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ABSTRACT 

Military nurses are often faced with uncertainty in 

their careers. The potential for deployment raises several 

concerns: family security, personal safety, and appropriate 

training to meet the requirements of deployment. 

Effectively managing these concerns necessitates coping 

skills and a supportive environment. 

Using grounded theory, three Air Force nurses were 

interviewed about their experience of deployment in support 

of Desert Shield/Storm. From these interviews, a theory 

emerged of Camaraderie, Patriotism, and Personal Growth as 

defining the experience. Camaraderie had three dimensions: 

Physical, Emotional, and Psychological. Despite the 

stressors encountered throughout the period of time 

deployed, the experience was described as an overall 

positive event. 

This study was an initial attempt to define the 

experience of deployment. Nurses facing future deployments 

could use this theory to design supportive processes to 

ensure a positive experience. 
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CHAPTER 1 

INTRODUCTION 

A military operation involves sending American troops 

to a foreign land with a host of problems such as unfamiliar 

customs, indigenous diseases, and the unknown dangers of 

war. On August 2, 1990, Iraqi troops invaded Kuwait, and in 

doing so, the lives of thousands of American men and women 

were changed. Responding to the orders of the President, 

470,000 American troops were deployed to the Middle East (an 

area also known as Southwest Asia, the Persian Gulf or 

generically as Saudi Arabia) in support of Desert Shield and 

later Desert Storm (Sorenson, 1991). The purpose of these 

two military operations was to liberate Kuwait and destroy 

Iraq's war making capabilities, hopefully establishing 

stability in this usually volatile area (Klare, 1991) . 

Statement of the Problem 

The threat of involvement in warfare is a given in the 

military; peacetime training focuses on wartime operations, 

and one of the main missions of the Air Force is to be 

prepared for war (Air Force Manual 1-1). Yet how 

individuals cope with the reality of deployment and war may 

not be able to be evaluated except under wartime conditions. 

Military training attempts to anticipate and mimic actual 
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battlefield conditions, yet personal reactions to 

deployment, separation from family, fear of personal safety, 

and ability to cope with overwhelming wartime injuries 

cannot be anticipated. Studies of Vietnam nurses (Baker, 

Menard & Johns, 1989; Barker, 1989; Luebking, 1988; 

McVicker, 1985; Norman, 1986, 1988, 1989; Paul, 1985; 

Schwartz, 1987) have described stress provoking conditions 

and the aftereffects of involvement in wartime nursing. 

However, the Vietnam conflict was 20 years ago, in a 

culturally different part of the world, lasted a 

significantly longer time, had more casualties, and did not 

enjoy the public support Desert Shield/Storm did. 

The diagnosis of Post Traumatic Stress Disorder (PTSD) 

has been primarily reserved for male veterans (Casper, 1984; 

Levenberg, 1983; Mullis, 1984). Lately, though, the 

scientific community has begun to recognize the unique 

aspects of PTSD for women veterans involved in military 

operations (Baker, Menard & Johns, 1989; Barker, 1989; 

Luebking, 1988; Norman, 1988; Paul, 1985: Schwartz, 1987). 

These women veterans were usually nurses, dating back to as 

early as Florence Nightingale. While the Air Force Nurse 

Corps is now 24% male, it is still predominantly a female 

branch within the Air Force. 

Because the Desert Shield/Storm operation has only 

recently been resolved, little has been written or explored 

about nurses1 experiences in this conflict. Therefore, the 
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focus of this study was to provide some insight into the 

thoughts and feelings of Air Force nurses who participated 

in this event. 

Research Questions 

1. What was the experience of deployment for Air Force 

nurses during Desert Shield/Storm? 

2. What methods did Air Force nurses use to cope with 

deployment during Desert Shield/Storm? 

3. How did the experience of deployment affect the Air 

Force nurses since their return? 

Purpose of the Study 

The purpose of this exploratory study was to describe 

the experiences of active duty Air Force nurses deployed to 

the Middle East in support of Desert Shield/Storm. These 

nurses served in a support hospital within the Southwest 

Asian theater, but were not on the front lines of the 

conflict. 

Significance of the Study 

The military purports to be prepared to support wartime 

conditions for any part of the world at all times. Medical 

training is allegedly realistic with simulated battlefield 

wounds and conditions. Special courses, such as the Combat 

Casualty Care Course (C4) and Battlefield Nursing (BFN), are 
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designed to provide medical personnel a realistic, in-the-

field experience (Carter, 1990; Ekblad, 1990; Hayunga, 

Donaldson, Sniffen & Holsinger 1988; Heydorn, 1990; Xenakis, 

Brooks & Balson, 1985; Yarrington, 1985). However, 

preparation of personnel for the stresses of deployment is 

not so clearcut. While temporary duty (TDY) away from home 

is a reality for most military personnel, involvement in 

personal danger and deployment for an unlimited time is not 

likely. 

The high likelihood of treating devastating injuries to 

young American men, and possibly women, is anxiety provoking 

for medical personnel. Vietnam nurses spoke of the swift 

evacuation of soldiers from the battle area with significant 

trauma, only to be stabilized and transferred on to further 

medical treatment or home (Barker, 1989; Luebking, 1988; 

McVicker, 1985, 1987; Norman, 1986; Schwartz, 1987). Rarely 

did nurses find out if an evacuated patient lived or died. 

The uncertainty of the outcomes of nursing interventions 

provided little sense of accomplishment. 

Understanding the experience of Desert Storm nurses is 

important for several reasons. First, training can be 

adjusted to reflect more realistically the actual medical 

and nursing management problems encountered with an Air 

Transportable Hospital (ATH). Secondly, leadership can be 

alerted to the needs of personnel and intervene at an early 

stage, promoting mental health and physical well being. 
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Thirdly, personal concerns can be addressed prior to and 

during deployment to minimize stress and maximize function. 

Summary 

The purpose and significance of studying the experience 

of Desert Shield/Storm nurses were introduced. Training and 

reality can differ for any situation. Recognizing 

shortfalls in current military training and identifying 

stress provoking factors can lead to improved readiness for 

future conflicts. The paucity of research on this recent 

event, plus the opportunity to compare experiences of 

Vietnam and Desert Shield/Storm nurses, makes this a 

valuable investigation for the military and the Nurse Corps. 
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CHAPTER 2 

LITERATURE REVIEW AND CONCEPTUAL ORIENTATION 

The conceptual orientation for this study is presented 

in this chapter. A review of pertinent previous studies of 

deployment of nurses to combat, as well as a description of 

military nursing and military medical care in combat 

situations is also discussed. 

Conceptual Orientation 

The threat of deployment is a unique aspect of military 

nursing. The potential for dislocation to a foreign area 

for an indefinite period time to care for severely injured 

soldiers is a distinct possibility for military nurses. 

Personal, professional, and military concerns about the 

deployment lead to a sense of stress about the uncertainty 

of the situation. This uncertainty, however, can be viewed 

as an opportunity, with specific coping strategies used to 

maintain the experience in an optimistic light. By using 

these mechanisms, a positive outcome to the experience and 

adaptation to the situation can result. Figure 1 represents 

the conceptual orientation of factors affecting the outcome 

of deployment on military nurses. 



Time 

family security 
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safety 
support of country 

training 
triage responsibility 
adequate equipment 
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social support 
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credible authority 
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Uncertainty 
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productive + Outcome 
interact with others (adaptation) 

Figure 1: Conceptual Orientation of Factors Affecting the 
Outcome of Deployment on Military Nurses. 
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Deployment. 

When a military member is notified of deployment to a 

combat situation, conflicting emotions ensue. A sense of 

patriotism, confidence in prior training, and a belief in 

one's ability to make a difference can create a sense of 

opportunity. Threats to personal safety, fear for family 

security while deployed and exposure to new cultures and 

indigenous diseases form personal concerns; the death or 

severe injury of friends, uncertainty that previous training 

will meet deployment needs, and an unspecified time of 

return to home present military considerations. Probably 

most overwhelming is the dissolution of familiar structure 

and fear of the unknown. Training and education may lessen 

the stress, yet it is hard to imagine no anxiety would 

exist. The result of this anxiety is to use defense and 

coping mechanisms to protect oneself from the stress of the 

unknown. Reactions may differ according to many factors 

such as previous deployment, local support, familiarity of 

events, strong leadership, specified length of deployment, 

and family and public support at home. These supports may 

temper the experience, but do not guarantee a positive 

outcome. 

Military nurses face more uncertainty in their jobs 

than their civilian counterparts. Not only must nurses 

maintain clinical skills, but the military officer role must 

be fulfilled as well. Also, clinical skills in peacetime 
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may not reflect wartime responsibilities, thereby requiring 

additional preparation in different nursing specialties. 

Personal responsibilities for family and self are shared by 

both civilian and military professionals, yet there are 

unique responsibilities military nurses must face, i.e., the 

risk of deployment or a remote assignment which must be 

performed without the family. 

The graceful juggling act of responsibilities depends 

on a certain security of expectation. The recent deployment 

to Southwest Asia is an excellent example of uncertainty 

added to a military lifestyle. The confusion over who would 

be deployed, to where, for what length of time, and what to 

expect affected all facets of the lives of military nurses. 

Clinical considerations included what type of casualties 

would be seen, the availability of necessary equipment and 

supplies, the appropriate training of the deploying staff, 

and recognition and treatment of exotic medical diseases. 

Military considerations included chain of command 

responsibilities, base security, proximity to combat, and 

cancellation of retirement or transfers. Personal 

responsibilities of the logistics of child care, arrangement 

of finances for mortgage/rent/bill payment, wills, care for 

pets and vehicles, and decisions concerning wedding, 

vacation, and education plans were forced by the threat of 

imminent deployment. 
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Clinical skills are a vital part of military nurses' 

performance, a significant portion of overall evaluation. 

The threat of deployment, however, puts stress on the 

preparation of military nurses for a wartime role. The 

appropriateness of training to meet the needs of the 

deployment scenario may or may not be realistic. The 

availability of and familiarity with equipment at the 

deployment site are other question to answer. Personal 

doubts about the ability to perform triage on seriously 

wounded soldiers can also increase stress. 

Military requirements for nurses are the same as for 

any officer. Rigid adherence to Department of Defense, Air 

Force, base, and hospital regulations is required. Rank 

must be respected. Fraternization, officers socializing 

with enlisted personnel, is forbidden and can result in 

dismissal from the military (Marrs & Read, 1987). Parades, 

special details, and Professional Military Education are 

additional duties that take place after duty hours or on 

days off. By virtue of officer status, a junior nurse, new 

to the military, has the responsibility of supervising 

enlisted personnel and making decisions concerning the unit 

and occasionally the hospital. 

When placed in a deployment situation, nurses must also 

consider military ramifications of their presence in the war 

zone. Establishing and following a chain of command can be 

difficult if personnel are placed in positions different 
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from their peacetime role. Considerations about base 

security—posting guards, issuing firearms for protection— 

become real. The distance from the actual battlefront makes 

decisions about staffing, preparation, mobility, and safety 

important components of the wartime role. 

Decisions about finances, housing, child care, 

education, and other facets of day to day life are more 

stressors for the military member. Military personnel are 

responsible for the behavior of all family members and can 

be counseled if one acts outside behavior defined as 

acceptable by the military. Even if deployed, the military 

member is held accountable; careers can be jeopardized by 

the actions of family members the military deems 

inappropriate. 

Personal issues are probably the most difficult to deal 

with. Leaving family and children places a strain on 

relationships, especially if those relationships are already 

somewhat tenuous. Concern for family safety and security 

can also weigh heavily on the mind of the deploying military 

member. Child care can be difficult for single parents or 

dual-military parents. Military requirements are such that 

provisions must be made for short and long term caretakers, 

in case of exercises or deployments. If notified for 

deployment, decisions about when to have the designated 

caretaker take over, and how the care will be managed cause 

a great deal of indecision and concern. 
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Another personal concern deals with the public 

perception of the military. Military members during World 

War II saw a proud public applaud their actions in defense 

of their country. However, during the Vietnam era, the 

public viewed military service with disdain; it viewed 

participation in the war a disgrace. Uncertainty about how 

another conflict would be perceived added a burden to the 

man or woman who followed the orders of their superiors. 

