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In describing prominent aspects of the
emotional and social impact of the
effects of war on both active duty
servicemembers and military veterans,
numerous studies (e.g., Hoge,
Auchterlonie, & Milliken, 2006)
corroborate that 15 to over 30 percent
of servicemembers and veterans have a
significant negative impact. This may
include post-traumatic stress disorder
(PTSD), depression, and other mental
health problems. The more exposure
to war trauma, the more likely there
will be a negative impact. In essence,
multiple deployments overseas to Iraq
and Afghanistan are associated with
elevated combat exposure and mental
health problems (United States Army
Medical Department, 2008).

Exposure to War Trauma
Warning Signs
Everything cannot be blamed on the
war, nor should the impact of the war
be ignored or downplayed.

A number of warning signs strongly
suggest that the imprint of war and the
post-war transition continue having
significant, negative impact on troops.
This does not necessarily mean that
there is post-traumatic stress disorder.
Rather, there may be war-related post-
traumatic stress. First and foremost,

there is the reaction from family and
friends: “This is not at all the same
person who was deployed.” Or, “The
war changed him (or her).” Everyone
who goes to war is affected by war
and comes back changed. Such
changes in the person can range from
profoundly positive to profoundly
negative.

Another set of warning signs reflect
key symptoms of PTSD, such as
inability to forget very disturbing
experiences; sleep disturbances;
hyper-arousal symptoms (e.g., startle
response, hypervigilance); and serious
problems with emotions. Emotional
problems can range from exhibiting
angry, bitter, or cynical feelings, and
acting out to becoming emotionally
detached from and/or emotionally
inaccessible to others. Other warning
signs are described later.

Triggers
There are a number of common
triggers that provoke war-related
symptoms. These include sights,
sounds, smells, and physical
circumstances similar to/suggestive of
war-zone experiences; situations that
trigger anger or conflict or that
provoke the realization that one’s
battle buddies are no longer there for
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support; powerful emotional states similar to those experienced
during deployment (e.g., terror, being threatened, rage, grief);
anniversary dates or noteworthy significant “time anchors,”
such as holidays, birthdays, and times of the year associated
with particular events in the war-zone; experiences of loss,
including divorce, separation, deaths of significant others,
loss of body parts, or loss of bodily functions; and issues
with various authority (e.g., medical, command, clinical,
governmental, religious, and employment supervisors).

War Zone Survival Strategies That May Be
Brought Home

I now remember sitting on the back steps at our house in
Texas and listening to my [WW II veteran] cousin, Dub,
wake up the neighborhood with his screaming. I could
not imagine what was causing his blood-curdling screams.
Somehow along the way, Dub and I both managed to
put up a wall around this issue [from combat].i

Of course, veterans can learn to perfect the ability to function
at a level where emotions are not essential when interacting
with others. But later, after becoming emotionally accessible
once again, the feelings and thoughts of war trauma can come
flooding back. Any number or combination of the following
prototypical modes of surviving in a war zone may become
ingrained in the servicemember and exhibited upon his return
home.

Fight or Flight: Seeking out, engaging and destroying the
enemy, withdrawing and retreating to return to relentless
combat missions day after day. Conversely, in the face of
overwhelming odds, choosing to strategically retreat to fight
another day.

Back home: Veterans can find themselves plagued with guilt,
shame, grief, or unremitting rage over what they had to do
to survive in the war-zone and/or over what they did not do,
including having deep feelings of remorse that “they never
finished the job.” They may show signs of these feelings
immediately after returning from war or, in many cases, not
until months or years later.

Detachment, Denial, Numbing: Learning to protect himself
against the horrors of what he is witnessing, no matter what
happens. Learning to not feel (or display) emotions that would
otherwise be overwhelming—anxiety, fear, shock, horror,
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(The Emotional Effects of War, continued from Page 2)

depression, loss, grief—to help avoid becoming
emotionally embattled during extreme situations.

Back home: Veterans can get so good at
detachment, denial, and numbing that they
may not be able to show, nor perhaps even to
feel, normal emotions like everyone else, and/or
they may simply become emotionally inaccessible.

Be Enraged: Most combatants allow themselves
to feel one emotion conducive to survival: rage
directed at the enemy. This can result in increased
agitation and frustration—and possibly result in
undependable, unstable, or inappropriate acting
out against others. There usually is no easy and
direct target at which the combatant will vent
his or her rage. So if the combatant experiences
feelings of guerilla/insurgent warfare, persons
playing support roles in his or her life may
inadvertently become targets of this enemy-
directed rage. However, if your role is in a
support capacity, or it is guerilla/insurgent
warfare, there usually is no easy and direct target
at which to vent your rage. This can also result
in increasing agitation and frustration, with the
potential for unreliable and erratic behavior, as
well as engaging in inappropriate acting out
against others.

Back home: Veterans can carry home this
unsatisfied, pent-up rage, agitation, frustration,
and overwhelming desire to act upon impulse—
at times, with dire consequences. “Sometimes
that rage is transferred to those that you love the
most, a convenient and available target. It’s all
too easy to be immersed in anger.” [Operation
Iraqui Freedom (OIF) veteran]

Tunnel Vision: Learning to maintain intense,
focused, full attention in order to complete the
immediate task or objective, to the exclusion of
everything else. “On convoys: forcing myself to
think of nothing else but how to operate my
M-16 and my 9 millimeter, how to pull the
gunner in from the turret to save that person’s
life… repeating the nine steps for calling in a

medevacuation chopper… Constantly
repeating…what to do to sustain everyone’s life
in the vehicle.” (Col. Kathy Platoni - author)

Back home: Veterans may find that tunnel vision
helps them to get through tough times in civilian
life. Conversely, tunnel vision may be so second
nature to them that there is no on-off switch.
This can be devastating to relationships and even
affect one’s ability to enjoy life again.

External Discharging of Emotions: Finding an
outlet against the enemy for the cumulative
build-up of stress, frustration, grief, fear, and
rage that are inevitable in a war-zone is crucial
to survival. Conversely, in the absence of regular
opportunities to discharge such pent-up emotions
toward insurgents, accumulated emotions can
erupt strongly and unexpectedly—possibly
toward innocent civilians or other individuals.
Sometimes such negative emotions are redirected
inwardly, suppressed, or pushed down because
these pent-up emotions have to go somewhere.

Back home: Discharging one’s emotions
appropriately can help to release unexpressed
feelings. Conversely, one can find himself
yearning to be set free, but without an available
outlet that won’t be hurtful to self or to others.
Veterans may continue to compartmentalize and
shut off what is too painful to bring to conscious
awareness, but this may cause them to explode
without warning. They may also try to isolate
themselves to avoid being triggered at unexpected
moments or to avoid directing their pent-up
emotions at the most unsuspecting, innocent
targets.

“Comparing” War Traumas: Some troops
negatively compare their trauma with what
others have experienced, believing that no one
has suffered nearly as much as them or their war
comrades. Conversely, veterans can obsess that
they “suffered much more than many others,”
leading to bitterness, blame, anger, depression,
self-pity, and a distorted sense of entitlement.
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Back home: Tragically, any comparisons are
no-win propositions that obscure the impact of
the veteran’s traumatic experiences on himself.
Own it as it was and celebrate your noble service,
sacrifices, and contributions as they were.

Belief in Fate/Randomness/Higher Power:
Combatants may rely on spiritual or religious
faith to sustain them through the horrors of war,
and some find their faith strengthened. Others
find beliefs severely challenged or decimated
when experiencing the horrors and catch-22
situations of war, such as having to kill in order
to save the lives of self and others. This can result
in agonizing questions: “Why me? Why did this
have to happen to___? What kind of god would
allow this to happen?” This kind of thinking
prompts the comment of Col. Kathy Platoni
[co-author],“And yet God and our buddies were
all that we had to hang onto!” Additionally,
issues of morality in a war zone, such as the
deaths of women, children or other innocent
bystanders, also challenge combatants’ beliefs.

Back home: Such issues can persist or
retrospectively become emotionally distressing,
with excessive and inappropriate guilt and
self-blame and/or bitter blame of others—and
even blaming a higher power. The soul may
return home damaged and with too many
unanswered questions that wrench the spirit.

Dehumanizing the Enemy: This is the classic
detachment strategy instilled in combatants.
The enemy is reduced to every stereotype and
derogatory nickname ever associated with them:

“You just sort of try to block out the fact
that they’re human beings and see them as
enemies… You do all the things that make
it easier to deal with killing them and
mistreating them.” (Herbert, 2004)

Back home: Former combatants may return home
extremely angry. One mother of an OIF veteran
said the following: “He is full of hatred; all he
wants to do is go back to Iraq so that he can kill
as many Iraqis as he can.” The veteran can be

immersed in hate-laced racism, ethnocentrism,
and intolerance.

Social Isolation and Alienation: The remarkable
bonding that occurs among brother and sister
soldiers in a war-zone is a two-edged sword.
It helps them to survive the otherwise
un-survivable. But when a soldier loses a close
comrade, it can be devastating. Thus, a number
of combatants decide not to let anyone get too
close—because it hurts too much when others
are mutilated or die.

Back home: Reserve and National Guard
personnel, in particular, upon return are
separated by miles, leaving assigned units and
returning to the civilian world without the
support of their closest comrades with whom
they bonded in the war. Some vets only feel
comfortable around other vets. Some veterans
avoid other veterans all together, because being
around other veterans brings back too many
disturbing memories and too much pain.

Self-Anesthetizing: Substance use and abuse
are common tactics to achieve detachment and
relief (e.g., buying black-market valium near the
Iranian border or snorting/huffing compressed
air used to clean sand out of computers).

