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Introduction 
 

The impetus for this project came from a request by Dr. Linda Schwartz, Commissioner of the Connecticut 

Department of Veterans Affairs, to the Center for Public Policy and Social Research (CPPSR) at CCSU to 

conduct a needs assessment study of veterans returning from Iraq (Operation Iraq Freedom – OIF) and 

Afghanistan (Operation Enduring Freedom – OEF). Specifically, our goal was to: (1) identify the salient 

medical, psychosocial, and economic needs as well as barriers that are preventing the needs from being met, and 

(2) provide recommendations for changes in public policy and possible legislative initiatives to improve the 

chances for Connecticut veterans’ optimal readjustment to civilian life
1
. 

 

The personnel
2
 involved in this project include: Marc B. Goldstein, Ph.D. (Psychology Department), James 

Malley, Ph.D., (Associate Professor (Emeritus) from the Department of Counseling and Family Therapy), and 

Steven Kliger, and Eileen Hurst, Executive Director and Associate Director of the CPPSR. Funding for this 

project was provided by CPPSR and the Connecticut Department of Mental Health and Addiction Services. Drs. 

Steven Southwick, Douglas C. Johnson, and Robert Pietrzak from Yale University served as co-investigators on 

phase III of this project and helped to develop the survey instrument and analyze the results. They did not 

participate in Phase I or Phase 2 and they did not contribute to the recommendations in this report. 

 

This needs assessment process has involved three phases: Phase I consisted of discussions with federal and state 

service providers whose principal responsibilities involve working with OEF/OIF veterans on a daily basis; 

Phase II involved a series of focus groups with returning OEF/OIF veterans from Connecticut; and Phase III 

consisted of two waves of survey data collected from a large sample of OEF/OIF veterans in Connecticut. This 

report summarizes our findings from all three phases of this project to date and provides recommendations based 

upon what we have learned.  We are still analyzing some of the data from the survey phase of this project, and 

there will be additional reports issued as those analyses are completed. 

 

Phase I 

 

On January 9, 2007, we met with 14 individuals representing seven different Connecticut agencies that 

provided services to veterans. The goal of this meeting was to get the perspective of these individuals regarding 

the types of needs that veterans reported.  

 

Attendees were divided into three separate groups and asked to identify the most significant barriers that are 

interfering with the veterans’ post-deployment adjustment to civilian life.  Secondly, in light of the identified 

needs, they were asked to identify public policy initiatives that would improve the quality of life for returning 

OEF/OIF Connecticut veterans and their families.  The three groups then shared their findings with each other 

and discussed what they perceived to be the most salient barriers. A summary of the key issues with 

representative comments is presented in Table 1. 
 

--- 
1
We would like to acknowledge the tremendous assistance we received on all aspects of this project from the student 

research assistants at the CPPSR including Jane Natoli, Bjorn Boyer, Adam Goldstein and Shane Matthews. In addition, we 

would like to acknowledge the support given by the many veterans who participated in the focus groups and the mail 

surveys. Without their input, this report would not be possible. 
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Table 1 

 

A Summary of Needs Identified at the Meeting with Service Providers 

 

 

 

 
 

 
NEEDS/CONCERNS REGARDING PHYSICAL HEALTH  

 

 About 2/3 of claims for service-connected disability are musculoskeletal in nature, e.g., back, neck, knee, and ankle 

injuries.   

 

 Approximately 5 -10 % percent of claims are directly related to combat injuries with high numbers of traumatic 

brain injuries and amputations.   

 

 High incidence of orthopedic problems may result from the heavy protective gear (up to 100 pounds) worn by 

veterans in combat areas. 

 

 Reports of dental problems reflecting neglect of oral care while in combat areas that occur beyond the two year 

“window” which vets have to register with system.  

 

 Concerns were expressed about whether women’s medical issues were being adequately addressed.  

 
NEEDS/CONCERNS REGARDING MENTAL HEALTH/PTSD (post-traumatic stress syndrome) 

 

 Of the approximately 1000 Connecticut OEF/OIF veterans who have filed claims for service connected 

disabilities, a little less than a third have a psychological/psychiatric component to the conditions claimed.  

 

 The return of the veteran to his/her family unit is typically a time of stress for all family members as they need to 

readjust to altered family roles and dynamics.    

 

 Participants reported that signs of PTSD often did not manifest themselves until weeks or even months after the 

veteran returns from active duty. 

 

 Manifestations of PTSD may be reflected in problems of other members of the family unit, e.g., a veteran’s child 

has difficulty in school, or the presence of marital, employment or substance abuse problems. 

 

 Abuse of drugs or alcohol is prevalent because of veterans’ efforts to self-medicate to alleviate anxiety, and 

depression and to stop recurrent flashbacks and nightmares.    
 

 Veterans often feel alone in their adjustment, feeling it is difficult for other people to understand or relate to what 

they have gone though.   
 

 Women veterans are experiencing problems than are idiosyncratically different from their male counterparts.  

Beyond the stress of serving in a combat theater, there is a high incidence of sexual harassment some of which 

rises to the level of abuse.    

 

 Many returning OEF/OIF veterans with mental health problems do not self identify, making it harder to estimate 

the true extent of need.  

 

 Many veterans may look outside the VA Health System for treatment because: (1) they have employer-sponsored 

health insurance, (2) they perceive VA hospitals or clinics as an extension of the military and have a general 

       distrust of the military bureaucracy, and (3) They also may have concerns about the confidentiality of their records  

       and/or feel a stigma associated with going to the VA or being given a diagnostic label.  
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Table 1 (Continued) 

 

A Summary of Needs Identified at the Meeting with Service Providers 

 
NEEDS/CONCERNS REGARDING TRUST/CONFIDENTIALITY/STIGMA 

 

 Many returning OEF/OIF veterans do not avail themselves of VA services either because of a lack of trust or a 

perceived stigma associated with seeking help at the VA. This distrust arises from: 

 

               Concerns that the VA shares information with the Department of Defense without the consent of the veteran. 

 

               Concern about loss of confidentiality of VA information because of security breaches (national news report 

               that a hard drive containing information about many veterans had been stolen). 

 

                     Past experience of receiving misleading information from the military. 

 

                     Fear that reporting symptoms of PTSD may prevent them from certain public sector or private sector jobs. 