Stress of Uncertainty. 

Effective military nurses develop a strategy for 

maintaining equilibrium in all three areas of responsibility 

during peacetime. Clinical proficiency, military 

responsibility, and personal affairs can be effectively 

managed to allow progression within the military system. 

However, as recent events have demonstrated, the delicate 

equilibrium can be disturbed with the potential for 

disaster. 

The combined pressure of personal, professional, and 

military concerns, coupled with national security concerns 

and the vagaries of war, leads to a sense of uncertainty 

about all aspects of life for military nurses. A loss of 

control over the situation, and an inability to regain 

control, magnify the stress that the uncertain event brings. 
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Military nurses choose this lifestyle with its inherent 

risk of deployment. They can, however, take steps to 

control the uncertain aspects and frame it into a more 

palatable situation. Facets of Uncertainty theory (Mishel, 

1988) , a middle range theory, can explain the transition 

from initial uncertainty to adaptation. 

Coping. 

Credible authority, social support, and education can 

have a positive or negative effect on uncertainty by 

influencing the interpretation of the situation. Education 

provides a structure to the events by enlarging the 

knowledge base with which to associate these events, thus 

providing meaning and context. 

Credible authority fosters a degree of trust and 

confidence. If information is provided that is accurate, 

timely, and pertinent, workers may be able to frame the 

event with less uncertainty. Credible authority also 

provides judgment and recommendations of value. Trust and 

confidence lead to a lowered level of overall uncertainty, 

less ambiguity about the state of the deployment, and less 

perceived complexity concerning the actions to be taken 

(Mishel, 1988). 

Social supports provide feedback on the meaning of 

events. By discussing and having supportive interactions 
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with others, situations are clarified and aid people in 

forming a cognitive schema (Wortman, 1984). A network is 

established where each member depends on another member's 

expertise to handle various threatening events. Higher 

ranking members can offer newly assigned nurses emotional 

support and practical advice due to previous experiences. 

Those with more education are able to modify the 

uncertainty more rapidly than those with less education 

(Mishel, 1988). Therefore, it may be assumed that prior 

training with deployment and Air Transportable Hospitals 

would lessen anxiety because of knowledge of what is 

expected in terms of performance. 

Illusions assist with the appraisal of uncertainty by 

emphasizing the favorable aspects of the situation in order 

to cast the event as an opportunity. Illusions are 

particularly appropriate in situations in which individuals 

are helpless to influence the outcome, or in which the 

outcome has a negative, downward trajectory. Maintenance of 

hope depends on the existence of uncertainty. Illusions for 

the Desert Shield/Storm participants may have been the 

belief that Iraq would withdraw from Kuwait, that Western 

technology would overcome Eastern fanaticism or that the air 

war would eliminate the need for a ground war, thereby 

reducing personal threat and the potential for overwhelming 

casualties. 
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When the uncertainty situation is viewed as an 

opportunity, coping strategies are used to maintain the 

event in a positive light. If the alternative to viewing 

the situation has a high negative certainty, uncertainty may 

be more desirable. By viewing the uncertainty as an 

opportunity, perceptions of an absolute negative outcome are 

postponed. Hope is possible and can be an active state, 

thereby deflecting threats to the perception of reality. 

Coping strategies to maintain the sense of opportunity 

seek to buffer the individual from the event. Avoidance, 

selective ignoring, reordering priorities, and neutralizing 

maintain the positive outlook by blocking the input of new 

stimuli that could alter the opportunity appraisal. By 

minimizing information received, concentrating on 

similarities rather than differences of previous positive 

events, selective misinterpretation, making changes in life

style to focus on the positive aspects of unpredictability, 

the sense of opportunity and not danger is retained. Desert 

Shield/Storm participants may have minimized exposure to 

media reports, interpreted the air war as the only necessary 

intervention, or taken the "no news is good news" approach. 

Each method would allow a positive outlook to be retained. 

Outcome. 

Coping strategies for either the danger or opportunity 

appraisal allow for adaptation to the situation. Adaptation 



is defined as "biopsychosocial behavior occurring within a 

person's individually defined range of usual behavior" 

(Mishel, 1988, p. 231). This adaptation is a neutral zone 

which allows goal directed behavior to continue. It allows 

behavior to occur which is within the usual range of 

behavior for the individual. Appropriate functioning for 

deployed personnel may be manifested by the ability to 

interact with others and be productive in work. 

Military nursing necessitates the use of positive 

coping strategies because of the very nature of the military 

lifestyle—the unpredictability of world events, the needs 

of the entire military, and the bureaucratic hierarchy. The 

realist in the military knows that uncertainty is a given; 

however, by focusing on positive outcomes and effective 

coping, the military lifestyle offers many significant 

benefits. 

Military Nursing 

Nursing has long been affiliated with the military, but 

not always in a professional status. Nurses served during 

the American Revolution, but were usually women volunteers 

and "camp followers" who cooked and served food in the 

hospitals, although there was some tending of the sick and 

wounded (Chow, Hope, Nelson, Sokoloski & Wilson, 1978; 

Gabrielson, 1976; Nurses in War, 1970). During this time, 

Mary Hays nursed wounded soldiers in her husband's regiment 
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and carried water to the tired, thirsty soldiers; as a 

result of her efforts she was named Molly Pitcher 

(Gabrielson, 1976). 

During the Civil War time, it was unseemly for women of 

moral character to provide nursing care to strange men. 

However, when the war between the North and South broke out, 

more than 3,000 women volunteered to care for the sick and 

wounded (Nurses in War, 1970). Most of the nursing was done 

by untrained volunteers (Walt Whitman, Clara Barton, and 

Louisa May Alcott were among the volunteers) as well as 

enlisted soldiers, women from social or charitable 

organizations, Catholic sisters, "colored women," and paid 

practical nurses (Carnegie, 1984; Chow et al., 1978; 

Culpepper & Adams, 1988; Gabrielson, 1976; Kalisch & 

Kalisch, 1976a; Nurses in War, 1970). Sally Tompkins was 

commissioned a captain in the Army of the Confederate 

States, the first military nurse-officer (Civil War Nurses, 

1971). Dorothea Dix, more famous for her work with mentally 

ill patients, was appointed superintendent of women nurses 

for the North, authorizing her to assign women nurses to 

military hospitals. In 1862, four nuns boarded a steamer 

converted into a hospital ship and became the forerunners of 

the Navy Nurse Corps (Chow et al., 1978). "Nursing care on 

both sides was overwhelmed by the number of casualties, lack 

of supplies, and rudimentary equipment. Nearly half a 

million men died—by far the worst toll of any American war-
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-in battle, in hospitals, in prisons, or untended" (Nurses 

in War, 1970, p. 50). However, as a result of the work done 

by the women of the Civil War, establishment of trained 

nursing in the United States came into being (Culpepper & 

Adams, 1988; Gabrielson, 1976; Palmer, 1991). 

During the Spanish American war of 1898, trained nurses 

were available, but they were not organized; finally the 

Daughters of the American Revolution stepped in and headed 

the Army Nursing Service (Nurses in War, 1970). Nearly 

1,600 graduate nurses served during the war, and 13 were 

killed (Nurses in War, 1970). The Army Nurse Corps, under a 

nurse director, was authorized in 1901; the Navy Nurse Corps 

was established in 1908 (Chow et al., 1978; Nurses in War, 

1970). 

At the start of World War I, there were 400 Army nurses 

and 160 Navy nurses on active duty; at peak strength there 

were 23,000 (Chow et al., 1978; Nurses in War, 1970). The 

nurses served in casualty clearing stations and in field 

hospitals, and aboard hospital trains and ships. These 

nurses served without military rank or authority; their work 

was compounded by military aides who decided when and how 

much (or how little) they would help (Kalisch, 1976). They 

faced gas warfare, massed artillery, machine guns and 

influenza-pneumonia epidemics; they cared for starving 

children, scattered families, and the effects of famine and 

pestilence (Kalisch, 1976; Nurses in War, 1970). After much 
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debate in Congress, in 1920, nurses were awarded "the 

military and social rights and privileges of all regular 

officers and the right to wear the insignia of commissioned 

rank but...not...an identical pay scale with male officers" 

(Kalisch, 1976, p. 176). 

At the start of World War II, military nursing was well 

organized and well established. More than 70,000 registered 

nurses served in the Armed Forces, with more than 40 per 

cent of the nation's active nurses volunteering for service 

(Bullough, 1976; Nurses in War, 1970). The need for nurses 

to serve in the military created severe shortages in the 

civilian sector and in 1943, the U. S. Cadet Nurse Corps was 

established to subsidize nursing training in exchange for 

service to the government after graduation (Leone, 1987; 

Lynaugh, 1990). Two hundred Army nurses died during World 

War II, 16 from enemy action. Eighty two Army and Navy 

nurses were held as prisoners by the Japanese, tending to 

the sick and injured in prisoner camps (Gurney, 1987; 

Kalisch & Kalisch, 1976b). In 1947, full commissioned 

status of nurses was established, and segregation of Negro 

nurses was ended; in 1954, men were admitted to the Nurse 

Corps. 

The Air Force Nurse Corps was established in 1949, with 

1,199 nurses transferring from the Army Nurse Corps (Chow et 

al., 1978). The primary mission of the Air Force Nurse 

Corps in wartime is aeromedical evacuation of patients. 
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This goal is achieved through Air Transportable Hospitals 

(ATH) and Aeromedical Staging Facilities (ASF), as well as 

actual flight nursing. 

Nurses can now enter the Air Force through the Reserve 

Officer Training Corps (ROTC) or through direct accession. 

The ROTC program offers subsidized education at 

participating colleges while students receive military 

science courses and training and are commissioned in the Air 

Force upon graduation. Direct accession is application 

through a recruiter by a graduated nurse. In either case, a 

baccalaureate degree is necessary for consideration; 

however, a candidate may have an Associate Degree or Diploma 

in Nursing and a Bachelor's degree in an allied health field 

(Smith, 1991) and still be considered for the Nurse Corps. 

Nurses who have not yet been notified of State Boards 

results, or have less than one year of experience, can be 

accepted by the Air Force and placed in an internship 

program at specific Air Force hospitals throughout the 

United States. These programs offer a smooth transition 

from nursing school to clinical practice and from civilian 

to military nursing (Smith, 1991). After completion of the 

five month course, nurses are sent to their permanent duty 

stations. There, they receive orientation to the specific 

facility, and are then placed on a unit for unit 

orientation. Informal evaluation is performed throughout 

the orientation, with formal evaluation on an Officer 
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Progress Report (OPR) every six months for the first two 

years, then annually after that. 

Nurses requesting entrance to the Air Force with 

previous nursing experience can receive constructive credit 

by entering with a higher rank and therefore higher pay. 

Advanced degrees are also considered for constructive 

credit. 

While nurses are learning clinical skills, officership 

is also a duty requirement. Appropriate wear of the 

uniform, demonstrated leadership, proper use of the chain of 

command, and other military aspects of duty are evaluated 

along with clinical performance. Nurses can be excellent 

clinicians, but if military skills are lacking, evaluations 

can be downgraded and promotions withheld. 

Education is emphasized in the Air Force. Initial 

education comes from Military Indoctrination for Medical 

Service Officers or MIMSO. This two week course is the 

"basic training" for all medical service officers, including 

physicians, nurses, laboratory officers, hospital 

administrators, and other allied health professionals. This 

course covers Air Force protocol, wear of the uniform, Air 

Force customs and courtesies, and participation in 

Continuing Medical Readiness Training, a two day field 

exercise that covers camp security, chemical warfare and 

decontamination, military communications, and other wartime 

operations. After assignment to a permanent duty station, 
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hospitals provide annual Medical Readiness Training based on 

wartime tasking. 

