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Purpose/Objective: The purpose of this study was to qualitatively explore exposure to deployment-
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related experiences. Research Method/Design: OEF/OIF soldiers (N = 103) participated in
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how combat and reintegration experiences affected soldiers’ senses of self, relationships with others, and
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functioning. Conclusions/Implications: Themes identified support a rethinking of deployment-related
mild traumatic brain injury and posttraumatic stress disorder as discrete conditions. Dimensional versus
categorical models should be considered. The findings also highlight experiences and potentially
meaningful constructs (e.g., moral injury, moral repair) that can be used to inform research and clinical
efforts aimed at improving the lives of those who have served.

Keywords: Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF), posttraumatic stress
disorder (PTSD), traumatic brain injury (TBI), qualitative, military

Impact and Implications

e Although the literature is replete with articles on mild traumatic
brain injury (mTBI) and posttraumatic stress disorder (PTSD)
among soldiers who served in Iraq and Afghanistan, most of the
data published has been quantitative. Few qualitative articles
regarding soldiers’ perspectives on these conditions could be
identified. This qualitative study was conducted to increase un-
derstanding regarding events and symptoms associated with de-
ployment by focusing on soldiers’ narratives.

¢ The study provides support for rethinking the current practice of
conceptualizing co-occurring deployment-related mTBI and
PTSD as discrete conditions.

¢ Conceptualizing the clinical manifestation of deployment-related
physical and emotional trauma in an integrated manner may help
providers to avoid pitfalls associated with differential diagnosis
and facilitate treatment of the most distressing symptoms regard-
less of etiology.

Introduction

Military personnel returning from deployment have been ex-
posed to physical and emotional stressors. Frequently discussed
conditions associated with such exposures include mild traumatic
brain injury (mTBI) and posttraumatic stress disorder (PTSD).
Reported rates of these two conditions are variable and are affected
by combat exposure and predeployment experiences (e.g., neuro-
genetics; neurodevelopment; premorbid intellectual function; med-
ical, neurological, psychiatric, and substance use conditions). Of
those deployed to Iraq during a high-conflict period, over 20%
reported a history of traumatic brain injury (TBI; Terrio et al.,
2009). Rates of PTSD among Operation Enduring Freedom/Oper-
ation Iraqi Freedom (OEF/OIF) military personnel and veterans
also vary, ranging from 14% to 22% (Maguen, Ren, Bosch, Mar-
mar, & Seal, 2010; Tanielian & Jaycox, 2008). Recent work by
Bahraini et al. (2014) highlighted the frequent co-occurrence of
mTBI and PTSD among military/Veteran and civilian cohorts.
Specifically, among military cohorts, co-occurrence ranged from
12% to 89% depending on the sample size, subpopulations exam-
ined, and methods used to diagnose PTSD and TBI history (e.g.,
symptom questionnaires vs. structured clinical interviews).

Traditionally, each of these conditions—as well as the symp-
toms associated with it—has been conceptualized as a unique
phenomenon related to a discrete event (physical or emotional
trauma). To meet criteria for a history of TBI, one must have
experienced an external physical force that resulted in a traumat-
ically induced structural injury to the brain or a physiological
disruption of brain function, as indicated by medical findings or an
acute loss of or alteration in consciousness. The majority of TBIs
sustained by military personnel are mild in nature (Terrio et al.,

2009). Those with such injuries frequently report a range of
postconcussive symptoms (PCSs; e.g., headaches, memory prob-
lems, irritability), with rates of PCSs markedly decreasing between
time of injury and postdeployment assessment (Terrio et al., 2009).

Whereas the diagnosis of TBI does not include or require
postinjury sequelae, the endorsement of symptoms is integral to
the assessment and diagnosis of PTSD, which is a stressor-related
disorder secondary to exposure to a psychologically traumatic
event (American Psychiatric Association, 2013). Diagnostic crite-
ria include 20 potential symptoms, grouped into four categories:
intrusion, avoidance, negative alterations in cognitions and mood,
and alterations in arousal and reactivity.

Differential diagnosis of mTBI versus PTSD is often difficult.
This is related in part to (a) overlapping symptoms, (b) data
suggesting that a history of mTBI increases the risk for developing
PTSD (Bryant et al., 2010), and (c) the reality that the longitudinal
course of OEF/OIF combat-acquired mTBI and/or PTSD is rela-
tively unstudied (Brenner, Vanderploeg, & Terrio, 2009). Accord-
ing to a review of the literature by Betthauser, Bahraini, Krengel,
and Brenner (2012) regarding methods to investigate symptoms of
mTBI and/or PTSD among OEF/OIF veterans, self-report mea-
sures are frequently used despite the fact that they lack the ability
to differentiate between the two conditions or to precisely identify
which symptoms should be attributed to either condition when
they co-occur.