 

NEEDS/CONCERNS REGARDING EMPLOYMENT 

 

 Many vets face significant financial issues, e.g., accumulated debt, when returning from active duty. Some 

servicemen and servicewomen earn less while on active duty than when employed in their regular civilian job.   

 

 Some veterans need some “decompression” time and are not ready to return to their previous jobs immediately. 

 

 For many veterans, after experiencing combat operations and/or leadership opportunities in the service, the idea of 

returning to their mundane jobs seems trivial or unexciting.   

 

 Some veterans have difficulty collecting unemployment benefits because of delays in obtaining their DD-214 

discharge papers.   

 

 Some employers may be resistant to hire veterans because of misconceptions about the veterans’ disabilities.   

 

 CTDOL provides services to returning veterans at any One-Stop Office with a priority of service from any staff 

member available. Veterans who need intensive services (Case Management) from the DOL may be frustrated by 

delays created because of significant reductions in the number of Veterans Employment Representatives (from 34 

to 10) in the past three years.   

 
NEEDS/CONCERNS REGARDING EDUCATION 

 

 Many veterans returning to school to take advantage of their GI Bill benefits discover that the tuition waiver 

offered by state schools does not cover fees which may exceed $1500 a semester. These fees, added to the cost of 

travel, books, and supplies, make it financially difficult for a veteran to return to school and be self-sustaining on 

the GI Bill benefits he/she receives.   

 
 When veterans do return to school they often find it difficult to navigate through the typical red tape of the college 

admission and registration process and applying for their GI benefits.  Many of the state colleges and universities 

have only part time veterans’ coordinators who cannot always be accessible when veterans need their services.  

 

 Attending college can be an isolating experience for veterans who feel they share little in common with their 

classmates and who may perceive many typical college student behaviors and rituals as trivial and insignificant.   

 

NEEDS/CONCERNS REGARDING ACCESS TO INFORMATION ABOUT RETURNING 

VETERANS 

 

 There appears to be no systematic record keeping on returning OEF/OIF veterans to Connecticut. This makes it 

difficult to gather demographic information for clinical research purposes and/or to alert veterans of timely 

services.  
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The issues identified in this session helped shape the development of questions for the focus groups and the 

mail surveys.  Specific recommendations for improved service delivery for veterans, based on these comments 

as well as the data collected in Phases II and III will appear at the end of this report. 

 

Phase II 

 

The second phase of our data collection process involved conducting three focus group discussions with 

Connecticut veterans following military service in Afghanistan and Iraq. These took place in the spring of 2007. 

 
Two of the focus group sessions were with OEF/OIF veterans who were attending Southern Connecticut State 

University.  The first meeting included 10 veterans, nine men and one woman; the second meeting included 6 

female veterans.  The third focus group was held at Central Connecticut State University with 5 male veterans 

who were members of Charlie Company, the 1
st
 battalion, 25

th
 Marines, 4

th
 Marine division from Plainville, 

Connecticut.   

 

Procedure 

 

Participants were provided with informed consent regarding the purpose and voluntary nature of the focus group 

and the fact that all information collected would be kept strictly anonymous.  Participants were then asked to 

respond to a list of prepared questions (Appendix A) and engage in an open dialogue.  Responses were audio 

taped and also recorded by note takers. The resulting information was analyzed qualitatively by organizing like 

responses into meaningful clusters or themes.  Participants were provided with a small stipend for participating 

in the focus group.   

 

Results 

 

Nine recurrent themes emerged from the focus group interviews (see Table 2 on p. 5).  A recurrent theme is one 

that dominated portions of the focus groups as reflected by multiple responses across the three groups that were 

similar in nature.  The ordering of the themes in Table 2 is arbitrary and does not imply level of importance. 

Each theme is presented along with several of the verbatim responses that were considered to be representative 

of the theme. The last theme concerning the best way to reach veterans is in direct response to the question:  

“What is the best way to get information out to veterans?” For ease of presentation, we have limited the number 

of veteran statements to five for each theme. A more complete listing may be obtained from CPPSR. 

 

 Table 3 lists secondary themes, i.e., comments that were made at least two or three times but did not necessarily 

dominate the conversation.   
 
Phase III 

 

The third phase of our needs assessment process involved a mail survey sent out to veterans. The first wave of 

the survey was administered in July, 2007. At that time, 1050 veterans who served in Afghanistan, Iraq and 

adjacent areas such as Kuwait, between January 1, 2003 and March 1, 2007 were mailed a 205 question survey 

(see Appendix B) which asked about various needs and concerns pertinent to this group upon their return to 

civilian life. The survey instrument was developed by the research team but the actual mailing was done by the 

CT Department of Veterans Affairs which had identified the sample from a review of copies of discharge papers 

(DD-214s) which are maintained at the Department.  

 

Approximately one week after the surveys were mailed, a reminder post card was sent to all veterans. 

Approximately 4 weeks after the initial surveys were mailed, a second letter was sent to all veterans who had not 

returned the survey which contained a replacement copy of the survey. We discovered that many of the mailing 

addresses contained on the discharge papers were no longer accurate and approximately 10% of the surveys 

were returned as undeliverable. As of September 24, 229 completed surveys (22%) were returned.  
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Table 2 

 

