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Much has been written on the effects of deployment and war on military servicemen and women,
        including experiences of post-traumatic stress and readjustment to civilian life after
        deployment. However, the effects of the various phases of deployment on the family system
        are often overlooked. The goal of this course is to provide practitioners with an overview
        of the psychosocial effects of deployment on family members. The course will discuss the
        five phases of the deployment cycle and each phase's unique challenges. In addition, the
        military culture and how this culture affects how families cope, readjust, and seek help
        will be explored. Finally, various treatments, interventions, and best practices will be
        offered for practitioners working with military families. 
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Course Overview



Much has been written on the effects of deployment and war on military servicemen and women,
        including experiences of post-traumatic stress and readjustment to civilian life after
        deployment. However, the effects of the various phases of deployment on the family system
        are often overlooked. The goal of this course is to provide practitioners with an overview
        of the psychosocial effects of deployment on family members. The course will discuss the
        five phases of the deployment cycle and each phase's unique challenges. In addition, the
        military culture and how this culture affects how families cope, readjust, and seek help
        will be explored. Finally, various treatments, interventions, and best practices will be
        offered for practitioners working with military families. 
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



The effects of deployment on the family system tend to be overlooked. If families are viewed as a system in which all the parts are interdependent, inter-related, and interconnected, it is easy to see that a change in one dimension of the family system will affect the other parts of the system. The stressors for the ones who remain behind are great. It has been said, for example, that spouses of deployed military personnel are the "overlooked casualties" of war [1]. They experience increased levels of anxiety, marital maladjustment and discord, and depression [1]. Children are also affected, with the effects somewhat contingent on age. Preschool-age children may display regressive behaviors such as bedwetting, crying for attention, and aggression [2]. Because school-age children are more cognitively developed than preschool-age children and can begin to understand the potential implications of deployment, they may exhibit their stress with depression and inattentiveness in school [3]. Adolescents have even greater comprehension regarding the implications of deployment and can easily access news stories. Consequently, they are exposed to the realities of military operations as well as the public's sentiment toward a military mission [4]. They also have an understanding of what it means to have a parent injured or die. As such, parental deployment can affect them negatively in a variety of ways.
The goal of this course is to provide practitioners with an overview of the psychosocial effects of deployment on family members. The course will discuss the five phases of the deployment cycle and each phase's unique challenges. In addition, the military culture and how this culture affects how families cope, adjust, and seek help will be explored. Finally, various treatments, interventions, and best practices will be offered for practitioners working with military families. In this course, the terms "military personnel" or "service member" will refer to any individual who is a member of any branch of the military, including the Army, Air Force, Navy, Marines, Space Force, and Coast Guard, and all duty statuses (e.g., active or reserve). Although there are unique aspects of each branch of military service, a discussion of these differences is beyond the scope of this course. When the term "military family" is used, it is also important to remember that the "military family" is not a static or fixed concept. The social values and sociocultural expectations and context in which military families exist contribute to its tremendous within diversity [5].
This course aims to give practitioners an overview of the basic skills necessary to acquire military cultural competence, as military culture and veteran lifestyle can impact their and their families' health, mental health, and psychosocial life [135]. A practitioner competent in serving military clients will be able to more effectively engage with military family members.

2. MILITARY PERSONNEL: DEMOGRAPHIC OVERVIEW



According to the U.S. Department of Defense, there were 3.41
      million military personnel as of 2024 [6]. The
      Army has the largest number of active-duty members, followed by the Air Force, the Navy, and
      the Marine Corps [6]. In 2024, California,
      Virginia, Texas, and North Carolina were home to the greatest number of active-duty military
      personnel [6]. Men make up the majority of
      active-duty personnel at 82.1%, with women comprising the remaining 17.9%. Women are a growing
      segment of users of Veterans Administration services [8]. The majority of the Military Force are White, with 32.5% classifying
      themselves as belonging to a racial/ethnic minority group. Among activity-duty members, Black
      Americans are the largest racial/ethnic minority group (17.7%); the smallest segment is Native
      American Indians (1.0%) [6]. The total
      Military consists of 81.7% enlisted members and 18.3% officers. More than 38% are 25 years of
      age or younger [6].
Officers tend to be more educated, with 44.9% holding a Bachelor's degree and 37.4% holding an advanced degree. Meanwhile, the majority (78%) of enlisted members have earned a high school diploma or have had some college without earning a degree. About 47% of active-duty members are married, and there are more (86.1%) female spouses. The average age of spouses is 32.1 years, and 56% of the civilian spouses are employed [6].

3. MILITARY CULTURE AND LIFESTYLE



It has been said that the military is an example of a social
      institution that is "greedy," meaning that the military requires from its members a great
      amount of commitment, loyalty, time, and energy, which ultimately affects other role
      commitments [10]. In the military, these
      expectations have largely been placed on men, though women are increasingly affected as well
        [5]. Family members of military personnel
      are expected to relocate frequently, and this uprooting necessitates spouses and children to
      make transitions and adjustments to their lifestyles, to make new friends, and to develop new
      social networks [10]. For example, it is
      estimated that 20% of families in the United States relocate annually; however, approximately
      33% of military families relocate each year [11]. It is estimated that children of active-duty parents will move more than 20 times over the
      course of their childhood, three times more often than their civilian counterparts [7]. Inevitably, the frequency of relocations
      brings about multiple levels of stress. In a focus group of military youths, military spouses,
      and school personnel, the youths stated that they sometimes felt angry toward their parents
      for having to move multiple times and expressed a feeling of loss for having to separate from
      friends. Some wondered whether it was even worthwhile to invest in making new friends. Some
      parents felt that multiple relocations could help children learn important skills of
      adjusting, but indicated concern that it would affect the children's ability to make
      commitments to relationships.
Military spouses tend to have a more difficult time finding jobs because their transience makes them less desirable to employers [10]. When they do find jobs, their wages tend to be lower compared to their civilian counterparts who share the same demographics (e.g., age, educational level, ethnicity/race) [12]. In some cases, career advancement may be negatively affected [7]. Those who are not working and not seeking work report that there are too many barriers to employment including child care issues and the demands of the military lifestyle. Although some of these barriers are experienced by civilians as well, military families frequently cannot rely on extended family members for support [12]. In addition, military personnel often work long and unpredictable hours, which also impacts the family and the scheduling of activities. It is estimated that service personnel work an average of more than 50 hours per week, and it is higher (60 hours per week) for officers [10].
Despite the negatives of a military lifestyle, there are many
      positive benefits for families as well. There is a sense of belonging among families living on
      base or post, and they rely on each other for support. Military service members experience a
      sense of camaraderie, and their family members may also experience this sense of deep
      rootedness and affiliation. There are also financial benefits, as military families have
      access to medical care, job security, and other benefits, often extending into retirement
        [10].
The military culture is also a powerful factor. This military culture has specific institutional laws, traditions, specialized language, vocabulary, dress, symbols, codes of justice and discipline, training, system of behaviors, norms, and values shared by a specific collective group [13,60,61,102]. Although there is tremendous diversity within the military, as represented by the different branches and hierarchical ranks, there is one common denominator: service before self. This value system is embedded in every veteran's identity [135]. Military culture strongly influences military personnel's behaviors and value system and, as a by-product, affects their families [102]. Although each branch of the military has its own ethos, there are some common themes that run throughout the institution [14]. As mentioned, it is a culture that demands loyalty, integrity, commitment, honor, selflessness, and courage from its members. They have to be ready at any given moment to deploy and relocate, and their family members are expected no less [14,15,60]. It is also a culture that draws itself into the personal lives of its personnel and their family members. For example, the military is involved in marital discord, substance abuse, and health and mental health issues because these factors can impede how military personnel do their work [15]. This has both positive and negative ramifications. On the one hand, the military has programs and resources such as counseling, mental health services, and health resources available to address these issues. However, because of the closed nature of the culture, some military personnel are reluctant to seek help for fear it might have negative impact on their careers, and family members may be fearful that private information will not be kept confidential and that they will become objects of public scrutiny [15].
Military culture is also hierarchical and male-dominated.
      Consequently, ideals of being tough, self-sufficient, and strong (i.e., "the masculine
      warrior") are reinforced, with the belief that these norms will help to ensure that service
      members are mission-prepared and will survive in difficult circumstances [16,17,61]. Emanating from this
      norm is the belief that all problems can be solved given enough time and effort [103]. This belief, referred to as the "warrior
      ethos," is based on the conviction that the mission is paramount and defeat should not be
      accepted [104]. The common mottos "tough it
      out" and "push through" conveying the importance of perseverance, stoicism, and overcoming
      adversity [136]. Hypermasculine behaviors are
      emphasized, which reinforces the warrior identity, and female military members are often
      confronted with having to suppress their femininity [61,63]. This belief is
      conveyed at the very start of recruits' training, during which they are taught that selfless
      service is paramount [136]. Social learning
      begins at training, and it encourages its members to adopt and adapt to the military
      collective norms and rituals, fostering a strong sense of shared military identity and
      cohesion [61]. However, the downside of this
      type of promoted ideal is that experiences of psychological, social, and/or emotional distress
      are viewed as signs of weakness; the military tends to reinforce the notion that a true
      soldier (or airman, seaman, etc.) does not need assistance [13,16]. Therefore, obtaining
      formal help further places them at risk for stigmatization [16]. As a result, many rely on the peer support of other military service
      members rather than professional help [18].
      This mutual support has its benefits, but it only goes so far.
The military culture has been described as authoritarian and marked by a rigid class system. When a service member enters the military, the individual enters an authoritarian relationship with the government, whereby the service member forfeits autonomy [5,137]. In terms of it being authoritarian, Hall notes [19]:
There are clear rules, often with narrow boundaries, for behavior and speech; there is
        little tolerance for questioning of authority or disagreements; there are often frequent
        inappropriate violations of privacy; and often children are discouraged from engaging in
        activities or behavior that hint at individuation. Not only do military personnel have to
        adapt to the authoritarian structure, but their families do as well.


