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tempo, development of invisible wounds, and experience with the many reintegration
challenges has clearly taken a toll on them. Compounding matters is the long-standing stigma
within the military associated with seeking help for those wounds affecting both the service
member and/or their family members.

As mentioned, the key psychological issues affecting the approximately 2 million Amer-
ican troops deployed to Iraq and Afghanistan since 2001 are TBI, PTSD, substance abuse,
depression, anxiety, marital discord, and suicide—and the diagnoses overlap. It is then
reasonable to expect an uptick in these mental health issues as our troops return from 
these war zones. Additionally, it is not uncommon for these mental health conditions to 
surface months and even years after redeployment, rather than just after homecoming. 
As we have learned, a false homecoming can deceive health-care workers and family members
into a perception that all is well among members of the military reentering communities
stateside.

The plight of Vietnam veterans has taught us that the only thing that happens after returning
from combat is that the problems increase. The longer people are back, the more people come
forward as potentially struggling. The influx of Iraq and Afghanistan veterans into the U.S.
mental health system has yet to peak, but is clearly underway. There is concern that the mental
health-care system is not prepared to handle the care of returning veterans. The IOM (2010)
report clearly indicated a shortage of mental health professionals competent to meet the demands
of those returning from war.

It is unlikely that the mental health of veterans and their families, the quality of, and access
to, care, or the lack of qualified providers will be adequately addressed without local, state,
and federal agencies joining forces. Therefore, we need to bring together a diverse set of
resources, identify new opportunities across the public and private sectors, and lay the
foundation for a coordinated approach to supporting and engaging veterans and their families
for many years to come. Given the current and future mental health challenges facing our
veterans and their families, community mental health programs and the recovery philosophy
have never been more crucial to resolution of these hardships and to restoration of human
potential for veterans and their families. The brave men and women who wear the uniform
in combat deserve our deepest gratitude and support.

DISCUSSION QUESTIONS

Please answer one of the following questions below:

1. Do you believe there are parallels between working with military populations and other types
of population? What are the similarities? What are some differences?

2. After reading this chapter, how have your thoughts, feelings, assumptions, beliefs, values, or
attitudes changed toward working with the military populations? If they have not changed,
explain why this may be the case.

3. What were the strengths and limitations of the material covered in this chapter? What are the
implications for you in your practice?
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LEARNING ASSIGNMENT

Group project options:

1. Identify programs in or near your community that serve veterans and their families. Contact

them to explore ways your group can support their work.

2. In small groups, develop visual presentations (e.g. video, posters, or PowerPoint presentations)

for the class on the subject of reintegration of veterans into civilian society today. For example,

a video could depict a role-play of a veteran in a job interview confronting employer discomfort

or lack of knowledge about the military; a poster collage could show conflicting images of the

OIE/OEF wars and civilian society’s response; a PowerPoint presentation could go into further

depth on any one of the topics discussed in this chapter.

SUGGESTED READINGS

Department of Defense Task Force on Mental Health (2007). An Achievable Vision: Report of the Department
of Defense Task Force on Mental Health. Falls Church, VA: Department of Defense.

Institute of Medicine (2010). Returning Home from Iraq and Afghanistan. Preliminary Assessment of
Readjustment Needs of Veterans, Service Members, and Their Families. Washington, DC: The National
Academies Press.

Tanielian, T., & Jaycox, L. (2008). Invisible Wounds of War: Psychological and Cognitive Injuries, Their
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INTERNET RESOURCES

United States Department of Veterans Affairs: Benefits: www.vba.va.gov/VBA

Defense Centers of Excellence for Psychological Health and Traumatic Brain Injury (DCoE): dcoe.health.mil

The Center for Innovation and Research on Veterans and Military Families (CIR): cir.usc.edu
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