Recurring Themes in the Focus Groups with OEF-OIF Veterans 

 
THEME REPRESENTATIVE RESPONSES 

SENSE OF BEING DISCONNECTED 

FROM ONE’S COMMUNITY; NOT BEING 

UNDERSTOOD 

a. Can’t relate to people who weren’t there 

b. Even wife and family don’t understand 

c. The public doesn’t understand vets 

d. You don’t deal with the mainstream 

e. You are not comfortable with people not in military 

COMMUNICATION DIFFICULTIES WITH 

EVERYONE EXCEPT FELLOW 

MILITARY 

a.    Difficulty communicating with family, colleagues, fellow 

       students, children 

b.    We get thanked a lot then the conversation turns to politics 

c.    Vets have honor and pride in what they did, and you can’t bring  

       that up in a casual conversation  

d.    Most people have not been in the war; they are so removed from  

       the war 

e.    Can’t relate to people who weren’t there; you have a different  

       mind set than civilians 

PROBLEM WITH BEING TIGHTLY 

WOUND, AGGRESSIVE 

a. Got into fights, wanted to fight to release anger; got kicked out of   

bars and clubs 

b. Started fighting with people who were close to me because they 

didn’t understand me 

c. Can’t express anger with people who weren’t there 

d. You pick fights and are aggressive 

e. You have to react with violence and aggression in Iraq to stay 

alive, then you have to hold it back and do the opposite how you 

were trained 

IMPORTANCE OF CAMARADERIE WITH 

FELLOW MILITARY OR VETERANS 

a. Coming home, you lose camaraderie of military, lose friends 

because they aren’t with you anymore 

b. Vets stick together because they relate, civilians and vets don’t 

relate to each other 

c. Vets can do anything together 

d. You care about all the other guys still in the military 

e. It is comforting being around people who went through the same 

thing you did 

RELUCTANCE TO SEEK HELP FOR 

FEAR OF BEING STIGMATIZED, 

DENORMALIZED OR SEEN AS WEAK 

a. Vets are scared to bring up problems in the secondary 

 reassessment because they don’t want it to be held against him if 

he wants to re-enlist 

b. Vets need to know that filing a claim does not result in negative 

repercussions against them 

c. In the military, you are told to suck it up, to keep going; vets need 

to know when to start telling that they are hurt 

d. You have to seek help, but you are kind of embarrassed.   

e. It is hard to accept that getting help doesn’t mean that you are less 

strong of a person 

DIFFICULTY NAVIGATING VA 

HEALTH SYSTEM 

a. You don’t know how to navigate the VA system 

b. You need someone like yourself (fellow vet) to help you through 

the system 

c. VA can’t find where the Iraq vets belong 

d. You are told to go to the VA, but not told anything else.  You 

don’t know what to do unless you have someone who went 

through it show you how 

e. You need a little book for all of the different problems you might 

have, not the big VA book with everything in it because no one 

can read that whole book 
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Table 2 (continued) 

 
THEME REPRESENTATIVE RESPONSES 

PREFERENCE FOR THE LEAST 

CLINICAL MOST NORMAL 

ENVIRONMENT 

a. One vet was offered meds via phone after one survey about PTSD 

b. There are too many meds and not enough therapy 

c. Her psychologist pushed medications at her and didn’t listen; she took 

herself off the meds and didn’t go back 

d. The doctors push meds 

e. They want to medicate you, but you want to talk 

BENEFIT OF HAVING SUPPORTS IN A 

COLLEGE SETTING 

a. You need a rep like Jack, put money where the vets are – state schools 

b. Finally found support at school 

c. Here at SCSU, can talk to other guys; other colleges don’t have groups 

for vets 

d. Need a full time vet rep at every state university 

e. Vets need someone like Jack every day of the week 

HOW BEST TO GET INFORMATION OUT 

TO OEF-OIF VETERANS 

a. Word of mouth 

b. Talk to vets a couple of months after they return.   

c. You could have a vets coordinator for benefits, a liaison 

d. Someone walked them through, did as much as he could do and then 

actually keeps in touch with you 

e. You want something that says, “Call this number” 

 

 

Table 3 
 

Secondary Themes Mentioned in OEF-OIF Focus Groups 

 
a. Returning as a reservist is different than coming back as regular military 

b. Coming home and staying with your unit for awhile is useful 

c. Families don’t understand what you need when you come back; their war is over, yours is not 

d. Programs aren’t reaching the vets the way they are supposed to  

e. Vets want to be appreciated 

f. Problem getting dental services 

g. The military and the VA don’t communicate 

h. When labeled “service connected” you get attention 

i. If your disability is not recorded, it is too late 

j. Inconvenience of no VA services after hours or on weekends 

k. Veterans work study program should be promoted 

l. More comfortable in the military; you are used to the structure 

m. The fees in state schools are as high as the tuition 

n. You don’t find support on campus 

o. Readjustment is worse for single person with no family support 

 
 

Because of the lower than expected rate of return on the surveys, we decided to conduct a second round of 

surveys with a shorter instrument. We thought that the length of the first survey may have discouraged veterans 

from completing the survey. The second survey (see Appendix C) contained 116 questions and was sent to a 

new sample of 1000 veterans who had served between Jan 1, 2003 and March 1, 2007. The shortened survey 

contained the same questions regarding problems occurring in various domains of the veteran’s life, but a 

number of the psychological scales that had been imbedded in the Wave I survey were removed. Several 

screening questions on Traumatic Brain Injury were added to the Wave II survey that did not appear in the 

Wave I survey. 

 

The Wave II survey was sent out in mid-October 2007. On the second wave of surveys, we made a more 

concerted effort to update mailing addresses on those surveys that were returned as undeliverable, using phone 

directories and a statewide voter registration list. 
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As of February 1, 2008, we had received 272 Wave I surveys and 285 Wave II surveys for an overall return 

rate of 27.2%. All survey data was coded into a format suitable for computer analysis. This report begins by 

providing a demographic description of the veterans who completed and returned the survey followed by an 

analysis of the problems reported in various life domains.  

 

Characteristics of Respondents 

 

Table 4 describes some of the military background of our respondents. As can be seen, the majority of our 

respondents served in the Army and a large proportion were members of the National Guard. Over one-third 

(37%) have returned from their most recent deployment within the past two years. While most had been 

deployed only once, over 11% of the veterans have been deployed three or more times. 

 

Table 4 

 

Military Background of Respondents 

 

 

 

 

 

 

 

 

 

 

Table 5 provides some additional demographic information about our sample.  Our respondents are  

predominantly older, white, married and have some college education. These characteristics cause us to wonder 

how representative our sample is of the full group of veterans from CT who actually served. As a partial check 

on this, we compared the age of the entire WAVE II sample frame (taken from DD-214s by the Veterans’ 

Affairs Office and provided to us with no identifiers) with the age of WAVE II respondents. We found that the 

average age of that sample frame was 31.76 years compared with an average of 31.35 years for those who 

responded from that frame. This difference was not significantly different (F = 0.847, p = .358). Thus, we are 

confident that, at least in terms of age, our sample of respondents is reasonably representative of the entire 

population. 