The military culture places emphasis on hierarchy and adherence to the hierarchical system by employing rank and grade [104]. This automatically communicates the individual's position and authority and the amount of power he or she has [104]. The military class system is divided into officers and enlistees [19]. Families are not only isolated from "civilian society," but the class system at times inhibits the intermingling of families of officers and of enlisted military personnel. Consequently, families may feel alienated [19].
The military culture is also characterized by values that emphasize teamwork, obedience, and the collective [16,17]. The "mission comes first" is a common motto [63]. The work environment, particularly deployment, fosters a brotherhood among service members [137]. These bonds are viewed as pervasive and lifelong. Individualism and autonomy are not the predominant values; rather, members are expected to dedicate themselves wholeheartedly and sacrifice for their unit, their mission, and the military system [14,20,103]. Although there is a sense of great solidarity and camaraderie, this can foster an "us" and "them" attitude, where "us" is the military and "them" is civilians [14].

4. CYCLE OF DEPLOYMENT



The cycle of deployment and the associated transitions made by military personnel and their family members are significant. This cycle consists of five different phases: pre-deployment, deployment, sustainment, redeployment, and post-deployment or reintegration. In each of these phases, military personnel, spouses, children, and other family members experience a range of challenges and adjustments [21].
PRE-DEPLOYMENT



In the pre-deployment phase, the individual receives a notice that he/she will be deployed. This phase involves "looking ahead" (planning) and saying good-bye [21]. The exact timing of departure is not always clear, and it can range from a few days to a year [22,138]. During this phase, the stress of uncertainty and the vacillation among different emotions (e.g., anger, resentment, fear, anxiety) can trigger family members lashing out at each other and children regressing or acting out at home and/or in school [22]. Some military spouses report withdrawing to cope with their emotions and fears. Others use the time to emotionally connect with the deploying spouse [138]. In addition, the deployed military member and his/her spouse or partner may be busy arranging their legal affairs, such as wills or powers of attorney, and home preparations [105]. During this time, families also create strategies to maintain routines and promote security and attachment for their children [139]. For example, developing a video or audio recording of the deployed spouse reading to a child that can be played during deployment to preserve a semblance of family routine [139]. Such preparations, discussions, and arrangements may affect the marital dyad and the entire family system [22]. A quantitative study with 151 Army National Guard soldiers and their spouses found that deployment preparations and strategies can mitigate depressive symptoms [140].

DEPLOYMENT



The next phase is the actual deployment, when the service member departs. There are role changes during this time. Families with two parents must often redistribute responsibilities to ensure family obligations are fulfilled. Frequently, the military spouse feels he/she has become a single parent. This process involves renegotiating roles and expectations within the couple, including changes related to their relationship, parenting, household labor, and extended family responsibilities [68].
It is the separation phase, and for some families, the holding pattern of the pre-deployment phase is so stressful that the actual deployment is viewed as a temporary relief of the anticipation of separation [21]. This loss associated with deployment is referred to as "ambiguous loss," meaning it is not physical but psychological [23]. Unlike death, a permanent physical loss, the family of the military personnel experiences ongoing psychological loss, and this uncertainty can lead to difficulties in decision making and planning for the future [22]. Within this context, spouses may experience negative mental health symptoms. In one study, spouses of deployed service members experienced higher levels of anxiety, depression, sleep disorders, and adjustment disorders compared with those without deployed spouses [24]. In a qualitative study about the stressors impacting military families during the Desert Storm deployment in the early 1990s, researchers found that families experienced three types of stressors: emotional (e.g., missing the deployed family member, feeling anxious about his/her safety), the day-to-day practicalities of life (e.g., budgets, powers of attorney, child care), and general life events [25]. The major stressors the families identified were loneliness, financial concerns, and childcare and disciplining. Findings from the Millennium Cohort Family Study showed that military spouses get their support from primarily family and friends during deployment [125]. However, not all families had social support networks readily available, as family, friends, and/or other extended family members were often not living nearby [25]. Couples may experience marital distress, divorce, and decreased marital satisfaction. Lack of communication also becomes challenging [155]. With modern video communication options (e.g., Skype), family members can see and speak in real time with the deployed family member. These opportunities may mitigate anxiety and loneliness, but witnessing realities of combat (e.g., hearing explosions or seeing injuries) may be traumatic, especially for children [105].

SUSTAINMENT



In the sustainment, the family works at sustaining itself without one of its family members. This phase takes place approximately during the second through the fifth month of deployment [26]. New routines emerge without the deployed family member, and each family member readjusts to the challenges, stressors, and new responsibilities [21,106]. New social support structures may develop, and the family members who are left behind begin to see some equilibrium and experience some sense of control [26].

REDEPLOYMENT



The redeployment phase, also called the reunion phase, involves notification that the deployed family member is returning home. Both the deployed individual and the family members prepare themselves for the homecoming, and there is a tremendous amount of anticipation [26,27]. As with any potential change in the family system, there may be some anxiety about how the returning family member will affect the routines that have been established and the power and role dynamics and relationships [26,27]. During this time, family members are often attempting to prepare for the homecoming to ensure that everything is as perfect as possible [28]. Children may be asked to help in order to prepare.

POST-DEPLOYMENT



During the post-deployment or reintegration phase, the service member returns and the entire family is involved in helping him/her integrate back into the system [21]. Couples commonly struggle with reorganizing household responsibilities, re-establishing intimacy, and managing fears about future deployments. Children's psychological outcomes are also affected by how well both parents adjust during this phase, particularly when parental conflict is high [68].
A 2022 study examined predictors to family adjustment and how long it took to adjust using a secondary database of data collected at Walter Reed Army Institute of Research [141]. The data analyzed 333 female spouses of Army service members who were deployed to Afghanistan. About 13% of spouses indicated the reintegration period took six months or longer; 19% reported three to five months of reintegration. The spouses' perception of the returning soldier's mental health and treatment needs were linked to length of reintegration. The Millennium Cohort Family Study found that couples typically adjust more quickly in this stage when there has been a shared deployment experience and satisfaction with communication during the deployment [125]. Furthermore, the ability of families to access informal support during deployment was a strong predictor of military spouse well-being during reintegration [174].
There is usually a honeymoon phase, but awkwardness and tension often follow [106]. Family roles may have changed during this time, and the returning member will need time to adjust. For example, new parenting strategies may have surfaced in order to deal with being a "single parent" during the deployment. Upon homecoming, the soldier should not expect family dynamics to have remained the same, but he/she may report feeling like a guest in his/her own home [22]. Some may not recognize their child, especially if the child was recently born or just an infant when they left. Similarly, children may not recognize the returning parent or express wariness of this returning stranger. As a result, the military parent may experience distress and hurt [105].
Some military families will encounter challenges during the post-deployment phase, including substance abuse, post-traumatic stress, and domestic violence. In fact, it is estimated that the rate of relationship and family problems is four times higher during this phase than the other phases [29]. In a study involving 19,227 active U.S. soldiers from brigade combat teams who served in Iraq or Afghanistan between 2003 and 2009, problems of marital quality were reported and separation/divorce intentions increased during the reintegration period [51].


5. THEORETICAL FRAMEWORKS



Theories are logical systems that provide a framework for organizing and understanding observations and concepts. They are intended to offer comprehensive, simple, and dependable principles for the explanation and prediction of observable phenomena. In addition, theoretical frameworks guide how the service provider will proceed during various phases of the change process. They define the problem and its etiology and, ultimately, guide assessments and interventions. The following theoretical frameworks can offer practitioners a foundation to understanding the context of deployment and how it impacts military family members and how to best assess and intervene in these families.
FAMILY SYSTEMS THEORY



Family systems theory asserts that changes in the environment will inevitably result in changes (not necessarily negative) within the family structure [30]. One family member's behaviors and symptomology will inevitably affect other family members in the system [142]. The family structure is further defined as the organizational patterns or characteristics of the family [31]. Within all family structures, there are boundaries that determine who is in or out of the family system and who belongs in which subsystem. Subsystems consist of members of the larger family system on either a temporary or permanent basis with specific roles and can be organized by sex/gender, age, power/rank, past history, interests, or other factors [31]. Furthermore, family structures are guided by family rules, which are the expectations for behaviors that shape and direct family function, and family roles, which consist of beliefs regarding each individual's specific function(s) [30]. Ultimately, healthy family systems have clear boundaries between the subsystems and flexible rules and roles to promote individuality but still maintain healthy generational hierarchies and promote growth and adaptability [32].
When applying family systems theory to military families, some questions arise. How does deployment affect the entire family system and each individual family member? To what extent is the family an open or closed system? For example, the more open a family system is, the greater flexibility members have to maintain its viable-ness and use outside resources [33]. When tasks and responsibilities alter as a result of deployment, it is necessary to examine the family boundaries [107]. Consider how the family system adjusts in order to meet the challenges of having one member temporarily gone. Does any family member take on new roles? How does this affect the overall family structure?
Ambiguous loss, which is a type of grief, can ensue as a result of ambiguous family boundaries [108]. This type of loss can result when the military family member is absent physically (i.e., deployment) but remains psychologically in the family system, or if the military family member is physically present but is psychologically absent [108]. It is also important to consider unpredictable and distressing PTSD behaviors in the returning spouse and how these might affect children and their sense of security [142].

ECOLOGIC THEORY



Ecologic theory is based on the inter-relationships of the individual and his/her behaviors on four different levels: macrosystem, exosystem, microsystem, and ontologic [34]. The core assumption is that alignment between individuals and the environment in which they operate is necessary, as resources and support are derived from the environment [35,175].
The macrosystem level of ecologic theory includes the broad social and cultural values that affect the individual. In understanding the impact of deployment on military families, practitioners should examine how the sociocultural context of the military affects families. What are the social norms about relocation, military readiness, and resilience? How are families of the deployed individual expected to respond and cope?
The influence of formal and informal social structures (e.g., work, peer groups, support groups, friendships, school settings, community, neighborhoods) on larger social problems and individual behaviors is referred to as the exosystem level [34]. In terms of understanding how military families cope and adjust to deployment, understanding how the family draws upon formal and informal structures in their network is helpful. For example, consider how military families who relocate often adapt to their new communities, jobs, schools, and/or religious/spiritual organizations [103]. Do military spouses have a supportive network of family members, friends, and community members from which to draw strength and resources? With each deployment, family members navigate the different systems levels and may bring into the new deployment phase new strengths, coping skills, supports, temperaments, and resources [142].
The microsystem level refers to the family unit. This level includes the physical characteristics of the immediate family, interactions within the family system, and how each family member perceives the familial environment [34]. On the family level, military families struggle with loneliness, communication problems, and parenting, all of which can lead to maladaptive coping and even violence [109]. Therefore, it is important to assess the emotional states of all family members.
The ontologic level refers to the factors inherent to the individual (e.g., developmental history, skill level, behavior patterns, personality structure). When considering these levels, assess the individual's personality styles, coping skills, and ability to adapt and be resilient.

