65 phone calls).   

    Support Exchanges During Daily Communication 

 Partners reported giving support (e.g., providing information, sharing feelings, ask-
ing questions), to their deployed partners during each of the 53 Skype conversations 
and during each of the 65 phone calls. Partners also reported providing support dur-
ing almost all instant messaging sessions (51 of 52 sessions) and Facebook posts 
(56 of 60 posts; see Fig.  2.3 ). Examples of providing support also was reported in 
the open ended question about the topics covered during each day. For instance, “I 
just emailed to say that I loved him and hoped he was safe.” Another partner related, 
“I just let him know a quick cute incident that happened with the kids in the hopes 
it would bring a smile to his face and make him feel a little more connected.”

   In addition, partners indicated receiving support (e.g., providing information, 
sharing feelings, asking questions) from their deployed partners during all Skype 
conversations and instant messaging sessions. Partners also reported receiving sup-
port during most Facebook posts (43 of 48 posts received) and phone calls (64 of 65 
calls) from deployed partners (see Fig.  2.3 ). Comments from partners also refl ected 
support received from their deployed partner, “He sent me fl owers for my upcoming 
birthday.” Support may also be received during multiple communications through-
out the day,
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  Early on in the day he communicated with me about something he needs me to send him. 
Then he emailed me in the middle of the day just to encourage me and tell me how proud 
he was of me. When we talked I shared about some exciting things from my day and he 
asked me questions about that. At night instant messaging and emailing was about an issue 
with … that was frustrating me … so we discussed that and he backed me up and let me 
know he supported me because I was supporting him. 

   In contrast to the frequency of giving and receiving support, decision making 
was reported in just over half of the Skype conversations (35 of 53 calls) and instant 
messaging sessions (37 of 52 sessions). Furthermore, decision making was reported 
in about half of the phone conversations (34 of 65 phone calls) and infrequently in 
Facebook posts; (24 of 108 total posts see Fig.  2.3 ). An example of decision making 
included, “how much to pay our handy man for work he is doing for us.” and, “fi nd-
ing a new place to live.” Another partner reported, “I let him know the details from 
a meeting I had this morning … I’ve been trying to determine if I … and my hus-
band disagrees with me. He took great care to voice his concern/opinion but not do 
it in a negative way.” 

 Few partners reported discussing a disagreement during any mode of communi-
cation (14 of 108 total Facebook posts; 13 of 53 Skype conversations; 10 of 52 
instant messaging sessions; and 9 of 65 phone calls) with deployed partners (see 
Fig.  2.3 ). Indications of disagreements include, “I asked my husband why he didn’t 
say anything to me when he was online. I told him I leave my computer on. I let him 
know that it made me cry this morning to see he was on before I got on and no mes-
sage.” Another partner reported, “He hurt my feelings and must have caught on to 
the fact that he did. He was apologetic.”  

  Fig. 2.3    Proportion of contacts where support was provided or received, decisions were made and 
disagreements resolved for each mode of communication in the Family Journey’s Study       
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    Patterns of Daily Communication 

 During the last day of the study, overall communication patterns during the week 
were assessed. Most partners (n = 21 of 29 reporting) indicated that the amount of 
contact they initiated with their deployed partners during the study period was typi-
cal (i.e., about the same as usual). Some reported initiating less contact (n = 5) with 
their deployed partners (“he only gets online when he gets a chance”, “didn’t get 
much feedback from his last time, thought maybe he wasn’t interested in communi-
cating”, “he was on missions”, “she was on a different base”). Others reported ini-
tiating more contact (n = 3) with their deployed partners (“I fi nd myself getting 
lonely”, “I wanted to hear his voice and see his face. I want him to know how much 
love he has waiting for him when he gets home”). Regarding contact initiated by 
deployed partners during the study period, 20 partners reported typical contact, fi ve 
partners reported less contact than usual (“been on missions”, “limited internet 
access on the base this week”), and four partners reported more contact than usual 
(“because of the holidays coming up”; “he said he missed me a lot and wanted to see 
me and hear my voice”). Further, about one half of partners (14 of 29) knew when 
the next contact with their deployed partner would take place.   

    Discussion 

 Our fi ndings suggest that, despite challenges of geographic separation, partners are 
able to sustain communication that often includes supportive exchanges (Joseph & 
Afi fi ,  2012 ; Merolla,  2010a ). Further, our fi ndings suggest that military couples 
frequently use interactive forms of communication (e.g., Facebook, phone, Skype, 
instant messaging), consistent with earlier research indicating that phone calls, 
emails, instant messaging, and blogs are the most frequent modes of communica-
tion used by families during military deployment (Merolla,  2010b ). We also found 
that families generally are not able to schedule their contacts with one another dur-
ing military deployment (Sahlstein et al.,  2009 ). 

 Notably, all wives reported providing and receiving support during the study 
period (see Figs.  2.1  and  2.3 ), and support exchanges were reported for each mode 
of communication used. As positive support exchanges (Bradbury & Karney,  2004 ) 
and marital communication (   Ledermann et al.,  2010 ) have been linked with higher 
marital quality and greater marital stability, if the patterns of support exchanges are 
disrupted through geographic separation, couples relationships may suffer. On the 
other hand, if partners are able to sustain patterns of support exchanges during 
geographic separation, their marriages may be resilient to the stresses associated 
with geographic separation. Further, our fi ndings of infrequent reports of resolving 
disagreements during all modes of communication or making decisions echo earlier 
work where wives reported avoiding disagreements and trying to stick to everyday 
matters when communicating with their deployed partners (Sahlstein et al.,  2009 ). 
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Moreover, sticking with everyday matters may also keep service members from 
being distracted and their performance being negatively affected by worries about 
home that are being communicated. Partners provided examples of communication 
that include, “happenings at home”, “weather differences between here and there”, 
“how we spent our days”, “decorating for the holidays”, “hair cut”, “how the kids 
are doing”. 

 By nature of the fact that children often live in the same house as their parents, 
they are sometimes present during their parents’ support exchanges. Little 
research has been done to demonstrate the frequency or effect of children partici-
pating with parents in support communication. In our illustration, children were 
present during some of the communications, mostly listening in to the conversa-
tion. In previous research on wives’ experiences during deployment, mothers 
reported the importance of their children talking with their deployed father on the 
phone as a way for them to gain authority and respect from their children 
(Sahlstein et al.,  2009 ). 

 Findings from our feasibility study and the Family Journeys Study indicated that 
the method of using seven consecutive daily diaries was adequate to capture a vari-
ety of communication modes involving support exchanges in real time. However, 
improvements to our assessment strategy may increase participants’ compliance 
with daily diary methods. For example, adding a single item at the beginning of 
each daily diary assessing whether communication with the deployed partner had 
occurred on that particular day may reduce missing diary days. It is possible that, on 
days when no communication with the deployed partner had taken place, partici-
pants elected not to complete the daily diary assuming they had nothing to report. 
Moreover, instructions for completing the daily diary should emphasize the impor-
tance of accessing and completing each diary each day of the study period. Although 
some information about support exchanges, decisions, and disagreements were elic-
ited from the additional question asking about topics that were addressed, more 
information could be obtained by asking participants to describe a supportive 
exchange, decision or disagreement. 

 Despite the strength of our daily assessments focusing on modes of communica-
tion and support exchanges, limitations of our study should be noted. Our sample 
reported communication for only 1 week of deployment. A larger sample of fami-
lies and multiple diary assessments throughout the deployment would afford greater 
opportunity to capture support communication over time. In addition, although chil-
dren often were present some communications, reports about the communication 
between children and their deployed parents were limited. More research on chil-
dren’s exchanges of support with their deployed parents is needed (Sheppard, 
Malatras, & Israel,  2010 ). 

 Furthermore, this chapter is a descriptive representation of daily support 
exchanges between deployed service members and their partners. When more data 
are available, an in-depth look at daily support exchanges and partner well-being 
can be explored. In addition, work examining differences between the modes of 
communication can be conducted to determine if some modes are more conducive 
to communicating support during deployment. Importantly, future work should 
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examine whether frequent daily support exchanges are associated with relationship 
outcomes such as relationship quality during deployment and relationship resiliency 
during reintegration. 

 Our study of daily support exchanges in military families provides an initial 
glimpse into the ways in which spouses interact and communicate support for one 
another while separated during deployment (Karney & Crown,  2007 ; for miscom-
munication or communication problems during deployment see Hinojosa et al., 
 2012 ). Our fi ndings regarding daily support exchanges extend existing knowledge 
by revealing that partners used multiple modes of contact to exchange support with 
one another. Clinicians, practitioners, and others should be aware of the importance 
of providing multiple modes of communication for deployed partners to sustain 
supportive contact with families at home. More attention to support exchanges dur-
ing deployment and resiliency of military families clearly is warranted.     
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    Abstract     Reunion following deployment is a critical juncture for returning service 
members and their romantic partners. Studies suggest that reintegration can be an 
emotionally volatile period of heightened expectations, profound joys, and unex-
pected frustrations. We draw on the  relational turbulence model  to shed light on 
how military couples navigate the reentry period. The model argues that times of 
transition are turbulent within romantic relationships because people encounter 
relational uncertainty as well as interference from partners in their everyday rou-
tines. We devote this chapter to reviewing the model’s assumptions, describing data 
from investigations involving recently-reunited romantic partners, proposing rec-
ommendations for practice, and delineating pathways for future research.  

  Keywords     Interference from partners   •   Military deployment   •   Relational turbu-
lence   •   Relational uncertainty   •   Transitions  
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        The cycle of deployment and reunion is emotionally charged for U.S. military 
 personnel and their romantic partners. During a tour of duty, service members focus 
on accomplishing their mission and protecting the safety of those around them 
(Hosek, Kavanagh, & Miller,  2006 ), and at-home partners shoulder sole responsi-
bility for running the household, managing fi nances, and caring for children 
(Merolla,  2010 ; Wood, Scarville, & Gravino,  1995 ). Although many military cou-
ples eagerly await reunion, sometimes with romanticized expectations of what the 
reintegration period will be like (Wood et al.,  1995 ), the post-deployment transition 
presents new obstacles (Sahlstein, Maguire, & Timmerman,  2009 ; Wiens & Boss, 
 2006 ). Returning service members may have trouble acclimating to the changes that 
transpired while they were away (Bowling & Sherman,  2008 ), partners who man-
aged the household autonomously during the deployment may fi nd it diffi cult to 
cede their decision-making power (Gambardella,  2008 ), and both people may be 
unsure how to reestablish physical and emotional intimacy (Vormbrock,  1993 ). 

 The challenges posed by reunion have led some scholars to argue that reintegrat-
ing service members back into home life can be more diffi cult than deployment 
itself (Huebner, Mancini, Wilcox, Grass, & Grass,  2007 ; Mmari, Roche, 
Sudhinaraset, & Blum,  2009 ). In fact, military personnel and at-home partners can 
experience heightened levels of depression, anxiety, post-traumatic stress disorder, 
and dyadic distress during the 6 months following homecoming (McNulty,  2005 ; 
Nelson Goff, Crow, Reisbig, & Hamilton,  2007 ; Renshaw, Rodrigues, & Jones, 
 2008 ). Unfortunately, however, much remains unknown about the relationship char-
acteristics that impede dyadic well-being upon reunion (Bowling & Sherman,  2008 ; 
Palmer,  2008 ; Sayers,  2011 ). 

 We have collaborated with colleagues over the past decade to construct a theory 
that may shed light on this topic. The  relational turbulence model  distinguishes the 
relationship parameters that foster upheaval during times of transition within roman-
tic relationships (Knobloch & Theiss,  2010 ; Solomon & Knobloch,  2004 ; Solomon 
& Theiss,  2011 ). Our goal is to synthesize our scholarship on the model to illumi-
nate how military couples negotiate the post-deployment transition. We allocate the 
bulk of this chapter to explaining the model’s core premises and describing empiri-
cal tests conducted both inside and outside the context of military couples. We con-
clude by identifying implications for practice and directions for future inquiry. 

    Using the Relational Turbulence Model to Understand 
Reintegration 

    Things are much more intense, the good times are better, the sex 
is incredible, the fi ghts are more intense as well.  

 – at-home Army wife, 37 years old 

   The relational turbulence model (depicted in Fig.  3.1 ) seeks to explain how 
romantic partners experience times of transition (Solomon & Knobloch,  2001 , 
 2004 ). According to the model,  transitions  are periods of discontinuity within 
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interpersonal relationships marked by changes in how people defi ne their partnership 
and act toward each other (Knobloch,  2007 ). The model proposes that day-to- day 
events take on heightened signifi cance during times of transition (Solomon, Weber, 
& Steuber,  2010 ).  Relational turbulence  is people’s tendency to be cognitively, 

Sample Cognitive Markers:

Hurt appraised as more severe
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Relationship viewed as more tumultuous

Sample Emotional Markers:
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Increased autonomy

Changes to Relationships

  Fig. 3.1    The relational turbulence model in the context of reintegration following deployment       
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emotionally, and behaviorally reactive to relationship circumstances that otherwise 
would be relatively commonplace. The model argues that individuals draw extreme 
conclusions, feel intense emotions, and behave in polarizing ways during transi-
tions. Both positively-valenced and negatively-valenced events may be more conse-
quential to people when relationships are in fl ux (e.g., a small romantic gesture 
takes on added importance, a partner’s mildly annoying habit becomes fodder for 
confl ict, a constructive suggestion is interpreted as a critical jab).

   Relational turbulence, the core outcome in the model, is an umbrella construct 
that encompasses a diversity of cognitive, emotional, and behavioral markers of 
upheaval (Solomon & Theiss,  2011 ). Examples include (a) cognitive appraisals of 
irritations, (b) feelings of anger, sadness, and hurt, and (c) behaviors such as avoid-
ing communication about sensitive issues (Solomon et al.,  2010 ). As these examples 
make clear, relational turbulence is not a proxy for people’s perceptions of intimacy, 
closeness, commitment, or satisfaction (e.g., Theiss & Knobloch,  in press ). Rather, 
relational turbulence indexes the cognitive, emotional, and behavioral ways indi-
viduals are reactive to daily events that would be quite routine if partners were not 
in the midst of a transition (Solomon & Theiss,  2011 ; Solomon et al.,  2010 ). 

 Scholars have employed the relational turbulence model to shed light on a vari-
ety of transitions within romantic relationships, including how dating partners nego-
tiate the transition from casual dating to serious involvement, how romantic couples 
cope with infertility, and how spouses manage a breast cancer diagnosis (Solomon 
et al.,  2010 ). More importantly for our purposes, a growing body of research implies 
that the model has utility for understanding how military couples navigate the tran-
sition from deployment to reintegration. The following subsections discuss our 
work on this front. 

    Changes to the Relationship 

    We both experienced very different lives through the 
deployment, and it was an adjustment to become a 
married couple again.  

 – at-home National Guard wife, 30 years old 

   A central assumption of the relational turbulence model is that romantic couples 
are inundated by changes to their relationship during times of transition (Solomon 
& Theiss,  2011 ; see Fig.  3.1 ). To test this claim in the context of reunion following 
deployment, Knobloch and Theiss ( 2012 ) asked 259 recently-reunited individuals 
(137 service members, 122 at-home partners) to answer the following question: “In 
what ways, if any, did your relationship change after deployment compared to 
before deployment?” Participants’ responses were content analyzed and then coded 
into 10 categories by a team of independent judges (Krippendorff’s α = .81). Ten 
changes were salient to military couples during reintegration: (a) their relationship 
grew stronger, (b) they valued their relationship more, (c) they had problems recon-
necting, (d) they had diffi culty communicating, (e) one or both partners grew more 
autonomous, (f) they encountered changes in fi nances and employment, (g) they 
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experienced changes in sexual behavior, (h) they had problems reintegrating the 
service member into daily life, (i) their relationship contained more confl ict, and (j) 
they contemplated separation or divorce. See Table  3.1  for exemplars in partici-
pants’ own words.

   These data are valuable for depicting the kinds of upheaval that may transpire 
upon reunion. They also imply a good news/bad news scenario for military couples 
facing reintegration. A cause for optimism is that 33 % of people’s substantive com-
ments noted that they grew stronger as a couple or that they appreciated their partner 
more. In contrast to work highlighting the destructive outcomes of deployment, 
these fi ndings echo other results implying that separation during a tour of duty can 
be constructive for military couples (e.g., Hosek et al.,  2006 ; Karney & Crown, 
 2011 ; Newby et al.,  2005 ). Conversely, a cause for pessimism is that participants 
noted a host of ways that their relationship was harmed by deployment. The rela-
tional turbulence model recognizes that times of transition open the door for both 
dyadic growth and dyadic decline (Solomon & Theiss,  2011 ); the vital task is pin-
pointing the relationship characteristics that leave some military couples vulnerable 
to turbulence. We turn to that issue next.  

    Relational Uncertainty: An Intrapersonal Mechanism 
of Turbulence 

    How can we try to reconnect after such a long separation?  

 – deployed Army husband, 23 years old 

   The relational turbulence model delineates two processes to explain why transi-
tions are fi lled with upheaval (see Fig.  3.1 ). The model’s intrapersonal explanation 
for turbulence emphasizes the multitude of questions that materialize when roman-
tic relationships are in fl ux.  Relational uncertainty  is the degree of confi dence peo-
ple have in their perceptions of involvement within interpersonal relationships 
(Knobloch,  2010 ; Knobloch & Solomon,  2002a ). More colloquially, relational 
uncertainty is how sure or unsure individuals are about the dynamics of a relation-
ship. Although relational uncertainty and relationship satisfaction tend to be nega-
tively correlated (Knobloch,  2008a ; Knobloch & Knobloch-Fedders,  2010 ), 
relational uncertainty is distinct because it indexes how defi nitive, conclusive, and 
decisive people are in their judgments about involvement (Knobloch & Theiss, 
 2011a ; Theiss & Knobloch,  in press ). 

 Relational uncertainty arises from self, partner, and relationship sources (Berger 
& Bradac,  1982 ; Knobloch & Solomon,  2002a ).  Self uncertainty  involves the ques-
tions people have about their own participation in a relationship. Sample items mea-
suring self uncertainty include “How certain are you about your view of this 
relationship?” and “How certain are you about how important this relationship is to 
you?” (Knobloch & Solomon,  1999 ).  Partner uncertainty  indexes the questions 
individuals have about their partner’s participation in a relationship. Sample items 
include “How certain are you about how your partner feels about your 

3 Relational Turbulence
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relationship?” and “How certain are you about your partner’s goals for the future of 
your relationship?”  Relationship uncertainty  encompasses the questions people 
have about the nature of the relationship itself apart from self or partner concerns. 
Sample items include “How certain are you about the current status of your relation-
ship?” and “How certain are you about the future of your relationship?” The three 
sources of ambiguity together comprise relational uncertainty. 

 If the model’s reasoning is correct, then military couples are likely to encounter 
a diversity of questions about their relationship upon reunion. Scholars have specu-
lated that individuals navigating reentry may face questions about how to cultivate 
closeness, how much their partner values their relationship, how to reconnect emo-
tionally and physically, how to broach sensitive topics, and how much to reveal 
about their experiences during the separation (Bowling & Sherman,  2008 ; Faber, 
Willerton, Clymer, MacDermid, & Weiss,  2008 ; Sahlstein et al.,  2009 ). We con-
ducted an explicit investigation of this issue by asking returning service members 
and at-home partners to list issues of relational uncertainty, if any, they experienced 
during reunion following deployment (Knobloch & Theiss,  2012 ). Outside observ-
ers coded the data into seven themes: (a) how to maintain commitment, (b) how to 
reintegrate daily routines, (c) how to manage household demands, (d) how to adapt 
to changes in their partner’s personality, (e) how to renegotiate sexual intimacy and 
address concerns about faithfulness, (f) how to protect the service member’s physi-
cal and emotional health, and (g) how to communicate their thoughts and feelings 
to each other (Krippendorff’s α = .84). Table  3.2  contains examples of how partici-
pants articulated each theme. The responses, viewed as a set, suggest that reentry is 
rife with relational uncertainty for military couples.

   The relational turbulence model theorizes that relational uncertainty fosters tur-
moil because people are hampered in their ability to comprehend, interpret, and 
understand their relationship (Knobloch,  2007 ; Knobloch & Theiss,  2010 ; see also 
Knobloch, Miller, Bond, & Mannone,  2007 ). Accordingly, the model argues that 
individuals should be cognitively, emotionally, and behaviorally reactive under con-
ditions of relational uncertainty (Solomon et al.,  2010 ; Theiss, Knobloch, Checton, 
& Magsamen-Conrad,  2009 ). In other words, people experiencing questions about 
their relationship should experience upheaval. 

 Empirical evidence supports the model’s premise that relational uncertainty pre-
dicts relational turbulence in various forms. For example, dating partners experienc-
ing relational uncertainty judge unexpected episodes (Knobloch & Solomon,  2002b ), 
hurtful events (Theiss et al.,  2009 ), and irritating partner behavior (Solomon & 
Knobloch,  2004 ; Theiss & Knobloch,  2009 ; Theiss & Solomon,  2006b ) to be more 
severe. They also feel more anger, sadness, fear, and jealousy (Knobloch, Miller, & 
Carpenter,  2007 ; Knobloch, Solomon, & Cruz,  2001 ; Theiss & Solomon,  2006a ) and 
view their courtship as more tumultuous (Knobloch & Theiss,  2010 ; McLaren, 
Solomon, & Priem,  2011 ). In fact, when individuals are unsure about their dating 
partner’s commitment, their courtship is more likely to dissolve (Arriaga, Reed, 
Goodfriend, & Agnew,  2006 ). Moreover, spouses experiencing relational uncer-
tainty report more negative reactions to sexual activity (Theiss & Nagy,  2010 ). 

3 Relational Turbulence
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Although these studies were conducted outside of the deployment context, they sug-
gest that relational uncertainty may generate turbulence. 

 Other tests of the model reveal that relational uncertainty may make  communicating 
more challenging. Individuals experiencing relational uncertainty judge communi-
cation with their dating partner to be more diffi cult (Knobloch, Satterlee, & 
DiDomenico,  2010 ; Knobloch & Solomon,  2005 ; Knobloch & Theiss,  2011b ), for-
mulate requests that are less fl uent (Knobloch,  2006 ), and engage in fewer relation-
ship maintenance behaviors (Dainton,  2003 ). Spouses who are entertaining questions 
about their marriage appraise conversations with their partner to be more threatening 
to themselves and to their marriage (Knobloch, Miller, Bond, et al.,  2007 ) and com-
municate indirectly about sexual intimacy (Theiss,  2011 ). Individuals who are grap-
pling with relational uncertainty avoid talking about sensitive topics within sibling 
relationships (Bevan, Stetzenbach, Batson, & Bullo,  2006 ), parent–child relation-
ships (Afi fi  & Schrodt,  2003 ), cross-sex friendships (Afi fi  & Burgoon,  1998 ), and 
dating relationships (Knobloch & Carpenter-Theune,  2004 ). All of these fi ndings 
cohere with the theorizing of the relational turbulence model that relational uncer-
tainty may escalate the diffi culty of communicating with a partner. 

 Does relational uncertainty portend upheaval during the post-deployment transi-
tion as well? Two recent tests of the model imply that that military couples grap-
pling with relational uncertainty during reunion are vulnerable to turbulence. In a 
fi rst study, Knobloch and Theiss ( 2011a ) surveyed 220 service members living in 27 
states who had returned home from deployment within the past 6 months. Findings 
indicated that military personnel experiencing relational uncertainty were less satis-
fi ed with their romantic relationship. In a second study, Theiss and Knobloch ( in 
press ) collected online self-report data from 235 individuals (128 service members, 
107 at-home partners) recently reunited following a tour of duty. Results demon-
strated that returning service members and at-home partners who were experiencing 
relational uncertainty (a) reported doing less to maintain their relationship, (b) 
judged their partner to be less responsive to their needs, and (c) perceived their rela-
tionship to be more tumultuous. These results implicate relational uncertainty in the 
upheaval that military couples may face upon homecoming.  

    Interference from Partners: An Interpersonal Mechanism 
of Turbulence 

    The dynamics of the household are somewhat different. My wife 
knows so much about the kids, the bills, everything. I am 
attempting to fi nd where I fi t in.  

 – deployed Army husband, 31 years old 

   The relational turbulence model designates interference from partners as a second 
foundation of turmoil during times of transition (Solomon & Knobloch,  2001 ,  2004 ; 
see Fig.  3.1 ).  Interference from partners  occurs when a partner disrupts an 
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individual’s ability to accomplish a goal. Sample items measuring interference from 
partners include “My partner interferes with the things I need to do each day.” and 
“My partner causes me to waste time.” (Knobloch & Solomon,  2004 ). The model 
 proposes that times of transition are tumultuous because shifts in everyday routines 
make romantic partners prone to interfering with each other’s goals. During times of 
dyadic stability, individuals integrate their daily activities in ways that help them 
facilitate each other’s goals, but when circumstances change, frequent disruptions 
are inevitable. The model posits that transitions are stressful until partners learn how 
to participate in each other’s daily activities in ways that are facilitative rather than 
disruptive (Knobloch & Solomon,  2004 ; Solomon et al.,  2010 ). Although interfer-
ence from partners tends to correspond with relationship dissatisfaction, interference 
from partners is a different construct because it indexes disruptions to goal-directed 
behavior (Knobloch & Theiss,  2011a ; Theiss & Knobloch,  in press ). 

 According to the model, military couples may be susceptible to interference 
from partners during reintegration. Both anecdotal evidence and empirical evidence 
suggest that reunion following deployment can be disruptive for everyone involved. 
Anecdotally, scholars have surmised that returning service members must redis-
cover their place in the family system and adjust to the household routines that 
evolved while they were away, and at-home partners must assimilate the newcomer 
and yield at least some control over domestic decisions (Bowling & Sherman,  2008 ; 
Faber et al.,  2008 ; Gambardella,  2008 ; Wood et al.,  1995 ). Empirically, we evalu-
ated the model’s claim by asking recently-reunited service members and at-home 
partners to report ways their mate has made it harder for them to complete their 
everyday activities upon reunion (Knobloch & Theiss,  2012 ). The data were content 
analyzed and then coded by independent judges (Krippendorff’s α = .84). Results 
revealed disruptions tied to (a) everyday routines, (b) household chores, (c) control 
issues, (d) feeling smothered, (e) parenting, (f) partner differences, (g) social net-
works and social activities, and (h) not enough time together (see Table  3.3  for 
sample comments). These results imply that reintegration provides ample opportu-
nities for romantic partners to interfere with each other’s daily routines.

   The relational turbulence model draws on Berscheid’s ( 1991 ) premise to propose 
that people experience strong negative emotion when their romantic partner disrupts 
their everyday goals (e.g., Knobloch, Miller, & Carpenter,  2007 ). By extension, the 
model argues that interference from partners should spark turbulence because indi-
viduals are frustrated by the hindrance (e.g., Knobloch & Theiss,  2010 ; Solomon & 
Theiss,  2008 ; Theiss & Solomon,  2006a ). The model’s theorizing suggests that 
people are likely to be reactive when interference from partners is salient (e.g., 
Solomon et al.,  2010 ). 

 Extant data support the model’s prediction that interference from partners coin-
cides with relational turbulence in myriad forms. Individuals experiencing disrup-
tions from a dating partner report that their relationship contains more turmoil 
(Knobloch,  2007 ; Knobloch & Theiss,  2010 ; McLaren et al.,  2011 ). Similarly, they 
feel more negative emotion, including anger, sadness, fear, and jealousy (Knobloch 
& Theiss,  2010 ; Theiss & Solomon,  2006a ). Not only do they perceive their 

3 Relational Turbulence
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partner’s irritating behavior to be more severe and more threatening to their rela-
tionship (Solomon & Knobloch,  2004 ; Theiss & Knobloch,  2009 ), but they also 
appraise their partner’s hurtful behavior to be more intense, intentional, and damag-
ing to their relationship (Theiss et al.,  2009 ). Within the context of marriage, spouses 
who are grappling with interference from partners report more negative responses 
to sexual relations (Theiss & Nagy,  2010 ). These fi ndings, although not tied to mili-
tary couples directly, corroborate the theory’s premise that interference from part-
ners may prompt turbulence. 

 Two other investigations demonstrate that people may have diffi culty communi-
cating under conditions of interference from partners. In Knobloch and Schmelzer’s 
( 2008 ) study of message production within courtship, individuals contending with 
hindrance from their romantic partner formulated date request messages that were 
less fl uent, and they also evaluated those messages to be more threatening to them-
selves and their relationship. Similarly, in Knobloch’s ( 2008b ) observational study 
of 125 married couples, spouses experiencing interference from partners (a) engaged 
in conversations that were less fl uent and less synchronous, (b) judged the conversa-
tions to be less pleasant and less effective, (c) displayed less liking for their spouse 
and perceived less liking from their spouse, and (d) felt more anger and sadness 
during the conversations. These results imply that couples who frequently disrupt 
each other’s everyday routines may have problems communicating effectively. 

 If the reasoning of the relational turbulence model is valid in the context of 
reunion following deployment, then military couples experiencing interference 
from partners during reintegration should encounter turbulence. Two studies sup-
port the model’s premise linking interference from partners with upheaval among 
military couples. For example, Knobloch and Theiss ( 2011a ) found that military 
personnel recently home after deployment were less satisfi ed with their romantic 
relationship under conditions of interference from partners. Similarly, Theiss and 
Knobloch ( in press ) observed that returning service members and at-home partners 
who were experiencing interference from partners (a) provided fewer assurances to 
their partner, (b) employed less constructive confl ict management behaviors, (c) 
judged their partner to be less responsive to their needs, and (d) appraised their 
relationship as more tumultuous. The results of these two investigations bolster the 
model’s claim that military couples grappling with interference from partners upon 
reunion may face turbulence.   

    Recommendations for Practice 

    The deployment has caused a well-oiled team before the 
mobilization to be disjointed. [This is surprising] because we 
both had plans to yield to the other to help reintegration. So 
there is no leader in our relationship at this point—only two 
followers trying to follow each other around.  

 – deployed Army husband, 39 years old 
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   Our theorizing and our data, taken together, imply three guidelines for promoting 
dyadic well-being during reintegration. One suggestion is that military couples pre-
pare for the possibility of turbulence. If military couples recognize that upheaval is 
a predictable part of reunion, they may be better equipped to address any issues that 
materialize. Related advice is to avoid being caught off-guard by a delayed onset of 
turbulence. Military couples may enjoy a honeymoon period of tranquility immedi-
ately after homecoming, but individuals are vulnerable to disappointment if the har-
mony is fl eeting (Wood et al.,  1995 ). Indeed, the reintegration period may grow 
more challenging after the initial excitement of reunion dissipates and everyday 
hassles emerge. Two of our recent cross-sectional investigations revealed that the 
length of time service members had been home was positively associated with the 
degree of relational uncertainty, interference from partners, and relationship dissat-
isfaction participants reported (Knobloch & Theiss,  2011a ; Theiss & Knobloch,  in 
press ). Longitudinal evidence of a similar phenomenon was documented by 
Milliken, Auchterlonie, and Hoge ( 2007 ), who found that Army personnel reported 
a fourfold increase in interpersonal confl ict 3 to 6 months into the reunion phase 
compared to immediately after homecoming. Although it may take time for upheaval 
to set in, military couples may be wise to embrace the old adage that forewarned is 
forearmed. 

 A second guideline is that military couples take steps to forestall relational 
uncertainty. This advice, however, is more complex than simply directing returning 
service members and romantic partners to communicate more openly across the 
deployment cycle. Several complicating factors are at work here. First, some mili-
tary couples prefer to avoid talking about challenging issues during deployment to 
circumvent confl ict and to keep the service member focused on the mission (e.g., 
McNulty,  2005 ; Merolla,  2010 ); this habit may be hard to break upon reunion. 
Second, individuals may feel too vulnerable to seek information directly under con-
ditions of relational uncertainty due to fear of discovering bad news (e.g., Knobloch 
& Solomon,  2002a ). Third, people who insist on communicating frankly about 
every topic may dwell needlessly on divisive issues (e.g., Knobloch,  2010 ). For all 
of these reasons, managing relational uncertainty is not a straightforward task 
(Knobloch & Satterlee,  2009 ). At the same time, we see value in encouraging mili-
tary couples to develop shared expectations to mitigate the turmoil that relational 
uncertainty may foster upon reintegration. The family skills component of the 
Comprehensive Soldier Fitness Program (Gottman, Gottman, & Atkins,  2011 ), 
which includes communication-building exercises designed to help military couples 
create joint meaning, build trust, enhance supportiveness, and recognize when to 
seek professional help, may be promising for helping military couples communicate 
effectively to manage relational uncertainty. 

 A fi nal suggestion is that military couples be mindful of ways to facilitate rather 
than hinder each other’s daily goals. According to Berscheid ( 1991 ), people enact 
their everyday routines quite unconsciously until an unexpected event interrupts 
their behavioral sequence. Times of transition, of course, are rife with opportunities 
for individuals to inadvertently interject themselves into each other’s 
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taken-for- granted customs. But those interruptions can be constructive as well as 
destructive (Berscheid,  1991 ; Knobloch & Solomon,  2004 ). As Berscheid ( 1991 ) 
theorized, unexpected helpfulness in the form of facilitation from partners may 
spark positive emotion (“Thanks for picking up stamps at the post offi ce—you 
saved me a trip!”), whereas unexpected hindrance in the form of interference from 
partners may trigger negative emotion (“You threw out my favorite sweatshirt?”). 
We suspect that military couples may fare better during the reintegration period if 
they work proactively to replace episodes of interference with episodes of facilita-
tion (see also Algoe & Fredrickson,  2011 ). Our data on frequently-mentioned issues 
of interference from partners (see Table  3.3 ) may provide a starting point for trou-
bleshooting aspects of daily routines that repeatedly ignite hindrance.  

    Directions for Future Research 

    We didn’t follow orders, and we didn’t respond the way the 
soldiers in his command did when he was on deployment. The 
diffi culties of returning from that deployment lasted for three 
years until this last deployment. I was able to convince him to 
seek counseling with me, but that got interrupted when he got 
called up to go to Afghanistan.  

 – at-home National Guard wife, 37 years old 

   A pressing avenue for additional research is to follow military couples across the 
reintegration period. Longitudinal data are necessary for a defi nitive test of the 
claims the relational turbulence model makes about how romantic relationships 
progress over time. Several lingering questions about reunion merit over-time 
observation. For example, what is the timing of the onset of turbulence? What is the 
temporal pathway linking the mechanisms and outcomes of turbulence? In other 
words, is the model correct that relational uncertainty and interference from part-
ners provoke turbulence, or does turbulence spawn questions about involvement and 
disruptions to everyday routines? How does the prospect of a subsequent deploy-
ment affect reunion? What circumstances mark the end of the reintegration period? 
All of these questions await longitudinal data. 

 A related task is to consider the full spectrum of transitions across the deploy-
ment cycle. At present, the relational turbulence model is silent about how the 
reunion experiences of military couples may be shaped by patterns established long 
before deployment orders were issued. Consequently, work that considers all of the 
transitions embedded in the deployment cycle is a key agenda item. For example, 
Morse ( 2006 ) proposed a 7-stage emotional cycle of deployment: (a)  anticipation of 
departure  (e.g., preparing for loss), (b)  detachment and withdrawal  (e.g., creating 
emotional distance), (c)  emotional disorganization  (e.g., adjusting to new responsi-
bilities), (d)  recovery and stabilization  (e.g., cultivating resiliency), (e)  anticipation 
of return  (e.g., getting ready for arrival), (f)  return adjustment and renegotiation  
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(e.g., reestablishing roles), and (g)  reintegration and stabilization  (e.g., creating 
family stability). All of the transitions lodged in these stages carry the potential 
for turbulence, and the cycle becomes even more complex with the possibility of 
multiple deployments. Additional research would be valuable for illuminating 
 crucial periods of upheaval as military couples connect, disconnect, and re-connect 
their lives across the trajectory of deployments. 

 A third direction for future work is to broaden the relational turbulence model 
beyond romantic couples to encompass military families as a whole. One question 
is whether military youth are susceptible to turbulence as well. Research demon-
strates that children grapple with questions about family life (e.g., Huebner et al., 
 2007 ) and disruptions to their daily routines (e.g., Mmari et al.,  2009 ) when a par-
ent is deployed. These fi ndings imply that the model may have relevance for 
understanding how military youth negotiate transitions across the deployment 
cycle. A related question is whether typically-nonresidential family members of 
returning service members (e.g., grandparents, parents, siblings) are vulnerable to 
reactivity (e.g., Park,  2011 ). An even broader question is how the dynamics of 
military families are situated in their surrounding social networks, their local com-
munities, and their niche in military culture (e.g., Cacioppo, Reis, & Zautra,  2011 ; 
Huebner, Mancini, Bowen, & Orthner,  2009 ). Locating answers to these questions 
is important for determining the scope of turbulence in military families across the 
deployment cycle.  

    Conclusion 

    I was told that our relationship would be “different,” so I 
wondered the whole deployment what “different” meant.  

 – at-home woman involved in a serious dating relationship  
 with a National Guard member, 28 years old 

   U.S. service members and their romantic partners make substantial sacrifi ces to 
serve and safeguard their country, but the diffi culties they face in sustaining healthy 
relationships have not garnered adequate research attention (American Psychological 
Association,  2007 ). We dedicated this chapter to discussing how military couples 
experience reintegration following deployment. We employed the relational turbu-
lence model, a theory designed to explicate times of transition within romantic rela-
tionships (Knobloch & Theiss,  2010 ; Solomon & Knobloch,  2001 ,  2004 ), as a 
framework for understanding the dynamics of reunion. We presented evidence that 
recently-reunited individuals (a) experience signifi cant changes to their relation-
ship, (b) grapple with poignant issues of relational uncertainty, and (c) report sub-
stantial interference by their partner in everyday routines. Moreover, we reviewed 
fi ndings demonstrating that relational uncertainty and interference from partners 
predict turmoil in diverse forms. If future research continues to verify the model’s 
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assumptions about how military couples navigate transitions across the deployment 
cycle, then an exciting next step would be to formulate an educational curriculum 
based on the model to help service members and their romantic partners sustain 
healthy relationships throughout the trajectory of deployment.     
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    Abstract     Reintegration of the returning service member and the family can be 
 diffi cult, especially for families that are not near military resources. We tested a tele-
phone support group intervention targeted to spouses, providing them with informa-
tion about combat consequences and reintegration concerns, skills to manage the tasks 
of reintegration such as role negotiation and to take care of themselves such as stress 
management, and support from other spouses. Our strategy was to focus on the spouse 
as the lynchpin of the family who would manage the transition and reintegration pro-
cess and to provide the intervention using a low cost, established, and widely acces-
sible technology. Telephone support groups proved feasible for this group of spouses, 
and they learned skills to help their families and themselves with reintegration tasks.     

     Keywords     Spouses   •   Social support   •   Telephone support   •   Reintegration   •   Problem 
solving   •   Coping skills  
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        Introduction 

 Spouses of Active Duty service members who have been deployed to Iraq and 
Afghanistan show mental health diagnoses of depression, anxiety, sleep disorders, 
acute stress reaction and adjustment disorders (Mansfi eld et al.,  2010 ) with rates that 
are similar to those of service members (Eaton et al.,  2008 ). National Guard spouses 
are also at risk, with 34 % of signifi cant others, compared to 40 % of Guard members, 
screening positive for mental health problems (Gorman, Blow, Ames, & Reed,  2011 ). 

 Reunion and reintegration are often stressful for a variety of reasons (Blow et al., 
 2012 ; Knobloch & Theiss,  2011 ; Wood, Scarville, & Gravino,  1995 ). Post deploy-
ment, 22 % of spouses of soldiers who have returned from Iraq or Afghanistan 
report that reunion is “diffi cult” or “very diffi cult” (Booth, Wechsler Segal, & Bell, 
 2007 ). Certain types of families struggle with reintegration, including those who are 
younger, fi nancially less secure, or are in a fi rst deployment. Diffi culties before 
deployment and major life transitions such as pregnancy during deployment are also 
indicators that the post deployment transition may be diffi cult (Booth et al.,  2007 ; 
Faber, Willerton, Clymer, MacDermid, & Weiss,  2008 ). 

 However, for most families, the major sources of confl ict and stress during 
 reintegration are differences between deployment and home routines (Booth et al., 
 2007 ; Hosek, Kavanagh, & Miller,  2006 ) and re-negotiating role boundaries around 
responsibilities (Bell & Schumm,  2000 ; Blow et al.,  2012 ; Drummet, Coleman, & 
Cable,  2003 ; Faber et al.,  2008 ; Segal & Segal,  2003 ). Family members have diffi -
culty resuming previous roles and responsibilities, negotiating new roles and 
responsibilities and interdependencies, and giving up roles taken on during deploy-
ment (Knobloch & Theiss,  2011 ; Sayers, Farrow, Ross, & Oslin,  2009 ). Changes in 
communication patterns between spouses during deployment, and the need to open 
communication channels after deployment contribute to these diffi culties in managing 
reintegration tasks (Faber et al.,  2008 ; Knobloch & Theiss,  2011 ; Slone & Friedman, 
 2008 ; Walsh,  2006 ). 

 Recommendations (Booth et al.,  2007 ) to support military families with these 
reintegration tasks include: (1) providing longer-term support infrastructure post 
deployment for families; and (2) integrating research fi ndings into training materi-
als and workshops that cover advice and strategies on how to deal with deployments 
and reunions. Topics should include dealing with the culture shock of return, adjust-
ing to changes in family members, identifying and dealing with psychological 
symptoms, positive outcomes of deployment, and available support resources. 

 These recommendations to assist military families with reintegration tasks trans-
late into strategies that more specifi cally focus on education about the effects of 
combat and deployment on the service member and family, support from others who 
have been through the same experiences, and practical skills building, including 
problem solving skills, communication skills, stress reduction skills, and cognitive/
mood management. These strategies are consistent with basic health-stress models 
in which the goal is to change the nature of specifi c stressors, the behavioral response 
to the stressors, and/or any individual’s emotional or cognitive response to stressors 
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(Gottman, Gottman, & Atkins,  2011 ; Lazarus & Launier,  1978 ; Schulz et al.,  2003 ). 
These strategies increase family members’ resilience, their ability, singly and 
together, to cope with disruption and adapt to change (MacDermid Wadsworth, 
 2010 ). There are many successful Department of Defense (DoD) and Department of 
Veterans Affairs (VA) programs that teach these strategies through counseling 
 sessions, online and face to face training, retreats, resource linking, and support 
groups, e.g., Comprehensive Soldier Fitness (CSF) (Gottman et al.,  2011 ),   FOCUS     
(Families OverComing Under Stress™) (Lester et al.,  2011 ), Strong Bonds 
(Stanley, Allen, Markman, Rhoades, & Prentice  2010 ), Wounded Warrior Project 
(  http://www.woundedwarriorproject.org/    ), Coaching into Care (  http://www.mirecc.
va.gov/coaching/    ), Operation Home Front (  http://www.operationhomefront.net/    ), and 
Creative Healing Connections (  http://www.creativehealingconnections.org/    ). 

 However, some of these programs are focused on the dyad of service member 
and spouse or the family and may depend on the participation of both parties. Many 
military families during and post deployment do not make use of resources that are 
available, perhaps because the resources are not in a form that families feel comfort-
able with, or that do not address the particular stressors that families are experiencing 
(Di Nola,  2008 ). Because they may live far from unit headquarters, Reserve and 
Guard families are less likely to have access to military resources, may not have 
other unit members in the same town, and may not have support from other military 
spouses (Blow et al.,  2012 ; Burrell, Durand, & Fortado,  2003 ; Gorman et al.,  2011 ; 
Gottman et al.,  2011 ). 

 To meet the need for information, support and skills, and to overcome the obsta-
cles of distance and access, we provided telephone support groups for spouses as the 
focal point that would provide support for the returning service member and  manage 
the transition and reintegration process for the family. This pilot study was designed 
to determine the feasibility of providing post deployment telephone support groups 
that focused on reintegration tasks for spouses/signifi cant others and to assess 
 participants’ satisfaction with these support groups. This chapter reports on the 
spouses’ response to the support groups.  

    Telephone Support 

 The development of this telephone support group intervention was funded by the 
Defense Health Program (DHP), managed by the U.S. Army Medical Research and 
Materiel Command, through the Congressionally Directed Medical Research 
Program (CDMRP). Our goal was to develop a simple, low cost intervention using 
established technology that could be easily implemented, would be widely acces-
sible to military spouses wherever their location and circumstances, and would 
 provide ongoing assistance during post deployment. Ongoing assistance can be 
critical for service members and spouses who may be isolated and struggling to 
readjust to life together in the absence of a social network that understands how 
to support this transition. 
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 Telephone groups were chosen because they circumvent resource obstacles such 
as lack of local services, access, and travel. Telephone-based triage and clinical care 
is a low cost, distance neutral intervention that uses established technology and has 
been used successfully in the Veterans Health Administration (VHA) system of the 
Department of Veterans Affairs. The telephone groups were designed to replicate 
face to face support groups, providing participants an opportunity to interact with 
others, gain factual/current information, ask diffi cult questions with relative 
 anonymity, share expertise and experiences with others who can benefi t from their 
exchanges, receive and give social support, learn and practice skills to reduce 
 distress, and seek assistance in addressing problems specifi c to their own circum-
stances. In the community, telephone support groups have been used for many kinds 
of individuals and caregivers. In dementia caregiving telephone support groups 
 participants from various ethnicities report good satisfaction and little diffi culty in 
managing the technology (Bank, Argüelles, Rubert, Eisdorfer, & Czaja  2006 ; 
Martindale-Adams, Nichols, Burns, & Malone,  2002 ). Results have included 
improvements in mental health status, self-effi cacy, and social support (Marziali & 
Garcia,  2011 ). 

 Telephone support groups may have a lack of interpersonal verbal and physical 
cues, technical problems such as static, distractions in the home that can potentially 
limit or interfere with participation, and support group leaders who are inadequately 
trained in directing groups that lack face to face interaction. However, these prob-
lems can be fairly easily overcome. 

 Intensive training for Group Leaders, monitoring sessions, and group rules are 
strategies we employed for overcoming potential problems associated with tele-
phone interactions. Group rules encouraged group members to identify themselves 
and give clear feedback. Strategies by the Group Leader to engage individuals 
included use of prompts and open-ended questions to solicit information, use of 
rephrasing, refl ection, and summarization, use of members’ own language/ 
descriptors, and assessment of members’ understanding of the intervention by 
“checking in” and by asking questions. Group Leaders were trained to maintain 
group structure over the telephone through an appropriate level of assertiveness and 
use of empathetic responses while remaining on protocol.  

    Telephone Groups Content and Sessions 

 The intervention was designed as a preventive health model to allow spouses to 
identify potential diffi culties in the family system and to intervene before these 
stressors become overwhelming. Groups were closed with membership the same 
and a trained mental health professional Group Leader. Based on face to face com-
munity support groups and those provided in the VA for veterans and family 
 members, the groups met for an hour each month during 1 year. Although commu-
nity and VA support groups are often ongoing, these groups were designed to cover 
the critical fi rst year post deployment when reintegration diffi culties and mental 
health problems typically increase (Hoge, Auchterlonie, & Milliken,  2006 ). 
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 Because individuals in a supportive or caregiving role face multiple challenges, 
there is no one method that will be consistently effective (Schulz et al.,  2003 ). 
Consequently, the intervention offered semi-structured education, training in coping 
skills and cognitive restructuring, and support, as shown in Table  4.1 . The telephone 
groups were participant centered to incorporate participant input and direction of 
discussion. The groups focused on practical suggestions to help spouses “normal-
ize” their experiences in a safe environment. Spouses were encouraged to practice 
skills during the session through role play, self talk, and modeling of appropriate 
behavior.

   To personalize the intervention to the specifi c needs of each spouse, group 
 members were encouraged to make a commitment at the end of each session to 
select and practice at least one strategy or skill between sessions (Najavits,  2002 ). 

   Table 4.1    Group session activities      

 Activity  Time a   Description 

 Welcome  5  Introduction and group format, review group rules, 
facilitate Signal Breath exercise to help segue 
into session 

 Check in/review of strategies 
from last call (treatment 
fi delity—enactment) 

 15  Check in with group members, initiate discussion 
on last session commitments (coping strategies 
tried) by each member, successes, failures and 
barriers, problem-solve diffi culties 

 Didactic topic presentation 
(treatment 
fi delity—delivery) 

 10  Provide brief overview of topic, ask group 
members for brief comment on portion of topic 
most relevant to them, present topic, discuss 
service member, spouse, and family experi-
ence, and ways to meld, highlight “red 
fl ags”—areas of diffi culty or potential distress 
for the group member, direct members to 
resources in Participant Workbook 

 Practice and discussion 
of ways to implement 
strategies from presenta-
tion (treatment 
fi delity—receipt) 

 20  Encourage discussion of topic, solicit strategies 
and activities to try from each group member, 
practice use of strategies through role play, 
walk-through, practice asking for help, 
experiential exercise, identifi cation of role 
models, out-loud self-talk, process of 
perceived obstacles and barriers to implement-
ing strategies, involvement of support, replay 
of something that went wrong, review of key 
points, questions and answers 

 Closure  5  Summarize what was accomplished, remind about 
next session, ask spouses to review workbook 
topic for next session, encourage use of signal 
breath and strategies identifi ed, provide 
support and encouragement, request group 
members’ commitments (identifi cation of 
strategy they will implement), discuss use of 
commitment worksheet and expectation of 
self-report at next session 

   a Time measured in minutes  
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Taking Action sheets were available at the end of each section of the accompanying 
Spouse Workbook for the commitment to be written down, signed and dated by the 
spouse for her own use. At the beginning of the next telephone session during 
check-in, to determine enactment for treatment implementation, each spouse was 
queried about her commitment, whether she tried it, and whether it worked; barriers 
to implementation were problem solved by the entire group. 

 The intervention content was informed by the Spouse Battlemind concept 
(Riviere, Clark, Cox, Kendall-Robbins, & Castro,  2007 ) and was designed to reduce 
or eliminate reunion and reintegration diffi culties and guide behavior to build  family 
resilience and support. This practical model highlighted ways the returning service 
member, spouse and family may have changed during deployment, built on existing 
strengths and skills, and used experiences that are familiar to spouses. 

 Specifi c topics focused on resilience in reintegration tasks and skills (Black & 
Lobo,  2008 ) including problem solving, gaining social support, negotiating family 
roles and family dynamics, communication, anger management, confl ict resolution 
and negotiation, reestablishing emotional intimacy, recognizing mental health 
needs, accessing resources, appreciation of family sacrifi ces, future planning, and 
stress reduction. The Spouse Workbook provided material related to each topic. 
In addition to the topic material, supplemental Red Flag topics in the Workbook 
referred to potentially dangerous or unsafe situations and a need for increased 
awareness of behaviors and/or situations that may be encountered post deployment. 
Red Flags included substance abuse and addictions, child abuse, depression, domes-
tic violence, grief, stress and reintegration, suicide risk, and anger.  

    Recruitment 

 To be eligible, participants had to be married to or living as married with a service 
member who had deployed to Iraq or Afghanistan and was at least 1 month post 
deployment. Participants were recruited online by the study web site, through 
 brochures, through e-mails, and through referrals from military family advocates, 
Veterans Health Administration clinicians, and the national Wounded Warrior 
Project (WWP) offi ce. All interactions (screening, consent and data collection) 
were by telephone. Participants were compensated only for data collection. The study 
was overseen by the Memphis VA Institutional Review Board.  

    Assessment and Analysis 

 The intervention content focused on improving spouses’ ability to manage basic 
reintegration tasks. These tasks were conceptualized by the Army as reintegration 
concerns for soldiers and spouses and were evaluated at the beginning of the groups 
and at their conclusion. Each potential concern was listed as a phrase rated on a 
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scale of 1 (not very concerned) to 4 (seriously concerned). Phrases could target the 
spouse or the service member (SM) because either spouse or service member 
 functioning may be perceived sources of concern. 

 There were six domains of potential reintegration diffi culty: social life (e.g., I think 
SM and/or our family spend too little time together with our friends or our activi-
ties); home life (e.g., I think there are changes in my roles and/or responsibilities in 
the household since SM returned from deployment); couple (e.g., I think SM is less 
committed to our relationship); family (e.g., I think our family is having problems 
communicating with each other. For example, either we talk too little or we pretend 
everything is all right); service member (e.g., I think SM is more angry or irritable 
a lot of the time); and self (e.g., I think I have concerns about my future). Each 
domain of concern had from 3 to 9 questions (total of 44 questions) and a summary 
question for overall concern about each domain (e.g., How concerned are you about 
your family life overall?). 

 Because one of our objectives was to determine if the groups were a feasible 
strategy to meet spouses’ needs, we collected information at the end of the groups 
on satisfaction with the intervention overall, with the logistics and structure of the 
group, and with the three foci of the groups: education/information, skills building, 
and support (all scored from 1—not at all satisfi ed to 5—extremely satisfi ed). Open 
ended questions addressed benefi t, diffi culties, what components of the study were 
useful and changes recommended (Martindale-Adams et al.,  2002 ). The Group- 
Growth Evaluation (Pfeiffer & Jones,  1987 ) measured group climate and data fl ow 
to determine how each group had changed since its inception, focusing on close-
ness, accomplishment, trust, and willingness to share personal information. The 11 
questions were rated on a fi ve point scale with 5 as the highest rating. Participants 
were asked to rate how the group functioned initially and at its conclusion. 

 Each participant served as her own control. Data for all participants enrolled 
were analyzed. Data analysis used mixed-effects models on all Potential 
Reintegration measures to compare baseline and follow-up scores to estimate the 
fi xed effect parameter of change over time. The model assumes that data were 
 missing at random; there was nothing found in our data analysis to challenge this 
assumption. Because mixed-effects model analysis accommodates missing data 
without loss of subjects, no data imputation strategy was necessary for missing data. 
Means and standard deviations were calculated for all satisfaction questions. Group 
Growth Evaluation questions were analyzed using paired t-tests. Each measure was 
analyzed independently of the others.  P  values less than or equal to .05 were consid-
ered statistically signifi cant, and those between .05 and .10 were considered to 
 document trends that approached, but did not attain, statistical signifi cance. 

 For statistically signifi cant comparisons, an effect size (d) of at least 0.2 SD 
improvement was considered clinically signifi cant (Cohen,  1988 ), consistent with 
effect sizes reported for psychosocial interventions, which are generally small to 
medium (Sörensen, Pinquart, & Duberstein,  2002 ). Effect sizes were estimated as 
mean change from baseline to 12 months relative to estimated population standard 
deviation (Cohen,  1988 ).  
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    Participants 

 Of the 107 spouses screened, 86 enrolled. Although husbands were welcome, none 
were recruited. On average, spouses were 37 years old and had been married about 
10 years with 1.5 children. They were predominantly white/Caucasian. More than 
half were employed, most had greater than a high school education, and household 
income was a little less than $5,000 a month. For their husbands, almost half were 
Guard or Reserve and most were noncommissioned offi cers. Approximately two- 
thirds were employed and about 60 % were receiving VA services. They had had, on 
average, slightly less than three deployments total with the last deployment lasting 
almost 1 year. The husbands had been back from deployment a little more than 2 
years. Almost two thirds had been injured during deployment.  

    Telephone Support Groups’ Role in Improving Spouse Skills 

 When summary questions for each potential reintegration concern domain were 
examined, spouses had signifi cant improvement in all domains of concern except 
their functioning as a couple. Table  4.2  shows overall scores for each domain. 
In addition to statistical signifi cance, clinical effects were between small and 
medium, as documented by the effect size d (Cohen,  1988 ). This is consistent with 
effect sizes reported for psychosocial interventions (Sörensen et al.  2002 ).

   Spouses’ monthly commitments generally were targeted to one of the areas of 
reintegration concerns: social life, home life, their relationship as a couple, the fam-
ily, the service member, or themselves. Their success in these commitments suggests 
that the statistical and clinical improvements were results of behaviors and actions 
spouses were taking. Their commitments were examples of moving from dysfunc-
tional behavior (e.g., being mad and frustrated at the service member) to functional 
behavior (e.g., making a plan to get back into marriage counseling), which is one 
parameter of clinical signifi cance (Jacobson, Foilette, & Revenstorf,  1984 ). 

   Table 4.2    Potential reintegration concern summary questions over time (N = 86)   

 Variable a  
 Baseline 
 M ± SD 

 6 Months 
 M ± SD 

 12 Months 
 M ± SD   p -value b   d c  

 Social life concern  1.95 ± 1.05  1.77 ± 0.90  1.65 ± 0.82  .02  .29 
 Home life concern  2.21 ± 1.03  1.93 ± 0.98  1.81 ± 0.94  .001  .39 
 Couple concern  2.09 ± 1.07  1.90 ± 1.00  1.87 ± 0.96  .10  .21 
 Family concern  2.22 ± 0.94  2.18 ± 1.07  1.88 ± 1.02  .001  .36 
 Concern with service member  2.73 ± 1.00  2.47 ± 1.03  2.29 ± 1.07  <.001  .44 
 Concern about self  2.06 ± 0.94  1.86 ± 0.98  1.72 ± 0.86  .002  .36 

   Note :  a Scale for all variables is 1–4 
  b  p -values for change over time from repeated measures mixed model analyses 
  c Mean change over time relative to estimated population standard deviation  
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 Some areas of  social life  commitment included strategies to make friends in the 
area, attend church more, reach out to other military spouses in the same situations 
across the country, and socialize more. Their specifi c commitments refl ected their 
plans: “ I am going on ‘caregiver/veteran strike’ today since the boys are out of 
school and we are going to see a children’s movie. Tomorrow I may be on strike too 
as I want to see a different movie.” “I am proactive in staying in touch with other 
wives who are going through this.”  

 One commitment from a spouse around  home life  showed the outcome of her 
renegotiation of the family jobs:  “We set up a list of chores so that everyone can help 
not just me.”  Other spouses used commitments to make home life less stressful for 
everyone. “ Over the month, husband and I went through the chart of changes  [that 
may have affected the relationship],  and I’m working on my anger management. 
I may not be completely successful every time… but I am much more  conscious of 
getting angry. So I am better able to stop the anger/frustration before it gets too far.”  

 As spouses worked on their relationships with their husbands as a  couple , their 
commitments focused on fi nding happiness in marriage again, working on commu-
nication, putting respect back into the relationship, working on sex life with hus-
bands who had suffered physical injuries, and showing appreciation for the husband 
and the relationship. Spouses were eager to share their successes with the group 
when things worked well. One spouse reported in an email to the Group Leader and 
to the other spouses during the session,  “My goal for last month was to have a date 
night with my hubby. Awesome news on that front - we had TWO dates!!”  

  Family  commitments frequently focused on children and their concerns, from 
the more serious realization that therapy for children regarding their issues might be 
needed, and a commitment to secure therapy, to a plan to create bonding activities 
for the family and help the service member’s communication with the children. 
 “The school really helps us with her now.” “We did get to the movies fi nally and it 
was really nice.” “I was able to show appreciation by telling them, this is about 
family and this is what family is all about.”  Spouses also saw their role in helping 
the extended family in the reintegration of the service member.  “I used the chart  [of 
changes that may have affected the relationship]  to help his parents understand that 
he isn’t the same person as before.”  

 Spouses were aware of their important role in the family in reintegrating 
the service member back into civilian life and into the family, particularly when the 
service member had been injured. Their commitments often focused on their role in 
supporting the  service member  through fi nding resources, encouraging the service 
member to retry work, advocating for treatment, and setting up systems to help the 
service member to be more independent and less frustrated. “ I apologized for  getting 
so mad and frustrated with him and we talked about a plan to get him evaluated for 
TBI therapy and for us to get back into marriage counseling as well as individual 
counseling.” “We have made his alarm on his phone as a new tone, and we moved 
his phone into the kitchen where his med box is located and we have labeled every-
thing to help him to remember to take his medication.”  

 In addition to their practice of stress management techniques, spouses used other 
strategies to take care of themselves and to fi nd center and balance in their lives, 
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such as learning to let go and relinquish control, working on their own life’s focus, 
fi nding more “me time,” and cultivating a more positive outlook.  “I’m submitting 
my name and letter of interest to the commander of my husband’s unit by Wednesday 
this week for the FRG leader position.” “We did the resilience questions together 
and talked about how we can do a lot that we didn’t think we could.”   

    Telephone Support Groups Feasibility for Spouses 

    Spouse Satisfaction with Group Format 

 Overall, spouses were satisfi ed with the groups with a mean score of 4.5 ± 0.7 of a 
possible 5 points. Spouses were satisfi ed with the overall format of the telephone 
support group, with scores ranging from very to extremely satisfi ed as shown in 
Table  4.3 ,  “Easy to use… very accessible.”  Although most spouses were very satis-
fi ed with the length of the calls, several spouses wanted the calls to be longer than 
one hour. We were initially concerned that the lack of visual cues would hamper 
spouses’ ability to participate, and this was true for some spouses: “ Being on the 
phone it wasn’t like face to face, no strong connection.”  However, most spouses 
reported that they could talk to unseen group members and identify who was 

   Table 4.3    Spouse 
satisfaction with group 
participation (N = 66)  

 Variable a   M ± SD 

 Group format 
 Call format  4.5 ± 0.7 
 Call length  4.1 ± 0.9 
 Ease of using telephone  4.7 ± 0.5 
 Talk to unseen group members  4.6 ± 0.9 
 Identify who was talking  4.2 ± 1.1 
 Overall satisfaction with sessions  4.5 ± 0.7 

 Education and information 
 Written information  4.5 ± 0.8 
 Information learned from group  4.3 ± 0.9 

 Skills building 
 Stress/relaxation helpful  4.1 ± 1.1 
 Enhance negotiation with service 

member 
 3.7 ± 1.2 

 Help solve family problems  3.4 ± 1.1 
 Improve family communication  3.5 ± 1.3 
 Improve coping skills  4.0 ± 1.2 

 Support 
 Amount of support from leader  4.6 ± 0.7 
 Amount of support from members  4.2 ± 1.0 
 Amount of support spouse gave to 

members 
 4.0 ± 1.1 

   a Scale for all variables is 1–5  
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talking. As is often the case for telephone support groups, the anonymity of the 
groups was often benefi cial.  “I like the anonymousness of it, not knowing anyone 
else…” “They couldn’t see your face and you could say anything you want.” 

   Convenience was important. One spouse commented, “ You can be on the phone 
anywhere, even if you are away from home.”  Many spouses participated in the 
groups from their work sites or using their cell phones. Spouses were across the 
country, even in the Pacifi c Islands, and many lived in rural locations. As one spouse 
said, “ Living in a rural community… it’s nice to not have to drive an hour… that’s 
too long it takes to get to our support. It’s nice to sit at home and pick up the phone 
and talk to someone.”  Others were not near a base or other military or VA resources . 
“… my husband was individually mobilized … there were no military families in my 
community. It was a way to connect in that way.”  

 On the group climate questions from the Group Growth instrument, participants 
reported a signifi cant increase in their estimation of the group’s cooperation and 
their rewards from being a member of the group from their initial participation to 
study end (3.8 versus 4.4; p < .001). Participants also reported feeling more com-
fortable sharing personal information from their initial participation in the group to 
study end (3.6 versus 4.5; p < .001).  “I liked the ability to hear others talk, to voice 
my opinion; to give each other support. I liked the book, the coach, the freedom of 
having a girls’ night out too.”   

    Spouse Perceptions of the Components of the Group 

 The three components the support groups focused on were education/information, 
skills building, and support, as shown in Table  4.3  above. 

    Education/Information 

 Spouses found the written information helpful. One spouse commented,  “I loved 
the workbook, loved the information, loved the leader…”  Spouses also reported 
high satisfaction with information from fellow group members and reported that the 
groups were:  “Easy to use… very accessible. The overall information given by the 
members and how they coped with situations.”   

    Skills Building 

 In general, spouses were eager to try skills and strategies from each session. One 
spouse reported that her favorite part of the sessions was “ the monthly commitment 
and the coaching .” Another said, “ The book was great but the telephone support 
helped put the concepts into every day practice.”  Problem solving was an important 
component of the intervention and spouses’ commitments were frequently about 
using the problem solving techniques. “ I broke the problem down into smaller 
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pieces and saw that it was doable.” “I was always trying to solve the big problems 
and got overwhelmed before.”  

 The stress reduction and relaxation skills were highly rated, with 89 % of spouses 
using these skills. Commitments showed that spouses were using the skills in practi-
cal situations. “ I had to use the breathing technique the other day because my kids 
weren’t listening to me at all and I wanted to scream but I didn’t….”  

 Spouses also reported that the groups helped enhance negotiation, solve family 
problems, improve family communication, and improve general coping skills, 
although these areas were rated between moderately and very satisfi ed. As one 
spouse commented, “ Feel more confi dent in options you have…more resilient…
never give up… being able to solve any problems you’re facing.” “I was able to get 
feedback and suggestions from the group leader and the other participants and an 
objective perspective on issues too diffi cult for me to handle by myself."   

    Support 

 Spouses rated the amount of support from other group members and the group 
leader highly. The feeling of validation was important. A spouse commented, 
“ Being able to speak freely about things most civilians cannot relate to. Feeling 
validated.”  “ She  [group leader]  was caring and showed empathy.”  Normalization of 
spouses’ concerns made them feel less isolated. “ Having other spouses I could 
relate to. Some made me think I’m not the only one going through this. It made me 
feel connected.” “Being able to share your problems with others who knew what you 
were going through. Hearing about other people’s diffi culties and problems.”  

