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INTRODUCTION

A deployment is a military operation in which
the service member is sent from the home station,
usually as a part of a military unit, to a distant lo-
cation to accomplish a special mission. Routine
training is not included in this definition. Families
are not permitted to accompany him or her. Both
deployment and reunion are often stressful for ser-
vice members and their families. An increased
knowledge of the stresses of predeployment, de-
ployment, and reunion will help commanders and

medical personnel develop preventive measures to
counter them. In this chapter we present a brief his-
tory of deployments in the post–Cold War environ-
ment and give illustrations of the stressors in four
of the most prominent recent ones: the Persian Gulf
War, Somalia, Haiti, and Bosnia. We present and dis-
cuss deployment issues that affect service members
and family members and the command and medi-
cal actions that might be taken to prevent or ame-
liorate them.

THE NATURE OF CURRENT MILITARY OPERATIONS

Military Operations from World War II to the
Post–Cold War Environment

There have been substantial modifications in the
nature of military operations since World War II,
with a broadened spectrum of experiences for service
members and their families. World War II typified
the long-duration war in which there were peaks
and valleys of combat intensity. Massive numbers
of personnel, ships, and aircraft were engaged in
battle theaters throughout the world. Soldiers, sail-
ors, and Marines were involved for the duration of
the war or until a wound or other medical or psy-
chiatric condition required their evacuation.

The Korean and Vietnam wars were more limited
in scope, even though the Korean War involved
large-scale land and air campaigns, and the Vietnam
War lasted longer than World War II. The overall
mission, politically and militarily, in both these latter
conflicts was less clearly defined than it was in
World War II. Both represented combat phases of
the much-longer global Cold War between the
United States and its allies and the Soviet bloc of
nations. The desire to limit the spread of communism
was balanced by the fear of extensive involvement
in a land war against the communist superpowers.
Ground efforts were limited geographically and
bombing missions for aircraft were tightly controlled.

Politically, the Cold War was marked primarily
by postures of conventional warfare, wars of national
liberation, terrorist groups of various ideological
commitments, and nuclear deterrence. The world
was roughly divided into a Western bloc plus Japan
and other Pacific nations; a Communist block that
included the Soviet Union, the Warsaw Pact nations,
and the People’s Republic of China; and third-world
countries, many of which varied in their alliances
between the Western and Communist blocs. Mili-
tarily, it was characterized by global deployment.

Large numbers of US personnel were assigned to
installations in Europe and Asia to preclude overt
aggression by Communist forces. The US Navy and
Air Force developed and deployed highly advanced
weapons platforms. Deployments could generally
be planned and careers scheduled around deploy-
ment cycles, particularly in the Navy. Even though
separation from families and the high tempo of
training took their toll, there was seldom a direct
threat of loss of life and limb, as compared with war.

With the fall of the Soviet Union and the collapse
of the Warsaw Pact in 1989, multiple areas of re-
gional instability became the focus of US political
leadership. The military forces of the United States
have taken on new missions and roles that challenge
the capabilities and ingenuity of service members
and their military and civilian leaders. Much of the
deployment effort is now shared by active duty and
reserve units, which are often activated and de-
ployed for several months. Differences in training,
experience, and equipment between active duty and
reserve units and the short-notice activation of units
have proved highly disruptive to both the military
and family environments.

Current US National Strategy

The National Security Strategy for the United
States was outlined in a White House publication.1

The United States must be able to respond to cri-
ses, such as threats to vital national interests. These
interests are of broad, overriding importance to the
survival, safety, and vitality of the nation, and they
affect both national well-being and the character of
the world. Among these are humanitarian crises,
natural disasters, and manmade disasters or gross
violations of human rights that demand action. For
the foreseeable future, the United States and its al-
lies must be able to deter and defeat large-scale
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cross-border aggression in two distant theaters with
overlapping time frames. This scenario includes the
rapid defeat of initial enemy advances, victory
against an enemy that may use unconventional ap-
proaches, and successful transitions from multiple
small-scale contingencies to major wars.

The second group of threats are transnational and
involve terrorism, international crime (eg, traffick-
ing in drugs and illegal arms), environmental dam-
age, and intrusions into information infrastructures.
They have filled the vacuum left by the fall of the
Soviet Union and the end of the Cold War. The third
group of threats is composed of smaller-scale con-
tingencies, operations which fall short of major-the-
ater warfare, including humanitarian assistance,
peacekeeping missions, disaster relief, maintenance
of no-fly zones, reinforcement of key allies, and lim-
ited strikes and interventions.

The current period is also characterized by po-
litical disagreements between various political
groups and branches of the US government con-
cerning national strategic goals. These disagree-
ments create distinctive problems for the military
that receives its orders from the Executive Branch,
but its funding from the US Congress that may or
may not support the strategic goals established by
the president. Such conflicts have obvious implica-
tions for the welfare of the service member, since
the success of a particular mission often depends
on unity of purpose to support the deployment.

Environmental, Psychological, and Moral
Factors in Operational Stress

With the diversity of military missions in the
modern era, a systematic method is needed to accu-
rately predict, assess, and minimize their negative
psychological aspects. One approach is to catego-
rize the various types of risks. Environmental factors
include weather, geography, terrain, ease of com-
munication, noise, availability of adequate food
and shelter, presence or threat of disease, and tox-
ins or fear of toxins (eg, chemical and biological
agents). Psychological factors encompass those in-
dividual and interpersonal aspects of situations to
which individuals and units respond negatively.
Moral factors relate to the individual’s or unit’s
overall sense of the rightness or worth of the cam-
paign. These environmental, psychological, and
moral factors affect individual and unit perfor-
mance. Similar concepts appear in the discussion
of the environment of combat in Army Field Manual
100-5, Operations.2

Environmental Factors

Environmental risks can be assessed based on
known or predictable conditions of deployment,
although adequate intelligence about local condi-
tions is often lacking. The tempo of operations will
affect sleep, hygiene, nutrition, hydration, and fa-
tigue. The degree to which military personnel are
affected by the environment may depend on their
sensitivity to its influences. Age, physical fitness,
presence of medical or psychiatric illnesses, and
response to medications (including prophylactic
medications) can affect sensitivity. The effect of the
environment can be modified by equipment deployed
with the forces to counter such threats. Unfortu-
nately, unanticipated negative consequences of
equipment and systems failures can result in an-
other source of environmental risk. A commander’s
desire to avoid any harm to personnel can result in
excessive use of personal protective equipment.
This may increase the negative impact of environ-
mental factors and actually create casualties.

Psychological Factors

Psychological factors operate at individual and
group levels. Each service member has a unique
history of experiences that set the framework for
the perception and interpretation of current expe-
riences. Successful relationships and positive per-
formances build confidence and resiliency, while
broken trusts and failures lead to isolation and pes-
simism. Units have a collective character that is
formed over time. Appropriate communication, re-
spect, and mutual support build team spirit and
cohesion. Active, realistic training and prior suc-
cess in combat build unit confidence and initiative.
Frequent reorganizations, rapid turnover of person-
nel, and limited communication lead to behavior
that is not cohesive. Limited training and assign-
ment to operations in which the mission is poorly
defined and success difficult to measure will erode
the confidence of the unit.

Moral Factors

The military services provide a means to accom-
plish the political goals and strategies of national
leadership. Clausewitz described the trinity of the
military, political leadership, and the people. He
believed that there must be an alignment of the three
to ensure success in war. In most instances, the lead-
ers are attuned to the moral tone of the nation and
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their use of military forces is seen as good. When
this occurs, the people of the nation are supportive
of the service members at many levels, from per-
sonal support of family members to positive na-
tional media coverage.

At times, military and political goals may be
unclear or poorly stated. In many instances, goals
may seem mutually exclusive. For example, it
may seem correct to help preserve the internal
security of another country and yet undesirable
to use deadly force to stop civilians or paramili-
tary personnel whose views differ from those of
the national leader. It is the nature of the US de-
mocracy to question the goals of its leadership,
which may lead to questions of whether the na-
tion is engaged in a worthwhile and morally cor-
rect endeavor. Once this occurs, the support for
the military forces may diminish. Some portion
of media coverage may speak out against mili-
tary actions, family members may question the
need for the hardship of separation and the threat
of death or injury, and individual service members
may begin to doubt their role in the operation.
These factors have a direct effect on the psycho-
logical well-being of individuals and units. This
creates the potential for shifting political support
for most any strategic initiative. For example,
during the Vietnam War changes in policies par-

alleled changes in US public opinion and support
for the war between 1963 and 1973.3

This background provides examples of contexts
for performing a situational assessment of environ-
mental, psychological, and moral factors likely to
affect individual and unit performance within the
myriad of possible operational assignments. Quan-
tification of the degree and duration of stress can
be balanced against positive factors that provide for
resiliency and endurance. Lists of some environ-
mental stresses and mitigating factors are provided
in Table 48-1 and some psychological stresses and
mitigating factors in Table 48-2. A commander’s
impact on moral factors may vary with rank and
with operational contingencies. Commanders must
be aware of the influence of moral factors in deter-
mining their impact on the service member and the
family.

TABLE 48-2

PSYCHOLOGICAL STRESSES AND MITIGATING
FACTORS

Psychological Stress Mitigating Factor

Personal fears and doubts Briefings regarding actual
threats, training in realistic
environments, “buddying”
new personnel with sea-
soned veterans

Lack of effective Education at all levels on
communication appropriate means of passing

information, encouraging
initiative within proper
bounds of rank and respect

Poor unit cohesion Leadership, limit changes in
personnel and routine, train
in environment and condi-
tions likely to be encountered,
foster cohesion through addi-
tional team-building events,
such as organized sports

Sleep deprivation Forced rest periods, noise
attenuation, sleep hygiene
education

Casualties of boredom: sub- Maintain active training sched-
stance abuse, reckless ule (even when deployed),
behaviors, sexual provide clear limits to be-
promiscuity havior and apply appropriate

and uniform punishment
for infractions

TABLE 48-1

ENVIRONMENTAL STRESSES AND MITIGAT-
ING FACTORS

Environmental Stress Mitigating Factors

Weather:  heat, cold, rain, Shelter, proper clothing,
mud warming tents, rotation of

personnel

Toxins:  biological and chem- Available MOPP*, education
ical weapons briefings concerning actual

threat

Disease:  airborne, insect Prophylaxis if available,
vector, direct contact repellents, barrier protec-

tion, education about pre-
vention and briefing about
actual threat

Weapons systems Armor, dispersion, training
to respond, briefings on
actual threat

*Mission-oriented protective posture
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STRESSORS IN MAJOR DEPLOYMENTS IN THE 1990S

Moral

The US force that deployed was well-equipped
and had a good sense of mission, a low frequency
of disciplinary problems, and a high degree of co-
hesion. Alcohol and other drugs of potential abuse
were not factors in this conflict because of Islamic
laws forbidding their use in Saudi Arabia, where
most US personnel were located.7 There was also a
high level of support from home, and a large num-
ber of mental health personnel were available for
consultation in the theater.

Somalia: Operations Restore Hope (Dec ‘92–May
‘93) and Continue Hope (May ‘93–Mar ‘94)

Environmental

Disease is rampant in Somalia. The extent of dis-
ease, however, was unknown because of the lack of
a medical establishment that could collect reliable
epidemiologic information. Service members faced
a lack of sanitation, diverse insect populations, a
hot and humid climate, and large numbers of seri-
ously ill Somalis.8 In such a situation, there should
be cooperative efforts among command, preventive
medicine, and mental health personnel to solve
operational problems. For example, some Marines
in Somalia perceived insect repellent use as inef-
fective and unpleasant because it caused dust to
cake on their skin and showers were not available.9

Limitations of the agents (in this case, insecticide)
and human responses to those limitations can be a
problem in such an environment. Command moni-
toring of such behavioral aspects of a primarily pre-
ventive medicine problem should be a priority.