RESILIENCE THEORY



As the name implies, resilience theory focuses on humans' capacity to overcome challenges, adversity, struggles, and pain, ultimately leading to transformative changes in their lives [36]. Family resilience is a strength-based resource that draws on each family members' thought patterns, behaviors, emotions, and other situational factors, which can ultimately mitigate the effects of stress on the family system [143]. Family resilience can include problem-solving skills, positive outlook, sense of mastery, communication, spirituality, and connectedness [143]. This is a move in focus from pathology and dysfunction to the positive effects of healthy coping and perseverance [37]. Resilience has been linked to internal factors, such as temperament and attitude, and external factors, such as community, family, faith, spirituality, and religiosity [36]. Many military families are able to transition from crisis to coping and adaptation in response to war and deployment [38].
There are three categories of resilience [39]. The first is overcoming the odds, which encompasses positive outcomes despite adverse conditions. The second category is sustained competence, which involves being able to harness inner and outer resources to cope with adverse conditions. Finally, the third category is recovery from trauma, which comprises the capacity to move on, progress, and function in a healthy manner despite past and ongoing stressors.
In the context of military families, instead of focusing on the crisis and challenges that deployment and war might bring, resilience theory would explore the factors that allow some families to stay healthy and even thrive in the face of risk and adversity [40]. For example, there is some research that suggests military families' frequent relocation may not lead to negative outcomes (e.g., poor social and academic adjustments in children). Rather, some studies have shown that increased levels of family coping were a result of frequent relocations and that the many relocations brought new opportunities, including meeting new people and appreciating diverse cultures [41]. As another example, some have argued that aspects of military training such as field exercises, promotion of leadership, and sense of cohesion in military units can lead to preparedness and stress inoculation [41].
There is a misconception that military spouses fall apart when their spouses are deployed. Some research indicates that spouses who are left behind take over family decision making, assume new roles, and seek assistance, ultimately demonstrating tremendous role flexibility [41]. Indeed, military families tend to be resourceful, flexible, and adaptable due to the many transitions they have undergone. Examples of resiliency in these families include an enhanced ability to make new friends, deftly transitioning from dual-parent to single-parent households and back, and adjusting to diversity [39].
Psychological processes that help foster resiliency include making meaning and finding hope/positives. More than 65% of spouses of active-duty military members reported that understanding the larger mission of their spouses' deployment helped with their coping [110].
Similarly, interventions based on resilience theory focus on promoting resilience and identifying specific mechanisms that promote resiliency [37]. For example, family members often experience anxiety, sadness, and worry in anticipation of deployment but may feel they should avoid discussing these emotions in order to protect the deploying family member. Interventions focusing on resilience could involve coaching family members to develop methods for checking in with each other or encouraging them to access internal resources, such as religion and spirituality [110]. Specific behavioral coping strategies include teaching relaxation techniques, reframing, and activity planning [37]. This is based on the belief that families are resilient and can be provided additional skills to enhance their resilience. Some studies have shown that spouses who feel they have mastered negotiating roles and responsibilities when their spouses were deployed experience higher levels of marital quality during the post-deployment phase [110].

STRENGTHS-BASED PERSPECTIVE



The strengths-based perspective was developed in the 1980s in order to move away from traditional theoretical models in mental health care that emphasized deficits and pathology [42]. It is now applied in many areas of mental and behavioral health. The core assumptions of the strengths-based perspective are that humans have the strengths and resources necessary to change the circumstances of their lives, and in doing so, they can learn and grow [42]. Strengths include a client's innate abilities and skills as well as external resources in the community and family. After the problem is identified, the goal is to move away from focusing on naming the problem or deficit and to move toward identifying possible solutions [43]. The strengths-based perspective encompasses honoring the past and acknowledging the gifts of varied life experiences [111]. In the case of working with families with a deployed member, the practitioner will not necessarily focus on asking one family member why he or she is depressed. Instead, the practitioner will spend time and effort with the client identifying the strengths within the individual, the family, and the community that can be garnered to help support the family members during deployment. Military families, like any family, experience challenges and strengths, and the strengths-based perspective is beneficial in working through issues unique to these families' circumstances [44]. For example, a family can focus on the benefits that result from the numerous relocations (e.g., new skills, adaptability) [103]. Families that value the social connectedness of living on a military base are more likely to adjust to family stressors [144].
A study with 6,382 adolescents whose parents serve in the military found that the children tended to do well in school, have good relationships with their teachers, engage in extracurricular activities, and report good parental support, all of which are resources during times of stress [45]. Furthermore, because of their early socialization to the military structure, military children generally demonstrate greater levels of respect for authority figures and are more adaptable, flexible, and responsible and have greater ability to make friends with those who are different from themselves [46]. So, based on the strengths perspective, the role of the practitioner is to collaborate with clients to identify the strengths and resources already available to them and to pursue whatever actions and solutions the client decides [43].


6. EFFECTS OF DEPLOYMENT



With a solid theoretical backdrop and foundation having been set, it is important to explore the specific effects of deployment on the family unit, the marital dyad, and children.
FAMILY SYSTEM



It has been said that it is not only the military member who serves the country when he/she enlists in the military, but the entire family [29]. When military personnel deploy, the associated stressors can affect marital and parental relationships and the family's integrity and stability [13]. The family system is expected to adapt rapidly to establish equilibrium after the deployment; however, this equilibrium can be difficult to re-establish because the separation may be unanticipated, lengthy, and/or fraught with uncertainties [13].
The types of stressors that military families experience vary tremendously depending upon numerous factors; therefore, it is important to keep in mind that there is no one homogenous military family system. Families who have experienced multiple deployments may have developed coping mechanisms and family rituals to handle the family member's departure. Living on or off a military base can also affect the types of stress family members experience. For example, if a family is surrounded by others with deployed members, there may be a shared understanding of deployment and necessary adjustments. Living in a non-military community may translate to less understanding of the emotional strains that a military family member is going through and greater levels of isolation [29]. Young, recently married military families may experience the greatest amount of stress because they are less financially stable [13]. Young enlistees are usually a lower hierarchical rung of the military, with low pay, and the economic stress can be great for family members who are left behind. Some may require government assistance, which can negatively impact self-esteem [13]. Ultimately, how military-related stress was personally experienced mattered more for family well-being than objective measures of stress [176].
When a family member deploys, a spouse is often left behind to make decisions about the day-to-day functioning of the family, including medical, financial, schooling, parenting, and childcare issues [177]. Although technology can foster better communication over significant distances, the spouse who is left behind must decide how much to communicate with the deployed spouse. For example, if there are troubles at home, should they be communicated to the deployed spouse? Is it better to minimize bad news so he/she can focus on the military assignment [29]? The extent of communication and what is shared during deployment also affect how the family reintegrates when the military family member returns [47,177].
In a qualitative study with 12 military service men and 18 military wives, one of the main themes that emerged was the importance of staying connected and communicating [48]. They spoke about wanting to be connected by sharing events of the day, and although the wives understood that their deployed husbands withheld information from them, they still derived much value of communicating frequently. Just as the spouse at home wrestles with how much to share, the deployed individual also must determine how much information he/she can and wants to disclose. Some of this is due to the confidential nature of military operations [48]. Again, this can contribute to family members feeling that they should be stoic and reticent about events at home [29].
In research involving deployed military personnel and their communication with their spouses, barriers to communication included security restrictions, technical challenges related to unreliable communication, and translation issues [145]. Using a large-scale dataset from the Millennium Cohort Family Study with a sample of 1,558 military service members and their spouses, stressful communication during the deployment stage affected both spouses' perceptions of stress at the reintegration or reunion stage [145]. Because family members are so far removed from the realities of a war zone, it can be difficult for military personnel to satisfactorily express their experiences and feelings. The problems with translation stemmed from being unable to convey intent with nonverbal gestures, facial expressions, and tone of voice can lead to "mistranslated" information [49].
Family members also report constantly worrying about the welfare of the deployed member. In order to learn more about their loved one's whereabouts or activities, they may obsessively watch television news, search for information on the Internet, and/or read newspapers [29]. If a deployed individual sustains a combat injury, this will also affect the family system. In a study of 41 spouses of service members who sustained a combat injury, spouses reported high levels of distress among their children after the injury was sustained [50]. This often affects sleep quantity and quality. A large-scale survey of 1,805 female military spouses found that 18% reported short sleep duration, with worse sleep quality when their spouse was deployed [112].