 

Table 5 

 

Demographic Characteristics 

 

Age  Race/Ethnicity  Education completed  Marital Status 

20-29 – 39.6%  White – 84.1%   H.S. Grad – 16.4  Single – 31.6% 

30-39 – 27.2%  Hispanic – 5.6%   Some College – 39.1%  Married – 52.0% 

40-49 – 24.5%  Black – 5.8%  Associate Deg. – 9.2%  Living w/partner – 6.3% 

50-59 – 7.9%  Asian – 1.1%  BA/BS – 24.0%  Divorced – 8.5% 

   60+ - 0.72%   Other – 3.4%  Graduate degree – 10.5%   Separated – 1.3% 

Ave. Age - 34.96      Widowed – 0.4% 

 

 

When we look at the daily routines of the veterans (see Figure 1), we see that about 62% are working and that 

22% are fulfilling multiple work, familial and educational roles. Four and a half percent are unemployed and 

looking for work; this compares with a statewide unemployment rate of 4.9% for the last three months of 2007. 

  

       

 

Service Branch 

  

Service Type 

 Year of Last 

Deployment 

 Number of 

Deployments 

Army – 85.9%  Active Duty  - 22.1%  2003 – 3.8%  1 – 62.2% 

Marines – 7.2%  National Guard – 40.9%  2004 – 29.6%  2 – 25.6% 

Air Force – 4.5%  Reserves – 16.3%  2005 – 29.6%  3 – 7.4%  

Navy – 0.9%  Multiple – 5.2%  2006 – 15.3%  4 – 2.2% 

Multiple – 1.4%  No answer – 15.4%  2007 – 21.7%  5 or more – 2.3% 
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Concerns of Veterans 

 

We asked veterans about particular concerns in five domains; work, financial, family relationships, peer 

relationships and school. To simplify the figures, we have chosen a high threshold; we only report the 

percentage of veterans who reported that they had a major concern about the specific item, so the numbers 

reported here are conservative estimates of concern. Figures 2 through Figure 5 below present these responses.  

 

Only responses from veterans who reported that they were currently working (N = 335) were used in the 

creation of Figure 2 (see page 9). There were a number of concerns: About one in six veterans report that their 

job is not as satisfying as it previously was and provides little chance for advancement, and about 13% report 

being unhappy at their job. Moreover, about one in eight veterans reports that they would like assistance around 

work-related concerns. Overall, these data suggest a strong need for ongoing career counseling services for 

many veterans. 

 

Finances 

 

Figure 3 (page 9) presents data on financial concerns. While individual veterans may have problems with their  

finances, it does not appear that financial concerns are a major issue for the respondents compared to other 

domains that were assessed in this survey. Nevertheless, about one in eight veterans would like assistance in 

regard to financial issues. 

 

Family Relationships 

 

Table 6 shows veterans’ responses to the questions on family relationships. These data are presented in terms of 

the respondent’s current marital status. Among those never married, about 8% reports a major concern regarding 

living with parents and over 12% report difficulties connecting emotionally with family members. For married 

or partnered veterans, about one in ten has relationship problems with their spouse, and nearly the same number 

would like assistance in this area. For divorced or separated veterans, the percent reporting problems is much 

higher. Problems with spouses/partners, children and emotionally connecting with family members are much 

greater than in the other two groups. Clearly there is a need for resources to provide family counseling to 

veterans. 
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Table 6 

Family Problems 

(Percent saying issue is a major concern) 
 

Issue Single, never married Have spouse or partner Divorced or separated 

Spouse/partner & I having problems 4.8 10.3 32.1 

My kids are having problems 1.8 3.5 11.3 

Have problems living w/parents 8.3 1.6 7.8 

Problems connecting emotionally with family 12.4 10.2 20.4 

Would like assistance (% saying yes) 8.4 12.2 11.5 

 
Peer Relationships 

 

Relationships with non-veteran peers (see Figure 4) are also a significant concern for many veterans. Almost 

one in five veterans notes that their civilian friends don’t understand them. While it is somewhat natural to show 

more affinity toward those who have shared similar life experiences, socializing only with other veterans may 

lead to an increased sense of isolation. Resources to help veterans feel more comfortable with non-veteran peers 

should be made available. 
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.

0 5 10 15 20

Would like assistance

Don't share same interests as civilian friends

Civilian friends don't understand me

I relate better to veterans than my civilian 
friends

Percent

Figure 4 - Peer Relationships (% saying issue is a major concern)

 

 
School Issues 

 

Figure 5, which is based solely on the responses of veterans who are currently in school, shows that the biggest 

issue regarding school is the high fee cost that is incurred by veterans. Although they can receive free tuition via 

the GI Bill, the fee costs (which at many state institutions exceed tuition costs) are not covered. In addition, 

nearly one in five veterans report difficulty in managing the paperwork associated with their benefits and more 

than one in four would like help with educational concerns. The presence of one (or more) full-time veteran 

support persons on campuses can help make the return to school experience more positive.  

 

0 5 10 15 20 25 30

Would like assistance

Conflicts with instructor

Don't fit in w/non-veteran students

Hard to manage GI Bill paperwork

Fees not covered by GI Bill

Complex admission/registration process

Percent

Figure 5 - School Issues (% saying issue is a major concern)

 
Help-seeking Behavior 

 

We asked veterans if they had actually sought help with problems in the domains listed above. To get a sense if 

those who reported the most concern had sought help, we calculated the total concern score across each domain. 
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We then determined those individuals whose scores put them in the top 25% in each problem area and looked 

at how many of them had indicated that they had sought assistance. Table 7 shows these figures.  

 

Table 7 

Percent of veterans in top 25% of problem  

concerns who sought help 

 

Problem Domain Percent Seeking 

Help 

Work 32.7 

Financial 12.4 

Family 

       In a relationship 

       Not in a relationship 

 

38.2 

21.4 

Peers 23.7 

School 16.7 

 

Veterans are most likely to seek help with family problems if they are in a relationship, followed by work-

related problems. Experiencing financial problems was least likely to motivate seeking outside help, but, as 

previously noted, financial problems appear to be less of a concern relative to other functional domains for this 

population. A majority of veterans experiencing problems in any of these domains were not likely to be utilizing 

external assistance. 

 

Health 

 

The next section presents responses to questions on health issues. Figures 6, 7 and 8 (page 12) respectively 

show: (a) veterans’ self-reports regarding their current health, (b) their current health compared with their health 

before their last deployment, and (c) their reports on current unmet health needs. 