Psychological

The mission lacked clear policies for redeployment
or recreational leave, and people faced austere, dan-
gerous working conditions and the challenges of
working with personnel with different languages,
customs, and work methods.10 Adherence to pre-
ventive policies and programs can also be affected
by the operational environment. For example, Ma-
rines did not use their bed nets (suspended on poles
above their cots) because the apparatus made them
bigger targets. Psychological factors and preventive
medicine policies also intersected when it was noted
that service members forgot to take doxycycline (an

Many persons involved in the diverse US military
operations of the 1990s have described a variety of
stressors that affected the health of individuals as-
signed to those operations. In the discussion that
follows, elements of stress are identified as envi-
ronmental, psychological, or moral. Although there
are persistently similar themes in these operations,
some were unique, and the surveillance systems
and nomenclature used to identify and track them
were as varied as the missions themselves.

The Persian Gulf War: Operations Desert Shield
(Aug ‘90–Jan ‘91) and Desert Storm (Jan–Mar ‘91)

Environmental

Some of the commonly reported stressors of this
conflict were the rapid and unexpected activation
of the operation, exposure to Scud missile attacks,
anticipation of possible chemical or biological at-
tacks, austere living conditions, environmental pol-
lution, and instantaneous media coverage of the
war.4

Psychological

Major psychological stressors for those in the
French Army were serving under the United Na-
tions banner, imposed passivity in the face of the
rules of engagement (no ripostes), not being able to
distinguish allies from the enemy, difficulty of
communications, discomfort, lack of security, the
inability to change the complex social problems, and
the threat of attack with chemical weapons.5 The
major sources of chronic psychological stress re-
ported by US forces were long duty days, exten-
sive time spent in chemical protective clothing, lack
of sleep, crowding, lack of privacy, physical work
load, boredom, and lack of contact with family.6

Directly experienced stressors were the danger of
being killed or wounded, being fired on by the en-
emy, and seeing dead bodies. The threat of weap-
ons of mass destruction was more stressful than
actual events. This was understandable since few
service members had any actual contact with the
enemy. In addition to these stressors were the need
for special immunizations and prophylactic drugs
to protect against chemical and biological agents.
The use of such measures may create uncertainty
on the part of the service member regarding their
potential health effects.
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antimalarial drug) because of too little sleep and
irregular schedules.9

Moral

Toward the end of the mission, public support
for the US military’s role in Somalia had eroded.10

Personnel were confined to compounds, sorrowful
over the deaths of 26 of their comrades in an am-
bush in downtown Mogadishu, resentful of an ill-
defined mission, angry at some Somalis, homesick,
and bored (Figure 48-1). Additional stressors were
the lack of a return date and poor communication
with home.10,11

Haiti: Operation Uphold Democracy (Sep ‘94–Apr ‘95)

Environmental

In Haiti, many US military personnel had to live
in tents and cope with heat, insects, rodents, and
tarantulas. Commanders tried to increase the sup-
ply of hot food, showers and latrines, laundry and
recreational facilities, and air conditioning. There
were significant risks to personnel of sexually trans-
mitted and diarrheal diseases. There was also the

need to use insecticides because malaria and den-
gue fever were considered health risks for the US
personnel assigned to Haiti12 (Figure 48-2).

Psychological

The passive posture forced on US personnel af-
ter they had been prepared for a combat invasion
may have played a role in the number of early psy-
chiatric presentations. There were 233 psychiatric
visits and 15 air evacuations among 20,000 US per-
sonnel during the first 4 months in Haiti.13

Moral

It was difficult to gauge the public tolerance for
this mission. There was relief that a combat inva-
sion was avoided, but there was not any apparent
enthusiasm for the mission, either. It seems that
public interest in a deployment rapidly fades as the
media discontinues its coverage.

Bosnia: Operation Joint Endeavor (Dec ‘95–
Present)

As of 2000, the US deployment to Bosnia has
taken on additional missions, such as the return of
refugees displaced by the civil war. There is no end
in sight to this deployment, so additional charac-
teristics are bound to appear in the future.

Figure 48-1.  “On Watch, Somalia” by Jeffrey Manuszak.
Security operations in a deployed environment may re-
quire service members to interact with, work with, and
challenge people of different cultures, who may speak a
different language and have unfamiliar customs.  This
may be particularly difficult, as in Somalia, when hostile
actions had been taken toward US military personnel.
Art: Courtesy of Army Art Collection, US Army Center
of Military History, Washington, DC.

Figure 48-2.  US military operations often take place in
the midst of local cultural activities.  A Haitian man leads
a donkey past US Army soldiers providing security for
US Navy Seabee Engineers as they build a road and
bridge in the outskirts of Port-au-Prince, Haiti.
US Army photograph.
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Environmental

In Bosnia, the 20,000 troops of the United Na-
tions Implementation Force faced environmental
risks from severe cold and wet weather, poor
roads, and undetected land mines.14 They also
faced health threats from poisonous snakes and
spiders, environmentally related diseases, and
foodborne, waterborne, and insect-borne disor-
ders15 (Figure 48-3).

Psychological

Some personnel specifically referred to the mo-
notony of their existence.16 The most frequently
cited stressor was the unclear length of the deploy-
ment.17 The initial reports from Bosnia detailed
many personal difficulties, such as loneliness, and

Figure 48-4.  US Army soldiers in Bosnia may be asked
to perform civil affairs missions and other missions for
which they may not have been trained.  US Army sol-
diers patrol through a village of Donje Dubrave near
Tuzla, Bosnia, to assess the attitude of the local people
and to gather information.
US Army photograph.

Figure 48-3.  Deployed service members often must face
dangerous tasks for which they might have had little or
no training.  Because conflict in the town of Zitinje in
Kosovo had been high, US Army soldiers were required
to search every home, animal pens not excluded, and
confiscate any automatic weapons found.
US Army photograph by SPC Daniel Ernst.

PSYCHOLOGICAL EFFECTS OF PREDEPLOYMENT, DEPLOYMENT,
AND REUNION ON THE SERVICE MEMBER

It is hard to separate the factors that affect ser-
vice members and those that affect the family. While
there some factors that affect only the service mem-
ber and some only the family, distinctions are some-
what arbitrary and most of what affects the service
member will also affect the family.

Predeployment

When notified of a deployment, the individual
must be prepared to move rapidly from a normal
work, training, and home environment to a distant
theater of operations. Commanders are usually not

the stress of dealing with environmental factors.
These included mud, cold, rain, snow, fog, unheated
latrines and showers, prefabricated quarters heated
by kerosene heaters (which require an all-night fire
guard), and wearing protective clothing and battle
gear weighing approximately 45 pounds in some
duty areas (Figure 48-4).

Moral

US forces, as a part of a North Atlantic Treaty
Organization mission, were sent to Bosnia on 20
December 1995 to enforce the Dayton Peace Accords
and to help return refugees to their homes. It was
announced that the mission would last 1 year.18 As
of 2000, US personnel are still deployed there. Only
time will tell the effect of public opinion on the
mission and personnel stationed there.
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well informed about the time parameters of deploy-
ments. Often, criticism and suspicion of commanders
begins early when the soon-to-be-deployed do not
know how long they will be away. Commanders are
sometimes suspected of holding back information or
lying. Departures are often delayed again and again;
multiple good-byes are stressful and a bad way to
leave home. Frequently, the national leadership is not
helpful. Leaders may state that the deployment will
begin and end on a certain date only to change the
mission and its time frame as political and policy fac-
tors change. Such changes have important implica-
tions for the morale and stress level experienced by
personnel and their families.

Specific policies and treatment procedures
should be in place before deployment. As the real-
ity of the deployment evolves, medical and psychi-
atric recommendations will need to be modified to
deal with special situations and difficulties that will
emerge. The need to institute preventive measures
can meet resistance from command, individual ser-
vice members, and caregivers. This is particularly
true when psychiatric and behavioral issues are in-
volved. Medical staff officers advising the highest
levels of military leadership must be of appropri-
ate rank, experienced in both the military and medi-
cine, and trusted by the leadership.

Unit readiness should be known before deployment.
Elements of unit readiness include determining if
units have (a) been assigned appropriate personnel
for their assigned authorizations, (b) trained well and
regularly together, (c) reduced the number of indi-
viduals with significant medical profiles, and (d) have
on file current family support plans. Each of these
topics can be measured with existing data using per-
sonnel and unit readiness evaluation systems.

Depending on Department of Defense, service-
specific, and mission-specific policies and needs,
some individuals may be excluded from the deploy-
ment. All profiles that limit individuals from full
duty should be reviewed. The potential need for
mental health consultation and services should be
anticipated, and the location and capability of men-
tal health assets known.

Unfortunately, the outcome of deployments de-
pends on tactical and political factors unknown at
the time of deployment. Even if all the factors cited
above are optimal, success is not assured. Com-
manders must face multiple demands at times of
deployment. The requirement to act rapidly with
limited logistical resources may require the com-
mander to accept greater risk than special staff of-

ficers consider desirable.
The state of predeployment readiness will affect

how a unit adapts to the new environment. Many
education and training programs are available and
should be used before notification of a deployment.
From a psychological perspective, stress-relief plans
should be considered by commanders for service
members since almost all deployments have had
long periods of waiting. Waiting and boredom go
together and create unnecessary stress. Each de-
ployed service member should have a plan to pre-
vent boredom. Unit leadership responsible for as-
suring regular work schedules should also allocate
resources and plan time for rest and recreation. This
includes supplying reading and military-specific
course material, organizing recreational excursions,
encouraging sporting events, regular unit training
schedules (eg, establishing rifle and pistol ranges),
and physical fitness training.

All personnel (including medical staff) should be
fully trained in as realistic an operational environ-
ment as possible. People should expect to work in
austere and sometimes rugged environments. Such
conditions will require equipment, technology, and
treatment approaches appropriate to the conditions.
The capacity to develop work-arounds and to use
field-expedient solutions is critical to achieving
success. Because the medical doctrines and termi-
nology of the services often differ, an essential
component of predeployment training is address-
ing differences in doctrine and equipment of the US
services and those of its allies and the host country.
Operational failures that result from inadequate or
unrealistic training can raise anxiety and uncer-
tainty to the level of major stressors. By taking the
steps noted above, this can be prevented.

Deployment

Commonly Identified Stressors

There are a number of stressors that are common
in almost any deployment. Many of the stressors that
were identified by Menninger19 during World War II
are still present: uncertainty, separation, privations,
bombing in noncombat areas, isolation, climate, dan-
ger, fatigue, and differences in status and privilege
among ranks and services. Other stressors are the
length of the deployment, the degree of security
(which may not allow adequate communication with
family members or friends), boredom, and interrup-
tion of future plans (Figure 48-5).
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Phases of Deployment

Deployment may be thought of as occurring in
three phases: an arrival period lasting days to
weeks, a middle period that goes on for most of the
deployment, and a terminal period that starts when
service members are notified of their return date.
Each period creates stresses on the service member
that may affect the service member and last for a
variable length of time. In addition, concerns about
service and personal matters (eg, finances, unit pro-
cedures, career advancement, the future of one’s
life) do not disappear on deployment.

Passage of Time During Deployment

Time is a prominent issue in the prevention as
well as the development of psychiatric disability in
deployment and war. During World War II, person-
nel served for the duration of the war. During the

Vietnam War, each tour was limited to 1 year (actu-
ally 13 months within the draft period of 2 years of
active duty) and, because of this rotation policy,
each individual experienced his or her own early,
middle, and late portion of deployment. Within the
year in Vietnam, characteristic patterns of stress
were interpreted based on the time in country. For
example, Morris20 described the phases of time for
225 noncombatant psychiatric patients in Vietnam,
referred for treatment at Cam Ranh Bay, an Air Force
field hospital in a secured area. Referrals were most
frequent during the initial adjustment period,
around the end of the first month. Separation from
families was the most important precipitating fac-
tor (Figure 48-6). A second wave of referrals was
seen between the fourth and sixth months, and this
was called the “over the hump” phenomenon be-
cause these psychiatric problems tended to disap-

Figure 48-5.  A soldier returns from a deployment to see
his newborn son for the first time.  Deployed service mem-
bers often complain of missing births, deaths, and other
important events in the lives of their family members.
US Army photograph.