MARITAL DYAD



The military lifestyle places tremendous stress on marriages. Military spouses not only have to deal with the challenges of having their spouse deployed and the stressors of being a single parent, but the military structure and traditions place inordinate amount of implicit pressure on them. Spouses at home are expected to assist in volunteer efforts in their community and within the military structure. Many military spouses feel that volunteering is necessary to help their spouses advance in their military careers [13]. Demographic context can contribute to marital instability. For example, younger age, lower education, and personal history of childhood trauma predicts marital instability [146]. Financial stressors and isolation are also major contributors.
When individuals are deployed, the spouse who is left behind assumes the responsibility of keeping the family intact and maintaining traditions and family rituals (e.g., birthdays, holidays). They tend to feel responsible for the morale of the family and fulfilling the roles of the deployed spouse. Many essentially become single parents, which can be overwhelming and taxing, leaving them feeling isolated [13,48]. Some families end up doing "geo-bach," which is short for "geographic bachelor." A geographic bachelor is a service member who goes to a new post, but the family opts to stay behind in their home area [147]. Motivations for "geo-baching" often involve finances, if a spouse needs or wants to continue working at a civilian job. This situation results in the civilian spouse essentially assuming all parental duties when children are involved [147]. Depression, loneliness, and other mental health problems are common, and many are reluctant to seek help for fear of the stigma and of damaging their spouses' military careers. Others may find that, after an initial period of adjustment, they assume these new roles well, feeling more self-confident and enjoying a new sense of independence [48]. But this can cause problems as well. If a military spouse does not want to forfeit these new roles when his/her spouse returns, marital tensions can result [48].
The disruption of the spouses' career can also cause marital stress or dissatisfaction. Employment opportunities for military spouses are often limited by the demands placed on military families. Frequent relocations, long or unpredictable work hours, and overseas deployments can disrupt career continuity and limit access to stable employment. Military spouses often report that frequent moves discouraged employers from hiring them. In addition, repeated relocations can disrupt career progression, making it harder to secure promotions or pay increases due to shortened job tenures and fragmented resumes [178].
Conversely, military service members assume new family roles when deployed. In a qualitative study, deployed spouses described needing to learn to forfeit involvement in daily routines and parental decision-making [148]. In other words, they had to accept being a family outsider when deployed in order to maintain family cohesion. One female service member participant described noticing her toddler drinking chocolate milk during a video call and restraining herself from commenting.
In a study of 300 married couples in which the deployed husband was active duty in the Army and the wife was a civilian, stress existed for both partners [52]. However, it was higher overall for the wives, despite the fact that the husbands experienced more physical threat. The researchers speculate that there may be several reasons for this trend. First, the husbands' military training may help them to better deal with the stressors or perhaps make them more reluctant to admit to stress. The lack of information given to the wives was found to increase their stress levels [52]. It is not surprising then that a study examining outpatient medical visits of wives of active-duty Army personnel during a three-year period found that 36.6% had at least one mental health diagnosis, compared with 30.5% of wives whose husbands were not deployed [24]. The most common diagnoses included depression, anxiety, sleep disorders, and acute stress and adjustment disorders [24]. Prolonged periods of deployment were associated with higher risks of mental health diagnoses and greater frequency of medical outpatient visits [24].
Mental health challenges experienced by the military member can also be a stressor for the family. For example, military members who have ongoing PTSD symptoms were more likely to report relationship distress nine months after returning home. This association remains even after controlling for earlier relationship difficulties, concussion-related symptoms, and PTSD symptoms before and after deployment [180]. Spouses often endure long periods of emotional and psychological strain before their partner's mental health condition is formally diagnosed [179].
The risk of divorce increases as the cumulative number of deployments increases [113]. The majority of divorces typically occur after the military spouse returns. The risk of divorce also increases when the service member is female, suggesting that male spouses are less willing to adapt compared with female spouses.
Extensions to deployment are also related to a range of mental health, household, work-related, and marital problems in spouses at home. For example, spouses of active-duty Army personnel whose deployments were extended expressed higher dissatisfaction with the Army, more communication problems with their spouses, a greater number of mental health issues, and more work issues (e.g., having to leave a job or reduce work hours) [53].
It is interesting to note that anxieties and fears about deployment can also bring couples closer. Some military wives indicated that the fear of possibly losing their spouse increased the level of communication and intimacy in the marital dyad. The deployed husbands expressed similar sentiments, reporting valuing their wives and marriages more [48]. Consequently, it is crucial not to generalize all military marriages as burdened with stress and marital discord due to deployment. For example, older spouses, those who are married to military personnel in higher ranks, and spouses with more military experience tend to experience fewer challenges [53]. Protective factors that can mitigate marital stress and instability include couples' communication and their involvement with and access to formal and informal support and resources [146].

PARENT/CHILD DYAD AND CHILDREN



Attachment theory may provide a helpful theoretical framework in understanding the potential effects of parental deployment on children. Attachment theory is based on the belief that children have a need to attach themselves to a key figure, such as a parent, and separation results in displays of emotional distress. The parental bond is crucial to developing healthy emotional relationships when the child moves to adulthood; childhood separation is linked to depression, anxiety, aggressive behaviors, and other emotional and psychological problems throughout life [54]. Based on attachment theory, lack of secure relationships with peers, teachers, and/or other authority figures could also have adverse consequences. It is estimated that, on average, military children attend six to nine different schools by the end of high school.
Parental deployment may also negatively impact a child's need for security and can result in despair, anger, withdrawal, or detachment [7]. However, empirical findings are somewhat mixed when it comes to understanding how this extends to children's mental health. Some studies have found that children with deployed parents exhibit higher levels of depression and anxiety compared to children with nondeployed parents, although the symptoms were not pathologically severe. Some studies have found a 19% increase in behavioral and stress disorders in children with deployed parents [144]. In a 2011 quantitative research study with 106 military parents and 72 youths, children with a deployed parent experienced higher levels of school-related problems and internalizing and externalizing symptoms compared to children of nondeployed parents [55]. Findings from a systematic study indicate that children growing up in military families face a higher risk of psychological, social, and behavioral health challenges than children in civilian families. Parental deployment was linked to increased risk at every stage of childhood, from early childhood through adolescence. Adolescents whose parents were actively serving show the greatest vulnerability, especially with regard to suicidal thoughts and behaviors [181]. Twice as many children with a currently deployed parent scored in the "at-risk" category for emotional and behavioral problems compared with children of nondeployed parents. For example, in one study, teenagers were nine times more likely to binge drinking during the parental deployment [114]. However, the relationship between psychosocial outcomes and status of parental deployment is not simple; there is a host of other variables. Greater number of deployments and longer deployment periods are correlated with increased behavioral problems, although not significantly so [56]. Indeed, it is not merely the length of a deployment but the cumulative length of all separations experienced during the child's lifetime that correlates with psychosocial challenges during the deployment and reintegration phases [57].
The "healthy warrior effect" should also be considered when exploring the role of deployment and outcomes in children and family [149]. Deployed service members are generally better adjusted than those who do not get deployed, so there are other moderating or mediating variables that affect child and family functioning. In fact, military children appear to experience greater adverse childhood experiences (i.e., traumatic early life experiences) than civilian children. These children are more likely to witness violence between parents and to be exposed to parental alcohol or substance use problems. Children in military families are also more likely to experience their parents' separation or divorce, but they are less likely to experience the death of a parent [182].
Relocating to a new military installation will mean adjusting to a new school, the stress being the "new kid," and having to make new friends. In a survey study with 821 military adolescents, among those who attend public schools outside of a military installation, certain familyrelated experiences were linked to poorer outcomes. When a parent was deployed, adolescents reported having less social support. When families had recently relocated, adolescents were more likely to show signs of depression. Deployment and relocation were also connected to how well students did in school, including academic performance, level of engagement, and commitment to completing homework [183].
Children may experience distress and have higher maladaptive behaviors immediately after they separate, but this appears to lessen over time [115]. Further research indicates no statistically significant relationship between deployment and negative social and emotional development for children between birth and 5 years of age [116]. However, older children (6 to 10 years of age) tend to experience more problems with peers if one of their parents were deployed in their early childhood. In a quantitative study with youths between 6th and 10th grade, participants with a family member connected to the military consistently reported poorer outcomes than their peers, even after taking into account differences in grade level, gender, and family financial background. Compared with other youths, they were more likely to experience low overall wellbeing, ongoing feelings of hopelessness, and emotional difficulties. They were also more likely to feel dissatisfied with their lives and to frequently engage in risktaking behaviors. Overall, these findings suggest that having a family connection to the military is associated with a noticeably higher risk of emotional and behavioral challenges among adolescents [184].
The mental health of the primary caregiver is also an important factor. The most consistent predictor of how well a child will adjust to a parent's deployment is the primary caregiver's own psychopathology [58]. Military service members who develop PTSD as a result of experiences during deployment may display moodiness, unpredictability, and negative behaviors that affect their children's mental health, adjustment, and academic performance [150]. In families with deployed members, there is a direct relationship between caregivers who experience poorer mental health outcomes and poorer academic functioning among their children [57]. Compared with children whose caregivers have never served in the military, children with active-duty caregivers are more likely to live in households facing serious challenges, including a higher likelihood of domestic violence, mental health concerns (e.g., depression) within the household, and substance use. Overall, the findings suggest that children in families with a history of activeduty service are exposed to greater householdlevel risks that may affect their wellbeing [185].
Gender differences also exist. Girls tend to have more difficulties during the reintegration phase when the deployed parent returns than boys [57]. This may be because girls typically assume more household responsibilities during the military parent's absence. As noted, although there are studies indicating that military children experience more negative emotional, social, and psychological outcomes compared to their non-military counterparts, there are studies that show no differences between the two groups. In a study with 213 children of military parents, between 6 and 12 years of age, the children's emotional symptoms were similar to national norms. However, the parents' reports of their children's emotional problems were higher than the national norms. It is possible that parents' own stress levels influence the reports of their children's functioning [59].
Social support is also crucial. Children of military families who live on the bases and attend schools sponsored by the Department of Defense have additional social supports, including peers who understand deployment and the military milieu [115]. It is clear that military children are not a homogenous group. There are variables that influence the diversity of this group and how they respond to parental deployment. Like any other children, most responses are contingent on age, developmental level, cognitive ability to understand the situation, pre-existing parental-child relationships, and the family environment [2].