Back home: Substance use and abuse can become
or continue as a habit or addiction, especially
when things get rough for a troubled veteran. It
is not unusual for a traumatized veteran who is
feeling down to be driven to self-anesthetize in
order to avoid any and all feeling. This
phenomena is exponentially multiplied by
repeated deployments.

Risk-Taking/Thrill/Sex Addiction: In the turmoil
of combat, a soldier can easily become
physiologically, psychologically, and behaviorally
immersed in and “addicted to” the thrill, the risk,
the danger, and the adrenaline rush. To help
themselves survive, soldiers can become “action
junkies,” which can cause them to develop
increasingly more dangerous attitudes and
behaviors. After awhile, a soldier may feel, “my
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number is coming up,” so he may simply throw
caution to the wind, seeking any opportunity to
put himself in positions to maintain that high
where he just doesn’t think or feel. Risky sex is
almost always available in a war-zone.

Back home: A veteran can find himself looking
for life in the fast lane, feeding the adrenalin
rush, while coming up empty and not able to
turn it off. He may try to live life on the edge,
engaging in extremes, staying immersed in
danger, and/or “being there while living here.”
Still other veterans may feel profoundly bored
and unfulfilled back in civilian life.

Bizarre or Gallows Humor: In the midst of
horror and chaos, a soldier may resort to what
otherwise would be seen as gross, irreverent, or
inappropriate humor, which could be at least a
partial antidote to the relentless horrors of
combat, to help him from becoming
overwhelmed by what he’s facing day after day.
This respite provides temporary relief, but does
not erase the horrors, feelings, and indelible
images in his mind or his heart. It just puts
them on the back burner.

Back home: Positively, a veteran may have an
irreverent attitude—a refreshingly unexpected or
amusingly sarcastic or humorous attitude that at
least some others, especially other vets, may
relate to. On the contrary, some veterans can
become pejorative, cynical, nasty, insulting,
critical, and derogatory toward others in the face
of mounting frustrations, and they couldn’t care
less how this attitude makes others feel.

Positive Impact of War and
Deployment
There is another side to the impact of war: the
extraordinary valor, strengths, comradeship,
heroism, and humanity that can characterize
what happens in combat and can be brought
home to remain a powerful positive within many
veterans. Military personnel, veterans, and their
families oftentimes are blessed with the
development of resilience, strength, and very
positive identity—justifiably proud of the service

their spouses, parents, or siblings have willingly
given to our country, as well as the sacrifices
made both by the active duty military person or
veteran and by the family. The experience of
being part of a military family who has had a
member serve in war can help instill profound
strength, courage, pride, perspective, and grace
that come from fully knowing the costly price of
freedom.

Coping: What To Do With What You
Brought Home
While there are numerous post-war coping
strategies that soldiers and veterans may
employ, there are a few that may be essential to
successfully healing and coping with the trauma
of war. One must recognize that memories,
images, and feelings of war will not magically
disappear; they will always be with a soldier or
veteran in one form or another. The goal is to
diminish the intensity of such emotions,
memories, and reactions and to learn effective
means of managing them— a long-term process
of healing that can take months, years, decades,
or a lifetime. A clear example of this long-term,
lifelong process is my poignant remembrance of
Ben, an ex-POW of World War II, who came in
to the VA for the first time for war-related
counseling at the age of 70.

Essential to Successful Coping and Healing:
Generating and maintaining supportive
interpersonal relationships; adapting and
constructively utilizing survivorship skills
ingrained during war; recognizing that continuing
reactions to war experiences may very well be
normal reactions to abnormal life experiences
and that these events are, undeniably, something
about which to shed tears or express angst;
taking time for discovering healthy ways of
self-care and knowing that you are worthy of
suffering less and finding joys in life; creating or
rediscovering positive routines; talking it out,
often—finding a listening ear with a trusted
family member, fellow/sister servicemember,
counselor or spiritual advisor—and never having
to walk alone with such burdens; and drawing
upon that courage forged in the fires of combat
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to confront that which is most agonizing to bear
and share. Finally, realizing that every soldier’s
post-war mission is the welfare and happiness
that he and his loved ones so richly deserve.

i J.P. McDonald. Letter to the Editor, The Sun Herald, Biloxi, MS.
November 12, 2004, p. D-2.

Ray Scurfield, DSW, ACSW, LCSW, Social Work Professor, University of
Southern Mississippi Gulf Coast, served on an Army psychiatric team in
Vietnam. His distinguished 25-year career with the Veterans
Administration involved leading several PTSD programs. His most recent
book in a trilogy about war trauma is War Trauma. Lessons Unlearned
From Vietnam to Iraq.

Colonel Kathy Platoni, PsyD, has been a practicing clinical psychologist
for 28 years and maintains a private practice in Centerville, Ohio. At her
30th year of active and Army Reserve military service, she fills the
position of Army Reserve Psychology Consultant to the Chief Medical
Service Corp. Currently the Deputy Commander for Clinical Services

for the 1908th Medical Company (Combat Stress Control), she will
face her fourth deployment in December 2009 in support of Operation
Iraqi Freedom.
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In response to the emerging mental health crises
of Iraq and Afghanistan veterans, the National
Association of Social Workers (NASW) has
endorsed the Give An Hour organization,
founded in September 2005 by Dr. Barbara Van
Dahlen. The organization’s mission is to develop
a national network of volunteers with specialized
education and experience to meet the mental
health needs of the troops and families affected
by the Operation Enduring Freedom (OEF) in
Afghanistan and Operation Iraqi Freedom (OIF)
conflicts. Through NASW’s partnership with Give
An Hour, we encourage licensed clinical social
workers to provide pro bono counseling services
to military individuals, couples and families, and
children and adolescents. The entire network of
volunteers consists of social workers, as well as
all disciplines within the mental health
community, who provide treatment for anxiety,
depression, substance abuse, post-traumatic stress
disorder (PTSD), traumatic brain injuries (TBI),
sexual health and intimacy concerns, and loss
and grieving.

The NASW and Give An Hour partnership
began in November 2008. At that time, NASW
Executive Director Elizabeth J. Clark, PhD,
ACSW, MPH stated, “We know that our
colleagues in the military community should
not respond to this national crisis alone. Helping
returning troops and their families successfully
manage the stress and demands of post-war
civilian life makes every community and our
nation stronger.” Since July 2007, Give An Hour
has recruited 4,200 professionals, a third of
which are social workers. These volunteers have
donated a total of 14,556 hours in mental health
services. At the nationwide average of $100 per
hour for mental health services, Give An Hour
providers have donated an estimated $1,455,600
in time and service.

This partnership has become exceedingly
important as we experience the continual
repercussions of OEF, which began in 2001,
and OIF, which began in 2003. According to
Associated Press reporter P. Solomon Banda
(2009), there have been in excess of 1.9 million
troops deployed in connection with these two
wars, the largest deployment of U.S. military
since 3.4 million troops were sent to Southeast
Asia in support of the Vietnam War. Due to
advances in medical technology, availability
of body armor (or lack thereof), and multiple
deployments, service men and women in
connection with these conflicts are returning
home to face serious mental health challenges,
including depression, anxiety, PTSD, and TBI.
According to a 2009 RAND study, nearly 20
percent of Iraq and Afghanistan war veterans
screen positive for PTSD or depression, and 19
percent of troops surveyed report a probable
TBI during deployment.

Social workers currently play a significant role
in monitoring and managing the mental and
behavioral health of our active duty military as
well as our veterans. Social workers represent the
largest group of mental health practitioners in the
nation; in the Army and Air Force, they are 33
and 38 percent, respectively, of the mental health
provider workforce. They represent 11 percent of
the mental health provider workforce in the Navy
(Tanielian & Jaycox, 2006). Additionally, the
U.S. Department of Veterans Affairs is the largest
employer of master’s degreed social workers in
the nation (Manske, 2006). However, the demand
for social work services within the military and
veteran communities is starting to exceed supply.
In general, there are shortages in every area of
social work practice due to an aging baby boom
and failing economy. Specifically for this
population, however, ongoing wars have
effectuated a dearth of social work practitioners.

GIVE AN HOUR
Barbara Van Dahlen, PhD • Elizabeth Franklin, MSW
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Therefore, NASW encourages clinical social
workers with the expertise and available time
commitment to serve our veterans and their loved
ones who may otherwise silently suffer from
mental health challenges.

Social workers are well-suited to do this work,
and most are equipped with skills that can be
helpful, even if they have not yet provided
services to this population. For instance, while
a social worker may not have an in-depth
understanding or experience with military
culture, a practice background dealing with
anxiety could prove extraordinarily useful
when working with a veteran. Social workers
specializing in marriage and family therapy, work
with children, or grief and loss, among other
areas, can put their knowledge and experience
to great use with the military population. Give
An Hour also provides occasional training
opportunities on issues such as PTSD and TBI.

Additionally, the social work perspective of
“person-in-environment” (PIE) helps to analyze
all relevant factors that may contribute to mental
and behavioral health challenges and can be of
particular use when working with a population
that experiences intense situations such as
combat. The PIE perspective could also be helpful
when working with individuals who experience
long periods of separation from loved ones,
dramatic lifestyle changes, and high levels of
stress.

Benefits to the clients who receive volunteer
mental health services are clear. Give An Hour
may be valuable to the social workers providing
that treatment, as well. One of the NASW
Code of Ethics principles is “service,” which
encourages social workers to “volunteer some
portion of their professional skills with no
expectation of significant financial return
(pro bono service).” We balance our ethical
commitment to service with our advocacy for
strengthened behavioral health services and
adequate social work compensation.

Give An Hour provides an opportunity for social
workers to use their expertise and provide
treatment to a population that may suffer silently
due to a variety of factors, including military
stigma and difficulty accessing proper treatment.
At the same time, social workers can fulfill one
of their ethical obligations by giving back to a
community that has earned the right to obtain
quality services that would equip them with the
tools necessary to lead healthy, productive lives.