 Although spouses appreciated the support they received, their scores showed that 
they were slightly less convinced that they had provided good support for other 
group members. However, providing support was important for them. “ Talking it 
out. Realize we had a lot in common. Helping others through their diffi culties.”     

    How Telephone Support Groups Could Better Meet Spouse 
Needs: Lessons Learned 

 The busy lives led by military spouses had been one of our initial impetuses for 
developing telephone support groups. Work, school, household duties, children, 
care for aging parents or a husband who may have been injured are all excellent 
reasons why spouses frequently cannot travel to a site for an intervention. However, 
although the telephone support groups were convenient and did not necessitate 
 leaving home, these same reasons still affected spouses’ ability to participate. 
Spouse attendance in the groups and continuation in the study varied. Half (50 %) 
of the participants attended at least 6 sessions. A little less than one quarter (22.1 %) 
of participants attended 9 or more sessions. About a fourth (25.6 %) of the partici-
pants attended 3 or fewer sessions. Seventeen spouses (19.8 %) either discontinued 
or were lost to follow-up. 
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 Spouses’ daily schedules changed with the seasons and with children’s  schedules, 
and another family or work commitment could take precedence. In general  “It was 
hard to work around everyone’s schedules.”  Marital changes could also be a factor. 
As one spouse reported, “ I split up with husband, had to get a job, have two kids….
I always had to work on the night we did our group.”  One spouse summarized the 
frequent chaos that she and many of the spouses experienced:  “My personal sched-
ule changes constantly.”  Another put it even more succinctly:  “My busy, busy life.”  

 With monthly sessions, if spouses missed a session they had 2 months between 
group meetings. “ If something critical occurred last minute and I was unable to 
attend, then I felt I missed something which I was unable to regain (knowledge and 
support). I wished there was a way to dial in later with a code and listen to what was 
discussed.”  In addition, spouses reported having a need to talk with the group more 
often than monthly. One spouse summed up her need,  “Thirty days is a long time… 
thirty days of hell for some people.”  

 For many spouses, hour-long calls were too short. They wanted more time to talk 
and share strategies related to the topic. Spouses suggested a variety of ways to make 
up sessions and to supplement the sessions, including repeat sessions of the same 
topic, online information, Facebook groups, and a special blog for questions and 
issues that arise between calls. In addition to their request that sessions occur more 
frequently than monthly, they also suggested a shorter time commitment than a year. 

 When the telephone support group intervention was initially proposed, the timeline 
for inclusion was at least 1 month post deployment. Because reintegration diffi culties 
and mental health problems for service members increase during the fi rst year post 
deployment (Hoge, Auchterlonie, & Milliken,  2006 ), our expectation was that spouses 
would need support during or shortly after the fi rst year. Although the average time since 
deployment return for this group of spouses was more than 2 years, spouses reported a 
need for the information sooner. “ I also wish this information could have been presented 
to us 6 months earlier so we could watch for the signs.” “Start it sooner (pre-deployment 
or during deployment) so you have the skills before and know where to go.”  

 Based on spouses’ suggestions, we are currently testing two models of providing 
education, skills and support, telephone support groups and online webinars, to 
spouses of post deployment service members and spouses of deployed service 
members. These two randomized controlled trials are also funded by the Defense 
Health Program, managed by the U.S. Army Medical Research and Materiel 
Command. The interventions are 6 months long, meet twice monthly, and each ses-
sion is repeated three times during 2 weeks so that participants have the option of a 
make-up session. The telephone support groups have a shorter didactic presentation 
and a longer time for spouse interaction.  

    Implementation into Practice 

 In May 2010, Public Law 111-163 Caregivers and Veterans Omnibus Health 
Services Act of 2010 was signed into law. The Act allowed VA to provide benefi ts 
to caregivers of veterans. As part of this initiative, VA implemented the Spouse 
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Telephone Support (STS) program, telephone support groups for spouses of Iraq 
and Afghanistan veterans. One of the initial impetuses for the STS program came 
from the testimony before Congress of a spouse who was participating in our tele-
phone support groups. Based on the pilot study, STS is designed to improve spouse 
resilience and coping and ease the post deployment transition for Iraq and 
Afghanistan veterans. Staff from each VA Medical Center are trained and certifi ed 
in delivering the intervention. Training, materials including Spouse Workbooks, and 
coaching are provided by the Veterans Health Administration’s Caregiver Support 
Program through the Caregiver Center at the Memphis VA Medical Center. 

 Just as for the research studies, spouses’ requests and suggestions have infl u-
enced the design of the groups and the sessions. The intervention is 6 months long; 
a recommended number of 6–10 spouses and a trained and certifi ed Group Leader 
participate in 12-hour-long calls that include education, skills building, and support 
but with more time allocated for spouse participation. There are repeat sessions 
 available. The Spouse Workbook and session topics target the same topics as the 
pilot study: problem solving and communication, relationships, mental health and 
 psychological conditions, and building the spouse’s resilience and strengths. 
However, per spouse request, there is increased emphasis on their needs in addition 
to their role as a support for the service member and the center of their families. 

    Research Implications 

 As this intervention is implemented in practice, evaluation of its effectiveness is being 
undertaken. Our support groups were telephone based with participants recruited 
nationally who generally did not know each other. VA clinicians who are presenting 
the support groups are implementing several different models, such as face to face 
groups and including participants from one local area who may have met each 
other. These and other models are being evaluated for effectiveness and accessibility. 
Participants had suggested many other ways to connect in addition to the telephone, 
such as through social media or online or videoconferencing and these models should 
be tested, also. Although social media provide a very accessible and popular way for 
people to connect, privacy and security concerns and the potential for unauthorized 
access to group information will also need to be addressed. Computer and smart 
phone applications, such as the Care4Caregivers app developed through the VA’s 
Caregiver Support Program and the PTSD Family Coach app developed by the 
VA’s National Center for PTSD, are another way to provide information and skills 
building to spouses and should be investigated for this population.  

    Clinical Implications 

 For clinicians, these telephone support groups and the comments made by the spouses 
suggest a need to remember the spouse’s concerns when treating a service member 
or veteran. Spouses can have a dramatic effect on the reintegration of the family after 
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deployment and can be a major support for the service member/veteran. Conversely, 
it is important to remember that military and veteran spouses are dealing with 
 challenging and unique situations that civilian spouses do not routinely encounter. 
Spouses are more likely to report that stress or emotional problems impact their work 
or other activities than are service members (21.7 % vs. 6.2 %) and when they seek 
care for these concerns, it is generally from a primary care provider according to 
Hoge, Castro, and Eaton ( 2006 ). Military and veteran spouses may need special 
attention from their community primary care and mental health providers, particu-
larly for Guard, Reserve and veteran spouses who are not near a military installation 
and do not have other military support.   

    Conclusion 

 Telephone support groups proved to be a feasible way to increase information, build 
skills, and provide support for spouses of Iraq and Afghanistan service members 
who were post deployment. Spouses reported an improvement in their concerns 
about the effects of reintegration on their social life, their home life, their family, 
their husband, and themselves. They were satisfed with the groups and found them 
easy to use. Logistically, the confi dential and anonymous nature of the telephone 
support groups allowed spouses to speak freely about diffi cult and challenging top-
ics, such as intimacy. The groups were scheduled to accommodate the spouses’ 
busy and hectic lives, rather than around usual agency working hours. 

 Most of our participants entered the study after their husbands had been home 
from deployment more than 2 years, suggesting that they and their families were 
still struggling with reintegration. Providing early and ongoing education, support 
and practical strategies for spouses could help them support the service member, 
assist the family with the transition, and perhaps avoid negative mental health 
 consequences. While face to face training with travel included could be cost pro-
hibitive, telephone support groups could be provided at a much lower cost. 

 From literature, our study results, and particularly from the comments of spouses, 
there are critical factors that should be considered for any implementation of spouse 
telephone support groups. In addition to practical skills building, including problem 
solving skills, communication skills, stress reduction skills, and cognitive/mood 
management (Gottman et al.,  2011 ; Schulz et al.,  2003 ), we believe that the struc-
ture and design of the intervention and its logistics are critical to success. 

 Multicomponent interventions have been shown to be effective if they target 
 several domains of risk, such as emotional and physical well-being and need for 
social support, that family members who are serving in a caregiving role encounter. 
Risks and coping strategies are individualized, and interventions that only address 
one area of risk may not be effective for all participants (Belle et al.,  2006 ; Schulz 
et al.,  2003 ; Sörensen et al.  2002 ). Interventions that incorporate practice in addition 
to information have been shown to have greater effectiveness (Belle et al.,  2003 ; 
Czaja, Schulz, Lee, & Belle,  2003 ; Gitlin et al.,  2003 ). Trained group leaders to 
guide discussion and practice have also been shown to improve outcomes 
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(Martindale- Adams et al.,  2002 ; Toseland, Rossiter, & Labrecque,  1989 ). 
Standardized interventions are more easily translated and replicated by agencies 
and provide similar experiences for participants. However, including an element of 
targeting such as the commitments made by each spouse ensure that the intervention 
is germane to each participant (Schulz et al.,  2003 ). The commitments allowed 
spouses to focus on practical strategies they could implement and to problem solve 
with the group to fi ne tune the strategies. 

 One strong concern of the spouses was to have more of an appreciation of them 
as individuals and less of a focus on their role as a support for the service member. 
Although they acknowledged that their support role is critical in their families, they 
did not always feel that their contributions were honored and respected. More 
importantly, they often felt that they receeded, or were perceived to have receeded, 
into the military spouse role and had lost some of their identity as a person separate 
from that role. By focusing on the spouse, the telephone support groups gave them 
back some sense of self and control. One spouse found solace within the group. 
“ I liked taking time for myself and being able to share my problems and accomplish-
ments with women who understand.”      
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    Abstract     Military programs for families have evolved in the past decade to address 
changing demands in the context of increased deployments and ongoing reloca-
tions, and as this has occurred, the research agenda for family support has shifted. 
As the wars in Iraq and Afghanistan grew, the central research question in military 
family policy was “ What is the impact of deployments on service members and 
families? ” Later, the focus shifted to “ What is the impact of the programs on service 
members and families? ” For research to be infl uential in the military policy setting, 
it must address the military population and it must provide actionable fi ndings. The 
recent shift in focus, which refl ects a constricting budget climate, means that pro-
grams need concrete evidence that outcomes are linked to key military objectives, 
such as being ready to carry out the mission (readiness) and willingness to stay in 
the military (retention). Despite signifi cant challenges, there are real opportunities 
to expand research and evaluation work, with the potential to tie changes in indi-
vidual and group behavior to components of government social programs. The rein-
tegration of military members into families and civilian life will require ongoing 
research on the long-term impacts of military service during sustained years of 
combat deployments.       
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 Military programs for families have evolved in the past decade to address chang-
ing demands in the context of increased deployments and ongoing relocations. 
While programs were being developed and enhanced to meet emerging needs, the 
research agenda for family support shifted. 

 As the wars in Iraq and Afghanistan continued, the central research question in 
 military family policy was “ What is the impact of deployments on service members 
and families? ” 1  Policymakers, program development staff and advocates were all 
focused on what was needed to care for the warfi ghter and the family. This was not 
only a question of how to provide social support; it was also a business question. 
The nation relies on 1 % of the population to volunteer and fi ght for the country. The 
Department of Defense (DoD) needs those who volunteer to be ready to deploy, 
ready to be in combat, ready to return and be part of a family and community back 
home, and then return to combat. The strain on those who have dependents—to 
include 75,000 single parents in uniform—means that the family also has to be 
ready to manage for months if not years at a time without a key member. 

 In the years after 9/11, DoD and others were busy identifying the immediate 
needs of the service members and responding with programs that would enable 
them to be emotionally and mentally fi t to fi ght—something they could not do if 
they were worried about fi nancial or marital or parental concerns back home. 
Research during this period focused on the impact of deployments on marriage, on 
spouses, on children. Spouses of Active Duty members rated loneliness as the num-
ber one problem encountered with deployments (DMDC,  2009 ). In the middle of 
the decade of war, one in four service members identifi ed communication with 
loved ones back home when asked what deployment issues impacted their desire to 
stay in the military (DMDC,  2009 ). To address the issues of loneliness and connec-
tion, the DoD leveraged new technologies, setting up the infrastructure downrange 
to enable service members to connect with loved ones back home. This meant that 
service members could now correspond in real time and in many cases, have ready 
access to the proliferation of communication resources that were not widely avail-
able in previous confl icts (for example e-mail, cell phones and video chat). These 
new technologies, however, also meant that service members and family members 
had to manage the unintended consequences of connecting someone in a war zone 
with the daily issues of family life. 

 As policymakers scrambled to understand what the new tempo of deployments 
meant for the needs of our warriors and families, the primary requirement for new 
programs was that they be designed to address the needs of service members and 
families. Large scale surveys were used as the primary means to identify and docu-
ment needs and follow trends. Outcome evaluation data were rarely built in to the 
program design; in most cases program quality, utilization and satisfaction were the 
primary data that were collected to ensure that programs were reaching military 
families. 

1   It should be noted that given the history of frequent deployments as Sailors “go to sea”, the Navy 
has been looking at the impact of deployments for some time. The question became relevant across 
the military services with increased combat deployments to the wars in Afghanistan and Iraq. 
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 Recently the focus has shifted. No longer is the central question, “ What is the impact 
of deployments on service members and their families ?” 2  The central  question has 
become “ What is the impact of the programs on service members and families? ” Until 
the tempo of deployment slowed in 2011, the reality of meeting immediate needs meant 
that programs for military members and their families were often stood up without the 
means to measure participant outcomes. At this time in order to continue to receive 
DoD funding, family programs need to be able to demonstrate effectiveness. Increased 
evaluation rigor is a result of resource constraints. With reduced resources, it is no lon-
ger enough to show a program is designed to meet a demonstrated need and is highly 
used by very satisfi ed participants—now programs are being asked “ Where are your 
measures of effectiveness ?” It is a paradox that when money was fl owing, there was a 
decreased requirement for rigorous evaluation because programs did not have to com-
pete for funding. The fi rst decade of this century was an unprecedented opportunity to 
meet the needs of military members and their families—seemingly almost as fast as 
they could be identifi ed and prioritized. In the current period of limited resources for 
programs or evaluation, programs for military members and their families must now 
demonstrate effectiveness to justify their existence. 

 This is however, not just a question of funding evaluation. Researchers and 
 practitioners alike know how diffi cult it is to measure the impact of a social policy or 
program on aspects of well-being, how diffi cult it is to measure subtle changes in 
behavior and link that outcome to a specifi c program or initiative. Even more diffi cult 
is how to measure the impact of a social program on preventing an undesirable out-
come such as divorce, abuse or suicide, issues of critical importance for leaders. 

    Policy Relevant Research: Challenges and Opportunities  

 For research to be infl uential in a military policy setting, it has to be meaningful, in 
that it has to address the military population and it has to provide actionable fi nd-
ings. Research on the military population begs the question “How does the data 
compare to the data in the civilian world?” Comparisons are often diffi cult because 
data was collected from non-comparable samples (the military population is skewed 
younger than the general adult population), or by signifi cantly different methods. 
For example, military divorce statistics do not have a direct civilian comparison due 
to the way the DoD collects the data versus the way that the United States Census 
Bureau collects the national data. Similar issues exist for military child abuse and 
neglect data; incidents and reports bridge the military and civilian reporting sys-
tems. The inability to compare data across military and civilian populations is a 
challenge that is not insurmountable; building bridges across civilian and military 
researchers is a fi rst step that is exemplifi ed by the papers in this volume. 

2   This is not to say we know the full impact of deployments on service members or family  members; 
much research is still needed to understand the long term consequences of the combat deployments 
of the last 10 years. 
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 The research that has been utilized most readily by government recently has helped 
identify the problem as one unique to or exacerbated by military life—for example 
spouse employment trajectory disrupted by military moves. The vast majority (95 %) 
of civilian military spouses are women (DMDC,  2011 ). These spouses have long faced 
the challenge of trying to maintain a career trajectory while relocating on a regular 
basis for their military spouse’s career. Researchers showed that military spouses were 
actually less likely to be employed than their civilian counterparts, providing hard 
evidence that the military lifestyle created a constraint for spouse employment (Harrell, 
Lim, Werber, & Golinelli,  2004 ). Recent DoD data shows that up to 26 % of military 
spouses who would like to be employed cannot fi nd work, and analysis of 2010 Census 
data show that that there is a signifi cant wage gap between military spouses and their 
married civilian women counterparts (Kniskern & Segal,  2010 ). The disruption of a 
move while trying to maintain employment, especially considering that installations in 
some cases are located in depressed local economies, means that it can take a military 
spouses many months to fi nd employment again (DMDC,  2012 ). These fi ndings, sup-
ported by years of political strategy and advocacy, resulted in DoD establishing the 
Military Spouse Education and Career Opportunities (SECO) program, which includes 
fi nancial support for education and training as well as linkages to employers. 3  

 The recent shift in focus, which refl ects a constricting budget climate, means that 
programs need concrete evidence that outcomes are linked to key military objec-
tives, such as being ready to carry out the mission (readiness) and willingness to 
stay in the military (retention). Again, demonstrating effectiveness was less critical 
when all energies were directed at increasing and improving service delivery. 
Evaluation was not the leadership’s priority in the pulse of war—a time of a high 
needs with a relatively high resource environment. In fact, evaluations in such an 
environment could be seen as diverting energies from the important work of address-
ing the many emerging issues for families. But the current need to retrofi t programs 
with evaluation components also poses a risk of over-focusing on evaluation and 
programs that can demonstrate measures of effectiveness. Balancing the current 
demands for program effectiveness data with the need to understand the short and 
long-term consequences of the experiences associated with deployments will prove 
a challenge for researchers and policymakers alike. 

 There are several known challenges in a resource constricted environment. First 
and foremost is the challenge of defending a program against funding cuts because 
it cannot be demonstrated to be effective (or ineffective, for that matter). Another 
challenge is producing outcome data when programs were not designed to collect 
any data—in at least one case in a conscious choice to enhance the program deliv-
ery. DoD’s Military & Family Life Counselor Program, a non-medical counseling 
program that supports service members and families all over the world without 
 collecting any identifying information, was designed in large part to address 
 geographical dispersion and the stigma of seeking counseling as a warfi ghter or a 

3   A key component of the SECO program was an expansion of the Army Spouse Employment 
Program which links spouses with employers. 
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family member. Therefore, participant data cannot be linked to any database which 
would show that they have different outcomes than non-participants. 

 Another challenge is dealing with the turnover in the military population. 
Attrition in the military makes it diffi cult to do longitudinal research, key for deter-
mining the longer term effects of deployments and programs on families (i.e., more 
than 30 % of service members leave within the fi rst 3 years of service). We need to 
understand how military families manage over time, as they transition to civilian life 
and become a potentially invisible population as civilian families who have served. 
This challenge could also be seen as an opportunity based on the current national 
focus on transitioning veterans; such attention could prompt interest in more 
research on the experiences of veteran families. 

 There are also many opportunities which demand ingenuity and collaboration. 
The DoD has a great deal of data. Large administrative data sets in some cases could 
be better mined to answer research questions. For example, child health records were 
used to look at whether children whose parents received domestic violence services 
had different health outcomes than children who do not have any record of domestic 
violence in the family (Department of Defense,  2011b ). An important step is collabo-
ration with investigators on population based studies. Adding questions which iden-
tify military members in a large data collection, something that is currently being 
developed with the National Institutes of Health National Children’s Study, allows 
for us to better understand military families within the context of all families. 
Building networks across researchers, and where possible including identifi ers of the 
military population within their data collection, means that military members could 
be better understood in the context of the entire population. A series of questions in 
the demographic section would allow military families to be identifi ed in any research 
sample. While it is harder to match data sets using unique identifi ers, it can be done—
and has been done with Social Security wage data in the case of service members in 
the Reserve component (Martorell, Klerman, & Loughran,  2008 ). 

 None of this is easy. Important measures in place to protect privacy and identity 
sometimes mean that even de-identifi ed data in existing data sets cannot be used for 
new research purposes. While it may seem that the institutional structure of the 
 military would make it an easier place in which to conduct research than the civilian 
population, the multiple layers of leadership and diverse military service cultures 
often mean it is more diffi cult to conduct research with a military sample. Moreover, 
maneuvering within the federal bureaucracy is time consuming, measured some-
times in years rather than months. 

 And yet, given all of the challenges, there are real opportunities to expand research 
and evaluation work, with the potential to tie changes in individual and group behav-
ior to components of government social programs. The reintegration of military 
 members into families and civilian life will require ongoing research on the long-term 
impacts of military service during sustained years of combat deployments.     

5 Evolution of a Research Agenda for Military Families



84

      References 

  Defense Manpower Data Center. (2008, September).  April 2007 status of forces survey of 
active duty members: Retention, tempo, Military OneSource, fi nancial health, and annual leave 
briefi ng  (DMDC Report No. 2008-030). Arlington, VA: Author.  

     Defense Manpower Data Center. (2009, July).  2008 Survey of military spouses: Impact of deploy-
ments on spouses and children . Arlington, VA: Author.  

    Defense Manpower Data Center. (2011, May).  The 2010 Military Family Life Project briefi ng . 
Arlington, VA: Author.  

    Defense Manpower Data Center. (2012, November).  2011 Military Family Life Project briefi ng . 
Arlington, VA: Author.  

  Department of Defense. (2011a).  Plans for the Department of Defense for the support of military 
family readiness annual report to the congressional defense committees Pursuant to Section 
1781b of Title 10, United States Code  (Fiscal Year 2011). Arlington, VA: Author.  

   Department of Defense. (2011b, October).  Report to congress on impact of domestic violence on 
military families . Arlington, VA: Author.  

    Harrell, M. C., Lim, N., Werber, L., & Golinelli, D. (2004).  Working around the military: 
Challenges to military spouse employment and education  (RAND Corporation Monograph). 
Arlington, VA: RAND Corporation.  

    Kniskern, M. K., & Segal, D. R. (2010).  Mean wage differences between civilian and military 
wives . College Park, MD: University of Maryland Center for Research on Military 
Organizations.  

    Martorell, P., Klerman, J. A., & Loughran, D. S. (2008).  How do earnings change when reservists 
are activated? A reconciliation of estimates derived from survey and administrative data  
(RAND Corporation Technical Report). Arlington, VA: RAND Corporation.  

  Warner, J. T. (2012). The effect of the civilian economy on recruiting and retention. In  Eleventh 
Quadrennial Review of Military Compensation: Supporting Research Papers  (pp. 71–91). 
Downloaded April 12, 2013, from    http://militarypay.defense.gov/REPORTS/QRMC/11th_
QRMC_Supporting_Research_Papers_Files/SR05_Chapter_2.pdf                

C.A. Flynn

http://militarypay.defense.gov/REPORTS/QRMC/11th_QRMC_Supporting_Research_Papers_Files/SR05_Chapter_2.pdf
http://militarypay.defense.gov/REPORTS/QRMC/11th_QRMC_Supporting_Research_Papers_Files/SR05_Chapter_2.pdf


   Part II 
   Parenting and Child Outcomes        



87

    Abstract     This paper on children in Army families is the fi rst to examine objective, 
non-self-report, measures of all health care utilization inclusive of prescription 
medications among children experiencing the deployment of a parent. It employs a 
quasi-experimental, pre–post, non-equivalent group design to compare changes in 
pediatric health care utilization. Multivariate difference-in-differences regression 
models isolate the effect of deployment on change in service usage comparing a 
period prior to deployment to a period starting with the parent’s deployment. The 
proportion of children using any specialist offi ce visits showed a net increase, while 
the proportion with any generalist offi ce visits showed a net decline. Post-hoc analy-
sis revealed that these pediatric specialist visits were predominantly, not exclusively, 
for psychiatric-type services. There also was, in users of antidepressants prescriptions, 
a 28 % relative increase in children under age 12 and 18 % relative increase in children age 
12 years and older. Policy and procedures to support the increased care coordination 
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required of both primary care providers and parents of children who make use of 
 psychiatric specialty services is important, especially since pediatric  providers are 
often in the civilian, and not military, sector.  

  Keywords     Health care utilization   •   Psychotropic medication   •   Deployment   
•   Military children   •   Difference-in-difference analysis  

       Introduction 

 The Department of Defense (DoD) and the TRICARE Management Activity (TMA) 
have made concerted efforts to understand the military health care experiences of 
families through periodic surveys of military members and their dependents and 
also through commissioned studies. While the DoD has established a surveillance 
program associated with battlefi eld injuries and illnesses, and deployment-related 
assessments, there is no routine reporting on the health status of military families 
other than periodic surveys of spouses (Defense Manpower Data Center,  2009 ). 
Nevertheless, there is increasing recognition that the sacrifi ces made by families 
when a parent or spouse deploys may require additional attention (DeVoe & Ross, 
 2012 ; Lincoln, Swift, & Shorteno-Fraser,  2008 ; Paris, DeVoe, Ross, & Acker,  2010 ; 
The White House,  2012 ). 

 Careful analyses of dependent children’s utilization of health care during deploy-
ment spells would provide useful information for DoD and civilian providers to 
implement effective responses. DoD maintains programs to reduce family problems 
that arise from deployment and arranges for non-medical counseling to mitigate 
family hardships that it can anticipate. Understanding emerging deployment-related 
problems may require large-scale population data to detect systematic effects that 
might not be easily quantifi ed in survey studies. In survey data alone and small stud-
ies, it is diffi cult to disentangle deployment changes from confounding factors, such 
as children’s stage of development or unique characteristics of specifi c locations. 
This chapter focuses specifi cally on objective measurement of health care utiliza-
tion changes in a large sample of Army children at the time of a parent’s recent 
deployment. The DoD defi nes deployment as an operation, location, command, or 
duty that is different from the military member’s normal duty assignment 
(Department of Defense,  2008 ). In addition to combat, military forces are deployed 
for a variety of missions, including: military liaison and training support, joint and 
coalition force exercises, construction projects, humanitarian assistance, or health 
care and refugee relief. 

 Since 2003, deployments are the rule rather than the exception for the U.S. armed 
forces, and many have experienced long assignments and multiple deployments. 
More than two million U.S. children are estimated to have experienced one or more 
parental deployments to Iraq and Afghanistan (DeVoe & Ross,  2012 ). Of the more 
than 1.6 million service members deployed to Iraq and Afghanistan, the Army has 
sent the majority of troops and experienced the most combat deaths and troops 
wounded in action (Defense Manpower Data Center,  2011 ). 
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 While there are informative studies on civilian children’s use of health care 
 services (Vingilis, Wade, & Seeley,  2006 ; Wertlieb, Weigel, & Feldstein,  1988 ), 
predictors of health care use among military children and adolescents have not been 
clearly delineated. Two recent population-based studies have identifi ed an associa-
tion of children’s mental health diagnoses and parental military deployment. 
Gorman, Eide, and Hisle-Gorman ( 2010 ) studied children aged 3–8 years in all 
Armed Force branches in fi scal year (FY) 2006 and FY 2007. The study examined 
the incidence of children’s outpatient visits for mental health diagnoses in associa-
tion with months on and off of deployment of the military parent. They reported that 
in months a parent was deployed, visits with behavioral disorders increased 19 % 
and with anxiety disorders increased 18 % (Gorman et al.,  2010 ). A second study of 
children with Army fathers ages 5–17 was conducted by    Mansfi eld and colleagues 
( 2011 ). Overall, 16.7 % of all children in the study had at least one mental health 
diagnosis during the 4-year study period with the most common diagnoses being 
acute stress and adjustment disorder (5.9 %), depression (5.6 %), and pediatric 
behavior disorders (4.8 %). Findings indicated an excess of 6,579 psychiatric diag-
noses during the study period among children with parental deployed of more than 
11 months compared to children without a deployed parent; psychiatric diagnoses 
associated with parental deployment were greater and increased for the group with 
more months of parental deployment. 

 Prior to these two studies, research had been conducted primarily on small 
 samples, often Navy-only families, and sometimes of families stationed overseas; 
fi ndings on the effect of deployment were inconsistent indicating they might not 
have provided reliable or generalizable estimates (Abbe, Naylor, Gavin, & Shannon, 
 1986 ; Keilberg,  2005 ; Levai, Kaplan, Ackerman, & Hammock,  1995 ; McNulty, 
 2003 ). Several recent review articles discuss the nature of children’s stress and 
adjustment problems that may occur during deployments. Ambiguity surrounding 
deployment dates and lengths is identifi ed as a stressor (Faber, Willerton, Clymer, 
MacDermid, & Weiss,  2008 ). Problems related to parental deployment may exhibit 
as poor academic performance, with boys appearing to suffer more effects than girls 
(Lincoln et al.,  2008 ). There may be similarity to the mental and behavioral effects 
of school-aged children when separated from a parent because of divorce (Gorman & 
Braverman,  2008 ). Nevertheless, there appear to be unique stressors accompanying 
deployment events, such as the length of separation, repeated deployments, the 
impact on the parenting provided by military couples, and the risk of parental injury 
or death (DeVoe & Ross,  2012 ; White, de Burgh, Fear, & Iversen,  2011 ). 

 In sum, two recent studies which found increased mental health or behavioral 
disorders among children experiencing the most months of parent deployment 
 provide evidence that children’s mental health is vulnerable to periods of parental 
deployment. It is unknown to what extent this vulnerability spills over to an 
increased need for health care in general or to what extent it is specifi c to mental and 
behavioral services. Utilizing a large sample of Army children in two age groups 
(under age 12, 12 and older), the current study applies a quasi-experimental pre–
post design to examine all pediatric health care utilization in the context of parent’s 
deployment. Additionally, health care specialty services independent of diagnosis, 
and psychotropic medication receipt in young children and adolescents, are also 
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examined. To the best of our knowledge, this is the fi rst national study to examine 
non-self-report, objective measures of all health care utilization inclusive of pre-
scription medications among children experiencing the deployment of a parent.  

    Conceptual Framework 

 The current study used as a foundation a classic conceptual model of health care 
utilization that describes two levels of infl uence: those associated with the indi-
vidual’s characteristics, and those associated with the characteristics of the 
environment/ organization (Andersen,  1995 ; Andersen & Aday,  1978 ; Andersen & 
Davidson,  2007 ). The individual and healthcare environment factors of interest are 
illustrated in Fig.  6.1 .

   The deployment of a spouse or parent to a war zone or peace-keeping mission 
can be a life-altering event for the children who remain at home. However, it is not 
clear what impact this change will have on health care utilization. Expanding on the 
foundational conceptual model, deployment represents a period when children may 
have additional health care  needs  associated with adjustment diffi culties, or additional 
 coping  challenges associated with existing chronic conditions (e.g., depression), or 
challenges  maintaining  healthy lifestyles (e.g., increased risky drinking). Consistent 
with the prior literature, one would hypothesize that medical/mental health needs of 
dependents would increase during deployment (see Fig.  6.2 ). Alternatively, the 
deployment of a parent also represents a time of reduced adult availability to arrange 
for and transport to counseling and medical appointments. Competing demands and 
additional transportation problems may lead to lower attendance at socialization 

  Fig. 6.1    Conceptual model of health care utilization. This fi gure illustrates the characteristics 
associated with individuals and the environment/organization       
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programs, or fewer preventive visits to generalist providers for minor problems 
associated with mild adjustment symptoms. Use of routine offi ce visits and 
 medications for chronic problems such as mild depression may decline. In some 
scenarios, the lack of routine care may lead to greater risk of hospitalization or more 
reliance on emergency departments as the source of care.

   Thus, while many family dependents may be resilient and have successful  coping 
strategies for periods of deployment, there still are necessary hardships associated 
with fewer transportation options, competing responsibilities, and perhaps a move 
to a new geographic area and lack of familiarity with new health care providers. 
On balance enabling resources would decline with deployment (see Fig.  6.2 ). 

 In sum, this study examines the cumulative infl uence of deployment on changes 
in overall health care patterns inclusive of medication usage; fi ndings which have 
not been fully explored in prior research.  

    Methods 

 This paper addresses two primary research questions. First, do specifi c types of health 
care utilization change among children and adolescents during the deployment of 
their Army active duty parent, relative to a comparison group and compared to their 
own utilization prior to deployment? Second, does receipt of any medication and 
specifi cally psychotropic medications change among Army children and adolescents 
during a parent’s deployment? We also provide post hoc analysis using FY2007 data 
to describe the type of care that comprises specialist and generalist offi ce visits of 
military children and adolescents. 

 The project team performed this work in accordance with an approved Data Use 
Agreement and a submitted Security Assurance Questionnaire with the TRICARE 
Privacy Offi ce and after review by the Brandeis University Institutional Review 
Board which found the project exempt from ongoing review. 

Medical &
mental
health
needs

Enabling
resources

(i.e., access
to routine

care) • Stress
• Risk- taking • Routine care

• Medication

↑↑Need
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  Fig. 6.2    Plausible effects of deployment. This fi gure illustrates the plausible decrease of enabling 
resources and increase in medical and mental health needs for family dependents with deployment       
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    Study Design 

 We employed a quasi-experimental, pre–post, non-equivalent group design to 
 compare changes in health care utilization of children of deployed and comparison 
Army service members and to estimate the possible impact of deployment. 
Deployment was identifi ed using military records of actual begin and end dates, and 
was defi ned in this study as mission assignments away from the service member’s 
permanent station lasting 6 months or longer.  

    Setting: The Military Health System 

 The children included in this study were eligible as dependents of active duty 
 service members for TRICARE health benefi ts. TRICARE is a health benefi t 
 program for the members of uniformed services, their spouses, and unmarried chil-
dren, among others. TRICARE is a large health care delivery system for services 
delivered by military treatment facilities (MTF) and an insurance or payment 
 program for health services of civilian providers used by dependents and others. As 
such, it shares some of the characteristics of the civilian insurance market. There are 
several TRICARE health plan options for dependents including: TRICARE Prime, 
a voluntary HMO-like option where the dependent is assigned or chooses a primary 
care provider (either in the military or a civilian provider) who provides or arranges 
for all care. TRICARE Prime Remote serves active duty family members in remote 
geographic areas accessing care through approved civilian providers. TRICARE 
Standard and TRICARE Extra are preferred provider-like options that do not require 
enrollment. Other special programs also exist. 

 TRICARE serves a substantial number of families and children and is an impor-
tant health care program for children (Department of Defense,  2011 ). In 2010 more 
than 44 % of the 1.4 million active duty members were parents, and there were 
almost 1.25 million child dependent (Department of Defense,  2010 ).  

    Selection of Sample 

 The study sample was identifi ed using the Defense Enrollment Eligibility Reporting 
System (DEERS) to fi rst identify Army active duty service members (i.e., parents) 
that met study criteria and then selecting their child dependents identifi ed in DEERS 
who met study criteria. The defi nition of child dependent refl ects TRICARE partici-
pation defi nitions and includes the service member’s stepchildren, foster children, 
and child ‘wards’. Of note, the selection of child dependents associated with a 
 service member could vary month by month as a result of birth, death, marriage, 
divorce, adoption, and child loss of eligibility due to aging out, disenrollment, or own 
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military enlistment. Status as child dependent was based on the eligibility record the 
month prior to the service member’s month of deployment (pseudo- deployment) 
so the fi rst analytic step was to identify the analysis study-period specifi c to each 
 service member. 

    Deployment-Window and Study-Period 

 The analysis data for each child dependent spans a 25-month deployment window 
based on the parent’s deployment start date. The calendar month of deployment was 
not included in analysis. The deployment window consists of the pre-period: 12 
calendar months before the deployment month, and the post-period: the 12 calendar 
months beginning after the deployment start month; for most Army members, they 
will be on deployment during the post-period but some have returned and are 
 reintegrating with family and non-combat military work. In short, the deployment 
window represents different calendar months for each child. In this study the vast 
majority of deployment start months occurred in Federal fi scal year (FY) 2006 and 
FY2007. The median of the deployment start months was October, 2007; this date 
also was assigned as the ‘pseudo’ deployment month for each comparison group 
member. We selected those deployments that began with, ended in, or otherwise 
included, months of FY2007. The full analysis data set spanned from October, 2003 
to September, 2008.  

    Study Inclusion and Exclusion Criteria 

 Children were selected who were dependents of an Army active duty parent during 
FY2007 and had 25 months of eligibility during the parent’s deployment window. 
As the analysis required comparing equal months of data in the pre- and post- 
periods, children were excluded if they lacked enrollment one or more months any 
time during the window. Also excluded were children with other health insurance 
(OHI; 3 %) as this could lead to unobserved utilization for care paid by another 
insurer during the study period.   

    Data Sources 

 A TMA contractor prepared 37 separate data fi les covering FY2004–2008 and 
offered written and verbal fi le documentation to ensure the project team understood 
the conventions used in TRICARE data and typical analyses. Only encrypted  person 
identifi cation (ID) numbers were used. Dependents had their own encrypted ID and 
their records contained the encrypted ID of their military parent. 

 This study used data from two DoD administrative data fi les: the Defense 
Enrollment Eligibility Reporting System and the Contingency Tracking System. 
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For the former, we rolled up information to the person-level from monthly 
 benefi ciary records containing data on the parent’s service branch and rank group; 
the child’s benefi ciary eligibility category, enrollment dates, primary care provider, 
age, gender, residence (3-digit zip code, region), military hospital catchment area 
and clinic area (PRISM). We used parent’s race/ethnicity for the child as the child’s 
characteristic was frequently missing. 

 From the Contingency Tracking System we constructed one deployment record 
per service member by identifying the fi rst overseas mission with an end date in 
FY2007, and retaining the starting and ending months of this deployment (many 
stretching into FY2008) and the total number of mission deployments since 
September 11, 2001. 

 For health care utilization we analyzed direct care system (MTF) data captured in 
the CAPER fi le of ambulatory encounters and hospital stay data from the Standard 
Inpatient Data Record fi le. All purchased care services of civilian providers were cap-
tured in paid ambulatory claims of the TRICARE Encounter Data, Non- Institutional 
fi le and paid civilian sector inpatient and residential facility claims of the TRICARE 
Encounter Data, Institutional fi le. Finally, the Pharmacy Data Transaction Service fi le 
was analyzed for all prescription medication claims from direct care, MTF providers, 
mail order, and retail pharmacy sources.  

    Measures 

    Utilization Outcomes 

 We constructed a series of utilization measures (0 = not used, 1 = used) to  encompass 
all health services independent of diagnosis used by children and adolescents in the 
sample. There was a measure for an overnight institutional stay, and three ambula-
tory care measures: emergency department visits, generalist offi ce visits, specialist 
offi ce visits. Following DoD convention, visits were defi ned as claims or encounters 
with at least one of several evaluation and management (E&M) Berenson-Eggers 
Type of Service codes (Department of Defense,  2009 ). There were fi ve prescription 
medication measures: all prescription medications, any psychotropic prescription 
medications, any anxiety medications, any anti-depressant medications, and any 
stimulant medications. The prescription medication claims contained the American 
Hospital Formulary Services six-digit code and a therapeutic class name that was 
used to classify anti-depressants (28:16.04); anxiolytics, sedatives, hypnotics 
(28:24:XX); and stimulants (28:20:XX), and any psychotropic medication measure 
defi ned as any claim for these three classes or an anti-psychotic (28:16.08) or 
 anti-manic (28:28:XX) medication (American Hospital Formulary Service,  2008 ). 
For each measure we fi rst constructed indicator variables that were set to 1 if the 
child had utilization of the specifi ed type during the period and 0 if the child did not 
have utilization. The dependent variable in our multivariate regression models was 
the change in the child’s two indicator variables for the post- and  pre- time periods 
for a measure.  
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    Independent Variables 

 We included three different types of covariates in our analytic models: military 
 parent covariates, health system covariates, and child status covariates, each derived 
from eligibility records 1 month prior to deployment. Service member covariates 
were characteristics for military rank (offi cer, warrant offi cer, enlisted) and race/
ethnicity (Asian/Pacifi c Islander, Black non-Hispanic, white non-Hispanic, 
Hispanic, other) which served as a proxy for child race/ethnicity as that data value 
was frequently missing. Health system covariates were child’s residence within a 
MTF service area (within 40 miles of inpatient MTF, within 20 miles of ambulatory 
clinic, within both inpatient and ambulatory clinic areas, outside both), and system 
of primary care provider (MTF/direct, civilian/purchased care, or not PRIME 
enrolled). Child characteristics were age, gender, residence region (north, south, 
west, Alaska/Hawaii/US territory), and a military health system-constructed indica-
tor used for medical risk adjustment based on diagnoses reported on the previous 
year claims, the hierarchical condition category (HCC) score which was coded 1 if 
above the 90th percentile of children in the sample (   Pope et al.,  2004 ).   

    Difference-in-Differences Analysis 

 We used a multivariate difference-in-differences (DID) regression model to isolate 
the effect of deployment on changes in utilization from the pre- to post-periods 
(Ashenfelter & Card,  1985 ; Meyer,  1995 ). DID regression is commonly used to 
evaluate the effect of an event or policy change on outcomes. The unadjusted DID 
statistic is calculated by taking the difference in utilization from pre to post for the 
deployed and comparison groups, and then subtracting the two quantities, hence the 
term “difference-in-differences”. In multivariate DID models, the coeffi cient for the 
deployment group indicator is the adjusted DID statistic and estimates the differ-
ence in average change in utilization of the two study groups (i.e. how much more 
the deployed group changed) after adjustment for other covariates. 

 The main benefi t of DID analysis is that it simultaneously controls for pre-period 
utilization and factors affecting both groups. Since the child’s pre-period utilization 
is adjusted for, each child serves to some extent as his/her own control. Also, 
because both children in the deployed and comparison groups could experience 
changes in utilization for reasons other than deployment (e.g. maturation, changes 
in social circumstances, policy changes), having both time periods and both groups 
in the DID model essentially adjusts the deployed group’s change estimate for 
changes that would be expected for non-deployment reasons. Thus, the adjusted 
DID statistic is the net effect of deployment—net pre-period utilization and net 
 non- deployment factors. 

 Change in use (described above) was regressed on the indicator for deployment 
group and on the covariates using ordinary least squares (OLS) regression (Singer & 
Willett,  2003 ;    Wu et al.,  1999 ). An OLS regression model with a categorical outcome 
is a linear probability model (LPM), and can be used to measure the association 
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between explanatory variables on qualitative events (Wooldridge,  2005 ). In contrast 
to a logistic model, which models the odds of an event, an LPM models the probabil-
ity of an event. We note that originally we intended to use hierarchical models to 
account for the correlation between the pre- and post-period utilization measures of 
the same person. Study samples were too large for the statistical software to estimate 
the models. However, the LPM can be specifi ed to estimate the same DID effect as 
estimated by a hierarchical model (Wu et al.,  1999 ). 

 In presenting results we report the adjusted DID statistic and the 95 %  confi dence 
interval (CI). CIs which do not overlap 0 indicate statistically signifi cant results. 
We also report the  relative  percent change associated with deployment, which is 
calculated by dividing the adjusted DID (the numerator) by the unadjusted utiliza-
tion percent of the deployed group during the pre-period (base rate). We interpret 
the relative percent change as suggestive of the importance of the deployment 
effect—as even a small change (i.e., small ADID) may be notable if the usage rate 
in the pre-year also is small. The fi ndings and additional methods from the main 
study of spouses and children are reported in Larson et al. ( 2012 ). 

 In this chapter we also present two post-hoc analyses. Findings are based on 
subgroup analysis of two samples, younger children (under age 12) and older chil-
dren (age 12 and older) based on age the month prior to deployment start. We also 
present descriptive analyses on the non-prescription health care services used in 
FY2007 by TRICARE children and adolescents to better understand what com-
prised the generalist and specialist visit categories, particularly examine use of 
psychiatric-related services and providers. Statistical analysis was performed using 
SAS/STAT software (version 9.2; SAS Institute Inc., Cary, NC).   

    Study Results 

    Sample Description 

 The initial data pass identifi ed 302,607 Army active duty parents of whom 43 % were 
classifi ed as deployed and 57 % were in the comparison group. For these  military 
parents we found records for 440,236 children identifi ed the month before the deploy-
ment (or pseudo-deployment) start date. After applying exclusion criteria (see meth-
ods above), there remained 137,602 children in the deployed group and 199,520 
children in the comparison group. Twenty-one percent of eligible children were 
excluded because they lacked enrollment during one or several months of the 25-month 
study period (e.g., were born during the study period, aged out of TRICARE) and 3 % 
were excluded because of evidence of a second health  insurance plan. 

 A detailed description of the sample was described previously and briefl y 
 summarized here (Larson et al.,  2012 ). Half of the children in the study were female 
and the health of sample children was generally quite good, indicated by a low aver-
age “medical risk adjustment” score. Nearly three-quarters of the study’s children 
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received care delivered by or organized by a military-based primary care provider. 
One difference was observed between deployment and comparison group children; 
the median age was younger in the deployment group. This difference corresponds 
to a slight excess of enlisted-rank service members in the deployed group. Utilization 
measures were nearly equivalent for the children in the deployed and comparison 
groups: In each group about three-quarters of children had one or more visits with a 
generalist procedure code, and less than one-quarter had one or more visits classi-
fi ed as specialist care. More than a quarter had a visit to the ED. Regarding prescrip-
tion medication utilization, 7.2 % of children in the deployed group and 7.6 % of 
children in the comparison group received a prescription medication in the thera-
peutic groups classifi ed as psychotropic (Larson et al.,  2012 ).  

    Pre-deployment Service Utilization 

 Table  6.1  presents data on the utilization measures for the pre-deployment year of 
sample children by age group. The younger age group relative to the older group 
had higher utilization of emergency department (ED) visits and generalist offi ce 
visits, as well as any anti-anxiety or sleep-aid prescription. The older age group 
relative to the younger group had higher utilization of specialist offi ce visits, hospi-
tal/residential institutional stays, any psychotropic medication prescription, any 
anti-depressant prescription, and any stimulant prescription.

   Table 6.1    Percent of study children in deployed group by age group with service utilization 
during the pre-deployment year a    

 Utilization measure 

 Children of deployed parents 

 Younger (<12 year) 
(N = 109,876) 

 Older (12+ year) 
(N = 27,726) 

 Any Emergency Department Visit  32 %  21 % 
 Any Generalist Offi ce Visit  78.4 %  65.3 % 
 Any Specialist Offi ce Visit  18.8 %  30.4 % 
 Any Hospital/Residential Stay b   2.4 %  2.7 % 
 Any Prescription  68.9 %  58.0 % 
 Any Psychotropic c  Prescription  10.2 %  17.9 % 
 Any Anti-depressant Prescription  0.7 %  3.5 % 
 Any Anti-anxiety, Sleep-aid Prescription  2.5 %  2.1 % 
 Any Stimulant Prescription  3.8 %  5.1 % 

   a The pre-deployment year is the 12 calendar months before the deployment start month 
  b Non-hospital stay is residential care for cancer, mental health, and other chronic conditions 
 provided in purchased care settings. Home health service excluded from these analyses 
  c Psychotropic medications defi ned using American Hospital Formulary Service codes; any 
 psychotherapeutics and include antipsychotics and miscellaneous psychotherapeutic agents in 
addition to the classes separately analyzed (anti-depressant, anti-anxiety, stimulants)  
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       Difference-in-Difference Estimates 

 Table  6.2  presents the adjusted DID (ADID) estimates associated with deployment 
and 95 % confi dence intervals (CIs) from the series of multivariate regression mod-
els on each utilization outcome. The ADID represents the net effect of deployment 
considering all covariates, the pre-deployment baseline, and the comparison group’s 
experiences.

   The proportion of children using specialist offi ce visits showed a net increase during 
deployment, particularly among younger children. The proportion for generalist 
 visits showed a net decline. Changes were not signifi cant for ED and institutional 
services. 

     Table 6.2    Net effect of deployment: adjusted difference-in-difference estimates on service usage 
of study children   

 Utilization measure  Children a  

 Net effect of deployment 

 Adjusted difference-in 
difference estimate d   p Value 

 Any Outpatient ED Visits  Younger  −0.06  0.79 
 Older  0.69  0.07 

 Any Generalist Offi ce Visits  Younger  −1.07  <0.01 
 Older  −1.09  <0.01 

 Any Specialist Offi ce Visits  Younger  2.07  <0.01 
 Older  1.16  <0.01 

 Any Hospital/Residential Stay b   Younger  0.08  0.32 
 Older  0.11  0.49 

 Any Prescription  Younger  −0.42  0.05 
 Older  −0.53  0.17 

 Any Psychotropic Prescription c   Younger  0.44  <0.01 
 Older  1.00  <0.01 

 Any Anti-depressant  Younger  0.21  <0.01 
 Older  0.29  0.04 

 Any Anti-anxiety, Sleep-aid  Younger  0.20  0.01 
 Older  0.39  0.01 

 Any Stimulant Prescription  Younger  0.12  0.05 
 Older  0.10  0.42 

   a Younger children are aged under 12 year, n = 252,953; older children are aged 12 and older, 
n = 84,169 
  b Non-hospital stay is residential care for cancer, mental health, and other chronic conditions 
 provided in purchased care settings. Home health service excluded from these analyses 
  c Psychotropic medications defi ned using American Hospital Formulary Service codes; any psy-
chotherapeutic and includes antipsychotics and miscellaneous psychotherapeutic agents in addition 
to the classes separately analyzed (anti-depressant, anti-anxiety, stimulants) 
  d The adjusted difference-in-differences statistics are adjusted for age, gender, service member rank 
and race/ethnicity, residence region, residence in proximity to inpatient and ambulatory catchment 
areas, “medical risk adjustment” (HCC) score above/below 90th percentile, military versus civilian 
primary care provider (vs. unenrolled)  
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 Deployment was associated with a signifi cant net increase in all psychotropic 
 medication utilization for both younger and older children, for antidepressants (younger 
children), and anxiolytics, sedatives, and hypnotics (older children) (Table  6.2 ).  

    Relative Percent Change in Utilization 

 Figure  6.3  presents the utilization fi ndings for younger and older children from a 
“relative to baseline” perspective. These fi gures present the  relative  percent change 
in any utilization associated with deployment, for younger and older children, 
obtained by dividing the ADID (estimates on Table  6.2 ) by the pre-year utilization 
rate for the age group’s deployed sample. While the ADID is the absolute magni-
tude of change, the same ADID value could equate to a small relative change in one 
age group (or one type of service) and a large relative change in a second age group 
(or a second service) if pre-year utilization levels were different.

   The ADID for ED services and institutional services were not signifi cant for either 
age group, and while the decline in generalist service utilization was signifi cant, it 
was a small rate of change relative to the pre-year baseline (Fig.  6.3 ). The increase in 
specialist service utilization was moderate relative to baseline for younger children 
and small for the older children. 

  Fig. 6.3    Relative percent change in any service use during deployment, by service category by age 
group. This fi gure shows the relative percent change in health care utilization for younger and older 
children associated with deployment       
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 The statistically signifi cant increase in use of any psychotropic medication in 
association with parental deployment represented a moderate  relative  percent 
increase among both younger and older children (Fig.  6.4 ). There were large  relative  
percent increases in antidepressant use among younger children and in use of anxio-
lytics/sedatives/hypnotics among older children, as well as statistically signifi cant in 
all other classes for age subgroups except stimulants for older children.

       Exploratory Results on Medical and Psychiatric 
(Non- prescription) Services 

 Figures  6.5 ,  6.6  and  6.7  present post-hoc analysis fi ndings related to visits to health 
care providers, both specialists and generalists, in 2007 by children with Army parents. 
Service use is shown as the total number of annual visits for the provider type and as 
the sum of visits at an MTF (direct care) and civilian providers (purchased care).

        Children’s Visits to All Specialists 

 To further explore the fi nding on signifi cant increases in use of specialists, we decom-
posed the distribution of specialist visits by type. The fi ndings presented in Fig.  6.5  
demonstrate that the vast majority of visits coded as specialist are for  psychiatric type 

  Fig. 6.4    Relative percent change in any psychotropic medication use during deployment, by ther-
apeutic class and age group. This fi gure illustrates the relative percent change in psychotropic 
medication use, for four classes of medications, for younger and older children associated with 
deployment       
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of services, followed by opthamology, then other. For both the  military sector (direct 
care) and civilian providers (purchased care), psychiatric-type visits exceeded the 
number of visits for other types of specialists combined. Further, psychiatric spe-
cialty visits to purchased care providers were more than twice as numerous as direct 
care services.  

  Fig. 6.5    Number of specialist visits by Army children, by specialty group and sector, FY2007. 
This fi gure shows the number of visits by younger and older Army children to health care special-
ists in three categories of specialty: other, opthamology, and psychiatry       

  Fig. 6.6    Psychiatric-type visits of Army children, by type of provider seen and sector, FY2007. 
This fi gure illustrates visit by younger and older Army children to three types of psychiatric spe-
cialists: psychiatrist, clinical psychologist, and social worker or mental health counselor       
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    Children’s Visits to Psychiatric Specialists 

 Figure  6.6  shows that among psychiatric specialists, social work/mental health 
counselors were visited more frequently than clinical psychologists or psychiatrists. 
Social work/mental health counselor was the largest provider of psychiatric special-
ists in direct care settings, while clinical psychologist was the largest provider of 
psychiatric services accessed through purchased care.  

    Children’s Visits to Generalists 

 Figure  6.7  shows distribution of children’s visits to generalists, a category of visits 
that declined in association with deployment. In contrast to use of specialists, the 
majority of visits children made to generalists was to MTFs, not to civilian  providers. 
Visits to pediatricians exceeded visits to other types of providers, although a diverse 
group of providers was seen, including family practice physicians, physician assistants 
and nurse practitioners.    

  Fig. 6.7    Generalist visits of Army children, by provider type seen and sector, FY2007. This fi gure 
illustrates the number of visits made by Army children to generalist health care providers in MTFs 
and in the civilian sector       
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    Discussion 

 This study presents fi ndings of health care utilization changes that may refl ect 
 possible health effects on children and adolescents in military families that are 
 associated with the start and fi rst 12 months of mission deployment of their Army 
parent. To the best of our knowledge it is the fi rst national study to examine non-
self-report, objective measures of all health care utilization inclusive of prescription 
medications among children experiencing the deployment of a parent. The fi ndings 
largely replicated for two age group subsamples, those under age 12 and those 12 
and older, the main study fi ndings (Larson et al.,  2012 ). The study has a particularly 
strong quasi-experimental pre–post design that uses pre-year data from each child 
to control for historic utilization and compares changes for children with a deployed 
parent to changes for children in a comparison group. Our fi ndings indicate that the 
overall magnitude of change (analyzed by difference-in-differences multiple regres-
sions) in health care service usage in the deployment year ranges from small to large 
depending on service type with few services showing no change. While we report 
the statistical signifi cance of the ADID estimates, we also interpret them using the 
relative percent change statistic; even small changes may be important if the pre- 
year usage rate is small. Most notable, we report large increases in association with 
deployment in specialist services for both age groups, and through ad hoc analysis 
we demonstrate that specialist services are predominantly composed of psychiatric 
type of care. In relative terms, the percent change in utilization was 11.0 % for 
younger children and 3.8 % for older children in association with deployment. 
In terms of our conceptual model, these fi ndings provide support that some children 
are experiencing additional stress and increased behavioral and psychological 
symptoms in the immediate 12 months after an Army parent departs on deployment. 
These fi ndings also imply that during this time of reduced family time resources, the 
at-home parent or guardian must organize appointments with additional providers 
for their children. Our post hoc analysis also showed that specialist care is primarily 
through purchased care, or civilian providers, while generalist services are primar-
ily received through military treatment facilities. Thus, more parents or guardians 
are required to coordinate care across multiple systems and providers during the 
military parent’s deployment. From this analysis it is unclear whether or not the use 
of civilian rather than military providers for pediatric specialty care is related to lack 
of availability or poor access within MTFs of services, although lack of access 
has been noted by others as a substantial problem (Defense Health Care,  2011 ; 
Department of Defense Task Force on Mental Health,  2007 ). 

 While access to up to fi ve visits of psychiatric care may be arranged without 
approval by one’s primary care provider in TRICARE, this fi nding also implies 
additional challenges for the pediatricians or primary care providers in their role as 
care coordinators during this stressful period. Our fi ndings on increased use of spe-
cialists, primarily psychiatric care, is consistent with fi ndings reported by Mansfi eld 
et al. ( 2011 ) of excess mental health visits among children 5–17 years old and of 
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Gorman et al. ( 2010 ) of increased behavioral disorders and anxiety disorders among 
children 3–8 years old. Our prior study of these Army children further disaggre-
gated change in service utilization by sector of the military health system. We 
reported that for almost all service types, the utilization of services provided by 
providers at military treatment facilities declined in association with deployment, 
while the utilization of services provided through purchased care, or civilian provid-
ers, increased substantially. While we did not study this fi nding separately by age 
group, the implication again is that pediatricians and other primary care providers 
for children, typically located at a military treatment facility, have a more challeng-
ing task managing the care for children during times of deployment. Additionally, 
more parents are performing coordination of care for their children across two 
 service sectors during deployment. 

 Also noteworthy were the large relative percent increases in usage of psychotropic 
medication in association with parental deployment. The number of antidepressant 
users increased 29 % (relative to base rate) in younger children and the number of 
users of anti-anxiety and sedative medications increased 19 % (relative to base rate) 
among older children. These fi ndings are additional evidence that deployment of a 
parent can have immediate effects on children’s well-being and in symptoms of 
stress and depression. Further exploration should consider whether users of psycho-
tropic medications also received additional counseling services, or alternatively if 
the medications were ‘substitutes’ for counseling visits. If psychologists and coun-
selors for children are in short supply in military treatment facilities, parents may 
feel more willing to accept pharmacological therapies for children with distress 
associated with deployment. Given more children are seeing psychiatric providers 
during times of deployment, it is not surprising that more children receive medica-
tion to treat their presenting problems. However, with the possible exception of 
attention defi cit disorder, psychotropic medications are not considered the fi rst line 
of treatment for children. Indeed, some anti-depressants have black box warnings 
when used with children, and many psychotropic medications have not been 
 subjected to clinical trials with children as participants—thus their use represents 
‘off label’ use (Larson, Miller, & Fleming,  2007 ), and may involve increased safety 
risks. We did not explore whether civilian or military providers were the predomi-
nant prescribers of these medications, nor the length of time these medications were 
prescribed. We also did not explore whether there were regional differences in use 
of psychotropic medications or whether or not the observed increased in use of 
psychotropic medications is partially or fully explained by children going to civilian, 
psychiatric specialist rather than using military treatment facility providers. These 
topics are important areas for future research. 

 We found a statistically signifi cant decline in the number of users of generalist 
offi ce services, however, the relative percent change was small for both age groups. 
Given more children were using specialists during this period, parents may be par-
ticularly challenged in making additional offi ce visits and may neglect some of the 
routine care they otherwise would use. Considered together with the increased usage 
of specialists, the small decrease in usage of generalist care may refl ect a substitution 
of the type of provider who is managing the child’s care; once a specialist is involved, 
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visits to the generalist offi ce may be less necessary. For most children, however, it 
appears that primary care providers are challenged to manage use of more children 
with specialty services during deployment periods. 

 If the overall health of the population was poor and the supply of general medical 
care was too constrained during times of deployment, we would expect to see an 
increase in ED utilization. we did not witness changes in usage of ED services for 
either age group. We also did not observe an increase in the usage of hospital or 
 residential (institutional) care. A shift to specialists versus generalists does imply 
possible increased symptom severity or disability among children, but the lack of 
increase in hospital/residential care appears to indicate the severity of problems 
could be managed with ambulatory services. While we examined separate age 
groups, we did not look separately at children with known vulnerabilities or special 
needs. These children may show additional signs of the impact of deployment com-
pared to their healthy peer group. 

    Limitations 

 This study used observational data and can report association only; we cannot infer 
causal relationships between deployment and changes in psychotropic medication 
and services utilization, however the difference-in-difference study design does 
 provide the best evidence short of a randomized trial. Further, 64 % of the compari-
son sample had parents who had at least one deployment in the past prior to their 
study window. It is possible that the observed deployment effects may be underesti-
mated if we assume the comparison group children and their families may still be 
‘reacting’ to a past deployment. Other limitations were that children of Army parents 
may have experiences that are different from children in other branches, and health 
care resources for families of active duty and National Guard/Reservists are not 
comparable. Findings may not generalize to short deployments or to dependents 
with other health insurance; both were excluded from the study. The number of 
dependents known to have other health insurance, however, was small among these 
active duty parents. 

 Our method of assigning pseudo-deployment dates to comparison children is 
another limitation. We assigned one date to the entire group after attempting to 
match a comparison group child to a deployed child. If successful, we would have 
assigned to each comparison group the deployment date and window of the 
matched deployed child. We had insuffi cient resources with this large sample to 
match on multiple variables and ensure the two children had TRICARE eligibility 
for the same period. The introduction of bias was mitigated by choosing children 
in the deployed group who had deployment start dates tightly clustered around 
FY2007. 

 On balance, the pre–post design and other quasi-experimental features of the 
study increase our confi dence that the results are strong evidence that deployment 
has an immediate effect on the health and use of health services by Army children.   
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    Implications 

 There are several policy implications derived from this study. First, military  children 
might benefi t if military and civilian health care providers (and schools) are made 
aware of when a military parent is about to deploy and that research fi ndings show 
that children may have increased service needs during their parent’s deployment. 
While plentiful information exists for providers on military websites, it is not clear 
the typical civilian health care provider is aware of this information or sees the rel-
evancy in becoming culturally competent in the special issues that confront children 
with military parents. Second, all primary care providers of military children might 
benefi t from training on best practice protocols to assist military families during 
these transitions, particularly on offering assistance to families who seek mental 
health services from civilian providers. While the DoD has provided some referral 
services through a website and telephone calls (see Military One Source), this 
 service is not a substitute for assistance in coordinating care. Military treatment 
facilities would likely benefi t from establishing standard procedures for primary 
care providers of children on coordinating care with specialty mental health provid-
ers, particularly with civilian providers, and including how to stay abreast of psy-
chotropic medications that may have been prescribed. Knowledge of all medications 
given to children, their potential side effects, and their interactions with other medi-
cations possibly prescribed by the primary care provider, is essential for children’s 
safety. Third, it could be useful for families to put in place during the pre- deployment 
period, care plans for times when the at-home parent is stressed and when a parent 
recognizes signs of stress in their child(ren). These plans could help families think 
through possible scenarios of care choices they might make, so decision-making 
does not occur at a time of crisis, and so that plans can be discussed with the support 
of the military parent about to deploy. This advanced planning would be especially 
important for families where a child has known vulnerabilities, either from young 
age, prior mental health or behavioral issues, or special health needs. 

 System-level policy implications include improving care coordination and 
 integration between primary care and behavioral health services, especially across 
military and civilian sectors (American Psychological Association,  2007 ). Telephone 
or internet monitoring of mental health status and needs for behavioral health visits 
could facilitate access to care when needed. Primary care physicians (pediatricians) 
could be trained on addressing parent’s stress when the child shows symptoms of 
stress. Finally, the military health system would benefi t from reviewing its protocols 
for deciding when to prescribe psychotropic medications to children and how to 
monitor for side effects, Further, children’s advocates in both the civilian and 
 military systems could look for opportunities to provide education to civilian 
and military providers who see military children on the benefi ts and cautions of 
 adding psychotropic medications when a parent is deployed. 

 Army active duty families are a self-selected group of predominantly young 
 individuals, and many observers note that they have unusual abilities to cope with 
the transitions, uncertainties, and sacrifi ces associated with the typical deployment 
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(Huebner, Mancini, Bowen, & Orthner,  2009 ). This resilience is supported by 
 additional non-medical support services offered on base (MHN Government 
Services,  2009 ), through the web (Department of Defense,  2009 ), and even through 
volunteer civilian services (Strategic Outreach to Families of All Reservists,  2005 ). 
Despite this resilience and existing support programs, our study provides evidence 
that the children of Army active duty parents have increased health care needs asso-
ciated with deployment for which the military and concerned community providers 
can anticipate and plan. Given they are also seeking much of this care from civilian 
providers, it implies careful coordination and monitoring of the quality of these 
services during times of deployment. If parents are substituting civilian care for 
readily accessible services at military treatment facilities, the Army could review if 
services need to be strengthened for families while a service member is deployed. 