7. OTHER KEY SOCIAL PROBLEMS



DOMESTIC VIOLENCE



It is estimated that the intimate partner violence perpetration rate is three times higher among military service members and veterans compared with their civilian counterparts [151]. However, the prevalence of domestic violence among military families is difficult to determine due to the closed nature of the military. This closed nature partially explains why instances of intimate partner violence are less likely to be reported by those with a military connection compared with the civilian population [152]. This appears to be specific to intimate partner violence, as studies show similar reporting rates for other crimes (e.g., robbery). It is also important to note that most statistics related to domestic violence in the military are derived from samples from only the Army, so it can be difficult to derive conclusions about trends across the different military branches [117].
A meta-analysis assessing 69,808 military participants found that the pooled prevalence rate for physical intimate violence was 21% among men and 13.6% for women [153]. In another study, most of the physical and verbal violence reported was mutual, and more research is needed to evaluate the extent to which mutual violence is occurring [154]. In 2023, the spouse abuse victim rate per 1,000 military couples was 8.3. In this same year, the Family Advocacy Program received nearly 11,789 reports of spouse abuse. This corresponds to almost 20 reports for every 1,000 married military couples. This represented a modest decline (6%) from the 2022 reporting rate. Slightly more than 6,200 cases of spouse abuse (10.5 confirmed incidents for every 1,000 military couples) met the criteria for confirmation by the Family Advocacy Program. Importantly, the 2023 rate was lower than the average rate observed over the past 10 years, indicating a meaningful downward trend. The most common type of abuse, reported by 66% of victims, was physical abuse, followed by emotional abuse [186].
Female veterans appear to be at increased risk of physical and sexual violence from their intimate partners (33%) compared with nonveteran counterparts (23.8%) [66]. Female veterans who experienced previous childhood sexual abuse are three times more likely to be victims of spousal abuse, and those who experienced an unwanted incidence of sexual victimization during military service were more likely to have experienced interpersonal violence in the last year. Being in the Army (versus other military branches) is also a risk factor for past-year victimization [131]. In a study examining directionality of abuse, a sample of 248 women enlisted in the Army and married to civilian spouses were assessed for domestic violence [64]. Researchers found that the enlisted women were four times more likely to be victimized by minor violence and three times more likely to be victims of severe violence than to be perpetrators. A disconcerting 60% of all types of violence reported was bi-directional (i.e., both parties were inflicting the violence) and severe [64]. These couples tended to be younger and more recently married. Furthermore, if an enlisted woman's spouse was employed less than full-time, bi-directional violence was more common compared to families with full-time employed civilian spouses.
The stressors associated with deployment and perhaps even being in the military have been explored as possible predictors of domestic violence. However, research findings are mixed. In a mail survey with wives of deployed and nondeployed soldiers, military deployment did not predict domestic violence during the first 10 months of the post-deployment period, even after taking into account race, age, and previous history of domestic violence [65]. Another study examined whether the cultural milieu of the military (i.e., violence as part of training) would spill over into domestic violence. Using the National Survey of Families and Households dataset, researchers compared male veteran and non-veteran use of violence in marriages and found that the veterans had lower incidences of spousal abuse compared with their non-veteran counterparts. However, a study of Army wives found that they were more likely to experience moderate (13.1%) or severe (4.4%) abuse perpetrated by their husbands compared with demographically matched civilian wives (10% and 2%, respectively) [66]. In a 2013 study, 2% of married deployed personnel had perpetrated physical or emotional spousal abuse during the study period [132]. Rates of moderate and severe abuse and abuse involving alcohol were significantly higher in the post-deployment period. A 2025 qualitative study gave evidence for specific times when relationship stress and intimate partner violence and abuse are more likely to occur, particularly when service members return home after deployment [187]. A range of militaryrelated challenges, such as poor communication, emotional and psychological strain, exposure to trauma during deployment, and difficulties adjusting back to family life, can place added pressure on relationships and contribute to harmful behaviors. These issues may be further intensified by the demands of military work and an environment that often emphasizes rigid, hypermasculine expectations [187].
Having a psychiatric disorder can also increase the risk of domestic violence. In a systematic review, 27.5% of men with PTSD disclosed to perpetrating physical violence in the last year and 91% reported psychologically abusing their partner [118]. A male military member with depression has an almost four times increased likelihood of perpetrating physical violence against his partner compared with male members without depression [118]. It is difficult to determine whether the psychiatric disorder in itself heightens the risk or whether there are other underlying factors. For example, veterans with PTSD express feeling less satisfied in their intimate relationships and struggle with emotional expressiveness compared with veterans without PTSD [119].
Prior to 2006, the Department of Defense required healthcare personnel to report all domestic/intimate partner violence incidences. However, this mandatory requirement was revised in 2006 to include two types of reports. Restricted reports, when eligibility criteria are met, give victims the chance to report domestic/intimate partner violence and access health, social services, and advocacy services through the Family Advocacy Program. The caveat is that this does not automatically instigate any legal investigations or processes [67]. With unrestricted reports, however, domestic/intimate partner violence victims can report the incident to the police or military commanders and the incident would be investigated. Victim advocacy and health services are available in either case [67].

CHILD ABUSE



In 2023, the Department of Defense reported a rate of child abuse and neglect of 14.3 per 1,000 children, a 1.4% increase compared with 2022 [186]. Compared with 2022, this was a 1.4% increase. Child neglect was the most reported form of maltreatment, followed by physical abuse. Interestingly, in a study of child abuse in Air Force families, emotional abuse was the most likely to be substantiated, with physical abuse the least likely to be substantiated [62].
It is unclear if child abuse rates differ among military and non-military families. A study using the National Child Abuse and Neglect Data System examined all cases of child maltreatment in Texas between 2000 and 2002 [69]. Researchers found that the rate of child maltreatment in military families was 5.05 for every 1,000 children, while in civilian families the rate was 7.89 for every 1,000 children. The higher rates in the civilian population were attributed primarily to greater financial difficulties (18.7%) and use of public assistance (28.2%) compared with their military counterparts (5.2% and 8.9%, respectively) [69]. Data from the Department of Defense and the Children's Bureau indicate that instances of child physical abuse are only slightly higher (19.7%) in the military population compared with the civilian population (18.3%) [156]. Child neglect is much lower in the military population (57.4%) than the civilian population (74.9%), but infants in dual military families are 2.5 times more likely to experience abusive head trauma [156]. Data from the Millennium Cohort Study indicate that military infants born prematurely were twice as likely to experience child maltreatment before their second birthday than those born in civilian families [157]. In a study of records from four Army installation bases, lack of supervision (35.3%) was the most common form of child neglect/abuse, followed by emotional neglect (31.8%) [120]. Instances of child abuse/neglect were most likely in young enlisted families [120].
Identifying factors that may predict child abuse is complex, as child abuse/maltreatment is a multidimensional social problem. In one study that examined perpetration of child abuse among military mothers and fathers, marital dissatisfaction, low levels of social support, and low levels of family cohesion predicted perpetrating child abuse for mothers. For fathers, low levels of family expressiveness predicted abuse. In both cases, depression, family conflict, and parental distress were predictive factors [70]. Deployment appears to be another predictor. A 2017 analysis indicates that the risk for child abuse was highest within the first six months of a parent returning from deployment [133]. The risk of moderate-to-severe child maltreatment by a female civilian parent is 3.85 times higher during deployment than times of nondeployment [121]. In a study of 1,771 dual-parent families of enlisted Army soldiers who experienced at least one combat deployment between 2001 and 2004, a total of 1,858 parents abused their children [71]. Researchers found that the overall rate and severity of child abuse increased during combat-related deployments. Child neglect rates nearly doubled during deployment, but physical abuse rates decreased [71]. Furthermore, the rate of child abuse increased 30% for each 1% increase in active-duty military being deployed or returning from a military operation [72]. In a study focusing on risk factors for child maltreatment in military families for the first two years of life, the researchers found that that conditions surrounding birth were the most important factor linked to later maltreatment [188]. While this group was not at increased risk for birth defects, infants who were born early faced a much greater risk. In fact, infants born prematurely were more than twice as likely to experience maltreatment before reaching 2 years of age. Stressors unique to military life, such as deployments and relocations, can exacerbate maltreatment [188]. The study also found that children born to older service members were less likely to experience maltreatment. This finding aligns with a large body of research showing that younger parents, both in military and civilian populations, are at greater risk for perpetrating child maltreatment than their older counterparts [188].
Continual relocations can be stressful for military families, leading to isolation and uprooting of social supports. Challenges with shifting family roles, high levels of anxiety when a spouse is deployed, job stress, and mental health issues are all stressors experienced by military families [189]. Furthermore, the military environment does offer safety nets and resources, including comprehensive health care, family services, and housing allowances for military families [156]. However, the positive core military values of duty and honor may make service members reluctant to seek help. Family problems are often viewed as a sign of weakness, and allegations of child abuse are often perceived to risk jeopardizing a service member's career path [156].