Dr. Barbara Van Dahlen, PhD, is the president and founder of Give An
Hour and a licensed clinical psychologist. Dr. Van Dahlen has practiced
in the Washington, D.C. area for 16 years, specializing in the diagnosis
and treatment of children. She can be contacted at
bvromberg@giveanhour.org.

Elizabeth Franklin, MSW, is the project manager and lobbyist for the
Social Work Reinvestment Initiative and military and veterans issues at
the National Association of Social Workers in Washington, D.C. She can
be contacted at efranklin@naswdc.org.
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Eight years of combat in Iraq and Afghanistan
have increased the visibility of the mental health
needs of returning service members and the
services that are available to them. Much of
this focus has been on service members with
post-traumatic stress disorder (PTSD). However,
recent research has documented the complex
interaction between PTSD and a number of
social, demographic, and behavioral
considerations. One of the most important of
these considerations is the relationship between
alcohol abuse and PTSD. In a comprehensive
literature review, PTSD was found to be
predictive of alcohol abuse, while alcohol abuse
exacerbated PTSD symptoms (Jacobsen,
Southwick, & Kosten, 2001).

Military demographics include an over-
representation of males between the ages of 18
and 25, suggesting that alcohol abuse has the
potential to be a significant military public health
concern. The concern produced by a
demographic propensity for elevated levels of

alcohol abuse is amplified by high rates of
combat exposure. Maladaptive alcohol use may
increase anxiety/arousal states, making it more
likely that individuals with substance use
disorders will develop PTSD after trauma
exposure (Jacobsen et al., 2001). Likewise, PTSD
could increase the risk of developing a substance
use disorder because individuals may abuse
substances in an attempt to relieve symptoms of
PTSD. Substance use may also exacerbate
symptoms or prolong the course of PTSD by
preventing habituation to traumatic memories
(Brady & Sinha, 2005). In fact, 64-84 percent of
veterans with PTSD met the criteria for lifetime
alcohol abuse disorder (Brady & Sinha, 2005).
Recent research suggests that military members
are at elevated risk for developing an alcohol-
related disorder following a traumatic
deployment. For 57.5 percent of those with both
a substance use disorder and PTSD, their most
traumatic event occurred before the onset of
substance use disorder symptoms (Mills, Teesson,
Ross, & Peters, 2006). Both PTSD and alcohol

CLINICAL INTERVENTIONS FOR SERVICE MEMBERS
EXPERIENCING PTSD AND SUBSTANCE ABUSE
Michael McCarthy, MSW
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abuse can have debilitating consequences. The
co-morbidity of these conditions produces a
negative synergistic effect.

As a result of the Gulf War syndrome, military
medical and public health officials have taken
a more holistic approach to public health and
post-deployment issues. All military members
who are sent to a combat zone complete a
comprehensive battery of assessments within two
weeks of their return and again between 90-120
days after their return (Hoge, Auchterlonie, &
Milliken, 2006). In addition to screening for
trauma-related conditions, returning combatants
complete an alcohol assessment, including the
Alcohol Use Disorders Identification Test
(AUDIT-C). This assessment is triaged by a
medical professional, and at-risk individuals are
referred to appropriate specialty providers.

While screening and treatment are vital
components of an effective response to the
medical and emotional needs of military
members, increased focus is being spent on
prevention approaches. The Culture of
Responsible Choices (CoRC) program instituted
by the Air Force is an example of this trend.
CoRC evolved out of the stunningly successful
0-0-1-3 pilot project developed in 2004 at F.E.
Warren Air Force Base in Wyoming in response
to rampant incidents of binge drinking among
college students. Based on social norms theory,
the 0-0-1-3 program was initiated, institution-
wide, at F.E. Warren to instruct airmen in socially
acceptable alcohol use, with its title reflecting the
program goals. The first zero communicated to
airmen that underage drinking is not accepted
within the Air Force culture. Zero drinks if you
are under 21. The second zero reinforced the
cultural norms regarding drinking and driving.
Zero drinks if you are driving. The one and
the three prescribed appropriate alcohol
consumption—one drink per hour, three drinks
per occasion. Airmen at F.E. Warren were
expected to follow the program or risk their
careers, as well as risk their lives or the lives of
others while driving intoxicated. Research has

found that targeting social norms regarding
alcohol misuse may reduce binge drinking and
amount of consumption (Moreira, Smith, &
Foxcroft, 2009). This was the case at F.E.
Warren. There were significant reductions in all
categories of alcohol-related incidents after the
0-0-1-3 program was implemented.

In recent years, the CoRC program has been
executed Air Force-wide. CoRC has expanded
beyond its roots in alcohol prevention to a
holistic, community wellness approach. Suicide
prevention and the de-stigmatization of help-
seeking behaviors and mental health care are
central to the CoRC program. The Air Force
uses innovative multi-media platforms to engage
mental health issues at the community level.
Research suggests that adjusting attitudes about
alcohol use and mental health issues among
18- to 25-year-olds is most effectively
accomplished in a multi-media format
(Moreira et al., 2009).

Short-term projections indicate that American
service members will continue to be exposed to
active combat. The rapid recycling tempo of
operations taxes the resilience and social support
of military members (Hoge et al., 2006). This
creates an increased vulnerability for emotional
dysfunction and maladaptive coping strategies
such as substance abuse. Because studies on the
emotional effects of these demands are just
beginning to be published, the efficacy of present
treatment and prevention approaches is still
inconclusive.

The social work profession will serve a vital
role in meeting the needs of reintegrating service
members and in critiquing the systems from
which they receive support. Social workers must
understand the complex interaction between
PTSD and alcohol misuse in order to provide
competent, evidence-based interventions to meet
the future needs of veterans.

Michael McCarthy, MSW, is a doctoral student at the University of Texas
at Austin and currently serves in the U.S. Air Force.
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www.afcrossroads.com/websites/corc.cfm

NASW Credentialing Center
202.408.8600 ext. 447

SocialWorkers.org/credentials

The premier social work credential—and
recognized as the gold standard of professional

social work competency—membership in
the Academy of Certified Social Workers
(ACSW) shows you have met the highest

national standards of experience, advanced
skills, ongoing professional development,

and leadership, regardless of practice area.

Apply for membership in the Academy
of Certified Social Workers today.

Visit SocialWorkers.org/credentials or
call our Credentialing Center at

202.408.8600 ext. 447.

A Few Letters Can
Say a Lot About You.

ACSW
Excellence. Experience.

Expertise.

&NASWCREDENTIALS
SPECIALTYCERTIFICATIONS



2009 • InterSections In Practice 12

From their days as telephone operators, cooks,
and nurses to increased responsibilities during
wartime, women in the United States military
have made significant strides toward equality
with servicemen. They are now serving in the
armed forces at unprecedented levels, taking on
more dangerous responsibilities (although still
limited to non-combat positions), and have
achieved top military ranks, including our first
female four-star general, Lt. Gen. Ann E.
Dunwoody. In The American Woman 2003-2004:
Daughters of a Revolution—Young Women
Today, Costello, White, and Stone (2003) trace
the roles and rise of women in the military, from
the turn of the 20th century to the present:

Women have been serving in the U.S. military
since 1901, and since the Civil War as nurses,
although most of the time, their service was
limited to ancillary roles and was constrained
by law and policy. In 1973, the Selective
Service Act ended the draft and resulted in a
slow but steady growth of women serving in
the military, from about two percent to about
15 percent at the start of 2002. (p. 309)

As female service members continue to
participate in the armed forces in unparalleled
numbers, they are also faced with a variety of

possible challenges. Serving in combat zones
subjects service members to the risk of exposure
to traumatic events, which can result in mental
illness, such as depression, anxiety, or post-
traumatic stress disorder (PTSD), and also
increases the risk of traumatic brain injury (TBI).
In addition, women may face sexual harassment
or assault during their military service. The
United States Department of Veteran Affairs (VA)
has identified these experiences as “military
sexual trauma,” or MST (2009). With a growing
proportion of women in the armed services, our
military must evolve to be inclusive of all of its
members as well as adequately address the
specific challenges female service members are apt
to encounter.

Once women transition to veteran status, they
are confronted with having to navigate a system
created to cater to the needs of servicemen.
According to a recent report by the Government
Accountability Office (GAO) titled Preliminary
Findings on VA’s Provision of Health Care
Services to Women Veterans (2009), “as of
October 2008, there were more than 1.8 million
women veterans in the United States (representing
approximately 7.7 percent of the total veteran
population), and more than 102,000 of these
women were veterans of the military operations
in Afghanistan and Iraq” (p.1). The GAO further
states, “according to Department of Veterans
Affairs (VA) data, in fiscal year 2008, over
281,000 women veterans received health care
services from VA—an increase of about 12
percent since 2006” (p.1). Unfortunately, many
female veterans have become discouraged with a
lack of gender-specific services, comprehensive
care, and privacy once they enter the VA health
care system. Many female veterans are faced with
challenges, including continuing and emerging
psychosocial concerns and health care needs, but
are finding it difficult to receive proper, timely care.

CHALLENGES FACING WOMEN VETERANS
Elizabeth Franklin, MSW

• Veterans Day used to be called
Armistice Day, commemorating the
end of World War I.

• Today, it is a day to remember,
celebrate, and honor all American
veterans.