Nurses are required to obtain 20 units of Continuing 

Education annually, often subsidized or provided by the Air 

Force. Specialty schools, such as Infection Control, Flight 

Nurse, Staff Development, Pediatric Nurse Practitioner, 

Nurse Midwife, and Nurse Anesthesia are also provided by the 

Air Force, with a commitment from the student to remain in 

the military for a specified period of time in exchange for 

the education. 

Professional Military Education (PME) such as Squadron 

Officer School (SOS) for junior officers, Air Command and 

Staff College (ACSC) for intermediate officers and Air War 

College (AWC) for senior officers is also required. These 

courses may be taken in residence in Montgomery, AL, or by 

correspondence. Each of these courses deals with military 

subjects from the history of the Air Force to tactics to 

international policy. Completion of these courses is 

essential for promotion. 

Combat Casualty Care 

One subject covered in Continuing Medical Readiness is 

the echelons of care for combat casualties. Exercises held 

periodically on base simulate combat situations and base 

hospitals are tasked with providing medical support. 

Understanding the basic function of wartime casualty 



management is essential for all medical personnel. The 

Combat Medicine Training Handbook outlines echelons of care 

(Yoakum, 1989) and triage procedures (Waller, 1989). 

First echelon (IE) care is provided by the soldier in 

the field. Basic first aid (Self Aid/Buddy Care) is taught 

to all military personnel through mandatory training 

programs. Bandaging and splinting, airway management, 

prevention of shock and hemorrhage, transportation of 

injured, and basic decontamination for chemical exposure are 

included in this training. Once IE care is provided and 

additional care is deemed necessary, patients are 

transported to Casualty Collection Points (CCP) for 

evacuation to medical treatment facilities. 

Initial professional medical care is provided at the 

second echelon (2E) facility. Each 2E unit is manned by in-

place personnel and/or deploying personnel and/or host 

national medical personnel where necessary. This facility 

is located behind battle lines, in a toxic-free environment. 

A small 2E facility is capable of supporting up to 1500 

personnel and is staffed with 79 medical personnel; a medium 

2E can support 4000 personnel with a staff of 165 medical 

personnel. Services provided at 2E facilities include 

decontamination of patients, triage, emergency airway 

management, removal of tourniquets and control of hemorrhage 

by major vessel ligation, life-saving emergency surgery, 

intravenous insertion by catheter or cutdown, chest tube 
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insertion, CPR with defibrillation, and initial blood 

therapy using group 0 blood. This facility is a 

stabilization center to prepare patients for transfer to 

more definitive medical care. 

Third echelon (3E) care has initial inpatient care 

provided in a field setting. An Air Transportable Hospital 

(ATH) or an existing building would be situated away from 

main operating bases and other priority targets but still 

considered within the combat zone. Water, electricity, and 

sewage as well as core areas such as Operating Rooms, 

laboratory and radiology would be available and functional. 

Advanced resuscitation with power driven equipment, repair 

of fractures using radiographic equipment, and crossmatching 

capability for blood therapy are available at 3E facilities. 

Additionally, wound surgery with pre- and post-operative 

intensive care, brief post-operative convalescence, and 

thoracic, abdominal, orthopedic and neurosurgery capability 

for stabilization of patients to be evacuated to 4E 

facilities are also provided. 

Air Transportable Hospitals (ATH) are fully functional 

medical treatment facilities that can be airlifted to any 

area to serve as a 3E facility. The ATH is packed on 

pallets in incremental sizes to provide a medical facility 

ranging from 12 to 50 beds. Emergency room, medical and 

surgical units, mental health, surgical suites, radiology, 

laboratory, supply, resterilization capabilities, and 
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administrative support are present, and are set up in a tent 

or an expandable room with collapsible walls and ceilings 

known as an Isolation (ISO) shelter. An ATH should be 

operational within 10 days of activation (Yoakum, 1989). 

Personnel assigned to the ATH are responsible for erecting, 

maintaining, staffing, and striking all tent facilities. 

Fourth echelon (4E) care is provided at the final in-

theater facilities, significantly removed from the combat 

zone. Usually these hospitals are "turn-key" setups, 

prepositioned fixed facilities with equipment available and 

maintained for contingency purposes. These hospitals are 

usually staffed with reservists or active duty personnel 

deployed from a stateside hospital. Treatment at 4E 

facilities is comprehensive, enhancing the surgical and 

mental health treatment already received at previous 

facilities. Longer term inpatient care is also available. 

Final disposition of patients is either a return to duty or 

evacuation to the continental United States for long term 

rehabilitation. Occasionally the term "fifth echelon" is 

used to designate these Veterans Administration and 

stateside military hospitals. 

At each of these echelons, triage or "sorting" occurs 

as the casualties arrive, and is ongoing throughout the 

treatment process as transportation and care requirements 

change. This triage is used to establish priorities of care 

and plan treatment sequences. 
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Minimal category patients require only minor 

professional treatment on an ambulatory basis. They receive 

priority care to return to duty as quickly as possible. 

Examples of minimal injuries include small lacerations or 

contusions, closed fractures of small bones, and second 

degree burns of less than 20% of the body not including the 

face, hands or feet. 

Immediate casualties receive highest priority for 

professional care because of life threatening conditions or 

moderate injuries that are treatable with minimal time, 

personnel, and supplies. The chance of recovery is good for 

these patients. Examples of the immediate categorization 

include respiratory obstruction from mechanical causes, 

pneumothorax, maxillofacial wounds in which asphyxia exists 

or is likely to develop, hemorrhage from an accessible site 

and open fractures of major bones. 

Delayed injures have a definitive treatment that can be 

put off without jeopardy until other, more immediate, 

casualties are taken care of. Patients with visceral 

injuries, wounds of the abdomen and urinary tract, and burns 

of hands, feet, genitalia, and perineum, moderate 

lacerations without bleeding, closed fractures of major 

bones, non-critical central nervous system injuries and 

second degree burns of 20-40% of the body surface area are 

examples of delayed casualties. 
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Expectant patients would require extensive therapy and 

personnel for care, detrimental to others especially during 

the initial stages of a mass casualty situation. These 

patients receive comfort measures and conservative emergency 

care, and are reassessed once all other patients are 

treated. Expectant injuries include critical respiratory 

and central nervous system injuries, and severe multiple 

injuries or burns of over 40% of the body surface area. 

Military nurses often function in the role of triage 

officer, a very stressful and traumatic process. Military 

triage differs from its civilian counterpart in that the 

least injured are treated first, and decisions are made to 

delay and/or withhold treatment from the most severely 

injured soldiers. Nurses often think they are playing God 

and are often overwhelmed by the extent of injuries 

presented to them during triage procedures. Many have 

flashbacks of young soldiers who have died in their care, 

fostering Post Traumatic Stress Disorder and survivor guilt 

symptoms (Barker, 1989; Luebking, 1988; Paul, 1985; 

Schwartz, 1987). 

Military Nurses Experiences in the Literature 

The experiences of military nurses in combat situations 

have not been fully investigated. Anecdotal, historical 

articles are available on the nurses of the Civil War 

(Culpepper & Adams, 1988; Kalisch & Kalisch, 1976a; RN, 
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1971); World War I (Kalisch, 1976) and II (Bullough, 1976; 

Curtis, 1984; Kalisch & Kalisch, 1976b), and Vietnam (Hartl, 

1991; Odom, 1986; Spelts, 1986). Historical overviews of 

the Army Nurse Corps (Sarnecky, 1989), Air Force Nurse Corps 

(Haritos, 1985), and all government sponsored nursing 

services (Chow et al., 1978) are also available. Even the 

depiction of nurses in World War II era movies (Kalisch, 

1981) and the experience of male nurses in Vietnam (Fosberg, 

1969) have been described. However, only recently has 

research been conducted on nurses' experiences and 

aftereffects of serving in a war zone. 

The Vietnam Experience 

The role of women in a combat area, and the impact of 

that experience, is now starting to emerge. Luebking 

(1988), McVicker (1985, 1987) and Schwartz (1987) chronicled 

the experience of Vietnam nurses before, during, and after 

serving in Vietnam. Their descriptions of long hours, 

limited living conditions, personal danger, and stresses of 

dealing with young casualties provide a picture of life in a 

war zone. Their descriptions of the aftereffects of this 

experience indicate that nurses were not unscathed from 

their participation. 

The nursing experience in Vietnam varied greatly, 

depending on branch of service and hospital assigned. While 

this disparity may have affected the experiences for most 
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military nurses assigned, it was a grueling year long 

struggle. 

Meticulous records have not been kept on the number of 

servicewomen who served in Vietnam. Accounts vary from 559 

(Van Devanter, 1985) to 11,000 (Rogers & Nickolaus, 1987); 

the exact number is not known, although 7,500 is considered 

the most quoted (McVicker, 1985). "The largest group of 

military women in Vietnam, approximately 86%, were military 

nurses; of that number, 72% were Army nurses" (Schwartz, 

1987, p. 170). Women in the military were not the only 

American women in Vietnam during the conflict. The American 

Red Cross, CIA, various church groups, State Department, the 

US Public Health Service, and the USO all sponsored 

hospitals and missions in Vietnam (McVicker, 1985; Schwartz, 

1987) . 

Army hospitals accounted for the largest contingent of 

military nurses in Vietnam. The Navy had two hospital 

ships, the USS Repose and USS Sanctuary, both stationed off 

the shore of South Vietnam, as well as fixed facilities, as 

in Cam Ranh Bay. Air Force nurses primarily flew air 

evacuation missions within Vietnam or from Vietnam to the 

Phillipines and Japan (Norman, 1986), then crews from the 

United States ferried patients back to the United States. 

Air Force nurses were not counted in the nursing strength 

stationed in Vietnam because they operated out of the 

Phillipines. 
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The bulk of research on Vietnam nurses has been done 

with Army nurses. Baker, Menard and Johns (1989) found the 

average Army nurse to be 24.1 years old when assigned to 

Vietnam, while Air Force nurses were an average age of 23.6 

and Navy nurses, 28.2. Between 60 and 85% of the Army 

nurses had six months to two years professional experience 

before Vietnam (Baker, Menard & Johns, 1989; McVicker, 1985; 

Norman, 1986)—some nurses went right from college to basic 

training to Vietnam; 90% of the Air Force and Navy nurses 

had two or more years of nursing experience (Baker, Menard & 

Johns, 1989). Nursing education was 62% diploma graduates 

(Baker, Menard, & Johns, 1989). Assignment to Vietnam was 

generally for a one year period, although the Army Student 

Nurse Program subsidized educational costs in exchange for a 

two year active duty commitment which often included 

Vietnam. The majority of nurses volunteered for duty in 

Vietnam, some for patriotic reasons, others because they 

thought their nursing skills were needed (Baker, Menard & 

Johns, 1989; Norman, 1986). 

Arrival in Vietnam was a confusing experience. After a 

24 hour flight, "the oppressive heat..., the fear of the 

unknown in the war, the strangeness of the foreign country, 

and the excitement of being part of the action" were initial 

impressions and feelings (Norman, 1986, p.52). Air Force 

and Navy nurses knew where they would be stationed before 

leaving the United States; Army nurses were given a choice 
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of assignment once in Vietnam (Norman, 1986). Combat and 

support units were not assigned en masse as in previous 

wars, but individuals arrived and departed on a replacement 

basis. "Everyone learned early that friends might not be 

around long. They might be killed, wounded, transferred to 

another base or sent on a 'freedom bird' back to 'The World' 

(America)" (Schwartz, 1987, p. 169). 

Housing assignments varied from comfortable to 

primitive (McVicker, 1985), from quonset huts to Vietnamese 

villas. Facilities were described as "shared living 

quarters in tents, huts, or small rooms; cold showers; and 

little privacy" (Norman, 1986, p. 53). Most nurses 

attempted to add homey touches with paint, curtains and 

other items sent from home or ordered from catalogs such as 

Sears (McVicker, 1985; Schwartz, 1987). Personal supplies, 

such as shampoo, tampons, and toothpaste were in short, if 

not nonexistent, supply and were usually shipped from home 

(McVicker, 1985; Paul, 1985). 