 Our study also has research implications, some previously described. A limitation 
of this study, we compared only two distinct years, is also a research opportunity. 
Military observers have identifi ed fi ve or more deployment phases that may each be 
associated with different stresses or challenges: pre-deployment (varies in time), 
deployment (1st month), sustainment (months 2–5), redeployment (last month), and 
post-deployment (3–6 months after return) (Pincus, House, Christenson, & Adler, 
 2001 ). Our study captures the time period primarily during a deployment. A study of 
changes in health status and health services utilization during reintegration of the 
deployed parent is also warranted, particularly given the high rate of symptoms and 
problems reported among service members upon return from deployment (Hoge 
et al.,  2004 ,  2008 ; Institute of Medicine,  2010 ; Litz & Schlenger,  2009 ; Milliken, 
Auchterlonie, & Hoge,  2007 ). The military parent’s problems, whether transitional 
or limited to an adjustment period or long-lasting, may directly affect family member 
health and be associated with increased child or spouse maltreatment, unstable 
behavior from excessive alcohol or drug use, unsafe weapon storage, and neglectful 
behavior from persistent suicidal ideation or depression (Bray et al.,  2009 ; Jacobson 
et al.,  2008 ; Milliken et al.,  2007 ; Newby et al.,  2005 ; Peebles- Kleiger & Kleiger, 
 1994 ; Rentz et al.,  2007 ; Seal, Bertenthal, Miner, Sen, & Marmar,  2007 ). Survey 
responses consistently demonstrate the familial stress associated with long or repeat 
deployments including decreased marital satisfaction, increased intention to divorce, 
and increased spousal violence (Hoge, Castro, & Eaton,  2006 ). Future research could 
extend what is known to include the health consequences on children of  soldiers 
returning under different conditions and with various  re- integration experiences.     
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    Abstract        While a caregiver’s military status per se is not a risk factor for children’s 
adjustment, deployment is a signifi cant family stressor, which places children at risk 
for behavior and emotional problems. We hypothesize that deployment (i.e. separation 
from spouse and child(ren), exposure to combat, reintegration, and further deploy-
ment) may impair parenting by infl uencing parents’ emotion regulation capacities. We 
report baseline data from the After Deployment: Adaptive Parenting Tools study, an 
NIH-funded effectiveness study of a parenting program for Reserve component fami-
lies. Data were gathered from N = 89 military and civilian parents in families where a 
parent had deployed to the current confl icts. Parents completed self-report measures of 
emotion regulation, and parenting. On average, deployed individuals (N = 52) reported 
more diffi culties in emotion regulation than civilian parents. Across gender, mothers 
reported more diffi culties than fathers with deployed mothers reporting the most dif-
fi culties. Emotion regulation explained a signifi cant proportion of the variance in par-
enting practices, and associations of deployment to parenting and emotion regulation 
approached signifi cance in a regression analysis. Results are discussed in the context 
of the challenges facing deployed parents—particularly mothers—and the potential 
for programs targeting parenting in military families experiencing deployment.  

     Keywords   Parenting   •   Military families   •   Child adjustment   •   Emotion regulation   • 
  Prevention   •   Deployment   •   Parental adjustment   •   Intervention   •   ADAPT (After 
Deployment, Adaptive Parenting Tools)  
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        Introduction 

 Troop mobilization and deployments to the current confl icts in Afghanistan 
(Operation Enduring Freedom; OEF) and Iraq (Operation Iraqi Freedom; OIF; 
Operation New Dawn, OND) have been at their highest rates since the Vietnam War, 
with an unprecedented reliance on National Guard and Reserve (NG/R) troops. These 
Reserve Component civilian soldiers are on average older, and more likely to be mar-
ried and parenting than regular active duty military personnel. Previously known as 
‘weekend warriors’, NG/R personnel live in civilian communities, without the sup-
port, routine, or structure of the military base, and maintain civilian jobs and family 
lives. The reliance of the US Military on NG/R personnel brings into greater focus the 
need to understand and address the experiences, and the challenges associated with 
deployment and reintegration for these service members and their families. 

 Historically (prior to September 11, 2001) National Guard and Reserve person-
nel were rarely deployed to war, with those deployments limited to 6 months for 
each 5-years of regular drill. Over the past decade, deployment periods have 
increased nearly fourfold, to 24 months in a 6-year enlistment period (   Committee 
on Armed Services,  2010 ). Average deployments to the current confl icts are 12–15 
months, and on average, service members have served 2.2 deployments to the cur-
rent confl icts (American Psychological Association Presidential Task Force on 
Military Deployment Services for Youth,  2007 ; Department of Defense Task Force 
on Mental Health,  2007 ). 

 Research that captures the impact of these large NG/R troop deployments on 
families is just emerging (e.g., Castaneda et al.,  2008 ; Faber, Willerton, Clymer, 
MacDermid, & Weiss,  2008 ). However, extant data on military populations more 
generally, indicate the signifi cant impact of extended separations and combat expo-
sure on the deployed person, their partner, and children (Chandra et al.,  2010 ; 
Huebner, Mancini, Wilcox, Grass, & Grass,  2007 ; Lester et al.,  2010 ;    Riggs & 
Riggs,  2011 ). While active duty military personnel and their families living on bases 
have routine access to deployment cycle supports and resources, NG/R families 
may fi nd themselves isolated, living in communities with few other military service 
members to share their experiences, and fewer military-oriented supports and 
services. 

 Although research has yielded valuable data on the impact of deployment on 
service members, their spouses, and their children, relatively little research has 
examined parent–child relationships, and parenting in particular (Palmer,  2008 ). 
Parenting is a key buffer for children, particularly during times of adversity (e.g. 
Masten et al.,  1999 ). Below, we review the extant research on parenting, deploy-
ment, and child adjustment. Using a family stress model framework (e.g., Conger 
et al.,  2002 ), we propose that combat deployment and subsequent reintegration are 
family stressors, affecting children’s adjustment via their effects on adults’ parent-
ing practices. Further, we suggest that parents’  emotion regulation  might be a key 
mechanism by which parenting practices are affected following deployment to com-
bat zones, given data indicating associations between posttraumatic stress 

A. Gewirtz and L. Davis



113

symptoms and emotion regulation diffi culties (New et al.,  2009 ; Tull, Barrett, 
McMillan, & Roemer,  2007 ). 

 Below, we review the literature on parenting, deployment to a combat zone, and 
child adjustment, and subsequently the putative mediating link of emotion regula-
tion. We then report baseline data from a study of parenting in NG/R families to 
examine associations between parenting, deployment, and emotion regulation. 

    Deployment, Combat Stress, and Parenting in Military Families: 
The Link to Child Adjustment 

 The deployment process affects families in two primary ways: by the fact of the 
prolonged separation from the family and associated disruptions, and—following 
reintegration—via the effects of combat stress symptoms, injuries, and other infl u-
ences of combat exposure on the returning service member (e.g., Cozza, Chun, & 
Polo,  2005 ;    Pincus, House, Christensen, & Adler  2001 ). The signifi cant separations 
inherent to the deployment process can be quite disruptive to family life (MacDermid, 
 2006 ). Deployments are unpredictable: although NG/R personnel now typically 
have many months advance notice of a deployment, neither the dates, nor the length 
of the deployment is within the individual’s control. While deployed, the individual 
must leave his/her civilian job for what is likely to be an entirely different position 
and daily routine. The family at home also must adjust to the deployment and sepa-
ration. Parents left at home are typically ‘single parenting’, and the added childcare 
and domestic burdens may be combined with family members’ worries about the 
safety and health of the service member. Following reintegration, the family must 
readjust to the deployed individual’s return; routines and family management tasks 
must be reassigned, and the deployed individual must reposition him/herself as part-
ner and parent (Faber et al.,  2008 ). Given the nature of multiple deployments in the 
recent confl icts, the reintegration period often includes preparation for the next 
deployment. 

 Two longitudinal qualitative studies of reserve and active duty OIF service mem-
bers indicate that the process of reconciling family relationships during reintegra-
tion may be lengthier and more complex than previously documented (MacDermid, 
 2006 ). Service members reported physical, psychological and social challenges in 
transitioning from war to home, including emotional withdrawal, hyper-vigilance, 
hyper-stimulation, mood swings, substance use, and survivor guilt. Length of 
deployment, combat stress, and redeployment complicated and extended the adjust-
ment process (MacDermid,  2006 ). 

 Not surprisingly, the deployment process is associated with diffi culties both in 
parenting and in school-aged children’s adjustment. Although growing up in a mili-
tary family per se is not associated with children’s adjustment diffi culties (Jensen 
et al.,  1995 ; Jensen, Xenakis, Wolf, & Bain,  1991 ) wartime deployment of parents 
is associated with child distress, behavior problems, and transitions for children 
(Chandra et al.,  2010 ; Flake, Davis, Johnson, & Middleton,  2009 ; Jensen, Grogan, 
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Xenakis, & Bain,  1989 ; Jensen, Martin, & Watanabe,  1996 ; Levai, Kaplan, 
Ackermann, & Hammock,  1995 ). Moreover, child distress is positively associated 
with length of deployment (Chandra et al.,  2010 ; Jensen et al.,  1989 ). Studies 
indicate that children in NG/R families are at particular risk for emotional and 
behavioral diffi culties (Jensen et al.,  1996 ; Jensen & Shaw,  1996 ;    Ursano & 
Norwood,  1996 ). 

 During the deployment process, parental stress may be associated both with 
child maladjustment (Flake et al.,  2009 ), and with child maltreatment: in a study 
comparing Texas Child Maltreatment records among military and non-military pop-
ulations from 2000 to 2003 (coinciding with increased troop mobilizations to OEF/
OIF), child maltreatment rates rose by approximately 30 % for every increase of 
1 % in operation-related deployment and reunion (Rentz et al.,  2006 ). 

 Service members’ combat-related symptoms provide an additional source of 
family stress and distress. NG/R military personnel appear to be particularly at risk 
for mental health and substance use problems following deployment. For example, 
self-reports of depression, PTSD, and relationship problems among NG/R troops in 
a broad screening of OIF returnees were more than double those of active duty ser-
vice members (42.4 % compared with 20.3 %; Milliken, Auchterlonie, & Hoge, 
 2007 ). Moreover, PTSD rates appear to increase over the 6 months following return 
from deployment in NG/R soldiers, compared with active duty troops, with rates of 
positive screening for PTSD symptoms increasing from 12.7 % immediately fol-
lowing return from deployment to 24.5 % six months later. In contrast, over the 
same time period, the PTSD screening rate increased by just 4.9 % in active duty 
personnel (Milliken et al.,  2007 ). On the same screening tool, NG/R soldiers also 
reported signifi cantly more alcohol problems compared with active duty soldiers 
(15 % compared with 11.8 %). Jacobson et al. ( 2008 ), found increased risk of new- 
onset binge drinking, heavy weekly drinking, and alcohol-related problems among 
combat troops, and among NG/R soldiers compared with active duty personnel. 

 PTSD is a risk factor for family distress after deployment, and it is during and 
following the reintegration period that families may be particularly vulnerable to 
service members’ combat-related mental health and substance use problems. 
Studies of male Vietnam veterans found PTSD to be associated with decreased par-
enting satisfaction (Samper, Taft, King, & King,  2004 ), poorer parenting skills 
(Glenn et al.,  2002 ; Jordan et al.,  1992 ), and family violence (Solomon et al.,  1992 ). 
In addition, PTSD symptoms, combat exposure, and aggressive behavior were asso-
ciated with child hostility and aggression (Glenn et al.,  2002 ). Several other studies 
have described the association of PTSD with impairments in a range of parent–child 
and family relationship variables: effective problem-solving, interpersonal expres-
siveness, family cohesion, and confl ict (Davidson & Mellor,  2001 ; Solomon,  1988 ; 
Solomon et al.,  1992 ). 

 Just one study has examined associations between PTSD and parenting  practices  
in the current confl icts, or among NG/R personnel. Among a sample of 468 male 
Army National Guard soldiers over the year after their return from deployment to 
Iraq, Gewirtz, Polusny, DeGarmo, Khalyis, and Erbes ( 2010 ) found that growth in 
PTSD over the year of reintegration predicted self-reported impairments in 
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parenting practices 1-year following return. PTSD symptoms also were associated 
with impairments in couple functioning, but their effect on parenting was indepen-
dent of their impact on couple adjustment. 

 The impact on children of parental PTSD, depression, and substance use, is well 
documented beyond military populations, with research demonstrating that parental 
stress and distress, and subsequent parenting impairments predict increases in child 
behavior and emotional problems (e.g., Beardslee, Bemporad, Keller, & Klerman, 
 1983 ; Patterson, Reid, & Dishion,  1998 ). 

 Given the associations of the deployment process with a range of transition- 
related stressors, mental health and substance use diffi culties, and child and family 
challenges, it is not surprising that studies suggest that the negative impact of com-
bat deployment on children is primarily mediated through its detrimental infl uence 
on  parenting practices  (Palmer,  2008 ). Indeed, evidence from studies of different 
populations have demonstrated robust associations between parental PTSD, sub-
stance abuse, other psychiatric illness, loss, and interpersonal confl ict, and parent-
ing diffi culties and subsequent child emotional and behavioral problems (e.g. 
Beardslee et al.,  1983 ; Patterson,  1982 ,  1986 ; Repetti, Taylor, & Seeman,  2002 ). In 
addition, both normative and severe family stressors and transitions (e.g., father 
absence, divorce, socioeconomic stress) have been shown to negatively affect parent 
and family functioning and lead to increased rates of coercive parent–child interac-
tions, which in turn, impair child adjustment (e.g., Beardslee et al.,  1983 ; Belsky, 
 1984 ; Capaldi,  1991 ; Conger et al.,  2002 ; Dishion & Patterson,  2006 ; Patterson, 
DeBaryshe, & Ramsey,  1989 ).  

    Family Stressors, Emotion Regulation and Parenting 

 What mechanisms might account for diffi culties in parenting practices associated with 
deployment? Emotion regulation—the experience, expression, and attempted man-
agement of emotions (Gross,  1998 )—is key to individual functioning, and studies sug-
gest that parents’ expression, modeling, and responses to emotions in a family context 
(also known as emotion socialization) appear to be associated with child adjustment 
outcomes (Chaplin, Cole, & Zahn-Waxler,  2005 ; Eisenberg, Cumberland, & Spinrad, 
 1998 ). However, surprisingly little is known about the association of parents’ emotion 
regulation capacities with their parenting practices (Teti & Cole,  2011 ). 

 Although we could fi nd no research on the infl uence of parents’ emotion social-
ization or regulation on parenting practices in military families, there is some 
broader developmental research to support the idea that parents’ emotion regula-
tion/socialization may be associated with parenting practices, as well as children’s 
adjustment. For example, parents’ avoidance and dismissing of children’s emotional 
states contribute to the maintenance of anxiety problems in youth (Tiwari et al., 
 2008 ). Moreover, in a recent study of 144 low-income mothers of preschoolers, 
maternal experiential avoidance mediated the association between mothers’ 
dysphoria and parenting stress (Shea & Coyne,  2011 ). Parenting stress, in turn, 
predicted inconsistent and punitive parenting practices. 
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 The constructs of emotion regulation and socialization within the family context 
are particularly relevant for military families, because the stressors associated with 
deployment to a war zone (i.e., exposure to potentially traumatic events) may affect 
emotion regulation capacities, reinforcing the development of a coping approach 
that emphasizes emotional suppression, or experiential avoidance (Vujanovic, 
Niles, Pietrefesta, Schmertz, & Potter,  2011 ). Below, we briefl y review an emerging 
body of research that has focused on associations between specifi c combat stress 
symptoms in military personnel and emotion regulation diffi culties within the fam-
ily context.  

    Deployment, PTSD, Emotion Regulation, and Parenting 
Practices 

 Military service to a combat zone requires individual service members to be 
extremely sensitive to danger, cope with extensive and consistent exposure to poten-
tially traumatic events, and live in an environment that stresses immediate reactivity, 
and suppression of emotions. The return to civilian life may require a recalibration 
of emotional responding, but this may be complicated by the over-learned responses 
and heightened arousal that is needed on the battlefi eld, as well as traumatic memo-
ries, intrusive thoughts, and other potential combat stress symptoms (Ruscio, 
Weather, King, & King,  2002 ). Experiential avoidance—i.e. the attempted suppres-
sion or avoidance of distressing memories and affect (through alcohol use, distrac-
tion, or other strategies)—may result in increases in the frequency and intensity of 
negative thoughts and feelings. Similarly, hyper-arousal symptoms may result in 
extreme reactivity to emotionally distressing or arousing family events (possibly 
because the cues associated with these events function as trauma reminders). 
Avoidance of these situations results in reduced distress in the moment, reinforcing 
further avoidance, reactivity, and arousal, and increasing resistance to change. 

 Research cited earlier indicates that on the home front, family relationships in 
general, and parenting in particular, may be compromised for individuals suffering 
from combat-related posttraumatic stress disorder (PTSD) and associated problems 
(e.g., Riggs, Byrne, Weathers, & Litz,  1998 ), due to diffi culties in emotion regula-
tion. It appears that PTSD symptoms of avoidance or emotional numbing may result 
in parents withdrawing from family activities, monitoring of, and positive involve-
ment with children. For example, Samper et al. ( 2004 ) found associations between 
emotional numbing symptoms of PTSD and parenting  satisfaction  in a nationally 
representative sample of 250 male Vietnam veterans. In stressful situations (e.g. 
confl ict or discipline encounters), hyper-arousal symptoms may ignite volatile par-
ent–child interactions (Gewirtz et al.,  2010 ). Although no studies have examined 
associations of emotion dys-regulation in general, or symptoms of numbing/avoid-
ance and anger/arousal in particular, with parenting practices, studies of couples 
have found that these symptoms are particularly related to impaired relationship 
satisfaction and interpersonal violence (see Galovski & Lyons,  2004 , for a review). 
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 We hypothesize that diffi culties in emotion regulation, resulting from over- learned 
responses and heightened arousal needed on the battlefi eld, as well as posttraumatic 
stress symptoms of numbing/avoidance and anger/arousal, may generalize to the 
family context during reintegration. The family environment is often home to fam-
ily members’ most intense exchanges of emotions. Service members may react to 
intense family interactions (e.g. those involving discipline, confl ict, or attention- 
getting) by withdrawing—becoming emotionally unavailable—or by overreacting 
with uncontrolled aggression and coercion. For example, reintegrating service 
members may respond in a harsh and punitive or volatile way to discipline interac-
tions. Or, they may avoid them entirely, leading to further discipline challenges. 
They may dismiss children’s emotion displays by minimizing, criticizing, or ignor-
ing them—thus modeling the use of experiential avoidance as a tool to cope with 
negative emotions, and increasing children’s risk for psychological problems. 

 These responses may result in similar reactions from children and spouse: coer-
cive exchanges, withdrawal from the service member for fear of evoking strong 
reactions, facilitating the service member’s withdrawal from family responsibilities, 
or insistent pleas for attention in response to unavailability and withdrawal. A ‘dance’ 
of family interaction may thus be created that interferes with effective parenting—
particularly discipline and family communication—increasing the likelihood of 
adjustment diffi culties across the family. These patterns may interfere with couple 
communication, parenting, and ultimately undermine social support as well as a 
normative return to family roles during reintegration.   

    Deployment, Emotion Regulation, and Parenting: Early 
Findings from the After Deployment, Adaptive Parenting 
Tools/ADAPT Study 

 Based on the literature reviewed above, we hypothesized that deployed military 
parents would demonstrate more diffi culties in emotion regulation than civilian par-
ents, that deployed military parents would report greater problems in parenting than 
civilian parents, and that diffi culties in emotion regulation would mediate the asso-
ciation of deployment to parenting challenges. The hypothesized model is depicted 
in Fig.  7.1 .

   This study is part of a larger research study examining the effectiveness of a 
parenting program known as After Deployment, Adaptive Parenting Tools (ADAPT) 
for military families. The larger study tests whether providing a parent training pro-
gram to military families following deployment will result in (i) improved parenting 
practices, (ii) improved parent emotion regulation, and (iii) improved child adjust-
ment in intervention condition families, compared to treatment-as-usual control 
military families. Below, we provide an overview of the ADAPT effectiveness trial, 
and subsequently report baseline analyses from the early data, in order to test the 
hypotheses proposed in the paragraph above regarding parenting, emotion regula-
tion, and deployment. 
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 After Deployment, Adaptive Parenting Tools (ADAPT) is a mindfulness-infused 
parent training program tailored to the specifi c needs of military families. Based on 
the principles of Parent Management Training-Oregon Model (PMTO;    Forgatch & 
Patterson,  2010 ), ADAPT targets improved parenting practices by training parents 
in fi ve core PMTO skills: skill encouragement, family problem-solving, monitor-
ing, positive involvement, and effective discipline. The hypothesized role of emo-
tion regulation and socialization in effective parenting is targeted via the introduction 
of two additional core skills: mindfulness, and emotion coaching. ADAPT is deliv-
ered in group format over 14 weekly sessions each lasting 2 hours. Discrete parent-
ing skills are taught each week using active teaching strategies (e.g. role play) and 
discussion. Parenting skills (e.g. encouragement, problem solving, monitoring) are 
taught as weekly topics, and skills in mindfulness and emotion coaching are infused 
into the curriculum at every session. In order to reach families juggling multiple 
competing demands, a web-enhancement resource is offered to all participating par-
ents. The ADAPT website contains videos and other online resources to supplement 
the group sessions and provide resources for parents unable to attend the group on 
one or more occasions. The ADAPT groups are delivered by pairs of facilitators, 
trained in the PMTO model and in mindfulness. Fidelity of implementation is mea-
sured via an established fi delity system for PMTO that is observationally based 
(Knutson, Forgatch, Rains, & Sigmarsdottir,  2009 ). Each group session is video-
taped, and PMTO expert coders rate sessions on fi delity. 

 A randomized controlled effectiveness trial funded by NIH (R01DA 030114) is 
currently underway to test the ADAPT program. Families in which a parent has 
deployed to OIF, OEF, or OND, and with a child ages 5–12 living in the Twin Cities 
Metropolitan area are eligible to participate. Four hundred families will be recruited; 
240 to be randomly assigned to the intervention/ADAPT condition, and 160 to the 
services-as-usual condition. Parents enter the study via an online portal that pro-
vides consent information as well as baseline study questionnaires. Following that, 
in-home baseline assessments are conducted with parent(s) and target child. Multi- 
method and multi-informant measures assess parenting practices (via parent–child 
interactions), child adjustment (parent, teacher, and child report), and parent 

  Fig. 7.1    Parent emotion 
regulation defi cits are 
hypothesized to mediate the 
association between 
deployment and impaired 
parenting practices       
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emotion regulation and coaching (self-report and physiological measures of 
arousal). Parents in families randomized to the intervention condition are invited to 
attend an ADAPT group. Groups are scheduled in twice-yearly cohorts in commu-
nity locations (churches, community centers) close to where participants live. 
Groups are offered on weekday evenings from 6 to 8 p.m.; dinner and childcare is 
provided, and a small stipend given to participants to offset the cost of travel. Small 
incentives are provided for attendance and home practice completion. 

 Posttest follow up assessments will be gathered from all participants (interven-
tion and services-as-usual conditions) at 6–8 months, 12 months, and 24 months 
post- baseline. Online questionnaires are completed by parents at all three time 
points; in-home and teacher assessments are scheduled for the two latter follow-up 
points. Below, we report baseline fi ndings from the online assessments of the fi rst 
cohort of 72 families recruited to the ADAPT study between July and October 2011.  

    Methods 

    Participants 

 Extensive outreach efforts were conducted in order to recruit parents for this study. 
Contacts were made with the Minnesota Army and Air National Guard, and subse-
quently, with local Reserve units. The ADAPT recruitment team were invited to all 
National Guard family events associated with deployment—including mandatory 
Family Preparation Academies for those about to deploy, Family Reintegration 
Academies for those returning from deployment, Family Picnics for individual mili-
tary units or services (Air and Army Guard, Air, Army, Navy, Marine Reserves), 
and general community events by and for the Military (e.g. the Minnesota State 
Fair, ball games, etc). Minnesota has one of the largest National Guards in the USA, 
and has deployed over 15,000 troops since 2001. In addition, the Twin Cities Metro 
area houses a base for each of the services: Air Reserves, Army Reserves, Navy 
Reserves, and Marine Reserves. There are no active duty installations in Minnesota. 

 At events, eligible parents could sign up directly for the study (using available 
online tablets and laptop computers) or provide their names and contact information 
to be contacted by the study coordinator. Study outreach also extended to social 
media (a website, Facebook, and Twitter presence) and media (TV and newspaper 
articles about the study). As the study became known, increasing numbers of par-
ents were recruited by word of mouth from other parents or military personnel. Of 
the 109 eligible families who provided contact information, 72 entered the study as 
of 10/15/11. 

 Each parent (up to two per family) entered the study through the ADAPT online 
portal, and completed a screener to ascertain eligibility. Inclusion criteria include: 
self and/or current or former spouse/partner deployed to OIF, OEF, or OND; living 
with (or having joint custody over) at least one child ages 5–12, and high-speed 
internet access in the home. In addition, parents had to indicate that they would be 

7 Parenting Practices and Emotion Regulation in National Guard and Reserve…



120

willing and able, if invited, to attend a weekly parenting group in the Twin Cities 
metro area. We did not limit the geographical area from which parents could apply 
to be in the study because there are variations in the distance people are willing to 
travel to a group. Parents who ‘passed’ the screener were invited to participate in the 
study and immediately taken to the webpage with the study consent form. After 
electronically signing the consent form, participants were taken directly to the base-
line online self-report questionnaires. An auto-generated email was also sent to each 
participant’s email account with a unique link to the survey for individuals needing 
to break and return to it. 

 The baseline survey included measures of demographics, parenting, adjustment, 
and emotion regulation, and took approximately 25 min to complete. Participants 
were reimbursed $25 for their time.  

    Measures 

 Emotion regulation: The Diffi culties in Emotion Regulation Scale (DERS, Gratz & 
Roemer,  2004 ) is a 36-item questionnaire that assesses six domains of emotion dys- 
regulation in adults. The measure yields a total score which is the sum of scores on 
six subscales: non-acceptance/avoidance of emotional responses, diffi culties in 
impulse control, and goal-directed behavior, lack of emotional clarity, and emo-
tional awareness, and limited access to emotion regulation strategies. Sample items 
include: “When I’m upset, I have diffi culty concentrating”, “I have diffi culty mak-
ing sense out of my feelings”, and “When I’m upset I believe that I’ll end up feeling 
very depressed.” Items are responded to on a 5-point Likert scale where 1 = almost 
never, to 5 = almost always. The total DERS score was used in this analysis 
(Cronbach’s α = .94); items were reverse coded as necessary so that higher scores 
indicate perceptions of greater problems in emotion regulation. The possible range 
of scores is 36–180. There are no clinical cut-off scores published for the DERS. 
However, prior studies indicate mean scores for non-patient adults to be around 
61–62 (Fox, Axelrod, Paliwal, Sleeper, & Sinha,  2007 ; Fox, Hong, & Sinha,  2008 ), 
with mean scores higher for clinical populations such as cocaine users (M = 86; Fox 
et al.,  2007 ), drinkers (M = 74; Fox et al.,  2008 ), and outpatients entering treatment 
for borderline personality disorder (M = 120–128; Gratz & Gunderson,  2006 ). 

 Inconsistent discipline was measured with the three items comprising the incon-
sistent discipline scale from the short form of the Alabama Parenting Questionnaire 
(APQ), a brief self-report measure of parenting practices (Elgar, Waschbush, Dadds, 
& Sigvaldason,  2007 ). Items include “You threaten to punish your child and then do 
not actually punish him/her.” Respondents rate their agreement with the statements 
on a fi ve-point scale (1 = never, 2 = almost never, 3 = sometimes, 4 = often, 5 = always). 
Higher scores indicate greater perceived use of inconsistent discipline practices. 
Reliability for the inconsistent discipline scale is adequate (Cronbach’s α = .37); the 
APQ-9 has demonstrated strong criterion validity as evidenced by moderate correla-
tions with child symptoms (Elgar et al.,  2007 ; α ranged from .64 to .90). This measure 
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has been previously used with military samples, with adequate reliability (α = .65; 
Gewirtz et al.,  2010 ). Mean scores reported for the discipline subscale in the original 
validation study are: 7.15 for fathers, and 7.4 for mothers (Elgar et al.,  2007 ).  

    Demographics 

 Participants reported their gender, and also responded to questions about military 
and deployment status: “Which branch of the military are you/were you associated 
with?”, “Have you ever been in the National Guard or Reserves?”, “Have you been 
deployed to OIF or OEF?”, “How many times have you been deployed to OIF/
OEF”, and “How many times have you been deployed within the United States?”  

    Missing Data 

 In total, 108 parents (in 73 families) consented to participate in the study. Six were 
omitted from the present analysis because they had not completed the online sur-
veys by the time of analysis (i.e. they had only completed the online study consent). 
An additional seven people were omitted because they did not provide information 
on the key constructs of interest in this study (parenting practices and diffi culties in 
emotion regulation). Six of the parents in our sample are members of the military 
but have not been deployed. Because we are primarily interested in comparing 
deployed parents with civilian parents, we excluded these individuals from the anal-
yses. In total, 89 individuals (in 59 families) were included in the regression analy-
ses, which is 82.4 % of people who consented, and 87.3 % of people who provided 
any baseline data beyond the screening questionnaire.   

    Results 

    Demographics 

 Table  7.1  provides the demographic data for the 89 participants. Deployed men 
accounted for 44 % of our sample (39 individuals), with only 2 % civilian men (2 
individuals); the sample included 15 % deployed women 1  (13 individuals), and 
39 % civilian women (35 individuals). Eleven individuals were in the Air National 

1   Twenty-fi ve percent of the deployed individuals in our sample are female (13 out of 52 deployed 
individuals); signifi cantly higher than the proportion of women in the deployed military population 
as a whole (15 %). 
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     Table 7.1    Sample 
demographics  

 Sample demographics (N = 89)  N  % 

 Gender 
 Male  36  40.4 
 Female  53  59.6 

 Length of Deployment 
 None (civilian)  37  41.6 
 6 months or less  5  5.6 
 7–12 months  22  24.7 
 13–18 months  8  9.0 
 19–24 months  6  6.7 
 25–30 months  4  4.5 
 31–36 month  6  6.7 
 37 months or more  1  1.1 

 Military Association 
 None (civilian)  37  41.6 
 Air National Guard  11  12.4 
 Army National Guard  33  37.1 
 Army Reserves  4  4.5 
 Navy Reserves  3  3.4 
 Other  1  1.1 

 Race 
 African-American/Black  2  2.25 
 Asian/Asian-American  2  2.25 
 Caucasian/White/Euro-American  83  93.26 
 Multiracial/Biracial  1  1.12 
 Native-American/Alaska Native  0  0.00 
 Native Hawaiian/Pacifi c Islander  0  0.00 
 Don’t Know/Prefer Not to Answer  1  1.12 

 Ethnicity 
 Hispanic/Latino  2  2.25 
 Non-Hispanic/Latino  84  94.38 
 Don’t Know/Prefer Not to Answer  3  3.37 

 Education 
 GED  1  1.12 
 High school diploma  6  6.74 
 Some college  23  25.84 
 Associates degree  11  12.36 
 4-Year college degree  39  43.82 
 Master’s degree  7  7.87 
 Doctoral or professional degree  2  2.25 

 Occupational Status 
 Full time employed  54  60.67 
 Part time employed  15  16.85 
 Homemaker  8  8.99 
 Student with additional employment  4  4.49 
 Student no additional employment  3  3.37 
 Unemployed  5  5.62 

(continued)
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Guard, 33 in the Army National Guard, 4 in the Army Reserves, 3 in the Navy 
Reserves, and 1 were recently retired from active duty in the Navy. On average, 
service members were deployed overseas 1.85 times since 2001 (Range = 1 to 6). 
Five participants were deployed for 6 months or less, 26 were deployed for 7–12 
months, 14 were deployed for 13–24 months, and 11 participants were deployed for 
25 months or more. Twenty-two individuals were deployed to OEF (with 6 experi-
encing more than one deployment), 42 were deployed to OIF (with 9 experiencing 
more than one deployment), and 16 individuals were deployed to both confl icts. In 
addition to OIF and OEF deployments, 17 individuals also were deployed inside the 
US (natural disasters, peacekeeping, etc.).

       Mean Scores for Variables of Interest 

 Table  7.2  shows means for each of the two measures of emotion regulation diffi cul-
ties and ineffective parenting, for each gender, and for deployed and non-deployed 
parents. Deployed mothers and civilian mothers scored highest and lowest, respec-
tively, on measures of inconsistent discipline and on diffi culties in emotion 
regulation.

       Mediation Analyses 

 To investigate whether the association between having been deployed to OEF or 
OIF and inconsistent discipline of children is mediated by defi cits in emotion regu-
lation abilities, we conducted regression analyses as outlined by Baron and Kenny 
( 1986 ). Standardized beta weights and adjusted R 2  values are reported in Table  7.3 . 

 Sample demographics (N = 89)  N  % 

 Marital Status 
 Currently Married  74  83.15 
 Never married  4  4.49 
 Divorced  7  7.87 
 Separated  4  4.49 

 Number of Previous Marriages 
 None  72  80.90 
 One  14  15.73 
 Two  2  2.25 
 Unknown  1  1.12 

 Household income ($)  76,705  37,485 
 Years married to current partner  9.08  4.77 
 Number of children in household  2.38  0.99 

Table 7.1 (continued)
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First, we regressed diffi culties in emotion regulation on deployment status and 
 gender. The resulting beta weight trended toward signifi cance,  b  = .25,  t (86) = 1.72, 
 p  < .1, in a model that accounted for 1 % of the variance in diffi culties in emotion 
regulation. Next, we regressed inconsistent discipline on deployment status and 
gender. As in the previous model, the resulting beta weight trended toward signifi -
cance,  b  = .26,  t (86) = 1.80,  p  < .1, in a model that accounted for 2 % of the variance 
in use of inconsistent discipline. Finally, we regressed inconsistent discipline on 
deployment status, diffi culties in emotion regulation, and gender. In this model, 
deployment status no longer trended toward signifi cance, and diffi culties in emotion 
regulation was highly signifi cant,  b  = .33,  t (85) = 3.21,  p  < .01 with this model 
accounting for 12 % of the variance in inconsistent discipline. Because the beta 
weight for diffi culties in emotion regulation was signifi cant, and the beta weight for 
deployment status dropped to a non-signifi cant level, we concluded that diffi culties 
in emotion regulation mediated the effect of deployment status on use of inconsis-
tent discipline.

   Table 7.2     Descriptive statistics for parenting and emotion regulation measures   

 Means and standard deviations (N = 89)  N  M  SD 

 Inconsistent Discipline 
 Deployed Males  39  7.15  0.36 
 Non-deployed Males  2  7.50  0.50 
 Deployed Females  13  8.38  0.69 
 Non-deployed Females  35  6.94  0.32 
 Diffi culties in Emotion Regulation 
 Deployed Males  39  70.03  3.08 
 Non-deployed Males  2  81.00  5.00 
 Deployed Females  13  82.46  7.22 
 Non-deployed Females  35  67.66  3.30 

   Table 7.3    Regression analysis examining associations of deployment status and gender with 
discipline and emotion regulation   

 Regression analyses (N = 89)  B  SE B  β  R 2  

 Diffi culties in emotion regulation predicted by deployment status  0.01 
 Gender  8.25  6.02  0.20 
 Deployment Status  10.50  6.09  0.25 †  

 Inconsistent discipline predicted by deployment status  0.02 
 Gender  0.94  0.63  0.22 
 Deployment Status  1.14  0.63  0.26 †  

 Inconsistent discipline predicted by diffi culties in emotion 
regulation 

 0.11 

 Gender  0.66  0.60  0.15 
 Deployment Status  0.78  0.61  0.18 
 DERS (Total score)  0.03  0.01  0.33** 

   † p < .1, *p < .05, **p < .01     
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        Discussion 

 In this small sample of deployed and civilian NG/R mothers and fathers, deployment 
status was marginally associated with diffi culties in emotion regulation, and with 
parenting challenges. Our mediation analysis indicated that emotion regulation was 
a strong mediator of the link between deployment status and parenting, suggesting 
that the association of deployment with parenting challenges may largely be due to 
diffi culties in deployed parents’ emotion regulation. Our fi ndings provide support 
for the notion that recalibrating emotional responding from the battlefront to the 
home front may be key to effectively reintegrating into the home environment for 
parents. Further, longitudinal research is needed to uncover how parenting practices 
and emotion regulation interact over time since deployment, and across the phases 
of the deployment process. Nonetheless, we have provided preliminary evidence 
that these constructs are relevant to families undergoing deployment. 

 While gender was not a signifi cant contributor to the regression model (i.e. did 
not uniquely contribute variance to parenting challenges), these analyses masked 
the relatively large mean differences between deployed and civilian mothers on both 
emotion regulation and on parenting, and our small sample size (primarily the tiny 
number of civilian fathers) precluded the analysis of sample subgroups by gender 
and deployment status. Mean scores indicated that deployed mothers reported the 
most diffi culties in emotion regulation, as well as the most diffi culties in parenting, 
while civilian mothers demonstrated the fewest diffi culties in both domains. These 
stark contrasts bring into relief the potential challenges facing mothers experiencing 
deployment to a combat zone, and the need for further research in this area. Little 
has been written about deployed mothers and we could fi nd no published research 
fi ndings on either parenting practices or emotion regulation in deployed mothers. 

 Kelley and colleagues’ research has contributed most of what is known about 
deployed mothers. This group studied Navy mothers deployed prior to the current 
confl icts (1996–1998), fi nding that children of deployed mothers demonstrated 
more internalizing and externalizing symptoms than children of non-deployed Navy 
mothers, or civilian mothers, although symptoms did not reach clinical levels 
(Kelley et al.,  2001 ). A later study (Kelley et al.,  2002 ) found that deployed Navy 
mothers reported lower levels of depression and anxiety than single women, although 
length of most recent separation was associated with worse adjustment. In a study 
of Gulf War veterans, Vogt, Pless, King, and King ( 2005 ) found that deployed 
women reported receiving less social support during deployment, and that both 
social support and relationship/family disruptions had a stronger impact on deployed 
women’s, compared with deployed men’s mental health. Combined with our fi ndings 
from the current study, these early fi ndings indicate a need to learn far more about 
the stressors and the needs of deployed mothers, and particularly those in the NG/R. 

 Although our data should be considered preliminary, we speculate that the sepa-
ration from children inherent to deployment may be more distressing to mothers—
who still typically provide the bulk of the childcare in American families—than 
fathers (Yeung, Sandberg, Davis-Kean, & Hofferth,  2001 ). In addition, although we 
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did not assess posttraumatic stress symptoms in this study, prior research has 
indicated that women may be more vulnerable to PTSD than men (e.g., Olff, 
Langeland, Draijer, & Gersons,  2007 ). We also did not measure social support, 
which is an important protective factor both for PTSD and for family relationships 
in general, but we speculate that women would fi nd the male-oriented deployment 
environment to be less supportive to females. Much further research is needed to 
untangle and examine associations over time among parenting, emotion regulation 
and deployment—among both mothers and fathers. 

 Although our sample size was relatively small, deployed women constituted a 
greater proportion of the deployed study sample (25 %) than their numbers repre-
sent in the deployed population overall (just 15 %, and just 10 % in the National 
Guard). Our study outreach efforts did not target women specifi cally, although the 
topic of the study—parenting—could arguably be seen as particularly salient for 
mothers experiencing deployment. Our data also contribute to the relatively small 
body of knowledge on fathers’ parenting. While most studies of military popula-
tions have naturally focused on men, the vast majority of parenting studies have 
focused on women. Our examination of military fathers’ parenting has provided a 
preliminary look at issues that we plan to gather far more data on. We can make no 
conclusions about military, compared with civilian fathers—given that only 2 indi-
viduals in our sample were civilian fathers—but it is our hope that as we continue 
to gather data and reach 400 families we will be able to compare these groups. 

 While there is an increasing focus on relationships in military families, rather 
than the service member alone, the couple, or children, there exists very little data 
on parenting in military families, let alone in NG/R families (Gewirtz et al.,  2010 ). 
Given the large numbers of deployed service members who are parenting, and the 
key role of parenting both for children, and for parents themselves, this area of 
research is critically important. 

 Still to be examined is whether—echoing fi ndings from other populations—par-
enting practices mediate associations between the family stress of deployment, and 
children’s adjustment .  Additionally, although the associations of parenting chal-
lenges to family stress have been observed within and outside the military, the mech-
anisms underlying parenting challenges are yet to be investigated. In this early study, 
we demonstrated concurrent associations among emotion regulation, deployment 
status, and parenting challenges, with a small sample of military families. Our data 
has plenty of drawbacks: a very short measure of the outcome variable (parental dis-
cipline); sole reliance on parents as their own reporters, yielding the possibility of 
mono-informant bias; a small sample size, and non-independence of parents within 
families. Our small sample size prevents us from using statistical methods that could 
have controlled for the non-independence. The non-independence is somewhat miti-
gated by the nature of the measures that were focused on the individual adult’s behav-
ior, rather than perceptions of the couple, child(ren) or family. However, we recognize 
that deployment related stressors inexorably affect the entire family system, not 
solely the deployed parent. Further research with larger sample sizes will help to 
disentangle the pathways—direct and indirect—by which each spouse/partner, and 
child, is affected by deployment within a family. We are gathering multiple-method 
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data—observational parenting data, as well as physiological data on arousal—which 
will greatly strengthen our ability to understand associations among emotion regula-
tion, parenting, and deployment, as well as children’s outcomes. Finally, outcome 
data from the larger prevention study will enable us to examine whether these vari-
ables are malleable—that is, whether the ADAPT program strengthens emotion 
regulation, and parenting among deployed families, ultimately improving children’s 
adjustment. 

 This study has provided us with some important clues for further investigation. 
Longitudinal research with larger samples, using multiple methods, multiple infor-
mants, and longitudinal modeling, is needed to confi rm these associations and 
determine whether parents’ emotion regulation and their emotion socialization of 
their children is negatively impacted by deployment and combat stressors, and 
whether these factors impair parenting practices in general, and children’s adjust-
ment in particular. Our hope is that our larger randomized controlled trial of the 
ADAPT program will yield valuable data to address these questions. 

    Implications for Practice and Policy with Military Families 

 Our data provide preliminary clues about the challenges facing deployed parents in 
general, and deployed mothers in particular. Increasing attention is being paid to the 
toll that deployment can take on families, with more efforts to support families of 
service members, as well as service members themselves—across the branches of the 
US Military. Locally, the Minnesota National Guard/MNNG’s Beyond the Yellow 
Ribbon Campaign provides an exemplary demonstration of what can be done to sup-
port NG/R families going through the deployment process (Minnesota National 
Guard,  2011 ). The MNNG provides mandatory full- day Family Preparation 
Academies for all individuals and their families prior to deployment. Upon return, 
military service members participate in 30-day, 60-day, and 90-day Reintegration 
Trainings, as well as a 1-year event; family members are invited to some of these 
events. These events provide workshop training for military personnel and their 
spouses on topics ranging from military benefi ts, and job- hunting, to smoking cessa-
tion, while children participate in their own activities. As a result of our collaboration 
with the MNNG on the ADAPT study, parenting workshops delivered by ADAPT 
outreach staff are now routinely provided at deployment events. Hundreds of parents 
have participated in our workshops and we have found that parents are hungry for 
information that will help their families through the deployment process. Parents 
bring profound questions and concerns, many of which cannot be answered in the 
course of a brief 50 min workshop. In response to these issues, we have developed a 
series of newsletters to support families undergoing deployment (  http://www.cehd.
umn.edu/fsos/projects/adapt/newsletters.asp    ). 

 Parenting is core to family life, and key to children’s adjustment, particularly 
during times of family transition. Families undergoing deployment, and especially 
those who are more isolated—i.e. NG/R families—should have routine access to 
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parenting supports specifi c to deployment (Gewirtz, Erbes, Polusny, Forgatch, & 
DeGarmo,  2011 ). Policies that address and facilitate parenting needs can promote 
resilience in service members, their partners, and their children. 

 Interventions to support emotion regulation in military populations are increas-
ingly recognized as both therapeutic and useful in enhancing military fi tness on the 
battlefi eld (e.g. Stanley & Jha,  2009 ). These interventions focus on mindfulness 
strategies to increase present moment awareness, and reduce experiential avoidance 
and hyper-reactivity. ADAPT incorporates these same strategies with parent train-
ing methods in order to promote parenting and strengthen the families—and the 
next generation—of our nation’s warrior civilians.      
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    Abstract     LGB military families will be increasingly visible now that Don’t Ask/
Don’t Tell has been repealed, and the military has stated that these servicemembers 
and their families are to be treated equally. Achieving equality in policy, practice, 
and attitudes will, however, take time and effort. Current Federal laws (e.g., the 
Defense of Marriage Act) prevent LGB servicemembers from being treated equally. 
Also, it is likely that anti-LGB attitudes held by some servicemembers did not sim-
ply end when DADT was repealed. Further, the military stance of neutrality is prob-
lematic given the need for LGB-affi rming resources. These barriers to equal service 
are important to remedy because their existence may inhibit the strength of LGB 
military families, and the willingness of LGB adults to continue as enlisting as 
members of the U.S. armed forces.     

  Keywords     Defense of Marriage Act   •   Don’t Ask Don’t Tell   •   Families   •   Lesbian/
Gay/Bisexual   •   Military   •   Minority Stress Theory   •   Sexual Orientation  

     On September 20, 2011, The United States (U.S.) became the 23rd of 26 NATO 
countries to allow LGB service members to openly serve in the military (Department 
of Defense,  2011 ). This historic step was achieved by repealing the 1993 “Don’t 
Ask Don’t Tell” (DADT) policy that had barred from military service any lesbian, 
gay, and bisexual (LGB) people who disclosed their identities to others. Not only 
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did DADT ban openly LGB people from joining the military, but it was also used to 
investigate existing military personnel who were suspected of expressing an LGB 
orientation. These investigations led to the discharge of more than 14,000 service 
members (Servicemembers Legal Defense Network (SLDN),  n.d. A ). 

 Despite the DADT restriction on sexual minority military service, an estimated 
71,000 LGB service members across all branches of the U.S. military were docu-
mented using Census data (Gates,  2010 ). Many of these LGB service members also 
have families who serve. In fact, an estimated 37 % of LGB active duty and 20 % of 
LGB guard and reserve members report living in a household with minor children 
(Gates, 2011, personal communication). This suggests that more than 16,000 LGB 
military families with children currently exist. 

 In addition to their sexual orientation minority status, LGB military families 
may, on average, be demographically distinct compared to heterosexual military 
families. First, LGB military families may be more commonly “mother-headed” 
than “father-headed”. Although women are only 14 % of active duty personnel, 
more than 43 % of LGB servicemembers are female (Gates,  2010 ) and LB women 
are more likely to have children than are gay men (Gates & Ost,  2004 ). Further, LB 
military families may be more racially diverse, both in terms of servicemember race 
as well as the likelihood of interracial families among the LGB population. For 
example, Black women with female partners are almost four times as likely to report 
veteran status than Black women with male partners; Latinas with female partners 
are six times as likely to serve than those married to men (Cahill,  2009 ). Also, 
although Black female servicemembers represent only 1 % of military personnel, 
they were 3 % of those charged under DADT (Cahill,  2009 ). Same sex couples are 
more likely to be interracial than heterosexual married couples (Gates & Ost,  2004 ). 
Further LGB Blacks and Latino/as parent at higher rates than their White counter-
parts (Cahill,  2009 ), and White same-sex couples are more likely than heterosexual 
couples to adopt transracially (Goldberg,  2010 ). 

 The aim of this chapter is to summarize what is known about LGB military fami-
lies. First we will describe the legacy of DADT and summarize the LGB-inclusive 
policy changes that have been made since its repeal. Then we will summarize the 
research on LGB parents and their children in general, and discuss the normative 
and minority stressors that may be faced by LGB military families specifi cally. The 
sources and effects of these stressors will be described. Furthermore we will discuss 
strategies for preventing and minimizing stressors, and identify specifi c changes 
that could be made in military policy and practice. 

    LGB Military Families Under DADT 

    Under the constraints of DADT, LGB service member families were completely 
invisible within the military. Having a same-sex partner was grounds for discharge 
so these relationships were hidden and heterosexual marriages were sometimes 
entered in to for “cover” (Balsam, Cochran, & Simpson,  2009 ). Furthermore, LGB 
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service members with children were required to present themselves as single parents 
or in a heterosexual relationship, as any recognition of a second same-sex parent 
(for example by adopting a child together) was also grounds for discharge (SLDN, 
 n.d. B ). 

 The result of DADT-imposed invisibility was that LGB service member families 
under this policy were not eligible for any family benefi ts, a fact recognized by both 
LGB and heterosexual service members (RAND,  2010 ). Under DADT, LGB mili-
tary couples were not eligible for joint duty assignments and did not have spousal 
privilege in the case of a court martial proceeding. In the case of LGB service mem-
bers with non-military partners, those partners did not have access to military iden-
tifi cation as a family member and thus had no access to base. Lack of access to base 
prevented them from obtaining base housing, commissary, child care, gas stations, 
and other entitlements. These partners were also not eligible for Tri-Care (the mili-
tary health care program), free legal services, life insurance subsidized by the mili-
tary, surviving spouse benefi ts, or any family support programs. LGB service 
members who were assigned overseas were not eligible to have their families relo-
cate with them. The children of LGB service members were only eligible for family 
status and the resulting benefi ts through the LGB service member. In situations 
where this parent–child relationship was too risky to reveal, the children were not 
able to access the military-based supports and resources that are considered vital to 
the resilience of children in military families. 

 Anticipating the repeal of DADT, a RAND ( 2010 ) survey asked LGB service 
members if they would disclose their sexual orientation upon repeal. Fifteen percent 
would be completely open and 59 % would be “sometimes open, sometimes not.” 
When asked how the repeal of DADT might impact LGB servicemembers overall, 
87 % agreed that least some LGB servicemembers would bring partners to family 
events, 79 % expected same-sex partners and children to live in base/post housing; 
76 % expected partners to play a spousal role in military ceremonies; and 77 % 
anticipated that LGB servicemembers would display photographs of family in their 
workspaces. It is clear LGB military families will become more visible. In the next 
section we describe benefi ts of this visibility, as well as remaining barriers to 
equality.  

    LGB Military Families Post-DADT 

 The repeal of DADT made it possible for LGB people to serve openly. Sexual ori-
entation is no longer a barrier to military service, and former service members who 
were discharged under DADT may apply for re-entry. The military is striving to 
create a sexual orientation “neutral” environment and as such will not allow the 
creation of separate bathroom facilities or living quarters based upon sexual orienta-
tion. Nor will it release servicemembers from duty if they oppose serving with LGB 
individuals. As part of this neutrality stance, the military will not “request, collect 
or maintain information about the sexual orientation of servicemembers except 
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when it is an essential part of an otherwise appropriate investigation or other offi cial 
action” (Philpott,  2011 ). 

 The repeal has made some benefi ts available to LGB military families. For exam-
ple, although LGB servicemembers were always eligible to enroll their legally- 
recognized children in military support programs, if doing so meant bringing 
attention to their sexual orientation or same-sex relationship then they might have 
chosen not to do so. Now that DADT has been repealed, LGB parents with legal 
parental rights can now provide military benefi ts to those children without fearing a 
military investigation and possible discharge. In addition, the Department of 
Defense is reviewing policies and regulations so that LGB servicemembers can 
obtain benefi ts on par with their heterosexual peers. Fourteen military benefi ts 
where servicemembers may designate benefi ciaries including same-sex partners 
have been identifi ed (Department of Defense,  2011 , October 28); they are:

•    All-volunteer Force Educational Assistant Program/Active Duty Death Benefi t  
•   Casualty Notifi cation  
•   Designation of Persons having Interest in Status of a Missing Member  
•   Escorts for Dependents of Deceased or Missing  
•   Final Settlement of Accounts  
•   Person Eligible to Receive Effects of Deceased Persons  
•   Post Vietnam-era Veterans Assistance Program  
•   Servicemember Group Life Insurance  
•   Survivor Benefi t for Retirees  
•   Thrift Savings Plan  
•   Travel and Transportation Allowance/Attendance at Yellow Ribbon Reintegration 

Events  
•   Veteran’s Group Life Insurance  
•   Wounded Warrior Designated Caregiver    

 It is notable that these policies provide benefi ts conferred upon disappearance, 
death, or injury, and not benefi ts related to daily living. The more expansive benefi ts 
related to daily living as military families are not fully available to LGB service-
members due to the 1996 Federal Defense of Marriage Act [(DOMA); Public Law 
No. 104-199,  1996 ]. 

 DOMA is a federal law that defi nes marriage as the legal union between one man 
and one woman and further defi nes a spouse as a person of the opposite sex who is 
a husband or wife. DOMA stipulates that if individual states allow and recognize 
same sex unions, other states do not have to recognize or allow same sex marriages. 
Furthermore, all federal policies and practices are to be in accordance with DOMA. 
Thus, as long as DOMA stands, military policies that use the terms “marriage” or 
“spouse” must be interpreted such that their benefi ts are only conferred upon het-
erosexually married spouses. All LGB servicemembers are thus legally single in the 
eyes of the military, even if they are partnered, and even if they are legally married 
to that same-sex partner in a given state (e.g., Vermont) or country (e.g., Canada). 

 Non-legal family members (e.g., same-sex partners, children to whom the ser-
vicemember does not have a legal tie) are not entitled to military medical and dental 
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insurance or treatment in military facilities. Nor are they entitled to family support 
under the Morale Welfare and Recreation program offerings. Further, a same-sex 
spouse cannot be designated as “next of kin” and thus would not be the fi rst person 
notifi ed in the case of death or injury. A comprehensive review of military benefi ts 
that are and are not afforded to LGB servicemember and their families is beyond the 
scope of this chapter; readers are advised to consult the  Servicemembers Legal 
Defense Network  ( n.d. B ) (  http://www.sldn.org/pages/family-benefi ts    ) for current 
information. Our point here is that, although now able to serve openly, LGB service-
members and their families are treated unequally, largely as a result of DOMA.  

    LGB Parents and Their Children 

 The civilian research on LGB parents and their children has been deftly summarized 
by Goldberg ( 2010 ) and others (Stacey & Biblarz,  2001 ) as revolving around a 
debate of “no differences” versus uniqueness. In support of the no differences argu-
ment, LGB parents (the research has largely used lesbian mother samples) have 
been found to have parenting skills similar to their heterosexual counterparts, to live 
lives organized more by parenting than sexual orientation, and to seek environments 
that are supportive of their families. Furthermore, children with LGB parents have 
similar social and educational outcomes as their peers with heterosexual parents. 
Also, contrary to stereotypes, these children are not more likely to be LGB 
themselves. 

 Despite these similarities between heterosexual and LGB-headed families, 
researchers have identifi ed unique strengths and stressors faced by sexual minori-
ties (Goldberg,  2010 ). For example, unlike their heterosexual counterparts, LGB 
parents and their children may hide parental sexual orientation from others to avoid 
rejection, discrimination, or abuse. Further, they cannot take for granted support 
from extended family, friends, or others who may have anti-LGB attitudes and 
beliefs. LGB parents may be more likely to teach their children to respect diversity, 
and same-sex co-parenting couples have been found to share household and chil-
drearing labor more equally than heterosexuals. It is perhaps not surprising that 
children with LGB parents may be more likely to explore their sexual orientation 
and to have personal identities and goals that are gender-fl exible rather than 
gender-stereotyped.  

    Normative and Minority Stress for LGB Military Families 

 The similarities and differences between LGB and heterosexual families, both mili-
tary and civilian, may be explained in part by minority stress theory (Meyer,  2003 ). 
According to this theory, LGB individuals (and their families) experience minority 
stress on top of normative stress. 
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 Normative stressors for military families include chronic relocation, separation, 
reintegration, and fears of harm (Park,  2011 ). For example, military families move 
frequently, which requires adjustment to new peers, schools, and cultural contexts, 
and distance from familiar support networks. In addition to the challenges of whole- 
family relocation, military children with LGB parents and civilian partners of 
servicemembers may face extended separation from their deployed loved one. 
Perhaps even more challenging is the family readjustment that occurs when the 
servicemember returns from deployment and may suffer from PTSD, physical 
injury, or other problems. Throughout, family members face chronic uncertainty 
regarding current and future servicemember safety. 

 In addition to these features of military life, LGB servicemembers and their fam-
ilies face minority stress. Minority stress refers to stress that comes from being a 
member of a stigmatized minority group (Meyer,  2003 ). Processes that create 
minority stress can be distal or proximal. Distal stress processes include prejudice 
events, discrimination, and violence. For example, in a population-based survey of 
LGB adults (Herek,  2009 ), 49 % reported being verbally abused and 24.8 % reported 
that their person or property was criminally perpetrated against. Further, several 
studies of children with LGB parents have found that they reported being teased and 
bullied by peers (reviewed in Goldberg,  2010 ). Proximal stress processes include 
expectations of rejection, internalized homophobia, and identity concealment. For 
example, the majority of Herek’s ( 2009 ) sample reported perceiving stigma in their 
residential communities (e.g., “most people where I live think less of a person who 
is LGBT”). Also, youth with LGB parents have been found to hide their parent’s 
sexuality from peers in the hopes of preventing social rejection (Goldberg,  2010 ). 

 DADT-era surveys of veteran and active duty servicemembers document that 
minority stress processes beyond mandatory concealment of sexual orientation did 
occur in military contexts (Balsam et al.,  2009 ; Offi ce of the Inspector General, 
 2000 ; RAND,  2010 ). Although the surveys were not population based, it is notable 
that one-third to one-half of each sample reported experiencing or witnessing dis-
crimination, harassment, or assault on the basis of the servicemember’s perceived 
sexual orientation. Although there is no research on minority stressors in military 
contexts as experienced by the LGB servicemember’s partner or children, it is rea-
sonable to expect that they would be at least indirectly affected. The repeal of DADT 
is too recent for us to document an improvement or decline in minority stress pro-
cesses within the military; these data provide an important baseline for future stud-
ies (Burks,  2011 ). 

 It is also important to recognize that so called “normative military stressors” also 
may be experienced as minority stressors by LGB military family members. For 
example, relocation could be devastating if it means leaving LGB-affi rmation 
behind and facing the decisions about of having to disclose or hide all over again. In 
the case of same-sex partners without children, chronic relocation may be isolating 
for the civilian partner who has little access to military spouse support, and whose 
life may not be understood by nonmilitary LGB community members. The resources 
that both children and parents need during deployment and reintegration may be 
compromised if their family situation is not fully recognized and affi rmed by 
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potential sources of support (e.g., a school social worker). Also, if they are “over 
recognized” for their sexual orientation then their needs for military support may be 
overlooked because they are viewed as LGB rather than facing deployment (see 
Allen,  2007 ). Couple relationships can be severely stressed by separation (Knobloch 
& Theiss,  2012 ), and these stresses may be even higher for same-sex partners whose 
relationships may not be recognized by the law or valued by their families of origin. 
The risk of intimate partner violence rises upon re-integration (McCarroll et al., 
 2000 ), and this may be especially challenging for LGB military families given the 
widespread denial of same-sex abuse by both lay people and practitioners (Ristock, 
 2002 ). Throughout their service, chronic uncertainty regarding servicemember 
safety may compound fears already faced by LGB individuals and their loved ones 
regarding prejudice, discrimination, and violence.  

    Circumstances in the Environment 

 Minority stress processes fl ow from circumstances in the social environment that 
devalue the worth and legitimacy of (i.e., stigmatize) LGB people and their children 
(Meyer,  2003 ; Oswald & Holman,  2013 ). Tremendous gains have been made. For 
example, all state sodomy laws were overturned by the U.S. Supreme court ruling 
in  Lawrence et al. v. Texas  ( 2003 ). Also, same sex marriage is available in six states, 
the District of Columbia, and two Native American tribes; two states recognize 
same-sex marriages granted by other jurisdictions; and California recognizes same- 
sex marriages entered into before November 5, 2008. Further, President Obama 
recently issued two Executive Orders that extend recognition to LGB families. The 
fi rst mandates hospital visitation rights for same-sex partners in any facility that 
receives Medicaid funding (Obama,  2010a ). The second extends some federal ben-
efi ts to the same-sex partners of federal employees (Obama,  2010b ). In addition to 
these Executive Orders, the Obama administration has called DOMA unconstitu-
tional and said that it will not defend DOMA in federal court. Indeed 2 days ago in 
response to  McLaughlin v. Panetta , a lawsuit brought by LGB servicemembers who 
wish to obtain federal benefi ts for their same-sex spouses, U.S. Attorney General 
Eric Holder sent a letter to Congress declaring that DOMA is unconstitutional and 
that the military has not provided any justifi cation in favor of it (Offi ce of the 
Attorney General,  2012 ). 

 Despite this accelerating progress to end LGB stigma and discrimination, the 
problem remains signifi cant. In a previous section we described the impact of 
DOMA on LGB servicemember access to military benefi ts. DOMA is a central 
component of the social environment that promotes minority stressors experienced 
by LGB military families. The repeal of DOMA would eliminate many of the ineq-
uities that they face. It would not however automatically change attitudes. 

 Research suggests that anti-LGB attitudes are held by some servicemembers. 
Although military policy forbids harassment (Department of Defense,  2011 ), these 
attitudes may still permeate some military contexts. For example, a recent survey of 
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3,057 civilian undergraduates, ROTC cadets, and military cadets found that military 
cadets had the least favorable attitudes towards LGB servicemembers, followed by 
ROTC cadets and then civilians (Ender, Rohall, Brennan, Matthews, & Smith, 
 2012 ). Cadet attitudes may change over time and with education in the post-DADT 
era; educational efforts should be evaluated to determine their effectiveness. 
Servicemembers who resist attitude change pose challenges for maintaining a mili-
tary environment free of harassment or abuse. The experience of foreign militaries 
suggests that strong leadership is vital for maintaining a positive environment; 
regardless of their personal beliefs, leaders should publically state their support for 
integration of LGB servicemembers (RAND,  2010 ). 

 In addition to the within-military issues posed by DOMA and personal preju-
dices, LGB servicemembers and their families also face non-military barriers and 
prejudices. For example, it is legal in most U.S. locations to discriminate against 
LGB individuals in employment, housing, credit, and public accommodation 
(National Gay and Lesbian Task Force,  2012 ). Thus, for example, LGB service-
members with a same-sex partner and/or children may be excluded from military 
housing and face housing discrimination off base. Furthermore, municipalities and 
states that offer sexual orientation protections against discrimination have religious 
exemptions that may be quite salient if local resources are offered through religious 
organizations. Thus in addition to being excluded from military family support pro-
grams, LGB military families may also be excluded (by policy or attitude) from 
civilian family support programs offered through churches, YMCAs and other reli-
gious organizations. Of the almost 200 U.S. religious denominations, only six offi -
cially respect LGB identities, and a minority (40 %) of U.S. religious adherents 
belongs to these denominations (Oswald, Cuthbertson, Lazarevic, & Goldberg, 
 2010 ). Thus the likelihood of fi nding military family support through religious 
organizations may be low.  

    Effects of Inequality and Minority Stress 

 The legal and policy inequalities faced by LGB servicemembers and their families 
may impact their health and well-being. The strongest empirical evidence for this 
claim comes from three longitudinal studies; supporting evidence can also be found 
in a body of cross-sectional research. The fi rst longitudinal study (Hatzenbuehler, 
McLaughlin, Keyes, & Hasin,  2010 ) used two waves of the population-based 
National Epidemiologic Survey on Alcohol and Related Conditions to examine 
whether institutional discrimination led to increased psychiatric disorders among 
577 LGB adults (parental status not specifi ed); 34,076 heterosexual respondents 
were used as a comparison group. They found that in states that passed constitu-
tional amendments banning same-sex marriage, the mood disorder symptoms of 
LGB respondents rose by more than 30 % from T1 (pre-election) to T2 (post- 
election), but decreased more than 20 % among LGB respondents living in states 
without such laws. Furthermore, generalized anxiety disorder increased more than 
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200 % among LGB respondents living in states that implemented amendments; no 
signifi cant change was found for those living in states without amendments. 
Comorbidity (the co-occurrence of two or more disorders) also signifi cantly 
increased for those living in amendment-states. Heterosexual respondents living in 
states with amendments did not have an increase in mood disorders; when hetero-
sexuals living in these states did report an increase in a specifi c disorder (e.g., gen-
eralized anxiety) then the magnitude of change was much smaller than that 
evidenced by the LGB group (61 % versus 248 % respectively). 

 Rostosky, Riggle, Horne, and Miller ( 2009 ) also conducted a longitudinal study 
of this election. Despite the limitation of using a non-representative Internet-based 
convenience sample (N = 1,552), they also found increased depressive symptoms, 
stress, and negative affect among LGB adults after the election. A limitation of both 
of these studies is that neither examined minority stress processes as mediators link-
ing the election to mental health symptoms. Further, these studies did not control for 
parental status. These weaknesses are improved upon in the third longitudinal study 
described below. 

 In a study that explicitly tested how legal context impacts LGB parents, Goldberg 
and Smith ( 2011 ) examined the effects of both stigma and social support on depres-
sion and anxiety symptoms among 52 lesbian and 38 gay couples over a 1-year 
transition to adoptive parenthood. Data were collected from each partner at three 
time points: pre-adoption (T1), several months’ post-adoptive placement (T2), and 
1 year post-placement (T3). The authors found that depression signifi cantly 
increased from T1 to T3, and this change was predicted by an interaction between 
state legal climate and internalized homophobia. Specifi cally, lesbian and gay adop-
tive parents who reported low levels of internalized homophobia at T1 showed little 
change in their depressive symptoms regardless of their state’s legal climate for 
adoption. Strikingly though, lesbian and gay adoptive parents who reported high 
levels of internalized homophobia at T1 showed a signifi cant increase in depressive 
symptoms at T3 when they lived in a state with a negative legal climate, and a 
signifi cant decrease from T1 to T3 when their state was more legally supportive. 
A similar pattern was found for anxiety: All participants reported an increase in anxi-
ety over time, but the change was signifi cant only among those with both high levels 
of internalized homophobia and a less supportive legal climate. This study suggests 
that living in a hostile legal context increases both depression and anxiety among 
LGB parents, especially if the parents struggle with internalized homophobia. 