SUBSTANCE AND ALCOHOL ABUSE



Among all military service members, the overall prevalence rate for heavy alcohol use in the past 12 months is 5.4% [73]. A Department of Defense report indicates that the heaviest rates of drinking were among Marines (12.4%), followed by the Navy (6%), Army (4.1%), Coast Guard (3.5%), and Air Force (2.7%) [73]. When comparing illicit substance use among civilian and military populations, civilian past-year usage is higher (16.6%) compared with military servicemen and women (0.7%). This lower rate of illicit substance use is due in part to the military's random testing procedures and zero-tolerance policies [73]. According to the Department of Defense, in 2021, there were 100,000 deaths related to opioid misuse, an increase of 15% compared with 2020 [158]. There has been some speculation that veterans and service members with PTSD may be self-medicating with opioids [158]. Military spouses are also affected by the opioid crisis. In one study, 48% of military spouses had employed their health insurance to fill at least one opioid prescription in the Military Health System during a two-year time period [159]. During this same time, 7% met the criteria for high-risk opioid prescriptions. Adverse childhood experiences, social isolation, and experiencing physical pain were predictors of high-risk opioid prescriptions.
Binge drinking has spiked since the wars in Iraq and Afghanistan started; in 2008, almost half of active-duty military members reported binge drinking [122]. Based on secondary data analysis from Millennium Cohort Study, heavy drinking was associated with military separation, particularly for female service members [160]. In that same time, the use of prescription pain medications (particularly opioids) has increased; between 2001 and 2009, the number of prescriptions written by military physicians increased fourfold [122]. Analysis of the 2001–2018 Defense Medical Epidemiology Database, including data for 208,870 active-duty service members, the incidence rate of alcohol use disorder was 6.4 to 10.5 among 1,000 service members. For alcohol dependence, rates ranged from 5.2 to 7.1 per 1,000 service members. The researchers also found that diagnoses of new-onset alcohol use disorder occurred most frequently among White, male, non-married, U.S. Army service members 20 to 24 years of age in the enlisted pay grades of E-1 to E-4 (junior enlisted ranks and the lowest enlisted pay grades in the Army) [190]. Because drugs and alcohol can inhibit negative feelings and disconcerting memories, it may be used to self-medicate, particularly among those who have witnessed or experienced suffering related to war and deployment.
Substance and alcohol abuse can cause tremendous harm, strain, and burden on the family system. It inevitably impacts communications, roles, finances, routines, parenting, employment, and other dimensions of family life [74]. The Stress-Strain-Coping-Support (SSCS) model has been employed to understand how substance and alcohol abuse impact the family [75]. This framework postulates that: a family member using substances or alcohol causes stress and strain on the entire family; family members may exhibit stress or strain through a variety of physical, emotional, and psychological symptoms; family members frequently try to determine what is wrong and what they can do to fix the problem; and the way family members cope and respond to the situation is often influenced by how others in their immediate social support system respond [75].
For military families, deployment and reintegration trigger additional stressors that can lead to substance and alcohol abuse. For example, servicemen and women returning from deployment have a higher prevalence rate of new-onset drinking problems compared to nondeployed active-duty personnel [76]. In a study examining veterans returning from Iraq, 13.9% of the veterans were determined to have probable post-traumatic stress disorder (PTSD), 39% probable alcohol misuse, and 3% probable substance abuse [77]. Military members who have been in combat and who have PTSD are more likely use substances and alcohol to cope [78]. However, one study found that a clinical diagnosis of PTSD was a less important predictor of alcohol, substance, or aggressive behavioral problems than the presence of symptoms of a stress response [78]. In another study, the prevalence rate for alcohol use disorder among transgender service members was 8.6%; the rate for drug use disorders was 7.2%, and the rate of comorbid alcohol and drug use disorders was 3.1% [161]. Social and economic stressors, such as housing instability, family problems, and military sexual trauma, were more prevalent among this group. The authors recommended targeting social and economic risk factors in screening and interventions for this highly marginalized group.
Lack of access to specialized health services may also be a concern for military members and family members. One study examined tendencies of behavioral health treatment facilities to accept military insurance, be located within a 30minute drive of a military installation, and offer programs specifically designed for activeduty service members or military families [191]. The analysis showed that nearly onethird of installations were at risk of being located far from any nearby behavioral health treatment facility. Among facilities that were nearby and accepted military insurance, only about 25% offered programs tailored to the unique needs of military members or their families. The lack of specialized programs suggests that many facilities may not be well-prepared to address militaryspecific stressors, which could negatively affect the health and wellbeing of this population.


8. ASSESSMENT



Military personnel returning from deployment are required to complete the Post-Deployment Health Assessment (PDHA) [79]. This medical screener is composed of 10 mental health questions and is completed by a medical provider within 30 days of returning from military assignment [79]. It also requires certification by an authorized healthcare provider. In addition, the mental health departments in the Army and Navy use the Post-Deployment Psychological Screener, which consists of 22 questions assessing for symptoms for depression, PTSD, communication issues, interpersonal problems, alcohol abuse, and anger [79]. These screening tools were developed to standardize postdeployment mental health evaluations and improve identification of service members at risk for ongoing psychological difficulties. PTSD is commonly assessed due to the many distressing events that military personnel experience in combat. However, avoidance behaviors such as substance and alcohol abuse, withdrawing from others, and dissociating should be assessed as well [80].
Holistic family assessments that include the family, community, school, and social structures are crucial to understanding how deployment and reintegration affect each family member's emotional, social, spiritual, psychological, and physical well-being and how these domains are impacted by the larger environment. As such, the ecologic theoretical framework and the person-in-environment perspective are beneficial in evaluating military families' needs [81]. For some families, a military member's injury may affect the family system and result in new challenges in the family in terms of roles, communication, stress, and coping skills [81].
For other families, combat stress can trigger secondary traumatization for family members [82]. Those who witness their loved one's startled responses, nightmares, irritability, sleep difficulties, and hypervigilance may express fear and anxiety, particularly children [79]. Therefore, family members should be included in assessments. Children should be assessed for behavioral issues. Difficulties in school, declining grades, poor peer relationships, and/or aggressive behaviors should be noted, as they may be symptoms of difficulty adjusting to family transitions [82]. Parents should be asked about overall family functioning and adjustment and how they are dealing with child-rearing.
VISUAL ASSESSMENT TOOLS



Visual assessment tools can be helpful during the assessment phase. Deployment narrative maps, for example, can be used. The goal with these tools is to have family members tell their stories about deployment individually and describe how it brought about concerns, stresses, and challenges [82]. Any family challenges identified in the stories are graphically depicted on a timeline. After everyone completes their narrative, all family members are brought into a family session to review the deployment narrative maps and see how certain events triggered stress or reactions. Not only can narrative maps be used as an assessment tool but they can instigate greater communication and foster problem-solving strategies [82].
Genograms are another useful visual assessment tool that can be employed to help families see intergenerational transmissions of trauma, mental health issues, emotional disturbances, behavioral problems, and patterns of coping [39]. Risk factors and protective factors/strengths can be identified, which can be empowering for families [39]. Given the unique needs and circumstances of military families, military genograms are tailored to address specific challenges. For example, the following assessment questions may be used to generate a military genogram [39]:
    
	What is the military member's history of service, rank, length of service, honors, discharge status, and nature of discharge?
	What is the immediate family's attitude toward the military?
	What is the extended family's attitude toward the military?
	What is the family's cultural attitude toward military service? Attitude toward war?
	Was the military family member drafted or did they volunteer?
	Has the service member served during a time of war? If so, when? What war(s)?
	Has the military family member ever experienced wartime trauma? If so, what? Has it affected their functioning? If so, how?
	Has the service member experienced and/or witnessed casualties, injuries, disabilities, or prisoners of war?
	Did the service member lose friends or comrades in a war? If so, how many? What were the circumstances?
	What is the level of self-disclosure about the military experiences for the service member?
	What is the attitude toward mental health treatment or emotional illness?
	Does the service member have a drinking/drug use problem? If so, was it a problem prior to deployment?
	Does the service member use military-extended networks or Veterans Affairs services?
	What was the service member's role prior to deployment? Has it changed post-deployment?
	What are the family members' political affiliations?
	Does the family live on or off base?
	What is the current sociopolitical climate and how does it impact the family?


An ecomap and a genogram may be employed when analyzing how deployment affects various generations in a family system [123]. An ecomap is a visual depiction that portrays all the systems at play in an individual's life (i.e., micro, mezzo, and macro). Within each system, a genogram diagrams each generation. For example, on the microsystem level, the practitioner would assess how relationships and roles are negatively affected by deployment and post-deployment with an emphasis on multidirectional effects [123]. Genograms and ecomaps can lay a foundation for meaningful, family-focused discussion, offering a visual representation of family relationships that highlights both strengths and areas of concern. These tools also facilitate engagement by creating an effective entry point for family-centered communication and dialogue [192].
A military genogram is meant to be used within a solution-focused framework; instead of focusing on problems and barriers, the goal is to identify strengths and protective mechanisms and to generate concrete, specific, and workable tasks for the military member and family members to work toward [39].

ONLINE RESOURCES



The Department of Defense maintains a website, https://health.mil/Military-Health-Topics/Centers-of-Excellence/Psychological-Health-Center-of-Excellence/PHCoE-Clinician-Resources, that offers self-assessment tools for use by the military community, their families, and practitioners [83]. If a practitioner has a meeting with a military family member or military personnel, he/she can use this online resource portal to learn more about military culture and services offered by the military and/or use the military-specific online assessments or handouts [83]. Future interventions can also be designed using the resources offered online, including plans that include viewing videos about anger, PTSD, depression, adjustment, and wellness and completing assignments based on the information provided for future sessions [83].


9. INTERVENTIONS



Collaborative relationships between practitioners in the civilian and military community are important [15]. Many veteran medical centers offer family psychoeducation services. However, military personnel and their families may not always seek mental health, counseling, and social services from the military. Therefore, providers in the civilian community should have a good understanding of the dynamics and issues military personnel and their family members' experience. In terms of communication style, military personnel are trained to communicate in a direct, task-focused manner, which can differ markedly from communication norms in civilian therapeutic settings [193]. This can create barriers to collaborative decision-making. When civilian clinicians lack familiarity with military culture, this communication style may be misinterpreted as hostility or disrespect, shifting clinical attention away from treatment goals and toward perceived interpersonal problems. Some military personnel and/or family members may be fearful of seeking help due to stigma. This fear may limit willingness to express preferences or disclose critical symptoms, undermining shared decision-making. To address this challenge, clinicians should pursue training in military cultural competence, including understanding normative military communication and the challenges of transitioning to civilian life. Such training enables clinicians to adapt their responses appropriately and maintain focus on veterans' treatment needs rather than misperceived communication style [193].
EMOTIONAL REGULATION



Interventions to teach family members and military personnel how to regulate emotional responses, such as anger, frustration, and numbness, are vital. This includes skills such as deep breathing, yoga, meditation, exercise, and other deactivation activities that can decrease the intensity of stress reactions and even trauma [84]. When a deployed man or woman returns home, it is inevitable that things will have changed for the whole family. All family members will have to adapt to a "new normal" [84]. This "new normal" may mean adjusting to physical injuries and the new caregiving activities associated with new limitations. Practitioners may help the caregiving spouse engage in self-care and reduce stress [85]. During deployment, there is also a "new normal," however temporary, and the now single parent may benefit from concrete child-rearing and parenting strategies (e.g., specific scripts to use when feeling angry or tips for providing clear directions to children) [85]. Similarly, children may require assistance regulating their emotions and communicating their fears and anxieties when a parent deploys or returns home injured or traumatized [85].