DID YOU
KNOW?
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The VA has created the Women Veterans Health
(WVH) Strategic Health Care Group to provide
a plan for a new generation of female veterans.
The WVH Strategic Health Care Group is
working to address the needs of women veterans
and “work[ing] to ensure that timely, equitable,
high-quality, comprehensive health care services
are provided in a sensitive and safe environment
at VA health facilities nationwide” (2009). To
fulfill this mission, the group has identified the
following goals:

Comprehensive primary care by a proficient
and interested primary care provider; privacy,
safety, dignity, and sensitivity to gender-
specific needs; the right care in the right place
and time; state-of-the-art health care
equipment and technology; and high quality
preventative and clinical care, equal to that
provided to male veterans. (VA, 2009)

The preliminary findings in GAO’s report on
health care services to women veterans address
these goals. Although measures are being taken
to ensure that the needs of women veterans are
being tackled, “officials at facilities that GAO
visited identified a number of challenges they face
in providing health care services to the increasing
numbers of women veterans seeking VA health
care” (GAO, 2009). None of the VA medical
facilities or community-based outpatient clinics
GAO visited were fully compliant with VA policy
requirements. Basic gender-specific services were
not even available at two of the clinics.

The VA health care system has not kept pace with
a rapidly changing veteran population. While the
VA is taking steps to ensure adequate, gender-
sensitive services, female veterans are still not
assured that they will receive competent and
proper care. It is important for social workers,
especially those serving veterans, to stand up
for the needs of these women. The United States
Department of Veterans Affairs is the largest
employer of social workers in the country,
making this call to action even more relevant
to our profession. All veterans deserve the

opportunity to lead healthy, productive lives,
but we must make an extra effort to advocate for
female veterans who will continue to need our
support until the VA creates an environment that
is prepared to care for their particular needs.
From gender-specific services, such as certain
cancer screenings and reproductive health needs,
to staff with proper experience and training
working with women, to appropriate mental and
behavioral health treatment, we owe our female
veterans each and every service they may require
and deserve.

Elizabeth Franklin, MSW, is the project manager and lobbyist for the
Social Work Reinvestment Initiative and military and veteran’s issues at
the National Association of Social Workers in Washington, D.C. She can
be contacted at efranklin@naswdc.org.
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The eight-year-long wars in Afghanistan and Iraq
have placed great strain on the lives of military
family members. The multiple deployments of
active duty, reserve, and National Guard parents
have created multiple and often overwhelming
challenges for the at-home parent. During the
deployment process, children worry about the
deployed parent, the at-home parent, and
themselves. Recent research studies show that
children of deployed parents between the ages
of three and five manifest more depressive
symptoms, aggression, and attention difficulties
compared to children whose military parents
were not deployed (Cantrell, 2009).

Deployments are a very stressful and challenging
experience. The entire process requires a network
of family and community support to keep the
family functioning. Active duty family members
residing in installation housing have access to
on-base medical, educational, family service, and
childcare programs. The families of mobilized
National Guardsmen and activated reservists
reside in cities and communities often far from
military bases. The existence of organized
networks of support for assisting family and
children of deployed reservists and National
Guardsmen residing in these cities and
communities is minimal, at best. At-home parents
often rely on relatives, local school systems,
health maintenance organizations, and after-
school programs to assist in caring for their
children.

Deployments generally come in three phases:
pre-deployment, deployment, and post-
deployment. Pre-deployment begins with an alert
order to prepare for mobilization. The soldier
spends long hours away from the family to
ensure that his or her unit has the personnel,
logistics, equipment, combat training, and
medical readiness to accomplish the mission.
Although the soldier becomes energized by the
mission, he or she starts to become emotionally
distant. Pre-deployment mobilization readiness

training is time consuming, and family members
begin immediately to anticipate the deployment
and must prepare for the separation and potential
loss of the parent.

The deployment phase begins with the soldier
leaving his or her home station for the combat
theater. Beginning deployment, the soldier feels a
lack of control over family events. According to
Raymond Scurfield (2006), the family’s feelings,
particularly those of the military spouse left
behind, may include the following:

• Anger about the lack of information about
what the soldier is doing

• Media coverage about the war, which can
bring about anxiety or somatic complaints
such as stomach pain

• Anxiety that the soldier could be wounded
or killed

• Anger about the soldier’s priorities—is it the
military over the family?

• Feeling unacknowledged for running the
household

The post-deployment phase starts when the
soldier leaves the combat zone and returns home.
Reintegrating with family, work, or education is
the most emotionally challenging task facing the
soldier and family. Survival skills learned during
deployment, including communication, need to
be relearned for transitioning to the community.
For example, many soldiers feel uncomfortable
expressing emotions to their spouses or children
while reintegrating with the family. Parental skills
may need to be readjusted. Either parent may
spoil the child by over compensating. In addition,
the soldier may discipline his or her child too
harshly or find difficulty in understanding age-
appropriate responses. According to the Real
Warriors Campaign (“Helping Children Cope
with Deployments and Reunions,” n.d.), the
following are some emotional reactions of
children whose parent returns after deployment:

WAR’S EFFECT ON CHILDREN OF DEPLOYED PARENTS
Valvincent A. Reyes, LCSW, BCD • Vaughn A. Decoster, PhD, LCSW
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Preschool- or Kindergarten-Age Children
• Increased clinginess
• Unexplained crying
• Increased aggressiveness toward people or

things
• Becoming withdrawn
• Regressive behavior, in particular with

potty-training, resulting in more accidents
and bed wetting

• Sleeping and eating difficulties

School-Age Children
• Somatic complaints
• Clinginess to parent or fear of abandonment
• Irritability and/or nightmares focused on

isolation
• Problems at school with grades, teachers, peers
• Attention-seeking
• Anger toward the at-home parent

Adolescents and Teenagers
• Acting out at home, school, or with the law
• Low self-esteem and/or self-criticism
• Anger over small things
• Loss of interest in sports, hobbies, or friends
• Experimenting with drugs, alcohol, and/or sex

For the social worker, a course of treatment
begins with a psychosocial assessment, interviews
with the at-home parent, collateral interviews
with teachers, and the development of a
therapeutic rapport with the children. The focus
of treatment begins with encouraging the children
to communicate feelings about themselves, the
at-home parent, and the deployed parent. Clinical
interventions which emphasize resiliency skills
training, coping skills development, decision-
making skills, stress management education,
improvement in communication with the at-home
parent, and ways to communicate with the
deployed parent through the Internet are a few
strategies that may be implemented. The
following are suggestions of appropriate clinical
intervention:

• Initiate parental self-care for emotional needs
through exercise, hobbies, or volunteerism.

• Ensure the child is loved through quantity and
quality time to express feelings about the

deployment, using age-appropriate
communication.

• Continue family traditions and regular family
recreational events.

• Educate the children about the deployed
parent’s mission and help them explore culture
and customs of the host country.

• Establish a firm routine and have the parent
who will be deployed assign the children
house chores prior to deployment.

• Include assigned bedtimes, homework
expectations, and follow-up routines with
the children that include rewards and
consequences.

• Make quality time for conversation with
teenagers and spend time together without
distractions and external demands.

• Structure routines with adolescents and
teenagers and encourage participation in
positive extracurricular activities.

Promising programs for children of deployed
parents consist of group therapies which allow
children to express their feelings about their
parent’s deployment through activities (e.g.,
journaling and art) that incorporate training
in stress management, coping, and conflict
resolution. School programs train social workers
to support children of deployed parents using
innovative interventions that help children
identify feelings, manage stress, develop coping
skills, and increase resiliency. The same
interventions can be used at home by encouraging
the at-home parent to involve the children in
sports, martial arts, dance, church groups, arts
and crafts, music, exercise, hobbies, and
volunteer activities.

An interagency network of support for children
of deployed parents should provide the following
services and include all children of deployed
active duty, reserve, and National Guard
members residing in near proximity:

• Group prevention programs focusing on
resiliency skills training, stress management,
and decision-making skills

• Age-appropriate, no-cost child and family
counseling services
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• A 24/7 hotline for information, referral, and
emergency assistance for children of military
members wounded or killed in action

The deployment cycle of support for children
and families begins with dedicated case managers
who liaise with Family Readiness Group (FRG)
volunteers assigned to deploying military units.
An FRG volunteer is a family member from a
deploying unit who is responsible for conducting
family support activities while the military
member is deployed. These case managers, with
assistance from FRG volunteers, can identify and
initiate working relationships with military
families in a community setting. A psychosocial
assessment is conducted to triage and identify
family needs. The child’s teacher is consulted
about the deployment, and the child is provided
a support group. The case manager connects the
parent with counseling services through a Vet
Center, an outpatient counseling service for
veterans and families run by the Veterans
Administration.

The parent can also be referred to Military
One Source, a 24-hour information and referral
hotline that provides military members and
their families with cost-free counseling or other
supportive services. A volunteer steering
committee serves as the oversight committee
for the community network of support, which
consists of representatives from veteran service
organizations like Disabled American Veterans
and community counseling agencies such as the

Los Angeles County Department of Mental
Health. This committee meets monthly to assess,
identify, and advocate for responsive services to
support veterans and their families.

In conclusion, war’s effect on children of
deployed parents provides numerous challenges
for both the children and their parents, including
the deployed parent and the at-home parent.
However, through a sustained network of family
and community support, the entire family may
be able to function somewhat normally and
hopefully survive the trials that deployment and
potential combat bring.

Valvincent A. Reyes, LCSW, BCD, served as an Army social work officer
in Afghanistan and is an assistant clinical professor at the Military Social
Work and Veterans Services Program, University of Southern California.

Vaughn A. Decoster, PhD, LCSW, served as an Army social work officer
in Baghdad and is the team leader for the Fayetteville Vet Center.
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The military family is not unlike the civilian
family who has children attending public or
private schools. Each wants the best education
possible in a safe, disruption-free learning
environment. However, there are several
important and dissimilar characteristics that
make the military family and child unique from
their non-military counterparts.