An unspoken part of the nurses' role in Vietnam was to 

represent American womanhood. They represented mother, 

sister, nurse, girlfriend (Holm, 1982; Norman, 1989; 

Schwartz, 1987). "It seems to give the men a sense of 

security and a tie-in with a more pleasant, normal way of 

life than they have just experienced" reported one nurse 

(Holm, 1982, p. 227). This could create tension for 

nurses, as they did not have an outlet for their frustration 
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and sadness as the social pressure to be friendly and 

attractive was constant (Norman, 1989). 

Leisure time was spent on Medical Civil Action Program 

(MEDCAP) missions, a public relations trip into local 

Vietnamese villages to provide medical care to the 

civilians; other nurses adopted orphanages (Holm, 1982; 

Schwartz, 1987). Some women were virtually confined to 

their quarters to "protect" them from male servicemen 

(McVicker, 1985). Still others used alcohol, drugs, and 

"partying" to cope with the stress (Schwartz, 1987). 

Minority women rarely found women of the same ethnic 

background (McVicker, 1985). Off-duty social activities to 

outside unit or squadron parties were often attended due to 

an implied message that it was unpatriotic not to attend. 

Some who failed to comply were transferred to more dangerous 

locations, denied R and R (Rest and Recreation), or had duty 

schedules changed (Schwartz, 1987). 

Sexual harassment was widespread, though there was a 

thin line between flattery, popularity, and actual 

harassment (Schwartz, 1987). Some women had armed guards to 

protect them from servicemen (McVicker, 1985). Harassment 

ranged from stolen underwear on the antennae of a jeep to 

actual rape (McVicker, 1985; Paul, 1985). 

Going to Vietnam was a new experience for most nurses. 

The different culture and climate, as well as unfamiliar 

indigenous diseases, made the assignment a challenge in many 
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ways. The war in Vietnam was all around, not with defined 

battle lines (Norman, 1989). It was difficult to tell enemy 

from friend. The Geneva Convention provides for 

noncombatant status of medical facilities; however, the Viet 

Cong were not obliged to follow those guidelines (Schwartz, 

1987). Hospitals were rocketed, bombed, and overrun by the 

North Vietnamese. 

Indigenous diseases, such as leprosy, cholera, plague, 

malaria, hepatitis, and typhus made medical care a 

challenge. Fear for personal safety, as well as compounding 

the care of casualties and unfamiliarity with particular 

signs and symptoms, made diagnosis and treatment complicated 

(McVicker, 1985). 

Work days consisted of 12 hour shifts, six days a week. 

However, if a mass casualty situation occurred, nurses 

worked around the clock without sleep to care for the 

enormous numbers of casualties (Schwartz, 1987). As Norman 

(1986) noted, "there was little to do but work" (p. 55). 

Air Force nurses spent an average of 18 hours in aircrafts 

with patients. Physicians were not aboard, so nurses were 

responsible for all medical decisions for up to 40 patients 

(Norman, 1986). 

For many, work came in waves as major battles produced 

large numbers of injured. Injuries were multiple due to the 

nature of ammunition used—high velocity bullets, mortars, 

claymore mines, punji sticks, and other booby traps (Holm, 
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1982) . Young men, often younger than the nurses (the 

average age of the US combat soldier in Vietnam was 19 years 

[Schwartz, 1987]), with massive mutilating injuries, were 

distressing aspects of work. Due to the rapid evacuation of 

casualties from the battle area to medical units, plus the 

sophistication of trauma care, many men were saved who would 

have died in previous conflicts. Less than 2% of the 

casualties treated died as a result of their wounds (Holm, 

1982). This success did not come without a price—Vietnam 

soldiers who survived amputations or crippling wounds to the 

lower extremities were 300% higher than World War II and 70% 

higher than Korea; incidence of paraplegia was 1000% greater 

than World War II and 50% higher than Korea (Starr, 1972) ; 

multiple amputations occurred at the rate of 18.4% as 

compared to 5.7% during World War II (Keib, 1982). 

A dreaded aspect of care was triage duty (McVicker, 

1985; Norman, 1986, 1989). Exposure to the initial injury, 

coupled with the responsibility of deciding who received 

care and who was set aside, provoked crises in many nurses 

(Rogers & Nickolaus, 1987). "Even today nurses will recall 

their efforts to save particular patients and the feeling of 

not being able to do enough" (Schwartz, 1987, p. 171) . 

Medical facilities were not immune to attack from the 

Viet Cong. When attacks did occur, patients were placed 

under their cots, and mattresses placed on top to protect 

them. Patients would be in pajamas and flak jackets, with 
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rifle in hand, to protect the hospital (McVicker, 1985). 

Nurses wore helmets and flak jackets and worked on their 

hands and knees with flashlights to provide care (Schwartz, 

1987) . 

Military nurses were also required to care for civilian 

and enemy casualties. Caring for prisoners of war presented 

personal and professional dilemmas. After caring for 

American soldiers injured by the North Vietnamese, it was 

difficult to feel compassion towards the enemy (Norman 1989; 

Schwartz, 1987). The only military nurse killed by enemy 

attack was Lt. Sharon Lane, who was caring for Viet Cong 

prisoners at Chu Lai when the hospital was shelled (Spelts, 

1986). 

While the rapidity of aerovac provided increased 

accessibility to care and greater survival rates, it also 

evoked conflicting emotions in the nurses. Care for some 

patients was intensive and time consuming; sending them on 

for further care left no sense of closure. Rarely did 

nurses hear if a patient survived; there was little 

satisfaction in work because rarely did one know if the 

effort was successful or not (Rogers & Nickolaus, 1987; 

Schwartz, 1987). There was also guilt in helping a soldier 

recover, only for him to return to the fighting and possible 

reinjury or death. Some nurses reported seeing a patient 

return with another injury or even dead (Schwartz, 1987). 



44 

Survivor guilt was another factor. Nurses thought they 

could and should have done more to aid the injured (Paul, 

1985; Rogers & Nickolaus, 1987). They also thought they 

were much more comfortable than the soldiers in the field 

and therefore not entitled to complain (McVicker, 1985). 

The experience of nurses in Vietnam relates back to 

factors in the conceptual orientation. Personal concerns of 

safety, physical separation from loved ones, and diminishing 

support from their country are apparent from the literature. 

Inadequate military and technical training, triage 

responsibility with its resultant emotional stress, and 

limited supplies and equipment took its toll on the 

professional dimension of the nurses. Difficulty in 

maintaining base security, everchanging and poorly defined 

battle lines, and an unresponsive chain of command structure 

affected the military realm of nurses. The result of this 

constant uncertainty was poor coping techniques and long 

term problems. 

The Effect of Wartime Experience on Military Nurses 

Most research on Vietnam nurses experiences deals with 

manifestations of Post Traumatic Stress Disorder (PTSD). 

Norman (1988) reported two variables influencing the level 

of PTSD: the intensity of the wartime experience and 

supportive social networks after the war; Stretch, Vail and 

Maloney (1985) found exposure to personal danger and 
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violence might be responsible for PTSD but social support 

moderated the impact. They also found that those nurses who 

remained on active duty after their Vietnam experience had 

less incidence of PTSD than those who left the service. 

McVicker (1985) and Luebking (1988) focused on the denial 

Vietnam women veterans use to avoid seeking help, as well as 

the lack of women counselors to assist with therapy. 

Symptoms of PTSD take the form of nightmares, 

flashbacks, career problems, and physical or emotional 

problems (Paul, 1985). Flashbacks can be triggered by the 

sound of helicopters, fireworks, films, or situations 

encountered at work. Paul (1985) identified several 

stressors in the nurses' environment that contributed to 

PTSD symptoms: the youth and severity of casualties, 

personal danger, sexual harassment, lack of supplies, and 

survival guilt. She also reported that nurses with less 

than six months in the military before assignment to Vietnam 

had more difficulty coping with the experience. 

Baker, Menard and Johns (1989) reported stress 

reduction activities while assigned to Vietnam as partying 

(79%), Rest and Relaxation (R & R) (64%), seeking out 

relationships (57%), as well as doing extra work, sexual 

intimacy, sleeping, and alcohol or drug use. The activity 

most effective in reducing stress was seeking out 

relationships (32%). 
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A comparison of coping behaviors between 25 U. S. Army 

Flight Nurses in World War II (Barger, 1991) and 36 Vietnam 

nurses (Leon, Ben-Porath & Hjemboe, 1990) offers some 

striking similarities and differences. Living conditions, 

the lack of supplies, and personal safety were common 

concerns. Both sets of nurses showed social relationships, 

creativity, altruistic behavior, and a sense of humor 

allowed for effective coping. However, the prevailing 

attitude of flight nurses was that the experience was an 

opportunity and their role during the war was a challenge. 

For the Vietnam nurses, "the meaning that many of the nurses 

found in their traumatic situation was in their caring for 

the wounded and dying to the best of their abilities" (Leon, 

Ben-Porath & Hjemboe, 1990). 

Not all experiences were negative. Vietnam nurses 

reported their professional judgement and contributions were 

highly respected by their medical colleagues (Norman, 1986; 

Paul 1985); Paul (1985) reported 55% thought they were 

treated as peers by other military officers. Norman (1986) 

reported other positive experiences: a sense of 

accomplishment, as when a patient expected to die recovered 

instead, and the sense of camaraderie and friendship. 

Baker, Menard and Johns (1989) reported each of the two 

populations they studied had a majority (88%, 76%) who said 

they would repeat their Vietnam assignment. 
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There are commonly held ideas that nurses are witnesses 
rather than participants in war and that nurses are 
emotionally tougher than other women. Results ... indicate 
that the nurses' experience was not better or worse than 
that of combatants. Nurses did experience "war," but it was 
not the fear and harsh conditions a soldier underwent. 
Rather, these women viewed the larger moral picture of the 
war while caring for its casualties (Norman, 1988, p. 242) . 

Recent Experiences of Military Nurses with Deployment 

Little information is available concerning nurses' 

experience in the Middle East. Anecdotal accounts tell of 

preparation and initial deployment (Hoogendorn, 1991; 

Lenehan, 1990; Wolf, 1991); others reflect on what this 

conflict means to nursing (Donahue, 1991; Palmer, 1991). 

Gurney (in press) is currently surveying Desert Shield/Storm 

Army medical participants (physicians, nurses, technicians, 

and other allied health personnel) to assess factors that 

may assist in adaptation to combat for medical department 

personnel. 

Summary 

In this chapter, a conceptual orientation of military 

nurses' concerns during peacetime and deployment was 

presented. A description of military nursing, as well as 

the process of combat casualty care and triage 

considerations, offered a glimpse at the unique 

responsibilities of a nurse-officer. The review of 

literature detailed the hardships and consequences of 
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Vietnam for nurses, as well as some positive outcomes. The 

lack of information on the most recent conflict indicates a 

need to investigate nurses' experience in Southwest Asia. 
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CHAPTER 3 

METHODOLOGY 

The purpose of this chapter is to describe the design 

and methodology of the study. The sample, setting, 

protection of human subjects, data collection, and analysis 

techniques are also discussed. 

Design of Study 

Grounded theory was selected for this study due to the 

exploratory nature of the investigation. By using grounded 

theory, a systematic collection and analysis of data could 

generate theory to explain human behavior and identify basic 

social processes that describe human experiences as they are 

lived (Murdaugh, 1989). Grounded theory also lends itself 

well to studies with a scarcity of information (Murdaugh, 

1989; Simms, 1981). The aim of grounded theory is to 

understand how groups of people define reality through their 

associations with one another and to communicate this in the 

form of theory (LoBiondo-Wood & Haber, 1990). The value of 

grounded theory is in the realm of naming concepts and 

identifying their characteristics (Field & Morse, 1985). 
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Methodology 

Qualitative methods can be used for a number of 

purposes, e.g., instrument development, illustration, 

sensitization or conceptualization (Knafl & Howard, 1984). 