 Complementing these longitudinal studies that show the negative effects of legal 
inequality, cross-sectional research (using geographically dispersed but predomi-
nately White, middle-class samples) has found that legal rights and protections are 
benefi cial for LGB individuals, couples, and families. Specifi cally, LGB adults with 
a legally recognized same-sex relationship reported fewer depressive symptoms and 
stress, and higher well-being, compared to those in committed but non-legal rela-
tionships (Riggle, Rostosky, & Horne,  2010 ). In a qualitative study of married 
same-sex couples in Massachusetts, Shecter, Tracy, Page, and Luong ( 2008 ) found 
that marriage was described by participants as bringing increased couple commit-
ment, acknowledgment of their relationship from family and colleagues, a sense of 
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societal legitimacy, and a reduction of homophobia within self and others. Also, 
Canadian lesbian mothers (who were defi ned by the authors as living in a nonhet-
erosexist legal context because they have full legal rights under Canadian law) were 
found to have signifi cantly fewer stigma-related worries than their American coun-
terparts (Shapiro, Peterson, & Stewart,  2009 ). Furthermore, the presence of nondis-
crimination laws has been associated with higher levels of disclosure and social 
support, and lower levels of internalized homophobia, among LGB individuals 
(Riggle et al.,  2010 ; see also Hatzenbuehler, Keyes, & Hasin,  2009 ). 

 Although the research just reviewed is based on civilian samples there is no rea-
son to believe it does not extend to LGB servicemembers and their families. 
Regardless of civilian or military status, we argue that minority stress reduces well- 
being, while legal recognition and benefi ts can confer positive benefi ts to individu-
als and strengthen relationship quality.  

    Coping and Social Support as Protective Factors 

 Coping and social support moderate the impact of minority stress (Meyer,  2003 ). 
The military recognizes that providing social support for servicemember families is 
an effective way to promote military readiness and retention. However, an unin-
tended consequence of the current “sexual orientation neutrality” stance may be that 
support designed to remedy minority stress is unavailable through military sources. 
This would be unfortunate, as minority-specifi c supports have been found to have 
positive effects. For example, children with lesbian mothers who were stigmatized 
by their peers had greater well-being when: their school had LGB curriculum con-
tent; they had contact with other children from LGB families; and/or their mothers 
had contact with other LB women (van Gelderen, Gartrell, Bos, & Hermanns, 
 2009 ). Furthermore, LGB individuals struggling with identity or social rejection 
issues may benefi t from accessing LGB-specifi c supports. Military schools, social 
workers, and other providers may need to explore their options to provide more 
LGB-explicit resources to LGB military families. 

 It would be a mistake to assume that civilian LGB-identifi ed services will provide 
what the military lacks. A master’s thesis study of 19 community-based mental health 
services for lesbians found that they are not able to meet the needs of lesbian military 
families (Terp,  2011 ). This sample represented a majority (79 %) of the existing 
agencies specifi cally serving lesbian clients in the U.S. None target servicemembers 
or veterans as a category of clients. Furthermore, few reported employing staff with 
knowledge of military experience under DADT or the Veteran’s Administration poli-
cies toward lesbian families. Few had staff with training on military family issues or 
mental health issues related to military service. None provided support groups for 
lesbian military families and none knew of actual resources to which they could refer 
these families. Most reported staff competency in treating substance abuse, depres-
sion, post-traumatic stress disorder, and intimate partner violence. However, staff 
competency was rare with regards to problems found more often in military than 
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civilian populations (i.e., traumatic brain injury and military sexual assault). Although 
limited in scope, the results of this study strongly suggest that military-specifi c sup-
ports are needed for LGB servicemembers and their families. 

    Positive Identities as Protective Factors 

 Having a positive LGB identity, or access to contexts that affi rm LGB dignity, can 
mitigate the negative effects of minority stress. For example, relationship satisfaction 
is higher among lesbian couples when their relationship is visible to, and accepted 
by, their families of origin; acceptance was operationalized as being able to show 
physical affection in front of family members (Caron & Ulin,  1997 ). Also, children 
with LGB parents report wanting safe spaces where they can talk about problems 
without fearing that their parents’ sexuality will be blamed (Goldberg,  2007 ). 

 As discussed in the previous section, the military stance of sexual orientation 
neutrality may be problematic when affi rmation is more effective than neutrality. 
Further, there is evidence that explicit support for LGB people and issues is central 
to the development of resilience among children with LGB parents. Specifi cally, it 
provides a narrative with which these children are able to construct positive identi-
ties and family relationships in the face of societal prejudice (Goldberg & 
Kuvalanka,  2012 ).  

    Summary 

 Like their civilian counterparts, LGB servicemembers and their families are 
impacted by their social environment, especially features that promote or mitigate 
minority stressors based upon sexual orientation stigma. Based upon the research 
reviewed in this chapter, it appears that the health and well-being of this population 
could be promoted by changing laws/policies that discriminate against LGB ser-
vicemembers, reducing the incidence of minority stress processes, strengthening 
LGB-affi rming supports, and creating a safe environment for LGB servicemembers 
and family members to disclose their (or the servicemembers’) sexual orientation. 
These will be developed in the next section.   

    Implications for Military Practice 

 The U.S. military recognizes the importance of the military family and the impor-
tant role that servicemember families play in helping to create a strong military 
(   Department of Defense,  2013 ). This value can be seen in the ongoing Department 
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of Defense effort to revise policies and regulations so that LGB servicemembers can 
obtain benefi ts on par with their heterosexual peers. 

 The federal DOMA is in direct confl ict with the Department of Defense effort to 
treat all servicemembers equally. As previously discussed, this law requires “mar-
riage” and “spouse” to be interpreted as heterosexual only, and thus any military 
benefi t that uses marital status as an eligibility requirement cannot be extended to 
same-sex partners even if they are married in a particular jurisdiction. For example, 
a same-sex partner cannot be identifi ed as “next of kin” and thus cannot be the fi rst 
person contacted in the event of servicemember injury, disappearance, or death. 
Although the repeal of DOMA is not a military decision, the Department of Defense 
could serve as a powerful advocate for its demise by pointing out the injustice it 
creates for people who commit their lives and their families to national service. 
Allied military leaders have advised the US to make policy changes quickly and 
decisively, as their experience suggest that this is the most effective way to promote 
equality (The Brookings Institution,  2010 ). 

 In addition to revising policies and advocating for the repeal of DOMA, the mili-
tary could take steps to reduce both distal and proximal minority stressors. Unit 
commanders have a special role to play in these efforts. Because the military will 
not track sexual orientation as an equal opportunity class, claims of harassment, 
discrimination, or abuse (e.g., distal stressors) will be dealt with by commanders 
rather than through the military equal opportunity complaint process. Thus it falls 
to commanders to prevent mistreatment and to respond fairly and effectively when 
it occurs. If support referrals are made, providers should assess for minority stress 
in addition to other screening and diagnosis, and should have the competency to 
treat minority stress symptoms. 

 Commanders and providers should also be sensitive to proximal stressors such as 
negative self-evaluation and expectations of rejection. It would be helpful for com-
manders to convey a strong respect for all persons including those who are LGB, 
and to explicitly include same-sex partners and other loved ones as members of the 
military family. Service providers could include attention to sexual orientation 
when assessing clients for self-esteem or social adjustment. 

 Although closeting is considered a form of proximal minority stress (Meyer, 
 2003 ), and in the post-DADT military it is not required, the extent to which LGB 
servicemembers and their families wish to be recognized as such will vary. Thus, 
commanders and providers should not assume that a failure to disclose is problem-
atic. It might be worth exploring with the person or family to see if there are per-
ceived barriers to disclosure that could be remedied, but their preferred level of 
openness or privacy should be respected. 

 In this chapter we have presented the currently available research on LGB ser-
vicemembers and their families. The canon is small partly because research on LGB 
issues was impossible under DADT. The repeal of DADT has opened a door to 
increased understanding of, and improved supports for, LGB military families. Now 
is the time to target research funding towards understanding the needs and experi-
ences of LGB military families.  

R.F. Oswald and M.M. Sternberg



145

    Conclusion 

 LGB military families will be increasingly visible now that Don’t Ask/Don’t Tell 
has been repealed, and the military has stated that these servicemembers and their 
families are to be treated equally. Achieving equality will, however, take time and 
effort. Current Federal laws (e.g., the Defense of Marriage Act) prevent LGB ser-
vicemembers from being treated equally. Also, it is likely that anti-LGB attitudes 
held by servicemembers did not simply stop when DADT was repealed. Further, the 
military stance of neutrality is problematic given the need for LGB-affi rming 
resources. These barriers to equal service are important to remedy because their 
existence may inhibit the strength of LGB military families, and the willingness of 
LGB adults to continue as enlisting as members of the U.S. armed forces.     
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    Abstract     Families are a key source of support for National Guard Soldiers, yet 
little is known about the infl uence of parents on Soldiers’ pre-deployment well- 
being. In this chapter, we examine the potential role family may play in the psycho-
logical well-being of National Guard Soldiers. We present initial fi ndings from the 
Readiness and Resilience in National Guard Soldiers (RINGS-2) study—an ongo-
ing, prospective investigation of 2,089 National Guard Soldiers and their families. 
Single versus partnered Soldiers were compared on measures of pre-deployment 
well-being (post-traumatic stress symptoms, depression symptoms, and alcohol 
misuse). Prior to deployment, partnered Soldiers had higher PTSD and depression 
symptoms than single Soldiers, while single Soldiers reported greater alcohol 
misuse than partnered Soldiers. Multiple linear regression analyses examined the 
role of family contextual factors in understanding Soldiers’ pre-deployment well-being. 
Findings demonstrated the important role families can play in Soldiers’ well-being 
prior to deployment, both as a source of support and strain.     

     Keywords     National guard/reserve component   •   Psychological well-being   •   Adult 
child-parent relationships  
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       Introduction 

 Our nation’s “citizen soldiers”—National Guard and Reserve component troops—
have been deployed at unprecedented levels in support of Operation Enduring 
Freedom (OEF) in Afghanistan and Operations Iraqi Freedom (OIF) and New Dawn 
(OND) in Iraq. Most National Guard Soldiers and their families are remarkably 
resilient across the deployment cycle (Cozza, Chun, & Polo,  2005 ). Yet, studies 
indicate National Guard Soldiers are at greater risk for post-traumatic stress disor-
der (PTSD) and related mental health problems following combat deployment com-
pared to active duty component troops (for review see Griffi th,  2010 ). Some have 
speculated that the elevated rates of mental health problems observed in National 
Guard Soldiers may be due to the unique challenges and stressors faced by citizen 
Soldiers who are simultaneously faced with preparing for deployment to potentially 
dangerous and hostile environments and disruptions to civilian employment and 
extended separation from home and family (Griffi th,  2010 ). 

 Social support has been shown to lessen the negative effects of stressors on indi-
viduals (Cohen & Wills,  1985 ). Families, particularly spouses or romantic partners, 
have been shown to be a key source of support for military personnel across the 
deployment cycle (Erbes, Meis, Polusny, & Compton,  2011 ; Wiens & Boss,  2006 ). 
Our experience with National Guard/Reserve component Soldiers suggests that 
extended family, especially parents, can serve as a major source of support not only 
for single Soldiers, but for those who are married or partnered as well. However, 
little attention has focused on understanding the infl uence of parents on Soldiers’ 
psychological well-being. 

 This chapter begins by discussing the unique challenges and stressors National 
Guard Soldiers face when preparing for deployment. Next, we briefl y summarize 
the theoretical and empirical literature guiding our study of the role of family in 
the well-being of National Guard Soldiers. We then present baseline, pre-deploy-
ment fi ndings from the Readiness and Resilience in National Guard Soldiers 
(RINGS-2) study—an ongoing prospective study of a large cohort of National 
Guard Soldiers and their families. Key indicators of Soldiers’ psychological well-
being prior to deployment will be compared in married/partnered versus single 
Soldiers. The infl uence of family stressors, concerns, and social support, espe-
cially parental support, on Soldiers’ pre-deployment psychological well-being 
will be examined. 

    United States National Guard and Reserve Component 

 The U.S. National Guard is a direct descendent of early colonial militias and 
remains a reserve component composed of state National Guard service members 
or “citizen Soldiers” who generally hold civilian jobs or attend school and serve 
part-time in the National Guard (Griffi th,  2010 ). As a dual state-Federal force, 
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each state National Guard may be called up for active duty by its respective state 
governor to assist in state emergencies such as natural disasters and civil distur-
bances. National Guard units may also be called up by Congress for active duty to 
supplement regular armed forces; however, this rarely occurred prior to the terror-
ist attacks of September 11, 2001. With ongoing confl icts in two combat theaters, 
the US military has relied on unprecedented deployments of National Guard/
Reserve Component troops to support these military operations. Since 2001, more 
than 630,000 National Guard/Reserve component service members (45 % of all 
OEF/OIF/OND veterans) deployed to Afghanistan or Iraq (VA Offi ce of Public 
Health,  2011 ). 

 Mobilization and preparing for prolonged deployment to a hostile combat theater 
environment has been identifi ed as one of the most stressful aspects of military life 
(Peebles-Kleiger & Kleiger,  1994 ). For National Guard Soldiers, such deployments 
violate commonly held expectations about the role of citizen Soldiers captured by 
the former recruiting slogan “one weekend a month, two weeks a year.” For citizen 
Soldiers, preparing for deployment may be especially stressful because of the antic-
ipated effects deployment may have on two important life domains: civilian employ-
ment and family. Unlike the active duty force, citizen Soldiers tend to rely primarily 
on civilian employment for their livelihood with military service supplementing 
their income (Griffi th,  2010 ). When called up for active duty, deployment may 
cause fi nancial hardship for some citizen Soldiers and their families if military 
income is less than the Soldier’s civilian income. In a recent survey of 4,034 
deployed National Guard Soldiers, Riviere, Kendall-Robbins, McGurk, Castro, and 
Hoge ( 2011 ) found that fi nancial hardship and job loss were independently associ-
ated with poorer mental health even after controlling for level of combat exposure, 
gender, age, and rank. 

 Citizen soldiers are typically older than active duty Soldiers and are more likely 
to leave behind families when they deploy. Nearly half of enlisted Soldiers and two 
thirds of offi cers serving in the National Guard are married (Offi ce of Army 
Demographics,  2010 ). In a retrospective, cross-sectional study of Veterans who had 
served in the fi rst Gulf War (Vogt, Samper, King, King, & Martin,  2008 ) found that 
Veterans who had served in the National Guard/Reserve component were more 
likely to report family/relationship disruptions during the deployment than those 
who had served as active duty service members. Moreover, deployment may be 
especially stressful for citizen Soldiers and their families who may be less prepared 
for prolonged separations and may receive less support during deployments 
(Griffi th,  2010 ).  

    Social Support and Soldier Well-Being 

 Hobfoll’s Conservation of Resources theory offers a useful conceptual framework 
for understanding how families might contribute to Soldiers’ resilience or psycho-
logical well-being across the deployment cycle. According to this theory, 
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individuals are motivated to accumulate and conserve resources, while stressors 
have deleterious effects on psychological well-being to the extent that they threaten, 
decrease, or overwhelm existing physical, social, and psychological resources 
(Hobfoll,  1989 ,  2002 ). Guided by the Conservation of Resources framework, we 
conceptualize family support as a key social resource that can offset the stressors 
associated with mobilization and preparing for deployment. However, during the 
period prior to deployment, family members may face their own stressors as they 
prepare practically and emotionally for family separation and the anxiety of deploy-
ment (McCarroll, Hoffman, Grieger, & Holloway,  2005 ). Family members’ 
responses to these stressors can be a source of additional strain and worry for the 
soldier (MacDermid,  2010 ). It is therefore possible that family can serve as an 
important social resource for deploying Soldiers, but also that families can serve as 
a source of stress or strain, particularly if the family is in a state of confl ict or dis-
tress related to the anticipated deployment. 

 Our previous work has examined the impact of family support and Soldiers’ 
concerns about their families on Soldiers’ well-being before, during, and after 
deployment. In a longitudinal study of over 2,600 National Guard Soldiers assessed 
in-theater while deployed to Iraq and 1 year after returning home, we found family 
support during deployment was a signifi cant protective factor for reduced risk of 
developing PTSD symptoms (Gewirtz, Polusny, DeGarmo, Khaylis, & Erbes, 
 2010 ). Using data from a separate prospective, longitudinal study of 522 National 
Guard Soldiers deployed to Iraq, we found Soldiers’ perceptions of social support 
following deployment was a signifi cant protective factor associated with lower risk 
of developing PTSD even after controlling for pre-deployment risk factors and com-
bat exposure (Polusny et al.,  2011 ). Soldiers’ concerns about family, job and other 
life disruptions before and during deployment were also predictive of both PTSD 
and depression symptoms following deployment when controlling for other risk 
factors (Erbes,  2011 ). 

 Taken together, these fi ndings suggest military families’ responses to deployment- 
related stressors and challenges may be an important factor in Soldiers’ psychologi-
cal well-being across the deployment cycle. Previous studies also suggest lack of 
social support following deployment is an important resource loss that erodes 
Soldiers’ resilience and increases vulnerability to PTSD. However, this resource 
loss hypothesis assumes social support was present prior to deployment and that the 
stresses and strains of deployment depleted this resource. Yet, studies examining the 
infl uence of family support on the well-being of National Guard Soldiers prior to 
deployment are lacking. 

    Relationship Status and Well-Being 

 The view that intimate partner relationships are a key source of social support that 
may buffer against stress associated with preparing for deployment is consistent 
with extensive family and sociological literatures documenting a wide range of psy-
chological and health benefi ts associated with marriage. Studies have consistently 
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found that being married is a protective factor associated with psychological well- 
being for most people (Gove, Hughes, & Style,  1983 ; Horwitz, White, & Howell- 
White,  1996 ; Kim & McKenry,  2002 ), and the social integration literature would 
suggest that some of the benefi ts of marriage extend to cohabitating and partnered 
individuals as well (Hughes & Gove,  1981 ; Kim & McKenry,  2002 ; Musick & 
Bumpass,  2011 ). 

 Within military populations, the few studies examining the infl uence of marital/
intimate partner relationship status on Soldiers’ psychological well-being have pro-
duced mixed results. While some studies have found higher rates of post- deployment 
mental health problems among married Soldiers (Lapierre, Schwegler, & LaBauve, 
 2007 ; Seal, Bertenthal, Miner, Sen, & Marmar,  2007 ), others have found single or 
unmarried Soldiers suffer greater mental health problems (Iversen et al.,  2008 ). It is 
possible that the role of marriage as a protective factor for military personnel may 
vary across the deployment cycle. For example, being in a supportive intimate rela-
tionship may be associated with enhanced psychological well-being or greater men-
tal treatment seeking following deployment. Consistent with this hypothesis, we 
found that National Guard Soldiers with the highest levels of PTSD following 
deployment were more likely to seek mental health care when they were in support-
ive intimate relationships (Meis, Barry, Erbes, Kehle, & Polusny,  2010 ). Yet, being 
married/partnered may also coincide with additional family stressors during mobili-
zation that erode Soldiers’ psychological well-being prior to deployment. Indeed, we 
have shown that Soldiers’ worries and concerns about family well-being prior to and 
during deployment are predictive of Soldiers’ mental health symptoms post- 
deployment (Erbes,  2011 ). Unfortunately, the majority of studies that have examined 
differences between single and married/partnered Soldiers have focused on service 
members’ post-deployment mental health, and to our knowledge, the infl uence of 
relationship status on pre-deployment mental health has not been examined.  

    Soldiers and Their Parents 

 A growing body of literature has examined the impact of deployment on military 
families (MacDermid & Riggs,  2011 ). However, this research has primarily focused 
on the spouses and children of deployed service members, and studies examining 
the role of parents in the well-being of their deploying adult children are scant. 
Parent involvement in the lives of their adult children has increased over the past 30 
years, with most parents and their adult children having frequent contact (Fingerman, 
Cheng, Tighe, Birditt, & Zarit,  2012 ). Given this frequent contact, it is not surpris-
ing that parents provide a critical source of emotional, fi nancial, and practical sup-
port for their adult children    (Fingerman et al.,  2012 ), and increasingly this role of 
providing continued support is extending beyond the transition to young adulthood 
(Sage & Johnson,  2012 ). The literature on parent–adult child relationships shows 
that parental support is strongly associated with psychological well- being in adult 
children (Fingerman et al.,  2012 ). Not only do parents continue to provide critical 
support to their adult children, but parents commonly continue to experience a wide 

9 National Guard Soldiers and their Parents



156

variety of worries for their adult children including worries about their adult chil-
dren’s health, safety, relationships, and fi nances (Hay, Fingerman, & Lefkowitz, 
 2008 ). To our knowledge, few studies have examined the role of parents in the psy-
chological well-being of service members. 

 Three studies have described the experiences and concerns of parents whose sons 
and daughters have been deployed. Orme and Kehoe ( 2011 ) reported fi ndings from 
a qualitative study of 32 family members (n = 20 parents) of Australian Army 
Reservists. Family members were asked about their view of positive and negative 
effects of the deployment. Most (69 %) reported some positive views of the deploy-
ment, such as pride in their family member’s service or maturation of the service 
member as a result of the deployment. Families also reported a number of challenges 
during the deployment, such as diffi cult or infrequent communication, feelings of 
loneliness while separated, and anxiety about uncertainty and lack of information. 

 As part of a larger study of the families of deployed Dutch military personnel, 
Andres and Moelker ( 2009 ) examined the experiences of 1,098 parents (55 % 
response rate) of Soldiers who had recently returned from either a peacekeeping 
mission to Bosnia-Herzegovina (19 %), combat deployment in Afghanistan (77 %), 
or other deployment (4 %). Regardless of whether the service member lived at home 
with parents or not, parents reported strong, cohesive, supportive relationships with 
their adult children. In addition, parents reported considerable worries about their 
deployed sons and daughters, with parents reporting signifi cantly more worry when 
their adult child was deployed to a more hazardous mission area (e.g., Afghanistan). 

 Crow and Myers-Bowman ( 2011 ) conducted a qualitative, internet-based study 
of parents (n = 42) of US military service members (primarily active duty) deployed 
to OEF/OIF. Themes commonly reported by parents included strong reactions of 
fear, worry, and concern for their children’s safety and well-being. Parents also 
described having mixed emotions about the deployment and a sense of pride in their 
child’s military service. Finally, parents reported experiencing a number of chal-
lenges during the deployment including frustrations about communicating with 
their deployed children and diffi culties with separation. 

 Recently, Worthen, Moos, and Ahern ( 2012 ) reported results of a qualitative 
study of 11 OEF/OIF Veterans living with their parents following separation from 
the military. In-depth interviews were conducted with Veterans about their experi-
ences living with their parents. Themes commonly reported by recently returned 
OEF/OIF Veterans included both feeling appreciative of parents’ instrumental and 
emotional support as well as experiencing confl icts with parents around readjusting 
to civilian life and redefi ning roles in the family. 

 Taken together, these studies suggest parents are an important source of support 
for their deployed sons and daughters, that parents feel pride for their children and 
see some benefi t to deployment, but also that parents themselves may experience 
considerable distress and worry during their child’s deployment. Additionally, these 
studies suggest confl icts may emerge in adult child–parent relationships as Veterans 
face the challenges of transitioning back to civilian life following deployment. 
Although an important fi rst step in addressing the large gap in knowledge about 
parents of deployed service members, to the best of our knowledge, no published 
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studies have examined the role of parents in predicting the psychological well-being 
of service members at any point during the deployment cycle. 

 In sum, theory and prior studies point to the importance of family in increasing 
available social resources for deploying National Guard Soldiers, and thus enhanc-
ing Soldiers’ well-being before, during, and after deployments. Families may also 
be a potential source of stress and strain diminishing resources and potentially erod-
ing Soldiers’ resilience. Although married or partnered Soldiers may be particularly 
likely to benefi t from family support, extended family, especially parents, may be an 
important resource for both single and partnered Soldiers. In this chapter, we will 
present initial fi ndings from an ongoing longitudinal study of National Guard 
Soldiers and their families that address the following questions: (a) To what extent 
do the psychological benefi ts of marriage observed within the civilian literature 
extend to married/partnered National Guard Soldiers prior to deployment?, (b) To 
what extent does family context relate to the well-being of National Guard Soldiers 
prior to deployment?, and (c) To what extent do parents in particular play in the 
well-being of single compared to partnered Soldiers prior to deployment? We 
hypothesized that single National Guard Soldiers would show poorer well-being 
prior to deployment compared to partnered Soldiers. We hypothesized that Soldiers’ 
pre-deployment family stressors and their concerns about the impact of deployment 
on their family would be predictive of Soldiers’ pre-deployment well-being. Finally, 
we hypothesized parental support/frequency of communication with their adult 
children would be associated with greater Soldier well-being, especially among 
single Soldiers with parents experiencing more concerns and worries about their 
children.    

    The Readiness and Resilience in National Guard 
Soldiers Project 

 The Readiness and Resilience in National Guard Soldiers (RINGS) Project is an 
ongoing collaboration between the Minneapolis Veterans Affairs Health Care 
System, the University of Minnesota, and the Minnesota Army National Guard 
(MNARNG). With the support of the MNARNG, our research team has conducted 
a series of longitudinal studies assessing Soldiers and their family members before, 
during and after multiple deployments to OEF/OIF/OND (Erbes,  2011 ; Erbes et al., 
 2011 ; Gewirtz et al.,  2010 ; Polusny et al.,  2011 ). The overall goal of the RINGS 
research program is to generate information on individual differences (e.g., person-
ality, history, and biological variables) and contextual-environmental factors (e.g., 
family functioning, occupational status) that promote resilience and recovery among 
National Guard service members following deployment. Information generated by 
the RINGS Project has been used to advance understanding of the needs and 
challenges of National Guard service members and to develop interventions that 
promote the well-being of service members and their families. 
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    The RINGS-2 Study 

 One focus of the RINGS Project is the study of how contextual-family environment 
factors may infl uence resilience and recovery of National Guard service members. 
The RINGS-2 study is an ongoing prospective, longitudinal investigation of an 
entire National Guard Brigade Combat Team and their families that examines the 
impact of family well-being across the deployment cycle on Veterans’ post- 
deployment mental health. The RINGS-2 study involves a cohort of 2,089 National 
Guard Soldiers who completed measures of baseline mental health functioning as 
well as individual/family risk and protective factors about 2–6 months prior to 
deployment to OEF or OND (Time 1). Spouses/partners of this cohort also com-
pleted a similar battery of baseline measures. Following this baseline assessment, 
Soldiers and spouses/partners were followed over a period of approximately 18 
months. Spouses/partners were surveyed about 4 months (Time 2) and 9 months 
(Time 3) after Soldiers were deployed to OEF or OND. Coinciding with Time 3, 
in-theater data was collected from Soldiers deployed to OND using a secure website 
and online survey tool. Three months following Soldiers’ return from deployment, 
both Soldiers and their spouses/partners will complete a fi nal wave of data collec-
tion (Time 4). At Time 1, survey data was collected from the parents of a subset of 
deploying Soldiers. Parents were surveyed about their perceptions of support and 
communication with their deploying son or daughter as well as their expectations 
and concerns related to the upcoming deployment. This chapter will focus on fi nd-
ings from Soldiers’ pre-deployment self-reports of mental health and family con-
cerns as well as parents’ self-reports. 

 Below, we present analyses and initial pre-deployment fi ndings from the 
RINGS-2 study. We examine differences between single and partnered Soldiers 
on key indicators of psychological well-being prior to deployment. To elucidate 
factors infl uencing pre-deployment well-being for single versus partnered 
Soldiers, we examine the role of family as a source of potential support or strain. 
Additionally, our review of several lines of existing research suggests that parents 
may also play an important role in fostering the resilience of National Guard ser-
vice members, especially among single Soldiers who are unable to reap the ben-
efi ts of social support from a close intimate partner. We explore this hypothesis by 
examining whether parents’ support and their worries/concerns are predictive of 
Soldiers’  pre- deployment well-being. 

    Time 1 Data Collection 

 Details of the study procedures, sample, and measures collected at Time 1 are sum-
marized here. The RINGS-2 study was approved by the Minneapolis VA Medical 
Center and University of Minnesota Institutional Review Boards as well as the rel-
evant Army National Guard command. From January to August 2011, all National 
Guard Soldiers preparing to deploy to OEF or OND were invited to voluntarily 
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participate in the study. Recruitment of participants took place during Family 
Preparation Academies, which are mandatory day-long pre-deployment training 
events held by the National Guard for service members and their families. The 
investigators provided a briefi ng to service members and their family members on 
the study, including a description of the purpose of the study, procedures, risks and 
benefi ts. Soldiers in a committed relationship were asked to nominate their spouse/
partner to participate in the study, and all Soldiers were invited to nominate another 
family member (e.g., parent, step-parent) to complete a brief pre-deployment sur-
vey. Due to military regulations, Soldiers were not provided monetary compensa-
tion for their participation. However, all Soldiers were offered a small gift (padfolio 
and pen). Partners were compensated $20 for their participation at each wave of the 
larger study. Of the 2,688 Soldiers approached, 2,089 Soldiers completed a pre- 
deployment survey (78 % response rate). Of the 1,289 spouses or partners nomi-
nated by Soldiers, 1,067 partners completed a pre-deployment survey either in 
person at the Family Preparation Academy event or later by mail (83 % response 
rate). A total of 642 family members (527 of whom were parents) completed the 
brief pre-deployment survey at a Family Preparation Academy event.  

    Pre-deployment Soldier Cohort 

 The pre-deployment cohort of National Guard Soldiers (n = 2,089) was representa-
tive of the deploying Brigade Combat Team from which they were recruited. Given 
the high rate of soldier participation in the pre-deployment survey, it is not surpris-
ing that participants were quite similar in terms of demographics to the larger bri-
gade. For example, 92 % of the pre-deployment participants vs. 94 % of the brigade 
were male; 89 % vs. 96 % were Caucasian, 90 % were enlisted (the same percentage 
of the brigade); 17 % vs. 12 % had a college degree or greater education; and 69 % 
vs. 60 % were deploying on their fi rst deployment to OEF/OIF/OND. 

 The literature has suggested numerous defi nitions of the “single Soldier.” In this 
chapter, we defi ned “single Soldiers” as never married, divorced or separated 
Soldiers not in an intimate partner relationship at Time 1. We defi ned “partnered 
Soldiers” as married, cohabitating, or engaged Soldiers as well as unmarried 
Soldiers in a committed intimate partner relationship at Time 1. Table  9.1  displays 
demographics characteristics of the pre-deployment cohort by relationship status 
(single versus partnered). Single Soldiers (21 %) were less likely than partnered 
Soldiers (36 %) to indicate they had been previously deployed to OEF/OIF/OND. 
However, among those who had previously deployed, there were no differences 
between single and partnered Soldiers in the mean level of prior combat exposure. 
A total of 265 (38 %) of single Soldiers and 262 (19 %) of partnered Soldiers had a 
parent complete the pre-deployment family survey, with the majority of parents 
(64 %) being mothers. The subsample of Soldiers with parents participating in the 
study differed from the larger pre-deployment Soldier cohort in several ways. 
Soldiers with a parent participating in the study were more likely than Soldiers 
without a participating parent to be younger, enlisted rank, female, and deploying 
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for the fi rst time. While Soldiers with a participating parent perceived themselves to 
have greater social support than Soldiers without a parent participating in the study, 
there were no differences between groups in term of pre-deployment well-being on 
measures of depressive symptoms or alcohol misuse.

      Measures 

 The pre-deployment soldier survey included a wide range of measures of potential 
risk and protective factors as well as measures of current well-being. Baseline men-
tal health measures assessed symptoms of PTSD, depression, and alcohol misuse. 
PTSD was measured using the 17-item PTSD Checklist-Stressor Specifi c Version 

   Table 9.1    Demographic characteristics of the pre-deployment soldier cohort by single versus 
partnered soldier relationship status   

 Characteristic 

 Soldier relationship status 

  p  

 Single soldiers 
 (N = 699) 

 Partnered soldiers 
 (N = 1,385) 

 N  (%)  N  (%) 

 Age  <.0001 
 18–19  34  (4.99)  16  (1.18) 
 20–24  344  (50.44)  381  (28.04) 
 25–29  190  (27.86)  379  (27.89) 
 30–39  86  (12.61)  359  (26.42) 
 >40  28  (4.11)  224  (16.48) 

 Gender  .0019 
 Female  73  (10.53)  91  (6.92) 
 Male  620  (89.47)  1,283  (93.38) 

 Rank  <.0001 
 Enlisted  656  (94.12)  1,205  (87.26) 
 Offi cer/Warrant Offi cer  41  (5.88)  176  (12.74) 

 Race  0.67 
 White  614  (88.60)  1,226  (89.23) 
 Non-White  79  (11.40)  148  (10.77) 

 Ethnicity  .64 
 Hispanic  24  (3.47)  55  (4.02) 
 Non-Hispanic  658  (95.22)  1,299  (95.03) 

 Education  <.0001 
 High school diploma  246  (35.50)  354  (25.73) 
 Some college  379  (54.69)  730  (53.05) 
 ≥4 year college degree  67  (9.67)  292  (21.2) 

 Prior OEF/OIF Deployment Status  <.0001 
 Yes  148  (21.17)  496  (35.81) 
 No  551  (78.83)  889  (64.19) 
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(PCL-S; (Weathers, Litz, Herman, Huska, & Keane,  1993 ). Respondents were asked 
to rate the severity of each symptom during the past month on a Likert scale (1 = not 
at all to 5 = extremely, range = 17–85). The PCL-S has excellent test-retest reliability 
and high overall convergent validity (Blanchard, Jones-Alexander, Buckley & 
Forneris,  1996 ; Weathers et al.,  1993 ). In the current sample, Cronbach’s alpha was 
.96. Depression was measured using the 8-item depression scale from the Patient 
Health Questionnaire (PHQ-8) (Kroenke et al.,  2009 ). Respondents were asked to 
rate the severity of each symptom occurring over the past 2 weeks on a four-point 
frequency scale ( Not at all, Several days, More than half the days, Nearly every 
day ). The PHQ-8 has demonstrated good psychometric properties (Kroenke et al., 
 2009 ; Kroenke, Spitzer, & Williams,  2001 ). In the current sample, Cronbach’s alpha 
was .90. Alcohol misuse was assessed using the 10-item Alcohol Use Disorders 
Identifi cation Test (AUDIT) developed by the World Health Organization (WHO) 
as a screening device for excessive drinking (Bush, Kivlahan, McDonell, Fihn, & 
Bradley,  1998 ). Respondents were asked to rate each item on a fi ve-point scale (0 to 
4), with most items scored in terms of frequency (i.e.,  Never, Less than monthly, 
Monthly, Weekly, Daily or almost daily ). The AUDIT has demonstrated excellent 
reliability and sensitivities and specifi cities comparable to other self-report screen-
ing measures (Reinert & Allen,  2002 ). In the current sample, Cronbach’s alpha 
was .85. 

 Soldiers’ exposure to combat from previous deployments was assessed using the 
15-item Combat Experiences scale from the Deployment Risk and Resilience 
Inventory (DRRI; King, King, & Vogt,  2003 ). The Combat Experiences scale was 
designed to assess objective events and circumstances with regard to stereotypical 
warzone experiences, such as fi ring upon enemies and witnessing casualties of war. 
Respondents were asked to indicate the frequency of occurrence (i.e.,  Never, A few 
times over entire deployment, A few times each month, A few times each week, Daily 
or almost daily ) of each event during the most recent previous deployment. This 
scale has demonstrated good internal consistency (Vogt, Proctor, King, King, & 
Vasterling,  2008 ). In the current sample, Cronbach’s alpha was .93. A modifi ed ver-
sion of the DRRI Concerns about Life and Family Disruptions scale assessed the 
extent to which Soldiers were worried or concerned about the impact of the pending 
deployment on their life and family. In the current sample, Cronbach’s alpha was 
.90. A pre-deployment family stressors scale comprised of 15-items was used to 
identify whether respondents had experienced a range of stressful events (e.g., loved 
one passed away, fi nancial problems, relationship infi delity) during the prior 3 
months. Social support was assessed using the 19-item Medical Outcomes-Social 
Support Survey (MOS-SSS; Sherbourne & Stewart,  1991 ). Respondents were asked 
respondents to rate the frequency others were available to provide various compo-
nents of functional support, including emotional, informational, tangible, affection-
ate, and positive social interaction. The MOS-SSS has demonstrated excellent 
psychometric properties (Sherbourne & Stewart,  1991 ). In the current sample, 
Chronbach’s alpha was .98. A number of demographic variables were assessed 
including, age, gender, race/ethnicity, and relationship status. Military demograph-
ics provided by Soldiers included current rank and prior deployment status. 
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 As an extension of the larger RINGS-2 study, the pre-deployment family survey 
was designed to provide family members an opportunity to share their concerns 
related to their Soldier’s upcoming deployment. As a proxy for the construct of par-
ent support, frequency of communication in the parent–adult child relationship was 
assessed using a single item adapted from (Greenwell & Bengtson,  1997 ) that asked 
the parent to rate how frequently they typically communicated (i.e., in person, 
phone) with the Soldier prior to deployment. Parents’ concerns about the Soldier 
were assessed using 9-items tapping a range of specifi c concerns (e.g., concerns 
about the Soldier’s physical and emotional well-being, length of the deployment, 
and availability of supports for the Soldier) that parents may have related to their 
adult child’s deployment. Parents were asked to rate each item on a 5-point Likert 
scale (1 = Not at all concerned to 5 = Very Concerned). In the current sample, 
Cronbach’s alpha was .88.   

    Analyses and Results 

 Next, we summarize fi ndings comparing single and partnered Soldiers on pre- 
deployment measures of psychological well-being, describe parents concerns about 
the deployment of their sons and daughters, and examine how parental support/
frequency of communication and concerns may be associated with Soldiers’ pre- 
deployment well-being. Overall, 6 % of the pre-deployment soldier cohort met cri-
teria for probable PTSD, defi ned as a total PCL score of 50 or greater and endorsing 
DSM-IV diagnostic criteria by rating at least one intrusion symptom, three avoid-
ance symptoms, and two hyperarousal symptoms at the moderate level (   Arbisi 
et al.,  2012 ; Hoge et al.,  2004 ). Similarly, 6 % of Soldiers met criteria for probable 
depression, defi ned as a score of 10 or greater on the PHQ-8 (Kroenke et al.,  2009 ). 
Nearly one quarter (23 %) of Soldiers met criteria for probable alcohol misuse, 
defi ned as a total AUDIT score of 8 or greater (Saunders, Aasland, Babor, de la 
Fuente, & Grant,  1993 ). 

   Single Versus Partnered Soldiers’ Reports 

 We tested for unadjusted differences in baseline mental health (PTSD symptoms, 
depression symptoms, and alcohol misuse) as well as risk and protective factors by 
relationship status (single vs. partnered) using independent  t  tests. As shown in 
Table  9.2 , partnered Soldiers had signifi cantly higher PTSD and depression symp-
toms than single Soldiers. In contrast, single Soldiers reported signifi cantly greater 
alcohol misuse than partnered Soldiers. Single Soldiers reported fewer pre- 
deployment family stressors and less concern about the impact of deployment on 
their life and family; however, single Soldiers also reported lower levels of per-
ceived social support than partnered Soldiers.
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   Table 9.2    Soldier pre-deployment mental health concerns, social support, and family stressors by 
single versus partnered soldier relationship status   

 Mental health concerns 

 Soldier relationship status 

  p  

 Single soldiers  Partnered soldiers 

 M  (SD)  M  (SD) 

 PTSD symptoms  24.68  (11.12)  26.24  (12.39)  .005 
 Depression symptoms  2.23  (3.73)  2.64  (3.92)  .03 
 Alcohol misuse  5.98  (4.99)  5.13  (4.40)  .0002 
 Social support  73.67  (17.54)  78.27  (15.57)  <.0001 
 Pre-deployment family stressors  1.12  (1.72)  1.27  (1.81)  .07 
 Pre-deployment life/family concerns  29.60  (12.14)  42.22  (12.61)  <.0001 

      Parental Support/Frequency of Communication and Concerns 
About Deployment 

 A subset of the Soldiers’ parents completed a brief survey (n = 527) prior to the 
deployment, with single (n = 265) and partnered (n = 262) Soldiers approximately 
equally represented. Most parents (63 %) reported at least daily or almost daily 
communication with their adult child, 22 % reported communicating a few times a 
week, and 11 % reported at least weekly communication. Parents of single Soldiers 
reported similar levels of communication with their adult child ( p  = .47   ) and similar 
levels of concerns about the deployment ( p  = .09) compared to parents of partnered 
Soldiers. In general, parents indicated being most concerned about their soldier’s 
physical (i.e., being injured or killed) or emotional well-being, the length of their 
soldier’s deployment (i.e., whether the deployment would be extended), and the 
availability of support (i.e., chaplains, mental health professionals) during and after 
deployment.  

   Predictors of Soldiers’ Pre-deployment Mental Health 

 The prediction of pre-deployment mental health (PTSD symptoms, depression 
symptoms, and alcohol misuse) was assessed through a series of multiple linear 
regression analyses conducted separately for single Soldiers and partnered Soldiers. 
Variables were entered in four steps. In the fi rst step, we entered Soldiers’ demo-
graphic and military service characteristics (gender, age, military rank, and prior 
combat exposure). In the second step, we entered the MOS-Social Support total 
score, Pre-deployment Family Stressors total score, and the Concerns about Impact 
on Life/Family total score. In the third step, we entered parent reports of the extent 
of their communication with their soldier (Parent Support/Frequency of 
Communication) and the Parents Concerns about Deployment total score. To test 
for interaction between parent support and level of parent concern, we computed an 
interaction term that was entered in the fi nal step. Following the recommendation of 
(Aiken & West,  1991 ), we centered the continuous Parents Concerns about 
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Deployment score, and used the centered score in computing the interaction term. 
Total scores on the PCL, PHQ-8, and AUDIT served as dependent variables. 
Table  9.3  displays the unstandardized and standardized regression coeffi cients (β) 
for each variable in the fi nal model after entry of all variables.

   For the prediction of pre-deployment PTSD symptom severity in single Soldiers, 
the fi nal model yielded R = .48, F(10, 218) = 6.40,  p  < .0001). Signifi cant indepen-
dent predictors of pre-deployment PTSD symptoms in the fi nal model included 
social support, pre-deployment family stressors, and the interaction between parent 
support/frequency of communication and parent concerns. After step 1, with all 
sociodemographic variables in the equation predicting PTSD symptoms for single 
Soldiers, R 2  = 0.04, F(4, 224) = 2.13,  p  < .08). After step 2, addition of social sup-
port, pre-deployment family stressors, and family concerns to the prediction of pre- 
deployment PTSD symptom severity resulted in a signifi cant increase in R 2 , R 2  = 
0.20, F(3, 221) = 15.43,  p  < .0001 (R 2  change = 0.17). After step 3, parent support/
frequency of communication and parent concerns did not show signifi cant main 
effects for pre-deployment PTSD severity, R 2  = 0.21, F(2, 219) = 1.11,  p  < .33. 
However, after step 4, results revealed a signifi cant interaction between parent sup-
port/frequency of communication and parent concerns in the prediction of single 
Soldiers’ pre-deployment PTSD severity, R 2  = 0.23, F(1, 218) = 4.38,  p  < .04 (R 2  
change= 0.02). A signifi cant interaction means that the effect of one variable (i.e., 
parent support) changes depending on the level of another variable (a moderator, 
i.e., level of parent concern). To further explore the interaction, we examined the 
association between parent support/frequency of communication and single 
Soldiers’ PTSD severity separately for parents reporting high and low parent con-
cern using a median split. Parent support/frequency of communication was associ-
ated with lower pre-deployment PTSD symptoms for parents high in parent concerns 
(β = −.16,  p  = .08); for those with low parent concerns, parent support/frequency of 
communication was not associated with single Soldiers’ pre-deployment PTSD 
(β = −.05,  p  = .60). 

 For the prediction of pre-deployment PTSD symptom severity in partnered 
Soldiers, the fi nal model yielded R = .49 (R 2  = .24), F(10, 213) = 6.68,  p  < .0001). 
The only signifi cant independent predictors were social support, life/family con-
cerns, and pre-deployment family stressors, accounting for 22.4 % of the variance 
in pre-deployment PTSD severity. After step 2, addition of social support, pre- 
deployment family stressors, and family concerns to the prediction of pre- 
deployment PTSD symptom severity resulted in a signifi cant increase in R 2 , R 2  
change = 0.22, F(3, 216) = 21.14,  p  < .0001). In contrast to results for single Soldiers, 
greater family concerns was associated with pre-deployment PTSD symptoms for 
partnered parents. Additionally, the interaction between parent support/frequency 
of communication and parent concerns was associated with pre-deployment PTSD 
severity for single Soldiers but not partnered Soldiers. However, formal testing of 
the statistical signifi cance of differences in the magnitude of effects across models 
predicting PTSD symptoms separately for single and partnered Soldiers revealed no 
differences in regression parameter estimates. 
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 For the prediction of pre-deployment depression symptom severity in single 
Soldiers, the fi nal model yielded R = .35 (R 2  = .12), F(10, 232) = 3.14,  p  < .001). 
Signifi cant independent predictors of pre-deployment depression symptoms in the 
fi nal model included social support, pre-deployment family stressors, and the inter-
action between parent support/frequency of communication and parent concerns. 
As with the prediction of PTSD for single Soldiers, none of the sociodemographic 
variables entered on step 1 were signifi cantly associated with single Soldiers’ pre- 
deployment depression, R 2  = 0.007, F(4, 238) = 0.41,  p  < .80). After step 2, addition 
of social support, pre-deployment family stressors, and family concerns to the pre-
diction of pre-deployment depression symptom severity resulted in a signifi cant 
increase in R 2 , R 2  change = 0.08, F(3, 235) = 6.40,  p  < .0001. After controlling for 
these predictors, there were no main effects for parent support/frequency of com-
munication or parent concerns on the prediction of pre-deployment depression 
symptom severity in single Soldiers, R 2  change = 0.01, F(2, 233) = 1.47,  p  < .23. 
However, there was a signifi cant interaction between parent concerns and parent 
support/frequency of communication in the prediction of single Soldiers’ depres-
sion symptoms, R 2  change = 0.03, F(1, 232) = 6.78,  p  < .01. Again, there was a trend 
toward greater parent support/frequency of communication being associated with 
lower pre-deployment depression symptoms for parents high in parent concerns 
(β = −.11,  p  = .25); parent support was not associated with single Soldiers’ pre- 
deployment depression symptoms (β = .01,  p  = .89) among parents reporting low 
concerns. 

 For the prediction of pre-deployment depression in partnered Soldiers, the fi nal 
model yielded R = .49 (R 2  = .24), F (10, 231) = 7.44,  p  < .0001). The only signifi cant 
independent predictors of pre-deployment depression severity in partnered Soldiers 
were social support, pre-deployment family stressors, and family concerns, account-
ing for 23 % of the variance in pre-deployment depressive symptoms (R 2  change = 
0.23, F(3, 234) = 23.34,  p  < .0001). Parent support/frequency of communication and 
parent concerns were not associated with pre-deployment depressive symptoms in 
partnered Soldiers, nor was the interaction between them. However, the regression 
coeffi cient for the interaction term was signifi cantly greater ( p  = .017) in the single 
soldier model ( B  = −.32,  p  < .01) compared to the partnered soldier model 
( B  = .05, ns). 

 For the prediction of pre-deployment alcohol misuse in single Soldiers, the fi nal 
model yielded R = .26 (R 2  = .07), F(10, 233) = 1.65,  p  < .10). None of the variables 
entered in the fi nal model were signifi cant independent predictors; however, male 
gender, prior combat exposure, and parent’s concerns approached signifi cance. A 
different picture emerged for the partnered Soldiers. For the prediction of pre- 
deployment alcohol misuse in partnered Soldiers, the fi nal model yielded R = .30 
(R 2  = .09), F(10, 231) = 2.29,  p  < .01). Male gender and pre-deployment family 
stressors were signifi cant independent predictors of partnered Soldiers’ pre- 
deployment alcohol misuse. After accounting for sociodemographic variables, 
results showed that social support, pre-deployment family stressors, and family con-
cerns accounted for an additional 3.0 % of the variance in pre-deployment alcohol 
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misuse among partnered Soldiers. For step 2, R 2  change = 0.03, F(3, 234) = 2.30, 
 p  < .08). However, formal comparisons revealed that the effects of predictors across 
single and partnered soldier models were not statistically signifi cant.    

    Discussion 

 Results from these initial analyses of pre-deployment data from the RINGS-2 study 
continue to highlight the important role that family, including parents, play in the 
psychological well-being of National Guard Soldiers. Compared to single Soldiers, 
partnered Soldiers reported signifi cant greater pre-deployment PTSD and depres-
sion symptom severity. This may be due to the fact that partnered Soldiers also 
reported experiencing greater pre-deployment family stressors and worries about 
family disruptions during the mobilization and pre-deployment phase of the deploy-
ment. However, results of regression analyses showed that while pre-deployment 
family stressors played an important role in predicting PTSD and depression for 
both single and partnered Soldiers, Soldiers’ concerns about the impact of deploy-
ment on life and family was associated with poorer pre-deployment psychological 
well-being for partnered Soldiers only. The fi nding that greater family concerns 
were uniquely associated with pre-deployment mental health for partnered Soldiers 
is consistent with fi ndings from our previous work showing these family concerns 
continue to be predictive of Soldiers’ post-deployment mental health (Erbes et al., 
 2011 ). It further highlights the possibility that family relationships can be both a 
source of support and strain in the context of a deployment. 

 Results also suggest that parental support may carry different implications for the 
well-being of single compared to partnered Soldiers. For single Soldiers, parental 
support/frequency of communication was associated with lower PTSD and depres-
sion symptoms, but only for those single Soldiers with parents who were high in 
concerns about the deployment. When parents were low in their concerns about the 
deployment, parental support/frequency of communication no longer had a protective 
effect on Soldiers’ psychological well-being. It is possible that parents with greater 
concerns were more emotionally invested in their Soldier’s well-being, more aware 
of how their Soldier was functioning, or more effective in offering support to their 
Solider. Further research is needed to examine the implications of this interaction. 
These results highlight the importance of parental support in the context of single 
Soldiers’ well-being prior to deployment and are consistent with fi ndings in the civil-
ian literature showing parents continue to be an important source of social and emo-
tional support for their adult children (Conger & Conger,  2002 ; Hay et al.,  2008 ) 
especially when adult children are unmarried and not romantically involved with an 
intimate partner (Fingerman, Miller, Birditt, & Zarit,  2009 ). For partnered Soldiers, 
parental support/frequency of communication and parental concerns about the 
deployment were not associated with Soldiers’ well-being and did not contribute to 
predicting PTSD or depression beyond the role of family and general social support. 
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 In contrast to the greater risk for mental health symptoms among partnered 
compared to single Soldiers, the reverse was found for alcohol misuse. Results 
showed that single Soldiers reported signifi cantly greater pre-deployment alcohol 
misuse compared to partnered Soldiers. This fi ndings is consistent with an exten-
sive literature showing greater alcohol misuse among single compared to part-
nered individuals (Leonard & Rothbard,  1999 ). In addition, we found that family 
contextual factors were differentially associated with alcohol misuse based on 
Soldiers’ relationship status. Whereas pre-deployment family stressors were 
independently associated with alcohol misuse in partnered Soldiers, results 
revealed no signifi cant independent predictors of alcohol misuse in single 
Soldiers. While family contextual factors may play an important role in single 
Soldiers’ psychological well-being, families appear to have little association with 
single Soldiers’ alcohol use. 

 While the RINGS-2 study represents an important advance in the study of 
Soldiers and their families across the deployment cycle, the fi ndings reported here 
had several limitations. First, although we obtained pre-deployment Soldier data 
from nearly 80 % of the entire brigade, only a subset of Soldiers had parents who 
attended the Family Preparation Academies and were subsequently invited to par-
ticipate in the study. Parents who attended these pre-deployment training events are 
likely more supportive and/or concerned than parents who did not attend these 
events. Additionally, participants in the sample were primarily Caucasian, and most 
Soldier-parent dyads consisted of sons and mothers. Thus, we are unable to examine 
race or gender differences in the role of parent support in Soldiers’ pre-deployment 
well-being. Since the subsample of parents included in this study may be unique, 
fi ndings on the role of parents on Soldiers’ well-being should be considered pre-
liminary and replication is needed. Second, our pre-deployment survey of parents 
was necessarily brief, and consequently our assessment of parental support/fre-
quency of communication relied on a single item. Future studies should incorporate 
more comprehensive measures of the quality of parent–adult child relationships 
(Pitzer, Fingerman, & Lefkowitz,  2011 ). Because of the brevity of the survey, we 
were unable to assess a number of important factors, such as parent well-being, that 
may contribute to the impact of family context on soldier well-being. Third, the 
cross-sectional nature of these fi ndings precludes making inferences regarding cau-
sality or the direction of the observed associations. 

 Despite these limitations, this study advances the literature on single and part-
nered Soldiers and their families. To our knowledge, this is the fi rst study to exam-
ine the relationship between parental support/frequency of communication and 
Soldier well-being prior to deployment using both Soldier and parent reports. 
Overall, the current fi ndings support the hypothesis that family can serve as both a 
source of support and strain for deploying Soldiers, depending on Soldiers’ current 
relationship status. On the one hand, parents play an important role in supporting 
single Soldiers as they are mobilized and prepare for deployment. This seems to be 
especially the case when parents themselves have greater concerns about the deploy-
ment and the impact of the deployment on the Soldiers’ well-being. On the other 
hand, families can be the source of stressors, worries and concerns, especially for 

M.A. Polusny et al.



169

married or partnered Soldiers, which may begin to erode Soldiers’ well-being even 
prior to deployment. 

 These initial fi ndings from the RINGS-2 study highlighting the importance of 
parents as part of the family context of Soldiers suggest that the Department of 
Defense, VA, military family organizations, and researchers should consider broad-
ening their focus on military families to include the parents of Soldiers. Future 
research is needed to understand the needs and concerns of parents of deploying 
Soldiers and how parents may infl uence Soldiers’ mental health and resilience 
across the deployment cycle. Consistent with the overall goals of the RINGS 
Project, we will continue to track Soldier and family well-being over time during 
and after the current deployment. Thus, we will be able to examine the implications 
of parental contact and support once Soldiers return from this deployment, and to 
further evaluate the infl uence of family well-being across the deployment cycle on 
Soldiers’ resilience.     
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    Abstract     Although researchers have examined the 6–12 month period after which 
service members return home from an overseas deployment, their studies often 
focus on members’ mental and physical health (e.g., whether or not the member is 
displaying symptoms of post-traumatic stress disorder or a minor traumatic brain 
injury). In this chapter, we take a different approach to the post-deployment reinte-
gration period, focusing instead on the positive and negative experiences and per-
ceptions associated with three domains that returning service members have told us 
are important: reintegrating back into a garrison work environment, reintegrating 
back into one’s family, and integrating the deployment experiences into one’s per-
sonal identity. In addition, the chapter describes the development and validation of 
the Post-Deployment Reintegration Scale (PDRS), which we created to support our 
research, as well as the construction and use of norms for the PDRS. Finally, we 
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focus on single service members, looking at the degree to which marital status and 
whether or not someone has dependents infl uence the post-deployment reintegra-
tion experiences and perceptions captured by the PDRS.  

  Keywords     Post-deployment reintegration   •   Family reintegration   •   Work reintegra-
tion   •   Personal reintegration   •   Single-service members  

        Background 

 The military deployment cycle is often thought of as a three-stage process. The 
initial part is the pre-deployment stage, where service members train for the upcom-
ing mission. This training period can last upwards of 12 months and may often take 
members away from home for extended periods of time. The deployment stage cov-
ers the period during which members are in the theater of operations. Deployments 
tend to be 6–15 months long (depending on the mission, the country deploying the 
service members, and their role on those deployments). Finally, there is the post- 
deployment reintegration period, where returning military personnel re-establish 
themselves back into both their regular jobs and their prior social networks, as well 
as put their deployment experiences into perspective. The reintegration process 
starts as soon as service members arrive back home and may last several months 
(Thompson & Gignac,  2002 ). 

 The challenges faced by individuals during the post-deployment reintegration 
period can be persistent and stressful (e.g., Bartone, Adler, & Vaitkus,  1998 ; Orsillo, 
Roemer, Litz, Ehlich, & Friedman,  1998 ; Wilson & Krauss,  1985 ). Indeed, research-
ers have recently shown that individuals returning from a deployment are at increased 
risk for a wide range of mental health concerns, including PTSD (Basham,  2008 ; Ford 
et al.,  2001 ; Hoge et al.,  2004 ; Wain, Bradley, Nam, Waldrep, & Cozza,  2005 ), depres-
sion and anxiety (Adler, Bliese, McGurk, Hoge, & Castro,  2009 ; Morissette et al., 
 2011 ; Wright, Foran, Wood, Eckford, & McGurk,  2012 ), alcohol and drug use 
(Jacobson et al.,  2008 ; Tucker, Sinclair, & Thomas,  2005 ), and both suicide and alco-
hol-related death (Hendin & Pollinger-Haas,  1991 ; Thoresen & Mehlum,  2004 ). 
Additional research suggests that returning service members are at greater risk for 
increased levels of aggression (McCarroll et al.,  2000 ; Wright et al.,  2012 ), reckless 
driving and danger seeking (Killgore et al.,  2008 ), marital problems (Basham,  2008 ; 
Sayers,  2011 ), burnout (Harrington, Bean, Pintello, & Mathews,  2001 ; Hourani, 
Williams, & Kress,  2006 ; Tucker et al.,  2005 ), diffi culty fi nding meaning in life 
(Bowling & Sherman,  2008 ), and negative attitudes towards work (Yerkes & Holloway, 
 1996 ). Data also have shown that rates of mental health symptoms tend to increase 
throughout the post-deployment reintegration period (e.g., Bliese, Wright, Adler, 
Thomas, & Hoge,  2007 ; Milliken, Auchterlonie, & Hoge,  2007 ; Thomas et al.,  2010 ). 

 The majority of the research studying the reintegration stage of the deployment 
cycle has typically focused on the links between stressors or trauma experienced 
during the members’ deployment and post-deployment clinical issues or psychoso-
cial problems. In comparison, studies focusing on the positive impacts of 
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deployment on reintegration are less common. Still, researchers have found that 
deployment can have several benefi ts, including exposing members to new environ-
ments, heightening their world awareness, and developing new strengths and skills 
(Basham,  2008 ). Deployment also has been associated with a renewed sense of 
purpose and meaning  vis a vis  members’ jobs and life in general (e.g., Litz, Orsillo, 
Friedman, Ehlich, & Batres,  1997 ; Maguen, Vogt, King, King, & Litz,  2006 ; 
Mehlum,  1995 ), happiness when reconnected with their families (Pincus, House, 
Christenson, & Adler,  2001 ), and strengthened relationships with others (Newby 
et al.,  2005 ). Similarly, research on post-traumatic growth indicates that combat 
exposure can lead to both costs and growth (Aldwin, Levenson, & Spiro,  1994 ; 
Tedeschi & Calhoun,  1996 ), while Adler, Zamorski, and Britt ( 2011 ) suggest that, 
in addition to emotional, cognitive, and social benefi ts, reintegration can have both 
positive and negative outcomes in the physical domain. Positive physical outcomes 
can include enjoying the comforts of home again, relief from extreme temperatures, 
and the ability to prepare a meal, while negative outcomes can include hypervigi-
lance to threat and diffi culty sleeping. 

 In 2002, a group of researchers at Defence Research and Development Canada’s 
Toronto laboratory (including the third and fi rst authors of this chapter) began a 
more in-depth study of the post-deployment reintegration stage. At that time, there 
was a lot less research on post-deployment reintegration, and much of it was focused 
on studying the adverse clinical consequences of deployment (e.g., Orsillo et al., 
 1998 ). Over the next several years, we developed a general model outlining the 
prominent non-clinical aspects of post-deployment reintegration, a measurement 
tool to assess the model (Blais, Thompson, & McCreary,  2009 ), as well as norms for 
the measure (Fikretoglu & McCreary,  2010 ) so that users had an effective way to 
communicate information about the aspects of post-deployment reintegration the 
model and its measure assessed. The primary purpose of this chapter is to describe 
this program of research. Additionally, we will focus on single service members, 
with and without children, in order to better understand their experiences in the 
post-deployment reintegration period.  

    Developing a Model of PDR 

 When thinking about service members’ post-deployment reintegration experiences, 
our original team (Blais, Thompson, Febbraro, Pickering, & McCreary,  2003 ) was 
guided by two overarching goals. First, we felt that our understanding of post- 
deployment reintegration and its effects on individual service members should not 
be focused solely on the negative, adverse, or clinical aspects of this period. That is, 
members’ experiences can be both positive and negative. Focusing on only one of 
these two dimensions can seriously misrepresent both the content and process of the 
reintegration stage of the deployment cycle. 

 Our second goal was to highlight the fact that reintegration was not a unidimen-
sional construct. In an initial study led by one of our original team members 
(Thompson & Gignac,  2002 ), focus groups were conducted with Canadian Forces 

10 Towards a Better Understanding of Post- Deployment Reintegration



176

(CF) members returning from an overseas deployment. Findings suggested that 
there were four main themes associated with post-deployment reintegration: (1) 
reintegrating back into one’s work environment; (2) reintegrating back into one’s 
family; (3) reintegrating back into one’s Western, privileged culture; and (4) dealing 
personally with one’s deployment experiences. 

 Thus, in our model, service members’ perceptions and experiences of their post- 
deployment reintegration period should be focused on both the positive and nega-
tive aspects of reintegrating in each of these domains. However, as we note in the 
next section, it was diffi cult to operationalize the cultural reintegration dimension. 
After several attempts to develop and validate items that addressed cultural reinte-
gration, we decided to drop that domain from our model of post-deployment reinte-
gration, leaving only the work, family, and personal domains (although some items 
were included in the two personal domain subscales that refl ect the intersection 
between the personal and the cultural aspects of post-deployment reintegration; see 
Blais et al.,  2009 , for a more in-depth discussion of why these aspects of the model 
are salient).  

    Development and Validation of the Post-Deployment 
Reintegration Scale 

 To study post-deployment reintegration from the context of our model, we devel-
oped the Post-Deployment Reintegration Scale (PDRS). This was done using an 
iterative process, over a series of studies. 1  A brief overview of these studies and their 
fi ndings are presented in this section. For more detailed information, see Blais et al. 
( 2009 ). 

    Post-Deployment Reintegration Scale: Development 

 The initial version of the PDRS contained 64 positive and negative items in the four 
initial domains: Work, Family, Personal, and Cultural (Blais et al.,  2003 ). However, 
an exploratory factor analysis (EFA) on the responses from 374 CF personnel who 

1   To get the large sample sizes of deployed CF members required to develop and validate the 
PDRS, we received permission to include the scale in the CF’s post-deployment Human Dimensions 
of Operations (HDO) survey, a large, regularly given omnibus set of questionnaires designed to 
give CF commanders a broad overview of a wide range of potential post-deployment personnel 
issues (e.g., Brown,  2005a ,  2005b ,  2005c ). Including the PDRS in the post-deployment HDO 
survey was desirable for two reasons. First, our team felt that individuals needed time to adjust; 
time to develop post-deployment reintegration-related experiences and perceptions. As we had 
little information about how that process worked, we felt that the timing provided by the HDO 
survey was an appropriate starting point. Second, the HDO survey also included other measures 
that we could use to assess the validity of the PDRS. 
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had returned from a deployment to Afghanistan 6 months earlier suggested that 
there was a fair degree of overlap between the personal and cultural dimensions of 
the PDRS. To address this issue, we worked with a subject matter expert (i.e., a 
senior Army offi cer with numerous overseas deployments) to refi ne several existing 
items and to add additional ones. The revised version of the PDRS had a total of 81 
items and was administered to 474 CF service members who had also deployed to 
Afghanistan approximately 6 months earlier. The fi ndings from an analysis with a 
subsample of that data revealed, again, that there were statistical problems with the 
cultural reintegration items. Thus, we decided to drop the cultural domain from our 
model, moving the items that best refl ected the intersection between the personal 
and cultural domains into the personal reintegration domain. We then used a second 
subsample to test the remaining six-factor, three domain (positive and negative 
dimensions of work, family, and personal post-deployment reintegration) model. 
The EFA revealed the expected latent factor structure and Cronbach alpha estimates 
of internal consistency ranged between .78 and .91. 

 However, because multivariate statistics can sometimes be diffi cult to replicate, 
we felt it was important to be rigorous and repeat our EFA in an independent sample 
of 519 CF members who had deployed to Afghanistan. The sample was randomly 
split into two, and these two new EFAs both replicated the earlier one, showing that 
the six-factor, three domain model is best represented in the PDRS. In addition, 
those six scales showed appropriate levels of internal consistency, with Cronbach 
alphas ranging from .78 to .89. 

 Given these fi ndings, we were confi dent that the item structure of the PDRS 
matched our post-deployment reintegration model. The fi nal version of the PDRS 
(which we sometimes refer to as the Army PDRS, because it was developed and 
validated solely on Army personnel) can be found in Table  10.1 . In that Table, the 
items are organized by their subscales, though the item numbers to their left refl ect 
their actual position in the scale when it is presented to participants.

       Post-Deployment Reintegration Scale: Validation 

 In addition to the construct validation offered by the exploratory factor analyses, 
Blais et al. ( 2009 , Study 3) also reported fi ndings from analyses that examined the 
correlations between the PDRS subscales and several personal and organizational 
variables (described below) which were logically expected to be related to the 
PDRS model. With regard to psychological well-being, fi ndings showed that, as 
expected, higher scores on the negative work, family, and personal aspects of post- 
deployment reintegration were correlated with higher levels of self-reported symp-
toms of depression and post-traumatic stress disorder. 