One dissimilar characteristic is the frequent
relocation to a new school. This is not to say that
families in the non-military community do not
move, but rather the military child will most
certainly face several moves within his or her
K-12 educational experience. Many will move as
often as every two years. Moving and entering a
new school are major steps for children. They
will experience many emotional ups and downs—
from worry and sadness to excitement, curiosity
and hope. Regardless of the emotional state,
stress is inevitable. These frequent changes in
schools create stress on many fronts, and several
questions often race through the minds of
children moving to a new school:

• Will the courses being studied in my last
school be the same in the new school?

• Will the academic curriculum for a particular
course be similar as the last school?

• Will the new school offer similar
extracurricular activities and clubs?

• Will I fit in?

Another characteristic not experienced by the
students of non-military families is the potential
loss of a parent during war time. The military
family faces a unique stressor that few non-
military families will ever come close to
experiencing—save, perhaps, the children of
police officers and firefighters. In most cases,
the stressor comes with the parent being sent
overseas to an active war zone for several months
to over a year. When a dad or mom deploys to a
war zone, the military child faces the uncertain
but possible situation that his or her parent will

be killed or seriously injured. According to
Huebner, Mancini, Wilcox, Grass, & Grass
(2007):

Parental deployment has substantial effects
on the family system, among them ambiguity
and uncertainty. Youth in military families are
especially affected by parental deployment
because their coping repertoire is only just
developing; the requirements of deployment
become additive to normal adolescent
developmental demands. (p. 112)

This stressor alone can impact the academic
accomplishments of a child to the point that a
student who normally excels in his or her school
work will start to struggle with the simplest
lessons. Currently, the military services have
soldiers, sailors, airmen, and marines deployed
to the areas of operation in Iraq and Afghanistan,
and many are the parents of school-aged children.

All children face certain conditions that cause
stress while attending school. Many of these
stressors are issues that public school teachers,
counselors, and administrators confront on a
daily basis. Dealing with these common stressors
is normally accomplished by following specific
policies and programs. However, the unique
stressors that children from military families face
are not easily dealt with by the school faculty
and staff without specialized training and
understanding.

School employees and mental health providers
who treat military families should receive in-
depth professional development on how to
recognize the warning signs of the stressors faced
by these students and how best to help them
conquer potential problems. An informed school
staff that understands how to work with the
unique challenges faced by children from military
families can help these students overcome
stressors that may impact their academic success.

STRESSORS FACED BY MILITARY CHILDREN
Dr. John E. Bennett, PhD • Major Teresa Roberts, LCSW
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The school staff—in particular, the school
counselors—are in a unique position to offer
reassurance and make the new student feel
welcome. One way of accomplishing this is to
use the “student2student” sponsorship program,
which has a student with similar interests sponsor
the new student and show him or her “the
ropes.” A simple event, such as what to do at
lunchtime, can create enormous stress levels; the
student sponsor can alleviate those stressors by
simply showing the new student the options
available and what procedures to follow.

In addition, when the majority of the student
body comes from like family circumstances
(e.g., dealing with frequent moves and
deployments to war zones), the students can
become support partners for and/or with each
other. Because a current student may also have
moved in from another school during the middle
of the school year, he or she is more likely to
befriend the new student and help that student
become oriented and comfortable in the new
school environment.

Specialized training of school staff and
community mental health providers in
recognizing and dealing with the unique stressors
faced by the child of a military member, as well
as the added benefit of using of student sponsors,
will be instrumental in optimizing the educational
experience for the child of a military family
entering a new school environment.

Major Teresa Roberts, LCSW, received her MSW from Louisiana State
University, followed by commission into the United States Air Force,
where she has managed medical social work, family advocacy, substance
abuse, and mental health programs. She also coordinated volunteer relief
efforts and community support after Hurricane Katrina. In addition,
Major Roberts worked in the Pentagon for the Office of the Secretary
of the Air Force. She currently oversees a social work residency program,
assisting new social workers in the transition to military life, while
preparing them for future roles in the Air Force.

Dr. John Bennett, PhD, is the school liaison at Andrews Air Force Base,
Maryland. He received his Ph.D. in educational leadership from
Oklahoma State University. Dr. Bennett has worked on military benefits
and compensation policy for the United States Air Force and as director
of School Personnel Records and investigator for teacher misconduct for
the Oklahoma State Department of Education for 13 years. Dr. Bennett
retired from the Air Force after serving 21 years.
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Undoubtedly, a military service member’s
deployment to a combat zone is a test of training,
commitment, and service. In some measure, this
is true of military family members, as well—
particularly children. Military organizations offer
service members education and resources to equip
them with assets required to function in a
deployed environment. However, not often are
their children afforded the integral tools to function
while the parent is away and in harm’s way.

Many American children have a deployed parent
who serves in the military. The 2007 Military
Deployment Services Task Force Report
(MDSTFR) relayed that 700,000 children in the
U.S. had a parent deployed since 2001 (Johnson
et al., 2007). According to a 2008 study, more
than two million U.S. children, 40 percent
younger than five years old, had a parent
deployed in the course of Operations Iraqi
Freedom and Enduring Freedom (Chartrand,
Frank, White, & Shope, 2008). These numbers
represent the striking, tangible impact of military
deployment.

In addition, service members experience the
added, intangible distress of responding to the
needs of their children during separation. This
poses a burden for service members, military
children, primary or intermediate caretakers, and
professional care providers. With the prolonged
years of military conflicts, extended deployment
tour lengths, and multiple deployment
experiences, military children continue to require
close attention and strong support.

Service member feedback and subsequent
research have identified several problems of
this complex burden of military parent-child
separation; however, development and
implementation of adequate solutions continue
to challenge care professionals. MDSTFR cites a

major deficit in “any evidence of a well-
coordinated or well-disseminated approach to
providing behavioral health care to service
members and their families…both across and
within each of the military branches.” Thus, the
charge of care professionals, social workers
included, is to overcome the barriers of military
health care and to bridge the gap between service
members and the service providers with relevant
and effective approaches (Johnson et al., 2007).

One such approach, integrated health care, has
gained increasing interest in recent decades.
President Bush’s 1992 New Freedom Commission
Report and related Task Force for the
Department of Defense strongly encouraged
integrated health care as a delivery reform
method. In 1997, the U.S. Air Force Medical
Operations Agency began responding to this
heightened attention by piloting the Behavioral
Health Optimization Project (BHOP), which
focuses on integrating psychological services
within primary care settings. Further refining
this approach, integrating behavioral health in
the pediatric care setting advances the model’s
function to target conditions and concerns of
military children and families. Breaking the
barriers of availability, acceptability, and
accessibility of behavioral health care, the BHOP
model offers solution-focused services to meet
the needs of military children.

For social workers serving as behavioral health
care providers for military beneficiaries, the
BHOP model poses a formidable, biopsychosocial
solution to the needs of this client system. More
often a model employed by psychologists, BHOP
allows behavioral health professionals to work
collaboratively with medical providers likely to
have initial contact with clients in need of
behavioral health services. If implemented
effectively, the model forges a conduit from a

INTEGRATED BEHAVIORAL HEALTH CARE IN THE PEDIATRIC
CARE SETTING — BRIDGING GAPS: CHILDREN OF DEPLOYED
SERVICE MEMBERS
Capt. Sundonia J. Wonnum, BSC, LCSW
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commonly accessed service, primary care, to a
commonly stigmatized service, behavioral health
care.

For successful integration into a primary care
setting, a clinician, or Behavioral Health
Consultant (BHC), should consider and address
several factors. First, the BHC should be a mental
or behavioral health clinician, privileged to
practice in the desired clinic or organization.
The BHC must have an interest in integrated
care, receive adequate training, and possess an
aptitude for working with youth, particularly if
integration is in a pediatric setting. Second, the
BHC should assess the organization or clinic’s
readiness for integration and elicit support from
leaders and stakeholders of said organization.
Upon determining readiness for integration and
gaining the approval, the BHC must train medical
providers on appropriate knowledge, both
clinical and program-level competencies needed
for successful integration. If this step is not
completed, the BHC may likely serve as simply a
behavioral health provider working in a primary
care clinic, absent of true integration. Finally, it is
advisable that BHCs compile a toolkit of start-up
checklists, assessment tools (e.g., Pediatric
Symptom Checklist or Child and Adolescent
Functional Assessment Scale), referral forms and
handouts, documentation templates, clinical
interventions, and other service delivery
resources. The goal of the BHOP model is to ease
the delivery of effective behavioral health care to
a vulnerable, underserved client system. Potential
BHCs can find more detailed exploration of these
factors in The Primary Care Toolkit: Practical
Resources for the Integrated Behavioral Care
Provider (James & O’Donohue, 2009) or
Behavioral Consultation and Primary Care: A
Guide to Integrating Services (Robinson &
Reiter, 2007).

It is important for BHCs to know that the
struggles of parental deployment can manifest
into a range of childhood challenges. Such
difficulties may be internal (e.g., anxiety,
depression, anger, and somatic symptoms),
external (e.g., academic challenges and disruptive
or inattentive behavior), or interpersonal (e.g.,
conflict with siblings or friends, defiance of

authority, and aggression) (Chartrand et al.,
2008). Such manifestations in a child may
exacerbate the intensity of the experience of the
caretaker, who may be struggling with his or her
own distress of the deployment. Furthermore,
children and caretakers with pre-existing
psychological conditions, histories of family
violence, or substance abuse struggles are
particularly vulnerable to deployment-related
problems (Lincoln, Swift, & Shorteno-Fraser,
2008). It is the task of the BHC to be on the
lookout for deployment-related risk factors and
symptoms and to assist primary care providers,
with whom integrated care is shared, in
developing skill in the recognition of
deployment-related risk factors and symptoms.