Qualitative data generate narrative as opposed to numerical 

data, offering descriptive rather than statistical results. 

The richness and detail of the data give the reader an 

understanding of the subject's social world (Knafl & Howard, 

1984; Knafl & Webster, 1988). Qualitative studies often 

provide the empirical grounding for more rigorously 

structured research. In qualitative research, the subject 

is considered the expert (Murdaugh, 1989). The results of a 

qualitative study describe, in depth, to 'know' the 

experience, and create a theory of factors contributing to 

the topic examined (Field & Morse, 1985). 

Only recently have the experiences of military nurses in 

any conflict been investigated. By using a qualitative 

approach to investigate the experiences of nurses in Desert 

Shield/Storm, a detailed description of stressors, supports, 

lifestyles, and consequences can be obtained. This approach 

is appropriate due to the dearth of information published on 

the effects of deployment on nurses in the recent conflict. 

Setting and Sample 

The primary setting for interviews was a location of 

the subjects' choice. Privacy and comfort were the main 



considerations. All interviews took place in southwestern 

Arizona. The sample consisted of three active duty Air 

Force nurses who had been deployed with the Air 

Transportable Hospital to Southwest Asia during Operation 

Desert Shield/Storm. Time in service at the time of 

deployment ranged from two to seven years. The subjects 

were recruited by the investigator through numerous personal 

contacts. 

Protection of Human Subjects 

After review by the Ethical Review Committee of the 

College of Nursing, this study was approved as exempt from 

full University review (Appendix A). Permission was 

obtained from the Chief Nurse to interview the nurses where 

the subjects were stationed. A written disclaimer 

explaining the purpose and procedure of the study was given 

to each subject in conjunction with a verbal explanation by 

the investigator prior to the interview (Appendix B). 

Subjects were assured of the confidentiality of all 

responses and their ability to withdraw from the study at 

any time without penalty. 

Data Collection 

The interviews were initiated with two grand tour 

questions: 1) "What were your feelings about the Desert 

Shield/Storm deployment, from initial notification until 



now?" and 2) "How did you cope through the whole event?" 

The purpose of these questions was to find out how the 

deployment affected the subjects' lives and what techniques 

they used to cope with the deployment. Follow up questions 

dealt with specific topics such as interpersonal 

relationships, leadership, training, and any other areas 

identified by the subject as significant-

All interviews were tape recorded and then transcribed 

verbatim. Field notes were also taken to document 

observations concerning non verbal communication and the 

setting where the interview was conducted. 

Demographic information collected included age, rank, 

time in service, prior military experience, specialized 

training, marital status, and number of dependents (Appendix 

C). This information was elicited after the interview by 

the respondent on a preprinted form and was not included in 

the verbal interview. 

Data Analysis 

Using constant comparative analysis and theoretical 

sampling, information was obtained and evaluated. Constant 

comparative analysis is a search for the main theme or core 

variable of the people in the setting (LoBiondo-Wood & 

Haber, 1990). It involves sequential formulation, testing, 

and redevelopment of propositions until a theory is 

generated that is integrated, consistent with the data, and, 
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quantitative research (Glaser & Strauss, 1967). Theoretical 

sampling is based on the need to collect more data to 

examine categories and their relationships, and to assure 

that representativeness in categories exist (Chenitz & 

Swanson, 1986). Subjects for interview are selected based 

on the need to examine the phenomena where it exists 

(Chenitz & Swanson, 1986). All of the subjects interviewed 

were deployed for the Desert Shield/Storm experience; 

however, the demographic data collected included a wide 

variety of variables such as marital status, time in the 

military, and rank. Informants have specific 

characteristics or knowledge which add to, support or refute 

the theory, thus enhancing the researcher's understanding of 

the setting (Field & Morse, 1985). 

Data obtained were coded by the researcher as soon as 

they were collected, then compared for similarities and 

differences, and the exact words were initially coded. 

Initial labels or categories were formed and concepts 

developed. This joint collection and analysis of data are 

known as constant comparative analysis (Murdaugh, 1989) . 

Four stages are included in the constant comparative 

method: (1) comparing incidents applicable to each 

category, (2) integrating categories and their properties 

(3) delineating the theory, and (4) writing the theory 

(Glaser & Strauss, 1967). As categories emerge or as data 



54 

emerge that fit existing categories, the analyst defines 

theoretical properties of the category. The process 

continues until categories are saturated (Simms, 1981). 

"The active search for relevant data continues until all 

critical variables and their interrelationships have been 

saturated and no new relationships emerge that suggest more 

information be collected" (Simms, 1981, p. 357). 

Analysis of data started with the first interview. The 

data were assessed to determine initial recurring themes and 

concepts; the content of subsequent interviews was analyzed 

using constant comparative technique to validate previous 

themes identified and establish emerging new themes. 

Theoretical sampling was employed to bring new aspects and 

perspectives to the data received—different marital status, 

varied rank and military experience, male and female 

respondents, and prior training—to better describe the 

emerging concepts in the theory (Murdaugh, 1989). 

Theoretical sampling continued until the point of 

saturation, where patterns were established and no more 

relevant differences were found among the dimensions of 

conditions, strategies and consequences (Corbin, 1986; 

Simms, 1981). Sampling was limited to conditions that 

proved to be relevant to the developing theory (Corbin, 

1986). 

Categories are the major unit of analysis. The core 

category forms the main theme around which all other 
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categories revolve. Data were read line by line and 

paragraph by paragraph, then broken into bits and pieces, 

each representing a specific incident or fact. Each data 

bit was then coded as a concept or abstraction. Making 

comparisons to look for similarities and differences was 

used initially in the analytic process (Corbin, 1986), then 

categories were linked to put conceptual order on the data 

accumulated. 

Reliability and Validity 

Internal validity (or truth value) refers to 

approximate truth in a proposition about the relationship 

between two variables when cause is inferred; it includes 

the issue of covariance and the construct or theoretical 

label used to describe the variables and proposition 

evaluated (Cook & Campbell, 1979; Murdaugh, 1989). Internal 

validity is threatened during data collection by a number of 

factors such as historical factors, the effect of the 

researcher's relationship with informants, subject bias, 

subject mortality or withdrawal, and the effect of the 

researcher's presence on what is being observed as well as 

the effect of what is being observed on the researcher 

(Chenitz & Swanson, 1986). 

Data can be reviewed to identify and code the major 

thrust or intent of a section, thereby obtaining high 

validity, but may be less reliable due to the possible 
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subjective nature of the coding system. However, analyzing 

words, phrases, and terms central to the topic, then using 

descriptive statistics increases the reliability of the 

procedure but loses validity as the richness of the data and 

the research context are lost (Field & Morse, 1985). 

Truth value was maintained in this study through 

discussion with peers, thesis committee members, and the 

subjects for feedback and agreement with the researcher's 

assumptions. Triangulation was also used, whereby a variety 

of sources and perceptions (subject statements, researcher 

observation, field notes) were employed to illustrate a 

particular concept. 

External validity (or applicability) refers to the 

generalizability of a proposition about a causal 

relationship across populations (Cook & Campbell, 1979; 

Murdaugh, 1989). The goal is "to extract the meaning from 

the data and to present the study's results and conclusions 

in such a way that the reader is convinced of their 

credibility" (Knafl & Webster, 1988, p. 206) 

Through theoretical sampling, generalizability is 

increased because the sample selection is governed by 

insights about the importance and relevance of subjects. 

In this study, subjects' military experience ranged from two 

to seven years, ages spanned 25 to 35 years, and marital 

status varied from separated to married with children. 
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These considerations extended the range of data collected 

and therefore increased the generalizability. 

Reliability, or consistency, is the dependability of 

the results. Another researcher should be able to follow 

the progression of events in the data collection and 

analysis process and arrive at comparable conclusions. 

Through peer review and subject confirmation, reliability is 

assured. Adequate descriptive data, use of theoretical, 

data-driven sampling, and the use of overlapping methods can 

minimize situational uniqueness and instability, thereby 

promoting transferability and dependability of the findings 

(Guba, 1981). 

Summary 

Grounded theory, an inductive approach, was used to 

explore the experience of military nurses deployed to a war 

zone for an indefinite period of time. The lack of research 

on this conflict, coupled with minimal research on nurses 

experiences in prior conflicts, allowed a qualitative 

approach to detail the thoughts, actions, and emotions of 

this life event. By using constant comparative technique 

and theoretical sampling, reliable conclusions can be drawn. 
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CHAPTER 4 

ANALYSIS OF DATA AND 

PRESENTATION OF FINDINGS 

In this chapter, demographic information on the 

subjects interviewed for this study is presented. The 

process of coding, categorization, and theory development is 

also provided. 

Characteristics of Sample 

Three active duty Air Force nurses, two women and one 

man, were interviewed for this study. Information was 

collected related to certain demographic characteristics at 

the time of deployment. Ages ranged from 25 to 35 years; 

two nurses were married (one to a civilian spouse and the 

other to a military member) and one was separated from her 

spouse. One informant had three children while the other 

two were childless. Two subjects were captains and one was 

a first lieutenant. The number of years in the military 

ranged from two to seven, with one to three years as 

members of the Air Force. Years of nursing experience 

ranged from three to seven and all three nurses had a 

baccalaureate in nursing degree. Only one of the three 

nurses had previous experience with an Air Transportable 

Hospital. All informants were deployed from September 1990 
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to February and March of 1991, and served in staff nurse 

positions. 

Coding. Analysis, and Categorization 

Analysis of data was initiated after the first 

interview and continued through the third. The general tone 

of each interview was identified, then recurrent themes were 

clustered and coded into categories. The categories 

culminated in a description of the deployment experience. 

Each interview started with a grand tour question about the 

experience of deployment. As the interview progressed, 

specific questions were asked concerning coping techniques, 

and leadership at the deployment site. Each informant was 

asked to provide any information pertinent to the experience 

that was not addressed in the interview, but that the 

subject thought was essential to the event. 

The first subject was interviewed to establish a 

baseline data. Themes of intensity of friendship, time 

compression, patriotism, sexual morality considerations. 

deployment preparation, keeping busy, leadership, mortality, 

and loss of identity emerged from the data. 

Intensity of friendship dealt with the emotional 

closeness with which relationships were formed and 

maintained while deployed and since the return from the 

deployment. Time compression was characterized by a sense 

of immediacy and fluidity in all facets of life while 
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deployed. Patriotism came through clearly as pride in 

participating in the deployment as well as a sense of duty. 

Sexual morality considerations included the perception and 

judgement of others about personal relationships that 

developed during the deployment. Deployment preparation 

dealt with technical preparedness and emotional readiness 

for the event. Descriptions of activities used to fill the 

day made up Keeping busy. Leadership comprised both 

supportive and detrimental aspects of those in charge. 

Concerns for personal safety as well as for others were 

grouped as mortality. Loss of identity dealt with leaving 

behind people and possessions that defined the person's 

world. The overall feeling of the interview was that 

camaraderie was paramount to a positive experience of 

deployment. 

The second subject was selected to obtain a male's 

point of view as well as that of an individual who had 

children. This interview again started with grand tour 

questions about the experience of deployment. Data were 

coded and compared with the first interview. Several of the 

categories were reinforced such as intensity of friendship. 

patriotism, sexual morality issues, deployment preparation. 

keeping busy, leadership, and mortality; new categories 

which emerged were spiritual support, information seeking. 

support from home, and military concerns. 
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Spiritual support entailed the use of religion as a 

coping tool. Information seeking referred to the use of 

mass communication, personal interactions, and rumor to 

obtain details on the status of self or the war. Support 

from home brought aspects of family and public support as 

reassurance of "doing the right thing." Military concerns 

identified strategy, progress towards the objective, and 

role responsibility. The major tone of this interview was 

difficulty leaving family coupled with a strong religious 

faith. 