Moreover, to date, the majority of work in the field continues to
focus on these often co-occurring conditions as being unique
manifestations of different facets of deployment-related trauma. A
notable exception is the theoretical work by Walker, Clark, and
Sanders (2010), who proposed the diagnosis of postdeployment
multi-symptom disorder (PMD), which includes, but is not limited
to the following symptoms: sleep disturbance, low frustration
tolerance/irritability, cognitive problems, fatigue, headaches,
chronic pain, affective disturbance, apathy, personality change,
substance misuse, psychosocial difficulties, and hypervigilance.

Qualitative data can enrich or complement quantitative finding
by focusing on participants’ narratives. Such evidence can facili-
tate terms being redefined or permit new insights into the meaning
of injuries and symptoms. Qualitative methodology has been spe-
cifically recommended to further understanding of complex med-
ical conditions (Chwalisz, Shah, & Hand, 2008; Iversen, Chalder,
& Wessleey, 2007). In specific, as Sandelowski (2000) put it,
qualitative descriptive methodology provides a strategy for sum-
marizing “events in the everyday terms of those events” (p. 334)
and may be particularly useful in helping researchers obtain
“largely unadorned . . . answers” (p. 337) to clinically relevant
questions. We conducted in-person semistructured interviews with
returned OEF/OIF soldiers. Questions focused on exposure to
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events that were potentially physically and/or emotionally trau-
matic, the course of symptoms following such exposures, and
experiences associated with being deployed to a combat zone and
reintegration postdeployment.

Method

Participants

After obtaining institutional review board approvals, we re-
cruited 103 participants from three different brigades at three time
points spanning a 2-year period from the population of OEF/OIF
soldiers during Post-Deployment Health Assessment (PDHA),
which generally occurs between 5 and 7 days after a soldier’s
return to the United States. This project was part of a larger
quantitative effort to study the epidemiology, natural history, and
prognostic predictors of mTBI. To recruit a diverse sample, a
stratified, purposeful maximum variation sampling strategy was
used for this qualitative substudy (Patton, 1990). To capture and
describe themes, which cut across participants, results from quan-
titative measures were used to identify participants with and with-
out clinically significant PTSD symptoms and/or probable histo-
ries of TBI. Clinically significant PTSD symptoms were defined as
a score of 34 or greater on the Posttraumatic Stress Disorder
Checklist—Civilian Version (Weathers, Litz, Herman, Huska, &
Keane, 1993), with endorsement across symptom clusters. A pos-
itive history of TBI was defined as a deployment-related injury
identified using a structured clinical interview—namely, the Ohio
State University Traumatic Brain Injury Identification Method
(Corrigan & Bogner, 2007). The sample included nine soldiers
with PTSD, 31 with TBI, 29 with TBI and PTSD, and 34 with
neither condition (see Table 1).

Consent and initial interview procedures for the qualitative
study mostly occurred on the same day as the larger quantitative
study. All qualitative data were collected for the purpose of ex-
ploring soldiers’ narratives regarding being deployed to a combat
zone and reintegration postdeployment. All interviews were au-
diotaped for later transcription. All interviews were completed
prior to analyses.

Materials: Semistructured Interview Protocol

Qualitative interview questions were written to elicit informa-
tion regarding soldiers’ experiences about their own condition(s)
and functioning. Areas of particular interest included (a) whether
interviewees would attribute symptoms to specific conditions (e.g.,
mTBI); (b) language they would use to describe their symptoms
and experiences; and (c) whether they believed their symptoms
affected their psychosocial functioning both in theater and cur-
rently, having now returned to the United States. Information
regarding the impact of soldiers’ injuries or emotional distress was
assessed by queries addressing the following: (a) the way they got
along with others, (b) the manner in which they completed their
job duties, and (c) how these things had changed the way they saw
themselves. General questions regarding injuries and emotionally
distressing experiences were asked prior to specific questions
regarding TBI and/or PTSD. The complete interview protocol is
available at http://www.mirecc.va.gov/visnl9/research/deployment
related_mtbi.asp.