Figure 48-6. “Two Minutes at Home” by SSG Brian
Fairchild.  In spite of modern communication media, such
as e-mail and cell phones, a letter from home is still the
most valued form of support to deployed service members.
Art: Courtesy of Army Art Collection, US Army Center
of Military History, Washington, DC.
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pear once personnel reached the midpoint of their
tours. The service members participated in a kind
of social ritual involving the parceling of time. Each
parcel was a landmark; the person could aim for it
and so reduce tension and renew the sense of hope.
This served as an apparently effective way to cope
with everyday stress.

Pincus and Benedek17 observed that once soldiers
were alerted for deployment to Bosnia they were
already “psychologically deployed.” Their sense of
being “truly” deployed changed once they were on
the ground in Europe and again when they crossed
the Sava River and saw the destruction that had
been caused by the war.

People pay attention to and use time differently in
ways that may or may not be helpful. Time bound-
aries are often unclear in operational circumstances,
and stages of deployment are but rough indicators
of psychological processes that may or may not oc-
cur in service members and family members.

Deployment Stresses for Women

Chapter 18, Health Care for Women in Mobiliza-
tion and Deployment, provides an extensive discus-
sion of health issues for military women who may
deploy. This chapter will detail only issues of
women exposed to combat and other trauma. A dis-
cussion of military women as single parents is cov-
ered under the section on children in this chapter.

During fiscal year 1991, active duty female sol-
diers made up 9.1% of the US Army. It was reported
that 49,950 women were deployed to the Persian
Gulf during Operations Desert Shield and Desert
Storm.21 The large numbers of active duty and Re-
serve component women that are likely to be
deployed will require the military services to con-
sider new policies for social and operational inter-
actions of men and women and provide additional
health care resources for women. For example, ele-
ments of privacy for housing may impact on unit
cohesion.

The exposure of women to combat trauma is by
no means new (Figure 48-7). Women are also ex-
posed to high levels of trauma, particularly in mod-
ern warfare where battle lines not clearly defined.
Of the traumatic experiences of women in the Per-
sian Gulf War, among the most prominent are Ma-
jor Cornum’s experiences as a prisoner of war22 and
the Scud missile attack that produced female casu-
alties.23 There were five reported deaths of women
from hostile causes in the Persian Gulf War.24

Among troops returning from the Persian Gulf
War, Army females were more symptomatic than
males in response to certain war zone stressors, at
least during the immediate postdeployment phase25

(Figure 48-8). Because certain variables were not

Figure 48-8.  Military women must often carry weapons
and perform the same duties as men.  This soldier is on
perimeter security duty with her M249 Squad Assault
Weapon during a cordon and search mission in the vil-
lage of Ugljare, Kosovo.
US Army photograph by SSG Milton H. Robinson.

Figure 48-7.  US Army women are assigned to some avia-
tion units.  Aviation missions are an important part of
peacekeeping duties.  In this photo, a female US Army
officer prepares to fly a route reconnaissance mission over
the city of Brcko, Bosnia.
US Army photograph by SPC Ricardo Gordon.



1406

Military Preventive Medicine: Mobilization and Deployment, Volume 2

controlled, such as prior sexual and criminal victim-
ization experiences and sexual harassment during the
deployment, these results should be interpreted
cautiously. Some war zone stressors are likely to
affect men and women differently as the nature of
deployment missions continues to evolve. As women
have more medical complaints and seek medical
care more in civilian life than men, it should not be
surprising that they would do so in military life.

In addition to the trauma of exposure to combat
is the risk of interpersonal violence and sexual ha-
rassment.26 Deployed military women were found
to have higher rates of sexual and physical assault
and sexual and verbal harassment than were typically
found in civilian or peacetime military populations.27

Sexual assault had a larger impact on post-traumatic
stress disorder (PTSD) than combat exposure, and
frequency of physical sexual harassment predicted
PTSD symptomatology. However, the level of com-
bat exposure was particularly low compared with
Vietnam and the effects of combat and other stres-
sors may differ across contexts.

The effect of deployment on spousal abuse has also
been a matter of concern for the military. In a study of
active duty Army personnel, a small increase was
found in the probability of severe self-reported ag-
gression for men and women who had deployed in
the past year compared with those who had not de-
ployed, and the increase was positively related to the
length of deployment. The rate of severe aggression
was from 3.7% to 4.1% for no deployment and in-
creased to 5% for a deployment of 6 to 12 months.
Thus, it was not solely the deployment that accounted
for the severe aggression, but the longer the deploy-
ment the more likely the severe aggression becomes.28

During the Persian Gulf War, a significant num-
ber of mothers were deployed for the first time in
American history, although there is no accurate
count of these women.29 A study30 of deploying
Navy mothers found higher levels of anxiety and
parenting stress in women anticipating deployment
than those who had recently returned. Single moth-
ers reported more separation anxiety, less family
cohesiveness, and less family organization than
did married mothers. Maternal adjustment to a
husband’s deployment can vary with the type of
deployment. For a routine deployment, maternal
depression was highest at predeployment and pro-
gressively decreased at middeployment and
postdeployment. For mothers whose husbands
were deployed to the Persian Gulf War, significantly
more depression was reported at predeployment
and middeployment than at postdeployment, and

more dysphoria was reported at predeployment
than at middeployment or postdeployment. There
has been very little recent research on the deploy-
ing single fathers and their children, although one
study31 found that single Air Force fathers adapted
well to separation.

Prior War Zone Experience

Prior deployment experience, particularly to a
combat zone, can have significant effects on an in-
dividual. In some cases, an individual may be “in-
oculated” or “sensitized.” Inoculation occurs when
an experience provides an individual the opportu-
nity to become more resistant to stress, such as by
learning new skills and overcoming personal fears,
an attitude of “I can take it.” Sensitization is the
opposite. The individual has suffered because of a
prior experience. It is not wise to assume that just
because an individual has had deployment or com-
bat experience that the person will do well or will
assist others. Experienced individuals can provide
useful positive leadership, but in some cases, they
may become liabilities by providing a negative
message to the inexperienced that their lives will
be ruined by their deployment experience or that
they will never return home. These messages can
have an effect on the morale of others, particularly
younger, inexperienced personnel.

In some cases, earlier trauma can influence the
reaction to the current conflict, or symptoms might
actually be a result of that prior conflict and not the
current one at all. A review of the records of medi-
cal discharges for PTSD given by the Army to sol-
diers who served in the Persian Gulf War found that
35% of these soldiers had also served in Vietnam.32

About one-half of this group developed PTSD in
anticipation of deployment to the Persian Gulf and,
presumably, exposure to a combat environment.
Also, soldiers with prior Vietnam service had odds
ratios for PTSD that were between 5 and 24 when
compared with soldiers without Vietnam service.
These results indicated that for some service mem-
bers with prior war experience, the threat of another
exposure is sufficient to exacerbate existing symp-
toms or provide a new episode of PTSD. However,
it should be noted that some literature indicates that
risk of later PTSD is not increased by trauma but is
increased by having had symptoms of PTSD. Vic-
tims of a motor vehicle accident with a history of
PTSD were 8.02 times more likely at 1 month and
6.81 times more likely at 3 months to have PTSD
than those without a history of PTSD.33
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Coping With Deployment: A Navy Example

On war ships, the tempo of maintenance, drills,
and standing watch keep the crew busy. On hospi-
tal ships, in contrast, there are extensive periods
when the medical staff has little or nothing to do.
Yerkes34 described the stressors and coping strategies
of the personnel unexpectedly assigned to the naval
hospital ship USNS Comfort during its deployment
to the Persian Gulf in August 1990 (Figure 48-9).
The deployment of large numbers of medical per-
sonnel to sea duty was unusual at that time. Thus,
most of the personnel were not used to working as
a team and new rules had to be worked out. Mul-
tiple ship failures contributed to a lack of confidence
in the ship and to feelings of helplessness and de-
fenselessness. Information and mail were both slow
and sporadic. The ship traveled alone for most of
its trip. The prevalent feeling of abandonment led
to personal interpretations of events. Feelings of
grief were also seen due to personal losses such as
loss of loved ones, coworkers, well-habituated shore
positions, and physical security. The duration of the
deployment was unknown, and there was no es-

tablished rotation date.
Coping strategies included a variety of psycho-

logical defenses: humor (including pranks, songs,
and stories), overeating, overexercising, and over-
working. Group identification, after it formed,
helped people feel that they were not alone. Space,
time, and symbols such as different uniforms cre-
ated boundaries. Some individual creativity was
discouraged in favor of group norms. Some specific
strategies recommended to help the crew adapt in
future deployments included immediate assign-
ment to a berthing and work center to create a sense
of belonging, a visible administrative command, a
flexible chain of command, training to foster an
individual’s sense of competency, and support for
individuality and creativity as long as it does not
interfere with group norms.

Stresses Encountered Before the Return Home

Some soldiers were frustrated at the perceived
unfairness of their failure to return home follow-
ing the end of the ground phase of the Persian Gulf
War.35 Some feared that they had been forgotten and
were being left in Saudi Arabia. Among the present-
ing complaints were lethargy, suicidal and homi-
cidal ideation, irritability, and nostalgia. In some
cases, the symptoms became worse as a return date
became more firm. This was described as “finish
line fever,” which may be a variation on or another
name for short-timer’s syndrome.

Substance Abuse

Drug and alcohol abuse must be considered as
potential problems in any deployment. In the Viet-
nam War, drug abuse developed as a significant
military and societal problem. It had not been an-
ticipated and was, for a period, treated as a psychi-
atric problem. From 1960 until the Tet offensive of
1968, there was an extremely low rate of psychiat-
ric casualties. As American involvement in combat
intensified from 1966 through 1968, this rate rela-
tively remained low but began to rise in late 1969.36

Much of this rise in psychiatric casualties was based
on drug abuse. Drug abusers were sometimes
placed in the psychiatric category of character and
behavior disorders. By 1971, a full-scale heroin epi-
demic had been recognized in Vietnam as well as
in the United States.37–39 The availability of relatively
pure, cheap heroin made it the drug of choice. There
was a difference of opinion about whether the in-
crease in drug abuse was due to military duty in

Figure 48-9.  The hospital ship USNS Comfort (T-AH-
20) is a large ship, about the size of a supertanker, with
12 operating rooms and a 1,000-bed capacity.  The ship
can be activated and crewed within 5 days, often by per-
sonnel who do not know each other.  A vessel this large
can present the command with problems of lack of cohe-
sion among the crew as well as feelings of vulnerability
when she travels unaccompanied by combat navy ves-
sels.  Unlike warships, on which the crew is constantly
training and conducting maintenance, the medical crews
of the hospital ships have long periods of boredom when
the ship is not actually receiving casualties from ashore.
US Army photograph.
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Vietnam or was a minor problem and unrelated to
the US presence there.40 Studies demonstrated that
combat units were no more likely to have a high
percentage of drug abuse (measured by positive
urinalyses on leaving Vietnam) than support units.
However, by about August 1970, senior command-
ers recognized that heroin use by their personnel
was a serious problem.41 One of the major responses
to the drug epidemic in Vietnam was to institute a
urinalysis screening program for service members
leaving Vietnam, and drug treatment programs
were initiated throughout the service worldwide to
handle increasing problems of drug and alcohol
abuse.38

These factors demonstrate the influences of the
overseas context but also indicate that trends in
behavior found their most basic roots in American
cultural behavior. Control of the illegal drug use in
Vietnam required the combined efforts of many
branches of the military services, including command-
ers, law enforcement and treatment agencies, and
personnel to plan, administer, and evaluate the uri-
nalysis program, perform epidemiological surveys,
and conduct drug abuse education programs. It also
encompassed major research efforts in Vietnam and
the United States.41 Prudence requires that military
medical personnel be prepared for future drug and
alcohol abuse problems that will create their own
unique challenges in a deployed environment. Vari-
ous programs to provide alternative behaviors
should be provided (eg, hobby shops, USO [United
Service Organizations] entertainment and tours,
sports competitions, and physical fitness facilities).