Creation of clinical pathways within integrated
care clinics is a key method of standardizing and
managing risk assessment, problem prevention,
symptom treatment, and resiliency enhancement.
Implementation of clinical, or integrated care,
pathways reduces practice variability and
optimizes outcomes for the primary care
provider(s) and the BHC. It also promotes
organized and efficient patient care with
evidence-based practice. For example, a BHC
working in a pediatric clinic may standardize
the assessment and referral of children with
internalizing problems (e.g., mood disorders
and somatic symptoms) related to a parent’s
deployment. A creative but organized clinical
pathway may include assessment standardization,
caretaker education, child skill building, provider
consultation, resource dissemination, and
community support services connection. Such a
pathway may be executed for clients individually
or collectively to serve the purpose of efficiently
identifying and treating at-risk children.

Finally, service connection is vital to integrated
service provision and key to the social work
profession. A BHC should seek opportunities to
link clients with resources promoting health,
wellness, and resilience of military children and
families. In most military communities, this
includes family centers, wellness centers, chapels,
school counselors, community support groups,
and other mental health providers and
consultants, to name a few. With appropriate
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service connection, a BHOP acts not only as a
conduit between behavioral health and primary
care, but also as an extension of support to and
from the military community.

The effects of combat deployment on military
service members and families create yet another
unique test for social work and other care
professions. Whether a social worker serves in
uniform or works with a uniformed service
member, he or she has the ever-evolving and
unrelenting mission to identify, prevent, and treat
deployment-related conditions within military
communities. The integrated health care system
provides an integral means of responding to this
call for service.

Sundonia J. Wonnum, BSC, LCSW, is an Air Force captain serving as the
Mental Health Element Chief and as Behavioral Health Consultant at the
18th Medical Operations Squadron’s Mental Health Clinic and Pediatric
Clinic, respectively, on Kadena Air Base in Okinawa, Japan. Captain
Wonnum may be contacted at sundonia.wonnum@kadena.af.mil and
sundonia@gmail.com.
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Introduction
Grieving the loss of a loved one is like riding
a roller coaster in the dark. It’s scary,
unpredictable, and your reactions never let up.
Over time, military and civilian widows hope to
find ways to move on and thrive. Both groups
must manage raising children in newly single-
parent households; the likelihood of having to
relocate to a new city or state; administering
family finances (in many cases, for the first time
without spousal assistance); and—yes—
welcoming new, intimate partners into their lives.

Mourning is challenging enough for all widows.
Few knew that falling in love again would have
its own set of surprising and confounding
problems. Yet, grief and recovery for military
widows can also include aspects unique to them.

In my work with both civilian and military
widows concerning the introduction of a new,
intimate partner to friends and family, I’ve
learned a great deal about the impact of this
experience on the widow and family. Others may
see falling in love again as a sign that everything
is okay and that the widow has emotionally
healed, but mental health professionals need to be
more aware of the strengths, special challenges,
and adjustments of military widows and their
families during this important life event.

Top Issues in Welcoming a New
Partner

“Some of my friends seem jealous, and
I feel bad for them and their situations.
But I’m also angry that they aren’t happy
and supportive of me.”

Discussion and Recommendations:
Unlike many civilian widows, most military
widows have been forced to over-fortify their life
skills. Their strengths lie in their ability to
develop strong social bonds with other military
spouses while, paradoxically, ramping up their
own independence. Living with deployed spouses
taught them that the “buck stopped here” with
them alone. They had to learn how to negotiate
leases, car purchases, insurance, home repairs,
and child-rearing decisions all by themselves.
Their lifestyle has forced them to become “doers”
to a far greater extent than many civilian
widows.

Military widows are often younger spouses
and parents who live far from home on limited
incomes, in base housing around the world, and
in a culture of “no-nonsense, no time for tears
today.” As a result, military spouses tend to form
tight communities of support. Living in the
military culture of “figure it out—tough it out”
often serves as the glue that binds these
friendships. Perhaps a military spouse would not
have chosen a particular person as a friend in the
civilian world, but sharing in the military life
often creates a bond that trumps individual
preferences. Military families may feel they don’t
have to tell (or justify) their stories of the
challenges that military life begets or worry
whether a stranger feels positive or negative
about the armed forces.

Most military families know what it’s like to have
to pack up, move, say good-bye to friends, adjust
to another town, enroll children in yet another
school, and create a sense of home in the new
place. The non-deployed spouses must also “pack
away” their fears that their partners may get
killed or wounded. These spouses form networks
with others who share their loneliness, worries,

HELPING MILITARY WIDOWS WELCOME A NEW PARTNER INTO
THEIR LIVES: TOP ISSUES FOR CLINICIANS
LeslieBeth Wish, EdD, MSS, QCSW
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and lifestyle. They socialize together and help
each other to “float” with the uncertainties of
this kind of life in ways that differ from what
their husbands or wives offer, and they can
become equally—and sometimes more—potent
sources of emotional support and understanding.

No wonder that, when a military spouse has
found a new love, there is concern about shifting
allegiances. “Being the first to leave the group
because I got engaged feels like a real loss. Even
betrayal,” one of the women in my workshop
said. She was also upset that a few of the women
were clearly not rooting for her.

As a clinician, you can raise these issues of
loyalty and betrayal and normalize them by
saying to your client something such as, “It’s
tough to live in two worlds that are important
to you.” Be aware that military friendships can
often be stronger than the friendships of civilians.
One way to bridge the two worlds of military
widowhood and a new civilian life is to
recommend that the widow maintain these
relationships. For example, if there has been a
regular group night out, help the widow arrange
to participate, even if she can only attend
sometimes. If the widow’s new spouse doesn’t
understand the importance of these military
friendships, help her communicate her need to
the new partner. If some of the other military
widows do not seem to bask in your client’s
newfound happiness, discuss with her various
options, such as maintaining but “cooling” the
relationship with her sister widows, accepting
the others’ reactions, spending a little extra time
with those in the group who seem to have the
most trouble accepting her new relationship, or
making her good news seem like good news for
the entire group.

Finally, clinicians should also know that the
overly-driven “doer” culture of military spouses
can sometimes blunt empathy and recognition of
one’s own feelings. Military widows may react to
non-supportive friends and family by writing
them off. Clinicians can help military widows by
addressing their anger, hurt, and disappointment

at their social group, while being empathic to the
adjustments that others must make to the changes
in the widow’s life. Clinicians may say, “You
must feel betrayed by your friends’ reactions; yet,
at the same time, I can see why you feel sad.”
Allow time for the widow to ponder and talk
about her feelings.

“My new partner is non-military. I feel
as though I’m betraying what my
deceased spouse went through. And
family reactions are not helping the
situation.” Or, “I thought they’d all be
happy I chose someone who is military,
but they don’t seem to want me to have
anyone else at all.”

Discussion and Recommendations:
As you can see from the previous discussion
about military culture, falling in love or marrying
a civilian often feels disrespectful. Yet, some
military spouses are actually relieved to be out
of the stress of life in the armed forces. But even
choosing another member of the armed forces
can stir up controversy. Widows often feel guilty
if the new military person’s rank is either higher
or lower than that of the deceased spouse’s. The
issue of divided loyalty between two major
groups—military and civilian—is a process that is
essentially unique to military families. Clinicians
who are not as familiar with both the evident and
subtle distinctions between the military and
civilian worlds should ask their military clients to
educate them about the differences. Military
widows are often happy to teach their therapists,
and they are often surprised to learn more about
themselves in the process.

If you sense that your client is experiencing
disloyalty guilt, offer reassuring counsel such as,
“No one wants you to be unhappy. If the tables
were turned, wouldn’t you want your spouse to
find love? Love is hard enough to find—there’s
no point in putting rules on it.”

One of the unique challenges of military spouses
who marry civilians is dealing with the different
grief processes between military and non-military
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experiences. For example, in the life of a newly
married military widow, the widow is bound to
meet new people who have lost spouses—both
military and civilian. Although everyone’s grief
process is highly individualized, military widows
may feel more “alone in a crowd” of civilian
widows. Military spouses of deployed soldiers
undergo a chronic but veiled pre-mourning that
keeps them prepared for the worst. Like spouses
of the terminally ill, any given day can be either a
hello or good-bye. Yet, unlike civilian spouses,
the military spouse may learn to stifle, disallow,
or dismiss emotional reactions.

As a clinician, be sure to discuss with your client
both the good and potentially challenging aspects
of her new life. Tell your client that even though
she has found love, she still may feel alone. The
more you can make your client’s feelings seem
normal, the more likely she will open up and tell
you her problems. Remind her, too, that the
military is now more sensitive and accepting of
the emotional needs of military families, as
evidenced by their improved services to veterans
with post-traumatic stress. The new military code
stresses that it is a sign of weakness NOT to seek
help.

Finally, review all of the strengths that your client
has exhibited in the past, such as decision-making
and child-rearing. Explain that her new life now
requires a different application of these existing
strengths. Instead of coping, the new focus is on
managing guilt, anger, and feelings of loneliness.
Tell your client that one way to respect her
deceased husband’s valor is to exhibit a “take
charge—I can handle this” approach to her new
life, which now includes addressing and
experiencing feelings.

What Social Workers Need to Know
Social workers are eccellent professionals to
deal with all of these issues, but even the most
seasoned therapist should update his or her
knowledge about grief, depression, and marriage.
Look for continuing education workshops in
your area about these topics. Excellent books
specifically about wives of military men include
Jacey Eckhart’s The Homefront Club: The

Hardheaded Woman’s Guide to Raising a
Military Family and Tanya Biank’s book and
television series, Army Wives: The Unwritten
Code of Military Marriage. These are “must-
reads” for clinicians who work with military
families.

Information about bereaving military widows
is harder to come by. Joanne M. Steen’s and
M. Regina Asaro’s Military Widows: A Survival
Guide is invaluable for widows as well as
clinicians; although it includes only one section
about dating and mating, these issues require
more in-depth attention.

To summarize, clinicians can utilize a number
of the following strategies to support military
widows with the transitions they face:

• Encourage clients to identify emotions.
Normalize and address them as needed.