Table 1
Participant Characteristics
Characteristic n (%) M (SD)
Gender
Male 101 (98)
Female 2(2)
Age (in years) 27.17 (5.94)*
Ethnicity
White 69 (67)
Black 7 (6.8)
Hispanic 20 (19.4)
Asian 1(1)
Native American 2(1.9)
Pacific Islander 2(1.9)
Biracial 1(D)
Marital status
Single 28 (27.1)
Married 60 (58)
Separated 10 (9.7)
Divorced 54.9)
Education
High school graduate 44 (42.7)
GED 15 (14.6)
Some college 33 (32)
College graduate 11 (10.7)
Rank
E1-E4 53 (51.5)
E5-E6 41 (39.8)
E7-E9 2(1.9)
01-010 7 (6.8)
Military occupational specialty
Combat 54 (52.4)
Combat support 29 (28.2)
Combat service support 20 (19.4)
Years on active duty 5.56 (3.88)°
Deployment theater
Traq 66 (64)
Afghanistan 37 (36)

4 Range; 19-47. ° Range (1-19).

Procedures

Data collection. Because data were obtained during PDHA,
the research team had access to a large number of soldiers over a
brief period of time. This provided the opportunity to implement a
purposeful sampling strategy aimed at facilitating maximum vari-
ation to increase diversity among the sample (Patton, 1990); how-
ever, multiple interviewers were needed to maximize data capture.
Prior to conducting interviews, team members attended training
and completed readings regarding qualitative methods. Interview-
ers also practiced administering the semistructured interview. The
first interviews conducted by individuals without prior experience
in this area were reviewed by the lead investigator. Feedback was
provided, and additional reviews occurred as needed. Review of
early interviews suggested that participants were discussing sig-
nificantly distressing events related to their very recent deploy-
ment. To facilitate participant comfort and safety, the principal
investigator of the substudy determined that only interviewers with
clinical training should conduct the interviews. This reduced the
pool from seven to four. In the end, individual interviews with
participants were conducted simultaneously over consecutive days,
with breaks in between groups of soldiers returning from deploy-
ment. All interviews occurred in person and were deidentified,
audiotaped, and transcribed.
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Data analysis. A qualitative descriptive method (Sand-
elowski, 2000) was used to analyze data. Length of interviews
ranged from approximately 2 min to 96 min, with a mean of 22
min. Transcribed interviews ranged from a minimum of three
pages (including interview questions) to 24 pages in length, with a
mean of eight pages. Processes were also influenced by herme-
neutic philosophy (i.e., the art and science of interpretation). Based
on Heideggerian phenomenological qualitative methodology and
related step-by-step frameworks for data analysis recommended
for heuristic qualitative methods (Diekelmann, Allen, & Tanner,
1989; Moustakas, 1994), a coding sheet that followed the semi-
structured interview format was created to facilitate identification
of themes. The coding sheet is available at http://www.mirecc.va
.gov/visnl9/research/deployment_related_mtbi.asp. Processes de-
scribed in the following were used to assess whether the sample
size had been sufficient to achieve informational redundancy (On-
wuegbuzie & Leech, 2007).

Those initially involved with data analysis (Jaimie L. Lusk, Lisa
A. Brenner, and Lisa M. Betthauser) were randomly assigned
approximately two thirds (68) of the interviews (each interview
was read by two researchers). A coding sheet was used to record
themes and quotes associated with deployment-related injuries and
emotionally distressing events as well as perceived symptoms and
functional impairments associated with such exposures. Themes
related to habituation to painful stimuli, failed belongingness, and
perceived burdensomeness were also noted (Joiner, 2005). In
specific, analysis involved researchers independently recording
salient units of information, identifying unique and related ele-
ments, clustering unique themes, and synthesizing identified
themes using verbatim examples (stepwise replication). After the
interviews were coded independently, a day-long coding meeting
was conferred. Detailed notes were taken related to assumptions
and biases, salient themes, and support for these themes. During
the process, transcripts were revisited, and previously reviewed
interviews were frequently referenced. Those analyzing the data
shared observations to achieve consensus regarding the universal
themes discovered (Chwalisz et al., 2008). This process was un-
dertaken to increase the validity of themes identified during coding
(discursive validation; Denzin, 1978; Miles & Huberman, 1994).
Although the overall sampling strategy (maximum variation) was
used to describe outcomes across a diverse cohort (Patton, 1990),
three of the investigators (Lisa A. Brenner, Lisa M. Betthauser,
and Nazanin Bahraini) reanalyzed the interviews using a similar
strategy to the one just described. Prior to analysis, interviews
were grouped by diagnostic categories to identify potential heter-
ogeneity between cohorts (neither mTBI nor PTSD, mTBI only,
PTSD only, and both mTBI and PTSD).

