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Abstract
Background  As women comprise a greater proportion of military service members, there is growing recognition of 
how their experiences in the early phase of military to civilian transitions have an important influence on their health 
and reintegration outcomes. Qualitative accounts of women veterans can inform programs that support transitioning 
service members.

Objectives  We examined narratives of civilian reintegration among women veterans to understand their experiences 
of adjusting to community life while coping with mental health challenges.

Methods/Participants  We interviewed 16 post-911 era women who were within 5 years of separating from military 
service and developed a case study based on three participants.

Main approach  Interviews were audio-recorded and transcribed verbatim. Inductive thematic analysis was 
conducted to establish categories about reintegration. Immersion/crystallization techniques were used to identify 
exemplary cases that illustrated salient themes.

Key results  Women veterans identified establishing a future career direction, drawing on social support, and 
navigating health care services as major factors influencing how they adjusted to civilian life. In addition, participants 
also highlighted the navigation of complex and intersecting identities (i.e., wife, mother, employee, friend, veteran, 
patient, etc.), further magnified by gender inequalities. These women performed emotional labor, which is often 
rendered invisible and oriented toward their family and loved ones, while simultaneously monitoring self-care 
activities. During the early period of reintegration, they described how they felt marginalized in terms of accessing 
healthcare compared to their military spouses and male veteran peers.

Conclusions  Our case study suggests that there are key gaps in addressing healthcare and readjustment needs for 
women servicemembers, a high priority VA group, as they transition into post-military life. It is important to consider 
innovative ways to address specific needs of women in veteran-focused policies and programs.
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Background
Military community reintegration (CR) has been defined 
as a return to participation in civilian life roles follow-
ing discharge from military service and encompasses 
familial and social relationships, work, and other pro-
ductive activities [1, 2]. Adjusting to civilian life can be 
more challenging for veterans with invisible injuries, a 
term that includes traumatic brain injuries and a range 
of mental health diagnoses. Such conditions are less vis-
ible than physical wounds and are prevalent among US 
veterans who have separated after 2001 [3]. Current evi-
dence suggests that women are more likely than their 
male counterparts to have depression, anxiety, and issues 
with premature separation from military service, all fac-
tors which negatively impact CR [4, 5]. Women make up 
an increasing proportion of servicemembers and an even 
higher number of recruits, yet also report less satisfaction 
and shorter military careers than men [6, 7]. Women also 
have a high incidence of military sexual trauma (MST) 
[8–10] and enter the military with a higher rate of prior 
sexual abuse, [11] which is associated with an increased 
risk of post-traumatic stress disorder (PTSD) [12]. Stud-
ies have also shown that depression influences well-being 
and how women function within their household context 
[13, 14].

Among younger veterans, studies have shown that 
women report higher rates of service-connected mental 
health disability and healthcare utilization through the 
Department of Veterans Affairs (VA) than men of similar 
age [15, 16]. The increasing presence of women service 
members underscores the need to better understand how 
family life, particularly the challenges of providing care 
for children and military spouses, [17] and psychological 
health contribute to military to civilian integration and 
life after women’s military careers [18, 19].

The social needs of transitioning women veterans inter-
sect with their experience in the military, as well as exist-
ing economic and social norms, such as prevailing family 
or gender roles [20, 21]. Recent research has shown that 
many veterans service organizations (VSOs) tend to 
focus on rank, branch, or other military characteristics to 
distinguish between veterans rather than issues of race, 
sexuality, or gender, [22] and that women do not typically 
feel welcomed at traditional VSOs [23]. Studies have also 
demonstrated that “universalist” health programs are, in 
practice, oriented toward men and lack gender sensitiv-
ity, which tends to marginalize women veterans in clini-
cal treatment and discourage continuity in care [24–26]. 
In some studies, a limited number of women participants 
has led to concerns about statistical significance, which 
raises the issue of whether our current understanding 
of reintegration generalizes to women veterans [27, 28]. 
A few cross-sectional qualitative studies have examined 
how women view military to civilian transitions and 

access to health care [1, 29, 30]. Dichter and True [1] shed 
light on the trajectories of women veterans who experi-
enced premature separation, while Williams et al. [30] 
emphasized how trauma could lead to a “tipping point” 
where women Veterans realized they required additional 
resources. Both studies highlight how women veterans 
face complex identity issues, including the need for tai-
lored mental health [30].