 

The data on current health are somewhat contradictory. Over 80% of veterans claim to currently be in good to 

excellent health. Nevertheless, 48% of them feel they are less healthy than they were before their last 

deployment, and about 30% report unmet health needs. It is clear that despite the many claims of good health, 

there are many health problems that are not being met. 

 

Potential Traumatic Brain Injury (TBI) 

 

Respondents to the Wave II survey answered four screening questions used by the Department of Defense to 

identify those veterans who should undergo further screening regarding TBI. Based on their responses, nearly 

one in five of this group (18.8%) screened positive on this measure and would benefit from additional medical 

and neuropsychological evaluation. These data do not tell us what proportion of these veterans received further 

screening, or what percent of veterans have clinically confirmed cases of TBI (Government Accountability 

Office, 2008
1
). Further, physical, cognitive, and psychosocial symptoms associated with a positive screen on 

this measure often overlap with those observed in PTSD, depression, substance abuse and related medical and 

psychological problems in returning veterans (e.g., Hoge et al, 2008
2
; Pietrzak et al, under review

3
). With these 

considerations in mind, this prevalence rate suggests that TBI may be a significant problem for many returning 

veterans and highlights the need for resources to investigate this health issue.   

--- 
1
Government Accountability Office (2008). VA health care: Mild traumatic brain injury screening and  

 evaluation implemented for OEF/OIF veterans, but challenges remain. (GAO-08-276). 

 
2
Hoge et al. (2008). Mild traumatic brain injury in U.S. soldiers returning from Iraq. New England Journal of  

 Medicine, 358(5), 453-463.  

 
3
Pietrzak et al (under review). Psychosocial correlates of PTSD and partial PTSD in soldiers returning from 

 Operations Enduring Freedom and Iraqi Freedom. 
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Health Care Utilization 

 

We asked several questions regarding where veterans go to obtain health care and how often they have sought 

care within the past six months. Figures 9a and 9b respectively show the mix of venues used by our survey 

respondents for medical and mental health care, while Table 8 (page 14) presents their past 6 month utilization. 
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Table 8 

Service Utilization in past 6 months 

(Percent who have made visits) 

 

Type of visit None 1-2 visits 3-5 visits 6 or more 

visits 

Primary care/family doctor 31.6 44.6 16.3 7.5 

Emergency room 83.4 14.1 1.7 0.8 

Mental health counseling 73.9 10.3 6.5 9.3 

Mental health medication 87.1 6.2 2.7 4.0 

Religious counselor 86.6 7.9 3.5 2.1 

 

As shown in Figure 9a, a plurality of veterans are utilizing private providers for their medical care; in the case of 

mental health care (Figure 9b), the VA is the largest provider of service. Nearly 70% of the respondents report 

seeking care from their primary health care providers in the past six months, and slightly more than a quarter 

have made use of mental health counseling.  

 

Mental Health 

 

Figure 10 presents data from the Posttraumatic Stress Checklist-Military Scale (PCL-M), a valid and  

reliable 17 item instrument that measures PTSD symptom severity. It was developed by the National Center for  

PTSD.  Figure 11 shows the score distribution on the scale; scores can range from 17 to 85, with higher  

scores reflecting greater symptomology. There are several different scoring techniques used with this 
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measure, and depending on what approach is used, different potential prevalence rates of PTSD are  

suggested.  

 

A positive screen for probably PTSD was identified by total PCL-M scores ≥ 50 and endorsement of each of 

Three DSM-IV criteria required for a diagnosis of PTSD (cluster B: intrusive; cluster C: avoidance/numbing;  

and cluster D: hyperarousal). A total of 120 of the 557 veterans (21.53%) screened positive for probable PTSD. 

This rate is consistent with, though somewhat higher than estimates found in other studies. Possible explanations  

for this finding are that symptomatic veterans were more likely to return the survey, and that greater number of  

reserve and National Guard soldiers, who often have higher rates of PTSD, increased this estimate. Nonetheless,  

this finding suggests that one in five veterans screens positive for probable PTSD and there is clearly a major  

need for treatment resources in regard to this problem. 

 

 
 
Barriers to Help-Seeking 

 

There are several kinds of factors that can impede individuals from seeking help with their concerns. Some may 

be structural and reflect difficulty in accessing services, while others might reflect more internal beliefs 

regarding help-seeking. Both aspects were assessed to a limited extent in the survey. Structural factors are 

presented in Table 9, which lists particular concerns about accessing services through the VA. 

 
Table 9 

Barriers to VA Service (%) 

 

 

Concern 

Strongly 

Disagree 

Somewhat 

Disagree 

Neither Agree 

nor Disagree 

Somewhat 

Agree 

Strongly 

Agree 

It is hard to make an appointment through 

the VA. 
15.6 11.9 39.3 21.2 11.9 

I have to wait a long time to get an 

appointment to see a doctor. 
16.1 11.5 37.9 19.4 15.2 

It’s hard to see a doctor since they can’t see 

you in the evening or on weekends. 
9.8 8.1 41.9 22.0 18.1 

I have problems getting information about 

available services. 
17.6 14.9 37.4 21.3 8.8 
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As can be seen, between 30 and 40 % of respondents agree (somewhat or strongly) with each statement. The 

biggest perceived barrier is the difficulty in setting an appointment at night or on weekends. It should be noted 

that these represent perceived barriers to service and may not accurately reflect the realities of VA service 

delivery, e.g., some evening appointment hours may be available. 

 

Two psychological scales were included in both survey waves. The Barriers to Care inventory (BCI) is an 11 

item self-report assessment of obstacles that prevent or dissuade individuals from seeking mental health 

treatment. It includes items such as lack of trust, stigma, stereotypes, finances and psychological insecurity.  

Scores ranged from 11 (low resistance) to 55 (high resistance). Figure 11 shows the distribution of scores on this 

measure. 

 

Figure 11 

Distribution of scores on BCI 
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It appears that nearly one-third of the veterans’ express considerable resistance in seeking mental health care. 

When we looked specifically at veterans who had PTSD scores of 50 or higher, over half had BCI scores that 

put them in the top quartile. Moreover, 48.5% of the probable PTSD group reported 2 visits or less for mental 

health counseling in the past six months.  