Surveillance During Deployment

A mental health surveillance system is needed
to enhance the capability of current surveillance
methods so that an assessment of psychosocial fac-
tors is possible. A targeted psychosocial assessment
can produce recommendations to counter effects of
stressors. These countermeasures can later be as-
sessed for effectiveness. Results can be compared
with the lessons of other deployments and a classi-
fication of stressors and countermeasures devel-
oped. Such a model should involve both preven-
tive medicine and behavioral science personnel,
blending the traditionally medical with the psycho-
logical. Such a model should be more effective in
preserving the health of service personnel than ei-
ther approach alone.

A surveillance procedure to monitor injuries, dis-
eases, and accidents, as well as psychosocial prob-

lems (eg, substance abuse, low unit cohesion), may
help highlight specific commands or units that are
under greater stress and would benefit from psy-
chiatric consultation (Figure 48-10). During the ar-
rival period, personnel are likely to be affected by
the loss of the familiar home and work environment,
cultural change, jet lag, and sleep disturbances.
During the middle phase of the deployment, sur-
veillance should include outcome review of medi-
cally evacuated patients to determine if there are
particular types of complaints or behaviors that are
likely to result in an individual being evacuated. It
is then critical to establish whether patients wish-
ing to return home consciously or unconsciously
developed a particular symptom pattern (sometime
called an “evacuation syndrome”) to achieve an
acceptable escape from the stressors of deployment.
If such a situation develops, it will be necessary to
determine the appropriateness of medical evacua-
tion policy guidelines. In the terminal phase of the
deployment, once service members know they are
going home, vigilance on the part of service mem-
bers, command, and the medical staff becomes es-
pecially important. It has been anecdotally noted
that this is a time when some service members be-
come careless and may be more prone to injuries
and preventable disease.

An example of a clinical mental health monitor-
ing effort was undertaken in Somalia by an Army
combat stress control unit, a corps-level asset that

Figure 48-10.  These soldiers are performing a “spur
ride.”  The event is a tradition throughout cavalry units
in the US Army.  Spur candidates run around the camp
to different events at Camp Demi in Bosnia.  The pur-
pose of the event is to build teamwork and confidence in
the officers. Such activities are often important elements
in building and maintaining unit cohesion.
US Army photograph.
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supplements the division mental health section.42

During predeployment, the stress control unit at-
tempted to forecast the types of cases they would
see and the types of medications they would need.
They had expected to find service members trau-
matized by seeing starving children or dead bod-
ies. Instead, they found stresses similar to those of
low-intensity guerrilla warfare: changing rules of
engagement, shooting incidents in which US per-
sonnel fired on Somalis, threats of violence, crowd
control, and removing weapons from Somalis. They
worked with preventive medicine personnel to visit
the battalion aid stations, offered to see patients,
and provided classes and consultations. This sys-
tem provided an informal method of mental health
surveillance. Classes focused on delineating the
stresses on the soldiers, their reactions, and coping
methods. Differences were found in the morale of
the troops as the mission progressed and different
stressors operated at different times. Among those
encountered were environmental (eg, heat, sun,
wind, noise), operational (eg, restricted travel, re-
stricted missions), and personal stresses (eg, separa-
tion from home, boredom, ethical questions, lack of
communication with home). Importantly, they also
described the differences between psychiatric evacu-
ations and attempted administrative actions that
would have used the medical system, if possible, to
remove unwanted service members from Somalia.

Reunion

There has been less research on the reunion phase
of deployment than on the predeployment phase
and the deployment itself. Many have written about
the problems that service members have on their
return, and the psychological and somatic symp-
toms that some suffer. There has been little focus
on the less-symptomatic aspects of deployment and
reunion, such as how individuals integrate their
experiences (particularly of war and combat) into
their own development in a positive way. Return-
ees should be advised to keep an open mind and
not be committed to the outcome they have antici-
pated. Soldiers returning from Vietnam were ad-
vised to anticipate difficulties they might have in
coping to help them reintegrate with families and
integrate into new military units.43

With the ready availability of airlift from distant
locations to home, reunion can now occur very
quickly. Even after the end of World War II, though,
it appeared that military personnel were also quickly
being returned home. Menninger noted that after

the end of World War II, men were “catapulted”19p365

back into civilian life. Even weeks on a ship return-
ing home were short when compared with years in
a war zone. Many had readjustment problems and
needed to dissipate hatred, envy, and resentment.44

During a combat deployment, fighting men en-
dured the hell they were in by idealizing people and
situations at home. The reality of their home situa-
tion was obscured by long separation. Both loved
ones and veterans needed extra patience and un-
derstanding to weather the period of “factual
refocusing.”19p367

Postwar Physical and Psychological Symptoms

Somatic and stress symptoms may occur following
deployment. A small percentage of war veterans
have experienced somatic syndromes.45 These have
been associated with a variety of descriptive names
depending on the conflict and most prevalent symp-
tom. After the US Civil War, Da Costa’s syndrome
was noted; in World War I, effort syndrome; in
World War II, battle fatigue, combat exhaustion, or
operational fatigue; following the Vietnam War,
post-Vietnam syndrome; and following the Persian
Gulf War, as yet unexplained illnesses. These syn-
dromes have been described as characterized by
fatigue, shortness of breath, headache, disturbed
sleep, and impaired concentration. Regardless of the
name of the syndrome or pattern of symptoms, their
lists look more alike than different, and they sug-
gest a common core of symptoms associated with
war-related medical and psychological stress.45

Depressive disorders were a significant problem
for enlisted personnel returning from Vietnam. One
quarter had some depressive symptoms, with 7%
meeting criteria for an affective disorder. One third
of those who had a psychiatric diagnosis had re-
ceived psychiatric care since their return.46 A 3-year
follow-up study47 of a randomly selected sample of
571 Vietnam veterans and 284 matched civilian con-
trols provided some evidence that the depression
found 1 year after combat was transient and that
the effect of combat as a predictor of depression di-
minished over time. It should be noted that almost
all studies of Vietnam veterans suffer from limita-
tions imposed by the course of the war itself. Dur-
ing the last phase of the war, combat exposure was
limited and morale was deteriorating, both in
Vietnam and in the United States. Hence, studies
of veterans who served in Vietnam at different
times are difficult to interpret in terms of the impact
of their experience in Vietnam and are difficult to
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compare with studies of combat veterans of other
operations such as the invasion of Panama in 1989
or the Persian Gulf War. This is particularly true
since the formal psychiatric diagnostic classifica-
tion system was in the process of radical change
during the 1970s. In 1980, the diagnosis of PTSD
was introduced into the 3rd edition of the American
Psychiatric Associations’ Diagnostic and Statistical
Manual, (DSM-III) as a result of a complex interac-
tion between clinical experience, and political
pressure.48

Postwar Readjustment

Bey49 wrote of the psychological adjustment of
the service member to Vietnam as well as the re-
turn home. He is one of the few authors who noted
the difficulty personnel had in returning home,
breaking bonds with fellow service personnel in
Vietnam, missing friends, and feeling estranged at
home. He attributed cases of adjustment depression
to these types of losses, suggested that this reac-
tion be treated as normal, and encouraged talking
about and working through the relinquishing of ties
with wartime friends. The camaraderie that helps
to maintain closeness within a unit can sometimes
be a later source of grief.50 Extraordinary bonds that
have been made have to be broken. Following the
Persian Gulf War, readjustment was seen as easy
because of three factors: (1) the low number of ca-
sualties, which resulted in less strain than if there
had been mass casualties, (2) the support of the
American people, and (3) the lack of drugs of abuse
and alcohol in the theater.50

Reunion Briefings

Some Navy ships have a reunion briefing, gen-
erally conducted by the chaplain. The chaplain is
likely to emphasize possible changes in family dy-
namics. This may include how a spouse has
changed, the management of finances, and the dis-
ciplining of children. The sailor can then focus on
the impact of newly gained family independence
and changes in children’s rewards and punishment.51

Readjustment of Female Veterans

The readjustment of female veterans has received
little attention. Structured interviews were con-
ducted between 1983 and 1985 with 50 female
nurses who served in Vietnam from 1965 to 1973.52

In the year immediately after the war, 12% reported
minimal reactions, 8% had major emotional reac-
tions including alcoholism and severe depression,
while 80% had mixed reactions. Forty percent had
high levels of involuntary intrusive thoughts, and
32% had avoidant behaviors. In subsequent years,
including the time of the interviews, the group with
an initially high level of intrusive thoughts (40%)
had declined to 22%, and the level of avoidance
declined from 32% to 14%. Those nurses who con-
tinued to have the highest levels of PTSD reported
that they experienced an intense personal and pro-
fessional year in Vietnam and faced poorly effec-
tive social networks at home. This study indicated
that while nurses did not undergo the battlefield
trauma experienced by men in the field, their expe-
riences of witnessing trauma produced the same
need to talk about the war as other veterans had
and that the “toughness” that they developed to
have been a veneer to cope with the stresses of the
situation.

Shared Experiences and Memories

Memories of deployments or wars are often por-
trayed as a source of negative memories. The memo-
ries that are cited are often related to the develop-
ment of PTSD or other forms of distress. Certainly,
traumatic experiences that occur during war can
result in PTSD; however, most who serve do not
develop PTSD. Many memories of these experiences
are positive. There were many descriptions of posi-
tive experiences in the Persian Gulf War and later
US military operations.29,53–56 Humor has kept up
many spirits during difficult times in the military.57

Informal “group therapy” sessions held by military
physicians that allowed people to vent their frus-
trations and anxieties were important, as was group
support from peers and from home.58

PSYCHOLOGICAL EFFECTS OF PREDEPLOYMENT, DEPLOYMENT, AND
REUNION ON FAMILY MEMBERS

Spouses

There are many factors that determine family
responses to deployment.59 Among these are the de-
ployment itself, as well as family, spouse, and child

factors. Deployment factors include its length and
frequency and whether it is a wartime or peacetime
deployment. Family factors include the age and sex
of children, parental attitudes, availability of social
supports, history of coping skills and adaptability,
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and past experiences with separation.
Predeployment preparations can often isolate the

family from the service member quickly. Many op-
erational deployments occur on short notice. Un-
scheduled deployments are considered more stress-
ful than scheduled ones.60 Unscheduled (and some-
time scheduled) deployments often require an in-
tense period of unit preparation, which gives the
service member less time for personal and family
preparation for the impending absence. There are
often additional training requirements that can keep
the service member in the field for long periods of
time and some that require the unit to temporarily
relocate to another installation for special training.
Most spouses adapt well to the stress of deploy-
ment.59 Stresses in families, however, can lead to
clinical problems that must be addressed by the
health care system. A spouse’s role becomes that of
a single parent and decisions are made by that per-
son rather than by the departed spouse or the
couple. New skills must be learned and new respon-
sibilities shouldered by the spouse and the family
left behind. The relationships with children can
change when children challenge discipline and have
to fulfill some parental roles.

During the Persian Gulf War, both younger and
older spouses of Army soldiers experienced high
levels of emotional discomfort, albeit for different
reasons.61 There was a perception that available fam-
ily support services favored younger spouses and
ignored the problems of older spouses. Spouses
rated their expectation of what the Army should
provide them while their spouses were deployed
and their use of and satisfaction with 15 different
types of community services before and during the
deployment. Groups with the highest level of dis-
tress also had the highest ratings of expectations of
the Army and the highest unsatisfactory ratings of
the use of support services.