We seek to fill a knowledge gap of the first few years 
of civilian reintegration among women veterans. Given 
the paucity of empirical studies, the study utilized a dis-
covery-oriented approach using repeated interviews to 
explore practical suggestions about overlooked issues 
that women veterans face amidst readjustment to civilian 
life. These interviews examine the needs and challenges 
of women that might make it more difficult to engage 
them in programs designed to aid in navigating the tran-
sition from military to civilian life, as well as in health 
care to address their physical and mental health needs. 
Additionally, we evaluate the intersecting factors, roles, 
and identities (e.g. class, race, military rank/experience, 
family roles and responsibilities) that affect their lives as 
they transition [31] and how these socially meaningful 
characteristics operate in conjunction rather than inde-
pendently and are intertwined rather than additive [32, 
33].

We used a case study approach through a secondary 
analysis of a longitudinal observational study of veterans 
with invisible injuries, such as mental health issues, who 
have separated from military service. Our research ques-
tions centered on the unique reintegration experiences of 
women veterans and the factors that are the most chal-
lenging and difficult to overcome. Three cases of women 
veterans who also identify as mothers are highlighted, 
two of whom are also military spouses, to represent the 
intersecting roles women often carry with them from 
their service and continue to experience during the rein-
tegration process.

Methods
Institutional Research Board (IRB) approval was obtained 
from the VA medical center and its university affiliate. 
Participants were recruited from a midwestern VA medi-
cal center and its associated outpatient clinics. We com-
pleted a total of five interviews over 24 months with 16 
women veterans as part of a longitudinal study examin-
ing the reintegration experiences of US military veterans 
within five years of separating from military service [34]. 
Appendix A outlines our methods using the “Consoli-
dated criteria for reporting qualitative research” [35].

Sample and recruitment
Veterans were eligible if they had an “invisible injury,” 
which was defined as a diagnosis of a mental or cognitive 
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health disorder (including PTSD, traumatic brain injury, 
mood disorder, or anxiety disorder) confirmed in VA 
electronic health records. Participants were excluded if 
they had dementia or other significant cognitive impair-
ment that would prevent giving informed consent. Eli-
gible veterans were identified from electronic health 
records and mailed letters describing the study. Potential 
participants were contacted by phone to confirm eligi-
bility and interest and to schedule a baseline study visit. 
As a result of protocol adaptation during the COVID-19 
pandemic, we scheduled visits as either in-person, by 
phone, or using videoconferencing, depending upon par-
ticipant preference. Recent literature has suggested that 
while security and ethical issues are important to con-
sider, there are negligible differences between videocon-
ference and in-person interviews [36, 37].

Data collection
At each the baseline assessment, participants met with 
either the primary investigator, the research project 
manager, or one of two trained research assistants. After 
discussing the study aims, the interviewer obtained 
informed consent and HIPAA authorization, collected 
demographic information, and conducted a semi-struc-
tured interview lasting 60–90 min. We collected data at 
baseline, with follow-up assessments at 6, 12, 18, and 24 
months. Participants received a $25 gift card for each 
completed interview. Interview topics included chal-
lenges with reintegration, identities and roles, social 
support, benefits, and mental and physical health issues 
and treatment. Follow-up interviews focused on health 
updates, the home environment, and ongoing readjust-
ment challenges (See Appendix B for baseline, 6-month, 
12-month, 18-monht, and 24-month interview guides).