The third subject was chosen to interview because she 

had an active duty spouse who was also deployed during 

Desert Shield/Storm. Themes of friendship, patriotism. 

deployment preparation, keeping busy, leadership. sexual 

mortality issues, loss of identity, and information seeking 

were reinforced. New themes of waiting, feeling alone. 

tourist, personal growth, and seeking structure became 

evident when compared with the previous interviews. 

Waiting dealt with delays in deployment, in the 

initiation of the ground war, and in other facets of 

deployment living. Feeling alone captured the idea of 

isolation in the midst of almost nonexistent privacy. 

Tourist described the appreciation of the culture and area 

of deployment. Personal growth encompassed the realization 

that improvements and achievements had occurred because of 

the experience of deployment. The desire for explicit 
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expectations and establishment of plans of operation formed 

seeking structure. The overall tone of this interview was 

personal growth. 

Interrater Reliability 

As a measure of reliability, transcripts of the three 

interviews were given to a colleague. This peer is also a 

military nurse who did not deploy for Desert Shield/Storm, 

but has an extensive military background. Her themes and 

categories matched very closely with previously identified 

themes, and therefore lent reliability to the results. The 

results were also discussed with several other participants 

in the deployment. They, too, agreed strongly with the 

themes identified, reinforcing the validity of the findings. 

As the identified categories were reviewed, some 

categories were rearranged. Time compression was absorbed 

by intensity of friendship and renamed Camaraderie. Tourist 

was absorbed into Keeping busy. Deployment Preparation 

split into Personal Preparation and Technical Preparation. 

Table 1 summarizes the categories that were established as a 

result of the analysis. 

Recoding 

In reviewing the categories, dimensions of physical, 

emotional, and psychological camaraderie emerged. The data 
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Table 1 
Final Categories Resulting From Early Data Analysis 

Camaraderie Patriotism 

Morality Issues 

Keeping Busy 

Leadership 

Mortality 

Spiritual Support 

Loss of Identity 

Information Seeking 

Military Concerns 

Feeling Alone 

Technical Preparation 

Personal Preparation 

Personal Growth 

Support from Home 

Waiting 

gave the impression that the categories established in the 

initial coding affected the informants in one of these three 

spheres. The categories reflected positive and negative 

impacts on the deployment experience, but each influenced, 

and in turn, was influenced by the camaraderie that was 

identified in the data as key to survival of the deployment. 

Table 2 represents the concepts which emerged from the 

category analysis. 

Another key concept to emerge was the strong sense of 

patriotism. A sense of conviction in the actions taken and 

enormous support from the country reflected a strong belief 

that the United States was performing its duty. This, in 

turn, led to pride in being part of this experience. 

By virtue of having participated in this deployment 

experience, a sense of personal growth appears to be an end 
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Table 2 
Dimensions Related to Camaraderie 

Physical 

Emotional 

Psychological 

result of this episode in these participants' lives. 

Confidence in their ability to endure another deployment as 

well as recognition of strengths and abilities came as a 

result of having been exposed to this historical period of 

time. 

Figure 2 represents the experience of deployment. 

Physical, emotional, and psychological dimensions of the 

experience support Camaraderie as one of the central 

themes in this experience. Coupled with Patriotism and 

Personal Growth, a positive overall outcome of the 

deployment experience was reflected by the data. 

Within each realm of camaraderie were both stressors 

and supports, with categories occasionally being both. 

Overall, however, supports appeared to compensate for the 

stressors, and therefore an overall positive outcome 

resulted. 
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Theme Concept 

Physical 
Dimension 

Emotional 
Dimension 

Camaraderie 

Psychological 
Dimension 

Patriotism 

Personal Growth 

Category 

Keeping Busy 

Waiting 

Spiritual Belief 

Mortality 

Support from Home 

Seeking Information 

Feeling Alone 

Personal Preparation 

Loss of Identity 

Technical Preparation 

Military Concerns 

Seeking Structure 

Leadership 

Sexual Morality Issues 

Figure 2: Theory of the Deployment Experience 
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Physical Dimension 

Keeping Busy and Waiting were included as the physical 

dimension of the experience. By remaining active, stress 

was reduced and interactions with others formed a basis for 

the camaraderie that ensued. Waiting served as a stressor, 

allowing uncertainty to pervade the already tenuous 

existence. 

Keeping Busy: Activities helped to pass the time and 

served as a time of interaction as well as stress relief. 

Recreational activities appeared to be most common, such as 

volleyball, ping-pong, and running. 

The whole base was physically fit. I mean there was 
massive amounts of people running—there was nothing else to 
do (1:445-447) 

Others watched movies or read books, although 

I found myself over there being distracted to the point 
of being uncomfortable when it came to sitting down to watch 
a movie. I just couldn't sit through it. And the same for 
a book. I read a few books while I was there. Alot of 
people read alot, I just couldn't, I couldn't focus... 
(2:540-547) 

Setting up the Air Transportable Hospital and getting 

it operational kept the staff busy for some time: 

we could build a hospital, pour concrete, do electrical 
wiring and put in plumbing and all the stuff that we ended 
up doing. (1:136-139) 

for the next three, four weeks all's we had to do was 
set up the ATH and between cementing and moving it a couple 
times, and that kind of kept us busy for a while... (3:82-
85) 
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Some took advantage of the opportunity to learn and 

explore the host country and culture into which they had 

been placed: 

Being able to go downtown and go shopping and go to the 
resort hotels and go to the beach, that made things easier 
to deal with too, alot easier. (3:305-308) 

The Arab people were just wonderful to us and they did 
so many neat things for us. To be able to walk around the 
markets with all the incense and rugs, and the camels, and 
the sheep that were everywhere, sheep that they wanted us to 
eat their brains... (1:316-322) 

Waiting: From initial notification to the final return 

from deployment, the men and women were often faced with the 

"hurry up and wait" aspect of military life. The 

uncertainty and lack of control could be frustrating: 

The hardest thing to cope with was the six, I guess it 
was about five and a half weeks that we got notified. I 
think it was the 11th of August that [we were] to be on 
alert and we didn't leave until the 19th of September and 
that was the hardest thing because they closed down our unit 
[in the hospital] and um, we were just kind of in a nebulous 
phase in the hospital. We were fulfilling no role, coming 
to work and doing nothing, not having any kind of purpose. 
Yes, you're going, no, you're not, we're going Monday, no 
you're not, getting up and let down, thinking we're going 
and then when we finally did, it was less than 24 hours 
notice that it was finally really going to happen and that 
was extremely difficult. (1:34-49) 

we started to wonder "what are we doing over here and 
what's going to happen?" (3:143-144) 

Emotional Dimension 

Affective factors relating to or influencing feelings 

defined the emotional dimension. Spiritual Belief, 

Mortality, Support from Home, Seeking Information, Feeling 
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Alone, and Personal Preparation comprised the subjective 

interpretation of the deployment. Spiritual Belief was 

clearly a positive aspect in the experience, while Mortality 

and Feeling Alone served as definite stressors. Support 

from Home and Seeking Information had positive and negative 

impacts on the emotional health of the informants. 

Spiritual Belief: Not only organized religion, but the 

chaplains deployed with the informants, churches at home, 

and the bible offered comfort during the long deployment. 

[Church] seemed to give a kind of broader perspective 
of what was going on and trying to find some kind of reason 
for the chaos that was going on around us. (1:85-89) 

every day I would read the bible and pray... (2:492-
493) 

[The pastor] told me they were praying for us 
regularly, they were often bringing meals by for [my wife], 
and bring a pizza by, that kind of stuff, stopping in to see 
if everything was OK and that was a big support to me to 
know that my church cared about us and that they weren't 
going to let [my wife] flounder around unnecessarily. 
(2:605-612) 

Mortality: The threat of death or injury to the 

personnel assigned at the deployment base was a constant 

stressor, as was the potential of huge battles and massive 

casualties. Each informant remembered vividly the night 

when the air war started and planes took off from the air 

base: 

That night when the planes took off, I woke up, 
[internal medicine physician] woke up (he was my roommate), 
and I remember [a male nurse] was up, he was one of my other 
roommates, and so was [bioenvironmental engineer], I don't 
know if you know him, he woke up and we were all outside the 
trailer and [female nurse] was out there, and I can't 
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remember if anyone else was out there, but I can just 
remember shaking. I was just watching those planes taking 
off, just wave after wave after wave going and thinking 
"boy, they're going to kill people—this is the real thing." 
(2:146-159) 

One of the most poignant things that I can think about 
were when the war started and looking around, since we had a 
common officers area where we all ate, and looking around at 
all these pilots, 10 or 12 of which I became extremely, 
extremely close to and thinking, "Oh my God, who's going to 
come back, who's not going to come back"... (1:276-283) 

So I didn't sleep the rest of that night until the 
morning and then we all sat at breakfast and watched 
everybody walk in and wondered who was missing. (3:211-214) 

Personal danger and threat were also a concern during 

the deployment: 

I started having nightmares of planes crashing, people 
getting hurt, people being held hostage, dealing with, um, 
realizing you have absolutely no control over anything... 
(1:285-293) 

I had kind of an imaginary tape that played in my mind 
about being behind sandbags and these Arabs were coming in 
on us and they were shooting on us and they were kind of 
overrunning us and I wondered if it was a premonition 
because I have had sort of premonitions before about certain 
things, about where I would go or what would happen to me 
that seemed to come true very accurately... (2:85-94) 

Support from Home: Families and friends left behind 

served as both supports and stressors. Reassurances of life 

continuing as normal were a support for those deployed: 

I think another big support system to me was my wife, 
knowing she was being a real trooper, she was pretty amazing 
in her strength I thought, in taking care of the three kids. 
She kept very active... (2:553-557) 

It was just amazing to me that she was so strong and 
that was a big support for me to know that my wife was 
holding it together and that she was doing well by the kids. 
(2:596-600) 

but also served as stressors: 



70 

My family, I think, completely just sort of denied the 
whole thing. I really don't think that they knew what I was 
going to be doing and I don't think they gave it alot of 
thought and I can see that too, because it wasn't til I was 
over there for about two months before I started getting 
letters and packages... (3:37-44) 

Seeking Information: The constant attempt to find out 

information on the war, the status of deployment, family at 

home, and other issues that affected the nurses deployed was 

often frustrating. While obtaining information empowered 

the personnel, security needs, constantly changing 

situations, and ever present rumors were more stressful than 

helpful. 

The various generals would come through and we'd ask 
them questions, you know, "what's going to happen?," "How 
long are we going to be here?," "we've heard rumors that 
we're gonna be here up to a year," "we've heard rumors that 
we're gonna be replaced," and they couldn't give you a 
definite answer. (3:152-159) 

trying to find some sort of big picture in all of it." 
(1:66-67) 

Then we went in and listened to BBC, we were able to 
get that and heard some scattered reports that the war had 
started and the next day CNN was available to us, which was 
nice because we were able to follow what you people were 
seeing back here and could see Shaw there and Baghdad, it's 
pretty fascinating. (2:160-167) 

Feeling Alone: A sense of solitude in the midst of a 

group of people confined to a limited space seemed to 

magnify the loss of usual supports. 

you really do, I think, leave part of yourself at home 
and you have to find something else to fill in the spaces 
with. (1:262-264) 

I had to deal with a solitude that I'd never been faced 
with before, an isolation... (1:254-256) 
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I can remember feeling alot of loneliness, alot of kind 
of longing for my family, especially my wife. (2:322-325) 

I just said "I'm here and I feel all alone and I miss 
everybody, and I miss my life..." (3:890-892) 

So when you go to sleep at night, you're basically 
alone even though there was two people on this side of me, 
one on the bottom, and two people on the other side, that's 
what I hated, I hated having to close my eyes at night 
because I was all alone then. (3:95-101) 

Personal Preparation: The ability to prepare 

emotionally for the deployment experience seemed to be 

difficult, if not impossible. 