After the war, spouses of junior enlisted sol-
diers who remained on active duty were less
likely to have had unrealistic expectations of the
Army than the spouses of those soldiers who left
active duty. For mid-level noncommissioned of-
ficers, the main predictor of retention was the
spouse’s wish that the soldier stay in the Army.62

In some cases, these expectations of spouses may
be impossible to correct, but it does underscore
the importance of commanders providing accu-
rate information to families before, during, and
after a deployment. It is important to avoid state-
ments that will lead to unrealistic expectations.

A survey was conducted of 378 wives of enlisted
Army soldiers deployed to Somalia for 2 to 5

months.63 Changes in marital satisfaction and four
stressors that could have affected the wives during
the deployment were investigated: pregnancy,
death of a friend or relative, loneliness, and diffi-
culty communicating with the husband. The effects
of the various difficulties were less stressful in terms
of their impact on marital satisfaction than is often
assumed, even for marriages that might be considered
relatively unstable. The investigators concluded
that being stressed during a husband’s deployment
was not necessarily enough of a problem to detract
from marital satisfaction.

Family support groups have become a regular
feature of the military services.59 When a service
member deploys, the spouse (usually a wife) is en-
couraged to participate in a spouses’ support group,
which is often affiliated with the rear detachment
of the unit. This rear detachment can facilitate con-
tact between members of the deployed unit and the
families and perform valuable advocacy services for
the spouses. We do not know of any research or re-
ports on support groups that have included hus-
bands of deployed service members.

Bey and Lange64 interviewed 40 spouses whose
husbands had deployed to Vietnam and described the
stresses of these women. A wide variety of differ-
ent stressors were described during the time before
deployment, the deployment phase, and following
the husband’s return. When the husband received
orders to deploy, they described feelings of numb-
ness, shock, and disbelief even though they knew
logically that the husband would receive orders.
They noted increasing distance between themselves
and their husbands as the time for departure neared.
During the separation, wives complained of their
awkward social situation. Friendship and even con-
tact with men was often viewed negatively and as
infidelity by some. They described themselves as
estranged from others who had little empathy for
their plight. Those who were in a “waiting wives”
group were an exception. Most said that these
groups helped to alleviate stress but at other times
increased it. The social situation of the civilian mi-
lieu also increased their stress in that the commonly
held view was that the war was stupid and futile.
Those who expressed their discomfort through so-
matic complaints were sometimes rebuffed by the
medical staff who saw them as demanding but
physically well. Failure of the medical professional
to appreciate the problems created by deployments
for these spouses can needlessly serve as an addi-
tional stressor.

Reunion can eliminate some stressors, but it of-
ten creates additional ones.59 Adjustments required
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during separation are often undone after reunion,
sometimes not to everyone’s satisfaction. New skills
and independence manifested by spouses and
children may not be appreciated by and may actu-
ally be seen as threatening to the returning service
member. The discipline of children can be a particu-
larly difficult adjustment area for families. Children
may also find it difficult to include the returning
parent into relationships formed with the remain-
ing parent.

Children

Parental deployment puts additional stresses on
children that often are not recognized by the parent.59

Constancy of the relationship with the departed
parent is broken, children can blame themselves for
the parent’s absence, and they can be angry at the
military for taking the parent away. Symptoms in
children may depend on their stage of development,
but some of the most frequent complaints are ab-
dominal, followed by sleep disturbance, headaches,

decreased motor activity, withdrawal, moodiness,
and school phobia.

Internalizing (distress that is directed inward)
and externalizing (distress that is directed outward)
behaviors of children were compared for children
of fathers on routine deployment and the deploy-
ment to the Persian Gulf War. For children whose
fathers were deployed during peacetime, both in-
ternalizing and externalizing behaviors declined
from predeployment to postdeployment but stayed
high throughout for children whose fathers were
deployed to the Persian Gulf War.65 In a study of
1,601 children of soldiers deployed to the Persian
Gulf War, questionnaires were completed by the
parent who stayed at home with the child.66 Sad-
ness was commonly reported, but few parents con-
sidered their children had problems severe enough
to warrant counseling. In a review of the literature
on the military family, brief father absences (less
than 1 to 2 years) were associated with temporary
emotional and behavioral symptoms in family
members, primarily wives and sons.67

SURVEILLANCE RESEARCH DURING DEPLOYMENT

Surveillance Research in the Baltic States

When psychiatric illness or disturbance is infre-
quent, a surveillance system that uses only case
counts will not be satisfactory for determining the
psychological status of those deployed. Another
mental health and behavior surveillance system,
one in which behavioral scientists interview, give
paper-and-pencil surveys, and observe individuals,
was used on the Bosnia deployment.68 Data were
collected on approximately 300 soldiers on a 6-
month deployment to Croatia in November 1992, a
second group of approximately 200 soldiers de-
ployed to Croatia in March 1993, and an Army in-
fantry unit in Macedonia in July 1993 on a border
patrol mission. Topics covered in the surveys in-
cluded sources of stress, physical and mental health
outcomes (including morale), and individual and
organizational factors that might influence re-
sponses to stress. Extensive studies of a subgroup
provided examples of the stressors service members
faced at each stage of the deployment.

The major stress factor in the predeployment
phase was uncertainty about who was going and
when and getting to know peers and leaders. Dur-
ing the middeployment phase, one critical stress
factor was boredom due to lack of meaningful work
in the hospital. Other stressors included restrictions

by command about outreach programs and a per-
ceived lack of support from rear echelon support
elements. The key stressors of the late-deployment
period were concerns about the future location of
the unit after they returned (some units were moved
and some de-activated after the conflict) and
whether the service members would have to move
their families. Analysis of the stress factors pro-
duced a set of stressors and countermeasures (Table
48-3). The major stressors identified were isolation,
ambiguity, powerlessness, boredom, and threat.
Countermeasures included steps recommended for
leaders to reduce these stressors. This report pro-
vides one model for the development of hypoth-
eses and analyses in deployment research.

Post-Bosnia Medical and Psychological
Surveillance

The national leadership would like to have bet-
ter knowledge of the medical status of service per-
sonnel before and during deployments. With the
support of the Congress, the Department of Defense
is attempting to implement a screening program in
which service members departing from Bosnia receive
a medical fact sheet and a physical examination,
including a personalized review of any findings (see
Chapter 49, Medical Issues in Redeployment).
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Changes in health status are documented in a ser-
vice member ’s medical record. The follow-up
should be scheduled within 30 days of returning to
the United States, and within 90 days personnel
should receive a Mantoux tuberculin test and un-
dergo psychological testing.69 As a part of the
Bosnian rotation, extensive screening programs for
medical and mental health conditions are being put
in place. Screening takes place before new person-
nel join the implementation force, during the de-
ployment, and as they pull out to return to their
home base. This should provide the Department of
Defense with information on the health status of
its personnel that could be used to investigate
postdeployment health problems. This is an attempt
to avoid the lack of data for investigations in the
past as happened with Agent Orange in the Viet-
nam War and the controversial Persian Gulf War
illnesses.70 It is essential that a surveillance system
should also track illegal drug and alcohol abuse.

Psychometric Tests and Epidemiology

Part of the difficulty in understanding the relation-
ships between stress and either distress or illness
in psychiatric epidemiology is that of defining what
is a case.71,72 Symptom measures on questionnaires
do not constitute a diagnosis and may be misleading.
While symptoms of depression do not necessarily
constitute a case of depression, many questionnaires
attempt to measure symptoms of depression, anxi-
ety, and PTSD because ignorance of the etiology of
many psychiatric illnesses makes symptoms the
defining criteria.73 This situation results in problems
relating to sensitivity and specificity, problems
quite familiar to those who have used urinalysis to
identify drug abusers.74 Since psychiatric diagno-
sis carries stigma, false positives are particularly un-
desirable. Thus the development of truly effective
psychiatric surveillance programs continues to be
a considerable technical challenge.

TABLE 48-3

PSYCHOLOGICAL ISSUES IN PEACEKEEPING OPERATIONS

Stressors Countermeasures

ISOLATION Physically remote locations Give accurate and useful information—what to expect

Communication problems Provide briefings by those who have been there

Multiple units in task force Encourage use of e-mail, phone, fax

Individuals cross-attached Conduct team-building exercises

AMBIGUITY Mission not clear Give clear definition of mission

Command structure confusion Hold frequent meetings, “commander calls” to provide
information and answer questions

POWERLESSNESS Rules of engagement restrictions Explain and justify rules of engagement

Limited activity/productivity Provide education and self-development options

Foreign culture and language Provide classes on host culture, language

Relative deprivation: “double Assure fair access to goods and services, explain discrep-
standards” ancies honestly

BOREDOM Repetitive, monotonous routine Use creative training programs

Shortage of professional work Establish personnel exchange programs with other forces

Lack of meaningful work Self-development and education programs

THREAT OR DANGER Threat to life or limb Provide sound training, equipment, policies

Mines, snipers, disease Keep soldiers informed about physical threat

Offer regular debriefings

Adapted from: Bartone PT, Adler AB. A model for soldier psychological adaptation in peacekeeping operations.  Proceedings of the
36th Annual Conference of the International Military Testing Association. Rotterdam, The Netherlands; 1994: 33-40. As cited in: US Army
Medical Research Unit-Europe, Walter Reed Army Institute of Research. A Model of Psychological Issues in Peacekeeping Opera-
tions. WRAIR; 18 March 1996. Research Report #23.
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COMMAND AND MEDICAL CONSULTATION

resistance or acceptance of medical recommendations.
Frequently, this is based on a lack of understanding
of the technical basis of the medical recommenda-
tions. Failure to appreciate limitations of preven-
tive programs may result in angry and disappointed
commanders and will promote resistance to further
medical recommendations.

The use of negative reinforcements or punishment
to assure compliance may produce complicated ag-
gressive behaviors and destructive actions. To sup-
port a program that is geared to available resources
and assure compliance, is it critical that the interven-
tion being recommended be well understood in terms
of both intended effects and side effects. Such pro-
grams require careful scientific monitoring to assure
they are effective and cost-efficient.

Chemical and Biological Agents

The medical and military responses to chemical
and biological warfare are complex. Physicians
must be responsible for the diagnosis and treatment
of the psychiatric and organic consequences asso-
ciated with biological weapons. They and other
medical professionals must provide reassurance
and care required to maintain morale in the pres-
ence of such a threat. One of the most important
roles of physicians is to assist the leadership,
whether military or civilian, in considering the psy-
chological and social impact of terrorist or military
attacks on US military personnel or populations.
Primary prevention efforts by all concerned are
critical in preventing panic, counterproductive re-
sponses, and demoralization in the attacked com-
munity.76 Examples of counterproductive actions
would be the inappropriate use of unproven drugs,
inappropriate vaccination that results in acute side
effects but provides minimal protection, and inap-
propriate evacuation and quarantine. Risk commu-
nications plans (see next section) must be developed
so that the population threatened may be accurately
and effectively informed concerning the nature of
the risk and appropriate responses.

Prophylactic Medications

If they have the expertise, mental health and pre-
ventive medicine consultants must advise com-
manders how to effectively communicate the risks
and benefits associated with using vaccines and
prophylactic agents.77 This information must be
provided to service members before and during

One of the primary duties of a special staff of-
ficer is to educate the commander in the area of the
staff officer’s expertise. Among the major tasks of
medical staff officers throughout predeployment,
deployment, and reunion are assessment and con-
sultation. Consultation in a military environment
is the process of providing advice to commanders
and members of the commander’s staff on issues
that affect the health and performance of military
personnel in their organization.75 Thus, the unit of
consultation is the group and not the individual.

Consultation is a two-way street, one that in-
volves interchange between the consultant and the
commander, staff, service members, and families.
Without such interchange, the consultant is likely
to have little understanding of the unit and its prob-
lems, and the likelihood of the consultant’s advice
being followed will depend in some degree on the
confidence the command has in the consultant. Such
confidence is based on the development of a mutu-
ally satisfactory relationship. To be deserving of
command support, the medical officer must have a
deep understanding of the relevant biomedical and
behavioral risk factors associated with the deploy-
ment being planned and the overall military mis-
sion. The primary mission of the medical officer and
other special staff officers is to build this under-
standing with the line officers.