Data analysis
Using a grounded theory approach, [38] a team of 
four analysts participated in a series of coding cycles 
to develop a codebook and code the interview tran-
scripts (see Fig.  1). The first cycle of coding involved 

“open-coding” to identify key themes. After develop-
ing a codebook with 28 codes, we individually coded 
four transcripts and arrived at consensus to confirm the 
codebook reliability and align code definitions/inclu-
sion criteria. The second cycle coding involved applying 
codes to each transcript. For this case study analysis, [39] 
baseline transcripts for all the participants were coded. 
Based on saliency and frequency of key codes from the 
second cycle coding, we extracted excerpts (i.e., career, 
identity/self-perception, family/social network, gender, 
health and healthcare/treatment, social network, rein-
tegration). These excerpts addressed how women felt 
invisible as patients, the importance of social support, 
and the burden of caregiving duties. We identified six 
potential cases through a series of group meetings, which 
were then analyzed using immersion/crystallization, [40] 
a qualitative research approach that involves multiple 
reviews of data (immersion) with limited prior assump-
tions about discovery until consensus is reached (crystal-
lization). Finally, we selected three exemplary cases that 
best illustrated cross-cutting themes and reviewed coded 
excerpts from their follow-up interviews (6, 12, 18, and 
24 months). Figure  2 depicts the timeline of the three 
cases examined. As described in our COREQ (Appen-
dix A), we used case summaries, member checking, and 
analytic memos to ensure the trustworthiness [41] of our 
findings.

Results
Of the 16 study participants, we highlight three cases—
Jenny, Melanie, and Kayla (pseudonyms)—whose differ-
ing reintegration experiences are defined by managing 
multiple roles, social well-being, financial challenges, 
gender-based career barriers, and discrepancies in their 
healthcare experiences compared with their male coun-
terparts, which were salient themes across the broader 
sample of 16 participants. Each case highlights how 
female veterans balance the challenges of making sense 
of their identity and worth  while navigating health care 
systems, achieving purposeful professional work, and 

Fig. 1  Process for Identifying Key Cases
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building emotionally supportive relationships (see 
Table 1).

Jenny: advocating for her social, mental, and career well-
being
Jenny, who identified as white and in her 30s, served 9 
years in the Army with two deployments, one to Iraq and 
one to Kuwait. When we first interviewed Jenny, she was 
recently separated from her husband and had custody of 
her three children, each under 10 years old. Jenny was 
diagnosed with chronic PTSD, and described dealing 
with anxiety and depression that led to seeking mental 
health care at the VA. Despite having numerous respon-
sibilities as a single, working mother, she struggled with 
asking for help and often managed on her own, a mental-
ity instilled in the military.

In the initial interviews Jenny worked in the banking 
industry but worked odd hours, which coincided with 
caring for her children after school hours. At the 12 and 
18-month interviews, she described how improved men-
tal health would enable her to return to her degree pro-
gram. However, she describes lacking “grit” and not being 
able to advocate for herself to get a job commensurate 

with her worth. In subsequent interviews, Jenny transi-
tioned to a part-time position with a veteran organiza-
tion, which allowed her to balance her children’s needs 
after school along with her financial needs and career 
goals and helped her achieve a sense of purpose. At the 
final interview, Jenny had begun courses toward a busi-
ness degree, but was again struggling with balancing 
work, school, and caring for her children with limited 
support.

Jenny described just a few supports that she felt com-
fortable with a neighbor she was close to, her veteran 
friend, and her therapist. At times, her grandmother and 
mother were helpful, but she preferred to keep her chil-
dren away from them because she views them as “toxic.” 
Despite participating in a female veteran group, she felt 
lonely and struggled to advocate for herself.

Jenny first reached out for mental health care after 
having suicidal thoughts, but initially had a negative 
experience with her VA counselor who made her feel 
like a burden. She settled on seeing a Vet Center coun-
selor rather than a traditional VA mental health provider 
because she could attend weekly sessions. In a follow-
up interview, Jenny explained her therapist retired and 

Fig. 2  Timeline
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she was waiting to be assigned to a new provider before 
resuming sessions, which negatively impacted her men-
tal health. Jenny has acceptable physical health care at 
the VA, but has had experienced numerous issues, such 
as an uncomfortable experience with a male physician at 
the VA. Instead of reporting his incident and advocating 
for herself, she chose to move her care to female provid-
ers and to avoid feeling like a burden as she had felt in 
the past with her VA care experiences. Yet, despite this 
request, Jenny continued to be assigned to male provid-
ers in specialty clinics that continued to leave her feeling 
uncomfortable. She expressed a fear of “being that vet-
eran,” with accompanying consequences in her care if she 
advocates for herself. She experienced negative encoun-
ters with her primary care providers where her medical 
complaints were dismissed as not significant.