Results

Despite analytic plans to examine and identify emerging themes
unique to the diagnostic subgroups, such differences were not
identified. Soldiers described a range of experiences and associ-
ated symptoms that were similar across the diagnostic groups. That
is, the heterogeneity of symptoms experienced and responses to
trauma appeared to reflect individual differences and diversity
within subgroups more generally rather than diagnostic variation.
The various themes that emerged across subgroups are presented
in detail here.

Common Experiences of Physical Trauma and
Associated Symptoms

During data analysis, themes regarding physically or emotion-
ally traumatic stressors and responses emerged. Whereas some
soldiers reported histories of deployment-related physical injury
and/or exposure to emotionally distressing content, others did not.
Moreover, soldiers with multiple deployments noted differences
between the different deployments. For example, many described
being less actively engaged in combat during their most recent
deployment; however, the continued psychological and/or physical
impact of previous deployments was frequently discussed.

When asked a general question regarding injury history, many
soldiers spontaneously described events associated with a blast
(e.g., improvised explosive device (IED), rocket-propelled grenade
(RPG) that involved an alteration in or loss of consciousness—for
example, “It kind of like passed me out for a little bit and, uh, like
the next 3 days, my whole like body hurt. You know, I felt like,
punched all over.” Injury sequelaec noted were often consistent
with PCSs (e.g., “headaches”, “memory loss”). Despite these de-
scriptions, soldiers seemed hesitant to endorse a history of TBI.
For example, in response to the question “Do you believe you
sustained a TBI while you were deployed?” one solider stated,

I would say—probably say maybe a mild . . . I would say a mild one.
I wouldn’t say it was a severe brain injury, but it was a mild one . . .
and I would say coupled with the depression and, uh, psychological
problems I once had and relationship stress and threat of being killed
and all of that added together was enough to, uh, damage my brain.

Within and across interviews, soldiers’ attributions of symptoms
to physical and/or emotional stressors seemed to evolve such that
symptoms initially associated with physical or with emotional
injuries were later related to the other. Initially, soldiers would
describe PCSs (e.g., headaches, dizziness, sleep and memory prob-
lems) associated with physical injury events (e.g., blasts), but later
in the interview they would associate these and other cognitive
symptoms with emotionally distressing events. Soldiers also spoke
about physical pain (e.g., back, knee, joint) as an evolving expe-
rience. Many described their now-chronic pain as being caused by
the cumulative wear and tear of current and past deployments. One
individual noted, “We were used to constant pain” while deployed.
For many, it was unclear how living with chronic pain would affect
long-term psychosocial functioning.

Common Experiences of Emotional Trauma and
Associated Symptoms

In response to questions regarding emotionally distressing
events experienced while deployed, soldiers often described wit-
nessing violence and its aftermath. Many who were interviewed
discussed feelings of distress associated with losing fellow sol-
diers. One soldier said,

I mean, you just lost a soldier. When you’re in the same unit, whether
you’ve known him a day, an hour, for years, you're still family
because you have this uniform on. When you lose somebody that
wears it, it’s like losing a family member. You grieve a little bit and
you just move on.
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Another noted, “It’s the expectation of death—I guess they say
the expectation of death is worse than death itself,” and still
another said, “I came across to that point to where I didn’t care if
I lived or died anymore.”

Guilt associated with surviving was also frequently discussed.
After talking about the experience of a soldier dying in his arms,
one participant stated, “Sometimes I wish I would have been in the
situations they were in so I could have taken their spot . . . . Then
maybe it would have gone different. Maybe he would still be here
today.” Another said, “It should have been me in the truck instead
of that other medic. At one point, I don’t know why, but it felt like,
like I was a disgrace to them.”

In looking back, soldiers noted feeling distressed with their
emotional response to war and death: “Like, over there, death is
like humorous. You see humor in death over there.” Another
stated, “I mean, we were all just laughing . . . . It was the funniest
thing we had seen, but you know when I think about it now, it’s
not.” In fact, one participant distinctly highlighted the role that
humor played in helping to cope with the stress of war, recalling,

You know, so . . . it is absurd, and that was exactly why it was so
distressing, because I remember seeing [a brain] . . . and I was like,
“Wow, there is a brain on the ground. And there’s a boot print in a
brain. Like, who sees this kind of shit? . . . Like, I know I am never
going to forget this” . . .. That’s how you have to look at it, you have
to like, just deal with it.