 Service members who reported higher levels of overall deployment-related stress 
also reported higher levels of negative family and personal reintegration experi-
ences and perceptions. The deployment-related stress measure used in the HDO 
survey at that time could also be broken down into fi ve subscales: military career, 
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   Table 10.1    Items and instructions for the post-deployment reintegration scale (Blais et al.,  2009 )   

  Scale instructions : There are no right or wrong answers to the following questions. 
People may have differing views, and we are interested in what  your  experiences 
are.  Please indicate the extent to which each of the statements below is true for 
you since returning from  [ insert deployment name ]: 

 Item   Work Positive  
 1.  I am glad I went on the tour. 
 7.  I am applying job-related skills I learned during my deployment. 
 10.  I am better able to deal with stress. 
 20.  I feel I am a better soldier. 
 27.  I am proud of having served overseas. 
 34.  I have developed stronger friendships. 
 Item   Work Negative  
 5.  I fi nd military bureaucracy more frustrating. 
 12.  I feel my current work duties are less meaningful. 
 17.  Day to Day work tasks seem tedious. 
 22.  Garrison life has been boring. 
 30.  I feel a lower sense of accomplishment at work. 
 32.  I have considered leaving the military. 
 Item   Family Positive  
 2.  I feel closer to my family. 
 8.  I have become more responsive to my family’s needs. 
 13.  I have become more involved in my family relationships. 
 23.  I have realized how important my family is to me. 
 28.  I have a greater willingness to be with my family. 
 36.  I more fully appreciate the time I spend with my family. 
 Item   Family Negative  
 4.  There has been tension in my family relationships. 
 11.  I feel the tour has had a negative impact on my personal life. 
 15.  I feel my family has had diffi culty understanding me. 
 18.  The tour has put a strain on my family life. 
 25.  Getting back “into sync” with family life has been hard. 
 31.  I feel my family resented my absence. 
 Item   Personal Positive  
 6.  I am more aware of problems in the world. 
 14.  I have a better understanding of other cultures. 
 19.  I have realized how well off we are in Canada. 
 24.  I have a greater appreciation of the value of life. 
 29.  I have a greater appreciation of the conveniences taken for granted in Canada. 
 33.  I more fully appreciate the rights and freedoms taken for granted in Canada. 
 Item   Personal Negative  
 3.  Putting the events of the tour behind me has been tough. 
 9.  I have had diffi culty reconciling the devastation I saw overseas with life in Canada. 
 16.  I have been confused about my experiences during the tour. 
 21.  It has been hard to get used to being in Canada again. 
 26.  Being back in Canada has been a bit of a culture shock. 
 35.  Focusing on things other than the tour has been diffi cult. 
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work, family, combat, and external conditions. The fi ndings showed that the nega-
tive PDRS scales tended to be correlated with most aspects of deployment stress 
and, as might be expected, were more strongly associated with deployment stress 
than the positive subscales from the PDRS. 

 The PDRS subscales also were correlated with several organizational measures, 
in logically predictable ways. For example, higher Work Positive scores on the 
PDRS were correlated with higher levels of positive job-related affect. Furthermore, 
this correlation was higher than those between the Family Positive scale and posi-
tive job-related affect, as well as between the Personal Positive scale and positive 
job-related affect. Similarly, higher scores on the negative PDRS subscales, espe-
cially the Work Negative PDRS scores, were correlated with higher levels of nega-
tive job-related affect. Work Negative PDRS scores also were correlated with an 
increased likelihood of wanting to leave the CF in the next year. 

 We have also explored the consistency of responses to the PDRS over time 
(McCreary, Blais, & Thompson,  2008 ). This is commonly done in the development 
of self-report questionnaires because many psychological constructs (e.g., personal-
ity traits) are expected to be stable over time. Our assumption for the PDRS was not 
one of stability, but rather one of change and adaptation. That is, we expected there 
to be statistically signifi cant differences in PDRS scores over time, especially as 
service members started to feel more comfortable in their traditional environments, 
and re-established their relationships and routines. One hundred fourteen CF per-
sonnel returning from a deployment to Afghanistan completed the PDRS at approx-
imately 5 months post-reintegration, and again approximately 6 months later. Paired 
sample  t -tests showed no signifi cant differences between the 5- and 11-month scores 
on any of the six PDRS subscales. Ongoing work is exploring why this might be the 
case. For example, it may be that some people’s post-deployment reintegration 
experiences and perceptions improve over time, while others may get worse or stay 
the same. In a sample such as the one we described here, if there are different sub-
sets of people experiencing these three reintegration processes, those positive and 
negative changes across groups may average out statistically to no change, effec-
tively masking an important phenomenon. If these three groups exist, we hope to be 
able to identify them and study the reasons for the differences.   

    Post-Deployment Reintegration Scale: Updated Findings 

 The previous section of this chapter summarized our previously published fi ndings 
from the initial development and validation of the PDRS (Blais et al.,  2009 ). Since 
then, over 3,000 PDRS data points have been generated. Those additional cases 
have allowed us to develop a more detailed understanding of the PDRS. In this sec-
tion we will be presenting three updated fi ndings from our PDRS research that we 
think are highly pertinent: (1) differences in mean scores between the PDRS posi-
tive and negative subscales; (2) correlations among all six subscales; and (3) norms 
for the PDRS subscales. 
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 As with the PDRS development, we relied on the CF post-deployment HDO 
survey to collect all of our follow-up data. A total of 3,006 CF personnel completed 
the survey between August 2004 and February 2007. All had returned from the 
NATO mission in Afghanistan approximately 6 months prior to the data collection 
(Fikretoglu & McCreary,  2010 ). The questionnaire package was administered in 
mass-testing sessions on military bases by a Personnel Selection Offi cer or was 
mailed to augmentees and individuals who transferred to new units. The sample was 
composed primarily of Regular Force members (93.3 %), who were male (88.6 %). 
Over half the sample was married (59.7 %) with children (52.8 %). See Table  10.2  
for a more detailed description of the sample’s demographic characteristics. 2 

      The Relationships Among the Post-Deployment Reintegration 
Scale’s Subscales 

 When we compared the means from the positive subscales to their corresponding 
negative subscales (i.e., Work Positive to Work Negative; Family Positive to Family 
Negative; Personal Positive to Personal Negative), it became clear that CF members 
were reporting more positive than negative post-deployment experiences in all three 
domains. As shown in Table  10.3 , the effect size statistics for our  t -tests demon-
strated that the mean differences between the positive and negative subscales in all 
three analyses were all either large or very large (Hyde,  2005 ), with the differences 
in the Family and Personal domains being the largest.

   Additionally, the positive and negative subscales tend to be orthogonal 
(Table  10.4 ). That is, returning service members are reporting both positive and 
negative post-deployment reintegration experiences and perceptions. Another way 
of saying this is that having a lot of positive post-deployment reintegration experi-
ences and perceptions does not preclude the same people from also reporting a lot 
of negative post-deployment reintegration experiences and perceptions. However, 
the correlations also demonstrate that reintegration experiences of the same valence 
are correlated, suggesting there is a tendency for good and bad experiences to 
permeate across domains.

2   Before beginning our data analyses, we screened the data for univariate normality, outliers, and 
assessed missing data (Kline,  2010 ). None of the PDRS scale items met Kline’s criteria for exces-
sive skewness or kurtosis. To check for outliers we standardized items and noted any with absolute 
values greater than 3.29. Responses to items 1, 9, 16, and 27 contained outliers. We used the 
Windsor technique (Kline,  2010 ) to trim values that had absolute  z -score values greater than 3.29 
back to the next highest score, eliminating all item-level outliers. In all, 330 of the 3,006 partici-
pants had missing data on some of the PDRS items. To minimize missing data, we computed the 
mean for each subscale if participants had completed at least half the items in the subscale. We next 
assessed each subscale for normality and used the Windsor technique to trim back scores on the 
Personal Negative subscale. Third, we excluded cases which had no score on at least one of the 
subscales, resulting in 2,974 valid cases for each sub-scale (i.e., 32 excluded cases). 
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   Table 10.2    Demographic characteristics of the post-deployment reintegration scale norming 
sample (N = 2,974)   

 Variable  Category  N  % 

 Military Status  Regular Force  2,775  93.3 
 Reserve Force  154  5.2 

 Military Rank  Junior Non-Commissioned Member  1,973  66.3 
 Senior Non-Commissioned Offi cer  546  19.00 
 Junior Offi cer  255  8.6 
 Senior Offi cer  123  4.1 

 Augmentee Status  Augmentee  595  20.0 
 Non-Augmentee  2,242  75.4 

 Total Tours  1  1,116  37.5 
 2  697  23.4 
 3  498  16.7 
 4+  596  20.0 

 Age  17–21  63  2.1 
 22–26  506  17.0 
 27–31  463  15.6 
 32–36  389  13.1 
 37–41  336  11.3 
 42–46  222  7.5 
 47+  85  2.9 

 Education  Some High School  154  5.2 
 High School  943  31.7 
 Some University/College  548  18.4 
 University/College Degree or above  425  14.3 

 Gender  Male  2,634  88.6 
 Female  286  9.6 

 First Language  Anglophone  2,588  87.0 
 Francophone  338  11.4 

 Marital Status  Single  1,151  38.7 
 Married  1,774  59.7 

 Children  0  1,570  52.8 
 1  486  16.3 
 2  556  18.7 
 3+  285  9.6 

   Note : Numbers and percentages are rounded. Variables for which the categories do not add up to 
100 % have missing values, which have not been included in this table due to space limitations 
  Note : Junior Non-Commissioned Member includes the ranks of Private, Corporal and Master 
Corporal. Senior Non-Commissioned Offi cer includes Sergeant, Warrant Offi cer, Master Warrant 
Offi cer, and Chief Warrant Offi cer. Junior Offi cer includes Second Lieutenant, Lieutenant, and 
Captain. Senior Offi cer includes Major, Lieutenant-Colonel, Colonel, and General  

       Post-Deployment Reintegration Scale Norms 

 To assist in interpreting scores from the PDRS, we created norms for the Canadian 
Forces as a whole, as well as specifi c subgroups within the CF (Fikretoglu & 
McCreary,  2010 ). The CF norms are presented in Table  10.5 . It is important to note 
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that, unlike many clinical scales, the PDRS was neither designed nor validated to be 
used in a diagnostic manner. As such, these norms were developed to be used as 
comparison points for group-level means only. Thus, we recommend against com-
paring an individual’s scores to the norms as a way of determining whether that 

   Table 10.5    Norms for the full CF sample   

 Mean (SD)  95% CI 
 Much below 
average 

 Below 
average  Average 

 Above 
average 

 Much above 
average 

  WN   2.79 (1.08)  2.76–2.84  NA  1.00–1.70  1.71–3.87  3.88–4.95  4.96–5.00 
  WP   3.51 (.76)  3.48–3.53  1.23–1.98  1.99–2.74  2.75–4.27  4.28–5.00  NA 
  FN   2.01 (.94)  1.98–2.04  NA  1.00–1.06  1.07–2.95  2.96–3.89  3.90–4.83 
  FP   3.15 (.99)  3.11–3.18  1.00–1.16  1.17–2.15  2.16–4.14  4.15–5.00  NA 
  PN   1.83 (.82)  1.80–1.86  NA  NA  1.01–2.65  2.66–3.47  3.48–4.29 
  PP   3.40 (.92)  3.37–3.44  1.00–1.55  1.56–2.47  2.48–4.32  4.33–5.00  NA 

   Note :  N  = 2,974,  SD  Standard Deviation,  CI  Confi dence Interval,  WN  Work Negative,  WP  Work 
Positive,  FN  Family Negative,  FP  Family Positive,  PN  Personal Negative,  PP  Personal Positive  

   Table 10.3    Descriptive statistics for each post-deployment reintegration scale subscale and mean 
differences within each domain (N = 2,974)   

 PDRS  Mean  SD  Skewness  Kurtosis 

 t-Test between positive 
and negative scales 
within domains 

 Effect size 
(Cohen’s d) 

  Work Negative   2.80  1.08  0.22  −0.87   t (2973) = −28.88***  −0.76 
  Work Positive   3.51  .76  −0.38  −0.22 
  Family Negative   2.01  .94  0.93  0.19   t (2973) = −46.24***  −1.18 
  Family Positive   3.15  .99  −0.28  −0.62 
  Personal Negative   1.83  .82  1.06  0.48   t (2973) = −90.43***  −1.80 
  Personal Positive   3.40  .92  −0.48  −0.26 

  ***p < .001 
  Note : Skewness values of less than three and kurtosis values of less than ten are not considered 
serious enough departures from univariate normality to warrant further attention (Kline,  2010 ). 
Effect sizes can be categorized into the following groups: close to zero (<0.10), small (0.11–0.35), 
moderate (0.36–0.65) large (0.65–1.00) or very large (> 1.00) (Hyde,  2005 )  

   Table 10.4    Correlations among post-deployment reintegration scale subscales (N = 2,974)   

 WN  WP  FN  FP  PN  PP 

  Work Negative  ( WN )  (.85) 
  Work Positive  ( WP )  −.05  (.74) 
  Family Negative  ( FN )  .47  −.09  (.88) 
  Family Positive  ( FP )  −.01 ( ns )  .42  .03 ( ns )  (.89) 
  Personal Negative  ( PN )  .49  .05  .67  .14  (.86) 
  Personal Positive  ( PP )  .09  .55  .12  .56  .25  (.84) 

   Note : All correlations are signifi cant at p < .01 unless indicated above. Numbers in parentheses are 
reliability coeffi cients for each scale  
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individual is reintegrating at, above, or below average. Instead, the PDRS could be 
used alongside other information, such as interviews, focus groups, and other sur-
veys, to determine whether a group (such as individuals from a particular tour) is 
experiencing more or fewer reintegration diffi culties than experienced by previous 
tours (Fikretoglu & McCreary,  2010 ).

        Post-Deployment Reintegration in CF Single Service Members 

 Military members, as a group, embody a wide variety of intersecting demographic 
characteristics. They vary, for example, as a function of their age, gender, racial or 
ethnic background, and education level. One demographic group that military 
researchers seldom focus on is the single service member. That is, while it is true 
that many researchers commonly ask research participants about their marital sta-
tus, it is rare that researchers focus on the unique aspects of single service members 
themselves. This is surprising since their numbers are not trivial. For example, in 
our large PDRS norms sample, single service members represent 39 % of respon-
dents. What little there is known about single service members shows that they are 
more likely to engage in a wider array of unhealthy behaviors, including excessive 
alcohol use and smoking (Bray, Spira, & Lane,  2011 ; Jones & Fear,  2011 ). 

 When people do mention the concept of single service members, the assumption 
tends to be that they are all young, single, never-married, and without children. But 
not all single service members fall into this category. Some single service members 
have children, while others do not. Those with children may be single parents, or 
they may share custody. Furthermore, some single service members may also be 
responsible for taking care of their aging parents. An additional issue is that single 
service members with dependents (be they children or aging parents) may be older, 
and consequently possess more life experience, than members without dependents. 
Thus, it is evident that there are many different types of single service member (in 
the same way that there is heterogeneity among married service members), and that 
their post-deployment reintegration experiences and perceptions may be different 
depending on both the member’s marital status and family responsibilities. 

 Typical studies, including our own, rarely ask about the more complex living 
arrangements that all service members may face, such as shared child custody and 
time spent looking after aging or ill parents. However, in our large sample of CF 
members, we do know that 22 % were single and that 74 % of single service members 
did not have a dependent (which was the terminology used in the survey demograph-
ics section). Single members without dependents had a median age between 27 and 
31 years, while those with dependents had a median age between 32 and 36 years. In 
contrast, among married service members (including common-law), only 30 % had 
no dependents. Those without dependents were, on average, between 27 and 31 year 
of age; those with dependents were, on average, between 32 and 36 years old. 

 With this notion of the diversity of single service members in mind, we 
approached our large CF dataset with the following empirical question: do single 
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service members (with and without dependents) differ from similar married service 
members on their PDRS scores? To this end, we examined the role of marital status 
(single vs. married), the presence of dependents (none vs. one or more), and the 
interaction between to two, using multiple regression. 

 We conducted six hierarchical multiple regression analyses, one for each PDRS 
subscale score. In those analyses, the PDRS subscale scores were the dependent 
variables. We entered the independent variables in two steps. In Step 1, we entered 
age (centered at its grand mean) as a covariate because both single and married 
service members without dependents appeared to be younger than service members 
with dependents, as well as two dummy-coded variables representing marital status 
(1 = married, 0 = single) and dependents (1 = yes, 0 = no). In Step 2, we added the 
interaction between marital status and dependents to the Step 1 model. In line with 
Aiken and West ( 1991 ), and because we did not have strong theoretical expectations 
of interactions, we followed a step-down procedure: In the presence of a non- 
signifi cant interaction, we interpreted the results associated with the Step 1 model 
only. Means and standard deviations are shown in Table  10.6 . The results of the 
regression analyses are shown in Table  10.7 .

    While we will not focus extensively on the results associated with respondents’ 
age, it is important to note that we did fi nd signifi cant main effects for Age at Step 
1 in fi ve of the six analyses. That is, after controlling for both Marital Status and the 
presence or absence of Dependents, older individuals reported lower levels of both 
positive and negative post-deployment reintegration perceptions and experiences in 
all PDRS domains except the Personal Positive. The magnitude of the association 
between Age and PDRS scores, as measured by Beta coeffi cients, ranged from −.07 
to −.23. The strongest associations were with the Work Negative (Beta = −.23) and 
Work Positive (Beta = −.12) subscales. 

 Together, the main effects of Age, Marital Status, and Dependents accounted for 
about 6 % of the variance in Work Negative scores,  F (3, 2036) = 43.36,  MSE  = 1.13, 
 p  < .001. However, neither Marital Status nor Dependents were signifi cant predic-
tors of negative work reintegration. The main effects of Age, Marital Status, and 

   Table 10.6    Comparing mean scores on four PDRS subscales based on relationship and family 
status   

 WN  WP  FN  FP 

 M  SD  M  SD  M  SD  M  SD 

 Single 
 No dependents (N = 983)  2.96   1 . 08   3.58  . 75   1.85  . 86   2.80   1 . 01  
 Dependents (N = 150)  2.77   1 . 13   3.44  . 81   2.37   1 . 11   3.21   1 . 00  
 Married 
 No dependents (N = 584)  2.83   1 . 05   3.57  . 74   1.98  . 91   3.20  . 90  
 Dependents (N = 1,175)  2.63   1 . 05   3.44  . 76   2.11  . 97   3.41  . 90  

   Note : Data from the Positive Personal and Negative Personal subscales are not included here since 
none of the regressions were statistically signifi cant;  WN  Work Negative,  WP  Work Positive,  FN  
Family Negative,  FP  Family Positive. Values for the Personal Negative and Personal Positive 
scales are not shown because there were no statistically signifi cant effects for this dimension  
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Dependents together explained about 2 % of the variance in Work Positive scores, 
 F (3, 2036) = 15.27,  MSE  = 0.57,  p  < .001. Having dependents was associated with 
signifi cantly lower Work Positive scores,  B  = −0.10,  SE  = 0.04, β = −.07,  t (2036) = 
−2.43,  p  = .02, 95 % CI [−.18, −.02]. 

 Jointly, the main effects of Age, Marital Status, and Dependents accounted for 
about 0.5 % of the variance in Personal Negative scores,  F (3, 2036) = 3.19,  MSE  = 
0.66,  p  = .02. However, neither Marital Status nor Dependents were signifi cant pre-
dictors of negative personal reintegration. The main effects of Age, Marital Status, 
and Dependents together explained about 0.2 % of the variance in positive personal 
reintegration,  F (3, 2036) = 1.37,  MSE  = 0.83,  p  = .25. None of the predictors had a 
signifi cant predictive association with scores on the Personal Positive scale. 

 The interaction between Marital Status and Dependents was a signifi cant predic-
tor of negative family reintegration,  B  = −0.47,  SE  = 0.11,  t (2035) = −4.12,  p  < .001, 
95 % CI [−.69, −.25]. At Step 2, the model accounted for about 3 % of the variance 
in Family Negative scores, up from about 2 % at Step 1,  F (4, 2035) = 15.94,  MSE  = 
0.87,  p  < .001,  F (3, 2036) = 15.48,  MSE  = 0.88,  p  < .001, and Δ F (1, 2035) = 16.95, 
 p  < .001. An investigation of the simple slopes revealed that, for married partici-
pants, whether or not they had dependents did not have a signifi cant effect on their 
negative family scores,  B  = 0.15,  SE  = 0.06,  t (2035) = 2.56,  p  = .06. However, for 
single participants, having dependents resulted in signifi cantly higher scores on the 
Family Negative scale than not having dependents,  B  = 0.61,  SE  = 0.10,  t (2035) = 
6.18,  p  = .004. Figure  10.1  displays the interaction.

   The main effects of Age, Marital Status, and Dependents together explained 
about 9 % of the variance in Family Positive,  F (3, 2036) = 63.80,  MSE  = 0.89, 

  Fig. 10.1    Interaction between marital status and dependents when predicting family negative 
scores from the post-deployment reintegration scale       
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 p  < .001. Having dependents or being married was associated with signifi cantly 
higher Family Positive scores, respectively,  B  = 0.27,  SE  = 0.05, β = .14,  t (2036) 
= 5.25,  p  < .001, 95 % CI [.17, .37] and  B  = 0.44,  SE  = 0.05, β = .22,  t (2036) = 
8.62,  p  < .001, 95 % CI [.34, .54]. 

 These fi ndings suggest that being a single service member or having dependents 
rarely infl uences post-deployment reintegration-related experiences and percep-
tions. The one area, however, where these two demographic variables seemed to be 
associated with poorer reintegration was in the family domain. Being married or 
having dependents had signifi cant main effects on the positive family scores, each 
uniquely predicting higher levels of Family Positive scores on the PDRS. For the 
Family Negative scores, marital status and having dependents interacted, such that, 
for married individuals, whether or not they had dependents did not have a signifi -
cant impact on their scores, whereas, for single individuals, having dependents 
translated into signifi cantly higher scores than not having dependents. This suggests 
there may be stressors associated with being single with dependents that increase 
the risk for having diffi culty adjusting in the family domain (e.g., Drummet, 
Coleman, & Cable,  2003 ). However, given that the overall effect sizes were rela-
tively low and the sample size large, there is the possibility that these effects are 
methodological artifacts.  

    Summary 

 Our aim with this chapter has been to convey the importance of post-deployment 
reintegration by noting that very little research has focused on the stressors and non- 
clinical strains of the post-deployment period itself. To address this research gap, we 
developed a model that focused on people’s positive and negative experiences and 
perceptions in three general areas where the post-deployment reintegration process is 
most salient: at work, within the family, and within one’s personal and world views. 
Next we developed a way to effectively measure the positive and negative aspects of 
the work, family, and personal aspects of post-deployment reintegration. Finally, we 
focused on: (1) new developments with our post-deployment reintegration measure 
(e.g., the relationships between scales and developing norms so that users would have 
a way of effectively interpreting fi ndings from it); and (2) describing the ways in 
which single service members (with and without dependents) differed from married 
service members (also with and without dependents) on the PDRS. 

 Research on post-deployment reintegration has important implications for both 
service members and the clinicians or practitioners who work with them through 
diffi cult times. Important for both of these groups is our focus on the positive, as well 
as the negative, aspects of post-deployment reintegration. As psychological research-
ers, we often focus on the negative aspects of people’s lives, in order to identify ways 
in which to improve people’s quality of life. But as the positive psychology move-
ment has shown, we have done this to the detriment of identifying people’s strengths 
and the ways in which they often thrive in diffi cult situations (Seligman & 
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Csikszentmihalyi,  2000 ). An overly negative focus in military psychology research 
may lead service members to over-estimate their likelihood of developing psycho-
logical disorders such as post-traumatic stress disorder or depression. It may also 
lead them to focus solely on the negative, as opposed to the positive, aspects associ-
ated with post-deployment reintegration. It also ignores the clinical wisdom that we 
can use or build upon people’s existing strengths to address their weaknesses. For 
example, if someone is doing well in the family domain, but is struggling in the work 
domain, it might be benefi cial for the practitioner to get them to think about how 
their interpersonal strengths that served them well in the family domain can be 
applied in the work domain. Thus, including both positive and negative aspects of 
reintegration in our model reminds both service members and clinicians of the 
importance of balancing the negative with the positive. 

 Another implication for practitioners is that, while there are general trends in 
post-deployment reintegration, there also are subgroup differences. Our examina-
tion of the role that marital status and having dependents have on post-deployment 
reintegration shows that, overall, single and married service members tend to be 
very similar on their self-reported PDRS experiences and perceptions. However, 
whereas the process was similar for married service members with or without 
dependents, single service members with dependents reported more Family Negative 
experiences than their counterparts without dependents (even after controlling for 
age). As such, it is important to note that single parent families may be an at-risk 
group within military settings. Whether the seemingly higher levels of negative 
family reintegration experiences and perceptions for this group are due to pre- 
existing vulnerability factors (single parents may be less educated and may come 
from disadvantaged SES backgrounds; Ambert,  2006 ), the added stressors of single 
parenthood, a confound related to the high statistical power in our sample, or some 
combination of all three, is one important target for future research, as fi ndings 
would help to address questions around both the nature and the timing of interven-
tions to support these individuals. 

 While we have learned a lot, there is still so much more that needs to be under-
stood about the post-deployment reintegration period. One of the main issues, in our 
minds anyway, has to do with the process itself. More specifi cally, we are cognizant 
of the fact that our research typically captured people at approximately the 6 month 
point of the post-deployment reintegration stage. Part of the reason for this is that 
we used the CF Human Dimensions of Operations survey as a vehicle for getting the 
large sample sizes we needed for development and validation purposes. A second 
reason for wanting this timeframe was that previous work by Thompson and Gignac 
( 2002 ) suggested that it may take people 4 or more months to fully adapt to being 
home again. However, we are aware that people may respond differently at different 
time points in the reintegration process. For example, Adler, Britt, Castro, McGurk, 
and Bliese ( 2011 ) noted that anger and alienation were the key themes that emerged 
from their interviews with U.S. service members who had been home from deploy-
ment for only a week. Similarly, one of our smaller studies reassessed a small group 
of people again at approximately 11 months post-deployment, where we noted that 
there were really no apparent differences in PDRS scores from Time 1 to Time 2. 
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 Thus, in conclusion, the following question needs to be asked: what factors infl uence 
the post-deployment reintegration process? Based on the fi ndings we presented 
here, as well as in Blais et al. ( 2009 ), it would appear that combat-related stressors 
are not strongly associated with PDRS scores. However, post-traumatic stress disor-
der symptoms are more highly correlated with PDRS scores, so perhaps traumatic 
experiences on deployment are indirectly related with some aspects of the post- 
deployment reintegration experience. But what about the various social contexts in 
which returning service members fi nd themselves (e.g., Reservists who return to a 
civilian job)? How do these infl uence the post-deployment reintegration process? 
What roles do factors such as peer support, leadership, and work-life balance (just 
to name a few) play in enhancing or detracting from the reintegration experience? 
How do other individual differences infl uence this process (e.g., men vs. women, 
enlisted vs. offi cer)? Do these factors infl uence the different reintegration domains 
equally or do some infl uence some domains more than others? All of these ques-
tions, and more, will provide service members and health care practitioners a better 
understanding of the complex nature of the post-deployment reintegration period.     
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    Abstract     The sequencing and timing of employment, education, and family formation 
differs between veterans and nonveterans due to the overlapping nature of military 
service with other commitments such as higher education and civilian labor force 
participation. Labor market opportunities and outcomes for these young veterans 
are an important step in their transition to adulthood, likely infl uencing and being 
infl uenced by, in particular, family decisions, such as marriage and becoming a 
 parent. Using nationally representative data, we examine how veteran and marital 
status infl uence labor force participation, employment, earnings, and college enroll-
ment. In summary, veterans appear to do worse than their peers in terms of labor 
force participation and employment. The veteran “penalty” in labor force participa-
tion is only signifi cant for married veterans, compared against married nonveterans. 
All veterans, single, married, divorced or separated, male or female appear to have 
lower odds of employment than civilians. Accounting for compositional differences 
only increases this gap. Among those who do fi nd paid work, male veterans appear 
to out earn their civilian peers.  
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        Introduction 

    The Military and the Transition to Adulthood 

 The transition to adulthood for young adults is marked by several signifi cant events 
including fi nishing school, gaining full-time employment, fi nancial independence, 
marriage, and becoming a parent (Furstenburg,  2010 ). Following the completion of 
high school three main pathways emerge for young adults including higher educa-
tion, the civilian labor market, and the military. Military service often coincides 
with critical windows during the life course when young adults are making impor-
tant decisions about marriage, education, and work (Teachman & Tedrow,  2007 ). 
The military is an institution that plays an important role in the transition to adult-
hood for young adults who volunteer to serve, and transitioning  out  of the military 
is an important, often overlooked aspect of that process. Today, young service mem-
bers who transition out of the post-9/11 military are becoming young veterans in a 
civilian economy still recovering from a recession. The sequencing and timing of 
employment, education, and family formation differs between veterans and nonvet-
erans due to the overlapping nature of military service with other commitments such 
as higher education and civilian labor force participation (Teachman & Tedrow, 
 2007 ). Labor market opportunities and outcomes for these young veterans are an 
important step in their transition to adulthood, likely infl uencing and being infl u-
enced by, in particular, family decisions, such as marriage and becoming a parent. 

 How are young veterans doing in the transition to the civilian labor market in 
comparison to their civilian peers? In the sections that follow, we briefl y review 
research on the employment, earnings, and college enrollment outcomes for veter-
ans of the all-volunteer force and research on the importance of marital status as a 
moderating infl uence on the transition to the labor market. We analyze nationally 
representative data from 2005–2010 to understand how young veterans differ from 
their non-serving peers in these key labor market domains. We maintain a sharp 
focus on variation in these outcomes along both gender and marital status divisions, 
given differences in the opportunity structure for maintaining a military career and 
family for women, and because of the importance of family formation as a part of 
the transition to adulthood.  

    Post-Service Outcomes for Veterans in the All-Volunteer 
Force (AVF) 

 Scholars have theorized that differences in labor market outcomes between veterans 
and nonveterans originate from the selectivity of military service members (and thus 
veterans) and/or human capital changes induced by service. Sorting out the relative 
infl uence of selection from the changes related to service is an ongoing challenge in 
research on military veterans. In this paper, we are not able to tackle the question of 
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selection but rather, we present differences between veterans and nonveterans as 
the data reveal and discuss the implications of such differences for future research. 
We discuss likely selection mechanisms and their anticipated infl uence on our 
fi ndings throughout. 

    Employment 

 Although popular reporting has documented high unemployment rates among 
young OEF/OIF veterans, nearly 12 % of whom are unemployed, there are few 
detailed analyses investigating why (Bureau of Labor Statistics,  2012 ). High unem-
ployment among recent veterans stands in stark contrast to the experiences of earlier 
cohorts who experienced an employment advantage over nonveterans. Veterans in 
the 1980s were more likely to be employed than their nonveteran counterparts, per-
haps as a result of hiring preferences for veterans in the public sector (Angrist, 
 1998 ). A recent study of differentials between veterans and nonveterans is the only 
comprehensive study of hiring and employment for post-9/11 veterans (Bureau of 
Labor Statistics,  2012 ). However, using an audit method, Kleykamp ( 2009 ,  2010 ) 
sent fi ctitious resumes matched on certain characteristics in response to job adver-
tisements in two major metropolitan areas to examine if hiring preferences (mea-
sured by callbacks for an interview) differed by veteran status. Veterans whose 
military work experience was highly transferable to the civilian labor market were 
preferred over comparable nonveterans, regardless of gender and race, while veter-
ans with non-transferable work experience, such as those in heavily combat- oriented 
jobs, were treated less favorably by employers. These fi ndings suggest a possible 
connection between combat experience, military occupational specialty, and veter-
ans’ unemployment.  

    Earnings 

 The majority of research on veterans labor market outcomes focus on post-service 
earnings. This focus, without an attendant examination of employment, misses an 
important dimension (gaining paid work) that stratifi es veterans and their civilian 
peers. It is not inconceivable to observe both high veteran unemployment and high 
veteran earnings if fi nding gainful employment is a primary hurdle for veterans. In 
an environment like this, those veterans who do fi nd work may be highly selective, 
and thus expected to out-earn their civilian peers. Overall, previous research has 
found signifi cant differences between veterans’ and nonveterans’ earnings based on 
race/ethnicity, gender, and socioeconomic status (Cooney, Segal, Segal, & Falk, 
 2003 ; Phillips, Andrisani, Daymont, & Gilroy,  1992 ; Teachman & Call,  1996 ; 
Teachman & Tedrow,  2007 ; Xie,  1992 ). Military service appears to be benefi cial for 
the earnings and income of nonwhite veterans yet detrimental for white veterans in 
comparison to their peers (Angrist,  1998 ; Phillips et al.,  1992 ; Teachman & Tedrow, 
 2007 ). Although most military service members earn more than comparable civilian 
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peers during military service (when accounting for cash and in kind payments), only 
nonwhite veterans show long-run increases in earnings in the civilian labor market. 
White veterans, however, experience an earnings defi cit in comparison to nonveter-
ans in the transition years immediately following military service (although the gap 
appears to close several years after military service) (Angrist,  1998 ). Our analyses 
focus on a relatively young cohort of veterans and as such, veteran–nonveteran dif-
ferences we identify may refl ect the transitory effect of transitioning from military 
to civilian life, rather than a more permanent difference from non-serving peers. 
Although differences, good or bad, may be temporary, they are nevertheless experi-
enced as real during that transition, and are seen as real by politicians, advocates, 
and the public. 

 The earnings premium for nonwhite veterans has been suggested as evidence in 
support of the military as a bridging environment for racial minorities, especially 
considering that nonwhite service members are more highly concentrated in support 
and administrative occupational roles (Kleykamp,  2009 ; Xie,  1992 ). However, 
racial differences in the veteran premium may stem from several selective pro-
cesses. Some have suggested racial differences in selectivity into military service, 
with the military “creaming” the more advantaged African Americans, and “dredg-
ing” the less advantaged whites (   Mare and Winship,  1984 ). If black veterans are 
more advantaged relative to their non-veteran black peers, and white veterans are 
disadvantaged relative to their white non-serving peers before service, it may appear 
that military service benefi ts blacks but not whites. African Americans are also less 
likely to serve in combat occupations in the military and are more likely to work in 
jobs with greater civilian transferability, which may partly account for the greater 
returns to their military experience if combat occupational experience is not trans-
ferrable to the civilian labor market. 

 There are gender differences in the earnings gap among veterans and between 
veterans and nonveterans. Some recent research suggests that while male veterans 
have higher median earnings than nonveterans, after controlling for demographic 
characteristics and work status factors, male veterans appear to earn less than their 
nonveteran peers (Holder,  2007 ). The same study found that female veterans have 
higher earnings than their nonveteran counterparts, attributing this difference to 
female veterans’ greater likelihood of working full-time and year-round than female 
nonveterans. In contrast, Cooney et al. ( 2003 ) found that women veterans suffered 
defi cits in their earnings and family income in comparison to their nonveteran peers, 
and only black women veterans were able to close the earnings gap. 

 A more recent study, with careful controls for selection, found that those in the 
military out-earn their peers while in service, and these gains continue into the 
future, with no signifi cant gender differences in that pattern. As long as 15 years 
after enlisting (many years after most who serve leave the military), Army enlistees 
had roughly 11 % higher earnings than their peers (Loughran, Martorell, Miller, & 
Klerman,  2011 ). The same study found the highest returns to military service among 
those from the lower end of the AFQT (Armed Forces Qualifi cation Test) distribu-
tion, and that the gains in earnings were not likely to come as a result of later invest-
ments in higher education. Similarly, Teachman and Tedrow ( 2007 ) found that less 
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educated veterans have higher earnings than comparable nonveterans but the 
delayed entry into the civilian labor market for more educated male veterans likely 
leads to the defi cit in their earnings compared with peers (Teachman & Tedrow, 
 2007 ). In short, the evidence on military service and earnings is mixed, and highly 
contingent on study populations, methods, and models.  

    College Enrollment 

 Employment and earnings are central indicators of labor market success, but we 
also conceive of college enrollment as an important labor market outcome. A col-
lege education infl uences labor force outcomes; the college-educated have better 
job opportunities and higher pay than their non-graduate peers. One of the benefi ts 
available to young service members is the GI Bill, which provides fi nancial resources 
for veterans (with an honorable discharge) to pursue higher education as well as 
other vocational training for up to 10 years after separation from the military. 
Despite the availability of the GI Bill, veterans lag behind their peers in education 
upon separation and the gap continues to grow over time (Cohen, Warner, & Segal, 
 1995 ; Teachman,  2007 ). The years that most young adults pursue higher education 
coincide with the prime years for military service, thus forcing individuals who join 
the military to attain higher education at later ages (Loughran et al.,  2011 ). This 
makes it more diffi cult for young veterans to ‘catch up’ to their nonveteran peers. 
Teachman ( 2007 ) found that only veterans with higher Armed Forces Qualifi cation 
Test (AFQT) successfully closed the educational gap, all others lagged behind their 
nonveteran peers. The Post-9/11 GI Bill, passed in 2009, may make it easier for 
young veterans to access higher education through the addition of benefi ts such as 
increased funding for tuition and books, and a monthly housing allowance. It will 
be several years before research will be able to assess whether and how these 
changes to the GI Bill have an impact on the educational profi les of young veterans. 
Although many enlist in the military for educational benefi ts, it may be diffi cult to 
utilize these benefi ts if young adults have established families and households dur-
ing their time in the military.   

    Why Marital Status? 

 Marriage is part of the transition to adulthood for many young people, and it is often 
linked with other markers of the transition such as fi nancial independence, full-time 
employment, and parenthood (Aronson,  2008 ). Given that the timing of military 
service coincides with important years in the transition to adulthood, it is not sur-
prising that the military institution has some association with marriage for service 
members. After age 22, the majority of new enlistees are married, and enlistees are 
roughly twice as likely to be married as civilians of the same age (Department of 
Defense,  2010 ). Many who enter single marry within the course of their service, 
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leading to higher rates of marriage and childbearing among military members than 
their civilian same-age peers (Department of Defense,  2010 ). The plurality (48 %) 
of the young post-9/11 veterans in our analyses are single and never married (versus 
69 % of the non-veterans who are never married), implying that more than half of 
the young veterans we analyze are or were married, and that they are 30 %  less  
likely to be single and never married than their civilian peers. 

 Hogan and Seifert ( 2010 ) report that among young adults (ages 23–25) the odds 
of being married were three times greater for those with military service in compari-
son to those who have never served. Marriage rates in the military for young adults 
are consistently higher than their civilian peers, for both men and women (Hogan & 
Seifert,  2010 ; Lundquist & Smith,  2005 ). In parallel to the high marital rates seen in 
the military institution, there are also higher rates of divorce. Women in the military 
have a signifi cantly higher chance of divorce than both men in the military and 
women in the civilian world, while men in the military are less likely than their 
civilian counterparts to be divorced (Karney & Crown,  2007 ; Kelty, Kleykamp, & 
Segal,  2010 ). After leaving the military, divorce rates for veterans are higher in 
comparison to their nonveteran peers (Karney & Crown,  2007 ). While the focus of 
this section is on single soldiers and veterans, in our analysis, the experience of 
single veterans must be understood in comparison with the experiences of their cur-
rent or formerly married counterparts.  

    Marital Status and Labor Market Outcomes 

 Marital status is associated with labor market outcomes, such as labor force partici-
pation, earnings, and educational attainment. These associations stem from the bi- 
directional infl uences of labor market participation on marriage, and marriage on 
labor market outcomes. Labor market characteristics affect an individual’s position 
in the marriage market (i.e. their “marriageability”) and infl uence an individual’s 
ability to form and maintain a marital relationship. But, marital status also infl u-
ences individuals’ labor force participation, earnings, and educational attainment. 
In both of these relationships, there are important differences between men and 
women. The following sections provide an overview of current research on mar-
riage and family status and their relationship to selected labor market outcomes. 

    Labor Force Participation 

 Women’s labor force participation has substantially increased over the past century, 
but women’s labor force participation rates began to level off in the 1990s (Goldin, 
 2006 ; Waldman,  1983 ). The majority of women, regardless of their marital status, 
are likely to be in the labor force in some capacity. Marriage brings more fi nancial 
stability, contributing to married women’s employment and earnings often being 
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valued as “secondary” within the household, and often leading to lower labor force 
participation among married women (   Cohen & Bianchi,  1999 ; Goldin,  2006 ; Waite, 
 1995 ;    Pettit & Hook,  2005 ). Gender-based segregation of women and men into 
gender-stereotyped jobs persists in the labor market, with consequences for work 
quality and earnings (Cotter, Hermsen, & Vanneman,  2004 ). 

 Previous research has also shown that married men work more and achieve more 
in the labor force (Nock,  1998 ; Waite,  1995 ). Historically, men have been the sole 
fi nancial provider in marriage. With more women entering the work place, 
Oppenheimer ( 1988 ) argues that the economic determinants of marriage are chang-
ing. The importance of women’s potential in the labor market for marriage forma-
tion has increased, while the expectations for men’s labor market status have 
remained much the same (Oppenheimer,  1988 ; Sweeney,  2002 ). A man’s fi nancial 
security, labor force position, and earnings potential are positively associated with 
his likelihood of marriage and entry into marriage as opposed to cohabitation 
(Kalmijn & Luijkx,  2005 ; Xie, Raymo, Goyette, & Thornton,  2003 ). Kalmijn and 
Luijkx ( 2005 ) also found that marriage serves as a protective factor for men’s 
employment, speculating that the pressures of the breadwinning role in marriage 
work to keep men employed.  

    Earnings 

 Although women’s participation in the labor force has been increasing over the past 
century, women still earn less, and continue to have lower wages for performing the 
same jobs as their male counterparts (   Blau & Kahn,  2007 ;    Cotter et al.,  2004 ). 
Chandler, Kamo, and Werbel ( 1994 ) found that women’s marital status matters less 
than the timing of marriage; delaying marriage signifi cantly increases women’s 
wages by providing an extended period of career formation free of spousal and fam-
ily demands. Women with children experience a 7 % wage penalty for motherhood 
in the labor force, with penalties being even higher for married mothers than for 
unmarried mothers (Budig & England,  2001 ; Budig & Hodges,  2010 ). Married 
men, however, are consistently shown to earn a “marriage premium” in the labor 
market because they earn more than other men (Nock,  1998 ; Waite,  1995 ). Similar 
to labor force participation, men with fi nancially stability and economic potential 
for their earnings are more likely to make a marital commitment in the fi rst place 
(Xie et al.,  2003 ). Marital and family status is negatively associated with the earn-
ings of women, but it is positively associated with the earnings of men.  

    School Enrollment 

 College enrollment may be the one area where women outperform men. The gen-
der gap in educational achievement leveled out around 1982, and women now out-
perform men in high school graduation rates, entry into college, and completion of 
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a college degree. Women are more likely to enroll in college, older women are more 
likely to return to college, and there are more women than men in every age range 
attending college. Regardless of marital status, women who complete some form of 
higher education will likely have better employment opportunities, earnings, and 
will be able to achieve a higher standard of living (Buchmann,  2009 ; Buchmann & 
DiPrete,  2006 ). The same social processes facilitating women’s entry into the labor 
market in large numbers also infl uence trends in delaying marriage and childbear-
ing and pursuing higher education during the young adult years (Buchmann,  2009 ; 
Goldin,  2006 ). 

 Marriage and family status have been shown to have mixed effects on education. 
Teachman and Polonko ( 1988 ) found that marriage has a negative effect on wom-
en’s educational attainment, while for men parenthood has more of a negative effect 
than marriage. Taniguchi and Kaufman ( 2005 ) examined nontraditional students 
(24 and above), and found that married students do not differ from the never- 
married students in their degree completion rate. Married students are more likely 
to complete their college degree than divorced students. The presence of young 
children is negatively correlated with degree completion for both men and women. 
While there are mixed results about the effect of marriage on educational outcomes 
for men and women, it is clear that women represent an increasing majority in 
higher education.  

    Marital Status and Veterans’ Transitions Out of the Military 

 The important life course transition out of the military and into the civilian labor 
market may be infl uenced by young veterans’ marital status. Marriage could pro-
vide young veterans with greater fi nancial resources and social support, enabling 
the veteran to seek a wider variety of post-service opportunities, especially if the 
veteran’s spouse is working and contributing to the household economy. For women 
veterans, marital status may be strongly connected to the reasons for separation 
from the military, due to desires to start or continue to raise a family. Single veterans 
may have less social support and fewer resources to smooth over periods of transi-
tional instability, such as looking for work or deciding what to pursue. But, being 
single may allow for more fl exibility and less constraint in choosing from opportu-
nities that are available. If the patterns identifi ed in previous research on civilians—
that marriage increases labor force attachment among men—hold, then male 
married veterans may have more constraints in the transition out of the military. 
Single veterans (especially those without children) may be better able to take advan-
tage of the educational benefi ts that are provided by the military to go back to school 
and earn an advanced degree, if they do not have other expectations about support-
ing a family and household. Through the following analyses we seek to better 
understand whether marriage enables or constrains the post-service options for 
young veterans.    
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    Data and Methods 

 The Current Population Survey (CPS) is a monthly survey of approximately 60,000 
households, and is the primary source of national labor force statistics in the U.S. Our 
empirical investigation relies on two distinct series of the CPS from 2005 to 2010. We 
model four key labor market outcomes for post-9/11 veterans by gender: labor force 
participation, employment, earnings, and college enrollment. We use the merged out-
going rotation group (MORG) series of the CPS, which affords us a larger sample 
than any single monthly series, to measure labor force participation, employment 
status, and earnings. We use the October series of the CPS to measure college enroll-
ment. The CPS uses a complex design wherein it surveys individuals for 4 sequential 
months, rotating them out of the observation sample for 8 months, and then surveys 
them again for 4 sequential months. Individuals surveyed in month 4 and month 8 of 
the period in which they are observed are in the outgoing rotation groups, and are 
asked additional labor force questions. Although all basic monthly CPS surveys col-
lect information on college enrollment, the question is asked only of those aged 
18–24. We use the October supplement because it asks more detailed questions about 
college enrollment of the full adult sample. Because veterans are likely to enroll in 
college at older ages, relying on data from those under 24 would fail to capture many 
veterans pursuing college degrees as “non-traditional” students. 

 All CPS respondents are asked about their veteran status and the last period in 
which they served. Because we do not have detailed service dates, we defi ne a 
cohort of recent veterans as those who served at some point after September 11, 
2001 (the most recent category of service recorded in the data). Because we are 
interested in the transition to adulthood, we limit our sample to those young adults 
age 18–30. We pool the 2005–2010 survey data to ensure a large sample of these 
young recent veterans for our analyses, which necessarily limits our ability to ana-
lyze trends within this period of time. 

    Outcome Measures 

 Individuals in the labor force include those employed, or unemployed but looking 
for work, while those not in the labor force are not actively seeking work. Employed 
persons are those who did any work for pay in the reference week of the survey and 
those who have a job but were temporarily absent from it in the reference week. We 
analyze employment or unemployment among those in the labor force. We measure 
earnings as hourly (or hourly-equivalent) wages or salary (in 2010 dollars) follow-
ing the dominant practice in labor economics research (Lemieux,  2006 ). Because 
earnings show a non-normal, right-skewed distribution, we model the natural log of 
hourly earnings in regression analyses. In addition to the age limitations, we limit 
our samples to workers who have non-zero wage information. All samples used for 
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our analyses exclude imputed earners. We also exclude high and low outliers from 
our samples: following Lemieux ( 2006 ), we drop those who report hourly earnings 
below $1/hour or above $100/hour in 1979 dollars. Topcodes change across the CPS 
years and we again follow Lemieux ( 2006 ), and multiply the weekly wages of those 
with topcoded earnings by 1.4. Without adjustments for topcoding, wages among 
the highest earners are underestimated. Finally, we measure college enrollment as 
those individuals currently enrolled in a 2- or 4-year college degree program. We 
limit our analyses of enrollment to individuals with at least a high school or equiva-
lent degree, but who have not yet attained a Bachelor’s or higher degree. While 
some may pursue a second degree, these are likely to be unusual cases, and sample 
size limitations prohibit their inclusion in the multivariate analysis of enrollment. 

 Table  11.1  presents key descriptive statistics on the analytic sample for each of our 
four main outcomes of interest. We present descriptive statistics on control variables 
for each of the four analytic samples in Table  11.4  of the Appendix. These unadjusted 
fi gures provide initial clues into the challenges facing young veterans’ transition into 
the civilian labor market. Overall, never- and formerly-married veterans appear to 
have greater attachment to the labor force, whereas married veterans have lower labor 
force participation rates. Approximately 45 % of married female veterans are out of 
the labor force compared with 33.9 % of married, non-veteran women. Among those 
in the labor force, veterans show higher unemployment rates than nonveterans across 
all groups, with the greatest veteran/nonveteran disparity occurring among married 
men. Unemployment among married non-veteran men stood at 5.7 % compared 
against 13.9 % unemployment among married male veterans.

   However, once employed, veterans appear to out earn their nonveteran counter-
parts, especially among married men. Married male veterans earn an average of 
nearly $1.50 more per hour than their peers (roughly a 10 % earnings premium 
among married male veterans). Veterans are also more likely to be enrolled in col-
lege than their non-serving peers, with the exception of single men and women. 
While the GI Bill likely facilitates college enrollment for veterans, it appears single 
veterans may not be taking full advantage of that opportunity to exceed enrollment 
rates of their peers. 

 As noted earlier, these average differences do not account for the compositional 
differences between veterans and nonveterans, in particular differences in average 
age, education, ethno-racial identifi cation, region of residence, or the presence of 
children, nor do they account for occupation or industry of employment all of which 
have been shown to infl uence labor market outcomes, and which likely vary by 
gender, veteran status and marital status. We briefl y describe our analytical approach 
before presenting results from the models of the four outcomes of interest.  

    Analytical Strategy 

 Our analysis consists of multivariate regression models of the four outcomes of 
interest. For labor force participation, employment (among those in the labor force) 
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and college enrollment, we separately estimate logistic regression models of the 
probability of experiencing those outcomes. We also model the natural log of hourly 
earnings with a standard OLS regression model. Our models statistically evaluate 
differences in these four outcomes by veteran status and marital status, and by the 
interaction of veteran and marital status. Models include several variables expected 
to infl uence those outcomes in addition to our key correlates of interest. Table  11.4  
of the Appendix details these additional variables. We run our regression analyses 
separately for men and women, as labor force dynamics differ between men and 
women, and utilize sample weights in both the descriptive and multivariate 
analyses. 

 We interpret these models as offering preliminary evidence for veteran/nonvet-
eran differences net of controls for other compositional differences which might be 
driving observed differences. To simplify the interpretation of our regression mod-
els, we use our model results to generate predicted mean differences between veter-
ans and their civilian peers adjusted for compositional differences. All categorical 
variables are dummy-coded, with the reference categories noted at the bottom of 
Table  11.2 . Because many reports in national summary publications (e.g. Bureau of 
Labor Statistics,  2012 ) typically present only basic, unadjusted comparisons, these 
compositionally-adjusted differences provide more compelling evidence about the 
extent of veteran/nonveteran differences in key labor market outcomes that likely 
relate to the military experience itself. But, because we cannot adjust for the self- 
and institutional-selection of individuals into and out of military service, we cannot 
make any strong claims about the extent to which veteran/nonveteran differences 
are really the results of the military experience, and not the selective forces that 
infl uence entering or leaving the military or the occupational or other experiences 
during service.

        Results 

 Table  11.2  presents the results of the four regression models. These models are not 
nested, but rather four separate models, with slightly different analytical samples 
that use a (mostly) common set of covariates. Estimates for the labor force, employ-
ment and enrollment outcomes are reported as odds ratios, while the estimates for 
earnings refl ect unstandardized coeffi cients in the log dollars scale. In the sections 
that follow, we discuss each model’s results separately, and present additional infor-
mation to aid in the interpretation of the model results. The key covariates of inter-
est, veteran status, marital status, and the interaction of the two are the primary 
focus of the analysis but we attend to important estimates on some controls. 

 Across all models, the main effects of veteran status and marital status provide 
information about the average difference in outcomes between the reference group 
and the focal group, at the reference level of the other variable, net of the effect of 
the additional variables in the model. For example, the estimate associated with 
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veteran status tells us about the average difference between veterans and non- 
veterans, among the never married. The interaction effects tell us whether there are 
dissimilar effects of veteran status across marital status categories. Estimates refl ect 
the additional difference between veteran and nonveterans among the married, or 
among the other category, relative to the never married. The interpretation of interac-
tion effects can be challenging, especially when using non-linear models like logistic 
regression. To ease interpretation, we also provide a table of the predicted outcomes 
implied by the model results for each of the four outcomes. These predicted out-
comes can be interpreted as the average outcome for the described groups, adjusted 
for the compositional differences across the groups. That is, if veterans are older on 
average than nonveterans, the predicted outcomes are computed holding age across 
the groups at the overall mean of the sample. While the regression model results 
provide a compact means of evaluating statistically signifi cant differences across 
groups, the predicted outcome values inform us about the magnitude, or practical 
signifi cance of observed differences. 

    Labor Force Participation 

 The fi rst model in Table  11.2  presents estimates of a logistic regression model of the 
probability of being in the labor force, displayed in odds ratio form. Consistent with 
the fi ndings of previous research, marriage is associated with higher labor force 
participation for men and lower participation for women. Divorced and separated 
men are also more likely to be in the labor force than their single peers. There are 
no statistically signifi cant differences between veteran and nonveteran single men 
or women. Marriage appears to be associated with reduced labor force participation 
for both male and female veterans. Married veterans show about 30 % lower odds 
and married women veterans approximately half the odds of being in the labor force 
compared against nonveterans. The control variables are associated with labor force 
participation in expected ways. Notably, the presence of a young child is associated 
with reduced labor force participation for women, while correlating with higher 
participation among men. 

 We used the regression estimates to generate predicted probabilities of being in 
the labor force for six groups, separately by gender: single, married, and other veter-
ans, and single, married, and other nonveterans. Table  11.3  presents these predicted 
outcome values, paralleling the presentation of the unadjusted means in Table  11.1 . 
The most striking difference in labor force participation is between veteran and 
nonveteran married women. While 63.1 % of married nonveterans were in the labor 
force, only 51.8 % of married veteran women were. While women had overall lower 
labor force participation than their male peers, married veteran women had the low-
est overall labor force participation of all groups. We speculate that the very low 
attachment to the labor force among married women veterans may stem from their 
leaving military service in order to pursue family formation. The military and 
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family have been described as “greedy institutions”, especially for women who 
serve and wish to raise children (Segal,  1986 ). Further research is needed to reveal 
whether our speculated mechanism is supported by empirical evidence, as our data 
are not suffi cient for testing this hypothesis.

   Married male veterans are also less likely than their peers to be in the labor force. 
The arguments about work–family role confl ict about women’s “opting out” of the 
labor force may be less likely to hold for male veterans, given prior research on 
gender, family, and labor force participation.  

    Employment 

 Popular media, veterans’ advocates and lawmakers have highlighted high unem-
ployment among young veterans as an important social problem. Our analyses pro-
vide initial information about whether high veteran unemployment rates stem from 
compositional differences between veterans and their peers. The second set of 
model results presented in Table  11.2  suggests this is not the case. Veterans do 
appear to have signifi cantly lower rates of employment than similar nonveterans. In 
fact, controlling for compositional differences reveals slightly greater veteran/non-
veteran disparities than observed from the unadjusted means. The interaction 
between marital status and veteran status was not statistically signifi cant suggesting 
married and unmarried veterans are similarly disadvantaged in terms of unemploy-
ment. Male veterans had about 17 % lower odds of being employed, and female 
veterans had approximately 37 % lower odds of being employed relative to 
nonveterans. 

 Marriage is associated with higher odds of employment, with married men show-
ing nearly twice the odds of being employed and women showing nearly 50 % 
higher odds of employment over their never married peers. Models of employment 
include broad industry and occupation categories, with manufacturing and manage-
ment as the reference categories respectively. Some industries offer greater oppor-
tunity for employment, with transportation, communication and utilities and 
government having higher odds, and construction and unclassifi ed industries show-
ing lower odds of employment relative to the beleaguered manufacturing industry. 
Both the manual labor and service occupations are associated with lower odds of 
employment compared with managerial and professional occupations. 

 An examination of the predicted employment rates (Table  11.3 ), net of the infl u-
ence of demographic, industry, and occupation controls reveals important gender 
patterns. Veterans appear to have lower employment rates across all marital status 
categories, but the veteran/nonveteran disparities are greater among women. Among 
men, single veterans show approximately a 2 percentage point disadvantage in 
employment rates, while among women this disparity rises to approximately 8 per-
centage points. Although the dominant story about high veteran unemployment 
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features male veterans, the problem of unemployment may be most pronounced 
among female veterans.  

    Earnings 

 The third set of model results (Table  11.2 ) provides coeffi cient estimates of the 
natural log of hourly earnings among those with valid earnings. A rule of thumb for 
interpretation of estimates on a logged dependent variable is to interpret them as 
percent differences. For example, among men, veterans appear to have 5 % higher 
earnings than nonveterans. That point estimate is similar for women, but not statisti-
cally signifi cant at conventional levels. None of the veteran marital status interac-
tions were statistically signifi cant either, indicating the veterans’ earnings premium 

    Table 11.3    Predicted outcome values by gender, veteran status and marital status (95 % confi dence 
intervals in brackets)   

 Nonveteran  Veteran 

 Single  Married  Other  Single  Married  Other 

 Male 
 In Labor 

Force (%) 
 78.6  86.9  82.2  76.9  81.6  84.0 
 [78.4, 78.8]  [86.3, 87.5]  [80.9,83.5]  [74.8, 79.1]  [78.7, 84.5]  [79.3, 88.7] 

 Employed (%)  89.6  94.4  89.5  87.8  93.3  85.2 
 [89.4, 89.8]  [94.1, 95.7]  [88.5, 90.5]  [85.8, 89.8]  [91.5, 95.0]  [80.6, 89.8] 

 Earnings 
(hourly, in 
2010 $s) 

 11.5  12.4  11.8  12.0  13.3  12.4 
 [11.4, 11.5]  [12.3, 12.4]  [11.6, 12.0]  [11.7, 12.4]  [12.9, 13.8]  [11.6, 13.2] 

 Enrolled in 
College (%) 

 33.3  28.94  27.3  39.6  42.5  40.0 
 [32.2, 34.4]  [25.3, 32.6]  [20.8, 33.7]  [32.0, 47.2]  [31.8, 53.2]  [17.9, 62.1] 

 Female 
 In Labor 

Force (%) 
 72.1  63.1  72.4  75.6  51.8  75.4 
 [71.8, 72.4]  [62.6, 63.6]  [71.4, 73.3]  [70.6, 80.6]  [46.9, 56.7]  [67.7, 83.1] 

 Employed (%)  91.9  94.9  91.2  87.9  88.2  93.5 
 [91.7, 92.1]  [93.8, 94.4]  [90.5, 91.9]  [83.5, 92.2]  [83.3, 93.0]  [85.5, 98.5] 

 Earnings 
(hourly, 
in 2010 $s) 

 10.7  11.3  10.5  11.3  11.9  12.1 
 [10.7, 10.8]  [11.2, 11.4]  [10.4, 10.7]  [10.6, 12.0]  [10.1, 11.9]  [11.0, 13.4] 

 Enrolled in 
College (%) 

 40.7  32.8  36.5  47.1  44.8  65.9 
 [39.5, 42.0]  [30.2, 35.5]  [31.4, 41.7]  [25.9, 68.3]  [25.3, 64.3]  [47.2, 84.6] 

   Source : Current Population Survey, MORG Series, 2005–2010 and Current Population Survey, 
October Series, 2005–2010 (for enrollment model)  
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among men holds across all marital status categories. Coeffi cient estimates on the 
control variables operate in expected ways. Married men and women have higher 
earnings than the never married. Men with young children at home out earn their 
peers without young children, while women with young children have lower earnings 
than other women. Consistent with results from other models in this analyses and 
prior research, parenting appears to benefi t men, while disadvantaging women in 
the labor force. How do these estimates translate to real dollars? Single male veter-
ans earn roughly $0.55 per hour more than nonveterans.  

    College Enrollment 

 Nearly all veterans serving after 9/11 have access to generous educational benefi ts 
through the GI Bill. We expect that veterans would have higher enrollment rates 
than their nonveteran peers. The fi nal set of models in Table  11.2  reveals no statisti-
cally signifi cant differences between veteran and nonveterans in college enrollment. 
The October CPS data contain only one-fourth the number of observations than the 
MORG data used for the previous three models. Married men and women are less 
likely to be enrolled in college. It also appears that education begets more education, 
with those who have some college being more likely to be currently enrolled than 
counterparts with only a high school education. This may refl ect students currently 
in a degree program, who would have some college, unless in their fi rst semester in 
school. Also consistent with the “model minority” literature, respondents of the 
“other” race or ethnicity, most of who are of Asian origin, are more likely to be 
enrolled in college than their white peers. As seen in other models, women with 
young children at home are less likely to be in college, but so are men with young 
children at home. 

 In summary, veterans appear to do worse than their peers in terms of labor force 
participation and employment. The veteran “penalty” in labor force participation is 
only signifi cant for married veterans, compared against married nonveterans. All 
veterans, male or female appear to have lower odds of employment than civilians. 
Accounting for compositional differences only increases this gap. In other words, 
the basic group differences often reported in the media understate the effect of mili-
tary service on employment, since veterans have other characteristics that are asso-
ciated with  higher  employment rates. Among those who do fi nd paid work, male 
veterans appear to out earn their peers. We interpret this result cautiously. Given the 
veteran disadvantage in hiring, it seems plausible that those veterans who do fi nd 
work may be especially skilled or desirable and they command a wage premium, or 
they may work in better-compensated segments of the economy not captured by our 
rough industry and occupation categories. 
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 Military service, college enrollment, marriage, and attachment to the labor 
force are all indicators of the transition to adulthood. Single men and women 
(regardless of veteran status) are more likely to be enrolled in college. Married men 
especially are more likely to be attached to the labor force than their single peers. 
Viewed through the lens of a “normative” life course, this makes sense, as young 
people are expected to attend college, establish a career, and get married. Military 
service doesn’t fi t neatly into a normative patterning of these key life transitions, 
but neither does it totally dismantle them. Rather it appears to push this somewhat 
normative or expected patterning of events into older ages. Although the veteran 
by marital status interactions were not statistically signifi cant, the direction and 
magnitude suggest that married veterans may be re-ordering this conventional 
path, putting service and marriage before college and work.   

    Implications 

    Implications for Future Research 

 Our data analyses are coarse, and mostly descriptive, but they raise important ave-
nues for future research. Below we delineate several of the many directions for 
future research. Longitudinal data are required to document and trace the sequenc-
ing of these key life course transitions. Marriage appears to be associated with lower 
attachment to the labor force among married male veterans than married male non-
veterans. If we characterize the transition to adulthood as culminating with a civilian 
career, it appears that military service may draw out that process, leaving veterans 
disadvantaged relative to their nonveteran single peers, who may already have com-
pleted college and found work. Others though have characterized military service as 
one of several paths in the transition to adulthood, because it allows the mostly non-
college population an opportunity to pursue a relatively well-paid career with regu-
lar opportunities for promotion, extensive benefi ts and a generous pension (Kelty 
et al.,  2013 ). Seen in this light, military service is not disadvantageous, but rather 
leaving the military is. Second, future research should investigate veteran unem-
ployment and the mechanisms behind veterans’ employment problems (see 
Kleykamp ( 2012 ) for a more extended discussion on the topic). Previous work has 
examined discrimination in hiring, but future work might also examine how differ-
ing military occupational experiences improve or degrade employment chances. In 
particular, future research should attend to the distinction between military roles that 
have civilian equivalence, such as medical, clerical, and other administrative roles 
versus the combat occupations such as infantry, armor, and others with little to no 
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civilian equal, and how those groups fare in fi nding civilian work. Differences by 
characteristics like rank, branch of service, or combat exposure likely play important 
roles in the civilian employment outcomes of veterans. Those who retire from the 
military after a 20-year career may be less attached to the labor force because of the 
steady, albeit reduced, income provided by their retirement pension. Those in our 
analysis are too young to have served long enough to retire, but differences between 
offi cers and enlisted veterans, or Army versus Air Force may play a role in infl uenc-
ing veterans’ labor force outcomes. Combat-exposed veterans may suffer physical 
or mental scars that impede their successful transition to civilian work, but little 
secondary data collects such detailed information on the military experiences of 
veterans. The CPS data used for this analysis does not contain these measures. 

 Future research should also better understand how veterans search for work, and 
what kinds of work they are expecting to fi nd. We suspect there may be some mis-
match between the expectations veterans have for the kinds of jobs they will get, 
and those employers are willing to offer them. Because recent veterans can volun-
tarily “quit” their military employment and receive unemployment compensation 
(covered by their former employer, the Department of Defense), they may use 
unemployment compensation as a buffer to search for ideal employment, and not 
have to settle for less-than-desired work. 

 Finally, while we examine how marriage or single status correlates with labor 
market outcomes, it is also the case that civilian labor market outcomes may infl u-
ence marriageability among veterans. If single veterans fi nd it diffi cult to fi nd good 
civilian jobs, their lack of employment may hinder their prospects in another mar-
ket—the marriage market. We think such issues would be fertile territory for future 
research.  