A year after the baseline interview, Jenny indicated that 
she had been “70% successful” with her reintegration pro-
cess. In follow-up interviews, Jenny continued to struggle 
to balance childcare responsibilities, financial strain, and 
her own stress management. She pursued education with 
the goal to open her own business but reported difficulty 
juggling multiple roles.

Melanie: “continuing the fight” through self-care and social 
wellness
Melanie, a white female in her early 50s, retired after 24 
years in the Navy. She has a 100% disability rating from 
numerous physical injuries, has been diagnosed with 
chronic PTSD, and experienced sexual assault while in 
the military. She rarely discloses information about these 
invisible conditions because she fears her employer may 
react negatively to her mental health issues. Melanie 
reflected on strategies to combat stress that occurred 
during reintegration and suggested in initial interviews 
that she was “thriving” from these adaptations. Les-
sons Melanie took from her Naval career, especially as a 
mother who joined to support her three sons, have led to 
a sense of resilience in her early transition to civilian life.

Although Melanie valued her stable and lucrative job, 
she discussed mistreatment from male co-workers that 
paralleled her experience in the Navy. Melanie was the 
lone female at her job, and she reflected on how she 
coped by adjusting her perspective: “I’ve had worse. I 
can do this for another 5 years.” At a follow-up interview, 
Melanie contrasted her experience with women in the 
Navy with her civilian workplace: “you don’t find a whole 
lot of queen bees in the military like you do in the civilian 
sector—by queen bee I’m just talking about that woman 

Table 1  Summary of key cases
Case Demographic Career Healthcare Family/

Social
Reintegration

Jenny Early 30s, 
White, Army 
9 years, 2 OEF 
deployments

Worked in the 
banking industry, 
quit due to men-
tal health and to 
be present with 
children; works 
part-time and 
part- time school 
(as of 24 m)

PTSD, Depression, Anxiety, MST; 
Receives mental health care 
through Vet Center; assigned to 
male providers despite request for 
female only providers in response 
to dermatology clinic experience, 
reports fear of burden & retaliation

Divorced, single mother 
raising 3 children; Best 
friend/neighbor is 
primary support; some 
contact with mother and 
grandmother but report 
“they’re toxic”

Moderate improvement; mental 
health is improved slightly since 
baseline; limited social support; 
continued issues with disclosure 
and asking for help; balancing 
childcare, part-time job, and 
school

Melanie 50s, White, Re-
tired Navy after 
24 years, combat 
deployment

Lone female in 
security agency; 
has three master’s 
degrees

PTSD, MST; doesn’t seek out men-
tal health care due to stigma but 
receives physical health care at the 
VA; experiences challenges with 
VA providers’ lack of knowledge 
of how to treat women-specific 
conditions; discusses necessity of 
self-advocacy in her care

Initial report of wide 
social network, married 
to a veteran with 3 adult 
sons from previous mar-
riage; Quality of social 
connections weaker than 
initially perceived, limited 
support from husband 
(24 m)

no current issues with mental 
health but utilizes self-care in 
form of quilting, essential oils, etc. 
Demonstrated high success until 
final interview; more limited & less 
quality social support, challenges 
connecting with sons; barrier 
to access mental health due to 
career; 7 years post-separation & 
feels she is “still a work in progress”

Kayla Early 30s, Latina/ 
African Ameri-
can, Army 5 
years, deployed 
to OEF-A

Lone female in 
telecommunica-
tions industry per-
forming manual 
labor; has some 
college education

Significant physical injuries, PTSD, 
fertility issues; seeks out health 
care at the VA but reports lack 
of knowledge and availability of 
women’s healthcare

Married to a Veteran but 
lacks support; Has one 
child from previous mar-
riage and experiences 
fertility challenges

Overall minimal improvement, “it 
is what it is” mentality; moderate 
mental health improvements in 
therapy;
financial stressors & physical de-
mands of job impact quality of life

a Career: descriptive information from Education and Work/Career codes
b Healthcare: perspectives with providers, medication, treatment from Health Services code
c Family/Social: content about social support, family, and friends from Social Network code and subcodes
d Reintegration: content from Early Transition, Identity/Self-Perceptions and Reintegration codes
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that makes it to the top and then [is] not willing to help 
other women.” Melanie later changed jobs and reported 
improved workplace dynamics, but she worried about 
how her security clearance could be impacted by disclos-
ing any mental health conditions or issues.