When asked directly about experiences of emotional distress
and associated symptoms, soldiers spontaneously discussed symp-
toms frequently noted among individuals who meet criteria for
PTSD. Difficulty with sleep and nightmares were frequent:

I slept about 2-3 hours a day, maybe. That’s about it. I would wake
up with the picture of us picking up the bodies, seeing body parts
everywhere, the smell, the smell of blood burns my throat, my
gloves, even though I covered them, still have them in my hands.
That’s about it.

Avoidance and emotional numbing were often discussed in
response to exposure to psychologically traumatic stressors. One
participant said, “It just hurts, and I don’t want to have to relive it.”
Another soldier indicated that prior to participating in the inter-
view, he had not spoken about his team members being killed, and
another stated,

The whole year, you can’t show any emotion, you have to stay
focused, you can’t be worrying about everything back in the States . . .
otherwise if you are not and you are thinking about everything else
and you forget shit and your guys are going to get hurt.

In terms of emotional numbing, soldiers made statements like “I
feel less, and it sucks” and “I can do a pretty good job of making
myself pretty numb to things.” One soldier said, “Like last night,
I really realized it when I told my wife I wanted a divorce. I just
sat there calm, just like I'm talking to you.” Reflecting on why it
might be safer to be disconnected from feelings, a participant
indicated, “If you don’t get attached, you don’t have them symp-
toms.” Another participant stated, “It’s like I kind of locked . . .
part of myself away where I can’t be hurt.” Others reported feeling
scared but not being able to talk about it out of fear of being
perceived as being weak:

There were nights I didn’t tell anybody I didn’t go on mission, I made
an excuse because I just felt so fucking scared. . . . I could not go out
there. . . . You can’t go out there and show weakness, this and that, in
front of your guys.

Related to hypervigilance, soldiers spoke about the importance
of attending to every detail in the combat environment, with
decisions potentially affecting who will live and who will die. One
participant noted, “There is no room for mistakes, so when you
make mistakes, it’s life threatening.” Soldiers also noted having a
more hypervigilant stance toward life once stateside. Some ac-
cepted this as a way of being now—a default mode of sorts—that
would likely never change given how integral it was to their
survival while deployed. Others seemed more bothered by the fact
that they approached everyday life this way. One participant de-
scribed the following experience while at the grocery store: “You
know, I am looking at sight lines . . . and I'm like, what the hell,
I’'m just going to [the grocery store].”

Although many of the experiences and associated symptoms
reported by participants were consistent with formal diagnostic
criteria for PTSD, when specifically asked about having PTSD,
soldiers provided equivocal responses or denied having symptoms
associated with this condition. For example, in response to the
question “Do you believe you experienced or are experiencing
symptoms related to PTSD as a result of your deployment?” a
soldier stated,

No, because I don’t think it is a disorder . . . because just like I said,
you know, you take a guy, or a person, a woman, whatever, throw
them in a situation, you know, and you expect them to be the same
right away, you know, when they come back, and then they are not,
people say, ‘Oh, well, it’s PTSD.” No, it’s not. It’s just taking time.
The only thing that is going to fix certain things is Father Time, and
people need to allow that and realize that people need time.

Another said, “Honestly, I would compare it more to culture shock
than, uh, PTSD. . . . Hopefully I am right about culture shock—it
goes away, right?”

Experiences of Combat

Beyond the experience of physical and emotional stressors, a
salient theme among the soldiers was the degree to which being in
a combat environment affected their lives. Also salient were the
experience of being away from family and friends and the recog-
nition that life back in the United States continued without them.
Despite military training, soldiers frequently spoke the about the
experience of combat and the aftermath of war being surreal or
shocking (e.g., “What I saw and what happened, no one should
see”). One individual said,

The things you can see yourself being capable of, whether you did or
did not do it while you were over there, you never realize . . . you are
that type of person until . . . you are deployed and you seen those
things. . . . Then you come back . . . now you see, like, “Wow, okay,
I’'m a little bit more messed up than I thought.”

Another said,

There was other things I kind of saw, now that I look back on it, were
kind of messed up. Where we were at, the terrorists were kidnapping
kids. They would behead the kids and put explosives in them. Then,
they would tell the families to come out, or the families would see
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their kid dead on the street, and when they’d go out there, they would
blow them up.