The appropriate outcome of the consultation pro-
cess is the incorporation of the medical and psychiat-
ric recommendations in a form that can be supported
by the commander as elements within operation
plans. Such plans involve complex systems that will
require those medical and psychiatric recommenda-
tions to interact with other technical requirements.

Infectious Diseases

Infectious diseases that are endemic in the de-
ployment area but rare in the United States are a
significant threat to military forces. Deployments
will almost always require the medical staff to rec-
ommend procedures to prevent or lessen the effects
of problems with infectious disease and biological
and chemical agents. Sometimes this advice will
entail that the service members take prophylactic
medications. There are significant psychological
factors that will inhibit adherence with medical rec-
ommendations and policies. To achieve better ac-
ceptance of medical advice and compliance to its
requirements, those providing the advice must un-
derstand the psychological factors underlying the
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the deployment phase of an operation, as well as
at the homecoming and long afterward. If the men-
tal health and preventive medicine consultants do
not have specific training in risk communication, it
would be appropriate for them to advise the com-
mander on how to find such expertise. Risk commun-
ication requires great care in the use of language that
is accurate and can be understood by the service
member.78

Risk communication must be interactive. Those
instituting programs must understand what infor-
mation the subject population requires and how
they understand the information. It is sometimes
difficult for those who have knowledge of risks to
communicate those risks to service members in such
a way that the risks and benefits are understood

and supported. Risk communication should help to
explain to service members that they are not being
used for experimental purposes or otherwise being
put at more risk from the drug than they would be
from the enemy or the environment. One of the
goals of risk communication should be to create
confidence in service members that the command
has a true concern about their health and well-be-
ing. It is likely that risk communication will occur
in an environment in which the media may report
material incorrectly or in a way that would under-
mine such confidence. Service members who lack
confidence in the intervention may later attribute a
variety of later problems to having received a medi-
cation or vaccine, regardless of the safety profile of
that medication or procedure.

PREVENTION AND TREATMENT OPTIONS

Preventive Interventions

The Institute of Medicine proposed a prevention
model for mental health disorders in 1994 that encom-
passes three echelons of prevention interventions: uni-
versal, selective, and indicated.79 Universal interven-
tions can be performed by many individuals and are
considered appropriate for everyone. Interventions
can include education programs that provide infor-
mation about the environment, principles of leader-
ship, or the purpose of specific deployments.

As deploying units are identified, members may
be assumed to be at higher risk for developing a
mental health problem. Selective interventions may
be aimed at the groups at highest risk for potential
adverse outcomes. A variety of mental health and
general health care providers may become engaged
in this effort. Interventions may include creation of
family support groups, stress management lectures,
suicide prevention lectures, and routine informa-
tional debriefings after missions. When such pro-
grams are designed, however, measures of need and
effectiveness should be developed at the same time.
Studies documenting the positive and adverse ef-
fects of programs would also be welcome.

Indicated interventions are appropriate for indi-
viduals who have been specifically identified as
being at high risk of developing a new or recurrent
mental disorder but are without a clinically active
illness. These may include individuals with diag-
nosed-but-stable disorders or with significant family,
occupational, or drinking problems. These problems
may predispose the individual toward developing a
diagnosable disorder or experiencing a recurrence
of a mental disorder, and early intervention may

avert the occurrence or worsening of the disorder.
Early intervention is a key concept behind the tradi-
tional treatment intervention of military psychiatry.
There is a need for additional research concerning the
effectiveness and cost of such early interventions.

The best possible working group of available
personnel should assess risk and design interven-
tions that will minimize distress and disability. Such
a group might consist of preventive medicine offic-
ers, flight surgeons, psychiatrists and other physi-
cians, psychologists, social workers, chaplains, staff
planners, enlisted leadership, and commanders. The
programs should encourage cohesion, social sup-
port, and information about the mission; it should
generally deal with needs reported by ordinary ser-
vice members and their immediate supervisors.
Once an individual’s problem reaches the thresh-
old of a diagnosable psychiatric condition, physi-
cians and mental health personnel should become
involved in the direct care of that patient.

Training of Medical Professionals

It is likely that inexperienced personnel will be
in positions of responsibility in future deployments,
as they have been in the past. Inexperienced medi-
cal personnel may be in regions in which they will
have little familiarity with endemic diseases. These
physicians may not have been exposed to extreme
violence or its consequences. All staff personnel will
be called on to develop some understanding of the
effect of the local culture on deployed service mem-
bers. They would also be required to understand how
service members affect the local culture. Reservists
called to active duty may have little opportunity to
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become familiar with these issues. Regardless of
service members’ level of experience, each new de-
ployment brings its own problems. Part of the pri-
mary prevention function among the medical com-
munity involves educating each other and the de-
velopment of flexible doctrine and policy that can
be applied to other situations. This is particularly
true of joint operations where there are significant
differences in the professional jargon and nomen-
clature of equipment between the services, which
can sometimes make even basic communication
difficult.75 Increasing the amount of training in joint
operations will make this less of a risk. Currently,
the US military medical departments have joint
medical training for medical students at the Uni-
formed Services University of the Health Sciences
and for residents, hospital staff, and field units. In
addition, the medical evacuation chain has always
been a joint service operation. It will be important,
however, for Reservists to be included in joint train-
ing or to make special efforts to teach them in such
procedures as soon as they are involved in prepa-
ration for deployment or in deployment itself.

Booklets, Pamphlets, Training Manuals, and
Models

During recent deployments, the Headquarters,
Department of the Army has prepared a number of
information-transmitting media for soldiers and
their families. Some of them are only a few pages
and are made to fit in the pocket of field gear (for
example, titles include Stress Dimensions in Military
Operations Other Than War, When the Mission Requires
Recovering Human Dead Bodies, and Critical Event
Debriefing and others). Other examples of material
created for such training are the Army’s relocation
and deployment books, a course for organizing fam-
ily support groups during the soldier’s absence. The
US Army Community and Family Support Center,
a headquarters element of the Army staff, in 1995
prepared a series of books for families called Op-
eration READY (Resources for Educating About
Deployment and You) to prepare soldiers and fami-
lies for deployment. There are six binders entitled
Pre-deployment Ongoing Readiness, Family Assis-
tance Center, Family Support Group Advanced
Training, Post-deployment Homecoming Reunion,
Army Readiness Handbook, and Children’s Work-
book. They were distributed Army-wide with five
training videos. In addition to these Army publica-
tions, commercial firms have published a wide va-
riety of self-help pamphlets for children and
spouses.

Peebles-Kleiger and Peebles60 described a model
of peacetime deployment used by the Navy for fam-
ily education and intervention before, during, and
after the Persian Gulf War. This model was based
on an “emotional cycle” of adjustment to the vari-
ous phases of deployment. They cautioned against
using a peacetime model for wartime deployments
because wartime deployment is unexpected, dis-
ruptive, and hazardous and involves the anticipa-
tion of trauma, which increases the level of stress.

The development of educational materials is often
based on specific models or theoretical constructs.
While models can be useful for conceptualizing
knowledge about stresses, vulnerabilities, and in-
terventions, they can be limiting in that they do not
take account of the diversity of individual differences
and situations. Some models overemphasize the
risk factors for negative outcomes of individuals
and pay less attention to possibilities of personal
gains that come from coping with stress. Rutter has
provided thoughtful discussion of the interplay of
adversity, risk, and resilience in individuals at vari-
ous stages of life.80 In his view, risk factors operate
in a variety of different ways, and people respond
to adversity based on their own personal history, their
own stage of development, and the external circum-
stances. Resilience may thus reside in the social con-
text as well as in the individual. While he notes that
there is some knowledge of what the risk and protec-
tive factors are, we have little understanding of the
processes they reflect or how to use them to increase
resilience. The processes by which interventions work
are largely untested.

It is Department of Defense policy to implement
combat stress control (CSC) policies.81 CSC is seen
largely as a preventive activity and attempts to fos-
ter cooperation between preventive medicine and
the mental health disciplines (see Chapter 16, Com-
bat Stress Control and Force Health Protection).
Army field manuals address issues of combat stress
and provide the Army doctrine for mental health
operations in the field at the unit level, for separate
combat stress control detachments, and for lead-
ers.82,83 The US Marine Corps combat stress doctrine
is published in US Marine Corps Fleet Marine Force
Manual 4-55 (13 April 1992).

Debriefing as a Preventive Mental Health
Strategy

The group interview technique that is commonly
known as a debriefing has become popular in a va-
riety of military situations, particularly following
exposures to traumatic events. It is hoped that de-
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briefing after a traumatic event will help to prevent
future psychiatric disorders, such as PTSD and other
forms of distress. As the Department of Defense di-
rective states, CSC unit personnel “will evaluate units
after exceptionally stressful events and conduct Criti-
cal Event Debriefings, as indicated.”81

There are now numerous references in the mili-
tary medical literature to situations in which some
form of debriefing has been used.13,84–91 Debriefings
seem to be uncritically accepted in today’s military
as necessary and beneficial. Toward the end of the
Persian Gulf War, debriefings were extensively pro-
vided as a preventive measure.35 It is important to
note, though, that documentation of the efficacy of
debriefing and other recommendations and interven-
tions is generally lacking. The inference is sometimes
drawn that PTSD is the most common outcome of
stress, which also has not been proven. Other out-
comes, such as acute stress disorder, dissociative
disorders, adjustment disorder, depression, anxiety,
and substance abuse disorders, are often not even
considered.

There is a limited theoretical basis for debriefing
in the prevention of psychiatric disorders. Appli-
cation of debriefing around events described as
“critical” can be misleading in a number of ways to
the practitioner, the subject, and the commander.
First, although there are many events that are called
critical, there are always other issues that are also
important and deserve attention, such as an event
or policy that has affected unit morale. Second, the
implication for some will be that once the preven-
tive debriefing has been held, there is no further
need to worry about the longer-term effects of the
critical event. Such beliefs could lead the subject or
the practitioner to overlook symptoms that develop
later. Third, there is no standard evaluation tech-
nique by which to judge the effectiveness of the
procedure.

There is a growing body of literature on this sub-
ject that includes controversy about the efficacy of
the procedure. Psychological debriefing following
a traumatic event does not, in itself, guarantee that
its recipients will suffer no future psychological
disturbances. Studies of group debriefing after ex-
treme events have failed to show a significant long-
term effect of this technique, but the heterogeneity
of the interventions studied and the length of time
between debriefing and its assessment may make a
proper evaluation of findings difficult.92 Israeli sol-
diers were provided a historical group debriefing
within 72 hours after having been exposed to com-
bat. Anxiety, self-efficacy, and combat evaluation
were measured before and immediately after the

sessions. Debriefing was followed by a reduction
in anxiety, an improvement in self-efficacy, and an
increase in homogeneity of the group. The investi-
gators concluded that the effects of the debriefing
might have been attributable to enhanced group
cohesion or to the beneficial effects of the debriefing.

A study of 62 British soldiers who served in the
Persian Gulf War, found evidence suggestive of
PTSD in 50% of them following debriefing.93 Brit-
ish body handlers reported subjective benefit from
debriefings but had no fewer symptoms compared
with those who were not debriefed. In addition,
critical incident stress debriefing and management
teams could be a hindrance to first responders in
biological and other disasters.94

Among the values of the debriefing, as practiced
by Shalev95 and Koshes and colleagues96 are the
opportunity of the debriefer to hear the perspec-
tive and experiences of those participating in the
group interview and the opportunity of the partici-
pants to hear the thoughts, feelings, and descrip-
tions of events provided by others in the group.
Shalev provides a good discussion of the goals of
psychological debriefing and Koshes and colleagues
provide examples. Debriefing limited numbers of
key personnel may serve as an assessment tool in
determining possible problem areas regarding unit
morale, cohesion, and function. Instructing com-
manders to perform debriefing in a fact-finding,
lessons-learned format will also foster unit cohe-
sion and a sense of mission. Whenever possible, unit
self-reliance should be encouraged rather than unit
reliance on external mental health resources.