FAMILY EDUCATION AND SUPPORT



Military families can benefit from education and support during the various phases of the deployment cycle. As discussed, each phase brings unique stressors and challenges, and interventions should be tailored both to the family and to the phase. One resource is Families OverComing Under Stress (FOCUS), a service initiated by the Navy's Bureau of Medicine and Surgery, tailored for military family members and offered at 18 Navy and Marine Corps installations across the United States and Japan with the goal of providing family resiliency services [86]. Family members can use the tools available online at https://www.focusproject.org to develop or enhance their ability to regulate emotions, communicate, problem solve, set goals, and manage deployment.
The Military and Family Life Counseling Program is available for active-duty service members and their family members, National Guard and reserve service members (regardless of activation status) and their family members, designated Department of Defense expeditionary civilians and their family members, and survivors [134]. The program supports service members, their families, and survivors with nonmedical counseling worldwide. Issues that may be addressed through this counseling include improving relationships at home and work, stress management, adjustment difficulties, parenting, and grief or loss. Active suicidal or homicidal thoughts, sexual assault, child abuse, domestic violence, alcohol and substance use disorders, or serious mental health conditions are not appropriately addressed through these programs [134].



Visit Families OverComing Under Stress (FOCUS) online resiliency training at http://www.focusproject.org, and explore
        the interactive, online educational tool that helps military families become stronger in
        the face of challenges.


The Sesame Workshop provides a service to military family members and children addressing the challenges related to deployment [8,124]. In videos and toolkits created specifically for young children, familiar characters work through issues of grief, coping with parental absence or injuries, and new traditions. The initiative also provides materials for parents with information on starting difficult conversations with young children and using appropriate language. Families can view various videos together and have the opportunity to talk about the feelings and emotions they experience.



Visit the Sesame Street for Military Families website at https://sesamestreetformilitaryfamilies.org for videos and tools for discussing
        deployment and related feelings with young children.


After Deployment Parent Training Tools (ADAPT) (https://adaptparenting.org) offers evidence-based services and psychoeducation focusing on empowering military parents to use effective parenting skills [194]. In a randomized controlled study with 336 military family members, researchers found that participation in the ADAPT program was associated with enhanced parenting practices, particularly for mothers who entered the program with average or moderately developed parenting skills [195]. These improvements were linked to reductions in children's externalizing behaviors. Among fathers, the program primarily served as a protective function, helping to maintain positive parenting behaviors over time for those who initially demonstrated typical levels of effective parenting.
Strong Families Strong Forces (SFSF) ( https://www.bu.edu/sfsf) uses mindfulness techniques with parenting instruction to help parents become more aware of their own behaviors. By emphasizing attention to the present moment, the program encouraged parents to be more intentional and responsive during interactions with their children [194].
Traditional psychoeducation can also be adapted for the different issues related to deployment and military life. One example is a psychoeducational program for families of veterans who have experienced traumatic brain injury [87]. Some family members and veterans may not understand trauma and blame themselves for symptoms or feel that they have somehow triggered certain behaviors. Psychoeducation can help reduce stigma and provide educational information and support [162]. Educational workshops and group sessions would include topics such as injury, stigma, communication, marital commitment and distress, focused strategies and problem-solving skills, and family functioning [87]. Other family educational topics could include parenting skills, coping with stress, violence, coping with loneliness and isolation, and adjusting to loss [109].

FAMILY THERAPY



As discussed, family systems theory maintains that the family is composed of subsystems that are defined by boundaries, rules, power structures, and rituals, and stress and challenges will inevitably affect the entire family system [30]. Establishing a "new normal" for military families after the return of a military spouse is often the primary goal for family therapy. The family therapist can facilitate communication in order to generate a shared story of the deployment and its effects on the present and the future [84].
Another goal for family therapy is to address the stress emanating from all phases of a deployment. A therapist can help assist the nondeployed parent to establish equilibrium in the family system by maintaining existing rules, routines, and rituals during all phases of deployment [85]. Humans in general, but particularly children, strive for stability and predictability, so maintaining routines, rules, and rituals can be very grounding [85]. Before deployment, spouses should work together to agree on parenting, disciplining, and child-rearing practices so a united front is presented to children [85].
Because the family system is not isolated, it is important for family therapists to garner resources from schools, the community, neighborhoods, and institutional systems. A community family therapist navigates networks and collaborates with various systems in order to supplement existing family strengths with external resources [88]. First, therapists may work with the client and family members to cope with the stressors specific to deployment and the military lifestyle; coping involves using both internal and external resources [88]. Second, the therapist assists the family in identifying a personal network system, which may consist of extended family members, friends, neighbors, and the community, that can be used for support. Practitioners can facilitate contact with available social services, such as day care, legal services, parenting classes, and other services, as needed. Concrete services, such as transportation, can be a barrier for some veterans and military family members. Rural veterans and family members are less likely to initiate family therapy [163]. However, once they are engaged, they are likely to continue family therapy past five sessions. It has been postulated that this difference may be in part due to barriers such as transportation or child care issues. Finally, practitioners should empower clients and family members so they may serve as advocates for other military families, in a sense giving back to their communities. This could involve a military spouse helping run a support group for other military family members and sharing his/her experiences [88]. Families that have successfully coped with the challenges associated with deployment are the best equipped to empower and support other military family members [89].

PROMOTION OF FAMILY RESILIENCE



A strengths-based approach may be used to develop interventions that promote family members' resilience [85]. This is crucial in a military context, in which self-sufficiency and strength are emphasized among military personnel and their family members. In these cases, a pathology-based model might impede military members and their families from seeking mental health and social services due to the stigma. Exploring spouses', parents', and children's strengths and how to integrate those identified strengths into interventions can foster empowerment and develop a collaborative relationship between the practitioner and families. Identifying goals rather than problems promotes a positive outlook toward the future [85].
Home visiting interventions have become more popular for military families in part because they reduce the stigma of public help-seeking [126]. These interventions are implemented in the home and reflect a strengths-based perspective; many help family members handle deployment, address communication challenges, cope with isolation and loneliness, and connect family members to support and resources [126].

TELEHEALTH



Telehealth is the practice of providing healthcare, health education, and related services through communication technologies when patients and providers are in different locations [196]. Although the U.S. Military Health System (MHS) was an early innovator of using telehealth for deployed settings beginning in the 1990s, adoption within non-deployed contexts progressed much more slowly. Compared with the Veterans Administration and large civilian health systems, the MHS faced administrative, regulatory, and policy barriers that limited the broader implementation of telehealth services [197].
Research indicates that telehealth services improve access to health care for military families by reducing barriers related to geographic distance, frequent relocations, and demanding military schedules [197]. Telehealth can decrease travel time and logistical challenges, allowing families to maintain continuity of care during deployments or other disruptions [197]. Telehealth services appears to produce similar outcomes as other formats, including in-person. A randomized experimental study recruited military families and randomly assigned them to an in-person family education group, individual telehealth, or an online, self-directed intervention [198]. The same educational content was employed in all three formats. Similar improvements in parenting skills were found in both the in-person and telehealth formats.
Telehealth has also been shown to be effective in delivering mental health treatments (e.g., care for PTSD, depression, and insomnia) to active-duty service members, which indirectly supports family well-being and stability [199]. In a study with 4,914 veterans and active-duty military personnel who were treated at a veteran clinic for depression, PTSD, or generalized anxiety disorders, participants were administered either telehealth or in-person treatment. Those who received telehealth treatment had slightly better clinical scores in all three disorders than the other treatment groups [200].

INTERPROFESSIONAL COLLABORATIONS IN THE MILITARY CONTEXT



The World Health Organization defines interprofessional collaboration as situations in which "multiple health workers from different professional backgrounds work together with patients, families, carers, and communities to deliver the highest quality of care across settings" [164]. It is a partnership or network of providers who work in a concerted and coordinated effort toward a common goal for clients and their families to improve health, mental health, social, and/or family outcomes [165]. Interprofessional collaboration deviates from the silo model and shifts to a team perspective. Efficiency, cost containment, and measurable outcomes are key to interprofessional collaboration.
The core features of interprofessional collaboration include sharing, interdependency, mutual trust, respect, and communication [166]. Interprofessional collaboration can be contextualized within the unique military environment. In a scoping review of literature, how the military context affected interdisciplinary health teams was explored [167]. For example, military rank disparity was found to have the potential to adversely affect communication and team cohesion. Because service members and their families often relocate, there can be near-constant turnover of staff members, making it difficult to promote team cohesion and trust. In the military health context, there can also be additional rules and regulations among the various disciplines. This can introduce confusion regarding roles and essential task completion. Team leaders in interprofessional teams report feeling uncomfortable and uncertain navigating role differences and approaches with members from other disciplines. It can be easy to revert to working in silos [201]. Ultimately, allied health professionals benefit from recognizing and respecting the distinct cultures of each discipline and developing confidence that all members of the team are working toward shared patient outcomes. Effective interprofessional collaboration depends on mutual respect, trust, and an appreciation of the unique yet complementary contributions of each profession, while also prioritizing and honoring the client's perspective [201]. Despite these potential barriers, the bonds of military service can be a unifying factor for interprofessional health teams [168]. A sense of camaraderie among team members, the common experience of being part of military culture, and being connected by core military values can promote interdependency and mutual trust and respect [168].

COLLABORATING WITH SCHOOLS



School-age children in military families do not necessarily attend a school for military children. It is estimated that more than 80% of military children attend public schools [127]. It is very important for practitioners to work with administrators and teachers to formulate holistic interventions for children of deployed parents. When schools integrate information related to the military into curricula, children from military families may feel there is less of a dichotomy between home and school. Children from non-military families may also gain greater empathy for schoolmates with a deployed parent. In English classes, a curriculum could include pen pal programs with deployed military personnel or reading novels with military themes [90]. Math classes could integrate calculations of differences in time zones [90]. Teachers in computer technology classes may design activities involving developing websites for deployed men and women that allow for posting encouraging notes, photos, or poems [90].
Practitioners can provide professional development or in-service training for teachers regarding best practices when working with children from military families. Outlining the deployment cycle and normal reactions versus more problematic academic, emotional, and behavioral issues that require referrals is vital, as are teaching strategies to help children who are in transition [90,127,144]. Schools can also support children and parents of the military by offering extra services, such as support groups or seminars on coping, dealing with anger, and/or communication. Students who have a deployed parent may benefit from partnering with others for peer support [90].