• Encourage clients to maintain military
friendships.

• Encourage clients to engage in open
communication with new partners and share
the importance of maintaining their military
friendships.

• Encourage clients to seek help when needed.
• Encourage clients to express feelings and a

desire for continued connection with family
and friends of the deceased spouse, verbally
or in writing.

• Encourage clients to introduce the new partner
to family and friends, and utilize allies when
needed.

• Encourage clients to discuss their feelings
about a new relationship openly, sharing
both their readiness and their hesitations.

Finally, clinicians must utilize client strengths
and be aware of the specific challenges military
widows face. Clinicians must also have a good
understanding of how military culture affects
widows as they grapple with a variety of
transitional issues, including grief and loss,
depression, marriage, family, friendships, and
new relationships. To educate themselves on the
effects of military culture, clinicians can read up
on the subject and look for continuing education
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workshops and other opportunities to support
further clinical development.

Of course, a caring heart, a listening ear, and a
willingness to learn from your clients are among
your best of social work skills.

Dr. LeslieBeth (L.B.) Wish, EdD, MSS, Diplomate, QCSW, is a psychologist
and licensed clinical social worker in Florida. She is the co-director of the
Counseling Network for Special Operations Warrior Foundation. Dr. Wish
can be reached at dr.l.b.wish@comcast.net.
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Resources
Give An Hour
Give An Hour is a non-profit organization dedicated to providing
free mental health services to military personnel and their families.
www.giveanhour.org

Gold Star Wives of America, Inc.
Gold Star Wives is a congressionally–chartered, non-profit service
organization providing services to active duty and service-connected
military widows and widowers. www.goldstarwives.org

United States Department of Veteran Affairs
Survivor Benefits
The U.S. Department of Veteran Affairs’ Survivor Benefits Web site is
dedicated to surviving spouses and dependents of military personnel
who died while in active military service and to the survivors of
veterans who died after active service.
www.vba.va.gov/survivors/
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When an individual signs up for military duty,
that person’s entire family is enlisted to support
the service member throughout his or her career.
As a result, military spouses and children end up
on the frontlines, too, so to speak, because they
are expected to resume “life as usual” while
living with the anxiety, discomfort, and relentless
worry about the military family member’s
security. While non-military families also
experience challenges in daily living, the military
family system is temporarily fragmented, and the
challenges it faces may be more complex. Only
military families are faced with a situation such
as sending a spouse and/or parent off to a combat
zone for a long period of time and having all
aspects of family life disrupted. Military spouses
learn that specific workplace challenges for the
military service member, as well as for the spouse
who is left behind, come with the uniform.

Multiple Workplace-Related
Challenges
Both Operation Enduring Freedom in
Afghanistan and Operation Iraqi Freedom—
each post-9/11 conflicts—have altered the
military landscape in terms of time (e.g., length
and coexistence of conflicts, duration of
deployments) and treasure (e.g., war costs, deaths
and injuries). Consequently, the military family
structure has transformed considerably. The
post-9/11 military family is a system unique in
its structure. Due to a significant increase in
female military personnel, it is not uncommon
for a husband to stay at home while his wife
goes off to war. When military service members
deploy, the stay-at-home spouse is left to run
the family and care for children while constantly
thinking about the safety of his or her loved one
stationed in a combat zone.

Service members generally join the military to
serve their country—not for monetary gain.
While officers tend to be more financially sound,
younger, enlisted service members typically make

just enough to get by. Married service members
are given allowances for food and housing, based
on the local area’s cost of living. Once children
and unseen expenses are factored in, the fixed
income becomes stretched and may lead a
military spouse to seek employment to augment
the family income. Not every spouse needs to
work, but according to a recent final rule issued
by the Office of Personnel Management, the
majority of spouses desire to work (Office of the
Federal Register, 2009). Consequently, the spouse
at home is at risk for feeling more stress as she/he
takes on employment in addition to the
responsibilities of raising the children and
maintaining the family alone. Spouses who must
seek employment to make ends meet may also
find that their new job responsibilities affect the
amount of time that they have to spend with their
children.

Many other challenges unique to military families
include multiple deployments to war zones,
multiple family relocations, and locations of
duty assignments to unknown (and sometimes
dangerous) destinations. As a military spouse,
it is understood that the husband or wife will
deploy at some point and may redeploy after he
or she returns home from war. The challenges are
many for the spouse left behind to care for the
family. Caring for children as a single parent,
dealing with housing issues, and managing the
family finances without having his or her partner
to help are just a few. Additionally, active duty
service members will relocate on average every
three years.

Challenges military spouses face related to
employment include lack of employment
opportunities and childcare costs. Many military
bases are located in areas far away from major
cities where job markets are not as promising.
Scores of military spouses are college educated
but are forced to live in areas where their work
experience and education cannot be applied

WORKPLACE CHALLENGES FOR MILITARY FAMILIES
Rafiq Raza, BSW • Jack Maloney, LCSW
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(Harrell, Lim, Castaneda, & Golinelli, 2004).
In this current economy, businesses in the private
sector can be very particular about whom they
employ.

The families of National Guard and Reserve
service members are faced with similar
challenges; however, they can go from being
a weekend military family on a small military
base to a full-time military family in an instant
without on-base resources that are typically
available on large, active military bases. Some
National Guard and Reserve families may be
forced to live on a smaller income if their civilian
salaries were higher than their military salaries.

Resources to Help Military Families
with Employment
Military spouses have distinguishing challenges
related to gaining and retaining employment.
Luckily, we live in a time that our nation is
grateful for the incredible sacrifices of military
families, and resources have been made available
to support military spouses who choose to seek
employment. Most military units have a
dedicated staff member in place—one who is
sometimes also a military spouse called the
Family Readiness Coordinator—to assist with
any family issues that may arise, including
everything from childcare to employment
assistance. These Family Readiness Coordinators
are valuable points of contact that can be a great
source of support and hope to a spouse of a
deployed service member.

Another good starting point for providers
working with military families is Military One
Source, a one-stop resource offering a vast array
of support for service members and their families.
Their Web site and toll-free number allow for a
busy military spouse to access them at the
spouse’s convenience 24 hours a day/7 days a
week. At the Web site’s Spousal Employment
link, a job seeker can find articles, guides, and
additional Web links that can offer valuable
information.

Military One Source also links to a resource
offering financial assistance to military spouses
known as the Department of Defense (DoD)
Military Spouse Career Advancement Account
(MyCAA). MyCAA funds a program for spouses
pursuing portable careers in health care,
education, financial services, and information
technology, to name a few. Military spouses of
active or activated reserve or guard members can
apply for up to $3,000.00 a year for college
tuition for two years. The tuition assistance does
not need to be repaid and is not based on need.

Employment Opportunities for
Military Families
Federal employment is a great option for military
spouses, as there may be federal jobs located on
the same bases where their spouses serve, offering
competitive salaries, the ability to transfer their
jobs to other bases, and an understanding of the
needs of military families. Recently, guidelines
were issued by the Office of Personnel
Management regarding the hiring of military
spouses (Office of the Federal Register, 2009).
Federal agencies now have the option to directly
hire a military spouse noncompetitively. Prior to
this, a military spouse would have to apply for
a position in the same manner as the rest of the
public. By bypassing the traditional hiring
process, military spouses now have a slight
advantage over other job seekers and have a
better chance at gaining federal employment.

Each state has state-specific employment
resources that could be very helpful to job
seekers. Some states have particular programs
dedicated to assisting military spouses with the
employment process. In Florida, the Military
Family Employment Advocacy Program was
established to help military spouses seeking
employment. They offer career planning,
interview techniques, résumé preparation, and
job referrals, specifically for military spouses
located near military bases.
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Helping Military Families Cope with
Employment Challenges
When working with military families, it is
important to have a comprehensive
understanding of the unique challenges they
may be facing. For some job seekers, it is
valuable to see a counselor for help in coping
with the tremendous adjustment they are facing.
Supportive counseling is highly encouraged for
spouses. When engaged in counseling, an
individual takes time for himself/herself and
learns new and effective ways to cope with life’s
challenges. Counseling support allows for higher
functioning at home and in the work place.
During challenging times, counseling provides
spouses and families with a greater understanding
of what the effects of combat, wartime trauma,
and military-specific challenges are. Having a
place where one can not only be heard but can
also learn new coping mechanisms allows for
greater functioning in all areas of life.

The U.S. Department of Veterans Affairs’
Readjustment Counseling Service has over 230
Vet Centers located throughout the nation in
every large city and near most military bases.
They have the unique mission of counseling
returning combat veterans and their families
with the goal to assist in a smooth transition and
return to their post-war lives. These services are
confidential and free to all combat veterans and
their families. Spouses using Vet Center services
receive education about their loved ones’ war
experiences and learn effective coping skills to
assist them in all areas of their lives.

By addressing psychological well-being and
teaching effective coping skills, providers can
have a strong impact on military spouses facing
workplace challenges. The key is to understand
what workplace challenges exist and to develop
strategies on how to overcome them. Teaching
spouses how to obtain and stay connected to
support, especially during their husbands’ and
wives’ deployment, is very beneficial to the
spouse and the entire military family.

Rafiq Raza, BSW, is a veteran outreach specialist for the U.S.
Department of Veterans Affairs’ Vet Center Program and is pursuing
his MSW at the University of Central Florida. He served two combat
tours in Afghanistan with the U.S. Army, 10th Mountain Infantry
Division (Light). He can be reached at the Orlando Vet Center at
Rafiq.Raza@va.gov.