There are many other activities that are appro-
priate for victims instead of or in addition to a de-
briefing. McDuff illustrated the value of a recovery
environment for victims in several different hos-
tage-release scenarios.97 The postcaptivity environ-
ment should attempt to promote cohesiveness
within the victim group, isolate the victims from
external groups, promote abreaction, and provide
an opportunity for rest. Interventions may help by
restoring the sense of power to the victim and re-
ducing feelings of isolation, of helplessness, and of
being dominated. These procedures provide a struc-
tured termination process for the group, which may
help in the individual’s long-term recovery.

Use of Psychotropic Medications

Use of psychiatric medications in a deployment
setting is controversial among military psychia-
trists, and there are differences in medication poli-
cies among the services. With few exceptions, Navy
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and Marine Corps personnel will not be deployed
when taking psychiatric medications. Frequently,
these units are widely dispersed and psychiatric
follow-up is not routinely available. Army person-
nel are more frequently deployed while taking these
medications. The Army routinely deploys in greater
mass and with more substantial medical support,
to include psychiatric services. Mental health ser-
vices at the division level are frequently augmented
by combat stress detachments, which may provide
some capability for monitoring service members
taking psychotropic medications.

The need for antipsychotic or mood stabilizing
medications is an indication of severe or chronic
psychiatric illness, which generally should not be
managed in a deployment setting. On a case-by-case
basis, a service member who chronically uses
anxiolytic or stimulant agents should be evaluated
by a psychiatrist before deployment. Short-term use
of benzodiazepines or other soporific agents may

be indicated in restoring normal sleep patterns dis-
rupted by irregular schedules and sleep depriva-
tion,98 but they can interfere with prophylactic
medication schedules.9 Training personnel in how
to manage other disruptions to work-rest cycles and
other operational problems on an individual and a
unit basis without medications is an important con-
sideration for future operations. Clinicians have fre-
quently been tempted to use psychotropic medica-
tions to aid individuals distressed by combat. The
use of antipsychotic agents such as chloropro-
mazine was common in Vietnam. We do not know
the consequence of this usage, but given our knowl-
edge of the effect of these drugs on performance, it
is unlikely that anyone would recommend their use
in a combat setting today. At present, there is little
data that would justify the use of these agents in
the combat context. There is a need for research on
the impact of psychotropic drugs on military and
combat performance.

THE NEED FOR RESEARCH ON REUNION ISSUES

Research on the stresses of homecoming fol-
lowing deployment is needed. This topic covers
a variety of issues. First among these is the need
to determine the expectations of service members
or their families before reunion. Reunion brief-
ings and other materials prepared to assist people
in this phase have been developed, based on a
general theory of stress that includes a myriad
of possible symptoms. It would be helpful to
know what stresses service members, spouses,
and children expect to face, the stresses that they
actually face, and how they cope.

The number of studies in this area on women,
whether single or married, mothers or childless, is

very limited. Research should investigate the dif-
ferent deployment and homecoming experiences of
men and women, as well as women’s adjustment,
coping strategies, health care utilization, morbid-
ity, and mortality.99 The long-term adjustment of the
deployed female veteran has been little researched
except in nurses.

The material referenced for this chapter has been
almost exclusively based on active duty military
personnel. In the future, it will be important to de-
velop a better understanding of the stressors that
confront Reservists who deploy. Finally, long-term
follow-up of deployed service members and their
families has not been carefully studied.

SUMMARY

The preventive medicine officer should work
with the military mental health community to pre-
pare for and successfully accomplish the deploy-
ment mission in the post–Cold War environment.
The medical mission includes the preparation of the
service member, the family of the service member, and
the military unit for the three phases of deployment.

Deployments today tend to be unexpected, rapid,
and of uncertain duration and have a mission that
shifts as the deployment unfolds. The deployment
environment in the 1990s developed during an era
of shrinking military resources and increasing de-
mands on service members and their families. The
services are truly doing more with less. Military

medical resources have not escaped the overall cuts.
The result is a thinly spread, largely inexperienced
force that is not always deployed as a unit but of-
ten as individuals or in small groups. The result is
a unit in which cohesion must be constructed dur-
ing an operation only to be lost when the mission
is completed or individuals are rotated out. Finally,
the battlefield has changed to include the high like-
lihood of the use of chemical and biological agents
and information technology and new classes of
weapons, such as lasers and smart munitions, that
can deliver increased firepower more accurately.
This means that smaller and smaller military units
may be fighting on a very fluid and very deadly
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battlefield.
Military deployments have the potential to be

widely dispersed over the earth’s surface. This
means service members face unfamiliar, severe en-
vironmental challenges and exotic diseases on a
scale for which the US civilian medical community
may be unprepared. The stress on all military medi-
cal practitioners is high as they contend with pre-
venting and treating illness and injury.

Much of the published literature consists of case
reports or case series that have not been developed
on solid epidemiologic, sociological, or anthropo-
logical principles. Most articles convey the medi-
cal reporter’s snapshot of a specific deployment or
tour of duty. As cases are described diagnostically,
there is a tendency to rely on psychological scales
or tests for which predictive values are erroneously
considered equal to test sensitivity or specificity.

The effects of deployments on the family of the
service member continue to be studied, and the ser-
vices have developed a wealth of preventive and
support practices to help spouses and children. A
lingering problem, however, is the hesitance, par-
ticularly of younger spouses, to use the supports
available. Family structures are constantly chang-
ing, and families who live off the installation are
particularly difficult to find and attract to on-instal-
lation services.

Studies of how leadership interacts with preven-
tive medicine practices are essential to a good op-
erational outcome. Commanders face challenges
such as working in a multinational environment,
serving as ambassadors to the local population,
using vaccines and pharmaceuticals to prevent
morbidity and mortality, being involved in politi-
cal decisions, and having their decisions reviewed

by politicians. These requirements are very de-
manding of a commander’s time and energy, but
coordination of national political goals with mili-
tary goals is essential in many deployments. That
such requirements exist at all is controversial, but a
commander should expect to spend considerable
time and energy on such issues, particularly as they
may affect the morale of the command.

The importance of support of service members
and their families will continue to be of the great-
est importance to the leadership of the military ser-
vices. The spirit of pride and accomplishment dem-
onstrated by military personnel in the post–Cold
War environment has been exemplary. Continued
support by the national leadership, the media, the
US public, commanders, and families have also
been crucial to the military forces. All these ele-
ments support unit cohesion, a cornerstone of de-
ployment readiness and mission accomplishment.

This chapter has been designed to illustrate the
depth of information that is published while at-
tempting to link psychological and social issues to
the traditional practice of preventive medicine. The
integrated disciplines have the potential to develop
a solid bio-psycho-social picture of the behavioral
and social risks that confront service members and
families. In this way, the affect education, training,
and deployment have on health status can be
tracked and environmental, psychological, and
moral factors considered. At some later point, these
factors may be embedded in a medical record sys-
tem that directly feeds surveillance systems, such
that researchers can understand the exposures and
measure outcomes. Such a system does not exist
today but should be considered critical to the mili-
tary mission.

REFERENCES

1. The White House. A National Security Strategy for a New Century. Washington, DC: The White House; May 1997.

2. Department of the Army. Operations. Washington, DC: DA; 1993. US Army Field Manual 100-5.

3. Young MR. The Vietnam Wars: 1945–1990. New York: HarperCollins; 1991.

4. Sutker PB, Uddo M, Brailey K, Allain AN. War-zone trauma and stress-related symptoms in Operation Desert
Shield/Storm (ODS) returnees. J Social Issues. 1993;49:33–49.

Acknowledgment

The authors would like to express their appreciation to Jennifer Erk for her reading and commentary
on the many drafts of this manuscript.



1420

Military Preventive Medicine: Mobilization and Deployment, Volume 2

5. Doutheau C, Lebigot F, Moraud C, Crocq L, Fabre LM, Fabre JD. Stress factors and psychopathological reac-
tions of UN missions in the French Army. Int Rev Armed Forces Med Svcs. 1994;1/2/3:36–38.

6. Stretch RH, Bliese PD, Marlowe DH, Wright KM, Knudson KH, Hoover CH. Psychological health of Gulf War-
era military personnel. Mil Med. 1996;161:257–261.

7. Gunby P. Service in strict Islamic nation removes alcohol, others drugs from major problem list. JAMA.
1991;265:560,562.

8. Gunby P. Somalia operation just one of many demands on US military medicine. JAMA. 1993;269:11–12.

9. Ledbetter E, Shallow S, Hanson KR. Malaria in Somalia: lessons in prevention. JAMA. 1995;273:774–775.

10. Gunby P. Could late spring bring an end to US military medicine’s “New World Order” role in Somalia? JAMA.
1994;271:92–96.

11. Hall DP, Cipriano ED, Bicknell G. Preventive mental health interventions in peacekeeping missions to Somalia
and Haiti. Mil Med. 1997;162:41–43.

12. Trofa AF, DeFraites RF, Smoak BL, et al. Dengue fever in US military personnel in Haiti. JAMA. 1997;277:1546–1548.

13. Hall DP. Stress, suicide and military service during Operation Uphold Democracy. Mil Med. 1996;161:159–162.

14. Gunby P. Military medicine has NATO role in Balkans. JAMA. 1996;275:24.

15. Gunby P. Military medicine offers support on land, sea, and in the air for US Bosnia peace enforcers. JAMA.
1996;275:507.

16. Gunby P. Military physicians face new challenges as Bosnia peacekeeping effort lengthens. JAMA. 1997;277:617–618.

17. Pincus SH, Benedek DM. Operational stress control in the former Yugoslavia: A joint endeavor. Mil Med.
1998;163:358–362.

18. Gunby P. Military medicine’s role continues in Bosnia. JAMA. 1996;276:1370.

19. Menninger WC. Psychiatry in a Troubled World. New York: MacMillan; 1948.

20. Morris LE. “Over the Hump” in Vietnam: Adjustment patterns in a time-limited stress situation. Bull Menninger
Clin. 1970;34:352–362.

21. Murphy F, Browne D, Mather S, Scheele H, Hyams KC. Women in the Persian Gulf War: Health care implica-
tions for active duty troops and veterans. Mil Med. 1997;162:656–660.

22. Cornum R, as told to Copeland P. She Went to War. Novato, Calif: Presidio Press; 1992.

23. Perconte ST, Wilson AT, Pontius EB, Dietrick A, Kirsch C, Sparacino C. Unit-based intervention for Gulf War
soldiers surviving a SCUD missile attack: Program description and preliminary findings. J Trauma Stress.
1993;6:225–238.

24. Department of Defense, Washington Headquarters Services, Directorate for Information Operations and Re-
ports, Statistical Information Analysis Division. Worldwide US Active Duty Military Deaths (Table 13). Wash-
ington, DC: DoD; 2000. http://web1.osd.mil/mmid/casualty/table13.htm (Accessed on 5/9/00)

25. Wolfe J, Brown PJ, Kelley JM. Reassessing war stress: exposure and the Persian Gulf War. J Social Issues.
1993;49:15–31.

26. Wolfe J. Abuse and trauma in women: broadening the social context. Am Psychol. 1990;45:1386.



1421

Psychological Aspects of Deployment and Reunion

27. Wolfe J, Sharkansky EJ, Read JP, Dawson R, Martin JA. Sexual harassment and assault as predictors of PTSD symp-
tomatology among U.S. female Persian Gulf War military personnel. J Interpersonal Violence. 1998;13:40–57.