Still another soldier recounted the following:

There is this one particular incident where, I was toting the body bags
pretty much and giving them to the medical examiner, and I pulled a
tank out of canal, and for some reason that one sticks to me. I saw a
bunch of shit that day, and it kind of made me less ready for that that
one . . . [unintelligible] . . . leg . . . just a leg . . . and fuck. That one
still bugs me. The vehicle smelt like hair. Burnt. I guess . . . it smelt
like burning hair.

Many of the soldiers spoke about the harshness of the environ-
ment (e.g., the heat, limited food choices) and their jobs being
stressful:

That whole ambiance was disturbing. . . . We burn our own waste, and
eat this food that I wouldn’t even serve to a dog. . . . And people right
down the road, they are eating like kings, sleeping on beds, I am
sleeping on a cot, getting attacked by bugs.

Finally, many of those interviewed described stressors back at
home contributing to feelings of emotional upset. Several soldiers
noted having been “cheated on.” Another spoke about going
through a divorce while being deployed. One soldier stated, “My
wife decided to get a boyfriend.” Those interviewed also spoke
about missing family members, feeling isolated without their fam-
ily, and not being present for important life events. One soldier
was deployed when his son was 10 days old; another missed his
father’s funeral.

Coping

Soldiers relayed their coping strategies for managing emotional
distress associated with deployment-related experiences, including
the need to make meaning regarding what they had witnessed.
They also spoke about how the experiences affected them as
human beings and their ability to carry out their duties. Some of
the soldiers spoke about resilience and strategies for coping even
when it was difficult: “If you keep telling yourself to go through,
you will. You’ll keep going.” Participants also noted feeling proud
of what they had done while deployed:

In Iraq and Afghanistan, been there, we have helped the people, we
have done things for them. . . . In Iraq, we were always setting up
schools and clinics. You know, you would see a little kid running by,
and you toss them an MRE [meals ready to eat], and he’s so happy . . .
he’s getting a candy bar, and you make the whole kid’s day. I like to
think I’ve made a difference. And that right there says my life has
been worth it.

Others seemed to be questioning what they had done while they
were deployed and how it might have changed them as people.
Although this was not necessarily widespread, for the group that
did speak about it, it seemed quite salient. That is, soldiers’
responses were emotionally laden and intense. One soldier dis-
cussed it in terms of being a moral dilemma: “There has always
kind of been an ongoing moral dilemma, moral battle with
myself. . . . Sometimes I am glad I did what I did, and other times
I feel pretty crappy about it.” Another noted feelings of disillu-
sionment postdeployment:

It’s difficult, and I have to fight the feelings of . . . feeling like
everything is hopeless and like the world is like some mean joke.
Because it’s like, nobody cares. . . . They just want to use me and get
the work out of me.

Changes—Deployment and Reintegration

Sense of self. Many interviewed spoke about a greater sense
of self-confidence and self-discipline as a result of their deploy-
ment. They also indicated feeling more mature and competent.
One said, “It makes you become a man,” and another stated, “In an
odd sort of way, it gives you confidence.” Participants also noted
increased leadership ability postdeployment. However, not all sol-
diers described positive changes in sense of self. One participant
noted, “When I just got baptized, I was a really nice person, really
nice, really sweet, really outgoing, and now, I mean, I’ve com-
pletely changed—I am not any of that probably right now.”

Relationships. Soldiers expressed having less patience related
to people and their complaints. This seemed to be exacerbated by
their sense that life in the United States is easy. In speaking about
the first few weeks home, one soldier said,

We came back, and they put us on a 3-day pass right away. My
parents came down to Texas, came over to my aunt’s house, and I
couldn’t sit still to save my life. We went to church that Sunday, I
freaked out and I walked out halfway through, because I was sur-
rounded by people I hadn’t been with an entire year, and I was not
comfortable with that. Because just my platoon, just the guys I had
been with. You know . . . that was hard to go out in public for a while.

Family and relationships were discussed as both important in
facilitating a healthy reintegration and also presenting additional
challenges for soldiers returning to their prior lives. Some soldiers
spoke about the importance of their family in their reintegration
process: “I talk to my wife a lot. . . . She kind of keeps me
grounded.”