    Implications for Practitioners and Service Providers 

 Our analyses provide little guidance about the reasons why or the mechanisms gen-
erating several differences between veterans and nonveterans. For that reason, we 
are cautious in recommending any particular actions or policies on the basis of these 
particular fi ndings. Employment is the most clear problematic labor market out-
come for veterans. Young veterans are experiencing higher rates of unemployment 
than their peers, when demographically they appear to have characteristics that 
should advantage them in fi nding work. We acknowledge that young veterans may 
be experiencing high rates of unemployment due to the transition between military 
and civilian work, and that these employment problems may be transitory. Veterans 
may be using unemployment benefi ts to engage in extended job searches, seeking 
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ideal employment, or moving in search of work or other activities that act to pause 
their employment outcomes not preclude them. With time, they may settle down, 
fi nd work, and reach parity with their peers. However, for now, for whatever reason, 
they are less likely to be employed than their peers. We have no information or data 
to evaluate how unemployed veterans view their unemployment. Because unem-
ployment is defi ned and measured as those who are without a job but actively seek-
ing work, we assume the status is not one that is desired. 

 Practitioners and service providers should be made aware of this primary chal-
lenge for veterans and should consider how employment challenges intersect with 
their particular mission. For example, health care providers, particularly mental 
health care providers, should consider the relationships between conditions like 
anxiety, depression and PTSD and the search for good civilian employment. Just as 
these health conditions may infl uence veterans’ search for work, an unsuccessful 
job search may exacerbate, or contribute to mental health problems. Those working 
in the physical health professions too should be attentive to the implications of 
physical injury or disability on employment, and connect injured veterans with ser-
vices available to them for vocational training and rehabilitation. 

 More, and perhaps different, employment services need to be provided to soldiers 
 before  they transition out of the military services. Given the high unemployment 
rates observed among veterans, the current suite of employment transition service 
would appear to be less effective than intended. Such programs are not likely to be 
effective if designed as “one size fi ts all” training or briefi ngs. Individualized career 
counseling, resume preparation, and job search strategies are needed. A junior 
enlisted infantryman has very different employment transition needs than does a 
medical doctor, and services need to be tailored to each. 

 Transition counseling should also include information about the GI Bill and col-
lege choice options. Although our data cannot reject the possibility that veterans 
and nonveterans are enrolled in college at the same rates, veterans do have privi-
leged access to college benefi ts that may provide a long-run advantage in employ-
ment and earnings if used to attain a college degree. Recent evidence suggests many 
veterans are using GI Bill benefi ts at for-profi t colleges (United States Senate, 
 2010 ). The long-term value of these degree programs is unclear and there is reason 
to be concerned that the long-run benefi ts to the GI Bill may not be realized, if vet-
erans use these college benefi ts for degree programs that offer little payoff, or if they 
do not matriculate. Other research suggests veterans may be more likely to attain an 
Associate’s degree, but less likely to attain the more valuable Bachelor’s degree 
(Loughran et al.,  2011 ). We encourage the development of stronger programs for 
helping soon-to-separate soldiers and recent veterans to make smart choices about 
college and the use of their GI Bill benefi ts.       
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    Appendix 

    Table 11.4    Descriptive statistics for control variables (all numbers in percent unless noted)   

 Variable 

 Labor force 
participation  Employment  Earnings 

 College 
enrollment 

 Male  Female  Male  Female  Male  Female  Male  Female 

 Veteran: Served 
since 9/11/01 

 1.9  0.5  2.0  0.5  2.1  0.4  3.0  0.8 

 Single  74.8  64.7  70.4  65.6  69.4  65.2  78.5  68.3 
 Married  22.2  29.9  26.4  28.6  27.5  29.2  18.0  25.7 
 Other  2.9  5.4  3.3  5.8  3.1  5.7  3.5  6.0 
 Age (in years)  24.0  24.0  24.6  24.4  24.6  24.5  23.6  23.5 
 <High School  17.8  13.8  15.5  9.1  14.3  8.0 
 High School/GED  32.4  27.1  33.6  25.9  32.6  24.8  48.0  40.0 
 Some College  32.8  37.1  31.6  38.2  32.1  38.4  52.0  60.0 
 BA or higher  17.0  22.0  19.4  26.9  21.0  28.8 
 White  60.1  60.6  61.3  64.4  61.7  65.2  61.3  59.2 
 Black  12.5  14.2  10.9  13.7  10.1  12.9  13.1  16.1 
 Hispanic  20.3  17.8  21.5  15.4  21.7  15.3  18.6  18.0 
 Other  7.1  7.4  6.4  6.5  6.5  6.6  7.0  6.7 
 Urban residence  86.2  86.1  86.2  86.3  86.8  86.7  85.1  84.8 
 Any children <6 

at home? 
 14.0  28.4  16.7  25.1  17.0  24.1  14.3  30.8 

 Manufacturing  10.9  5.0  11.8  5.1 
 Mining  0.7  0.1  0.7  0.1 
 Construction  14.3  1.2  12.7  1.1 
 Trans., Comm., 

Util. 
 7.0  3.3  7.3  3.4 

 Trade  28.9  30.9  29.5  29.8 
 Services/FIRE  30.8  55.4  31.2  56.3 
 Government  2.9  2.7  3.3  3.0 
 Agriculture, 

forest, 
fi sheries 

 4.0  1.1  3.1  1.0 

 Unclassifi ed  0.5  0.2  0.5  0.2 
 Managerial  20.1  27.1  21.3  28.9 
 Manual  37.3  5.6  36.4  5.3 
 Service  40.6  66.5  40.9  65.2 
 Farm, forest, fi sh  1.9  0.8  1.5  0.6 
 Private Sector  91.7  87.9  91.2  87.2 
 N  191,206  200,581  151,911  140,565  83,024  83,378  42,376  42,859 

   Source : Current Population Survey, MORG Series, 2005–2010 and Current Population Survey, 
October Series, 2005–2010 (for enrollment model)  
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    Abstract     In this chapter I summarize my own research, other current research, and 
theory, as well as provide anecdotal evidence from the popular press regarding 
career-related perceptions of women and mothers at work. Women are often catego-
rized as less career-dedicated and career-competent because of real or perceived 
caregiving roles, which tend to be devalued even in contemporary work environ-
ments. I conclude with the signifi cance of this phenomenon for career-active female 
spouses of military personnel and women seeking leadership positions in the mili-
tary, as well as ideas for future research and implications for practitioners.  

  Keywords     Women   •   Mothers   •   Career   •   Stereotypes   •   Caregiving   •   Military  

     As recent evidence from the business world and academic literature suggest, others’ 
perceptions may be critical to especially women’s career progress. Social identity 
categorization processes form the basis of these career-related perceptions. In this 
chapter I present recent research fi ndings from the management, psychology, and 
military psychology literatures, and anecdotal examples from government and busi-
ness leaders to illustrate that, especially for mothers and women—even single 
women—supervisors’ and other superiors’ perceptions matter career-wise. And 
these perceptions contribute to an uneasy tension between family and career. 

 An example comes from the gaffe made by former Governor of Pennsylvania, Ed 
Rendell, regarding the career potential of now Secretary of Homeland Security, 
Janet Napolitano. At a December 2008 news conference in Philadelphia, Rendell, 
then the National Governors’ Association chairman, did not realize he was standing 
next to a live microphone. He had this to say about Napolitano, President Obama’s 
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choice for Secretary of Homeland Security: “Janet's perfect for that job. Because for 
that job, you have to have no life. Janet has no family. Perfect. She can devote, literally, 
19–20 hours a day to it” (Tapper & Jaffe,  2008 ). Unpacking Rendell’s perceptions 
of Secretary Napolitano involves examining how people’s social identity categories, 
identities such as being a single person, a woman, and someone with or without 
caregiving responsibilities, color perceptions of a person’s suitability for a top job, 
and, in general, perceptions of their career competency and dedication. 

    The Power of Others’ Perceptions 

 The perceptions of those who have power and control decisions, whether that per-
son is the governor of Pennsylvania or simply your own direct supervisor, are 
important, whether they are accurate or not. This is because they often bring with 
them privileges, opportunities, social validation, and a host of other resources for 
the person who is the target of those perceptions. This idea is not new to the man-
agement literature. Extensive work has been done on both (1) people’s reliance on 
social identity categories (e.g., their race, gender, age) to judge others in the work-
place, and (2) the intentional manipulation of others’ perceptions in the workplace, 
that is, impression management (e.g., “those behaviors individuals employ to pro-
tect their self-images, infl uence the way they are perceived by signifi cant others, or 
both,” Wayne & Liden,  1995 , p. 232), and ingratiation (“a set of interpersonal infl u-
ence tactics that function to enhance one’s interpersonal attractiveness and ulti-
mately ‘gain favor’ with another individual,” Westphal & Stern,  2007 , p. 270). For 
the purposes of this article I focus on the fi rst body of knowledge—the reliance on 
social identity categories to judge others—and provide illustrative examples of this 
research below. 

 In interviewing and other workplace situations, people tend to judge others not 
just by their experience, the quality of their ideas and how well they convey them, 
and how they conduct themselves interpersonally, but by social identity catego-
ries—often surface-level demographic factors. The research on the psychology of 
job interviewing, for example, is in part based on the ideas behind social identity 
theory—that individuals categorize themselves and others using social categories 
(like race, gender, and age) and attach values to these identities (Gaertner & Dovidio, 
 2000 ; Tajfel,  1982 ). By evaluating those who have similar identities to one’s self 
more positively than dissimilar others, this allows the maintenance of positive self- 
identities (Steele,  1988 ). In support of this, fi eld studies have demonstrated that 
when the interviewer and the applicant are of the same race, this leads to both more 
positive overall assessments of the job candidate, and increases the likelihood of a 
job offer (e.g., Goldberg,  2005 ). Also underscoring the weight of racial perceptions 
in the job search process is Bertrand and Mullainathan’s ( 2004 ) fi eld experiment to 
determine whether employers discriminate against African-American applicants. 
Responding to job ads in major Chicago and Boston newspapers, they submitted 
multiple résumés from phantom job seekers and randomly assigned fi rst names on 
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the résumés, choosing from one set of names that is particularly common among 
blacks and from another set common among whites. Apart from their names, the 
phantom applicants had the same experience, education, and skills, so employers 
had no reason to distinguish between them. Yet applicants with typically white- 
sounding names were 50 % more likely to be called for interviews than were those 
with black-sounding names. 

 Another example of the power of social categorization in the workplace illus-
trates the particular importance of  supervisors ’ perceptions. Powell’s ( 2004 ) study 
explored why there are so few black and other ethnic minority managers in local 
governments in the United Kingdom. Powell examined the results of 360-degree 
feedback evaluations in local government jobs. 360-degree feedback is where per-
formance evaluations of one employee are solicited from many parties, for example, 
the employee’s supervisor, colleagues, and customers, in the effort to obtain a more 
comprehensive view of the employee’s performance, i.e., the full “360-degree” pic-
ture. The intention is to avoid the effects of interpersonal biases inherent to receiving 
feedback in the traditional manner, from one person, typically the employee’s direct 
supervisor. Powell ( 2004 ) found that black managers were consistently rated lower 
than white managers by their supervisors, but rated higher than white managers by 
their colleagues. This contradicts existing research fi ndings that extol the virtues of 
360-degree evaluation processes by arguing that supervisors’ perceptions correlate 
with peer perceptions. But perhaps more importantly, it sheds light on the hazards of 
relying on supervisors’ perceptions alone. If employees are awarded raises, given 
promotions, assigned to plum projects or prime working hours based on these evalu-
ations, supervisors’ perceptions likely translate into not only psychological, but also 
career and fi nancial consequences for the employees they supervise. 

 While business practitioners, as in the supervisors example above, often use 
surface- level social identifi ers (Harrison, Price, & Bell,  1998 ) such as those that are 
visible in momentary observations of others like race, sex, and age, to make judg-
ments about others,  researchers  fall prey to this in some fashion as well. The design 
of research studies often includes shallow ways of measuring substantive differ-
ences between people. For example, the practice of grouping study respondents into 
nominal categories to explore theoretical differences between groups is rather stan-
dard practice. Checking a box to self-report respondents’ race (as in “are you black, 
white, Hispanic, …?”) is often used as a proxy for deep-level diversity, that is, dif-
ferences among individuals in terms of non-immediately recognizable characteris-
tics including personalities, values, attitudes, and culture (Harrison et al.,  1998 ; 
Jackson, May, & Whitney,  1995 ). Hence, surface-level demographic factors are 
assumed to refl ect deeper, meaningful differences between people and predict their 
behavior and attitudes. An example might be a researcher who fi nds in her dataset 
that respondents who were over age 50 tended to report lower intentions to leave 
their organization, and then concludes from this that Baby Boomers have a stronger 
work ethic than do younger workers, allowing age to approximate work values 
when work values were in fact not measured. Some scholars (e.g., Cox & Nkomo, 
 1990 ) have for many years cautioned against these types of research designs that 
make a large leap between theory and operationalization of study variables, yet 
these types of studies continue to be published.  

12 Recent Developments in the Uneasy Tension Between Family and Career…



222

    Social Identity Categorization and Career Outcomes 

 According to Feldman’s ( 1981 ,  1986 ) work on social categorization, supervisors 
make assumptions about employees based on external, surface-level cues which 
then infl uence the information that is salient, attended to, and recalled in relation to 
that employee (Shore, Barksdale, & Shore,  1995 ). Moreover, supervisors then make 
resource allocations according to these categorizations, including bestowing con-
structive feedback, allowing participation in decision-making, and assigning chal-
lenging projects to their employees (Liden, Wayne, & Stillwell,  1993 ). These 
allocations can have implications for career progress. For example, the decision to 
develop an employee, that is, provide that employee with organizational experi-
ences that expand his or her skills and experience, is often an interpersonal one: 
Direct supervisors can serve as gate-keepers to whether employees are given the 
chance to e.g., attend training classes, or serve on committees that will expand their 
knowledge and give them “face time” with important persons internal and external 
to their organization. Van Velsor and Hughes ( 1990 ) and Lyness and Thompson 
( 1997 ,  2000 ) have shown that development of this type is important to career suc-
cess: Both male and female senior managers felt that organizational development 
experiences, such as being placed in roles and tasks that are challenging and unique, 
had a signifi cant impact on their career achievements such as the degree to which 
they were satisfi ed with their careers and the hierarchical levels they attained. 

 Supervisors tend to allocate career-related resources such as organizational 
development opportunities in less than optimal ways. Humans are cognitive misers, 
and akin to the social identity categorization processes described above, supervisors 
tend to use “short-cuts” in the cognitive process of deciding which employees are 
worthy of the time, dollars, and energy required for organizational development. 
My own research has demonstrated that women, as opposed to men, tend to not fi t 
with the view of the ideal worker as one who is unencumbered by caregiving respon-
sibilities and therefore free to work as many hours as the job dictates (Acker,  2006 ; 
Lewis,  1997 ). As a result, women tend to receive fewer organizational development 
opportunities (Hoobler, Lemmon, & Wayne,  In Press ; King et al.,  In Press ). I turn 
now to expand on the social categorization of women as caregivers, and the impact 
this has on their careers.  

    Gender and Career Perceptions 

    Gender Social Role Theory 

 Gender social role theories (Eagly,  1987 ; Eagly & Karau,  2002 ) hold that men and 
women are perceived as having disparate natural tendencies. The gender-typical 
roles (e.g., breadwinner versus homemaker) credited to men and women shape 
expectations about what is appropriate behavior for each. Research over many years 

J.M. Hoobler



223

and across various academic disciplines consistently fi nds that men are generally 
perceived as more active, risk-taking, and competent, whereas women are seen as 
more expressive, communal, nurturing, and supportive (c.f., Diekman & Eagly, 
 2000 ). In the business world, this theoretical reasoning forms the basis of what has 
been called the “think leader, think male” paradigm (Schein,  1973 ,  1975 )—the 
persistent view held by both men and women that the prototype of a successful 
leader is more likely to involve a man and masculine behaviors including risk-
taking, aggressiveness, and decisiveness (Heilman,  2001 ) than typical female 
conceptualizations. 

 Not only are men and women perceived as having different characteristics, but 
the characteristics of men have also traditionally held more value in the workplace. 
The caregiving traits women are perceived as having (“nurturing, supportive”) are 
central to roles that are often unpaid and/or hidden in the private sphere of the home. 
As well, evidence shows that women are in fact the ones to perform the lion’s share 
of parenting and caring for the elderly or sick (Navaie-Waliser, Spriggs, & Feldman, 
 2002 ), which reinforces the stereotype that this is what women do and what they 
seem to be good at. So, in value and in practice, caregiving roles create a double- 
bind for women, career-wise. Not only are traditionally feminine characteristics 
associated with caregiving prowess perceived to be incongruent with leadership 
roles, these caregiving roles are both under- or not rewarded in the external labor 
market (Lewis,  2001 ; Liff & Ward,  2001 ; Littleton,  1997 ). 

 So evidence exists that people are less likely to associate women with leadership 
abilities than men, but also that women’s caregiving roles mean women are less 
focused and less competent in their careers. For example, Mattis ( 2002 ) presents 
this stereotype used in “myth-busting” training in the Bank of Montreal’s 
Advancement of Women Initiative: “Because of child-rearing responsibilities, 
women are less committed to their careers” (p. 321). Research evidence supports 
that being a woman is associated with perceptions of decreased managerial ability 
(Powell, Butterfi eld, & Parent,  2002 ), less effective leadership (Eagly, Johannesen- 
Schmidt, & Van Engen,  2003 ), and fewer attributions for organizational successes 
(Heilman & Haynes,  2005 ). This evidence continues to proliferate 40 years after 
Schein coined the term “think leader, think male” (Schein,  1973 ,  1975 ).  

    Single Women 

 Because stereotypes of women as less suited for career and leadership roles seem to 
be at least in part rooted in women’s association with caregiving roles (Hoobler, 
Wayne, & Lemmon,  2009 ), the question becomes, if a woman is not a mother, does 
not care for elderly or sick family members or friends, and is not married or part-
nered, do these perceptions of caregiving roles apply, and do they still serve to 
devalue her status in the workplace? The anecdotal answer to this question seems to 
be “yes,” according to a recent quote from the CEO of Glencore, the world’s largest 
diversifi ed commodities trading company and employer of 52,000 people.
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  “Women are quite as intelligent as men, [but]…they have a tendency not to be so involved 
quite often and they’re not so ambitious in business as men because they’ve better things to 
do. Quite often they like bringing up their children and all sorts of other things… Pregnant 
ladies have nine months off. Do you think that means that when I rush out, what I’m abso-
lutely desperate to have is young women who are about to get married in my company, and 
that I really need them on board because I know they’re going to get pregnant and they’re 
going to go off for nine months?” 

 - Simon Murray, Chairman, Glencore, quoted in  The Sunday Telegraph , 4/24/11 (Cave, 
 2011 ) 

   Mr. Murray’s interviewer summarized that Mr. Murray has “lively opinions” 
(Cave,  2011 ) on, among other things, women. His perceptions seem to be at the 
same time echoed in the Rendell comments regarding Secretary Napolitano above. 
Yet Murray’s comments depart from Rendell’s comments in important ways as 
well. Commonalities these perceptions share include the idea that judging women’s 
suitability for leadership roles is tightly linked to their caregiver identities. 
Napolitano was seen as suitable for her role as Secretary of Homeland Security 
because she had “no family,” (a common misconception of single workers; Casper, 
Weltman & Kwesiga,  2007 ) yet judging her work competence was nevertheless tied 
to family considerations—a link not usually considered in judging male job appli-
cants. The Murray quote goes further to suggest that women who do not occupy 
caregiving roles (not married/partnered, with no children) will inevitably do so, and 
this will disrupt their career commitment. This has been termed the “ticking womb” 
fallacy—that all women are on the cusp of leaving their career to pursue family 
roles, when in reality, many will not. While women as compared to men, do have 
more career interruptions and lower labor force participation, married and unmar-
ried women without children actually more closely mirror men (as compared to 
women without children) in both labor force participation and career earnings 
(Bertrand, Golden, & Katz,  2010 ). So, while the presence of children does have an 
impact on women’s time away from work and their earnings, not every career 
woman has children. In fact, women in leadership roles are less likely than their 
male counterparts to be a parent (Galinksy et al.,  2003 )—a point I will revisit in 
discussing women’s leadership in the military below. 

 I return now to the question of career perceptions of single women. Initial 
research suggests that single women face perceptions that they are less career com-
petent and dedicated, despite not having children nor a spouse/partner. Research my 
colleagues and I (Hoobler et al.,  2009 ) did at a U.S. Fortune 100 transportation fi rm 
suggests that, even when female employees did not have children, did not have 
elder-care responsibilities, and were not married or partnered, their supervisors 
(both men and women) still felt these women experienced family-to-work confl ict 
(negative spillover from family responsibilities onto work roles). So, perhaps the 
“ticking womb” idea does persist. Just being female was associated with supervi-
sors’ perceptions of family-to-work confl ict. Interestingly, we found that it was 
actually the male employees, as opposed to the female employees, who reported 
that their family life spilled over to affect work to a higher degree. Further, from our 
research it was not just women of child-bearing age who were perceived by their 
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supervisors to have higher family-to-work confl ict, but rather age had no bearing on 
these perceptions of women. 

 However, the research does strike a note of positivity for a different test case 
group: single women at the upper echelons of organizations. Single women in high- 
status positions are perceived as career competent because they fi t the modern mold 
of the professional woman (Fiske, Cuddy, Glick, & Xu,  2002 )—low in warmth but 
high in competence. The “think leader, think male” paradigm explains these fi nd-
ings. Women who have made it in the leadership realm should either possess or are 
attributed with non-traditional gender social roles, those more commonly ascribed 
to men, e.g., low warmth. So for women who have already “made it,” stereotypes 
about caregiving roles do not seem to apply nor do they seem to negatively skew 
others’ perceptions of them. But this presents a catch-22: These women were able 
to ascend to the top jobs, when, at the same time, caregiving roles would have 
seemed to have played a role in judging their competency “on the way up.” Perhaps 
there is something inherently different about the women who make it as top leaders, 
for instance, in personality or behavioral styles. Or there may be something differ-
ent about the workplaces and/or industries in which these women are able to suc-
ceed. I address these ideas in the “how career women can ‘win’” section below.   

    Parental and Marital Status 

 In this section, I discuss career-related perceptions of both mothers and fathers. 
As for mothers, as I conveyed above, via the “ticking womb” metaphor, some harbor 
the assumption that all women are, or are about to be, mothers. By extension, the 
belief is that women will at some point eschew their career for caregiving roles. 
Moreover, this stereotype does not extend to just women with young children, or 
women of childbearing age, but rather all women (Hoobler et al.,  2009 ). So the 
question becomes whether or not, when women in fact do become mothers, there is 
an additional negative impact on others’ career-related perceptions of them. From 
my own research I have found that indeed working mothers are seen as having more 
family-to-work confl ict than working women who are child-free (supplemental 
analyses from Hoobler et al.,  2009 ). And there is a good deal of research that sup-
ports, in real dollars, a “child penalty” for mothers, that is, that women with children 
tend to earn lower wages than women without children (e.g., Budig & England, 
 2001 ; and see Economic Disparities section below). But perhaps the good news is 
that our research has found that single mothers do not experience a “double penalty” 
(i.e., for being both a woman and a mother) as far as others’ perceptions of their 
career competence. 

 But, marriage does seem to be career-limiting from a perceptual standpoint—for 
both men and women. Again from our research in a Fortune 100 transportation fi rm, 
both men and women who were married or partnered were assumed by their super-
visors to have greater family-to-work confl ict than those employees who were not 
married, which was a surprising fi nding for my colleagues and me. We assumed that 
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married employees would be seen as more stable, more reliable, and more fi nancially 
tied to the organization and therefore less likely to quit. We do not know if supervi-
sors held these perceptions (i.e., stability and reliability) regarding married employ-
ees. But what we do know is that married workers were seen as more likely to let 
their family responsibilities collide with work roles. This contradicts the popular 
idea that there is a marriage premium for men (Heilman & Okimoto,  2008 ), based 
on the stability and reliability ideas advanced above. 

 As far as the presence of children, there are interesting differences in comparing 
the career-related perceptions of mothers to career-related perceptions of fathers. 
Both mothers and fathers are perceived as less committed to their jobs than are non-
parents (Fuegen, Biernat, Haines, & Deaux,  2004 ). And both mothers and fathers 
are perceived as less interested in achievement than workers who are not parents 
(Heilman & Okimoto,  2008 ). However, only mothers are seen as less competent, 
compared to workers who are not parents (Heilman & Okimoto,  2008 ). So, in sum, 
it seems that all parents face perceptions that they have less time and energy to 
devote to work roles, yet only for women is the presence of children associated with 
perceptions that she can perform job tasks less effectively than nonparent peers. In 
fact, mothers who violate gender roles by being employed full-time are perceived as 
both less nurturing (less competent in their caregiving role than fathers, e.g., Bridges 
& Etaugh,  1995 ) plus perceived as less professionally competent than full-time 
employed fathers (Etaugh & Folger,  1998 ).  

    Do Perceptions Relate to Economic Disparities? 

 Many studies have documented the persistence of a gender pay gap, whereby 
women are paid from 9 to 18 cents to the dollar (depending on how experience, 
education, and other human capital factors are taken into consideration) less than 
men are paid in the United States (   Blau & Kahn,  2007 ). While some of this disparity 
can be explained by the different occupational choices that men and women make, 
and the divergent salaries that accompany these choices, evidence of gender dis-
crimination as an explanation for the remaining gender pay gap exists (Goldin & 
Rouse,  2000 ). 

 Bertrand et al. ( 2010 ) released a longitudinal study of the interplay between gen-
der, family demographics, and career and salary achievement of highly-educated 
workers in the U.S. corporate and fi nancial sectors. They found that the gender pay 
gap between MBA (Masters of Business Administration) students directly following 
graduation is less than 12 %, meaning women earn about 12 % less than their male 
counterparts. However, 15 years out, this gap widens substantially to 38 %. As far as 
explanations for these gaps, they fi nd no main effects of marriage/partnership and 
they conclude that the gender wage gap is almost entirely due to the presence of 
children. First, women with children average an 8-month labor force defi cit (meaning 
time away from paid labor—which has a compounded effect on lifetime earnings) 
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due to career interruptions, while women with no children have just a 1.5-month defi cit. 
These career interruptions include time away from work upon birth of a child or, less 
often, upon adoption of a child. Bertrand and scholars also found that MBA women’s 
earnings dropped by, on average about $45,000 two years following the birth of a fi rst 
child, which had a close to $80,000 impact on earnings per year in subsequent years. 
They found that women with no children outearned mothers to the extent that their 
wages were more similar to men’s than they were to mothers’. Perhaps surprisingly, 
there was no additional impact of a second birth on earnings, possibly signifying that 
career allowances for children (e.g., part-time work, fi nding a more family-friendly 
position, leaving the workforce) tend to be made at the time or shortly after the fi rst 
child comes along. 

 I present these results from the Bertrand and colleagues ( 2010 ) study in an effort 
to explore whether there is a fi nancial impact of the career-related perceptual differ-
ences of men and women (akin to discrimination) that I have presented above. While 
tying these fi ndings together may be a crude exercise, I do feel a few ideas may be 
hypothesized. First, remember that both married/partnered men and women were 
perceived to let their family roles spill over to work roles to a greater extent than 
non-married/-partnered employees. From Bertrand and colleagues’ ( 2010 ) study 
this perception does not seem to result in a signifi cant monetary impact on career 
success. So, perhaps bosses think that married people are less successful at focusing 
specifi cally on career roles, but this does not seem to impact the degree to which 
they may be given higher paying jobs and granted promotions and raises. Second, 
remember that both mothers and fathers tend to be viewed as less committed to 
careers. Bertrand and colleagues’ ( 2010 ) fi ndings suggest that mothers as opposed 
to fathers, in even this highly career-focused sample of MBAs, do tend to act in ways 
that put family ahead of career. In their study, nine years past graduation, females 
were about 12 % less likely than their male peers to be working outside the home, 
and had spent on average half a year more outside of the workforce. A woman with 
at least one child was about 20 % less likely to work in a given year than the average 
man, over the 16 years of the study. In contrast, a woman without children was only 
3 % less likely to be employed as compared to the average man in the study. 

 There are many ways to interpret the overlay of these fi ndings onto career-related 
perceptions of mothers and fathers. The most obvious interpretation would be that 
supervisors and others in the workplace are legitimate in their perceptions that 
mothers are less committed and interested in achievement (salary being one mea-
sure of objective achievement) than nonparents. This could be a conclusion drawn 
from the fact that even highly-educated career women are more likely than their 
male counterparts to pursue what have been called “mommy track 1 ” types of jobs 
(part-time work, etc.) or exit the labor force altogether. A word of caution against 
generalizing this interpretation: Not all mothers pursue these alternative ways of 

1   As Hill, Martinson, Ferris, and Baker ( 2004 ) point out, fewer women appear to be on what has 
been termed the “mommy track,” as it is often not feasible for economic reasons. And, as an anony-
mous reviewer suggested, perhaps it is time to let go of the term “mommy track” because it may 
serve to increase negative stereotypes about working mothers. 
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working nor do they all exit the workforce upon birth or adoption of a child, even 
for a temporary period of time. A second possible interpretation of these fi ndings 
would be that supervisors’ perceptions of mothers become self-fulfi lling prophecy. 
That is, because supervisors hold the expectation that mothers will take a career off- ramp 
upon having children, they treat them in ways that make their exodus easier. This 
treatment could include lower expectations, less challenging projects, and low- 
profi le work. Because mothers may feel their career is “not going anywhere” any-
way (Beiner,  2007 ), they may choose to leave their organizations.  

    Military Implications 

    Military Spouses 

 Others’ career-related perceptions of women and mothers are relevant to military 
families and military careers in two main ways. First, there has recently been an 
upsurge of interest in supporting the careers of military spouses. These spouses are 
likely to be female, given that members of the military are still overwhelmingly 
male (Febbraro & Gill,  2010 ) and that same-sex spouses are still the minority of 
military families. Assumptions about female spouses as caregivers are likely even 
more exaggerated in a military context for at least three reasons. First, the threat of 
turnover of military spouse career women in the organizations in which they work 
is likely very high. While women in general are seen by employers as a high “fl ight 
risk” due to the possibility of leaving to pursue caregiving roles (Lyness & 
Judiesch,  2001 ), military spouses are likely to be seen as an even greater fl ight risk 
due to the mobile, transitive lifestyle of their spouses’ military postings. Second, 
the caregiving roles of female military spouses are highly salient to others due to 
the likelihood of single parenting during times of husbands’ deployment. Third, 
perceptions of military spouses’ careers being “secondary careers,” that is, subor-
dinate to their husbands’ careers, may be commonplace in that others may assume 
the spouses’ careers are not essential for benefi ts and compensation—the assump-
tion being that the military is the primary provider for the family. Moreover, under 
the terms of some Status of Forces Agreements (SOFAs; agreements that establish 
the rights and privileges of foreign personnel and their dependents while present 
in a host country), military spouses are forbidden from off-base employment alto-
gether (Cohen,  2011 ). So, for these reasons, the effects I have detailed above of 
women being associated with caregiving roles and this serving to derail percep-
tions of women as competent and committed to their careers, should be magnifi ed 
for military spouses. As such these women may face an even steeper climb to 
obtain desired career resources such as organizational development opportunities 
and to achieve desired career outcomes such as positive performance evaluations, 
promotions, and raises.  
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    Women’s Leadership in the Military 

 The second way in which these career-related perceptions of women and mothers 
are relevant to military careers and military families is in considering women’s lead-
ership within the military hierarchy. Many studies of women in the military are 
underpinned by the theme of career and family being uneasy bedfellows. Theorists 
have argued that the military is a “total institution,” whereby its views and demands 
supplant any competing family or personal commitments (Febbraro & Gill,  2010 , p. 
686). Indeed, family is the main reason women decide to leave military careers 
(Febbraro & Gill,  2010 ; Harris,  2009 ). Eighty percent of women who plan to leave 
the Army, inclusive of those who have recently experienced promotions, leave due 
to family issues (Harris, Steinberg, & Scarville,  1994 ). About a quarter of married 
active duty women are married to active duty military men (Offi ce of the Deputy 
Under Secretary of Defense & Military Community and Family Policy,  2012 ). 
Thus, the issue of maintaining relationships given geographical separation and the 
challenges of raising children during deployment are likely to contribute to wom-
en’s decisions to leave the Services. As Ganderton ( 2002 ) explains, military culture 
places a high value on “face time”–which work and family scholars suggest is 
directly oppositional to what children need when growing up, which is time with 
their parents (Smith,  2001 ). To get family time, individuals are frequently depen-
dent on the willingness of their superiors to grant access to the still-lacking family 
friendly policies that do exist (Holden & Tanner,  2001 ), which suggests that the 
power of the direct superior is important in the attempt to balance family and career. 

 As far as attitudes toward women’s leadership in the military, while representa-
tion of women in leadership positions has improved to a certain extent, traditional 
stereotypes persist. Matthews, Ender, Laurence, and Rohall ( 2009 ) found that 
29.6 % of ROTC (Reserve Offi cers’ Training Corps), 38.1 % of West Point fi rst- 
year cadets, and 35.3 % of civilians surveyed either answered “should not” or “don’t 
know” to the question of whether women should serve as military commanders. 
Returning to the traditional stereotype of women as caregivers, Febbraro and Gill’s 
( 2010 ) research shows that caregiver stereotypes extend to women’s occupational 
segregation within military jobs. As evidence, they point to women in the Israeli 
Defense Forces being most often “posted to clerical, support, or ‘caretaking’ roles” 
such as teaching or social welfare, which are “consistent with traditional gender- 
role expectations, stereotypes, and norms” (p. 673). Moreover, these are positions 
unlikely to be imbued with power and high rank. And, as of the writing of this 
chapter, women in the U.S. and U.K. are still not offi cially 2  allowed to serve in 
combat roles. This exclusion has been argued to negatively impact women’s career 
advancement (DeCew,  1995 ). Febbraro and Gill ( 2010 ) argue this occupational seg-
regation is rooted in assumptions and stereotypes about women’s lack of emotional 

2   As an exception to this, and as the documentary fi lm  Lioness  (Room 11 Productions) illustrates, 
the U.S. policy banning women from serving in direct ground combat has been, in practice, vio-
lated during the Iraq War. 
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toughness and the belief that mixed-gender units will undermine the “male bonding” 
central to the cohesion required of combat units ( Febbraro & McCann, 2003 ). 

 Women in the military often occupy lower level offi cer positions and can feel 
isolated in their workgroups. In 2004, women comprised 15 % of both the U.S. 
enlisted and offi cer force, yet U.S. military women are disproportionately repre-
sented in the lower enlisted and lower offi cer levels in all four branches of the 
Service (Moskos,  2007 ). Stoever, Schmaling, Gutierrez, Fonseca, and Blume ( 2007 ) 
found that, in their study of offi cers, being a woman was a negative predictor of pay 
grade, even after controlling for education and years of service. Rosabeth Moss 
Kanter’s theory of tokenism ( 1977 ) in the workplace holds that when a demographic 
group (here, women) equals less than fi fteen percent of a work group, as they do in 
many work groups within the military, they will be viewed predominantly as a 
member of that distinctive demographic group, and there will be pressure for them 
to occupy limited or stereotypically gender appropriate roles. As well, they likely 
face increased scrutiny of their labors and work product, and report isolation and 
polarization from the rest of the workgroup. This theory explains a number of fi nd-
ings regarding negative outcomes for women leaders in the military. For example, 
female offi cers are more likely to be underevaluated on performance reviews by 
male superiors when units are not gender balanced (Pazy & Oron,  2001 ). Kanter’s 
theory would predict that only when the number of women in military workgroups 
exceeds 15 % can women’s status be uplifted from tokenism to individual achieve-
ment, and gender power differentials begin to be remedied.   

    How Can Career Women “Win?”/Implications for 
Practitioners 

 The foregoing chapter has documented in detail the somewhat dismal plight of 
women in business and military careers. These circumstances notwithstanding, how 
can women “win,” that is, how can they be successful in careers where they are 
likely to be viewed stereotypically? In this section I offer two suggestions. First, 
many women have reframed their defi nitions of career success. Instead of objective 
indicators of career success such as hierarchical position in organizations (e.g., divi-
sion commander, vice-president, or CEO) or top salaries or pay grades, they will 
pursue other, perhaps more subjective career goals. In this vein, Mainiero and 
Sullivan ( 2005 ) write, rather than opting-out of paid work altogether or pursuing 
linear, hierarchical views of career progress, many women tend to pursue what these 
scholars call “kaleidoscope careers.” They fi nd that “many women [have] examined 
the opportunities, roadblocks, and possibilities, then forged their own approach to a 
career without regard for traditional career models and standard measures of 
achievement” (p. 108). These women tend to look at their needs and desires and 
adjust their career strivings to best fi t their circumstances at the time—circum-
stances like spouses’ geographical moves, the need to reduce stress or pursue 
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achievement or education milestones, the desire for a challenge, or the need for 
fl exibility or security. Finding careers that allow for these factors, reevaluating indi-
vidual needs periodically over the life course, and making changes to satisfy emer-
gent needs is what the kaleidoscope career is all about. However, let me be clear. 
Nothing in this discussion is intended to signal that women and mothers are not or 
should not be interested in more objective indicators of career success. While the 
popular press may make sensational claims that women are not interested in the top 
jobs and the large salaries that accompany them (Hoobler et al.,  In Press ; Mainiero 
& Sullivan,  2005 ), the research evidence paints a different picture. In fact, Eagly, 
Karau, Miner, and Johnson ( 1994 ) found that while men had a slightly higher over-
all motivation to manage (that is, the motivation to perform typical role require-
ments related to being a manager in a business organization), women actually scored 
higher than men on certain managerial tasks (e.g., the desire to be a fi gurehead, the 
desire to perform certain administrative tasks). And a report of what women in 
upper echelons in companies want fi nds that a full 55 % say their goal is to be CEO 
(Catalyst,  2003 ). So, while many women fi nd that spinning the kaleidoscope to 
make personal and family desires drop into place along with career strivings, a good 
many women are defi ning career success in ways that would have traditionally been 
seen as consistent with masculine values: advancement in hierarchies and attaining 
ever-increasing salaries. The important message is that a one-size-fi ts-all career is 
not the best for everyone nor the best at all times across the life course. Mainiero 
and Sullivan ( 2005 ) offer detailed suggestions for how organizations may remake 
themselves to aid in the creation of kaleidoscope careers. 

 Second, women should fi nd companies with organizational cultures that fi t their 
individual career goals. For mothers, it may be crucial to fi nd an employer that val-
ues their many social identities, and where participating in caregiving roles is not 
something that will detract from perceptions of competency and dedication 
(Hoobler,  2007 ). But also for single women, “family-friendly” organizations that 
value work-life balance and have human resource policies in place that demonstrate 
organizational commitment to multiple employee social identities is still recom-
mended. These are likely to be organizations where more women are employed 
(hence avoiding the tokenism effects detailed above). Moreover, the research has 
demonstrated that family-friendly cultures make for better workplaces for  all  
employees—including nonparents, men, and fathers. 

 Catalyst (Galinksy et al.  2003 ), a leading non-profi t research organization, sug-
gests that organizations should engage in the following initiatives to ensure the 
development of the next generation of leaders—both men and women: systematic 
career development and management for both genders; an inclusive work environ-
ment that values diversity, provides equal opportunities, and guards against dis-
crimination; and attention to work-life needs, including addressing the existence of 
cultural values and expectations of very long work hours, providing role models that 
support involvement in activities outside of work, and rethinking existing career 
paths. Inherent to these recommendations is that the organization must play a role 
in creating workplaces that are gender equitable. While interpersonal processes 
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(e.g., supervisors’ perceptions) are important to women’s career advancement, the 
organization has responsibility for this as well. 

 The good news is that many women do make it work—balancing both percep-
tions of themselves and outside commitments with satisfying career progress. 
Ezzedeen and Ritchey ( 2009 ) found that through a complex mix of value systems, 
personal and professional social support, and life-course strategies akin to the kalei-
doscope career idea, executive women were able to advance their careers and at the 
same time maintain balance and satisfaction. They end their manuscript with a sug-
gestion that “women must embrace certain beliefs about their life roles and revisit 
what society considers appropriate. Women can reasonably expect to live with some 
disapproval when they bend social norms; however, …[women] also indicated that 
times were changing and gender roles were in fl ux” (p. 405). So, this chapter does 
draw a picture of the challenges women and mothers face in the workplace, but with 
an eye toward perceptions and stereotypes improving in upcoming decades and for 
successive generations.  

    Future Research 

 I conclude with the following suggestions for future research related to workplace 
perceptions of women and mothers. First, we must understand why social role 
theory- based stereotypes endure. Virginia Schein’s research illustrating “think 
leader, think male” is now, as mentioned, nearly 40 years old. Why do these percep-
tions allying males with leadership prowess persist? Boyce and Herd ( 2003 ) asked 
the tough question of whether there is legitimacy in “think leader, think male in the 
military.” That is, they ask whether the U.S military’s success in “achieving national 
and international military objectives throughout America’s history” (p. 376) is in 
part attributed to its masculine culture and requisite masculine leadership. They 
conclude that especially in these turbulent, dynamic times of global terrorism, the 
unprecedented need for smaller, more fl exible special operations forces (Burns, 
 2002 ) that are trained in a wide variety of skills including humanitarian, peace- 
keeping, and other unconventional efforts, requires a new kind of leadership. This 
leadership may take the form of a more fl exible leadership style (Thompson,  2000 ) 
that may be more charismatic and higher in consensus building, with overtones of a 
more traditionally feminine leadership approach. So, in the contemporary military 
climate, perhaps there is space to clear out old archetypes of leadership effective-
ness. There would be great value in testing the effectiveness of and best contexts for 
new, alternative leadership styles. 

 The second research recommendation is to more fully document the choices that 
women are making in regard to family life due to career considerations. The extant 
research has shown that career-focused women tend to put off having children until 
later in life and are less likely than their male counterparts to have children at all 
(Galinksy et al.  2003 ; Lundberg & Pollak,  2007 ). Military women are more likely 
than military men to have never married: Of battalion commanders, only 20.3 % of 
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women had children as compared to 98 % of men (Harris,  2009 ). Furthermore, as 
an anonymous reviewer suggested, research is needed to test whether, as this 
reviewer suspects, female offi cers may plan their fertility around their military 
careers (e.g., delaying having children or timing births around tours and deploy-
ments). Indeed research should uncover the family choices women make, including 
the extremes of not marrying and opting to forego motherhood, based in part on job 
schedules but also on women’s concern for others’ perceptions of their career com-
petency. These choices seem to signal a social problem and the need for cultural 
transformation of masculine-typed work organizations. 

 Third, the research on career-related perceptions of single workers who are 
child-free is sparse and can be hard to compare study-to-study. I feel more research 
attention is due this work subgroup. For example, future research could explore 
whether being single does enhance perceptions of career competency and commit-
ment, perhaps depending on the industry in which singles are employed. It is easy 
to imagine that in industries where long, billable hours are required, for example, in 
advertising and the legal profession, or in military deployments, this could be the 
case. Family responsibilities can be perceived by others as a source of stability, 
encumbrance, or somewhere in between the two, and these views may depend on 
the perceiver, the job, and the post. 

 The fi nal research idea comes from the dismantling of the “Don’t Ask, Don’t 
Tell” policy in the U.S. Military. Research could explore how non-traditional family 
structures including same-sex partnerships affect others’ perceptions of responsibil-
ity for caregiving, and, by extension, career competency and dedication. One 
research question could be: Do same-sex partner mothers fi nd that both parents are 
saddled with others’ perceptions of decreased competency?  

    Conclusion 

 In business and military organizations, there exists an uneasy tension between fam-
ily and career. This is in part rooted in women and mothers’ assumed caregiving 
roles being incompatible with perceptions of what it takes to be successful in and 
dedicated to modern-day organizations. Until such stereotypes are eliminated, solu-
tions lie in women fi nding organizations that fi t with current career and personal life 
goals, and reevaluating these as needs and desires change.     
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    Abstract     When a service member is injured in the line of duty, whether the injury 
is physical, psychological, or a combination, family members and relationships are 
impacted. This chapter looks at the etiology of self-reported deployment injury 
among a sample of National Guard service members who deployed to Iraq and 
Afghanistan between 2006 and 2009. This study explores how physical injuries 
relates to family functioning and mental health outcomes in the early post deploy-
ment phase of reintegration. In particular, we were interested in service members’ 
and spouses’ reports of relationship adjustment and parenting stress, and how 
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 families with a self-reported injury fared in comparison to families without an 
injury. Preliminary fi ndings with this sample suggest that a deployment injury may 
have more of an effect on the service members’ mental health and parenting stress 
than on their spouse or signifi cant other at this early readjustment period.  

  Keywords     National Guard   •   Injury   •   Family functioning  

        Understanding Resilience in Wounded Warriors 

    When a service member is injured in the line of duty, whether the injury is physical, 
psychological, or a combination, family members and relationships are impacted. 
While there is a growing body of literature on the effects of service member deploy-
ment to war and their related psychological concerns on family functioning (Erbes, 
Meis, Polusny, Compton, & MacDermid Wadsworth,  2012 ; Gewirtz, Polusny, 
DeGarmo, Khaylis, & Erbes,  2010 ; Gorman, Blow, Ames, & Reed,  2011 ), little is 
known about the effects of physical wounds on family functioning. In her compre-
hensive review of the literature on families in the times of the most recent wars, 
MacDermid Wadsworth concludes that there are many gaps when it comes to our 
understanding of family adaptation to physical wounds acquired in war (MacDermid 
Wadsworth,  2010 ). She makes the compelling argument an injury to a service mem-
ber leads to many changes for families that can include a change in family roles and 
structures as well as the overall family emotional climate. The current exploratory 
study aimed to identify the impact of a physical injury acquired during deployment 
on family functioning using two measures (relationship adjustment and parental 
stress), while also examining psychological symptoms (PTSD, depression, and 
alcohol use) of the service members and their spouses. A deployment injury was 
hypothesized to predict lower general family functioning and greater level of psy-
chological distress in both service members and their spouses.  

    Background 

    Physical Injury 

 The injuries sustained by service members during combat can potentially affect all 
members of the family system. The injuries may have either a physical or psycho-
logical etiology or a combination of the two, with varying levels of disability in each 
category. One method of injury surveillance for Iraq and Afghanistan are the medi-
cal evacuation records. Between March 2003 and August 2010, the number of non- 
hostile injuries (n = 10,383) was greater than the number of evacuees wounded in 
action (n = 8,954) (Fischer,  2010 ). Often non-combat related injuries are fractures, 
infl ammation/pain, and dislocation, and causes are sports/physical training, fall/
jumps, and motor vehicle-related incidents (Hauret, Taylor, Clemmons, Block, & 
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Jones,  2010 ). Amputations represented 1,621 of the evacuees during the same time 
period (Fischer,  2010 ). There are no studies we could fi nd that describe the impact 
of either combat or non-combat related injury on military family functioning.  

    Psychological Effect of Injury 

 In contrast to the number of studies looking at injury and family functioning out-
comes, there is a good deal of evidence to suggest that injury places service mem-
bers at risk for psychological diffi culties. Grieger and colleagues ( 2006 ) examined 
the rates and predictors of PTSD and depression among injured service members 
during and following hospitalization. Physical severity at 1 month was associated 
with both depression and PTSD at 7 months (Grieger et al.,  2006 ). Compared to 
their peers who were in the same combat situations but were not injured, the preva-
lence of PTSD in the injured group was signifi cantly higher (Koren, Norman, 
Cohen, Berman, & Klein,  2005 ). 

 Physical injuries that are readily apparent may make it easier for family members 
to adapt to the inevitable changes surrounding such injuries. Invisible wounds such 
as TBI or PTSD present military families with different struggles. Service members 
with these types of injuries often face an array of diffi culties including impaired 
decision making, irritability, memory loss, sleep problems, dizziness, intrusive trau-
matic memories, reduced processing speed, headaches, tinnitus, and other cognitive 
defi cits (   Kelly, Amerson, & Barth, 2012; MacGregor, Dougherty, Tang, & 
Galarneau, 2012). The psychological injuries are those that cannot readily be identi-
fi ed by non-professionals and have no apparent physical impairments. Often 
assessed through standardized measures, the service members report the level of 
psychological symptoms they are experiencing and the interference of these symp-
toms on daily living. Traumatic brain injury (TBI), the signature service member 
wound of this era, is the loss of brain function due to an open or closed wound to the 
head and subsequent biochemical events in the brain (Weinstein, Salazzar, & Jones, 
1995). While TBI has a physical component, mild TBI has a strong association with 
PTSD and physical health problems (   Hoge et al.,  2008 ) among returning Veterans. 
Thus, family diffi culties may be compounded by the ways in which such invisible 
physical injuries affect relationships. 

 The presence of both physical and psychological injuries is another salient chal-
lenge facing thousands of wounded veterans and their families. The asymmetric 
nature of war currently waged by enemy combatants (e.g., improvised explosive 
devices, explosively formed penetrators, etc.) coupled with US forces’ improved 
body armor, fi eld trauma care, and evacuation methods have resulted in higher sur-
vival rates among US forces; yet these advances have also increased the incidence 
of long and arduous recoveries from blast injuries. Frequently, survival after such 
trauma entails physical, neurological, and psychological recuperation that may then 
interact to exacerbate the underlying injury or prolong treatment. The compounded 
effects of multiple traumas likely present service members and their families with 
particularly diffi cult challenges (Kelly et al., 2012).  
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    Family Adaptation to Injury 

 Relatively little is known about how military spouses and signifi cant others cope 
with and adapt to life after the return of a recently wounded service member. 
Because the severity of impairment varies across injured veterans, the range of 
responses will likely vary considerably. Similarly, almost nothing is known about 
the factors that predispose families of wounded service members to increased risk 
and stress, or about families who may possess or enact certain protective factors. 
Factors such as parental stress during long deployments as well as dyadic stress 
before, during, and after deployment are obvious areas of interest when investigat-
ing risk factors for impaired family functioning in the face of injuries. But it is also 
essential to investigate the potentially powerful protective factors some families are 
able to muster. 

 In this chapter, we focus on physical wounds as the independent variable and we 
explore how these physical injuries relate to family and mental health outcomes in 
the early post deployment phase of reintegration. We are not necessarily excluding 
the possibility that both physical and psychological injury may coexist. In previous 
studies including our own, it is evident that psychological diffi culties affect fami-
lies. For example, studies show that depression is a strong predictor of poor family 
outcomes for both service members and spouses, (Blow et al.,  2013 ), that PTSD 
affects dyadic adjustment (Allen, Rhoades, Stanley, & Markman,  2010 ; Meis, 
Barry, Kehle, Erbes, & Polusny,  2010 ; Riggs, Byrne, Weathers, & Litz,  1998 ), and 
in particular the PTSD cluster of dysphoria (feelings of isolation, loss of interest in 
activities, irritability, and sleep disturbance) has a negative effect on dyadic func-
tioning (Erbes et al.,  2012 ). PTSD also affects parenting; Gewirtz et al. ( 2010 ) 
found that PTSD affects parenting and that those with higher PTSD symptoms 
experience more parenting challenges. In spite of the growing body of literature 
related to the effects of psychological symptoms in combat veterans on family well-
being, there is a dearth of studies focused on the impact of physical wounds on 
family functioning. 

 Cozza and colleagues have observed child distress in clinical treatment facilities 
of the moderate and severely injured service members, but far less is known about 
the family outcomes of those service members who were injured and have now 
returned to community life. In military treatment facilities, families with distress 
prior to the injury were at risk for higher levels of child distress and poorer family 
functioning following a deployment injury (Cozza et al.,  2010 ). Cozza et al. ( 2010 ) 
found that family disruption (changes in living arrangements, schedules, and par-
enting time) was a greater prediction of child distresses than injury severity. Further, 
families who had a high level of deployment stress prior to the injury were more 
likely to have the spouse report high levels of child distress following the injury 
(Cozza et al.,  2010 ). Even though Cozza and colleagues looked at disruption to 
child/family schedules, parental discipline, and impact on time spent with children, 
the study could have been benefi ted by measuring both parents’ perception of par-
enting stress.  
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    Systems Framework 

 The systems framework (Broderick & Smith,  1979 ) is the theoretical guide for our 
study question and hypotheses. To understand the complexity of a deployment 
injury on the individual, the couple relationship, and the parent–child dyad, it is 
necessary to take into account the interconnectedness of members of the family as 
well as multiple levels of infl uence. This perspective shows how the family system 
is a unit of inter-related personalities within a network of systems that can support, 
interfere with, or damage the family (Loukas, Twitchell, & Piejak,  1998 ). Strong, 
mutually supportive linkages between microsystems are needed for optimal nego-
tiation of challenging circumstances, a concept benefi cial in guiding research with 
this population. From a systemic perspective, family processes can reduce the stress 
of a deployment related injury.  

    Research Question and Hypotheses 

 This exploratory study is the fi rst to our knowledge to examine the relationship 
between the physical wounds of war and family functioning in a sample of National 
Guard service members who had recently returned from OIF/OEF deployment. We 
set out to answer/the following question: 

 What are the effects of combat injury on family functioning? We operationalized 
combat injury as a physical wound (self-report of a physical injury) and tested the 
following hypotheses:

    H1:  Physical injury in a service member will lead to higher levels of family distress 
for both the service member and his/her spouse.  

   H2:  Physical injury in a service member will lead to higher levels of psychological 
distress for both the service member and his/her spouse.      

    Methods 

    Participants and Procedure 

 Participants were recruited from National Guard members and their spouses/signifi -
cant others attending yellow ribbon reintegration events between October 2006 and 
September 2009. The 2-day reintegration programs took place approximately 45–90 
days following the service member’s return home from a 12 month deployment in 
either Operation Iraqi Freedom (OIF) or Operation Enduring Freedom (OEF). The 
study was announced to potential participants during a large meeting during the rein-
tegration weekend and volunteer participants fi lled out the anonymous/confi dential 
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survey which took approximately 30–40 minutes to complete. The study was 
approved by the Institutional Review Boards at Michigan State University and the 
University of Michigan. 

 The participants completing surveys collected between October 2007 and August 
2008 received a $10 gift card incentive for participation. There were 327 service 
members (40 % response rate) and 217 spouses and signifi cant others (36 % 
response rate) in the fi rst sample of data collected. The study participants who com-
pleted a survey in 2009 were paid a higher incentive of $25 with an overall response 
rate of 72 %. The 2009 sample had 579 service members and 321 spouses/signifi -
cant others completing the survey. The two samples were combined for the analyses 
of this study for a total of 906 National Guard members and 538 spouses/signifi cant 
others (N = 1,444) who were surveyed between 2007 and 2009. While the state 
where data was collected made every effort to have no more than one year deploy-
ment for three years of dwell time at home, it is possible that some participants 
could have volunteered and completed a survey for two separate deployments. 

 Because this study was interested in family outcomes, only those service mem-
bers who had a spouse or signifi cant other completing a survey were included in the 
subsample for this study; 525 linked couples in committed relationships and 364 
linked couples were parents. Table  13.1  summarizes the demographic characteris-
tics. The data set contains the following Military Occupational Specialties: infantry, 
cavalry, transportation, service personnel, medical support, military police, and 
security forces with the largest representation from infantry/cavalry. The service 
member sample was largely male while the spouse sample was overwhelmingly 
female. Caucasians made up 83 % of the sample with participation of African 
Americans (7 %), Hispanics (3.5 %), Native Americans (1.5 %), Asian Americans 
(2 %), and Multi-ethnic (1 %). In comparison to National Guard demographics 
(   DOD, 2006) at the national level our sample includes more males (89 % versus 
83 % nationally), more married (55.5 % versus 51 % nationally), and more with 
children (60 % versus 43 % nationally).

       Measures 

 Relationship adjustment and parental stress were the outcome variables related to 
family functioning. We were also interested in PTSD, depression and alcohol use. 
Self-report of injury was the independent variable used in analysis. 

    PTSD Symptoms 

 PTSD for the service member was measured by the Posttraumatic Stress Disorder 
Checklist-Military Version (PCL-M) (Weathers, Litz, Herman, Huska, & Keane, 
 1993 ) a 17 item self-report measure of DSM-IV symptoms of PTSD. The total 
PCL Cronbach’s alpha for this study was 0.94 for service members. Using the 
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reference point of 30 days, respondents were asked to answer each item related to 
their most distressing military event using a 5-point Likert type. Spouses did not 
complete the PCL in wave one, but did complete the 17-item PCL-C (Weathers 
et al.,  1993 ) in wave 2.  

   Table 13.1    Service member and spouse demographic variable for data collected in 2007–2008; 
2009 and combined for injury analysis   

 Characteristic 

 Service member  Spouse 

 2007–
2008 
 (n = 200) 

 2009 
 (n = 325) 

 Combined 
(n=525) 

 2007–
2008 
 (n = 200) 

 2009 
 (n = 325) 

 Combined 
 (n = 525) 

 Age 
  18–21,  n  (%)  0 (0)  42 (13.0)  42 (8.0)  7 (3.5)  70 (21.5)  77 (14.7) 
  22–30,  n  (%)  50 (25.0)  130 (40.5)  180 (34.5)  59 (29.5)  112 (35.0)  171 (32.7) 
  31–40,  n  (%)  68 (34.0)  89 (28.0)  157 (30.1)  73 (36.5)  94 (29.0)  167 (31.9) 
  41–50,  n  (%)  68 (34.0)  52 (16.0)  120 (23.0)  47 (23.5)  39 (12.0)  86 (16.4) 
  51 and over,  n  (%)  14 (7.0)  9 (2.5)  23 (4.4)  14 (7.0)  8 (2.5)  22 (4.2) 
 Gender 
  Female,  n  (%)  5 (2.5)  13(4.0)  18 (3.5)  192(97.5)  310 (95.5)  502 (96.1) 
  Male,  n  (%)  190 (97.5)  312 (96.0)  502 (96.5)  5 (2.5)  15 (4.5)  20 (3.8) 
 Ethnicity 
  African American, 

 n  (%) 
 22 (11.0)  13 (4.5)  35 (7.2)  17 (8.5)  13 (4.5)  30 (6.3) 

  Caucasian,  n  (%)  158 (80.0)  249 (87.0)  407 (83.9)  165 (83.5)  234 (84.0)  399 (83.3) 
  Hispanic,  n  (%)  3 (1.5)  12 (4.0)  15 (3.1)  3 (1.5)  16 (6.0)  19 (4.0) 
  Native American, 

 n  (%) 
 5 (2.5)  4 (1.5)  9 (1.8)  2 (1.0)  5 (1.5)  7 (1.5) 

  Asian American, 
 n  (%) 

 4 (2.0)  3 (1.0)  7 (1.4)  4 (2.0)  5 (1.5)  9 (1.9) 

  Multi-Ethnic, 
 n  (%) 

 3 (1.5)  3 (1.0)  6 (1.2)  3 (1.5)  2 (.5)  5 (1.0) 

  Other,  n  (%)  3 (1.5)  3 (1.0)  6 (1.2)  4 (2.0)  6 (2.0)  10 (2.0) 
 Education 
  ≤High School 

Diploma, 
 n  (%) 

 33 (16.5)  106(33.5)  139 (26.9)  40(20)  63(20)  103 (20.2) 

  ≤Associates 
Degree,  n  (%) 

 113 (56.5)  160 (50.5)  273 (52.8)  79(49.0)  188 (61.0)  287(56.4) 

  Bachelor’s degree, 
 n  (%) 

 41 (20.5)  40 (12.5)  81 (15.7)  47 (24.0)  46 (15.0)  93 (18.3) 

  ≥Graduate degree, 
 n  (%) 

 13 (6.5)  11 (3.5)  24 (4.6)  14 (7.0)  13 (4.0)  27 (5.3) 

 Military Rank 
  Enlisted,  n  (%)  161 (80.5)  275 (91.5)  436 (85.5)  N/A  N/A  N/A 
  Offi cer (w/WO), 

 n  (%) 
 39 (19.5)  27(8.5)  66 (12.9)  N/A  N/A  NA 

  Missing data—Percentages are calculated based on number of responses for each variable. Not all 
participants responded to all questions  
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    Depressive Symptoms 

 Depression was measured using the Beck Depression Inventory Second Edition 
BDI-II (Beck, Steer, & Brown,  1996 ) for the fi rst wave and the Patient Health 
Questionnaire PHQ-9 (Kroenke, Spitzer, & Williams,  2001 ) for the second wave of 
data collection. The BDI-II is a 21 item self-report inventory that is effective in 
discriminating among individuals with various levels of depression ranging from 
minimal to severe. The measure had a high internal consistency with a Cronbach’s 
alpha of 0.91. Similar to other studies (Bryant et al.,  2008 ; Segal et al.,  2006 ), we 
used a total score of 14 or greater on the BDI-II as meeting the criteria for likely 
depression. The PHQ-9 is a self-report instrument that assesses 9 DSM-IV symp-
toms of depression over a 2 week period, with total scores ranging from 0 to 27 
(Kroenke et al.,  2001 ). Cut off scores of 10 or higher indicate depressive symptoms. 
The PHQ-9 has acceptable reliability with a Cronbach’s alpha of 0.84 for this study. 
In order to standardize analyses for depression in the current study, we created a 
single standardized variable for depression across the entire sample by standardiz-
ing the BDI within sample one and standardizing the PHQ-9 within sample two.  

    Hazardous Alcohol Use 

 Alcohol use was assessed with the Alcohol Use Disorders Identifi cation Test 
(AUDIT; Saunders, Aasland, Babor, de la Fuente, & Grant,  1993 ). This 10 item 
instrument is scored on a 5-point Likert scale, with total scores ranging between 0 
and 40. An AUDIT score of 8 or higher indicates alcohol misuse. The instrument 
has good internal consistency, with a Cronbach’s alpha of .80.  

    Physical Injury 

 Physical injury was self-reported by the service member. Participants responded to 
a series of questions about their most recent deployment as well as a series of ques-
tions about a previous deployment experience. If the service member responded yes 
to “Were you wounded or injured?” during the most recent deployment or during a 
previous deployment they were classifi ed as having a deployment related injury.  

    Relationship Distress 

 Relationship distress was measured with the Revised Dyadic Adjustment Scale 
(Busby, Christensen, Crane, & Larson,  1995 ). The RDAS is a 14 item Likert-type 
scale and has multiple response choices. The total RDAS Cronbach’s alpha for this 
study was 0.88 for both service members and spouses. A criterion cutoff score to 
distinguish between distressed and non-distressed couples was established for the 
RDAS, with a score of 47 and below representing distressed, and a score of 48 and 
above representing non-distressed couples (Crane, Middleton, & Bean,  2000 ).  
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    Parenting Stress 

 Parental stress was measured using the Parental Stress Scale (Berry & Jones,  1995 ). 
The measure contains 18 Likert items with lower total scores refl ecting less stress 
associated with parenting. The test-retest reliability for the scale is r =.81 and the 
internal consistency is α = .83.  

    Combat Exposure 

 Combat exposure was assessed on the service members’ most recent deployment 
experience and a previous deployment experience for those service members with 
multiple deployments utilizing the four remaining variables of the combat exposure 
assessment. Combat exposure for the study analysis was computed based on four 
standardized items. We computed recent deployment exposure and previous deploy-
ment exposure utilizing the maximum of these two understanding that for some 
service members’ a previous deployment experience may have been more traumatic 
or vice versa. The correlation between maximum exposure and the injury variable 
was .257, p < .05.   

    Analysis 

 Multilevel modeling (MLM) was used to test whether deployment injury predicted 
lower family functioning or higher levels of psychological distress for service mem-
bers and their spouses. This data analytic approach allows for non-independence 
between service members’ and their spouses’ scores, and (unlike mixed-model 
ANOVA) it does not exclude cases in which one partner has missing data. Since 
MLM uses all available data in its estimates, missing data were not imputed. The 
MIXED procedure with SPSS software was used in the analysis. The estimation 
method was restricted maximum likelihood. In these analyses we tested whether 
there were mean differences as a function of injury status, role (i.e., service member 
versus spouse), and the interaction between injury status and role. The means, stan-
dard deviations, and F-tests are reported in the fi ndings.   

    Results 

 For this study, 513 service members (M = 49.52, SD = 9.59) and 512 spouses (M = 
49.29, SD = 9.85) completed the Revised Dyadic Adjustment Scale (RDAS). Of 
the participants completing the RDAS, 41 % (n = 211) of service members and 
38 % (n = 193) of spouses reported clinically distressed relationships. Of the paired 
couples, 363 service members (M = 36.40, SD = 9.42) and 360 spouses (M = 35.80, 
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SD = 9.90) completed the Parental Stress Scale (PSS). This demonstrated that 
participants were experiencing parenting stress; 46 % of service member (n = 165) 
who were parents (n = 363) and 43 % of spouses (n = 154) who were parents (n = 360) 
met the cutoff criteria for parental stress. 

 For this study, paired-sample  t  tests were conducted to compare the means of 
service members’ and spouses’ scores on family functioning variables. There was 
not a signifi cant difference in the report of dyadic adjustment  t (503) = .752,  ns  or 
parental stress  t (342) = .805,  ns . Our preliminary analysis suggests that service 
members and their spouses were similar in the report of dyadic adjustment and 
parental stress. Scores on family function variables were highly correlated. 