I think...some sort of counselling that goes on before 
you leave is helpful...but nobody knew what to expect so how 
do you counsel on the unexpected... (3:510-514) 

I think the strong faith that I have, the strong family 
that I have, the upbringing that I had which was patriotic 
and the..kind of eyes-wide-open-coming-into-the-military 
preparation that I had maybe prepared me better for being 
deployed than some people. And some of those things are 
hard to give people because I'm not sure raising 
patriotically is something that can be..I mean it's 
intangible, how do you foster that? How do you give someone 
a strong family? (2:759-769) 

I really don't think there's anything you can do to get 
prepared for something like that. Because even if you had 
been in a situation like that before, I don't think that you 
know how you're going to cope with something like that until 
you're in it. You know, some people don't do well with 
solitude and isolation and boredom which is what there was 
alot of over there and I don't know what you could do to 
prepare yourself; I don't know what I could do to prepare 
myself. I think you just have to jump in and do it. 
(1:175-187) 

Psychological Dimension 

Cognitive factors of awareness and judgement define the 

psychological dimension. Loss of Identity and Sexual 
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Morality Issues negatively impacted on the lives of the 

informants, while Seeking Structure reflected a desire to 

establish some framework in which to operate. Technical 

Preparation, Military Concerns, and Leadership had both 

positive and negative influences on the morale and 

confidence of those deployed. 

Loss of Identity: Leaving behind the people and 

material trappings that define one's world was a powerful 

stress: 

Everybody was scared. I mean there was people leaving 
their kids and their families and losing all their roles 
that they were accustomed to, whether it was mothers or 
fathers, captains and staff sergeants, I mean they were 
losing everything when they got on that airplane. (3:58-64) 

an isolation, being stripped basically of your 
identity. You know I left my horses, my music, my, my 
everything that makes up who I am, my books, all of that was 
at home and I couldn't take it with me over into the desert, 
so you kind of have to start new, because you really do, I 
think, leave part of yourself at home and you have to find 
something else to fill in the spaces with. (1:256-264) 

I know there was some concern about role changes and so 
on, how with the man being gone sometimes the woman will 
maybe take on the man's role while he's gone and not want to 
give that up, maybe, or not want things to go back the way 
they were. (2:648-653) 

Technical Preparation: The data delineated a skill 

base necessary for the work to be performed. The data 

reflected mixed comments on technical preparation: 

I think my training has been good, Combat Casualty Care 
Course, I've had ACLS [Advanced Cardiac Life Support] and 
ATLS [Advanced Trauma Life Support]. I felt prepared. I 
felt that the degree of experience I've had caring for 
emergencies and gunshots—maybe that's something I enjoyed 
that alot of people didn't have...so I felt like I was one 
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of the better prepared people as far as technically. 
(2:749-758) 

You know you can't really adequately train people to 
triage and train people for mass casualties because you have 
to do, it's like a code, you have to do it and get your feet 
wet and then you now how you're going to function. (1:207-
212) 

I felt like I can handle, as far as knowledge, 
technique, nursing-wise, I can handle these combat 
casualties. Mentally I felt like I could deal with anything 
except chemical exposure and that was my greatest fear 
because I don't know anything about chemicals except for 
they come out of decon [decontamination] and hopefully 
they'll live, you know. But how many patients do you not 
see because they're dead before they go through decon? So, 
I felt I could deal with death, but I don't know if I would 
be able to or not. And I felt, like I said before, 
knowledge-wise I was ready to take care of trauma or 
anything. (3:643-658) 

Military Concerns: Although medical personnel are 

considered non-combatants, they are still schooled on 

military strategy and aspects of war. By virtue of being 

directly involved with the Gulf War, any aspect of the 

conflict was a studied topic. 

they were talking about the scuds falling and I just 
was very frightened because thinking about the Arabs 
attacking Israel and being there, I could just see this 
bloodbath starting and so I was very uncomfortable about 
that. (2:116-122) 

We had the United Arab Emirates Air Force with us on 
the base so they were flying Air Macchis and Hawks. Now 
they unfortunately didn't get to do anything during the war 
because those are real short range planes that kind of putt-
putt around... (1:520-525) 

The jets kept taking off and they all kept coming home, 
and that was confusing too because it was like "this is too 
easy. You know, we're overrunning him [Saddam Hussein], 
this is too easy. He's got to have a wild card up his 
sleeve" so that's what I kept thinking. Then the scuds, 
none of them were chemical heads, so it was really hard to 
understand what his thinking was, Saddam, what his... So 
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the whole thing started to get really confusing too because 
it just seemed too easy. (3:220-231) 

Seeking Structure: A strong desire to establish a 

framework around which to organize life at the deployment 

site was evident in the data. However, when workplace 

structure was introduced, anger and resentment surfaced. 

And for us it was we really had no rules. The nurses 
had to be at work, but the doctors didn't really have to be 
and, there was just no structure I guess. (3:523-527) 

I thought that the leadership should have taken more 
initiative in telling people that were under them that 
weren't pulling their weight or weren't willing to step in 
and do the job..."There's a war coming, do the job, that's 
what you're here for, period." (2:927-933) 

we were required to work 40 hours a week and unlike 
supply, unlike transportation, we had nothing to do. Unlike 
the pilots, we did not fly, we did not have patients. And 
if we did, we had one or two...so there were alot of bitter 
feelings too because here we are, we have to sit in this ATH 
when we could be at the Club watching videos or just doing 
what we want to do and it just seemed like the schedule was 
so rigid and so inflexible... (3:573-584) 

[A male nurse], I thought he's kind of a laissez faire 
guy but I thought he could have been more energetic some 
times, pushing certain things, but I have alot of respect 
for his ability and for his... He was there, he was the 
backbone, he was ready and he had an attitude "well, yeah, 
it'll take us a few days once it starts, it's going to be 
rough, people will learn things, though, in a few days." My 
feeling was "well, let's try to learn it now so, yeah, it'll 
be rough then but we'll at least have taken the top off." 
(2:886-898) 

I can remember there was alot, I thought, of 
unnecessary paperwork, generated by the leadership which I 
didn't think was real productive and I thought it was a 
distraction and it was more a hindrance than anything. 
There was also some of an attitude that well, even though 
there aren't any patients, and there's not likely to be any 
right now, you will stay up 24 hours. If you are on night 
shift, you will stay awake, you will. (2:869-879) 
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Leadership: The data drew a picture of the ATH 

commander as a strong support figure. Nursing leadership 

was not perceived in a positive light, and was shown to be 

more stress provoking than supportive. 

[The ATH commander]...was a very good leader...he was a 
man with alot of faith, alot of moxie, an older guy who'd 
been around the block. He wasn't one to whip people around 
unnecessarily. He didn't seem to me to be trying to make a 
name for himself but was genuinely caring about his people 
and kind of giving us pep talks periodically, giving us all 
the information he had that he felt he could give us, trying 
to encourage us. He just seemed like a laissez-faire type 
leader—he wouldn't interfere with you if you were doing 
your job and yet he wanted you to do your job, and he 
organized four or five exercises while we were there so we 
could practice. I respected him for that, that he was 
trying to prepare us, get us ready. He wasn't minimizing 
our situation, but he wasn't trying to be Rambo either. I 
had a great deal of respect for him. (2:828-851) 

I was very dissatisfied with the nursing leadership. I 
have nothing positive to say about nursing leadership over 
there. There were certain individuals who deployed with us 
in the nursing department who were very... uh, the senior 
people who should have been in charge, who were the senior 
ranking majors, were very compassionate and understood what 
people were going through over there, but the management we 
had in nursing was very unsupportive of the nurses and was 
very condemning of the nurses, and very judgmental. (1:116-
128) 

There was really no leadership as far as nursing goes. 
(3:477-478) 

Sexual Morality Issues: Close friendships that formed 

between members of the opposite sex came under close 

scrutiny by those around. Assumptions of a sexual 

relationship caused problems for the participants and the 

observers. 

Some people over there who viewed it and some of the 
other relationships going on over there as immoral and I 
think [there was] alot of judgement on this which was very 
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unfortunate and very wrong and caused alot of bitterness and 
with alot of people and that's still not resolved...if you 
were doing those behaviors it's one thing but to not even 
have a sexual relationship with anybody over there, just 
being called those things just because you're female hanging 
out with males is a very hard thing to take. (1:478-495) 

I can remember feeling angry when I saw people who had 
made a commitment to their spouse and now were away and were 
untrue to that commitment... I think married people maybe 
felt that sense of outrage much more than people who were 
single or people who maybe weren't that committed to their 
spouse. And I think it was because of the realization that 
our relationships were vulnerable too, that we were kind of 
on a tight rope...And if they're not [resisting desires], 
what if my spouse isn't, knowing that it was possible, and 
that was a reminder of how fragile the relationship is..." 
(2:325-344) 

Camaraderie 

The end result of the intertwining of the physical, 

emotional, and psychological dimensions was the development 

of a strong sense of camaraderie. By sharing the experience 

and engaging in mutual support, a deep sense of kinship 

ensued that has endured after the deployment ended. 

the closest knit friendships...1 don't think I will 
ever be as close to people as I was over there because 
that's all we had for each other...in 30 or 40 years there's 
still going to be that bond there of what we went through. 
(1:323-337) 

friendships that would have taken six months to build 
over here were happening overnight there...everything got 
real intense real quickly... (1:103-107) 

everybody was friends so it was kind of like a big 
family... (1:153-155) 

that was a big positive of the whole experience I 
thought. I became friends with alot of people that if I'd 
never left the States I wouldn't ever encounter or come 
close to. (2:1051-1055) 
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just hanging around with those guys alot...there was 
that sense that you were holding it together because your 
family was valuable to you and that sense of camaraderie. 
Also just being in the medical field, the sense that 
something big might happen, that we were all in it together 
so to speak. (2:1068-1077) 

I'd never know how special he was, or you know, develop 
a friendship if I hadn't been there...that was a major 
thing. (2:1089-1091) 

Patriotism 

A pervasive theme throughout the data was the firm 

belief that this deployment supported a just cause. Strong 

support for the Commander in Chief, President Bush, a sense 

of duty to the United States, and pride in participating in 

this historical event were repeatedly evident in the data. 

And I just felt like a calling, I just felt like I 
should go. I was excited about it but scared about it at 
the same time. And I just felt the calling, I felt like 
"this is meant to be." (3:27-31) 

And to me it was really important to be a part of such 
a huge deployment and I just think George Bush is wonderful. 
(3:776-778) 

I felt very needed over there... (1:337-338) 

I couldn't believe that we were going to go and at the 
same time very excited at the prospect that we were going to 
get to do something that dramatic. I guess that when you 
are in the military that's supposed to be what you train to 
do, you know, you see this on the news all that's glamorous 
and exciting, and looking back on it it's still glamorous 
and exciting...That six months was a highlight of my life. 
(1:6-16) 

I think I have a sense that I did something good to go, 
I guess because it was a feeling that I made a commitment, I 
honored the commitment, I did what I was supposed to do. I 
guess there's a sense of pride in that. (2:366-371) 
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In talking to my dad, my dad is a very...was a 
very...patriotic man—he died in October of last year—and 
he had served in Korea. And I talked to him and I said 
"Dad, well how do you feel about it? Would you rather I 
went back or would you rather I stayed?" and he said "You 
gotta do what you have to do" which is what I expected him 
to say. I went back in 30 days... (2:273-282) 

people sacrificed, people were brave, people did what 
they were told... (2:454-455) 

Personal Growth 

Recognition of improvements in various facets of life 

was evident throughout the data. An appreciation for 

family, acknowledgement of heretofore unknown strength of 

character, or improvement in interpersonal skills were 

attributed to the deployment experience. 