Others focused more on challenges associated with returning
regarding their close family and intimate relationships. In partic-
ular, moving from “single life” to being in a marriage was hard:
“[It’s] going from being independent the whole time, it’s back like
being single again. . .. You come back . . . you gotta go to the store
with your wife.” A consistent theme noted was the sense that the
world and soldiers’ friends and family had moved on without
them: “It’s being kind of pushed to the side of everybody’s life,
you know. I had to come back into their life, not them come back
into mine.” Another said,

Not only dispensable in the Army but also in civilian life—I was
young, I came back after a whole year, and I realized that life goes on
without me. And people would, you know, get married and die, and
everything goes on without me.

Functioning. Additional functional and day-to-day life chal-
lenges associated with reintegration were frequently discussed:

Now . .. freedom? You do not appreciate it until it’s taken away from
you and you get it back . . . thank God. You want to know what
freedom feels like? . . . Go lock yourself in a cage for a year, and come
back out, and do what you want to do.

Several soldiers reported formal disciplinary action on reinte-
gration that resulted in real-life consequences (e.g., loss of rank).
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Some spoke about feeling angry about being punished by the
military, particularly in light of the sacrifices they had made.

Discussion

The aim of this study was to explore the impact of deployment-
related exposure to physical trauma and emotionally distressing
events as well as the overarching impact of general combat-related
deployment experiences on soldiers’ perceptions of events, symp-
toms, senses of self, relationships, and daily functioning on return-
ing home. Perhaps most important, data in this article are reflective
of soldiers’ thoughts and feelings about their experiences, thereby
providing the reader with the unique opportunity look at and
perhaps rethink frequently discussed assumptions (i.e., that when
combat-related PTSD and mTBI co-occur, they are discrete con-
ditions).

Previous research suggests that being injured and witnessing
emotionally distressing events are common occurrences (Hoge et
al., 2004); however, a thorough understanding regarding the short-
and long-term impact of such exposures is limited. Consistent with
previously collected quantitative data, soldiers noted a history of
being injured and feeling emotionally distressed during deploy-
ment. They also discussed symptoms consistent with those asso-
ciated with TBI (e.g., headaches) and PTSD (e.g., avoidance).
However, for the soldiers interviewed, boundaries between events
that resulted in (physical/emotional) injury and subsequent symp-
toms were often fluid, with symptoms more traditionally associ-
ated with mTBI or PTSD being attributed to either or both condi-
tions. Also of note was the manner in which soldiers spoke about
the compounding impact of experiences and symptoms across
deployments.

Despite continued efforts within both clinical and research cir-
cles to identify strategies and methods to facilitate differential
diagnosis of mTBI versus PTSD, the present findings support
emerging theories regarding reconceptualizing responses to phys-
ical and emotional trauma. Although individuals were recruited on
the basis of differential diagnostic criteria, and there were analytic
plans to examine differences between subgroups, such differences
were not identified, thus providing additional support for concep-
tualizing trauma cumulatively and dimensionally and in the con-
text of biological, psychological, and social factors that affect
development over a lifetime (Nazem, Spitzer, Brenner, & Bah-
raini, 2014). Whereas categorical models propose that the devel-
opment of a condition is a pathological response to extreme stress,
dimensional models maintain that stress responses (physical and/or
emotional) are “inextricably tied to . . . the unfolding of biological,
psychological, and social processes through time” (Sampson &
Laub, 1997, p. 134), and, as such, the development of a disorder
(e.g., PTSD, postconcussion syndrome) represents an extreme
response to a traumatic event (Bahraini & Brenner, 2013; Nazem
et al., 2014).

Recent efforts have also focused on developing a more inte-
grated conceptual framework for understanding the clinical man-
ifestations of deployment-related trauma (physical and/or psycho-
logical). As noted earlier, Walker et al. (2010) proposed the
diagnosis of PMD, consisting of symptoms associated with the
clinical triad of PTSD, PCSs, and chronic pain. Their framework
reflects an emerging view that challenges attempts to isolate the
physical and psychological aspects of combat trauma and their

differential impact on symptom presentation. The clinical reality is
that the sequelae experienced by returning service members en-
compass a variety of symptoms, ranging across changes in affect
regulation and mood; fundamentally altered perceptions and be-
liefs about the world, self, and relationships; cognitive difficulties;
physical pain; and other nonspecific somatic symptoms. Moreover,
the extent to which these heterogeneous yet interrelated sequelae
affect functioning substantially varies across individuals. As such,
clinicians should maintain a focus on identifying and treating the
symptoms that are contributing to functional impairment.