 A primary aim of the study was to understand how an injury affects family func-
tioning. For this sample, 499 service members responded to the question, “Were you 
wounded or injured in your most recent deployment?” Eleven percent (n = 55) 
reported that they had been wounded or injured. Service members were also asked 
if they had been wounded or injured in a previous deployment with 305 respondents 
and 220 non respondents. We attribute the missing data to the frequency of service 
members who were on their fi rst deployment (n = 278). A total of 38 service mem-
bers reported that they had been injured in a previous deployment. When an addi-
tional variable was created to combine these two questions, there were 74 reports of 
being wounded or injured in any deployment. 

 Because we were interested in the looking at psychological symptoms as an out-
come variable, we also did some frequency analysis of psychological injuries in the 
entire sample. We found that service members in the sample were experiencing 
symptoms to meet the cutoff criteria for depression (21 %; n = 109), PTSD (13 %; 
n = 63), and hazardous alcohol use (27 %; n = 140). Spouses were also experiencing 
symptoms consistent with depression (21 %; n = 110), PTSD (13 %; n = 62), and 
hazardous alcohol use (11 %; n = 57). We created a dichotomous variable for psy-
chological injury if the individual met the strict screening criteria for one or more 
behavioral health issues. Service members (43 %; n = 218) and spouses (33 %; n = 
159) indicated clinical ranges of psychological functioning 45–90 days 
post-deployment. 

    Testing the Effects of Injury on Service Members’ and Spouses’ 
Outcomes 

 Multilevel modeling was used to test whether deployment injury predicted lower 
family functioning or higher levels of psychological distress for service members 
and their spouses. This data analytic approach allows for non-independence between 
service members’ and their spouses’ scores, and (unlike mixed-model ANOVA) it 
does not exclude cases in which one partner has missing data. In these analyses we 
tested whether there were mean differences as a function of injury status, role (i.e., 
service member versus spouse), and the interaction between injury status and role. 
The means, standard deviations, and F-tests are reported in Table  13.2 .
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   Couple adjustment as measured by the RDAS (Busby et al.,  1995 ) was the fi rst 
family functioning variable examined in the study of 525 paired couples. As can be 
seen in Table  13.2 , there were no signifi cant differences for service members or 
spouses in dyadic adjustment as a function of injury. The MLM analysis was 
repeated controlling for combat exposure with no change in outcome of dyadic 
adjustment for injury main effect, role (service member verses spouse), or an inter-
action between injury and role. 

 Parental stress was the second family functioning variable of interest. The analy-
sis examining parental stress was restricted to families with children, and included 
a total of 364 paired couples. The role main effect suggests that parental stress was 
higher for service members (M = 36.40, SD = 9.42) than for spouses (M = 35.80, 
SD = 9.90). However, this effect was qualifi ed by a signifi cant interaction with 
injury status such that there was no role difference in parental stress for couples in 
the no injury group, F(1,284) = .01, p = .94, but there was a signifi cant role differ-
ence for deployment injury couples, F(1,51) = 4.68, p = .035. As shown in the table, 

     Table 13.2    Results from a multilevel model to test effects of deployment injury on service 
members’ and spouses’ report of relationship adjustment, parental stress, and psychological 
functioning (alcohol use, depression, and PTSD   )   

 No injury  Deployment injury 

 Injury main 
effect 

 Role main 
effect  Interaction 

 Service 
member  Spouse 

 Service 
member  Spouse 

 Dyadic Adjustment 
  M   49.97  49.41  48.17  48.54   F   1.31  0.02  0.80 
 ( SD )  (9.26)  (9.61)  (11.00)  (10.75)   (df)   (471)  (471)  (471) 
 Parental Stress 
  M   35.87  35.91  39.61  35.72   F   3.09  4.87*  5.14* 
 ( SD )  (9.02)  (9.70)  (10.19)  (11.10)   (df)   (354)  (347)  (347) 
 Alcohol Use 
  M   5.52  3.42  7.03  3.17   F   1.47  60.46**  5.40* 
 ( SD )  (5.59)  (3.81)  (7.28)  (4.53)   (df)   (478)  (476)  (476) 
 Depression (BDI) 
  M   7.65  9.01  14.22  8.74   F   5.70*  4.21*  11.59** 
 ( SD )  (6.79)  (8.93)  (8.86)  (8.02)   (df)   (194)  (193)  (193) 
 Depression (PHQ) 
  M   5.49  5.62  7.96  7.52   F   12.76**  0.09  0.28 
 ( SD )  (5.25)  (4.63)  (5.74)  (5.97)   (df)   (298)  (298)  (298) 
 Zdepression 
  M   −0.11  −0.02  0.49  0.19   F   18.18**  1.91  5.77* 
 ( SD )  (0.95)  (0.98)  (1.11)  (1.10)   (df)   (495)  (493)  (493) 
 PTSD (Sample 1) 
  M   29.71  –  46.00  –   F   36.82**  –  – 
 ( SD )  (11.65)  –  (19.24)  –   (df)   (192)  –  – 
 PTSD (Sample 2) 
  M   28.58  27.71  38.40  31.60   F   18.24**  6.60*  3.97* 
 ( SD )  (13.22)  (12.54)  (14.97)  (16.67)   (df)   (279)  (278)  (278) 
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service members who reported a deployment injury had signifi cantly higher parental 
stress than their spouses. The MLM analysis of parental stress was repeated controlling 
for the service members’ combat exposure. There were no statistically signifi cant 
changes in our fi ndings. 

 Alcohol use also showed a signifi cant role main effect such that on average ser-
vice members reported higher levels of hazardous alcohol use (M = 5.78, SD = 
5.87), than their spouses (M = 3.50, SD = 4.06). In addition, the interaction between 
injury status and role was statistically signifi cant. Examination of the means sug-
gests that injury status did not affect spouses’ alcohol use, F(1,489) = .25, p = .62) 
but it did affect service members’ hazardous alcohol use, F(1, 492) = 4.08, p = .04. 
Injured service members reported higher alcohol use than non-injured service 
members. 

 As we noted earlier, as can be seen in Table  13.2 , three variables were used to test 
the effects of deployment injury on depression: The BDI scores for sample 1, the 
PHQ scores for sample 2, and the z score for the BDI and PHQ of the full data set. 
In all three analyses there was a signifi cant main effect for injury. The injury main 
effect suggests that depressive symptoms were higher for individuals within a fam-
ily where the service member reported a deployment related injury (BDI M = 11.48, 
SD = 8.82; PHQ M = 7.74, SD = 5.83) than for individuals in families where there 
was no deployment injury reported (BDI M = 8.33, SD = 7.94; PHQ M = 5.56, 
SD = 4.94). The role main effect in sample 1 suggests that the overall depression 
scores was higher for spouses (M = 8.91, SD = 8.76) than for service members (M 
= 8.52, SD = 7.41). This effect was qualifi ed by a signifi cant interaction with injury 
status such that there was not a statistically signifi cant role difference in BDI scores 
for couples in the no injury group, F(1,168) = 3.60, p = .06, but there was a signifi -
cant role difference for deployment injury couples, F(1,26) = 5.73, p = .024. As 
shown in the table, service members in sample 1 who reported a deployment injury 
had signifi cantly higher depression scores than their spouses. When we controlled 
for combat exposure the main effect of injury dropped to F(1,194) = 3.73, p = .055, 
while the main effects for role and interaction remained statistically signifi cant. 

 However, for sample 2, examination of the means suggests that injury status 
affected both the spouses’, F(1, 294) = 5.93, p = .015) and the service members 
depression scores, F(1,297) = 8.48, p = .004. As seen in the table, the spouses in the 
non-injured couples had higher levels of depression than the service members. 
However, within the couples where a service member had reported a deployment 
injury, the reverse was true; the service members had higher depression scores than 
the spouses. 

 The PCL-M was completed by all service members in the study to assess their 
level of PTSD symptoms, and in the second sample, spouses also received the PCL-C 
to assess PTSD symptoms. Overall, there was a signifi cant injury effect on PTSD for 
service members F (1,478) = 51.33, p = .000. Service members who reported a deploy-
ment injury had higher levels of PTSD (M = 41.25, SD = 16.98) than non-injured 
service members (M = 29.02, SD = 12.61). In sample 1, univariate analyses showed 
a signifi cant main effect for injury on PTSD symptoms for the service members. 
In addition to the signifi cant main effect for injury, in sample 2 there were also main 
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effects for role. However, this effect was qualifi ed by a signifi cant interaction with 
injury status such that there was no role difference in PTSD for couples in the no 
injury group, F(1,326) = 1.56, p = .213, but there was a signifi cant role difference 
for deployment injury couples F(1,18) = 6.26, p = .022. As can be seen in the table, 
if there is no injury the PTSD is low for both service member and the spouse. When 
there is a deployment injury, PTSD is signifi cantly higher for the service member 
than the spouse.   

    Discussion 

 Findings from this study give us insight into the early reintegration processes for 
service members who have sustained an injury, in particular, the processes that 
infl uence how they relate to their intimate partners and children. An earlier study by 
our research team (Blow et al.,  2013 ) reported that psychological injuries such as 
depression have a strong negative effect on both service members and spouses 
dyadic adjustment post deployment. In the present study, we were interested in 
understanding how self-reported physical injuries were related to the psychological 
injuries and family functioning variables. Our fi ndings suggest that physical injuries 
only had an effect on the psychological adjustment of service members but not 
spouses at this early readjustment period. This included service members drinking 
more than their spouses, being more depressed, and having higher levels of PTSD. 
In addition, service members who experienced a physical injury were more 
depressed and had more symptoms of PTSD than service members who did not 
report an injury. When it came to family, a physical injury had no effect on dyadic 
adjustment; however it did have an effect for service members in terms of parenting 
stress. Specifi cally, service members who reported a deployment injury had signifi -
cantly higher parental stress than their spouses. 

 These fi ndings suggest that service members are struggling with all of the normal 
losses and transitions related to adjusting to life after a physical injury, and mental 
health factors are exacerbated in this process. Spouses on the other hand appear to 
be relatively unaffected at the 45–90 day post deployment event. This is perhaps 
because of their compassion for their partner’s condition and understanding related 
to the source of the concern and that the service member has not been home long 
enough for compassion fatigue to set in. This supposition for compassion and 
understanding related to the source of concern is based on similar fi ndings of 
   Renshaw et al. ( 2011 ) who showed that there is an attribution process related to how 
spouses interpret mental health symptoms post deployment; they are more under-
standing if symptoms are attributed to a war injury. 

 The cross-sectional nature of this study limits our ability to make causal infer-
ences or predict the long-term adjustment of either psychological health or family 
outcomes for either service members or the spouses and signifi cant others. The exist-
ing bodies of literature suggest that there is some burden associated with caring for 
veterans with PTSD (Calhoun, Beckham, & Bosworth,  2002 ). In addition to 
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caregiver burden, Calhoun and associates found spouses of veterans with PTSD had 
poorer psychological adjustment than did spouses of veterans with PTSD. The 
spouse who experiences exhaustion and burnout in caring for or wanting to help a 
distressed partner who has undergone a traumatic even may experience secondary 
traumatic stress (Dirkzwager, Bramsen, Ader, & van der Ploeg,  2005 ; Figley,  1998 ). 
It is simply too early in the reintegration process for our study sample to know 
whether spouses will remain unaffected by the service member injury over the life- 
course. We speculate that diffi culties in parenting for service members may be related 
to life changes as a result of the injury leading to changes in parenting activities. 

 An obvious limitation of the study was the inability to look at the interface of 
self-reported injury, family outcomes, and traumatic brain injury (TBI), the signa-
ture wound of confl icts in Iraq and Afghanistan. The study team collected TBI self- 
report data in the 2009 subsample with preliminary analysis showing 3 % of the 
service members in the subsample met the criteria for likely TBI. Because the sam-
ple size was not large enough to ensure adequate power for TBI analyses it was not 
included in our fi ndings. Future studies should look at the effects of TBI on family 
outcomes within this population. 

 Another limitation was that a physical injury was assessed by the service mem-
bers self-report of being injured or not, but we do not know the extent of these 
injuries. We do not know if injury was classifi ed as non-combat related or if the 
participant is a Purple Heart recipient. We do not know if the injury required evacu-
ation or the extent that the service member completed the mission for which they 
trained. We do not know whether the recovery took place on the forward operating 
base, at a military treatment facility that required the family to relocate, or if the 
recovery is ongoing. We also do not know whether the injury resulted in disability 
compensation or if the injury will delay the service member’s ability to return to 
civilian employment. Finally, we do not know the amount of time that has passed 
since the injury. Despite the limitation of the study, it identifi es some obvious gaps 
in the literature and the need to better understand the implication of service related 
injuries on psychological and family outcomes. 

    Implications 

 Based on background literature and clinical experiences, we would anticipate that 
the young amputee seeing his unit buddies for the fi rst time since the improvised 
explosive device caused him to lose consciousness would be in a very different place 
at the reintegration event 45–90 day post deployment than his fi fty year old counter-
part who was evacuated for stress injuries. We would also anticipate that these two 
service members would vary in present and future familial processes related to their 
reintegration and long term adjustment. Even though the study is limited in that it 
contains a spectrum of deployment related injuries without specifi cation, it begins 
to raise question and shed light onto the need to understand not only those with 
severe combat related injuries but also other types of deployment related injuries. 

L. Gorman et al.



255

On both ends of the spectrum, both the service member and their family/support 
systems will have to make sense of their experiences and grapple with how the 
deployment injury will or will not defi ne their subsequent life experiences. The mili-
tary and civilian supports should be sensitive to ecological factors that infl uence both 
psychological and family outcomes of the injured service members. The prevention 
and intervention strategies should build on positive coping strategies and familial 
processes that promote individual and family resilience. 

 Findings from this study suggest that injured service members may need indi-
vidually oriented interventions as they adjust to life after deployment including 
interventions for depression, PTSD, and alcohol misuse. In addition, they may need 
both individual and family based interventions related to parenting and establishing 
a new parental role post deployment injury. Programs to support wounded warriors 
and their families often focus on the severely injured service members. However, as 
Cozza et al. ( 2010 ) suggests, identifi cation and intervention with families of combat 
injured families experiencing distress and disruption is needed regardless of injury 
severity.      
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    Abstract     Family caregivers with adequate resources manage stress from caregiving 
more effectively, minimizing their risk for poor health. What resources caregivers 
have and how they use them may vary, however, by care recipients’ level of func-
tional dependence and relationship to the caregiver. Using a cross-sectional mailed 
survey, we assessed the coping behaviors and social, family, fi nancial, and internal 
resources used by caregivers of US veterans who sustained war-related polytrauma 
and traumatic brain injuries. We compared the resources of those caring for veter-
ans needing high and moderate levels of care and parent and spousal caregivers. 
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Spouses had fewer social and family resources and less self-esteem than parents. 
Parents had higher incomes, but less access to health insurance than spouses. Those 
caring for veterans with high needs compared to moderate needs were lonelier, but 
otherwise, resources did not differ. Caregivers, especially spouses, lacked many 
resources that could help them manage stress from caregiving.     
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     Research on caregiving consistently shows that, although there are positive aspects 
of providing care to someone (Cohen, Colantonio, & Vernich,  2002 ), caregivers 
face physical, emotional, cognitive, fi nancial and social challenges from caregiving 
(Baronet,  1999 ; Degeneffe,  2001 ; Raina et al.,  2004 ; Schulz & Martire,  2004 ). 
These challenges can exceed caregivers’ ability to manage the required demands, 
which in turn may affect their ability to self-care or provide appropriate support for 
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care recipients. Although the stressors that a caregiver faces may differ depending 
on a care recipient’s condition and severity, caregivers often rely on internal and 
external resources to help them cope and buffer the negative effects of stress 
(Killeen,  1990 ; Lazarus & Folkman,  1984 ). Resources can include anything from 
material and emotional assets to helpful or harmful coping behaviors. Examples of 
adaptive resources include adequate income, family members who are reliable and 
can provide emotional and practical support, and the confi dence that they can pro-
vide high quality care. Maladaptive resources are harmful behaviors or avoidance of 
one’s personal commitments and responsibilities that are used to cope with caregiv-
ing challenges and diffi cult situations. 

 Caregivers with adequate and benefi cial resources have been shown to manage 
stress more effectively and minimize their risk for poor health outcomes (Acton & 
Kang,  2001 ; Sorensen, Pinquart, & Duberstein,  2002 ;    Van Houtven et al.,  2013 ). 
Those with inadequate resources or maladaptive coping strategies, however, are less 
able to buffer the impact of caregiving challenges (Abe, Kashiwagi, & Tsuneto, 
 2003 ; Folkman,  1997 ; Gottlieb & Wolfe,  2002 ). For example, caregivers who use 
excessive alcohol consumption to cope with the strain of caregiving may put them-
selves or their care recipient at risk for poor health or injury (Bristowe & Collins, 
 1988 ; Homer & Gilleard,  1990 ). In order to promote psychological resiliency and 
reduce health risks, clinicians, social workers, policy makers, and researchers often 
look to develop or enhance benefi cial resources or intervene to reduce risk from 
potentially harmful coping behaviors. Assessing the availability of emotional, 
social, fi nancial and material resources and understanding the variation within a 
population of caregivers are important steps in identifying how best to intervene and 
provide caregiving support. 

 In this paper, we present data on the resources relied upon by one group of care-
givers, those providing care to Operation Iraqi Freedom (OIF) and Operation 
Enduring Freedom (OEF) service members and veterans with traumatic brain inju-
ries (TBI)/polytrauma (defi ned as a traumatic brain injury and at least one other 
injury to one or more body systems). Our previous work shows that within the mili-
tary and veteran population who has sustained TBI and polytrauma injuries, there is 
great variation in the severity of injuries and types of ongoing neurobehavioral 
symptoms (Sayer et al.,  2009 ). Likewise, there is variation in their need for long- 
term and ongoing care and assistance, but of those that need care, more parents than 
spouses take on the responsibilities of providing that care (Griffi n et al.,  2012 ). 
Given that parent and spouse caregivers of this population are relatively young and 
will likely need to draw on their resources for years to come, it is critical to assess 
variation in available resources across caregiver characteristics in order to deter-
mine the segments of the population in greatest need of support. Our analysis is 
exploratory in nature; however, based on evidence in the general caregiving litera-
ture, we hypothesize that resources will vary by severity of the care recipients’ 
injuries and their level of need, and the relationship between the care recipient and 
the caregiver (Bernard & Guarnaccia,  2003 ; Blacher,  2001 ; Eakes,  1995 ; Li, Seltzer, 
& Greenberg,  1997 ). On one hand, military and veteran benefi ts (e.g., health insur-
ance and survivor benefi ts) are structured to support spouses, not parents, but on the 
other, based on a life course perspective (Elder, Kirkpatrick Johnson, & Crosnoe, 
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 2003 ) which assumes that the sum of social and historical experiences and personal 
development infl uences behavior, parents may have developed more external (i.e., 
social support, caregiving assistance, assets) and internal resources (i.e., self- 
effi cacy, self-esteem, healthy behaviors) over time from which they draw. 

    Method 

 In 2005, the US Department of Veterans Affairs (VA) designated four inpatient 
Polytrauma Rehabilitation Centers (PRCs), one in each of the following cities: 
Minneapolis, Minnesota; Tampa, Florida; Palo Alto, California; and Richmond, 
Virginia. Skilled in providing care for the complex and unique rehabilitation needs 
of those moderately and severely injured in OEF/OIF, treatment teams at these 
centers demonstrate expertise in comprehensive interdisciplinary rehabilitation for 
polytrauma/TBI. Many US service members with polytraumatic injuries/TBI fi rst 
receive acute care at military hospitals overseas or stateside, and then are trans-
ferred to a PRC for inpatient rehabilitation (Friedemann, Sayer, & Pickett,  2008 ; 
Sigford,  2008 ). Those receiving inpatient care at a PRC present with an average of 
fi ve injuries, including penetrating and non-penetrating head injuries, and six 
physical or cognitive impairments. They are admitted at different levels of con-
sciousness, and with recent amputations, multiple fractures, burns, visual and 
hearing loss, pain, and post-traumatic stress disorder, among other consequences 
from their trauma (Friedemann-Sanchez, Sayer, & Pickett,  2008 ; Sayer et al.,  2008 ). 
Eighty-eight percent have some cognitive impairment (Sayer et al.,  2008 ). 

 Our investigation on caregiver resources is based on data from the Family and 
Caregiver Experiences Study (FACES), a cross-sectional study that characterized 
the caregiving experiences of those providing care to the service members and vet-
erans (whom we refer to as care recipients heretofore) treated and discharged from 
a PRC. Mailed surveys were used to quantitatively describe who cares for care 
recipients with polytrauma/TBI, what caregiving tasks caregivers perform, and the 
resources they have and use. 

    Participants 

 From administrative and hospital discharge data we identifi ed care recipients who: 
(1) served in the military during OEF/OIF; (2) had polytraumatic injuries, including 
a TBI; (3) received care from one of the four PRCs and were discharged between 
September, 2001 and February, 2009 to either an institution or a community setting; 
(4) had been discharged from a PRC for at least 3 months; and, (5) were still alive 
at the time the study was fi elded. 

 Figure  14.1  presents a fl ow chart outlining participant response. We attempted 
to mail surveys to the next-of-kin for all 1,045 eligible care recipients. We were 
not able to reach 20 % (n = 209) either by mail or telephone. Of the 80 % of 
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next-of-kin we did contact, 18 nominated an alternate person who they believed 
was the primary caregiver to receive the survey. A total of 564 surveys were com-
pleted and returned, which represents 53.9 % of the 1,045 next-of-kin originally 
identifi ed, and 67 % (n = 564) of the 837 caregivers verifi ed by phone or survey as 
the primary caregiver. Of those whom we identifi ed as caregivers, only 47 refused 
participation (6 %). For the purposes of this study on resources, we included only 
those who reported that they were the parent or spouse of the care recipient. Those 
with any other relationship to the care recipient (i.e. sibling or grandparent) were 
excluded (n = 36).

Participant response flow chart 

  Fig. 14.1    Participant response fl ow chart       
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   No data on demographic characteristics were available for non-responding 
 caregivers but information on their care recipients was available through VA admin-
istrative data. In order to assess potential response bias, we compared the age, gender, 
race and marital status of the care recipients of the 481 non-respondents to the 564 
respondents and found no signifi cant differences in care recipient characteristics. 
Similarly, we found no signifi cant differences by the geographic location of injury 
(e.g., Iraq/Afghanistan versus the United States) or mechanism of injury (e.g., bul-
let/blast, motor vehicle crash, or fall). However, we did fi nd that caregivers of those 
care recipients with lower functional status (as measured by FIM ®  rating, described 
below) at admission and discharge from the PRC were more likely to respond than 
caregivers of those with higher functional status.  

    Procedure 

 Care recipient demographics were collected using administrative and PRC discharge 
data, as were functional status measures. Injury details, including geographic loca-
tion and mechanism of injury, were supplemented using administrative data.  

 Caregiver resources were collected from a mailed questionnaire that included 
questions about both the care recipient and caregiver. The survey was conducted 
over 6 months in late 2009, using Dillman’s Tailored Design Method (Dillman,  2007 ). 
An introductory letter explaining the purpose of the study was mailed 5 days before 
the survey packet was sent. The initial survey packet included a cover letter, the 
questionnaire, and a postage-paid return envelope. Also included were instructions 
on how to nominate someone else in case the identifi ed next-of-kin thought that 
another person more aptly fi t the defi nition of primary caregiver. A $20 cash incen-
tive was included in the initial survey packet. Potential participants were given the 
option to refuse participation by a toll-free telephone call or mail. Study staff tele-
phoned participants 15 days after the initial mailing to verify delivery, whether the 
next-of-kin was, in fact, the caregiver and to answer questions about the question-
naire or study. A second mailing (with no incentive) was sent using an overnight 
delivery service to those who did not return the questionnaire within 21 days of the 
initial mailing. Study staff attempted a fi nal telephone call with non-responding 
next-of-kin 15 days after the second survey mailing. If a next-of-kin nominated 
someone else as the current primary caregiver, that nominee then received an initial 
mailing and equivalent follow up. Study protocols were reviewed and approved by 
the Institutional Review Boards at all four PRC sites.  

    Measures 

    Demographics 

 In the questionnaire, caregivers were asked to report on their demographics using 
standard single-item questions about age, race, ethnicity, marital and employment 
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status, number of years of schooling, annual income and their relationship to the 
care recipient. Caregivers were also asked to self-report their health status, using 
options from excellent to poor.  

    Care Recipient Characteristics 

 Caregivers were asked to report details on their care recipient’s injuries, including 
the amount of time the care recipient spent in coma after the injury. In order to 
assess ongoing care needs of the care recipient, caregivers were asked whether the 
care recipient required help or support with activities of daily living (ADLs) or 
instrumental activities of daily living (IADLs). Using common assessments of 
ADLs and IADLs (Katz, Ford, Moskowitz, Jackson, & Jaffe,  1963 ; Lawton & 
Brody,  1969 ), caregivers reported what tasks they personally performed, help others 
provided (either from paid care attendants or unpaid family members and friends), 
or if no help was needed for specifi c tasks. Care recipients who needed help with 
any ADL were categorized as “high intensity” and those needing help with IADLs 
but not ADLs were categorized as needing “moderate intensity” help. For the analy-
sis presented herein, we do not include the caregivers who reported that the care 
recipient did not need help with either ADLs or IADLs, since they were least likely 
to be actively providing day-to-day care that included caregiving-related demands 
that taxed or exceeded their resources. Our sample, therefore, is limited to the 369 
parent and spouse caregivers who provide high and moderate intensity help. In 
order to assess other responsibilities that may affect the availability or access to 
resources, caregivers were also asked if in addition to caregiving, they worked for 
pay or were the care recipient’s legal guardian. 

 Care recipients’ functional independence was assessed at both admission to and 
discharge from the PRC using the FIM ®  rating (previously referred to as Functional 
Independence Measure). The FIM ®  rating is an 18-item functional assessment tool 
commonly used in rehabilitation populations. Ratings range from one, indicating 
the patient requires total assistance or “performs less than 25 % of the task,” to 
seven, indicating that the patient is completely independent. Therefore, a rating 
from one to six indicates that the care recipient requires some assistance, supervi-
sion or support. Total ratings range from 18 to 126 and lower ratings indicate greater 
need of supervision or support.  

    Caregiver Resources 

 Caregivers were asked a series of questions to assess resources. Caregiver resources 
were categorized into social resources (e.g., social support, social isolation, avail-
ability of help, sources of assistance with care), family resources (e.g., family func-
tioning), fi nancial resources (e.g., household income, access to health insurance), 
internal resources (e.g., self-effi cacy, self-esteem) and coping behaviors. 

 A modifi ed version of the ENRICHD social support instrument (ESSI), a vali-
dated measure of social support was used to assess the emotional, instrumental, 
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informational, and appraisal attributes associated with social support (Vaglio et al., 
 2004 ). The scale had excellent internal reliability (α = 0.91) in our sample. Given the 
social isolation that often accompanies caregiving, we also assessed loneliness 
using three items from the UCLA Loneliness scale (Russell,  1996 ). This scale also 
had excellent internal reliability within our sample (α = 0.89). Availability of help 
with caregiving was assessed by asking, “If or when you need help (from friends, 
family, etc) how much would you get?” with answers ranging from a great deal to 
no help. Caregivers were also asked who provides assistance to the care recipient. 
Answers included the primary caregiver only; caregiver and paid care providers; 
caregiver and unpaid family members or friends; caregiver and others (e.g., advo-
cacy groups, veteran or military organizations); or caregiver and two or more of the 
aforementioned sources. 

 For family resources, caregivers were asked to complete the general functioning 
scale in the McMaster Family Assessment Device (FAD) (Epstein, Baldwin, & 
Bishop,  1983 ). This instrument is a commonly used assessment of a family’s overall 
ability to cooperate with each other. It, too, had excellent internal reliability in our 
sample (α = 0.92). 

 We assessed monetary resources (i.e. annual household income, including money 
from jobs and net income from business or a farm, and pensions, dividends, interest, 
Social Security and disability payments) and access to health insurance. Health 
insurance is a resource that enables caregivers to access health care services when 
needed and, in turn, may reduce the risk of caregivers forfeiting their own health for 
the sake of their care recipient. 

 Self-effi cacy and self-esteem were measured to assess internal resources that 
caregivers may draw on to buffer stressors. Self-effi cacy was measured using two 
items: “How confi dent are you that you can take care of your care recipient’s physi-
cal needs” and “How confi dent are you that you can take care of your care recipi-
ent’s emotional needs.” Response options ranged from not at all confi dent to 
extremely confi dent. Self-esteem was measured using Rosenberg’s self-esteem 
scale (Rosenberg,  1965 ), a validated, widely-used scale of self-esteem with excel-
lent internal reliability in our sample (α = 0.90). 

 Coping behaviors were measured in two ways. First, caregivers were asked how 
often, when under stress, they did any of the following things: eat, exercise, watch 
television, read, take medication to calm oneself, or talk to a counselor or therapist. 
Answers ranged from never to often, and were then recoded into often/sometimes 
and never/rarely. Second, they were asked a separate set of questions from the 
Behavioral Risk Factor Surveillance System (CDC) ( 2008 ), related to their drinking 
and smoking behavior.   

    Analysis Strategy 

 Simple summary statistics and tests of association were used to describe differences 
by relationship to care recipient and intensity of care recipient needs. First, we com-
pared demographics and caregiver self-reported health status by these variables. 

J.M. Griffi n et al.



267

Second, we used indicators of the care recipient’s injury severity (i.e., loss of 
 consciousness and FIM® ratings) and indicators of the caregivers’ ongoing respon-
sibilities (i.e., hours spent caregiving and legal guardianship) and compared them by 
relationship and intensity of care recipient’s current care needs. Third, we examined 
caregiver resources for all caregivers and then compared each set of resources by 
relationship and intensity of care recipient’s current care needs. Finally, in order to 
determine if other variables explained the bivariate association between parents and 
spouses and care needs, we tested in a series of multiple linear regression models, 
the relationship between resources and two main predictors, relationship and care 
recipient needs. Indicators of each type of resources were chosen based on the 
bivariate analysis. Household income and education were included as covariates 
because of their strength of association with each resource. We fi rst fi t each model 
with the two main predictors and then fi t each model with education and household 
income. Finally, we added whether the care recipient and caregiver lived together 
and whether the caregiver was the care recipient’s legal guardian, two additional 
variables that may infl uence the availability of caregiver resources.   

    Results 

 In our sample, 60.2 % of caregivers were parents and 39.8 % were spouses. Nearly 
32 % of caregivers reported that the injured care recipient had high intensity needs 
and 68 % had moderate intensity needs. Differences in demographics by relation-
ship to the care recipient and the care recipient’s intensity of need are reported in 
Table  14.1 . As expected, parents were older than spouses, however, parents were 
relatively young (mean age, 55 years). Our sample included almost 20 % male care-
givers. Most were fathers (31 % of all parents), rather than husbands (3 % of all 
spouses). More spouses (77.6 %) than parents (64.8 %) attended or graduated from 
college. Parents and spouses did not differ by race, ethnicity, or self-reported health. 
Of the parents, 64.4 % (n = 143) were married and 30.6 % (n = 68) were either 
divorced or separated (data not shown). The only signifi cant demographic differ-
ence by intensity of need was that those caring for care recipients with moderate 
intensity needs were signifi cantly more likely to be working for pay than those car-
ing for care recipients with high intensity needs.

   Data presented in Table  14.2  show the care recipient’s injury characteristics by 
both the caregiver’s relationship to the care recipient and the intensity of care recipi-
ent needs and includes corresponding p-values associated with overall differences 
across categories. Of the parents, over 51 % were caring for a care recipient who was 
in coma for more than a week after sustaining injuries, compared to 31 % of spouses. 
FIM ®  rating at both admission and discharge from the PRC were signifi cantly lower 
(lower functional ability) for care recipients cared for by parents than for spouses. 
Likewise, signifi cantly more parents than spouses had been named legal guardian 
for the injured care recipient. Over 43 % of spouses, however, reported currently 
spending 40 or more hours a week providing care to the injured care recipient, and 
for parents, 28 % reported working an equivalent number of hours. 
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   Table 14.1    Bivariate differences in demographics and health status by relationship and intensity 
of care recipient’s need   

 Variable 

 Relationship to care 
recipient 

 Level of care recipient 
care needs 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

 High need 
31.7 % 
(n = 117) 

 Moderate 
need 
 68.3 % 
(n = 252)  p-value 

 Age  <0.001  <0.001 
  Under age 30  0  37.2 % (55)  14.5 % (17)  15.1 % (38) 
  Age 30–44  5.9 % (13)  44.2 % (65)  23.9 % (28)  19.8 % (50) 
  Age 45–59  66.7 % 

(148) 
 16.3 % (24)  47.0 % (55)  46.4 % 

(117) 
  Age 60 or above  22.1 % (49)  0  10.3 % (12)  14.7 % (37) 
  Missing  5.4 % (12)  2.0 % (3)  4.3 % (5)  4.0 % (10) 
 Gender  <.001  0.56 
  Male  30.6 % (68)  3.4 % (5)  17.9 % (21)  20.6 % (52) 
  Female  67.6 % 

(150) 
 95.9 % 

(141) 
 80.3 % (94)  78.2 % 

(197) 
  Missing  1.8 % (4)  0.7 % (1)  1.7 % (2)  1.2 % (3) 
 Race  0.87  0.35 
  White  73.0 % 

(162) 
 74.1 % 

(109) 
 68.4 % (80)  75.8 % 

(191) 
  African American  10.4 % (23)  8.2 % (12)  12.8 % (15)  7.9 % (20) 
  More than 1 race  3.2 % (7)  4.8 % (7)  2.6 % (3)  4.4 % (11) 
  Other  5.0 % (11)  5.4 % (8)  6.0 % (7)  4.8 % (12) 
  Unknown  8.6 % (19)  7.5 % (11)  10.3 % (12)  7.1 % (18) 
 Ethnicity—Latino/

Hispanic 
 11.3 % (25)  8.8 % (13)  0.36  14.5 % (17)  8.3 % (21)  0.06 

 Highest year of 
education 

 0.04  0.08 

  ≤ High school 
graduate 

 32.9 % (73)  21.1 % (31)  28.2 % (33)  28.2 % (71) 

  Some college or 
trade school 

 40.5 % (90)  49.7 % (73)  51.3 % (60)  40.9 % 
(103) 

  ≥ Bachelors Degree  24.3 % (54)  27.9 % (41)  18.8 % (22)  29.0 % (73) 
  Missing  2.3 % (5)  1.4 % (2)  1.7 % (2)  2.0 % (5) 
 Self-reported health  0.86  0.24 
  Excellent  12.6 % (28)  12.9 % (19)  9.4 % (11)  14.3 % (36) 
  Very good  23.9 % (53)  23.8 % (35)  22.2 % (26)  24.6 % (62) 
  Good  34.7 % (77)  40.1 % (59)  35.0 % (41)  37.7 % (95) 
  Fair  21.2 % (47)  17.7 % (26)  23.9 % (28)  17.9 % (45) 
  Poor  5.4 % (12)  4.8 % (7)  7.7 % (9)  4.0 % (10) 
  Missing  2.3 % (5)  0.7 % (1)  1.7 % (2)  1.6 % (4) 

   Note : High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs  
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   Table 14.2    Bivariate differences in care recipient’s injury characteristics and caregivers 
responsibilities by relationship and intensity of care recipient’s need   

 Variable 

 Relationship to care recipient  Level of care recipient care needs 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

 Care recipient injury characteristics 
  Length of coma/

loss of 
consciousness a  

 <.001  0.07 

   None  5.9 % (13)  10.9 % (16)  6.0 % (7)  8.7 % (22) 
   30 min or less  9.0 % (20)  22.4 % (33)  15.4 % (18)  13.9 % (35) 
   More than 30 

min, but less than 
1 week 

 18.5 % (41)  18.4 % (27)  14.5 % (17)  20.2 % (51) 

   1 week or more  51.4 % 
(114) 

 30.6 % (45)  51.3 % (60)  39.3 % (99) 

   Caregiver did not 
know coma status 

 12.6 % (28)  16.3 % (24)  8.5 % (10)  16.7 % (42) 

   Caregiver did not 
respond to 
question 

 2.7 % (6)  1.4 % (2)  4.3 % (5)  1.2 % (3) 

  Admission FIM ®  
rating median 
(range) b  

   Cognitive  18 (5–35)  27 (5–35)  <.001  17 (5–35)  25 (5–35)  <.001 
   Motor  53 (13–91)  76.5 

(13–91) 
 <.001  34 (13–91)  70.5 

(13–91) 
 <.001 

   Total  72 (18–126)  102 
(18–126) 

 <.001  51 (18–126)  93 (18–126)  <.001 

  Discharge FIM ®  
rating median 
(range) b  

   Cognitive  30 (5–35)  32 (5–35)  <.001  27 (5–35)  31 (5–35)  <.001 
   Motor  85 (13–91)  90 (13–91)  <.001  76 (13–91)  89 (13–91)  <.001 
   Total  115 

(18–126) 
 119 

(18–126) 
 <.001  102 

(18–126) 
 118 

(18–
126) 

 <.001 

 Caregiving responsibilities 
  Hours per week 

spent providing 
care 

 <.001  <.001 

   Less than 5 h  39.6 % (88)  14.3 % (21)  8.6 % (10)  39.3 % (99) 
   5–19 h  15.8 % (35)  17.0 % (25)  8.6 % (10)  19.8 % (50) 
   20–39 h  7.7 % (17)  18.4 % (27)  12.0 % (14)  11.9 % (30) 
   40–79 h  6.8 % (15)  13.6 % (20)  16.2 % (19)  6.4 % (16) 
   80 h or more  21.6 % (48)  29.9 % (44)  49.6 % (58)  13.5 % (34) 
   Did not quantify 

hours 
 8.6 % (19)  6.8 % (10)  5.1 % (6)  9.1 % (23) 

  Caregiver is named 
care recipient’s 
legal guardian 

 28.4 % (63)  9.5 % (14)  <.001  31.6 % (37)  15.9 % (40)  <.001 

   Note . High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs 
  a Caregiver proxy report 
  b The total FIM ®  rating is the sum of cognitive and motor ratings. The range for total FIM ®  rating 
is 18–126, for cognitive is 5–35, and for motor is 13–91  
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(continued)

    Table 14.3    Bivariate differences in caregiver’s resources by relationship and intensity of care 
recipient’s need   

 Relationship to care recipient 
 Level of care recipient 
care needs 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

 Social resources 
  Availability of help 

from friends, 
family, etc a  

 <0.001  0.36 

   A great deal/some 
help 

 71.6 % 
(159) 

 51.7 % (76)  61.5 % (72)  64.7 % 
(163) 

   A little help  13.1 % (29)  34.0 % (50)  23.1 % (27)  20.6 % (52) 
   No help  10.8 % (24)  14.3 % (21)  12.8 % (15)  11.9 % (30) 
   Missing  4.5 % (10)  0  2.6 % (3)  2.8 % (7) 
  Who provides 

assistance to care 
recipient 

   Primary caregiver 
only 

 41.4 % (92)  54.4 % (80)  0.01  31.6 % (37)  53.6 % 
(135) 

 <0.01 

   Caregiver and 
paid providers 

 21.2 % (47)  34.7 % (51)  <0.01  38.5 % (45)  21.0 % (53)  <0.01 

   Caregiver and 
unpaid family 
members/friends 

 23.9 % (53)  5.4 % (8)  <.001  14.5 % (17)  17.5 % (44)  0.48 

   Caregiver and 
others (e.g., 
advocacy groups, 
Veteran 
organizations) 

 3.6 % (8)  1.4 % (2)  0.19  5.1 % (6)  1.6 % (4)  0.05 

   Caregiver and  two  
or more other 
sources 

 9.9 % (22)  4.1 % (6)  0.04  10.3 % (12)  6.3 % (16)  0.19 

  Social Support 
(range = 7–35, 
mean, sd) b  

 25.6 (7.4)  22.8 (6.6)  <.001  23.7 (7.2)  24.8 (7.2)  0.16 

  Loneliness 
(range = 3–15, 
mean, sd) c  

 6.3 (3.4)  8.6 (3.2)  <.001  7.9 (3.3)  7.0 (3.6)  0.02 

 Family resources 
  Family functioning 

(range = 1–4, mean, 
sd) c  

 1.7 (0.6)  2.0 (0.6)  <.001  1.8 (0.6)  1.9 (0.6)  0.48 

 Financial resources 
  Caregiver’s 

household annual 
income 

 <0.01  0.29 
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 Relationship to care recipient 
 Level of care recipient 
care needs 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

 Parent 
 60.2 % 
(n = 222) 

 Spouse 
 39.8 % 
(n = 147)  p-value 

   ≤$30,000  23.9 % (53)  15.6 % (23)  21.4 % (25)  20.2 % (51) 
   $30,001 to 

$50,000 
 18.9 % (42)  34.7 % (51)  31.6 % (37)  22.2 % (56) 

   $50,001 to 
$80,000 

 25.2 % (56)  29.9 % (44)  23.1 % (27)  29.0 % (73) 

   ≥$80,000  17.1 % (38)  12.2 % (18)  14.5 % (17)  15.5 % (39) 
   Missing  14.9 % (33)  7.5 % (11)  9.4 % (11)  13.1 % (33) 
  Caregiver is 

currently working 
 45.5 % 

(101) 
 43.5 % (64)  0.47  29.9 % (35)  51.6 % 

(130) 
 <.001 

  Caregiver has health 
insurance 

 69.4 % 
(154) 

 87.1 % 
(128) 

 0.01  76.1 % (89)  76.6 % 
(193) 

 0.16 

 Internal resources 
  Self-effi cacy 

(range = 1–5, mean, 
sd) b  

 3.6 (1.0)  3.5 (1.0)  0.17  3.7 (1.0)  3.5 (0.9)  0.14 

  Self-esteem 
(range = 13–40, 
mean, sd) b  

 33.7 (4.8)  31.1 (6.2)  <.001  32.3 (5.9)  32.8 (5.4)  0.50 

 Coping strategies 
  Eating d   66.2 % 

(147) 
 83.7 % 

(123) 
 <.001  69.2 % (81)  75.0 % 

(189) 
 0.75 

  Watching TV d   79.3 % 
(176) 

 77.6 % 
(114) 

 0.58  70.1 % (82)  82.5 % 
(208) 

 0.02 

  Reading, % d   71.2 % 
(158) 

 57.8 % (85)  .01  63.2 % (74)  67.1 % 
(169) 

 0.06 

  Taking medication 
to calm yourself d  

 19.4 % (43)  29.3 % (43)  0.06  27.4 % (32)  21.4 % (54)  0.35 

  Exercising d   57.7 % 
(128) 

 50.3 % (74)  0.29  47.0 % (55)  58.3 % 
(147) 

 0.10 

  Talking to a 
counselor or 
therapist d  

 12.6 % (28)  18.4 % (27)  0.11  12.8 % (15)  15.9 % (40)  0.86 

  Drinking behavior 
   Binge drinker  17.6 % (39)  21.1 % (31)  0.79  12.0 % (14)  22.2 % (56)  0.08 
   Heavy drinker  5.9 % (13)  6.1 % (9)  0.83  6.0 % (7)  6.0 % (15)  0.62 
  Smoking behavior 
   Current smoker  23.9 % (53)  23.8 % (35)  0.84  28.2 % (33)  21.8 % (55)  0.15 

   Note . High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs 
  a Caregivers provided responses to the question, “If or when you need help (from friends, family, 
etc.), how much would you get?” 
  b Higher score indicates better functioning 
  c Lower score indicates better outcome 
  d Caregivers who responded “sometimes or always”  

Table 14.3 (continued)
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For those caring for care recipients with high intensity needs, over 51 % reported 
the care recipient was in coma for more than 1 week after sustaining injuries, com-
pared to 39 % of those caring for care recipients with moderate intensity needs who 
reported the care recipient was in coma for 1 week or more post-injury. As expected, 
median FIM ®  rating at admission and discharge was lower for those with high inten-
sity needs than for those with moderate intensity needs. Signifi cantly more caregiv-
ers of care recipients with high intensity needs (31.6 %) were named legal guardian, 
compared to those caring for care recipients with moderate needs (15.9 %).

   In Table  14.3 , we report the overall availability of resources, such as social or 
family resources, and then compare different resources by relationship to care recip-
ient and care recipient’s intensity of need. We found that nearly 50 % of caregivers 
provide care to the care recipient without regular assistance from others. Another 
27 % provide care alongside paid care providers, and 17 % receive regular help 
from another unpaid family member or friend. Caregivers were also asked, during 
times that they need additional help if they receive it from family and friends, and 
the majority report they can count on a great deal or some help, however, over 12 % 
report they receive no help at all. Despite the fact nearly half of all caregivers report 
working for pay, 46 % have household incomes less than $50,000 a year. At least 
two-thirds of caregivers report eating, reading and watching television as ways they 
cope with stress, and 23 % say they take medication to calm themselves. Over half 
say they get some exercise, but less than 15 % see a therapist or counselor. Six per-
cent report they drink heavily and nearly 20 % report binge drinking. Nearly 24 % 
are current smokers.

   Spouses reported signifi cantly less social support and report more loneliness 
than parents. More spouses reported being the only one providing care (54.4 %) 
compared to parents (41.4 %). When asked how much help with caregiving respon-
sibilities they would get if needed, over 71 % of parents, but only 52 % of spouses 
reported that they would receive a great deal or some help. Spouses also reported 
signifi cantly lower family functioning than parents. Over half of spouses report hav-
ing household incomes of less than $50,000 a year, but they were signifi cantly more 
likely to have health insurance coverage (87.1 %) than parents (69.4 %). Parents 
also had low household incomes, with nearly 43 % having annual incomes of less 
than $50,000. Although spouses and parents did not differ in their reports of self- 
effi cacy, spouses reported signifi cantly lower self-esteem. Spouses reported coping 
with stress by eating more often than parents, and parents reported reading to allevi-
ate stress more often than spouses, but otherwise there were no signifi cant differ-
ences in coping behaviors, including drinking and smoking behaviors. 

 Differences in resources by intensity of need were not as consistent as fi ndings 
by relationship. Availability of social support and help when needed did not signifi -
cantly differ between those caring for care recipients with high needs and moderate 
needs. More moderate intensity caregivers (53.6 %) than high intensity caregivers 
(31.6 %) reported being the only caregiver. However, high intensity caregivers were 
more socially isolated. Caregivers of care recipients with moderate and high inten-
sity needs did not differ signifi cantly by family functioning, access to health 
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   Table 14.4    Summary of standardized linear regression coeffi cients for variables predicting social 
resources   

 Dependent 
variable  Independent variables  B (SE)  β 

  Caregiver Social Support  
 Step 1:  Relationship to care recipient (ref: parent)  −2.77 (0.76)  −0.19*** 

 Intensity of need (ref: high needs)  0.99 (0.81)  0.07 
 Step 2:  Relationship to care recipient (ref: parent)  −2.72 (0.79)  −0.19*** 

 Intensity of need (ref: high needs)  0.81 (.83)  0.05 
 Education  −0.92 (0.57)  −0.09 
 Household income  1.63 (0.41)  0.23*** 

 Step 3:  Relationship to care recipient (ref: parent)  −2.46 (0.94)  −0.17** 
 Intensity of need (ref: high needs)  0.78 (0.85)  0.05 
 Education  −0.99 (0.58)  −0.10 
 Household income  1.58 (0.42)  0.23*** 
 Lives with veteran  −0.30 (1.01)  −0.02 
 Legal guardian of veteran  0.44 (1.05)  0.02 

  Caregiver Loneliness  
 Step 1:  Relationship to care recipient (ref: parent)  2.28 (0.36)  0.32*** 

 Intensity of need (ref: high needs)  −0.79 (0.38)  −0.11* 
 Step 2:  Relationship to care recipient (ref: parent)  2.29 (0.38)  0.32*** 

 Intensity of need (ref: high needs)  −0.77 (0.40)  −0.10* 
 Education  0.41 (0.27)  0.09 
 Household income  −0.68 (0.20)  −0.19** 

 Step 3:  Relationship to care recipient (ref: parent)  2.27 (0.46)  0.31*** 
 Intensity of need (ref: high needs)  −0.82 (0.41)  −0.11* 
 Education  0.35 (0.28)  0.07 
 Household income  −0.72 (0.20)  −0.21*** 
 Lives with veteran  −0.29 (0.49)  −0.04 
 Legal guardian of veteran  −0.51 (0.50)  −0.06 

   Note . High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs 
 Statistical signifi cance of t-test: * p < .05, ** p < .01, *** p < .001  

insurance, self-effi cacy, or self-esteem. Nor did they differ by most coping strate-
gies, including talking to a counselor or therapist or alcohol and smoking behaviors. 
The only exception was for caregivers of those with moderate intensity needs, who 
reported watching more television to cope with stress (82.5 % vs. 70.1 %). 

 The standardized regression coeffi cients for indicators of social resources (i.e., 
social support and loneliness); family resources (i.e., family functioning); fi nancial 
resources (i.e., health insurance coverage); and internal resources (i.e., caregiver 
self-esteem) are presented in Tables  14.4 ,  14.5 ,  14.6  and  14.7 , respectively. The 
multivariate models mirror the bivariate fi ndings shown in Table  14.3 . Being a 
spouse was signifi cantly associated with fewer social, family and internal resources, 
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but spouses were signifi cantly more likely to have health care insurance than 
 parents. Intensity of care recipient need was signifi cantly associated with caregiver 
loneliness, but not with other resources. After adjusting for education and house-
hold income in Step 2, and co-habitation and legal guardianship status in Step 3, 
there was little to no change in the associations between relationship to care recipi-
ent, intensity of care recipient needs and each resource.

   Table 14.5    Summary of standardized linear regression coeffi cients for variables predicting family 
resources   

 Family functioning  Independent variables  B (SE)  β 

 Step 1:  Relationship to care recipient (ref: parent)  0.29 (0.07)  0.23*** 
 Intensity of need (ref: high needs)  0.07 (0.07)  0.05 

 Step 2:  Relationship to care recipient (ref: parent)  0.29 (0.07)  0.23*** 
 Intensity of need (ref: high needs)  0.07 (0.08)  0.05 
 Education  0.07 (0.05)  0.08 
 Household income  −0.06 (0.04)  −0.10 

 Step 3:  Relationship to care recipient (ref: parent)  0.38 (0.08)  0.30*** 
 Intensity of need (ref: high needs)  0.04 (0.08)  0.03 
 Education  0.05 (0.05)  0.06 
 Household income  −0.07 (0.04)  −0.11 
 Lives with veteran  −0.26 (0.09)  −0.18*** 
 Legal guardian of veteran  −0.06 (0.09)  −0.04 

   Note . High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs 
 Statistical signifi cance of t-test: *** p < .001     

   Table 14.6    Summary of standardized linear regression coeffi cients for variables predicting 
fi nancial resources   

 Caregiver health 
insurance coverage  Independent variables  B (SE)  β 

 Step 1:  Relationship to care recipient (ref: parent)  0.09 (0.04)  0.15** 
 Intensity of need (ref: high needs)  0.06 (0.04)  0.09 

 Step 2:  Relationship to care recipient (ref: parent)  0.11 (0.04)  0.17** 
 Intensity of need (ref: high needs)  0.05 (0.04)  0.07 
 Education  0.04 (0.03)  0.09 
 Household income  0.08 (0.02)  0.26** 

 Step 3:  Relationship to care recipient (ref: parent)  0.12 (0.04)  0.19** 
 Intensity of need (ref: high needs)  0.06 (0.04)  0.09 
 Education  0.05 (0.03)  0.11 
 Household income  0.09 (0.02)  0.28** 
 Lives with veteran  0.004 (0.05)  0.005 
 Legal guardian of veteran  0.07 (0.05)  0.09 

   Note . High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs 
 Statistical signifi cance of t-test: ** p < .01  
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          Discussion 

 This study provides novel and important information on informal caregiving 
provided to care recipients with TBI/polytrauma and points to a need for interventions 
that are tailored according to the caregiver’s relationship with the care recipient. 
Our data show that parents provide care for more severely injured care recipients 
than spouses, but that they also have more social resources, greater family functioning, 
self-esteem, and, except for health insurance coverage, fi nancial resources. Consistent 
with the life course perspective, these results likely refl ect their past experiences and 
knowledge of how to gather, retain and use resources, as well as having already 
reached their peak earning years. The results also likely refl ect the differences in the 
emotional relationship that distinguishes spouses from parents and children. 
Understanding the complexities of this relationship likely extends beyond the 
availability of resources we measured in our study; however, our data do suggest 
some possible explanations. With a traumatic injury, both parents and spouses take 
on a sudden new role as caregiver. However, with an adult child, parents revert back 
to a distant but familiar role of caring for their child. Although 30 % of the caregiv-
ing parents in our study were divorced, signifi cantly more reported they had a great 
deal of help and that family and friends provided additional help and support than 
spousal caregivers, which for many families includes the other parent and/or step-
parent of the care recipient or the care recipient’s adult siblings. Spouses, however, are 
faced with taking on a new role and have to adjust their life as a spouse to include 
being a caregiver to their partner, and in that role, they may not have the same exten-
sive network of functional family systems as parents. They also may experience the 
loss of their marital role, as they knew it prior to injury. 

   Table 14.7    Summary of standardized linear regression coeffi cients for variables predicting 
internal resources   

 Caregiver 
self-esteem  Independent variables  B (SE)  β 

 Step 1:  Relationship to care recipient (ref: parent)  −2.62 (0.59)  −0.23*** 
 Intensity of need (ref: high needs)  0.25 (0.62)  0.02 

 Step 2:  Relationship to care recipient (ref: parent)  −2.73 (0.63)  −0.24*** 
 Intensity of need (ref: high needs)  0.11 (0.66)  0.01 
 Education  0.68 (0.45)  0.09 
 Household income  0.74 (0.32)  0.13* 

 Step 3:  Relationship to care recipient (ref: parent)  −2.57 (0.75)  −0.23*** 
 Intensity of need (ref: high needs)  0.34 (0.67)  0.03 
 Education  0.64 (0.45)  0.08 
 Household income  0.82 (0.32)  0.15* 
 Lives with veteran  0.60 (0.80)  0.05 
 Legal guardian of veteran  1.79 (0.83)  0.13* 

   Note . High needs include care recipients who need assistance with ADLs or ADLs and IADLs. 
Moderate needs include care recipients who need assistance with only IADLS, not ADLs 
 Statistical signifi cance of t-test: * p < .05, *** p < .001  

14 Resources and Coping Strategies Among Caregivers



276

 The fi nancial value associated with caregiving has been documented (Arno, 
Levine, & Memmott,  1999 ), but far fewer studies have directly explored the role 
that having or not having economic resources has on caregiver or care recipient 
health (Friedemann-Sánchez & Griffi n,  2011 ; Van Houtven et al.,  2013 ). We found 
in our study that 21 % of caregivers had annual household incomes less than $30,000 
a year and another 25 % had incomes between $30,000 and $50,000 a year. Although 
we cannot determine if income is low because of caregiving (e.g. due to quitting 
work to provide care) or whether it was low prior to the injury, having few fi nancial 
resources likely limits how much additional help with care or respite from providing 
care can be purchased, and creates a vulnerability to any additional fi nancial stress. 
Our results also show that parents are less likely to have health insurance. With rates 
of employment not signifi cantly different between spouses and parents, the differ-
ence in health insurance coverage may be a refl ection of spouses having access to 
insurance through the military. Therefore, particular attention to parents’ own health 
needs and remedies for accessing care may be important to consider. 

 Recent legislation (Public Law 111-163, the Caregivers and Veterans Omnibus 
Health Services Act of 2010), signed into law in May, 2010, is aimed at improving 
resources for families of care recipients injured in the line of duty during Operation 
Iraqi Freedom (OIF) and Operation Enduring Freedom (OEF). Although the legisla-
tion authorizes resources to be developed for all caregivers, it also mandates a spe-
cial set of unprecedented benefi ts and resources specifi cally for qualifi ed caregivers 
of injured OEF/OIF veterans who need assistance with activities of daily living 
(ADLs) or supervision or protection because of the residual effects of their illnesses 
and injuries. These targeted benefi ts include fi nancial stipends paid directly to the 
primary caregiver, social support and counseling services, caregiver-related train-
ing, and health insurance coverage. Based on our fi ndings, we expect these stipends 
will likely benefi t those who provide support to care recipients needing assistance 
with ADLs, supervision, or protection as a result of their injuries. Parent caregivers, 
in particular, may benefi t from the availability of health insurance coverage. 

 Lessons from caregiving interventions for chronic conditions suggest that pro-
viding resources, such as targeted education, social support for caregivers, and 
training to improve mastery and self-effi cacy can improve caregiver health. 
Additionally, some interventions, such as psychotherapy and training for  caregivers  
can signifi cantly improve  care recipients’  scores for various health outcome scales 
(Sorensen et al.,  2002 ). A number of systematic reviews, however, shows that these 
positive effects are small and not long-lasting (Goy, Kansagara, & Freeman,  2010 ; 
Martire, Lustig, Schulz, Miller, & Helgeson,  2004 ). Interventions that have specifi -
cally targeted families of patients with TBI and polytrauma are far fewer than for 
other conditions, like dementia. Similar to the general caregiving literature, however, 
most show small effects and focus on resources, such as improving education or 
support (Boschen, Gargaro, Gan, Gerber, & Brandys,  2007 ). These conclusions 
have led some to suggest that multiple component interventions that include skills, 
training, and social support may be the best approach for improving outcomes 
(Lovasik, Kerr, & Alexander,  2001 ). With the passage of Public Law 111-163, the 
Veterans Health Administration (VHA) is developing and implementing multiple 
resources specifi cally for caregivers. Our study examined existing resources for 
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caregivers  prior  to the implementation of this legislation for caregivers of OEF/OIF 
veterans with polytrauma/TBI. We found that although most caregivers had some 
degree of support or assistance providing care, mostly from family and friends, and 
engaged in wide varieties of coping behaviors, most had very limited income and 
were socially isolated. We also found that spouses and parents who provide care to 
injured care recipients had signifi cantly different resources. With signifi cant differ-
ences across groups, it is possible that different approaches for programs or services 
may be necessary to support caregivers based on their relationship to the care recipi-
ent. New interventions to develop and enhance resources may need to address these 
differences in order to have the intended and expected magnitude of effect. 

 Despite the many strengths of our study, such as its strong design that included 
all those in the target population, our relatively large sample size, low refusal rate, 
and the numerous resources on which caregivers reported, our study did have a 
number of limitations. First, our data were cross-sectional, and therefore, we are not 
able to determine if the availability and use of resources prior to the care recipient’s 
injury has remained constant since the injury or if the differences between spouses 
and parents were present prior to the injury. In addition, the PRCs added staff, such 
as psychologists and educators over time as the TBI/polytrauma patient population 
grew, but because of the cross sectional nature of the data, we are not able to identify 
if caregivers of service members injured later had more resources available to them 
during rehabilitation or whether they utilized more resources after discharge than 
caregivers of service members injured earlier in the wars. Because of the timing of 
our survey, however, our data do provide a snapshot of what resources were and how 
they varied across groups prior to the passage of Public Law 111-163, creating an 
opportunity for future study to test the impact of new resources available post- 
legislation. Second, the resources we identifi ed, although theoretically inclusive, 
may have been a limited set of resources caregivers use and rely on. For example, 
we did not inquire about information seeking or access to appropriate information, 
although both have been shown to have a protective effect on caregivers of dementia 
patients. Likewise, we did not examine whether caregivers had been able to or did 
seek support services, including adult day care or home health aides at the time of 
the survey, nor did we examine whether specifi c resources for issues related to inti-
macy or relationship functioning, were available. Third, it is possible that caregivers 
over- or under-reported their resources or the amount of care the care recipient 
needed. However, because our survey was implemented before the legislation that 
became Public Law 111-163 was introduced by Congress, it is unlikely that any 
reporting bias was due to anticipation about benefi ts. 

 Our research identifi es a number of gaps in resources that health care providers 
could help to address. Acute rehabilitation providers, for example, are in a unique 
position to provide guidance to caregivers early on about ways to cope, especially 
during transitions from acute rehabilitation or hospitalization to home. Although 
there were no signifi cant differences by relationship to care recipient or intensity of 
need, few spouses and parents reported seeking counseling or therapy (15 %) as a 
means of coping with stress. Increasing counseling or therapy services for all family 
members may improve overall family functioning and may help to encourage 
healthy coping behaviors. Offering counseling or therapy in a variety in settings 
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(such as in-home, over the telephone or internet) and at times that accommodate 
caregivers who are sole care providers may be crucial to increasing use of these 
services. Our fi ndings suggest that spouses providing care to care recipients may 
especially benefi t from counseling or other interventions addressing problems with 
self-esteem, social support, and family functioning. 

 Providing enhanced support or resources for care recipients’ caregivers may 
improve caregiver health as well as the health and safety of care recipients. Our 
prior research has suggested that care recipients with polytrauma/TBI whose care-
givers reported worse physical and mental health had increased odds of incurring 
new injuries than those whose caregivers were in better health (Carlson et al.,  2012 ). 
Prior caregiving studies of elders have also found that caregiver substance use is 
strongly associated with care recipient safety (Bristowe & Collins,  1988 ; Homer & 
Gilleard,  1990 ). Compared with the general U.S. adult population, there was a high 
proportion of binge drinking in our caregiver population (19 % compared to 15 %; 
2010 BRFSS). The prevalence of heavy drinking and smoking was also elevated in 
this caregiving population. Overall enhanced support or, more specifi cally, educa-
tional efforts and counseling focused on teaching positive coping strategies for care-
givers may reduce harmful behaviors and ultimately improve both caregiver and 
care recipient outcomes. 

 Finally, additional research is needed to evaluate the impact of caregiver benefi ts 
from Public Law 111-163. We have hypothesized elsewhere that caregiving can 
have a cyclical and recursive pattern, so that caregivers with inadequate resources 
are less likely to manage stress and more likely to develop poor health (Friedemann- 
Sánchez & Griffi n,  2011 ). Poor health, in turn, can then cause even greater stress, 
taxing individual resources further. Testing how targeted benefi ts to improve 
resources can affect caregiver and care recipient health could be used to improve 
and expand VA programs, but could also be used as a model on how best to support 
caregivers of non-veteran care recipients.  

    Conclusions 

 Caregivers of OEF/OIF care recipients with polytrauma/TBI have signifi cant gaps 
in the resources that could help them buffer stress from caregiving. New programs 
being developed by the VA to support caregivers may help to fi ll these gaps. Spousal 
caregivers report fewer social, family, and internal resources than parents and parents 
have less access to health insurance than spouses. Both groups of caregivers, there-
fore, may benefi t from these new benefi ts and services. Health care providers can 
also provide early guidance to caregivers about resources, including available sup-
port services and advice on self-care, which may help caregivers cope with stress 
related to caregiving.     
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    Abstract     A series of studies have demonstrated that post-traumatic stress disorder 
in war veterans may cause serious problems in husband–wife relationships. These 
problems reduce the relationship satisfaction in both partners and may cause redis-
tribution of family roles. The increased burden placed on the wives may lead to 
burnout, transmission of post-traumatic symptoms and development of other mental 
disorders. In addition, PTSD symptoms have an immediate effect on the veterans’ 
ability to fulfi ll their parental roles, which certainly affects the children’s develop-
ment. The 1991–1995 war in Croatia had many consequences on the war veterans, 
their families and civilians. For nearly two decades, the Regional Psychotrauma 
Center, in Rijeka, Croatia has been providing psychological help to war victims, 
majority of which are war veterans. Our clinical experiences, as well as the results 
of our studies, indicate that treatment of the traumatized veterans needs to include 
the wives. A systemic approach in treating the traumatized persons can improve 
individual functioning and couple functioning. Furthermore, it can minimize poten-
tial psychological effects on the children.  
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     War affects not only war veterans, but also their families and the wider community 
(Mileti, Drabek, & Haas,  1975 ). Social support is one of the most helpful resources 
when facing trauma and plays an important role in the process of recovery (Bisson 
et al.,  2007 ; Lincoln, Chatters, & Taylor,  2005 ; Neria, Nandi, & Galea,  2008 ). 
Families, as the most powerful social unit, can provide many forms of support to 
traumatized persons. In fact, family relationships can be an “antidote” to stress dis-
orders (Figley,  1989 ). Posttraumatic stress disorder (PTSD) is one of the psycho-
logical disturbances that frequently affect war veterans. With its specifi c symptoms, 
PTSD exerts a profound effect on the veterans’ social functioning, which can be 
best observed in family interactions. Family members, who should be the ones who 
provide emotional support, are hurt most deeply by the veterans’ mental diffi culties 
(Fullerton & Ursano,  1997 ; Koić, Frančisković, Mužinić-Masle, Ðorđević, & 
Vondraček,  2002 ; Solomon, Waysman, Levy, et al.,  1992 ). 

 The war that affected former Yugoslavia ended in the country’s breaking up into 
a range of new states. The 4-year war left many victims, a great number of refugees 
and a ruined infrastructure. Tens of thousands of persons in Croatia and in Bosnia 
and Herzegovina joined the military forces or were mobilized for the war. Upon 
returning from the battlefront, many of them experienced various mental effects of 
psychological trauma and up to 26 % developed some symptoms of PTSD (Komar 
& Vukušić,  1999 ). We suggest that the situation was aggravated by the diffi cult 
social circumstances of living in a country in transition. 