 

Eight items from the 14 item Beliefs about Psychotropic Medications and Psychotherapy (BPMP) were included 

in the survey. They both ask about beliefs regarding the efficacy of therapy and medication. Scores ranged from 

8 (high perceived efficacy) to 40 (low perceived efficacy). Figure 12 shows the score distribution on the BPMP. 

 

Figure 12 

Distribution of scores on BPMP 
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We looked at the scores on this scale for those veterans who had PTSD scores 50 or greater. Of these 

individuals, 54% has scores in the highest quartile, suggesting that many of those most in need of 

therapy/medications have little belief that these treatments may be helpful. 

 

Identifying High Risk Veterans 

 

The previous sections present an overall picture of the concerns of veterans who responded to our survey. We 

were particularly interested, however, in seeing if we could identify a class of “higher risk” veterans, those 

individuals who reported more problems and concerns and might be appropriate targets for early assistance. We 

used an analytic technique called Fuzzy Qualitative Comparative Analysis (see Ragin, 1987
1
) which uses 

Boolean algebra to look at the different combinations of predictor variables to see what configuration is likely to 

predict the outcome measure of interest. Table 10 shows the variables that were summed to make up our 

outcome score along with the variables used as predictors. 

 

Table 10  

Variables used in Qualitative Comparative Analysis 

 
Outcome score (sum of scores on): Values   

Unmet Medical Needs 0 – no, 1 – yes 

Unmet Dental Needs 0 – no, 1 – yes 

Unmet Psychological Needs 0 – no, 1 – yes 

Depression 0 – no, 1 – yes 

TBI Status 0 – no TBI, 1 – Probably TBI 

PTSD Status  0 – no PTSD, 1 –PTSD 

Total Social Problem Status
1 

0 – low, 1 – high 

 ( Total scores could range from 0 – 7) 

Predictor Variable Values 

Number of Deployments Actual # of deployments 

Age Actual age 

Education 1 < High School . . . 6 – graduate degree 

Combat Exposure Score on Combat Exposure Scale 

Relationship Status 0 – no relationship, 1 – in a relationship 

Active Duty 0 – other duty type, 1 – active duty 

National Guard Duty 0 – other duty type, 1 – National Guard 

Ethnicity 0 –other, 1 - White 

 

 

 

 

The analysis indicated high scores (greater problem levels) were associated with the following combination of 

variables: higher numbers of deployments, younger age, less education, greater combat exposure, not in a 

relationship, on active duty, and white. There are some methodological limitations to the analytic technique used 

here so additional analyses will be performed. Nevertheless, this profile of the “higher risk” veteran, which can 

be created primarily from information available on a veteran’s discharge papers (DD-214), suggests that it may 

be possible to identify returning veterans with higher risk as part of an outreach program.    

 

Other analyses 

 

A review of the Wave I survey (Appendix B) indicates that there are a number of questions that we are not 

addressing in this report. As noted earlier, we are continuing our analyses of these data as well as examining the 

complex interactions among all our various measures and expect to issue additional reports in the near future. 

Nevertheless, based on the data we have presented above, we present the following recommendations. We do  

--- 
1
Ragin, C. (1987). The comparative method: Moving beyond qualitative and quantitative strategies. Berkeley, 

 CA: University of California Press. 

 

1
Sum of scores on items that made up Figures 2 – 5 and Table 6 (split at median). 

2
Defined as being married or living with a partner. 
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not anticipate that the results of future analyses will substantively change the thrust of these statements; we 

anticipate that future data will simply strengthen the case for these conclusions. 

 

Recommendations 

 

A large number of concerns have been identified from the information collected thus far in this project. We have 

organized our recommendations to address some of these concerns under four major headings. 

 

I. Initiate a public awareness campaign 

 

We see a great need for a public awareness effort that targets three different groups: the veterans and their 

families, the general public and non-military caregivers.  

 

It is clear that many veterans lack information regarding benefits and resources available to them and their 

families. While such information is routinely given during various “debriefings” that veterans go through prior 

to discharge, it is regularly reported by veterans that the “rush” of being safely home and about to rejoin their 

families causes them to “tune out” this information. Thus, there is a need to disseminate information about 

resources that veterans and their families can turn to for information and support. The recently initiated Military 

Support Program, a 24/7 toll-free number that veterans can call to get a wide range of information, could be and 

should be a major resource for veterans. This non-military service is currently underutilized because of 

inadequate publicity regarding its existence.  

 

The general public would also benefit from an informational campaign that could urge popular support for 

veterans and explain how the public can assist in reintegrating veterans back into the community. Many veterans 

have difficulty relating to their civilian peers and some of this reflects the tendency of civilians to politicize their 

discussions with veterans. Veterans do not want to talk about political policy or the “rightness” or “wrongness” 

of our military intervention; civilians need to be sensitized to this. 

 

Finally, non-military caregivers, i.e., first responders like police and emergency personnel, medical and mental 

health specialists, and even clergy, need to become aware of some of the particular issues that face returning 

veterans. They need to learn about PTSD and TBI and how these problems may manifested and how and where 

to make appropriate referrals when needed. This third target group might be best addressed through information 

from their agencies, mailings from their professional associations, and from specialized trainings. 

 

II. Develop an Early Identification and Outreach System 

 

Our survey data suggests two interesting facts: (1) many of the veterans who appear to be having the most 

difficulties are also those who show the greatest resistance to coming in for services, and (2) certain 

demographic are consistently associated with these “at-risk” veterans. We believe it is possible to develop an 

outreach program, perhaps an extension of the existing Military Support Program, which could contact these 

veterans by phone or mail soon after their return to ask “how’s it going?” 

 

The biggest stumbling block at the present time is the difficulty in reaching many veterans. We discovered in the 

process of conducting the mail survey that the addresses contained on many discharge papers (DD-214s) are in 

error. Consequently we believe that the State Commissioner of the Connecticut VA and her counterparts in other 

states need to advocate to the Department of Defense on the importance of getting timely and accurate 

information on discharge papers. Such information would be the basis for creating outreach programs or even 

mailing informational materials to veterans. Our data suggest that those veterans most at risk are younger, less 

educated and unmarried, a population that tends to have high geographic mobility. Accurate address information 

is the key to reaching these veterans. 
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III. Create an Integrated resiliency-based continuum of Mental Health care that Emphasizes Natural 

       Community Supports. 