I think I communicated more in a sense being away 
sometimes than maybe I would have had we been together. 
(2:624-627) 

I'm probably closer to my family because I suddenly got 
the idea that they may not always be around when I was over 
there, and I saw the value of family. Alot of the real 
irritating characteristics of my mother/father/brother/ 
sister have faded somewhat. I don't find them nearly as 
irritating as I did before. I think it's made me a better 
friend to people...I learned to be a little more 
understanding and compassionate of people. (1:233-244) 

that time can be really productive, that you have to 
see yourself as you are. I found myself dealing with alot 
of personality characteristics that I've never wanted to 
acknowledge because you're kind of faced with yourself so 
you deal with some crap that you wish you hadn't, or knew 
that you should but didn't want to. (1:265-272) 

I think I was very immature before I left and I think 
that [the deployment] was my growth period, I think that's 
where I really grew as a person... (3:394-397) 

what I could bring with me even more that I just did 
not have the last time is the knowledge and sense of well 
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being that having been through it before I can get through 
this again and I can do it much better this time. (3:831-
836) 

Summary 

The data analysis and theory development about nurses 

who deployed in support of Desert Shield/Storm have been 

presented. A strong sense of camaraderie, patriotism, and 

personal growth were the hallmarks of the experience. In 

spite of the hardships endured, a overall positive 

description was elicited from the data. 
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CHAPTER 5 

CONCLUSIONS 

In this chapter, discussion of the findings and 

comparisons to the conceptual framework and previous 

literature are presented. Recommendations for future 

studies, limitations of the study, and implications of the 

results are also presented. 

Discussion of the Findings 

Camaraderie, patriotism, and personal growth were 

central to the experience of nurses deployed for Desert 

Shield/Storm. Camaraderie was composed of physical, 

emotional, and psychological dimensions which intertwined to 

strengthen the bond from mere friendship to a stronger sense 

of kinship. The physical dimension dealt with the passage 

of time during deployment, whether being active in some form 

of work or recreation, or in a state of suspended animation. 

Dealing with the different feelings generated by being away 

from familiar support systems comprised the emotional 

concept. The psychological domain dealt with a sense of 

order and expectation. Together, the three concepts formed 

the bond of camaraderie. 

Patriotism held not only the sense of calling, of 

serving one's country, but also a sense of pride in having 
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participated in this historic period of time, and gratitude 

to the American public for the overwhelming support given to 

the military. A belief in the actions taken and strong 

support for the Commander-in-Chief, President Bush, reveal 

the dedication and faith military nurses have in their 

profession. 

Personal growth reflected a recognition of self 

maturation as a result of this experience. Whether 

interpersonal relations, personal strengths, or family 

values, a strong appreciation for what had been previously 

taken for granted became apparent to the informants. 

Comparison of Findings With Other Literature Sources 

The findings reflect the more positive aspects of the 

experiences of nurses in previous conflicts. Baker, Menard 

and Johns (1989) reported "seeking out relationships" as the 

activity most effective for reducing stress. They go on to 

report the majority of nurses, in the each of the two 

studies they performed, would go to Vietnam again if they 

had repeat their assignment. One fourth of the respondents 

thought their best Vietnam experience was better than most 

of the other positive experiences in their lives. This 

reflects the sense of self growth shown in this study. 

McVicker (1987) recounted "the camaraderie and working 

relationships among the nurses, doctors, and corpsmen made 

the workload and conditions bearable" (p. 45) in Vietnam. 
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Hartl's personal recollections of her experience in Vietnam 

(1991) included observations on the foreign culture, 

personal safety, mutual support, leisure activity, and 

religion. Barger (1991) told that Army flight nurses in 

World War II felt "espirit [sic] de corps...a family 

relationship" which was especially helpful in coping with 

their experiences. They, too, felt the devotion to country 

and "a feeling that they were doing their part" (p. 157) , 

and found self reliance and other character strengths 

evolved from their experiences. 

Kalisch and Kalisch (1976) described the experiences of 

the nurses on Bataan and Corregidor, and addressed issues of 

leisure activity, intensity of relationships, personal 

danger, and the strong sense of duty these World War II 

nurses possessed. Culpepper and Adams (1988) documented the 

commitment Civil War nurses possessed. Hoogendorn (1991) 

describes the wait from notification to actual deployment 

for Desert Shield as "my hellish nightmare" (p. 2 6A), a 

feeling shared by the informants of this study. She went on 

to explore aspects of patriotism, information seeking, 

camaraderie, and loss of identity. Leon, Ben-Porath and 

Hjemboe (1990) studied coping patterns for Vietnam nurses 

and found that behavioral patterns of expressing feelings 

and seeking emotional support were associated with 

relatively good current psychological functioning, two 

characteristics of camaraderie found in this study. 
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McVicker (1985) discussed the assumption of a sexual 

relationship by others, whether one existed or not, as a 

stressor, another point brought out by the data of this 

study. Norman, in her 1986 study with Vietnam nurses, 

revealed the majority of nurses felt "little...could be done 

to prepare them for the war" (p. 49) similar to the comments 

of the Desert Shield/Storm nurses. This study also 

addressed the strong sense of patriotism that drove these 

nurses to volunteer for service as well as the sense of 

brotherhood which characterized these nurses' experience in 

Vietnam. 

Norman (1989) described the growth of close social 

relationships and a sense of home which gave structure to 

the environment as two coping mechanisms to deal with the 

confinement of Navy nurses aboard ship. The desire for 

structure and the fostering of strong friendships are 

mirrored in this study. Paul (1985) reported Vietnam nurses 

thought the collegiality observed on the television show 

MASH was a true representation of the kindred spirit of 

coworkers in Vietnam. Sarnecky (1989) recounted the 

patriotism of nurses throughout history, who came forth as 

the men of this country needed them. 

Schwartz (1987) described the personal dangers and 

romantic encounters faced by Vietnam nurses, but recounts 

the poor public support of that time period which 

demoralized the nurses upon their return to the United 
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States. Stretch, Vail and Maloney (1985) reported strong 

patriotic support by Vietnam nurse veterans, even today; 

more than 62% would be willing to serve again today if 

needed. Eighty five percent of the nurse veterans reported 

they would be more effective in a future war because of 

their Vietnam experiences, a suggestion that personal growth 

was an outcome of their experience. 

Relationship of the Findings to the Conceptual Orientation 

The results of this study confirm several aspects of 

the Conceptual Orientation. The experience of deployment 

placed severe stress on the participants evidenced by their 

concerns for personal safety, family relationships, military 

tactics, information gathering, and loss of identity. 

Uncertainty became evident in many ways. The wait 

prior to deployment, for the war to start and to return home 

fostered a sense of loss of control. The threat of harm, 

both to self and others, further cemented the sense of 

apprehension. Skepticism and doubts hampered the integrity 

of personal relationships. Reservations about the nursing 

leadership left the staff without a sense of structure. 

There seemed, however, little uncertainty about 

professional demands. The nurses thought they were well 

prepared for whatever casualties presented themselves, even 

though only one of the informants had prior experience with 

an Air Transportable Hospital. 
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The nurses used several coping methods to alleviate the 

stress and find some control in the situation. Structure 

was sought to place experiences and emotions in a framework. 

Spiritual belief helped to find meaning in the experience. 

Physical activity for diversion as well as stress reduction 

played a large part in the informants' daily lives. 

Credible authority, in the form of the ATH commander, 

was unanimously cited as a positive factor in this 

deployment. Social support, in terms of camaraderie, 

offered a sense of shared experience, a "we're in this 

together" attitude that gave hope and comfort. Information 

seeking activities, whether questioning military leaders and 

friends, or watching the BBC or CNN, offered a sense of 

control over the situation. Education promoted a degree of 

confidence over the technical aspects of the deployment 

experience, although two of the three informants in this 

study had no previous experience with an ATH. The end 

result of these coping actions was a positive attitude 

towards the deployment experience. 

One informant admitted to initially using alcohol to 

avoid dealing with personal issues, but once this behavior 

was recognized as counter productive, began using physical 

activity instead, thereby substituting a positive coping 

method for a negative one. The desire and ability to 

interact with others reflected a sense of adaptation to the 

situation, a "making the best of it" approach which enabled 
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the entire experience to be viewed as an opportunity in both 

professional and personal terms. 

The experience of Desert Shield/Storm nurses is 

characterized by a strong bond for the other military 

members who shared this experience, a deep sense of loyalty 

to country, and a recognition of personal maturation as a 

result of this period of time in their lives. The ATH 

commander wrote in the After Action Report, 

Despite deployment stressors, hospital morale was 
excellent. Our unit deployed intact and experienced a 
strong cohesiveness, a positive attitude and a high degree 
of effectiveness.... initiatives and fellowship arising out 
of our own organization were the major contributors to our 
exceptional esprit, and this was noted frequently by other 
base units. (p. 19). 

Limitations of the Study 

There are several limitations to this study. This 

investigation was performed with a small sample size and a 

single interview session. Also, the informants were 

personally known to the investigator which may have affected 

the data obtained. The use of grounded theory methodology 

in this study limits the generalizability of the results. 

Recommendations for Further Research 

Active duty Air Force nurses deployed a distance away 

from the actual battle zone were the subjects in this study. 

Further research is needed with nurses who served in the 

actual war zone, a comparison of Army, Air Force and Navy 
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nurse experiences, and the experiences of Reservists 

deployed in support of Desert Shield/Storm. It may also be 

interesting to compare officer and enlisted experiences, and 

the experiences of nurses who were used to backfill the 

deployed nurses positions in the United States. 

Implications for Nursing Practice 

By understanding the need to maintain a positive 

outlook during a deployment experience, military nurses can 

be aware of stressors and take action to alleviate the 

negative effects. Offering information, providing spiritual 

comfort, encouraging physical activity, and establishing a 

structure for the experience should assist in minimizing the 

uncertainty in the event. Providing informal support groups 

at the deployment site may foster the sense of camaraderie 

more quickly and begin the "bonding" process sooner. 

Summary 

In this chapter, discussion of the findings and 

comparison to previous literature was presented. 

Limitations to the study, suggestions for future study, and 

implications for the use of the results in nursing practice 

have also been outlined. 
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The Experience of Desert Storm Nurses Interview 

SUBJECT DISCLAIMER 

You are being invited to participate in a study of 
military nurses who served in the Middle East with Desert 
Shield/Storm. The purpose of this study is to find out 
about your experience with deployment. This information is 
important in order to help prepare others for future 
deployments. 

Participation in this study will consist of an 
interview lasting approximately one hour. The interview 
will be held at a time and location convenient to you. The 
interview will be audiotaped, transcribed, then erased. 
Confidentiality and anonymity will be assured by assigning a 
number to your responses and pseudonyms for any names you 
mention. Basic demographic information, such as time in 
service, rank, and marital status will be reported only in 
group form. 

By responding to the questions during the interview, 
you will be giving your consent to participate in this 
study. Your name will not appear in the transcribed records 
and your confidentiality will be maintained. There are no 
known risks to yo in responding to these questions and there 
is no cost for your participation. You are free to ask 
questions about this study, and you may withdraw from the 
interview or decline to answer any or all questions without 
penalty or ill will. This study is an independent project 
and not connected with the military in any way. 

Kathleen 0. Concannon, BSN 
Principal Investigator 

11060 E. Via Rinconado 
Tucson, AZ 85749 
749-4391 
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APPENDIX C 

DEMOGRAPHIC DATA FORM 
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Demographic Information 

Surviving the Storm: The Experience of Desert Storm Nurses 

AGE RANK: 2Lt lLt Capt Maj LtCol 

SEX M F 

MARITAL STATUS Single Married Separated Divorced 

N U M B E R  O F  C H I L D R E N  0 1 2 3 4 5 6 7  

NUMBER OF YEARS IN MILITARY 

NUMBER OF YEARS IN AIR FORCE 

NUMBER OF YEARS IN NURSING 

EDUCATION LEVEL AD BSN BS MS PhD 

PREVIOUS EXPERIENCE WITH THE AIR TRANSPORTABLE HOSPITAL? 

YES NO 
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