 When one of the partners has health problems, the other partner is expected to 
give support. However, it is quite stressful and devastating to have a partner suffer-
ing from PTSD. Constantly providing support, but not receiving any at the same 
time can make a person feel helpless (Nelson Goff & Smith,  2005 ). Some common 
behavioral patterns of the wives of war veterans with PTSD have been identifi ed 
through clinical work and scientifi c research by several authors. These women often 
take on the commitment of protecting their husbands against external factors that 
may irritate them. At the same time, they often protect their children from their 
husbands’ “bad periods.” Through excessive care for the traumatized, very often the 
entire family’s life is subordinated to the veteran’s needs; for instance, there is no 
loud music in the house, no visits from friends, etc. (Mason,  1990 ; Nelson Goff 
et al.,  2006 ). 

 One of the common behavior patterns is also the excessive responsibility and too 
many duties taken by the wife of the war veteran. Many authors have described the 
“co-dependent” behavior of the Vietnam wives. These women took over the respon-
sibility of resolving their husband’s problems (Mason,  1990 ; Scaturo & Hardoby, 
 1988 ). Guilt, low self-esteem and fear are strong motives for assuming the role of 
the “responsible one” (Coughlan & Parkin,  1987 ; Verbosky & Ryan,  1988 ) or the 
“caregiver” in the family (Solomon,  1998 ). Since wives are mostly considered the 
“home keepers” (and very often see themselves that way too), they are inclined to 
assume most of (or all) responsibilities in the home in order to preserve the emo-
tional climate in the family (Coughlan & Parkin,  1987 ; Mason,  1990 ; Verbosky & 
Ryan,  1988 ). Solomon ( 1998 ) described this as the “redistribution of roles and 
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redivision of labor”. Rabin & Nardi ( 1991 ) say that the wife’s over-functioning is a 
way for her to avoid confl ict by making fewer demands on the ill husband. This type 
of behavior may end up in a vicious circle: the over-functioning of the wife leads to 
under-functioning of the husband, who, in turn, increases his demands on the wife. 
Solomon ( 1998 ) describes the inclination of wife to feel responsible for his mental 
health even though she does not have much control over the husband’s PTSD as a 
“compassion trap.” Many wives give in to the AlAnon “Three C” concept—they 
believe they  cause  the husband’s problems, they can  control  them and they can  cure  
them (Harkness & Zador,  2004 ). 

 Wives of war veterans with PTSD tend to overprotect their traumatized partners 
from the trauma. Traumatic experience is not something that is easy to talk about. 
Veterans suffering from PTSD may isolate themselves from other people, even from 
their spouses, because it is too painful to talk about traumatic events. On the other 
hand, their wives may feel exhausted from hearing about traumatic events or they 
may feel uncomfortable seeing their partners in a situation that makes them vulner-
able. In such instances, the wives often encourage their partners to “leave that 
behind” and go on with their lives (Gilbert,  1998 ). The avoidance of interaction can 
make both partners feel isolated and unsupported. Sometimes this isolation of the 
wife is done intentionally and sometimes it is the consequence of PTSD of the vet-
eran, especially his avoidance symptoms. In addition, these couples often lack 
external support. A PTSD-affected spouse may stop the other partner from seeing 
other people, even members of the extended family. The couple may feel that others 
cannot understand what they are going through, while persons in their environment 
may not want to hear about their problems (Glassman, Magulac, & Darko,  1987 ; 
Maloney,  1988 ). 

 The Regional Psychotrauma Center in Rijeka, Croatia, has been providing help 
to war victims, most of whom are war veterans. From the beginning of the war in 
1991, but also for years after, the Center was overwhelmed with war veterans seek-
ing psychological help for their posttraumatic stress reactions. It took us several 
years to realize that success in treating PTSD-affected war veterans depended on the 
psychological state of their wives. Before we started working with wives, we had 
not fully understood the amount of pressure they had to live with. These women had 
not sought any help for years. They had even hesitated in responding to our invita-
tions at fi rst. We therefore decided to create psychotherapy programs that included 
war veterans’ wives. 

 In this paper the psychological consequences of living with war veterans with 
PTSD will be discussed through our own clinical and scientifi c contributions, sup-
ported with the most relevant scientifi c and clinical insights in the fi eld. The paper 
is divided into three major sections. In the fi rst section the focus is on the effects of 
PTSD on war veterans’ families through emotional burnout, caregiver burden and 
marital adjustment of veterans’ wives. In the second section psychological conse-
quences of living with combat PTSD with the emphasis on secondary traumatic 
stress are discussed. The third section focuses on the effect of combat PTSD on the 
children’s psychosocial development. 
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    The Effect of PTSD on War Veterans’ Families 

    Emotional Burn-out, Caregiver Burden, 
and Marital Adjustment 

 Providing support to a family member diagnosed with PTSD can be quite diffi cult 
and stressful. This is especially diffi cult for wives, who are most often the main 
providers of support (Fullerton & Ursano,  1997 ; Kessler & McLeod,  1985 ). Most 
studies dealing with combat-related PTSD in war veterans and their families focus 
on the effects of PTSD on marital and cohabiting relationships. Posttraumatic Stress 
Disorder poses a risk of developing serious problems between partners. These prob-
lems reduce relationship satisfaction and affect the distribution of family roles. The 
increased burden placed on wives who are expected to provide constant support to 
their husbands may lead to burnout, transmission of post-traumatic symptoms and 
development of other mental disorders (Frančišković et al.,  2007 ; Klarić, 
Frančišković, Pernar, et al.,  2010 ). 

 In order to investigate the infl uence of combat PTSD on other family members 
we have conducted several studies. 

 In data collected during 2007, we investigated the infl uence of combat PTSD on 
veteran’s partners through caregiver burden, emotional burnout (Klarić, Frančišković, 
Pernar, et al.,  2010 ) and marital quality and relationship satisfaction (Klarić et al. 
 2011 ). The research was conducted with a sample from Mostar region, Bosnia and 
Herzegovina, where many war veterans’ partners were themselves exposed to civilian 
war trauma. The sample comprised male veterans who had experienced war trauma. 
All veterans who were diagnosed with PTSD in Mostar Clinical Hospital and came 
for a doctor’s appointment were asked to participate in the study, with a fi nal sample 
of 154 couples entering the study. To form a control group, initial contact with veter-
ans who did not suffer from PTSD was made through veterans’ associations, and 
further recruitment was conducted using the snowballing method, with a fi nal of 
77 couples entering the study (Klarić, Frančiškovič, Pernar, et al.,  2010 ; Klarić et al. 
 2011 ). Women whose husbands had PTSD reported signifi cantly higher levels of 
somatic disturbances and PTSD symptoms, compared with wives of veterans without 
PTSD. The study also demonstrated that women with PTSD-diagnosed husbands had 
signifi cantly higher scores in the Caregiver Burden Questionnaire and the Burnout 
Inventory. Subjective stress, subjective demand burden, and emotional burnout in 
relationships were even more obvious in couples in which both of the partners suf-
fered from PTSD (Klarić, Frančišković, Pernar, et al.,  2010 ). Also, veterans’ PTSD 
was related to lower levels of marital adjustment of their wives, with the lowest adjust-
ment found in couples where both partners had PTSD (Klarić et al.,  2011 ). 

 Results supported the theoretical and scientifi c evidence found in the literature. 
Emotional burnout is a process associated with chronic accumulation of stressors 
which destroy a person’s high ideals, motivation and dedication to life’s goals. It is 
a condition of physical, emotional and mental exhaustion caused by long-term 
engagement in emotionally demanding situations (Figley,  1995 ,  1998 ). Such 
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situations are quite frequent in couples in which one of the partners suffers from 
PTSD. Figley ( 1999 ) says that burnout occurs as a result of empathic engagement in 
providing help, but also as a result of an inability to fi nd relief and rest through an 
interruption in the emotional engagement. Further on, an extensive exposure to 
stress, according to Figley, leads to “compassion fatigue,” the extreme form of burn-
out. Compassion fatigue is an important concept in recognizing and understanding 
the effects of working or living with a traumatized person (Figley,  1999 ). 

 Low marital satisfaction found in our study among families of war veterans with 
PTSD also was not surprising. For instance, divorce rates in families of Vietnam 
War veterans are twice that in other families; family violence and communication 
and sexual problems are more frequent and problem-focused coping skills are 
poorer (Riggs, Byrne, Weathers, & Litz,  1998 ). More than 70 % of war veterans 
suffering from PTSD report a clinically signifi cant level of stress in their relation-
ships. Furthermore, there is a signifi cant correlation between the level of relation-
ship stress and the intensity of PTSD symptoms in war veterans, especially 
symptoms of avoidance and emotional numbness (Chrysos, Taft, King, & King, 
 2005 ; Dekel & Solomon,  2006 ; Jordan et al.,  1992 ; Nelson Goff, Crow, Reisbig, & 
Hamilton,  2007 ; Riggs et al.,  1998 ). Symptoms of re-experiencing traumatic events 
often affect the veteran’s ability to be “present.” Later, symptoms of avoidance and 
emotional numbness may interfere with his ability to identify, modulate and express 
emotions, which is a prerequisite of a healthy emotional relationship. Symptoms of 
arousal reduce veterans’ feelings of security and reduce trust in other people. All 
this reduces the ability to connect with other people (Galovski & Lyons,  2004 ; 
Matsakis,  1998 ). Several other features of PTSD, such as unpredictable reactions 
and frequent aggressive outbursts, make relationship problems even more diffi cult. 
Later, the traumatized may fi nd it hard to tolerate the feelings of vulnerability that 
develop in interpersonal relations (Harkness & Zador,  2004 ). 

 Many authors report that emotional emptiness resulting from veterans’ self- 
absorption, isolation and irritability is one of the most serious effects of PTSD on 
family life (Lyons,  2001 ; Rosenheck & Thomson,  1986 ). The lack of emotional 
responsiveness and withdrawal from the family’s emotional life can manifest in 
many forms. For instance, a PTSD-affected person may not pay any attention to 
family members, may spend hours in front of the television or not come home for 
days. As a result, such a person is absent from the children’s development and from 
family routines (Rosenheck & Thomson,  1986 ) that are essential in creating feel-
ings of identity and belonging. Also, veterans’ withdrawal can make other family 
members feel guilty and responsible (Harkness & Zador,  2004 ; Lyons,  2001 ). 

 Impulsive outbursts of anger and violent and destructive behavior, which are fre-
quently followed by periods of withdrawal and relative tranquility, can create addi-
tional problems. In some cases, veterans even become physically violent (Klarić, 
Frančišković, & Salčin Satriano,  2010 ). The unpredictable nature of fi ts of rage hurts 
the family atmosphere and causes tension, anxiety and hyper vigilance. It creates the 
feeling that one has to “walk on eggs” and bottle up emotions. It often happens that 
the veteran with PTSD and his family live separate lives, which leads to development 
of different sets of values (Harkness & Zador,  2004 ; Nelson Goff & Smith,  2005 ).   
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    The Effect of War Veterans’ PTSD on Marital Partners 

    Secondary Traumatic Stress 

 Studies show that persons in close contact with a traumatized person can also 
develop painful and severe symptoms of trauma (Figley,  1995 ,  1997 ; McCann & 
Pearlman,  1990 ; Pearlman & MacIan,  1995 ). The process is called secondary or 
vicarious traumatization. Secondary traumatization has been explored among emer-
gency room workers (Andersen, Christensen, & Peterson,  1991 ; Marmar et al., 
 1999 ), therapists and healthcare professionals working with traumatized people 
(McCann & Pearlman,  1990 ; Pearlman & MacIan  1995 ) and partners and other 
family members of war veterans (Rosenheck & Nathan,  1985 ; Solomon, Waysman, 
Belkin, et al.,  1992 ). 

 Recent studies increasingly focus on secondary traumatic stress. STS occurs as a 
result of being emotionally connected and providing care to someone with PTSD 
symptoms. It may develop as a result of knowing or hearing about traumatic events 
experienced by a signifi cant other (Figley,  1995 ,  1998 ). Secondary traumatization 
involves the transmission of nightmares, intrusive thoughts, fl ashbacks and other 
symptoms typically experienced by individuals directly exposed to trauma. In a 
broader sense, secondary traumatization refers to any transmission of distress from 
someone who experienced trauma onto persons in close contact with the trauma-
tized person. It includes a wide specter of manifestations (Dekel & Solomon,  2006 ; 
Galovski & Lyons,  2004 ) which develop as the result of a direct or an indirect expo-
sure to primary traumatization of the spouse (Figley,  1989 ). 

 Our pilot study in 2002 focused on secondary traumatic stress, depression, anxiety 
and chronic pain in a sample of 80 women married to war veterans of the 1991–1995 
war in Croatia, 40 of whom were being treated for PTSD (Koić et al.,  2002 ). The 
results indicated that 30 % of the wives fulfi lled criteria for secondary stress disorder. 
The results also showed that wives of the PTSD-diagnosed veterans had signifi cantly 
more often reported chronic pain, mostly back pain and headaches, compared with 
wives of veterans without PTSD. In a similar study conducted in 2006, 32 of 56 
women (57.1 %) whose husbands were treated with PTSD reported six or more 
symptoms of secondary traumatic stress, while only 3 women (5.3 %) did not report 
any symptoms. Twenty-two women (39.3 %) met criteria for secondary traumatic 
stress disorder according to the DSM-IV classifi cation (Frančišković et al.,  2007 ). 

 To gain more in-depth knowledge of the transmission of PTSD symptoms to 
wives of Croatian war veterans, we conducted a larger study that examined the level 
of secondary traumatic stress symptoms, current psychological symptoms and per-
ception of quality of life in women whose husbands suffered from PTSD (N = 50) 
(Stevanović,  2012 ). The research compared this group of women with women 
whose husbands did not have PTSD (N = 50) and women whose husbands did not 
fi ght in the war (N = 50). The research was carried out at the Center for Psychotrauma 
Rijeka. Thirty-six percent of the wives of PTSD-affected veterans met criteria for 
secondary traumatic stress disorder compared with only 8 % of wives of war 
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veterans without PTSD. Wives of war veterans with PTSD reported higher levels of 
somatization, obsessive-compulsive symptoms, greater sensitivity in interpersonal 
relationships, as well as greater levels of depression, anxiety, hostility, phobias, 
paranoid ideations and psychoticism relative to the other two groups. Perceived 
quality of life for these women was signifi cantly poorer as compared to the women 
whose husbands did not suffer from PTSD and women whose husbands did not take 
part in the war. The results also showed that the women with larger numbers of sec-
ondary traumatic stress symptoms also reported larger numbers of psychological 
symptoms and lower quality of life. Knowledge about the husband’s traumatic expe-
riences was the most important predictor of STS, while PTSD in war veterans had 
the strongest effect on wives’ psychological symptoms. The study results suggested 
that a lack of knowledge about trauma protected the family members from develop-
ing STS symptoms. However, our clinical experience with wives of the Croatian war 
veterans indicates that the wall of silence erected by their husbands exhausts them 
and makes them feel helpless in their struggle to help their husbands. 

 Interestingly, women married to PTSD-affected veterans were statistically less 
satisfi ed with the quality of family relationships than the other two groups of 
women, but they still reported loving their husbands and not being able to imagine 
their lives without them. Similar to their veteran husbands, they described family as 
the most important thing in their lives. 

 Our results are in line with a series of studies that reveal that wives of PTSD- 
affected war veterans experience substantial emotional diffi culties (Ben Arzi, 
Solomon, & Dekel,  2000 ; Dirkzwager, Bramsen, Adèr, & van der Ploeg,  2005 ). 
Higher frequency of STS symptoms has also been found in samples of Vietnam 
veterans’ wives (Galovski & Lyons,  2004 ; Lyons,  2001 ), Israeli war veterans’ wives 
(Ben Arzi, Solomon, & Dekel,  2000 ; Dekel, Solomon, & Bleich,  2005 ), wives of 
Dutch peace keepers (Dirkzwager et al.,  2005 ) and among wives of U.S. war veter-
ans from Iraq and Afanistan (Nelson Goff, Crow, Reisbig, & Hamilton,  2009 ). A 
study that explored the infl uence of combat-related PTSD on wives of Vietnam War 
veterans revealed that the women often felt “on the verge of breakdown.” They 
reported signifi cantly lower levels of happiness and life satisfaction and higher lev-
els of demoralization, as compared to the wives of the War veterans without PTSD 
(Kulka et al.,  1990 ). The veteran wives and members of their families often experi-
enced emotional numbness, depression, anger and felt isolated and abandoned 
(Matsakis,  1998 ). Vietnam veteran wives reported an increased level of general psy-
chopathology as compared to wives of the veterans without PTSD. Furthermore, 
these wives also reported higher levels of depression and anxiety, more problems 
with concentration, emotional exhaustion, headaches and sleeping problems and 
they were more likely to develop somatization disorders (Alessi, Ray, Ray, & 
Stewart,  2001 ; Ben Arzi, Solomon, & Dekel,  2000 ). Psychological profi les of war 
veteran wives reveal poorer social adjustment, greater interpersonal sensitivity, 
greater anxiety and higher levels of social introversion (Alessi et al.,  2001 ; Beckham, 
Lytel, & Feldman,  1996 ; Calhoun, Beckham, & Bosworth,  2002 ; Dekel & Solomon, 
 2006 ; Galovski & Lyons,  2004 ; Solomon, Waysman, Levy, et al.,  1992 ).   

15 Combat Related PTSD and Families



288

    Effects of Combat Related PTSD on Parental Roles 
and Psychosocial Development of Children 

 Because of the emotional diffi culties and specifi c patterns of behavior it can cause, 
persons suffering from PTSD can develop signifi cant problems in parent–child rela-
tionships. Even though war veterans with PTSD often say that their children are 
their  raison d ’ etre , they may lack suffi cient patience or will to be a competent par-
ent. It may be hard for a veteran to recognize that children’s aggression could be 
age-appropriate or to tolerate such a behavior. This may lead veterans to avoid inter-
actions with their children, or it could cause excessive reactions (Haley,  1984 ). 
Children of war veterans diagnosed with PTSD often describe their families as dys-
functional. PTSD symptoms directly affect the veterans’ ability to fulfi ll their 
parental roles, which infl uences the children’s development (Davidson & Mellor, 
 2001 ; Ruscio, Weathers, King, & King,  2002 ). In fact, parenthood in war veterans 
is often characterized by control, overprotection and excessive demands in relation-
ships with the children. Such complicated relationships of war veterans and their 
children have been described in many studies (Dekel & Goldblatt,  2008 ; Harkness, 
 1991 ; Harkness & Zador,  2004 ; Jurich,  1983 ). 

 Klarić et al. ( 2008 ) examined the infl uence of fathers’ PTSD on children. The 
sample of 154 war veterans suffering from combat-related PTSD and 77 war veter-
ans who did not have PTSD reported the extent of their children’s developmental, 
emotional and behavioral problems. The veterans with PTSD believed that their 
children had more problems compared to the children of the veterans without PTSD 
(Klarić et al.  2008 ). Results of a similar study of Vietnam war veterans revealed the 
same tendencies (Caselli & Motta,  1995 ). 

 In 2010 we conducted a pilot study aimed at assessing the relationship between 
fathers’ chronic combat-related PTSD 15 years after the war, mothers’ symptoms of 
secondary traumatization, and emotional and behavioral symptoms in their off-
spring. Seventy war veterans who were being treated for PTSD at the Center for 
psychotrauma Rijeka, their spouses, and their school-aged children were included. 
Emotional and behavioral symptoms in offspring were indirectly assessed by the 
mothers using the Child Behavior Check List (CBCL). The results did not show 
signifi cant relationships between fathers’ combat-related PTSD symptoms and chil-
dren’s emotional and behavior symptoms. However, symptoms of secondary trau-
matization in mothers were correlated with the presence of symptoms in offspring, 
suggesting a mediating role of mother’s secondary traumatization between a veter-
an’s war trauma and the psychological health of school-age offspring (Kaštelan, 
Frančišković, Stevanović, & Petrić,  2012 ). The pilot study was enlarged and the 
children of war veterans treated for PTSD were compared with a matching sample 
of children of war veterans without PTSD. It is important to mention that the two 
groups of children differed signifi cantly only on subscales for withdrawn, anxious/
depressed behavior, and the overall internalizing scale (Kaštelan,  2012 ). 

 Our results are partially consistent with previous studies. In 1985, Rosenheck 
and Nathan conducted a study comparing children of Vietnam War veterans and 
children of Holocaust survivors, discovering signifi cant similarities. The children of 
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PTSD-diagnosed war veterans experienced behavioral diffi culties, but specifi c 
problems had not been detected (Kulka et al.,  1988 ). These children more often had 
authority problems, more frequently experienced depression, anger, hyperactivity 
and emotional pain and more frequently had problems in personal relationships. 
Furthermore, these children were more violent, had more behavioral disturbances, 
more often used drugs (Beckham, Feldman, Kirby, Hertzberg, & Moore,  1997 ) and 
more often sought psychiatric help (Davidson, Smith, & Kudler,  1989 ). They often 
manifested diffi culties in academic careers, dyadic relationships and regulation of 
emotions, but it is hard to say whether these diffi culties were consequences of the 
father’s PTSD or the result of family violence (Harkness,  1991 ). In our research, 
however, we failed to fi nd a signifi cant relationship between fathers’ PTSD symp-
toms and instead found a possible mediating role of mother’s psychological well- 
being on emotional and behavioral problems in their children. Our results are most 
similar to those found in a Kuwait sample of children of prisoners of war. Children 
whose fathers had PTSD had signifi cantly higher levels of depressive symptoms, 
but the symptoms were best predicted by mothers’ level of PTSD, depression and 
anxiety symptoms (Al-Turkait & Ohaeri,  2008 ).  

    Conclusion 

 The results of our studies validate our experiences of working with wives of veterans 
suffering from PTSD, and showed that the veterans’ war trauma and PTSD exerted 
a profound impact on their wives. Psychological work with both of the partners 
focusing on primary and secondary posttraumatic reactions should reduce and 
potentially prevent psychological problems in children who live with a dysfunc-
tional father and an overburdened mother. 

 Clinicians working with traumatized war veterans and especially veterans who 
develop PTSD should bear in mind that living with a traumatized person can cause 
stress reactions in their partners. The treatment of traumatized veterans should cer-
tainly include wives, not only because wives provide needed support, but also to 
prevent the development of secondary symptoms among wives. A systemic approach 
in treating traumatized persons can improve individual functioning of both partners 
and reduce potential psychological consequences among their children.     
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    Abstract     This study examined service gaps and post-injury needs for families of 
persons with brain injuries as perceived by leadership of 28 Brain Injury Association 
of America state affi liates. Participants report that BIAA affi liates assist families with 
a variety of information, service referral, and emotional support services. Participants 
stressed that, while many community-based programs and professionals are avail-
able, they do not adequately meet family caregiver needs. Similarly, participant 
responses to a modifi ed version of the Family Needs Questionnaire indicate that 
families have a great need for post-injury rehabilitation supports but that these needs 
are seldom fully met. Finally, participants emphasized a need for enhanced training 
and knowledge regarding brain injury. Clinical service and research implications are 
discussed for the general public and for the families of veterans.  

     Traumatic brain injury (TBI) is often referred to as the “silent epidemic” because, 
despite its high incidence, it receives less public attention than other, less common 
disabilities and illnesses (Degeneffe et al.,  2008 ).    Faul, Xu, Wald, and Coronado 
( 2010 ) estimated that 1.7 million TBIs occur in the United States each year, most of 
which are concussions and other forms of mild TBI (Centers for Disease Control and 
Prevention [CDC],  2003 ). Of those injured, approximately 70,000–90,000 will expe-
rience functional impairment requiring long-term care and support (National 
Institutes of Health [NIH],  1999 ). TBI costs the United States approximately $60 
billion per year in lost wages and medical care costs (Brain Injury Association of 
America [BIAA],  2011b ). Further, the Faul et al. ( 2010 ) reports that approximately 
795,000 persons experience non-traumatic forms of brain injuries because of strokes 
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each year resulting in approximately $73.7 billion in health care, medication and lost 
productivity. 

 Brain injury is a disability that may result in a broad array of cognitive, physical, 
and emotional dysfunction (Degeneffe,  2001 ). Injured persons can experience great 
distress in coming to terms with the new realities of their post-injury lives which may 
lead to signifi cant complications including abuse of drugs and alcohol (New York 
State Education Department,  2001 ), profound pessimism and contemplation of sui-
cide (Baker, Tandy, & Dixon,  2002 ). 

 TBI is a common disability among the civilian population and a rapidly growing 
disability classifi cation among military personnel returning from Iraq (Operation 
Iraqi Freedom [OIF], Operation New Dawn [OND]) and Afghanistan (Operation 
Enduring Freedom [OEF]). Many troops acquire TBI through blast injuries associ-
ated with improvised explosive devices (IEDs). It is estimated that 60–80 % of those 
exposed to an IED blast will incur TBI (Summerall,  2008 ). The Defense and Veterans 
Brain Injury Center ( 2011 ) reported that during 2010 a total of 31,253 military per-
sonnel worldwide incurred TBI as a confi rmed medical diagnosis and that the num-
ber of troops with TBI has continuously trended upward since the start of military 
operations in 2001. It is likely that the majority of TBI in OEF, OIF and OND opera-
tions go unreported and/or undiagnosed. The BIAA ( 2011b ) estimates that approxi-
mately 360,000 OEF/OIF/OND veterans incurred TBI during their service. 
Throughout this chapter, we use the term veterans to denote individuals who have 
served in the military and separated from service. The term civilian refers to indi-
viduals who have never served in the military. 

    Community-Based Support Services 

    Persons with brain injuries in the United States enjoy access to state-of-the-art acute 
and inpatient care. Greenwald ( 2010 ) noted that acute care and inpatient rehabilita-
tion present a coordinated, comprehensive, and multidisciplinary array of services 
and treatments which may involve a wide range of medical and rehabilitation special-
ists. Unfortunately, this continuum of care often drops off during the transition to 
long-term community-based services because health insurance policies often fail to 
provide long-term care coverage (Starr, Terrill, & King,  2001 ) and liability insurance 
claims may require years before fi nal settlement (Bistany,  1994 ). Further, states 
struggle to adequately meet the long-term, community-based support needs of per-
sons with brain injuries and their families. As Degeneffe and associates ( 2008 , p. 48) 
stated: “The delivery of TBI community support services is a fragmented process 
where signifi cant differences exist among states and local communities. Hence, 
access to services is largely a matter of circumstance, based on where someone lives 
when he or she is injured.” Utilization of community-based supports is also relevant 
to veterans with TBI, given factors such as the extended wait time for VA services 
(e.g., Dao,  2012 ), reluctance to utilize VA services among some veterans (e.g., United 
Press International,  2011 ), being ineligible to receive VA services due to a dishonor-
able discharge (e.g., United States Department of Veterans Affairs,  2010 ), and prox-
imity to VA services (Buzza, Ono, Turvey, Wittrock, & Nobel,  2011 ). 

C.E. Degeneffe and M. Tucker



295

 States differ in signifi cant attributes such as the availability of Medicaid Waiver 
programs for persons with brain injuries, service eligibility criteria, tax-based funds, 
and monies generated through motor vehicle violations and auto registrations 
(Degeneffe et al.,  2008 ). For example, in their review of service eligibility criteria for 
brain injury services in 20 states, Vaughn and King ( 2001 ) noted that some states 
cover persons that incur a brain injury through anoxia due to any cause, while other 
states only include anoxia as a result of injury or drowning but not from a drug over-
dose. Overall, the BIAA ( 2000 ) concluded that persons with brain injuries often 
receive fewer benefi ts from publically funded social welfare programs compared 
with other disability populations and likewise receive less protection from the 
Individuals with Disabilities Education and the Americans With Disabilities Acts. 

 A result of these service provision shortcomings is that families bear the brunt of 
care-giving responsibilities for their members with brain injuries on a long-term and 
indefi nite basis (Degeneffe,  2001 ; Kolakowsky-Hayner, Miner, & Kreutzer,  2001 ). 
Families face the challenge of meeting their injured family member’s physical, emo-
tional, and cognitive needs (Bishop, Degeneffe, & Mast,  2006 ). This responsibility 
frequently results in more intense caregiver depression, anxiety, and burden levels 
which do not diminish over time (Degeneffe,  2001 ) and can occur irrespective of the 
level of care-giving provided. 

 Like civilians, when veterans with TBI return home, their families face substantial 
care-giving responsibilities. Griffi n et al. ( 2011 , p. 1) surveyed 564 family caregivers 
of veterans with polytrauma injuries which include TBI. Study fi ndings revealed that 
after a median of 4 years post-injury, 22 % of the veterans still required help with 
activities of daily living (e.g., bathing, feeding and toileting), and instrumental activi-
ties of daily living (e.g., money management, medication management, cooking, 
cleaning and driving). As in the civilian population, care-giving was primarily pro-
vided by parents (62 %) and spouses (32 %); also consistent with the civilian popula-
tion, most of the caregiving was provided by females (79 %). Approximately 25 % 
of participants provided more than 40 h per week of care. Of those providing assis-
tance with activities of daily living, 49 % devoted more than 80 h per week of care. 
A majority of caregivers were balancing other work and/or school responsibilities 
which only adds to the stress incurred by these families. These fi ndings indicate 
families require additional help meeting the long-term care needs of injured mem-
bers. Social support and cultural biases relating to brain injures may further increase 
family caregiver burden. Phelan et al. ( 2011 ) studied 70 family caregivers of veterans 
with TBI and found that poor caregiver mental outcomes were related to perceived 
discrimination and stigma directed at both them and their injured family members.  

    The Brain Injury Association of America 

 Given the inconsistency of funding and services available to meet the long-term care 
needs of persons with brain injuries, their families may need to rely on non- profi t, 
non-governmental organizations for information, support, and care coordination. 
This refl ects a long-standing disparity among other disability populations receiving 
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family-based, long-term care including persons with severe mental illness (e.g., 
National Alliance on Mental Illness), intellectual disabilities (e.g., The Arc), and 
autism (e.g., The Autism Society of America). Beyond the direct services provided 
to families and their members with disabilities, these organizations also provide 
advocacy for increased social awareness, favorable legislation, and increased public 
spending and service provision. 

 The BIAA is possibly the most widely-utilized organization providing long-term 
family support to persons with brain injuries and their families. In existence since 
1980, the BIAA ( 2011a ) is the oldest brain injury organization in the United States. 
The BIAA’s website ( 2011b ) indicates it is an organization dedicated to “increasing 
access to quality health care and raising awareness and understanding of brain injury 
through advocacy, education, and research.” 

 The BIAA expresses a clear commitment to the needs of family caregivers of per-
sons with brain injuries and devotes considerable funds and staff time to family sup-
port, through both the national organization and 43 state affi liate organizations. In 
2010, the BIAA national organization ( 2010 ) had total revenues of $1,892,198 and 
expenses of $1,508,660. A total of $105,619 was directly spent on individual and 
family services, while other expense categories indirectly benefi ted families through 
increased public awareness about brain injury, improved government relations and 
advocacy, and enhanced education, training, and research. In addition, the BIAA (p. 
3) maintains the National Brain Injury Information Center (NBIIC), which is a toll-
free phone line designed to “…link each caller to the rehabilitation, legal, fi nancial 
and other support services that are critical to maximizing recovery”. Among the 
40,000 calls made to the NBIIC in 2010, 50 % were from family and friends. 

 While the NBIIC can direct families to services and programs available in their 
local communities and states, direct family assistance services such as support groups 
are provided through BIAA’s network of 43 state affi liate organizations. To highlight 
its organizational ties to the national organization, each affi liate carries the “Brain 
Injury Association” identifi er before the state name. Links to each of the 43 state 
affi liates can be found through the national organization’s web site (see   http://www.
biausa.org/state-affi liates.htm    ). Each state affi liate web site includes information on 
the unique array of programs and services available in the state.  

    Focus of the Present Study 

 Given that families provide extensive care and support to persons with brain injuries 
and the deleterious outcomes associated with this role, research starting in the early 
1980s (e.g., Mathis,  1984 ; Mauss-Clum & Ryan,  1981 ) examined the specifi c needs 
endorsed by families. Undergirding these studies was a desire to improve profes-
sional supports in order to effect better care-giver adaptation to the multiple stresses 
and strains of care-giving. More recently, family needs research has been conducted 
using the Family Needs Questionnaire (FNQ) which measures the importance of and 
degree to which specifi c needs are met within six factor-analytically determined 
domains: health information, emotional support, instrumental support, professional 
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support, community support network, and involvement with care (Kreutzer & 
Marwitz,  1989 ). In their review of the extant research on family needs following 
brain injury, Bishop and associates ( 2006 ) identifi ed that consistent needs included a 
desire to; receive accurate information from professionals; be actively involved in the 
rehabilitation process, and; receive emotional support. Further, family needs were 
found to change with time and different family needs were associated with family 
member type (e.g., parent, spouse). Finally, Bishop and associates reviewed several 
studies fi nding no relationships among injury characteristics, demographics, and 
family needs. 

 Past study of post-brain injury family needs and adjustment has been based largely 
on the subjective report of family members in quantitatively based survey methods 
(e.g., Degeneffe,  2009 ) but also includes such qualitative research approaches as 
typological content analysis (Chwaliz & Stark-Wroklewski,  1996 ) and phenomenol-
ogy (Johnson,  1995 ). Professional understanding of post-injury family adjustment is 
limited by a paucity of research studies. The bulk of past studies have been con-
ducted with the assistance of acute care center staff. While books and articles exist 
that incorporate professional views on service gaps and family adjustment challenges 
in long-term community rehabilitation, these perspectives are largely anecdotal (e.g., 
Sachs,  1991 ). 

 The present study was designed to provide a comprehensive and empirically- 
based understanding of long-term community-based adjustment and unmet needs 
among family caregivers of persons with brain injury from the perspectives of BIAA 
state affi liate personnel. Our assumption was that such participants possessed unique 
insights given their involvement with families extends beyond acute-care rehabilita-
tion support and presents a more objective rather than subjective point of view. 
Accordingly, the study addressed the following questions:

    1)    What types of supportive services do BIAA affi liates provide to family caregivers 
of persons with brain injuries?   

   2)    What service gaps exist in long-term, community-based supports provided to 
families of persons with brain injuries?   

   3)    What are common types of rehabilitation needs faced by family caregivers and to 
what extent are these needs met?   

   4)    What has been benefi cial and what needs improvement in professional services 
offered to families of persons with brain injuries?      

    Methods 

    Target Population 

 The target population for the study consisted of individuals in leadership positions in 
each of the 43 BIAA state affi liates. The study authors contacted the BIAA national 
offi ce in order to solicit their endorsement of the study. The BIAA endorsed the study 
and provided the authors with contact information for an individual in a leadership 
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position (typically the executive director or the president of the board of directors) at 
each of the 43 state affi liates. These individuals were contacted by the authors and 
asked to complete the electronic survey or to identify another individual within the 
organization who had a thorough understanding of the way the state affi liate sup-
ported families to complete the survey. In an effort to assign equal weight to responses 
from different states, the authors sought to limit survey participation to one response 
from each of the 43 state affi liates.  

    Survey Design 

 Data collection was accomplished through the use of an electronic survey created 
using a commercially-available, subscription-based survey software package. The 
survey consisted of four primary components: (a) an informed consent section; (b) a 
demographic section prompting respondents to describe their role in the organiza-
tion, the history of their organization and the services offered to families of individu-
als with brain injury; (c) the FNQ; and (d) a series of open-ended questions prompting 
respondents to comment upon professional services received by persons with brain 
injury and their families. Respondents were prompted to share their perspectives of 
family reactions to brain injury, common challenges, and supports needed after the 
individual with the brain injury returned home following acute care and 
hospitalization. 

 The FNQ (Kreutzer & Marwitz,  1989 ; Marwitz,  2000 ) was designed to generate 
data about family needs following brain injury. The FNQ consists of 40 needs that 
families may encounter when a loved one experiences brain injury. Respondents 
are asked to rate the importance of each need (using a four-point scale ranging 
from “Not Important” to “Very Important”) and the extent to which the need has 
been met (using a three-point scale consisting of “Yes”, “Partly”, and “No”). The 
FNQ also includes a “not applicable” (N/A) response option not used in the present 
study. Survey responses can be used to calculate six subscales derived through fac-
tor analysis techniques: Involvement with Care, Community Support Network, 
Professional Support, Instrumental Support, Emotional Support, and Health 
Information (Marwitz,  2000 ). Because the items contained in the FNQ prompt 
respondents to focus upon their own needs, the instrument was adapted for use 
with BIAA affi liates who were asked to describe the needs of the range of families 
that they served. With the permission of the author of the FNQ, Jeffrey Kreutzer, 
the study authors modifi ed the prompts used in the FNQ to refl ect a focus upon 
state affi liate families (e.g., prompts that began with “I need…” were changed to 
“My chapter families need…”). We believe that the changes made to the question 
stems on the FNQ retained the focus upon the fi ve domains of post-injury needs 
measured by the instrument.  
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    Survey Distribution Methodology 

 In an effort to maximize the number of responses to the internet survey, the authors 
utilized elements of Dillman’s ( 2000 ) tailored design method, which involved solicit-
ing participation in the study using several different messages that were sent to BIAA 
state affi liates over a period of approximately 18 days. Prior to any contact between 
the authors and BIAA state affi liates, the BIAA national offi ce distributed a memo-
randum to the state affi liates informing them of the study and indicating that the 
BIAA endorsed the study. Approximately 5 days after distribution of the BIAA 
memorandum, the authors sent e-mail messages to each of the 43 state affi liate rep-
resentatives introducing the study, informing them that they would be receiving a 
link to an electronic survey shortly, inviting them to participate, and describing a 
small token of appreciation that would be sent to them for participating in the study. 
Two days later the authors sent e-mail messages to each of the 43 state affi liate rep-
resentatives that contained a link to the survey. 

 In order to reduce the likelihood that respondents might be identifi ed and to 
attempt to ensure that only one individual from each state responded to the survey, 
individuals were not asked to provide their name anywhere in the survey but were 
provided with a code number to be used when accessing the survey. Approximately 
11 days after the link to the electronic survey was sent to each of the 43 state affi li-
ates, affi liates that had not responded to the survey were sent a reminder by e-mail 
that included a link to the survey. Thank you notes and incentives were then mailed 
to each of the state affi liates who participated approximately 10 days after the 
reminder notice.  

    Data Analysis 

 Data from the demographic and FNQ sections of the survey were encoded numeri-
cally and analyzed using SPSS version 17.0. Descriptive statistics, including 
response frequencies and means, were computed for individual items as well as for 
the six subscales associated with the FNQ. Qualitative data generated through 
responses to open-ended questions posed to respondents at the end of the survey 
were organized with the assistance of HyperRESEARCH version 2.8 (Depuis, 
 2007 ). Working in tandem, the authors commenced with approximately eight pages 
of single-spaced narrative text provided by survey respondents and engaged in a 
constant comparative process of analysis (Glaser & Strauss,  1967 ) using open and 
axial coding strategies described by Strauss and Corbin ( 1990 ). Narrative data was 
broken down into core elements of meaning. All elements of data were then com-
pared in order to develop codes or categories of conceptually similar data. From 
these categories and the narrative data associated with each category the researchers 
extracted and reported themes indicative of ideas or concepts expressed with vary-
ing degrees of consensus among respondents.   
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    Results 

 Representatives from 28 of the 43 state affi liates completed the survey; this response 
rate corresponds to approximately 65 % of all BIAA state affi liates. Twenty-six of 
the respondents were paid staff members, while two were members of the board of 
directors. A majority (n = 17) were executive directors, while others reported being 
directors of family services (n = 3), service coordinators (n = 3), resource directors 
(n = 1), secretaries of the board (n = 1), or regional managers (n = 1). Two individuals 
did not report their titles with the state affi liate. 

 According to respondents, their organizations had been in existence an average of 
24.1 years (SD = 6.9), and had been affi liated with the BIAA an average of 19.8 years 
(SD = 9.8). The state affi liates employed an average of 6.9 full-time staff (SD = 10.2) 
and 2.4 part-time staff (SD = 2.8). Respondents were asked to estimate the total num-
ber of volunteer hours donated to the state affi liate in 2008 and the mean number of 
hours was approximately 2,130 (SD = 2,656). 

 When asked to estimate the composition of state affi liate membership, respon-
dents’ estimates indicated that approximately 38.5 % of affi liate members were per-
sons with brain injuries, 26.2 % were family members of persons with brain injuries, 
9.5 % were friends of persons with brain injuries, and 28.9 % were professionals. 
When asked to estimate the race or ethnic composition of family members served by 
the BIAA, respondents’ estimates indicated that approximately 78.0 % of families 
were White, 10.4 % were African American, 4.3 % were Hispanic/Latino, and 1.4 % 
were Asian/Pacifi c Islander. 

 BIAA state affi liate representatives were asked a series of questions about differ-
ent ways that family members connect with the state affi liates. Table  16.1  illustrates, 
in descending order of frequency, the ways that affi liate representatives indicated that 
families connect with the BIAA state affi liates.

   As Table  16.1  indicates, state affi liates indicate that families most frequently 
establish contact with the state affi liates through referrals from professionals, fami-
lies, and individuals as well as through the affi liate telephone helpline, web site, and 
support groups. BIAA state affi liate representatives were asked to indicate the types 

   Table 16.1    How family 
members connect to BIAA 
state chapters     

 N  % 

 Referrals from professionals  28  100.0 
 Affi liate telephone helpline  27  96.4 
 Affi liate web site  27  96.4 
 Referrals from other families  27  96.4 
 Referrals from family members with 

brain injuries 
 26  92.9 

 Affi liate sponsored support groups  25  89.3 
 BIAA web site  23  82.1 
 Fund-raising events  22  78.6 
 Referrals from the BIAA national offi ce  13  46.4 
 Membership meetings   3  10.7 
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of services that their affi liate provides for family members. Every representative who 
completed the survey indicated that their affi liate provided families with telephone 
information and referral, an affi liate web site, and a newsletter. Over 90 % of affi li-
ates provided affi liate families with conferences including information about family 
needs, written educational materials, and support groups for family members. 
Informational meetings for family members (provided by 75 % of affi liates) and 
production and distribution of multimedia content (provided by 50 % of affi liates) 
were identifi ed much less frequently as services provided to families by state 
affi liates. 

 State affi liate representatives were asked to describe the content of their affi liate 
web site by indicating whether a number of elements appeared on the web site. More 
than 80 % of state affi liate respondents indicated that their web sites included infor-
mation on brain injury organizations and professionals, calendars of events, brain 
injury documents, and information on legislative and policy developments. Fewer 
respondents indicates that newsletters (75 %) or streaming audio or video (39.3 %) 
were included on their affi liate web site. None of the respondents indicated that dis-
cussion boards or chat rooms were available to families through the affi liate web site. 

 State affi liates were presented with a list of 12 services pertinent to individuals 
with brain injury and their families and were asked to describe the extent to which 
each of the services was available using a three-point scale indicating whether the 
service was not available, the service was available but insuffi cient to meet existing 
needs, or available and adequate to meet existing needs. Table  16.2  summarizes the 
state affi liate responses to the questions about service availability.

   The general pattern of responses to the questions about service availability indi-
cates that respondents believed the majority of brain injury services in their state 
were available but not at levels that met the existing need. Of note is the proportion 
of respondents (70.4 %) who indicated that sexuality training was not available in the 

    Table 16.2    Availability of brain injury services in state   

 Not available (%) 
 Available, not 
adequate (%) 

 Available and 
adequate (%) 

 Residential care  10.7  85.7  3.6 
 Legal services  7.1  71.4  21.4 
 Medicaid waiver  25.0  71.4  3.6 
 Neuropsychologists  0.0  78.6  21.4 
 Personal attendant care  10.7  75.0  14.3 
 Protection and advocacy  0.0  75.0  25.0 
 Respite care  17.9  78.6  3.6 
 Sexuality training  70.4  25.9  3.7 
 Social/interpersonal training  37.0  69.3  3.7 
 State/Federal vocational 

rehabilitation 
 3.6  85.7  10.7 

 Supported employment  10.7  85.7  3.6 
 Veterans Affairs  0.0  81.5  18.5 

16 Community-Based Care



302

state at all. Of particular relevance to veterans with brain injuries and their families 
were services available through the Department of Veterans Affairs. These services were 
perceived by all BIAA state affi liates to be available, however 81.5 % of respondents 
indicated that although services were available they were not suffi cient to meet the 
existing needs of veterans. 

    Family Needs Questionnaire 

 The family needs reported by BIAA state affi liates were examined by analyzing the 
FNQ scores with respect to both the mean percentage of need rated as “Important” 
or “Very Important” and the extent to which needs rated as “Important” or “Very 
Important” were described as being met. For the purposes of this analysis the per-
centage of met needs was calculated for only those need rated by respondents as 
“Important” or “Very Important”. The approach to computing the percentage of met 
needs is consistent with the analytical approach utilized by Serio, Kreutzer, and 
Gervasio ( 1995 ). 

 Table  16.3  illustrates survey responses to questions about the importance of 
different family needs according to the six subscales in the FNQ. Included in this 
table are additional descriptive statistics representing responses to the FNQ of adult 
siblings of individuals with brain injury from a study of siblings (n = 158) com-
pleted by Degeneffe in  2009 . The sibling data was drawn from a national data set of 
295 adult siblings of persons with TBI, most of who resided in community-based 
settings. In the 2009 study, the person with the brain injury had been injured approx-
imately 12 years, with a range from approximately 1 to 36 years. These descriptive 
statistics are included to place the present study in the context of previous studies 
examining family needs from the perspective of members of the family. For the 
present study we adapted the question stems on the FNQ to suit the respondent 
population (i.e., asking BIAA affi liate representatives to identify needs of the fami-
lies that they served). As a result the questions presented to the two groups were not 
identical; however we believe that the adapted FNQ retains its focus upon the fi ve 
domains of post-injury needs measured by the instrument.

    Table 16.3    Comparison of importance ratings, BIAA professionals and siblings   

 Percent rated 
 important, BIAA (%) 

 Percent rated 
 important, siblings (%) 

 Health information  99.2  87.4 
 Community support network  91.4  81.5 
 Professional support  94.3  77.2 
 Instrumental support  92.1  71.4 
 Involvement with care  79.0  55.2 
 Emotional support  –  65.8 

  – Not computed  
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   Descriptive statistics for the emotional support subscale are not reported for 
BIAA state affi liates in Tables  16.3  and  16.4  as one survey item associated with the 
emotional support subscale was intentionally omitted from the FNQ portion of the 
survey when the survey questions were adapted for use with BIAA state affi liates. 
The researchers determined that the question could not be adapted for use with the 
target population without substantially changing the meaning of the question.

   Items associated with the health information scale (which addresses needs related 
to family members being informed about the course of their family member’s medi-
cal status and learning how the brain injury has impacted the family member’s func-
tional skills) were most frequently identifi ed as important or very important. 
Following health information needs closely were items in the professional support 
scale (which addresses needs related to family members being informed about the 
duration of problems associated with brain injury and needs related to accessing 
resources for the individual with brain injury), the instrumental support scale (which 
includes needs such as helping family members to get a break from problems or 
responsibilities and getting help keeping the house clean), and the community sup-
port network scale (which addresses family needs associated with getting others, 
such as friends and other family members, to understand the problems of the person 
with brain injury). Survey items associated with the involvement with care scale 
(which addresses the family’s need to be involved in providing input regarding the 
care, rehabilitation and education of the person with brain injury and being shown 
that their opinions are used in planning services for the individual with the brain 
injury) were frequently identifi ed as important or very important by respondents but 
at a lower rate than items associated with the other scales (Marwitz,  2000 ). 

 An examination of sibling responses to the FNQ (Degeneffe,  2009 ), suggests 
that BIAA state affi liates identifi ed needs as important or very important more fre-
quently than siblings of persons with brain injury across all fi ve of the FNQ scales 
where comparisons were made. It should be noted that both respondent groups rated 
items associated with the health information scale as important or very important 
most frequently. Items associated with the involvement with care scale were rated 
as important or very important least frequently by both groups of respondents. 

 Table  16.4  illustrates survey responses to questions about the extent to which dif-
ferent family needs are met according to the six subscales in the FNQ. Scales with 

    Table 16.4    Comparison of percentage of needs identifi ed as met, BIAA professionals and siblings   

 Percent rated 
 met, BIAA (%) 

 Percent rated 
 met, siblings (%) 

 Health information  10.1  48.4 
 Community support network   6.3  38.4 
 Professional support   5.2  36.2 
 Instrumental support   0.0  56.7 
 Involvement with care   5.6  40.7 
 Emotional support  –  31.0 

  – Not computed  
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lower percentages of needs rated as met indicate needs where fewer respondents 
identifi ed items associated with the scale as being met. 

 Based upon needs rated as important or very important, the BIAA state affi liates 
did not identify any of the items associated with the instrumental support scale as 
being fully met. Examination of BIAA state affi liate responses across all of the 
scales indicates that the state affi liates perceive a great deal of unmet family needs, 
as all fi ve scales computed for the state affi liates identifi ed the percentage of needs 
that were met as 10.1 % or less. In contrast, siblings of adults with brain injury 
studied by Degeneffe ( 2009 ) reported higher percentages of needs met than did the 
BIAA state affi liates. Interestingly, the instrumental support scale, which had the 
lowest percentage of needs rated as met by BIAA state affi liates (0.0 %), had the 
highest percentage of needs rated as met by siblings (56.7 %). While the percentage 
of needs rated as met by siblings was notably higher than the percentage of needs 
rated as met by BIAA state affi liates, sibling responses to the questions about needs 
that were met or unmet still resulted in percentages of met needs below 50 % for all 
scales except instrumental support.  

    Open-Ended Survey Item 

 At the conclusion of the survey, state affi liates were presented with an open-ended 
question that prompted them to describe what has been benefi cial and what needs 
improvement among brain injury professional services received by persons with 
brain injury and their families. Using a constant comparative process of data analy-
sis (Glaser & Strauss,  1967 ) open and axial coding processes (Strauss & Corbin, 
 1990 ) were employed to identify themes or concepts that emerged with a degree of 
consensus from the narrative responses provided by state affi liates. In order to 
enhance the authenticity of the fi nding, the study authors worked in tandem to sort 
and code responses, refi ning categories as new information was uncovered. 

 Narrative statements provided by respondents could be related to a single con-
ceptual code or could be associated with multiple codes if the statement addressed 
two or more themes that were developed through the coding approach. Preliminary 
analysis of narrative responses resulted in 21 data codes. Additional recoding gener-
ated the fi ve themes reported in the narrative that appear in Table  16.5  while fi ve 
additional data codes were dropped from the analysis as a result of low levels of 
consensus among respondents.

       More Funding Is Needed for Community-Based Care 

 State affi liates made a number of statements describing needs for more community- 
based care for individuals with brain injury and their families. As one individual put 
it “We all know that individuals and families need ongoing supports and 
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services—some, lifelong. These services usually don’t exist, due to a lack of funding.” 
Respondents described a lack of services generally as well as varying availability of 
care across geographic regions. One respondent highlighted the discrepancy 
between care available during the acute phase of rehabilitation and the care avail-
able once the individual returns to his or her community:

  …limited community resources and funding; family is not on radar screen only patient for 
a limited time and then push on to next level of care; why do we spend so much money on 
trauma and acute care and provide little quality of life at other end of continuum - why 
bother???? 

       Medical Care Coverage Needs Expansion 

 When commenting upon the need to expand medical care coverage, State affi liates 
focused upon specifi c services needed by individuals with brain injury (e.g., neuro-
psychology, occupational therapy, physical therapy and speech therapy) as well as 
systemic barriers to accessing care, such as time-limited reimbursement for neces-
sary medical services and diffi culties families face when attempting to coordinate 
care. The following statement, offered by one of the state affi liates, summarizes 
some of the barriers that families encounter:

  …too long to write…health care: too silo-ed, too bureaucratic (red tape and politics), 
 families don’t know what they don’t know - don’t know how to play the game and win; 
acute care professionals don’t have the time or resources to educate or help families… 

       Professionals Require More Brain Injury Training 

 Respondents described a variety of needs for training and awareness on the part of 
professionals who work with individuals with brain injuries and their families. 
While some state affi liates indicated that general efforts to raise awareness were 
successful, they highlighted needs for continuing education of professionals and in 
some statements identifi ed specifi c categories of professionals (e.g., medical 

  Table 16.5    Frequency count 
and percentages of total 
responses for most commonly 
identifi ed themes  

 N  % 

 More funding is needed for community- 
based care 

 19  44.2 

 Medical care coverage needs expansion  10  23.3 
 Professionals require more brain injury 

training 
  6  14.0 

 Awareness-building campaigns are 
effective 

  4   9.3 

 Quality acute care   4   9.3 
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professionals, doctors, case managers, social workers, and attorneys). Comments 
about the need to provide additional training or increase awareness were often 
paired with statements about availability of brain injury resources as in the follow-
ing statement: “…not enough professionals understand brain injury and they don’t 
have the resources if they do”.  

    Awareness-Building Campaigns Are Effective 

 Statements by respondents indicated that they believed that efforts to increase 
awareness conducted by BIAA and other entities were productive activities. These 
efforts were linked to enhancing awareness among family members, professionals, 
and individuals making career choices in fi elds related to brain injury. When describ-
ing efforts designed to enhance awareness of brain injury, one individual alluded to 
challenges individuals and families may face once intensive services come to an end 
and the individual returns home: “Increased outreach and education to service pro-
viders including awareness of daily life after services end had been benefi cial.”  

    Quality of Acute Care 

 Comments by respondents indicated that coordination between acute care hospitals, 
rehabilitation hospitals, and the state affi liates contributed to helping families cope 
with brain injury. Inpatient and outpatient medical care and rehabilitation services 
were described by state affi liates as excellent.   

    Discussion 

 Through descriptive statistics and qualitative data analyses, we found that the BIAA 
state affi liates play an important role in meeting long-term community support 
needs among families of persons with brain injuries. BIAA affi liates provide infor-
mation, service coordination, and emotional support through a variety of resources 
such as websites, support groups, and information and referral services. These ser-
vices are provided free of charge, and for some families, offer the only means of 
professional assistance. As Table  16.2  documents, participants had extensive 
involvement in supporting families of persons with brain injury. This proximity 
gave participants a unique perspective on the nature of family needs following brain 
injury and existing service gaps in long-term community support for persons with 
brain injuries and their families. 
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    Clinical Implications 

 Our fi ndings highlight the need for professional outreach, programs, and funding 
that extend past acute care rehabilitation. Once family members leave acute care 
rehabilitation settings, they enter a world with insuffi cient independent living sup-
ports, vocational services, respite, neuropsychological evaluation, sexuality train-
ing, protection and advocacy. Professionals they encounter might not have adequate 
training in brain injury and families may lack the necessary funding to obtain access 
to the professional services that are available. Our fi ndings support the opinion 
advanced by policy reviews arguing that insuffi cient resources are available for 
long-term care (Degeneffe et al.,  2008 ; Starr et al.,  2001 ; Vaughn, & King,  2001 ), 
and are consistent with family care-giving research. For example, Griffi n and asso-
ciates’ ( 2011 , p. 5) study of 564 family caregivers of veterans with TBI and other 
polytrauma injuries found that caregivers needed help with managing their injured 
family member’s pain, aiding with therapies, working with assistive devices, mak-
ing medical appointments, managing emotional issues, and working with health 
care, benefi ts, and legal systems. The similarity of fi ndings to the present study is 
surprising given the enhanced access veteran families enjoy through the Department 
of Defense and VA and veteran support agencies compared to the civilian popula-
tion which the BIAA primarily serves. 

 Our FNQ results indicate that shortcomings in long-term community-based sup-
port of families may be more pervasive than suggested in prior family needs 
research. Because participants worked with families with various types of care- 
giving related stresses and strains, they had comprehensive awareness of a wide 
spectrum of post-injury needs. FNQ ratings for health information, community sup-
port network, professional support, instrumental support, and involvement with care 
needs ranged from 79.0 % to 99.2 % for the importance of these needs, while ratings 
for the extent to which these needs were met ranged from 0.0 % to 10.1 %. Both sets 
of outcomes substantially depart from previous FNQ research (Bishop et al.,  2006 ) 
based on the specifi c needs of siblings, parents, spouses, and other family members. 
Previous family needs research found lower ratings of the importance of these needs 
while giving higher ratings on the extent to which these needs were met. 

 With regard to needed actions, a fi rst consideration is the need for enhanced pro-
fessional education and training on brain injury. Our fi ndings support other research 
which indicates shortcomings in professional skill and understanding of brain 
injury. For example, Degeneffe and associates ( 2008 ) noted that the Council on 
Rehabilitation Education does not require specifi c training on brain injury for its 
accredited Masters in Rehabilitation Counseling university programs. Walker, 
Boling, and Cobb ( 1999 ) surveyed 86 school psychology graduate programs listed 
with the National Association of School Psychologists regarding the extent to which 
the programs offered training in neuropsychology/brain injury. Walker and associ-
ates found that these programs offered little training in neuropsychology/brain 
injury and few of the programs’ faculty members possessed neuropsychological 
expertise. Also, Becker, Harrell, and Keller ( 1993 ) conducted a national survey of 
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staff training needs among 90 acute, 36 sub-acute, and 110 post-acute brain injury 
facilities and agencies. A total of 75 % of the participants endorsed a need for spe-
cialized TBI training for their professional staff. Also, over 75 % of the programs 
utilize paraprofessionals, with a rating of 84 % of that group in need of specialized 
TBI training. Further, Linden and Redpath ( 2011 ) assessed attitudes of 90 trainee 
and 69 qualifi ed nurses in the United Kingdom toward a hypothetical scenario con-
cerning young adult males whose behavior either did (i.e., through drug use) or did 
not (i.e., through an aneurysm) contribute to their brain injury. Compared to the 
qualifi ed (i.e., experienced) nurses, trainees held less prejudicial attitudes, were 
more willing to socially engage, and were more oriented to help the injured persons 
considered to be responsible for their brain injuries. 

 Researchers attest to the value of specialized brain injury training through evi-
dence of increased knowledge and skill development. For example, Willer, Button, 
Willer, and Good ( 1998 ) described the outcomes of a 4 day graduate course in 
Ontario, Canada for 308 professionals, administrators, and paraprofessionals work-
ing in a variety of community-based brain injury programs. The curriculum focused 
on three areas including a) philosophy of rehabilitation; b) knowledge of brain 
injury, behavior relations and assessment techniques; and c) brain injury rehabilita-
tion interventions. All three groups took a test that measured their knowledge of 
curriculum content both before and after the course to measure their learning gains. 
All three groups demonstrated statistically signifi cant gains in their knowledge fol-
lowing the course, with administrators and professionals earning the highest pre- 
and posttest scores. 

 With regard to advocacy, professionals need to push for enhanced public policy 
and funding that expands community-based service options for persons with brain 
injuries, and thereby reduces care-giving burdens now incurred by families. This 
point cannot be overstressed given the high numbers of persons incurring brain 
injuries in the United States annually, along with potentially hundreds of thousands 
of veterans with TBI returning to their home communities and families. Further, 
while modern military medicine has focused attention on TBI among veterans of 
OEF/OIF/OND, signifi cantly less attention has been given to identifying and treat-
ing residual TBI among veterans of previous confl icts. It is possible that at least 
some of the signifi cant health and social burden experienced by veterans of past 
wars and their families refl ects, at least in part, the effects of un-diagnosed TBI. For 
these reasons, it is important that all state and community providers and programs 
are knowledgeable about who among the people they serve are veterans and about 
how to refer veterans with TBI to services available through VA. The BIAA can 
assume an important role in connecting families with VA. For example, through 
their websites the BIAA affi liates could provide information and direct links to VA 
TBI programs and services. 

 In a statement directed to rehabilitation counselors but which applies to all brain 
injury professionals, Degeneffe and associates ( 2008 , p. 49) pointed out that, 
“Overall, rehabilitation counselors need to be part of creating a community-based 
system of supports that is suffi ciently funded, responsive to the needs of injured 
persons and their families, and based on coordinated efforts among federal, state, and 
local private and public agencies.” Degeneffe and associates noted areas needing 
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particular attention including fully funding TBI programs in the federal agencies 
addressed by the TBI Act (i.e., Centers for Disease Control, Health Resources and 
Services Administration, and the NIH), expanding Medicaid waiver programs for 
persons with TBI, and encouraging the Rehabilitation Services Administration to 
offer training programs on TBI vocational rehabilitation.  

    Research Implications 

 The fi ndings from our study also contain implications for future research. Research 
is needed to develop evidence-based practices on the most effective approaches to 
support the long-term needs of persons with brain injuries and their families. The 
federal government can serve as a funding source for this research through the 
National Institute on Disability and Rehabilitation Research (NIDDR), NIH, and 
VA. In particular, research is needed to develop more effective family support inter-
ventions along with services for persons with brain injuries including job placement 
approaches, substance abuse treatment, sexuality training, and psychological adjust-
ment counseling (Degeneffe et al.,  2008 ). 

 Since 1987, NIDDR has provided funding for a program called “TBI Model 
Systems of Care.” There are currently 16 Model Systems programs located across 
the United States (Model Systems Knowledge Translation Center,  2011 ). Many of 
the goals of the Model Systems program focus on long-term outcomes following 
TBI (BIAA,  2011c ). As an example of this focus, Southeastern Michigan Traumatic 
Brain Injury Systems (KMRREC,  2006 ) conducted a project called, “Full Access to 
Community Life,” which focused on peer mentoring, barriers to community inte-
gration, and subjective well-being for injured persons and their signifi cant others. 

 NIH presents an additional federal funding source. As noted, the TBI Act 
(Degeneffe et al.,  2008 ) charters NIH as one of three federal agencies to fund both 
applied and basic research on TBI. National Institutes of Health ( 1999 ) documented 
their interest in TBI most notably in their “Consensus Development Conference on 
the Rehabilitation of Persons with Traumatic Brain Injury,” held in October 1998. 
The conference brought together leading researchers to review research, present 
research, and suggest future research directions. As part of its discussions, the con-
ference outlined future research needed for enhanced community-based functioning 
for persons with TBI as well as improved family outcomes following TBI. 

 With the high number of veterans with TBI returning from OEF, OIF and OND, 
VA now plays an important role in family support. United States Department of 
Veterans Affairs ( 2011b ) maintains a specifi c department devoted to family caregiver 
support, “VA Caregiver Support Services,” which includes such resources as the 
“Caregiver Support Line,” on-line informational resources on various aspects of care-
giving (e.g., how to avoid caregiver burnout), and links ( 2011c ) to family support 
organizations including the BIAA. Families of injured service members and veterans 
are eligible to receive monetary stipends through the Caregivers and Veterans 
Omnibus Health Services Act of 2010 (Public Law: 111-163) (Griffi n et al.,  2011 ). 
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Families of service members and veterans with TBI and polytrauma can also receive 
support from the National Polytrauma System of Care, which includes four 
Polytrauma Rehabilitation Centers in Richmond, VA, Tampa, FL, Minneapolis, MN, 
and Palo Alto, CA, and 17 additional Polytrauma Network Sites located across the 
United States (U.S. Department of Veterans Affairs,  2007a ). Upon separation from a 
Polytrauma Network Center, discharge plans are made that can include the assistance 
of a Polytrauma Network Site, which in turn helps families utilize local community 
resources (U.S. Department of Veterans Affairs,  2007b ). 

 VA further demonstrated its attention to family support through funding the 
Family and Caregiver Experience Survey (FACES), conducted in 2009–2010 by the 
Center for Chronic Disease Outcomes Research at the Minneapolis VA Medical 
Center (U.S. Department of Veterans Affairs,  2011a ). FACES described caregiver 
experiences in providing care to their family members with TBI/polytrauma dis-
charged from a Polytrauma Rehabilitation Center between 2001 and 2009. An over-
all purpose of the study was to help VA determine areas for new program development 
or improvement. The collective work being done by VA in family support will likely 
present new insights about how to best support all families (both civilian and service 
connected) impacted by brain injury. 

 To further our understanding of family response to brain injury, VA should con-
sider funding future research that compares the experiences of OEF and OIF fami-
lies of persons with TBI in the general population, given different levels of access 
to professional services and funding for both groups. Also, VA should consider 
research that examines ways to partner with civilian entities like the BIAA to 
address active duty military and veteran family caregiver needs.  

    Limitations 

 Several limitations of the present study are noted. First, it is possible that partici-
pants overstated the nature of service gaps and family needs given their BIAA affi li-
ate role as advocates for enhanced brain injury services and funding. Also, 
participant interactions with caregivers were more likely to occur during times 
when families required more assistance which could have led to overestimations of 
service gaps and family needs. Also, participant views on family needs were based 
on interactions with caregivers connected to a BIAA state affi liate. It is possible that 
family needs among caregivers without this connection might be different.   

    Conclusions 

 The national network of BIAA state affi liates play an important role in meeting the 
long-term, community-based support needs of families of persons with brain inju-
ries. BIAA affi liates provide an extensive array of supports to help manage the 
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demands of care-giving; this proximity informs affi liate views that the current set of 
long-term, professional supports for persons with brain injuries and their families is 
insuffi cient. Given recent attention to the number of veterans returning from OEF, 
OIF and OND with TBI, there is an historic opportunity to call attention to TBI and 
its effects on those injured and their family members. This could provide the impe-
tus for developing new levels of community awareness of associated needs and 
interagency cooperation in meeting them. We hope our fi ndings will motivate pro-
fessionals and the public to call for enhanced long-term funding, services, and pro-
fessional training in brain injury.     
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