TRAUMA-INFORMED CARE



A trauma-informed care framework is based on the assumption that trauma is pervasive and insidious, affecting individuals, systems (including families), and organizations. Trauma-informed care operates from a strengths perspective rather than a deficits perspective [162]. There are five main principles of trauma-informed care [162]:
    
	Safety
	Trustworthiness
	Choice
	Collaboration
	Empowerment


The goal of trauma-informed care interventions is to support service members and military families who have been exposed to trauma. As discussed, aside from military-specific trauma, military families are vulnerable to intimate traumas, such as partner violence, child abuse and neglect, and substance use disorders. Children may develop trauma-related symptoms, such as nightmares, hyperarousal, flashbacks, and changes in mood [169]. Spouses of veterans who experience PTSD or traumatic brain injury also experience higher levels of sleep disturbances, headaches, depression, and anxiety [170]. Taking a trauma-informed approach to the care of military families builds rapport and improves outcomes.


10. ETHICAL ISSUES



Unique ethical issues emerge when working with military personnel and their families. Throughout this course, no distinction was made between practitioners who are affiliated with the military and those who are civilians. However, there are specific ethical issues that emerge for the military practitioner, and this section will cover both scenarios.
DUAL RELATIONSHIPS



One of the main ethical dilemmas for practitioners employed by the military is the issue of dual relationships. Practitioners working with military families often have multiple roles, which can cause ethical tension [128]. They may be the only provider in a small unit or work closely in a unit in which colleagues may also be patients and part of the same chain of command. These situations can limit access to peer support and increase pressure on the provider. As a result, professional boundaries may become less clear, and ethical challenges related to the provider-patient relationship may be intensified [202]. A counselor has a goal of building rapport and conveying empathy, but this can be difficult if the counselor outranks the client. Alternatively, counselors are expected to act in the role of expert, but this can be difficult if he or she is subordinate to the client [128]. Furthermore, practitioners who reside and work on military bases may frequently encounter their military clients and family members, which challenges personal and professional boundaries [171].
In general, practitioners have two obligations: to the client (i.e., the military member and/or his or her family member) and to the military institution (e.g., the Department of Defense) [91,92]. This is also referred to as mixed or dual agency, indicating the military practitioner must take into account the needs of both the client and the military [91]. For example, if a military member is referred by his commander for an evaluation to determine if he is fit for duty, the practitioner must take into consideration both the needs of the mission and the well-being of the individual [171]. This then raises the ethical issue of beneficence and determining whose best interest is ultimately to be served [93,171]. The civilian practitioner's focus is on the client's best interest, but in the military environment, multiple stakeholders are often involved, all of whom have a vested interest in the military member's disposition [93]. Unfortunately, referring to one's professional code of ethics and the mandates of the Department of Defense is not always definitive. There can be incongruities between the two, which can result in dissonance for the military practitioner [93]. Civilian practitioners do not confront the issue of dual relationships as strongly because they do not have an affiliation with the military and can refer the client elsewhere. However, this is not an option for the military practitioner [92]. Furthermore, military practitioners may be more likely to see their clients in day-to-day settings (e.g., at the commissary), making boundary crossings more likely [128].

CONFIDENTIALITY



Another ethical challenge is in the area of client confidentiality and informed consent. In a civilian environment, confidentiality in the client/practitioner relationship is paramount. However, in the military environment, client records usually belong to the military, not the practitioner [92]. Military commanders may feel a client's information is crucial to the management and safety of the unit. Consider a military family member who seeks counseling. If a military commander contacts the practitioner for information on the case because she feels that issues at home affect the military member and ultimately the unit, a civilian practitioner could easily invoke confidentiality. They may experience pressure from high-ranking officers who place mission demands above the wellbeing of patients or providers and, at times, above ethical considerations [202]. However, military practitioners have additional reporting obligations that are not part of the usual protocols as delineated in the ethical codes for counseling, social work, or psychology [129,172]. Consequently, they may feel that their responsibilities to their employers and/or higher-ranking officers are more important. Military clients should be advised of the different components of informed consent and, particularly, the limits of confidentiality.
The ethical values of self-determination/autonomy and social justice that underpin professional ethical codes take on different meanings in the military environment [94]. Practitioners working with military personnel and their family members must resolve the needs of the military along with the needs of the client [94]. Informed consent forms should clearly outline the limits to confidentiality outside standard protocols [128,129].

CULTURAL COMPETENCE



Although veterans and their families can access mental and behavioral health services within the military system, it is often common for families to seek care from providers outside the military setting. Some may even want practitioners from the "outside" due to fear of stigma or lack of privacy or due to long waiting periods for care within the military system [203]. Consequently, for civilian practitioners, cultural competence is one of the most salient ethical challenges when working with military personnel and family members [95,173]. This concept is known as military cultural competence, which refers to a mental health professional's ability to recognize, understand, and incorporate military values, experiences, terminology, and social norms into effective clinical care [204].
Civilian practitioners without a longstanding history and experience working with military personnel and their family members will find that the military is a distinct cultural entity. In many cases, professional training does not adequately prepare practitioners to work in this environment. In fact, in qualitative interviews with counselors and supervisors, they indicated that there are tremendous differences in working with civilian clients compared to military clients. They consider it a privilege to work with military clients, but they felt they needed more training to foster greater military cultural awareness and to increase their skills in working with this population and their unique needs [204]. The first area for civilian practitioners to become familiar with is the military language, norms, and etiquette [95,173]. Military-specific acronyms, procedures, ranks, and terms associated with missions and the general lifestyle arise frequently in work with military personnel and their family members. Practitioners who do not have a full grasp of the meanings of these terms can miss crucial information during the assessment and treatment phases. Stopping to ask for a definition of a term during the therapeutic encounter can interrupt the flow and impede the clinical process in addition to jeopardizing the practitioner's credibility [95]. Civilian practitioners should seek supervision from a practitioner who has experience in working in the military mental health system [129].

VICARIOUS TRAUMA AND SELF-CARE



For both military and civilian practitioners, the issues of vicarious (or secondary) trauma, self-awareness, moral injury, and self-care are vital [173]. The stressors and challenges encountered when working with military members and their families can trigger acute trauma reactions, burnout, and compassion fatigue, which can ultimately have negative outcomes for a practitioner's professional competence.
Burnout refers to extreme stress experienced by practitioners that depletes emotional, mental, physical, and psychological resources [96]. Signs of burnout include depression, physical and mental exhaustion, anger, cynicism, acting out, frustration, lack of productivity at work, and difficulty controlling feelings [97]. A practitioner experiencing burnout often feels drained or tired and at times emotionally detached from clients [96]. Vicarious trauma is defined as "the natural, consequent behaviors and emotions resulting from knowledge about a traumatizing event experienced by a significant other. It is the stress resulting from helping or wanting to help a traumatized or suffering person" [98]. Vicarious trauma can affect practitioners' beliefs about the world, others, and self, including concepts of safety, trust, control, and intimacy [99]. Hearing stories of trauma, military missions, and killings, as well as family members' anxieties and fears, can affect practitioners' worldviews, their own sense of safety and control, and sense of self [100]. Some practitioners will help deal with a military member's death and family members' loss and grief, which can ultimately raise personal reactions to death [100].
The concept of moral injury was originally used to describe the deep emotional and psychological distress service members experience after acting in, witnessing, or being unable to prevent events that violate their personal moral beliefs [202]. The symptoms of moral injury may include feelings of shame, existential conflict, guilt, anxiety, and distrust. Providers working with military clients may encounter distinct ethical challenges that can contribute to moral injury. Challenges can include unclear rules about confidentiality and required communication with command or balancing mission demands or systems preferences with patient safety. These challenges can then cause moral conflict, knowing that they did not deliver high quality care [202].
Practitioners should engage in self-care techniques, including seeking social support, spending time with friends, engaging in hobbies and recreational activities, and seeking out other professionals for consultation and professional supervision in order to address vicarious trauma and avoid burnout. Practitioners should also exercise self-compassion, which involves being gentle with oneself, realizing that everyone has failings, and acknowledging it is not possible to do everything [130]. Along with vicarious trauma, there can also be personal post-traumatic growth [130]. By focusing on the potential to grow as a person and professional, coping can be enhanced.


11. CONCLUSION



Since September 2001, military families have been experiencing longer and more frequent deployments. More than 2.77 million members of the U.S. Armed Forces have now served on 5.4 million deployments in the Iraq and Afghanistan wars beginning in 2001 and 2003, respectively [101]. For each deployment, those left behind continue caring for their families, raising children, and navigating the different challenges that come with the day-to-day aspects of life. Military families have to create and adapt to a "new normal" when an individual is deployed while coping with the continual worry for their safety and ambiguous loss, which can be taxing for the entire family. Practitioners can work with families to facilitate the identification of family members' inner resources and resiliencies, empower family members and military personnel, and link families with various resources.

12. RESOURCES



Blues Star Families

        https://bluestarfam.org
      

Center for Deployment Psychology

        https://deploymentpsych.org
      

Families OverComing Under Stress (FOCUS): Resilience Training
          for Military Families

        https://focusproject.org
      

Military Health System

        https://www.health.mil/About-MHS
      

Military.com Spouse

        https://www.military.com/spouse
      

MilitaryBridge

        https://www.militarybridge.com
      

Military Family Advisory Network

        https://www.mfan.org
      

Military Kids Connect

        https://militarykidsconnect.health.mil
      

Military One Source

        https://www.militaryonesource.mil
      

National Guard Family Program

        https://www.militaryonesource.mil/national-guard/national-guard-family-program
      

National Military Family Association

        https://www.militaryfamily.org
      

Operation Homefront

        https://www.operationhomefront.org
      

Our Military Kids

        https://www.ourmilitarykids.org
      

SAFE Program: Mental Health Facts for
        Families

        https://www.ouhsc.edu/safeprogram
      

Sesame Street for Military Families

        https://sesameworkshop.org/our-work/impact-areas/military-families
      

U.S. Army Quality of Life

        https://www.army.mil/qualityoflife
      

U.S. Department of Defense Deployment Health Assessment
          Programs

        https://www.usar.army.mil/DHAP
      

U.S. Department of Veterans Affairs
National Center for PTSD

        https://www.ptsd.va.gov
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