Additional research and clinical implications include consider-
ing the impact of using measures that ask about single conditions
or events, which may limit the ability of military personnel to
express the cumulative nature of their experiences. Moreover,
diagnostic challenges—in particular differential diagnosis among
those with probable histories of TBI and current posttraumatic
symptoms—are significant (for further discussion of mTBI/PTSD
assessment, see Brenner et al., 2009). As noted earlier, providers
are encouraged to recommend evidence-informed treatments for
symptoms (e.g., headaches, depression) regardless of the symptom
etiology. Along these lines, there is no evidence to support with-
holding PTSD treatments while addressing PCSs. These strategies
are consistent with Department of Defense/Department of Veter-
ans Affairs—recommended practices (Department of Veterans Af-
fairs & Department of Defense, 2009). To decrease potential
negative outcomes (e.g., suicide), clinicians would also benefit
from increasing understanding regarding the experiences of those
who served and, in turn, engaging in practices that address sol-
diers” newly emerging senses of self as well as challenges asso-
ciated with reintegration. For further specific suggestions regard-
ing such approaches, see Brenner et al. (2008) and Litz et al.
(2009).

In reflecting on their experiences, soldiers reported positive and
negative changes associated with deployments. Many spoke about
increased feelings of competency and maturity. Whereas some
noted their own resiliency, others discussed feeling confused and
upset by what they had seen and done while deployed. Moreover,
many of the soldiers interviewed discussed challenges associated
with reintegration. Often, they related these to changes in both
themselves (e.g., symptoms) and the world around them. Feelings
that the civilian world had gone on without them were frequently
discussed. These findings are consistent with concepts noted
among earlier military cohorts (e.g., “resocialization,” “changing
step”; Jolly, 1996). Of note, Jolly (1996) emphasized that service
members had better reintegration outcomes when family support
was present. Similar themes were noted among OEF/OIF veterans,
thereby highlighting a potential area for intervention.

Those interviewed spoke about feeling emotionally and morally
challenged by the process of trying to make sense of what they had
witnessed in combat. Despite the fact that the military fosters a
strong moral code that in part prepares soldiers for the reality of
war, Litz et al. (2009) suggested that in armed conflicts, service
members are “confronted with numerous moral and ethical chal-
lenges . . . [including acting] in ways that transgress deeply held
moral beliefs” (p. 696). In addition to experiencing “conflict about
the unethical behaviors of others, [they] may . . . bear witness to
intense human suffering and cruelty that shakes their core beliefs
about humanity” (Litz et al., 2009, p. 696). The authors suggested
that exposure to such violence may have a sustained psychosocial—
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spiritual impact. This assertion is supported by the work of
Maguen et al. (2009), who showed that among both Vietnam and
OEF/OIF veterans, killing was associated with PTSD symptoms,
dissociation, functional impairment, and violent behaviors later on.
Similarly, among OEF/OIF soldiers, 40% of whom reported kill-
ing or being responsible for killing during their deployment, killing
was a significant predictor of PTSD symptoms, alcohol abuse,
anger, and relationship problems. Litz et al. (2009) also suggested
that care providers will fail to meet the needs of our returned
military personnel if they do not “conceptualize and address the
lasting psychological, biological, spiritual, behavioral, and social
impact of perpetrating, failing to prevent, or bearing witness to acts
that transgress deeply held moral beliefs and expectations, that is,
moral injury” (p. 697). This will require looking beyond traditional
symptoms of PTSD and related constructs, such as survivor guilt.
Further research will be required to explore the construct of moral
injury, including continued development and validation of an
assessment tool to measure this construct and the development and
testing of targeted interventions aimed at facilitating moral repair.

It should also be noted that this study has a number of limita-
tions. Interviews were conducted by multiple interviewers, some
of whom had limited experience. Data were collected at one
military base, and the population did not include soldiers who had
been medically evacuated or a sufficient number of women. In
addition, all interviews were obtained prior to any qualitative
analyses. The research team also faced challenges recruiting indi-
viduals with PTSD only and female soldiers. Content from inter-
views should be seen as a reflection of the experiences of those
who participated as seen through the eyes of research team mem-
bers. As qualitative descriptive studies are often directed toward
understanding the “who, what, and where of events or experiences,
or their basic nature and shape” (Sandelowski, 2000, p. 338) for a
specific group of individuals, generalizability may be limited. To
date, most research regarding soldiers and their experiences during
service and postdeployment has been collected using quantitative
methods. Over 100 soldiers who had just returned from deploy-
ment were interviewed. The findings highlight salient experiences
and issues for returned soldiers and can be used to inform research
and clinical practices.
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