In initial interviews, Melanie reported a wide social 
network including family, friends, and acquaintances, all 
of whom she viewed as integral to her well-being. Mela-
nie had the strongest network of other cases in this sam-
ple women. She purposefully sought out such allies and 
viewed this type of support as integral to her success: “I 
was a pretty tough bitch … to have these guys think that 
because I’m in civilian clothes and my hair is down or 
whatever that it’s okay to screw with me. No, it’s not…
part of the reason if any of my girls [fellow veterans] came 
to me and said something was happening that shouldn’t 
be- I fought way harder for them probably because no 
one fought for me.” In later interviews, Melanie reported 
a striking shift in her social relationships, realizing that 
many of her relationships were not as reciprocal and 
strong as she previously thought. Partially as a result of 
the COVID-19 pandemic, she lost contact with key sup-
porters within her family.

Melanie utilized primary care but had poor experiences 
with mental health, women’s health providers, and her 
general VA care. She explained, “I don’t have any ongo-
ing mental health care–there’s still a stigma attached to 
it—Much like the one I encountered when I was seeking 
mental health and… was basically persecuted for it. I also 
have a very high security clearance, so I use a lot of cop-
ing mechanisms— not like I go drink —it’s more like oils.” 
Melanie described how natural oils and quilting helped 
her cope with stress and past trauma. While she recog-
nized that there may not be sufficient demand for a full-
time gynecology department or a mammogram machine, 
she was dissatisfied with the lack of knowledge among 
male providers and access to women-specific healthcare 
within the VA, such as when providers were unable to 
insert a catheter after surgery which led to an emergent 
situation: “they almost immediately want to outsource 
you because you’re a female.” Furthermore, Melanie has 
had multiple surgeries with the VA, including one proce-
dure where sutures that remained in her body led to sig-
nificant pain.

At the one-year interview, Melanie discussed her 
“I love me” wall at home, which has memorabilia and 
awards from military service. The wall made her think of 
a recent incident where a veteran verbally assaulted her 
following an encounter in the parking lot when he saw 
that she was wearing a hat indicating that she was a chief 
petty officer. She recalled having to call security when the 
man escalated the situation. Melanie was especially frus-
trated about having to deal with such treatment at the VA 
hospital, directly from a fellow veteran.

Melanie’s transition from military life initially appeared 
positive due to her proactive involvement with social 
supports, resilience at work, and ability to adapt to dif-
ferent situations; all three conditions appear to be linked 
to her as a role caretaker. However, the final interview 
demonstrated that Melanie was struggling more with 
transition to civilian life than it initially appeared, lacked 
strong social support, and was burnt out from being the 
“tough cookie.” At the start of the COVID-19 pandemic, 
Melanie struggled with not being able to see friends and 
family who lived far away. While she cultivated a strong 
relationship with her neighbor during this period, once 
restrictions were lifted, Melanie began to realize the 
lack of quality and effort in some of her relationships. 
In addition, her cousin died, who was her best friend, 
and did not receive adequate support from her husband 
throughout her mourning. While she attended therapy 
in the past, at the time of the final interview she was no 
longer in treatment due to her job and relied on quilting 
and other holistic methods to help with stress. Melanie 
expressed—seven years post-separation—that reintegra-
tion would continue to be a daily struggle where she was 
unsure if she would ever be fully assimilated to civilian 
life.

Kayla: finding support in a male-dominated career and 
healthcare system
Kayla was originally from the West Coast and identifies as 
first-generation Latina and African American. She joined 
the Army to support her daughter and ex-husband. In 
conjunction with pre-military trauma, Kayla experienced 
sexual assault while in the military which continued to 
affect her mental health. After separating from the Army, 
she struggled to address her physical ailments and fertil-
ity issues and find time for her family, while also having 
a physically and mentally demanding job in a male-dom-
inated career. The intersecting effects of limited social 
support, health issues, and work stress contributed to her 
depression and anxiety.