28. McCarroll JE, Ursano RJ, Liu X, et al. Deployment and the probability of spousal aggression by U.S. Army
soldiers. Mil Med. 2000;165:41–44.

29. Hoogendorn RK. Deployed to Desert Storm: The first 40 hours. J Emerg Nurs. 1991;17(4):26A–29A.

30. Keller ML, Herzog-Simmer PA, Harris MA. Effects of military-induced separation on the parenting stress and
family functioning of deploying mothers. Mil Psychol. 1994;6:125–138.

31. Bowen GL. Single fathers in the Air Force. Social Casework. 1987;68:339–344.

32. McCarroll JE, Fagan JG, Hermsen JM, Ursano RJ. Posttraumatic stress disorder in U.S. Army Vietnam veterans
who served in the Persian Gulf War. J Nerv Ment Dis. 1997;185:682–685.

33. Ursano RJ, Fullerton CS, Epstein RS, et al. Acute and chronic posttraumatic stress disorder in motor vehicle
accident victims. Am J Psychiatry. 1999;156:589–595.

34. Yerkes SA. The “Un-comfort-able:” Making sense of adaptation in a war zone. Mil Med. 1993;158:421–423.

35. Garland FN. Combat stress control in the post-war theater: Mental health consultation during the redeploy-
ment phase of Operation Desert Storm. Mil Med. 1993;158:334–338.

36. Colbach EM, Parrish MD. Army mental health activities in Vietnam: 1965-1970. Bull Menninger Clin. 1970;34:333–342.

37. Baker SL. Drug abuse in the United States Army. Bull New York Acad Med. 1971;47:541–549.

38. Baker SL. Present status of the drug abuse offensive in the Armed Forces. Bull New York Acad Med. 1972;48:719–732.

39. Robins LN, Davis DH, Nurco DN. How permanent was Vietnam drug addiction? Am J Public Health Suppl.
1974;64:38–43.

40. Char J. Drug abuse in Viet Nam. Am J Psychiatry. 1972;129:123–125.

41. Holloway HC. Epidemiology of drug dependency among soldiers in Vietnam. Mil Med. 1974;139:108–113.

42. Ritchie ED, Ruck DC, Anderson MW. The 528th Combat Stress Control Unit in support of Operation Restore
Hope. Mil Med. 1994;159:372–376.

43. Borus JP. Reentry, 3: Facilitating healthy readjustment in Vietnam veterans. Psychiatry. 1973;36:428–439.

44. Kupper HI. Back to Life: The Emotional Adjustment of Our Veterans. New York: L.B. Fischer; 1945: 125. Cited in:
Menninger WC. Psychiatry in a Troubled World. New York: MacMillan; 1948.

45. Hyams KC, Wignall FS, Roswell R. War syndromes and their evaluation: From the U.S. Civil War to the Persian
Gulf War. Ann Intern Med. 1996;125:398–405.

46. Helzer JE, Robins LN, Davis DH. Depressive disorders in Vietnam returnees. J Nerv Ment Dis. 1976;163:177–185.

47. Helzer JE, Robins LN, Wish E, Hesselbrock M. Depression in Viet Nam veterans and civilian controls. Am J
Psychiatry. 1979;136(4B):526–529.

48. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 3rd ed. (DSM-III). Wash-
ington, DC: APA; 1980.

49. Bey DR. The returning veteran syndrome. Medical Insight. 1972;4(7):42–49.



1422

Military Preventive Medicine: Mobilization and Deployment, Volume 2

50. Bennett PJ. Desert Storm: one Army nurse’s experience in a forward surgical unit during the ground offensive.
J Emerg Nurs. 1991;17:27A–34A.

51. Mateczun JM, Holmes EK. Return, readjustment, and reintegration: The three R’s of family reunion. In: Ursano RJ,
Norwood AE, eds. Emotional Aftermath of the Persian Gulf War. Washington, DC: American Psychiatric Press; 1996.

52. Norman EM. Post-traumatic stress disorder in military nurses who served in Vietnam during the war years
1965-1973. Mil Med. 1988;153:238–244.

53. Garnett CF. Remembering Desert Storm. Nursing. 1991;21:127.

54. Kelly PJ. On the home front: a reservist’s Desert Storm experience. J Emerg Nurs. 1991;17:42A–44A.

55. Rhoads J. Desert Shield nurse: firsthand account. J Emerg Nurs. 1991;17:46A–47A.

56. Forster E. Deployment to Haiti: an emergency nurse’s story. J Emerg Nurs. 1996;22:160–161.

57. Melini J. From “June Cleaver” to active duty. J Emerg Nurs. 1991;17:39A–41A.

58. Ross C. Desert Storm nursing. Aviat Space Environ Med. 1995;66:596–597.

59. Blount BW, Curry A Jr, Lubin GI. Family separations in the military. Mil Med. 1992;157:76–80.

60. Peebles-Kleiger MJ, Kleiger J. Re-integration stress for Desert Storm families: Wartime deployments and fam-
ily trauma. J Traumatic Stress. 1994;7:173–194.

61. Rosen LN, Westhuis DJ, Teitelbaum JM. Patterns of adaptation among Army wives during Operations Desert
Shield and Desert Storm. Mil Med. 1994;159:43–47.

62. Rosen LN, Durand DB. The family factor and retention among married soldiers deployed in Operation Desert
Storm. Mil Psychol. 1995;7:221–234.

63. Schumm WR, Bell DB, Knott B, Rice RE. The perceived effect of stressors on marital satisfaction among civilian
wives of enlisted soldiers deployed to Somalia for Operation Restore Hope. Mil Med. 1996;161:601–605.

64. Bey DR, Lange J. Waiting wives: Women under stress. Am J Psychiatry. 1974;131:283–286.

65. Keller ML. Military-induced separation in relation to maternal adjustment and children’s behaviors. Mil Psy-
chology. 1994;6:163–176.

66. Rosen LN, Teitelbaum JM, Westhuis DJ. Children’s reactions to Desert Storm deployment: Initial findings from
a survey of Army families. Mil Med. 1993;158:465–469.

67. Jensen PS, Lewis RL, Xenakis SN. The military family in review: Context, risk, and prevention. J Am Acad Child
Psychiatry. 1986;25:225–234.

68. Bartone PT, Adler AB. A model for soldier psychological adaptation in peacekeeping operations. Proceedings of
the 36th Annual Conference of the International Military Testing Association. Rotterdam, The Netherlands; 1994: 33–
40. As cited in: US Army Medical Research Unit-Europe, Walter Reed Army Institute of Research. A Model of
Psychological Issues in Peacekeeping Operations. WRAIR; 18 March 1996. Research Report #23.

69. Gunby P. Medical support of troops in Bosnia includes screening for problems when homeward bound. JAMA.
1997;277:779.

70. Gunby P. Military medicine’s role continues in Bosnia. JAMA. 1996;276:1370.

71. Wing JK, Mann SA, Leff JP, Nixon JM. The concept of a “case” in psychiatric population surveys. Psycholog
Med. 1978;8:203–217.



1423

Psychological Aspects of Deployment and Reunion

72. Williams P, Tarnopolsky A, Hand D. Case definition and case identification in psychiatric epidemiology: re-
view and assessment. Psycholog Med. 1980;10:101–114.

73. Kendell RE. What is a case? Food for thought for epidemiologists. Arch Gen Psychiatry. 1988;45:374–375.

74. Rothberg JM, Holloway HC, Nace EP. An application of stepwise discriminant analysis to the characterization
of military heroin dependents, illicit drug users, and psychiatric patients. Int J Addict. 1976;11:819–830.

75. McCarroll JE, Jaccard JJ, Radke AQ. Psychiatric consultation to command. In: Jones FD, Sparacino LR, Wilcox
VL, Rothberg JM, eds. Military Psychiatry: Preparing in Peace for War. Washington, DC: Office of the Surgeon
General, Department of the Army and Borden Institute; 1994: 151–170.

76. Holloway HC, Norwood AE, Fullerton CS, Engel CC Jr, Ursano RJ. The threat of biological weapons: Prophy-
laxis and mitigation of psychological and social consequences. JAMA. 1997;278:425–427.

77. Slovic P. Perception of risk. Science. 1987;236:280–285.

78. Kraemer HC, Kazdin AE, Offord DR, Kessler RC, Jensen PS, Kupfer DJ. Coming to terms with the terms of risk.
Arch Gen Psychiatry. 1997;54:337–343.

79. Mrazek PJ, Haggerty RJ, eds. New Directions and Definitions in Reducing Risks for Mental Disorders. Washington,
DC: National Academy Press; 1994: 19–32.

80. Rutter M. Resilience: Some conceptual considerations. J Adolescent Health. 1993;14:626–631.

81. Department of Defense. Combat Stress Control Programs. Washington, DC: DoD; February 23, 1999. DoD Direc-
tive 6490.5.

82. Department of the Army. Combat Stress Control in a Theater of Operations: Tactics, Techniques, and Procedures.
Washington, DC: DA; 1994. US Army Field Manual 8-51.

83. Department of the Army. Leader’s Manual for Combat Stress Control. Washington, DC: DA; 1994. US Army Field
Manual 22-51.

84. Applewhite L, Dickens C. Coping with terrorism: the OPM-SANG experience. Mil Med. 1997;162:240–243.

85. Armfield F. Preventing post-traumatic stress disorder resulting from military operations. Mil Med. 1994;159:739–746.

86. Dobson M, Marshall RP. Surviving the war zone experience: Preventing psychiatric casualties. Mil Med.
1997;162:283–287.

87. Fitzgerald ML, Braudaway CA, Leeks D, et al. Debriefing: A therapeutic intervention. Mil Med. 1993;158:542–545.

88. Jiggets SM, Hall DP Jr. Helping the helper: 528th Combat Stress Center in Somalia. Mil Med. 1995;160:275–277.

89. Pichot T, Rudd D. Preventative mental health in disaster situations: “Terror on the autobahn.” Mil Med.
1991;156:540–543.

90. Young SA, Holden MS. The formation and application of an overseas mental health crisis intervention team,
part I: Formation. Mil Med. 1991;156:443–445.

91. Young SA, Holden MS. The formation and application of an overseas mental health crisis intervention team,
part II: Application. Mil Med. 1991;156:445–447.

92. Shalev AY, Peri T, Rogel-Fuchs Y, Ursano RJ, Marlowe, D. Historical group debriefing after combat exposure.
Mil Med. 1998;163:494–498.



1424

Military Preventive Medicine: Mobilization and Deployment, Volume 2

93. Deahl MP, Gillham AB, Thomas J, Searle MM, Srinivasan M. Psychological sequelae following the Gulf War:
Factors associated with subsequent morbidity and the effectiveness of psychological debriefing. Br J Psychiatry.
1994;165:60–65.

94. Simon JD. Biological terrorism: Preparing to meet the threat. JAMA. 1997;278:428–430.

95. Shalev AY. Debriefing following traumatic exposure. In: Individual and Community Responses to Trauma and Di-
saster: The Structure of Human Chaos. Ursano RJ, McCaughey BG, Fullerton CS, eds. New York: Cambridge
University Press; 1994: 201–219.

96. Koshes RJ, Young SA, Stokes JW. Debriefing following combat. In: Jones FD, Sparacino LR, Wilcox VL, Rothberg
JM, Stokes JW, eds. War Psychiatry. Washington, DC: Office of The Surgeon General, US Department of the
Army and Borden Institute; 1995: 271–290.

97. McDuff DR. Social issues in the management of released hostages. Hosp Community Psychiatry. 1992;43:825–828.

98. Caldwell JA Jr. A brief survey of chemical defense, crew rest, and heat stress/physical training issues related to
Operation Desert Storm. Mil Med. 1992;157:275–281.

99. Ursano RJ. Trauma, stress and health: Military women in combat, deployment and contingency operations:
Recommendations. Bethesda, Md: Department of Psychiatry, F. Edward Hebert School of Medicine, Uniformed
Services University of the Health Sciences; 1996.