 

Most veterans returning to civilian life want desperately to reintegrate back into their communities without 

being marginalized or de-normalized.  Despite the presence of symptoms of PTSD, depression, and anxiety, 

large numbers of Connecticut OEF-OIF are trying their best to return to their families, to work, and to school to 

restore a sense of normalcy to their lives. Many veterans resist the traditional treatment models of outpatient or 

inpatient mental health care because they perceive them either as stigmatizing or inconvenient because of 

inflexible hours of treatment.   

 

We envision an integrated multi-tiered resiliency-based program that emphasizes natural supports within the 

veteran’s community. The key components of this would include: (1) Veterans’ Support programs at state 

colleges and universities, (2) Veterans’ Support programs in the veterans’ towns and cities, (3) Military Support 

Program, and (4) Vet Centers. 

 

1. Veterans’ Support programs at state colleges and universities. 

 

The findings from the focus groups of student-veterans indicate that a college based veteran’s support program 

should optimally include, among its staff, a person with some training and experience in counseling and social 

services, preferably a combat veteran (ideally an OEF-OIF veteran) who very familiar with the state and federal 

VA systems.  

 

Students in the focus groups indicated that they would like this Veteran’s Coordinator to wear many hats, 

serving as a certifying official and a referral agent working collaboratively with veteran’s services in the 

community; they would also establish an on-campus drop-in center for veterans, invite VA benefit counselors 

and mental health practitioners to the college for informational seminars and would assist veterans in navigating 

through the red tape of both the educational system as well as the VA health systems.  

 

According to many students in the focus groups, the current Veterans’ Support program at Southern Connecticut 

State University serves as an outstanding model of what can be accomplished. Their full-time Veterans’ 

Coordinator has effectively established a therapeutic community of veterans who are supporting each other 

through the educational process. He is thoroughly familiar with all aspects of the veterans’ benefits and health 

delivery programs and works collaboratively with mental health practitioners at the West Haven Medical 

Center.  

 

 The State Department of Veterans Affairs may choose to enter into discussions with the governing bodies of the 

state’s institutions of higher education (University of Connecticut, Connecticut State University System, and 

Connecticut Community Colleges) regarding the feasibility of developing these types of support services 

throughout public higher education. 

 

College veterans’ support programs could take advantage of the Federal Veterans Work Study program and 

avail themselves of additional administrative help while providing veteran students a source of extra income.  

As this research suggested there is a strong affiliation need for OEF-OIF veterans to be with their fellow 

veterans.  The college setting is an excellent place to capitalize on this need such that the veterans themselves 

provide all important mutual support to each other.  

 

2. Veterans’ Support programs in the veterans’ towns and cities.  

 

We believe that many local communities, with modest levels of state support, could develop a volunteer 

“welcome back” through the auspices of the town’s Social Services department. Modeled after a “Welcome 

Wagon” program, volunteers could, with appropriate training, reach out to veterans returning to their 

community.  
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3. Military Support Program. 

 

This collaborative effort between the State Department of Veterans Affairs and the Department of Mental 

Health and Addiction Services is a “best-practices” community based program that provides behavioral health 

services to OEF-OIF veterans and their dependents and a 24/7 toll free telephone line manned by live veteran 

outreach workers.  This essentially provides a single point of contact that so many veterans have asked for.  

More marketing of the program will ensure that all OEF-OEF veterans are aware of it.  

  

4. Vet Centers. 

 

The Vet Centers continue to play a pivotal role in the treatment of OEF-OIF veterans and their families.  

Although they are primarily clinical in nature in that they provide an array of individual and group therapies, 

they are community based, and their small size avoids the impersonality of larger health treatment institutions.   

 

IV. Address Educational Cost Concerns 

 

Participation in the military allows one to receive free tuition at state universities; however, academic fees are 

not covered. At many state institutions, the cost of these fees approaches or surpasses the tuition costs. Our 

research strongly suggests that many veterans feel they were misled at recruitment about the amount of financial 

assistance they would receive when they attended college. This perceived break in trust creates a damaging 

public relations problem for the military-VA system because it causes returning veterans to question the 

integrity of other aspects of the system.  We recommend that this issue be further examined to determine what 

can be done to eliminate the credibility gap that exists between educational benefits promised and benefits 

received. 

 

V. Developing Linkages for Ongoing Communication 

 

1. Because the VA service delivery system is so complex with so many disparate players, we recommend the 

development of a Behavioral Health Advisory Council made up of service-providers from all parts of the 

Mental Health Care Continuum, e.g., VA Hospitals and Vet Center, Connecticut Department of Veterans 

Affairs, Connecticut Department of Mental Health and Addiction Services, TBI specialists, College and 

University Veterans Counselors, DOL Veterans Counselors and OEF-OIF veterans. Such a council would 

reinforce a shared vision, mission, and values and provide for the continual exchange of information.  

 

2.  Continue holding the Connecticut Veterans Summits.  They provide an excellent opportunity to reach out to 

veterans, honor their sacrifice, and provide them with a forum to express their problems and concerns.   

 

3.  Make available free internet service to returning veterans. Most military personnel make extensive use of the 

internet to communicate with family and friends during their deployment and will want to communicate with the 

friends they made while in the service. The Constella Group White Paper
1
 on veterans (2006) suggested that “all 

returning veterans should be given common e-mail addresses to facilitate this linkage . . . [and that] the VA 

could pay a one-time set-up charge for each returning veteran” (p. 5). 

 

Other Concerns 

 

There are several other issues that arise from the data that are beyond the purview of the State VA system, but 

we feel compelled to mention. First, we recognize that the VA Health System plays a vital role in the medical 

and psychiatric treatment of OEF-OIF veterans. While we encourage community based supports to promote 

resilience and maximum adjustment of veterans within their own communities, many veterans, especially the 

more seriously impaired will need to avail themselves of both the outpatient and inpatient services of the VA 

Medical Centers. Unfortunately, there is a general perception among many veterans, indicated by comments in 

the focus groups and survey responses, that seeking services through the VA Hospital system is an arduous task.  