Kayla’s work environment affected her health and fam-
ily negatively. She felt constrained by financial stress and 
the need to support her family, factors that had weighed 
on her prior to military service. Her job was physically 
demanding, and she felt forced to tolerate inappropri-
ate comments from her co-workers. She was resistant 
to pressure to switch to a “traditionally feminine” career, 
which would require financial sacrifice and further edu-
cation. At her follow-ups, she noted feeling desensitized 
to her uncomfortable work environment because of her 
military experiences. As the lone female at work, her 
needs as a mother were overlooked: “I went right back 
into being in a male-dominated industry…I was like hey, 
we’re going to try and have a baby. What do you guys 
have for maternity leave? …They don’t have an actual 
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maternity program put in place because I work in a 
place…Because I work in a male-dominated industry, and 
they don’t have to deal with it.” In follow-up interviews, 
she added that her job provided limited time off and she 
worried for her job security as her employer intended to 
“put her on disability” when she became pregnant. Kayla 
recounted how health providers had encouraged her to 
switch professions to improve her physical health, which 
she felt was unrealistic.

Kayla described difficulty disclosing her mental and 
physical health issues to her husband who is also a vet-
eran she served with. However, she did not fully disclose 
daily struggles to her husband at times, knowing cowork-
ers’ comments would upset him. Kayla described how 
she lacked co-workers or friends to “vent with” and felt 
unable to turn to her natal family. In describing her first-
generation immigrant family, she struggled with living far 
from them and having to rely on her husband rather than 
her parents: “some people, they just go back home—they 
know that ‘I’m going to have my mom and dad around.’ If 
something happens, I’ve got backup. I didn’t have that.” 
Kayla described how her post-traumatic stress was exac-
erbated by her role as a caretaker for her veteran hus-
band, leading to occasional suicidal ideation: “If I have a 
day where I feel like that I might hurt myself, I don’t really 
have anybody other than my husband that I feel like that 
I can talk to, and even with him…I don’t want to talk to 
him necessarily because I don’t want it to affect him.”

Kayla reported negative experiences with treatment 
for physical injuries, mental health care, and in seek-
ing fertility treatment. She perceived that her provid-
ers disregard her physical complaints and spoke to her 
in a condescending manner rather than addressing her 
health issues holistically. She offered the rhetorical ques-
tion: “So what are we going to do so that I can feel bet-
ter so that I can make money to survive? That’s not their 
overall goal—it’s to say I marked this box off, and she’s 
good to go on my end.” Lengthy or delayed healthcare 
appointments forced her to prioritize work over clinic 
visits. Kayla reported difficulty with obtaining treatment 
through the VA for her fertility issues, which she viewed 
as directly related to her military service. While she liked 
one of her key therapists, Kayla rarely addressed her 
mental health issues directly, saying, “Most of the time…
it’s easier to talk about what you want to talk about and 
not deal [with] what you need to talk about.” She was 
unable to meet with her therapist more often than every 
6 weeks, and later switched to a new therapist whom she 
was less satisfied with and continued to have difficulty 
scheduling appointments. In her final interview, Kayla 
explicitly expressed her perspective that her care at the 
VA was poor because she is young, female, and Afri-
can American—all factors that affect how she has been 
treated. Nearly six years after separation, Kayla did not 

feel readjusted to civilian life, but rather found similari-
ties between her current situation and the same barriers 
she felt in her male-dominated military career. She strug-
gled to balance her family’s needs and her own health-
care needs with pressures to “act tough and masculine” at 
work. Kayla described poor experiences receiving emer-
gency care at the VA as a female and reflected on how 
she received worse care than her husband. She turned to 
alternative methods to remedy her pain from her physi-
cal injuries and avoid surgery and medication such as 
massages, dry needling, chiropractic care, and Epsom 
salt baths. She likewise found it beneficial to create an art 
studio to help with mental health issues. Despite Kayla’s 
attempts to improve her situation, over her two years in 
the study the combination of work-related challenges, 
inadequate social support, and healthcare barriers sty-
mied her readjustment.