Jack Maloney, LCSW, CAC, has been with the U.S. Department of
Veterans Affairs for 24 years, of which 12 years have been with the
Vet Center Program. He is a Marine Vietnam combat veteran who
served with the 12th Marines in 1969. He is the past-recipient of the
Suffolk County, NY, NASW Social Worker of the Year award. He can
be reached at Jack.Maloney@va.gov.
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Psychological, physical, and spiritual wounds
sustained by military personnel and veterans from
combat operations in Iraq and Afghanistan often
result in long-term disabilities that require a team
approach to caregiving and rehabilitation. Due to
the nature of these conflicts, service members are
suffering severe blast injuries from improvised
explosive devices and are, thus, exhibiting
polytraumatic injuries, with traumatic brain
injury (TBI) being considered “the signature
wound” of these wars (Okie, 2006). Along with
TBI, other injuries can include “multiple body
systems (skin/soft tissue, orthopedic, eye, oral,
maxillofacial and ontologic injuries), complex

pain syndromes, and Post-Traumatic Stress
Disorder” (Collins & Kennedy, 2008, p. 993).

Family members are a natural support system
for service members and are often the most
important support component of a health care
recovery team. The recovery team typically
includes physicians, nurses, vocational
counselors, recreational therapists, social
workers, speech therapists, physical therapists,
and/or other multidisciplinary specialists. The
impact of TBI, along with other complex medical
issues, can result in a highly stressful experience
for family caregivers. According to Collins and
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Spread the News Enhanced Section Benefits

SocialWorkers.org/sections

SPECIALTY PRACTICE SECTIONS
• Aging
• Alcohol, Tobacco & Other

Drugs (ATOD)
• Child Welfare
• Children, Adolescents &

Young Adults (CAYA)
• Health
• Mental Health
• Private Practice
• School Social Work
• Social and Economic

Justice & Peace

Now NASW Specialty Practice Sections members receive more
exclusive services and have more opportunities to earn FREE CEs.

There’s no better time to renew your Section membership.

What’s New
• FREE CE teleconferences that are perfect

for earning CEs for licensure or NASW
credential renewal

• Section Link, practice related NASW news
and information

• eConnection newsletter issues dedicated
to practice-related topics

• e-Alerts with timely news, information,
and updates

• Special Section discounts

What’s Different
• Enhanced Section Web site with student

corner and library of Section newsletters
and practice information

• Online message boards
• Opportunity to join a Section ONLINE

What’s Popular
• FREE CEs by reading InterSections

in Practice, the online SPS annual
bulletin

• Practice-specific newsletters
(twice yearly)

RENEW YOUR MEMBERSHIP*
Call 202.408.8600 ext. 476 or visit
www.socialworkers.org/sections

*You must be a current NASW member to join a
Specialty Practice Section.



2009 • InterSections In Practice 32

Kennedy (2008), family members as caregivers of
wounded military personnel often report feelings
of shock, confusion, anxiety, despair, depression,
grief, and a sense of shared trauma. Although
demographic trends show that the current
military workforce is an older and more educated
group, as a whole, in comparison to previous
years, many of the active duty service members
and reservists who are deployed to combat zones
tend to be young men and women who are
recently married and have young children
(U.S. General Accounting Office, 2002). In
fact, almost 60 percent of service members are
married; 43 percent of active duty and reserve
service members have one or more children
(Military Family Research Institute, 2005).

The caregivers are often young, inexperienced
spouses who are already overwhelmed as
newlyweds, having had separations with their
spouses due to previous multiple deployments
and having to cope with single-parenting
responsibilities. Another segment of family
caregivers frequently includes the parents of
military service personnel. Family caregivers—
whether they are parents, siblings, spouses,
grandparents, or extended family members of
the wounded combat veteran—all face similar
challenges. This article will primarily address
military spouses, since the issues faced by the
spouses seem to be especially complex.

In my private practice, I have counseled many
military couples who have had to struggle with
the unfortunate consequences of a troubled,
veteran spouse’s post-combat torment. I
particularly remember an interview I conducted
with one of my young clients, a 21-year-old
spouse of a Marine:

My husband and I have been married for three
years; but out of those years, we have actually
lived together for eight months. We have a
16-month-old son who has major medical
issues of his own. He suffers from a metabolic
disorder, a seizure disorder, and a congenital
heart defect, and now my husband has
returned from Iraq with post-traumatic stress
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disorder (PTSD) and a mild traumatic brain
injury (TBI). My husband is different. He is a
stranger to me, and he scares me. My husband
yells at our baby when the baby cries. I cannot
trust him alone with our child. My husband
cannot support me with the caregiving and the
medical demands of our baby, and, since his
injury, he has become overly reliant on me as
his only caregiver. My family is out of state,
and no one is here to help me. I am worried
that I have lost my husband, and our baby
will not survive.

Spouses not only must grieve the loss of their
partners as they once were, but must also adjust
to increased family demands and added roles in
areas such as parenting, employment, dealing
with financial losses, and being the physical and
emotional source of support for their children
(Pavlicin, 2007). Pauline Boss’ (2006) ambiguous
loss theory helps to explain the uncertainty,
confusion, and lack of closure in a situation of
unclear loss such as when a family member is
physically present but psychologically absent
(e.g., cases of PTSD or TBI) or psychologically
present and physically absent (e.g., long
deployments, prisoner of war, missing in action).

How Social Workers Can Help
Many social workers can offer an array of
services to support the caregivers that care
for their injured family members:

• Social workers can provide information,
linkages, resources, and referrals to the
Department of Veterans Affairs (VA) and other
local community organizations and support
groups. Social workers are well equipped to
help family members navigate complex
systems, such as the VA, in order to access
health care for a wounded family member.
Social workers can also assist family caregivers
by becoming familiar with other military
related benefits, such as compensation,
pension, disability, social services, child care
services, financial assistance, education
programs, and other military privileges.

• Social workers can coach caregivers in
effective communication skills, thus enabling
caregivers to communicate with the injured
service member as well as with medical and
other providers that are in charge of the
wounded service member’s care.

• Social workers can teach caregivers the
importance of self care. Self care for caregivers
entails maintaining a balanced life—which
includes maintaining a healthy lifestyle—
avoiding isolation, and making time for leisure
(Family Caregiver Alliance, 2009).

• Social workers can provide caregivers with a
sense of comfort that it is all right to ask for
help, and they can assist with respite planning
and provide positive coping skills with difficult
caregiver emotions (e.g., guilt, anger,
resentment, irritability, frustration, and
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exhaustion) as well as with challenging
patient behaviors and emotions. The lack of
psychological processing of caregiver stress,
in conjunction with poor self care, can result
in caregiver burn-out or “compassion fatigue,”
rendering caregivers as ineffective (Figley,
1995).

• Social workers can help caregivers with
relaxation and stress reduction skills and
encourage them to share their feelings and
obtain support through individual, family,
or group counseling.

Social workers can utilize a combination of a
strengths-based approach and a narrative-
relational therapy approach to assist the caregiver
and the combat-wounded service member to
make meaning out their shared experience and,
thereby, facilitate the grief process. This method
helps with the reconstruction of the injury-related
story, enabling the caregiver and patient to
incorporate new identities—involving themes of
honor, rather than shame—while strengthening
their attachment bond as a couple and as a family
with a shared sense of hope. (Collins & Kennedy,
2008; Neimeyer, 2001; White & Epston, 1990).
Along similar lines, Medical Family Therapy is a
biopsychosocial, cognitive-behavioral, narrative,
and systemic approach that addresses the role of
injury in the life of the patient and incorporates
the interpersonal life of the family, the

community, and the treatment team (Bloch,
1992; Collins & Kennedy, 2008).

According to Pavlicin (2007), caregivers need to
allow the injured family member to grieve his/her
injury and the resulting disabilities. Thus,
caregivers should give the injured family member
the necessary physical and psychological space to
process his/her experience so that they can begin
to integrate back into the family and society that
would allow them to begin to pave the road
toward acceptance and adaptation of their new
reality. Pavlicin also explains that family
caregivers should focus on the needs of the
person, as a whole, and not become overly
focused on the injuries. The author offers the
following quote from a caregiver:

Henry needed medical care, appointments,
medications, rescheduled appointments. He
also needed to know that we didn’t love him
any less. He is still a whole person who has
so much to give the world. He wanted time
for himself and time when we simply laughed.
He needed to tell stories and have people
around him who listened with great interest.
He needed to know he had options, that he
would be able to contribute his talents. He
needed to feel like himself again. He wanted
to feel like he had a normal life. And we had
to learn how to focus on him and not his
injuries all the time. (p. 116)
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Wounded service members often obtain more
emotional support from other wounded warriors;
therefore, it is important to look for support
groups run by military facilities and volunteer
support programs serving the needs of this
population (Pavlicin, 2007). Additionally, many
caregivers have found increased hope through
their spiritual beliefs and faith-based practices.
All of these supportive elements can be fostered
and encouraged by social workers through a
multi-systemic approach and biopsychosocial
training.

Eugenia L. Weiss, PsyD, LCSW, is a clinical assistant professor at the
University of Southern California, School of Social Work. Dr. Weiss is
the lead faculty for a master’s-level course on Clinical Social Work with
Military Families. She is also a private practitioner dedicated to working
with military personnel and their families. She can be reached at
eugenia.weiss@usc.edu.
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Resources
In addition to locating local community-based resources for caregiver
support as well as national support organizations (e.g., Caregiver
Resource Alliance at www.caregiver.org), social workers could also
help their clients by becoming acquainted with the following
military-related organizations that can offer adjunctive caregiver
support programs:

American Veterans (AMVETS) www.amvets.org

Disabled American Veterans www.dav.org

The U.S. Department of Veterans Affairs www.va.gov

Defense and Veterans Brain Injury Center www.dvbic.org

U.S. Army Wounded Warrior Program www.aw2.army.mil

National Center for Post-Traumatic Stress Disorder
www.ncptsd.org
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