--- 
1
Constella Group (2006, November). Helping veterans return: Community, family and job. Washington, DC: 

Author. 
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Since many veterans are reluctant to seek treatment in the VA Hospitals, we would encourage the VA Medical 

Center staffs to extend their services and expertise into the community. A good model for this is the way that 

West Haven staff support the veterans who are attending Southern Connecticut State University, and personnel 

from the Hartford Vet Center reach out to veterans attending Central Connecticut State University. Members of 

the VA might also provide training and consultation to civilian medical and mental health providers and first 

responders regarding problems often facing recently returned veterans. 

 

To reduce the impersonality of the larger institutional setting, we also recommend that the hospitals consider 

employing OEF-OIF veterans who would serve as advocates, encouragers, and ombudspersons for OEF-OIF 

veterans who report for treatment. 

 

Second, with the growing number of women serving in the military, the VA healthcare system must become 

more responsive in meeting the particular service needs of its female constituents. 

 

Third, the eligibility period for registering for VA services needs to be extended. Many of the health problems 

experienced by veterans may not arise (or be acknowledged) until AFTER eligibility for treatment expires. A 

recent study by Milliken
1
, Auchterlonie, and Hoge (2007) reported substantially higher rates of mental health 

problems in OIF soldiers several months after their homecoming.  By the time of the reassessment Department 

of Defense health insurance (TRICARE) and eligibility for VA medical benefits had expired for more than half 

of the guard and reserve soldiers that had returned to civilian life.   

 

Conclusion 

 

The various activities that we conducted as part of this needs assessment process gave some insight into the 

concerns facing veterans as they return from service. We have made the above suggestions based on what we 

have learned. More importantly, this project gave us the opportunity to meet, face-to-face, a number of 

wonderful men and women who have served their country with distinction. We are proud of our opportunity to 

help such individuals and feel a strong sense of obligation to serve those who have served us so nobly. 

 

 

--- 
1
Milliken, C. S., Auchterlonie, J. L., & Hoge, C. W. (2007). Longitudinal assessment of mental health problems 

           among active and reserve component soldiers returning from the Iraq War. JAMA, 298(18), 2141-2148. 
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Appendix A 

 

Focus Group Questions 
 

Questions for National Guard, Army Reserve and Veterans who have returned to school 
 

1.  Please tell us your first name and how long you have been back from your deployment in Iraq, 

    Afghanistan or the surrounding area. 

 

       Follow-up:  For how long were you deployed?  Was it your first deployment? 

       Follow-up:  Can you give us a sense of how much you were engaged in combat situations? 

 

2.  Can you tell us what you have been doing since returning from deployment? Are you employed?  

     Going to school? Do you have a family? 

 

3.  Coming back from a wartime deployment and getting back into their civilian life can be a big  

     adjustment. Can you tell us how returning to civilian life was for you? 

 

       Follow-up:  What have been the biggest barriers to your successful readjustment to civilian life? 

       Follow-up:  How are you doing now? 

 

Physical health 

 

4.  Have you had any health problems since you’ve been back that are related to your military service?  

 

      Follow-up:  Have you been able to get some help for your health problems?  
      Follow-up: Where are you getting these services, i.e., thru VA or via your own insurance? 

 

Employment 

 

5.  Have you had any problems with respect to returning to work? 

 

       Follow-up:  Did you have any hassles getting your previous job back? 

       Follow-up:  How do you like your job? Do you feel differently about it since coming back from  

                           the service? 

 

School 

 

6.  Have you gone back to school?  

 

       Follow-up:  What has that been like?  Have there been any problems adjusting to school? 

       Follow-up:  If you qualify for VA education benefits, have things run smoothly in terms of getting   

                           your benefits? 

 

Access to services for veterans and military 

 

7.  Can you tell us about your experiences in obtaining services and assistance that is available to  

     veterans and military servicepersons through state and federal government agencies?   

 

        Follow-up:  What have been the biggest barriers in accessing these services? 
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Information Access 

 

8.  What are the best ways to get information out to vets? i.e., regular mail, e-mail or on the web, in- 

     person, newspaper or radio announcements, etc.? 
 

Mental health 
 

9.  It has been reported that a significant number of returnees from Iraq or Afghanistan have  

     experienced some emotional problems. Has this been an issue for any returning veterans you  

     know? [any of you?] 
      
       Follow-up: Have you been able to get some help for these problems? 

       Follow-up: Where have you gone to get this help? 
 

Other issues 
 

10.  Are there other concerns that you and other returning vets have that we have not touched upon  

       thus far?  

 

     Follow-up: Based on your experiences, what recommendations would you make to help veterans  

                        and military servicepersons adjust to civilian life following their deployment to Iraq,  

                        Afghanistan and surrounding areas? 

 

Additional Questions for Female Veterans or Servicewomen 

Gender equity  
 

1.  Do you feel as a female veteran that your needs are being met any better or worse or differently  

     from other vets? 
 

2.  What have been the greatest barriers to getting your needs met? 
 

3.  Based on your experiences, what recommendations would you make to help women veterans and  

     military servicewomen adjust to civilian life following their deployment to Iraq, Afghanistan and  

     surrounding areas? 
 

Questions for Families of Returning Veterans+ 

 

1.  Please tell us your first name and how long your spouse/son/daughter has been back from your  

     deployment in Iraq, Afghanistan or the surrounding area. 
 

2.  From your perspective, what are the biggest adjustments that your loved one has had to make upon  

     returning to civilian life.   
 

3.  What have been the biggest adjustments that your family has had to make since your loved one has  

     returned to civilian life?  
 

4.  While your loved one was deployed, did you have any contact with other families in similar 

     Situations, i.e., spouse or child also overseas? Was this type of contact/support helpful? 
 

5.  Based on your experiences, what recommendations would you make to help families of veterans  

     and military servicepersons adjust to civilian life following their deployment to Iraq, Afghanistan 

     or surrounding areas?  
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Appendix B 

 

Wave I Survey 

 

 
 

 

 

 

 

 

 

 

 

 

 

 



 
2
5
 

                                                     

  



 
2
6
 

                                                   

    



 
2
7
 

 

                                                      



 
2
8
 

 

                                                      



 
2
9
 

                                                       



 
3
0
 

                                                       



 
3
1
 

 

                                                      



 
3
2
 

 

                                                      



 
3
3
 

 

                                                     

 



 34 
Appendix C 

 

Wave II Survey 
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