Discussion
As women comprise an increasing proportion of the 
Veteran population, there is a pressing need to better 
understand their experiences as they transition to civil-
ian life. We used a case study approach to examine how 
three women with invisible injuries have reintegrated 
into post-military lives in the domains of career, social 
support, roles and identities, and healthcare. In their self-
perception of community reintegration, it is apparent 
that transitioning into a post-military career is the high-
est priority due to financial concerns and the logistics of 
raising children, represented by Jenny and Kayla, while 
less obviously important, social support is a key challenge 
that impacts women veterans and their mental health, 
highlighted by Melanie’s experience. However desirable it 
is, social support may be difficult to attain in the context 
of challenges to work-life balance [42]. Lastly, the three 
women call attention to inconsistency in gender sensi-
tivity in VA health services [22, 26]. Furthermore, these 
cases illustrate barriers to access care and pressure for 
self-advocacy in response to feeling undervalued or dis-
missed by VA health practitioners.

We illustrated the experiences of veterans who are 
mothers and are currently, or were previously, military 
spouses to highlight the interplay between the compet-
ing demands of work and home. Compared to male 
veterans, establishing a stable sense of self as a civilian 
requires a complex set of demands that include roles as 
wife, mother, employee, friend, veteran, and healthcare 
patient. Kayla and Jenny emphasized how VA health-
care has been developed to serve primarily male patients 
and is more broadly emblematic of employment sec-
tors where women are often rendered invisible. These 
women performed emotional labor [43]—which is like-
wise undervalued—and oriented toward their family, 
while simultaneously monitoring self-care activities and 
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personal needs. Melanie exemplifies how women fre-
quently compare their reintegration experiences to their 
male veteran peers, and husbands, often finding that men 
fared better. At the same time, the resources they sought 
within their careers, social support, and healthcare were 
often tailored to serve their male peers [44]. Female 
veterans often experience dismissal of complaints and 
ignored requests, compounding their difficulties in qual-
ity of care. Finally, Melanie and Kayla described a con-
stant battle to appear ‘tougher’ and ‘more worthy’ than 
their male veteran peers.

Building on momentum toward viewing gender as an 
analytic category in veteran research, this study fore-
grounds how women situate themselves in relation to 
their male veteran peers and within social hierarchies 
at home and at work [45, 46]. A consistent theme from 
women in our study was feeling the effects of “reverse 
culture shock,” or the experience of difficulty adjust-
ing to life in US society after long military careers, but 
from their perspective as a woman [47, 48]. Although this 
tendency has been identified for veterans in general, less 
attention has been given to how women deal with loss 
of camaraderie after working closely with men during 
military service; it could be that prevailing gender norms 
make such close relationships more unlikely to occur in 
civilian contexts, particular for women with partners 
[29]. While hundreds of programs have been developed 
to support veterans, evidence suggests that women vet-
erans report persistent barriers to utilization [49]. Recent 
transition programs specifically focused on upstream 
prevention of mental health issues during the early tran-
sition period [30, 50, 51] should address what causes 
women to feel marginalized in health care, account for 
common caregiving responsibilities that compound bar-
riers to healthy reintegration, and be trauma-specific 
[30].

The strength of the discovery-oriented approach in this 
qualitative study is the emphasis on intersecting themes 
shared by women veterans by drawing on their own per-
ceptions, following standards for case study analysis in 
health services research [47, 52]. Another strength of the 
present study is the longitudinal approach which allowed 
increased likelihood of disclosure and comfort during 
interviews, demonstrated by the often increase in disclo-
sure in each interview compared to previous encounters. 
We highlighted only three veteran cases, drawn from a 
subsample of 16 women, which limit claims that can be 
made about the transferability [41] of our findings. The 
extent to which these findings are applicable to the larger 
population of post-911 women veterans is unknown.

Conclusion
Delving into the narratives that women veterans offer 
as part of longitudinal qualitative studies can deepen 
our understanding of patient experiences among this 
growing veteran population. While the health needs of 
women have long been a priority in the VHA, a deeper 
understanding of how women veterans experience mul-
tiple contexts, including healthcare, can aid in integrat-
ing innovative ways to address specific needs of women 
in veteran-focused policies and programs.
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