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Introductory Chapter 

This thesis consists of three sections: a systematic review, an empirical paper and the appendices, 

which are intended to support the empirical paper. The two papers are intended for publication in 

different journals and are written in the style required by those journals. 

 

Thesis Overview 

In the UK, a military veteran is defined by the government as anyone who has served in the armed 

forces for at least one day; they will simply be referred to as veterans from here on. The mental health 

of veterans is very much in the public awareness, especially due to the recent conflicts in Iraq and 

Afghanistan. Research dedicated to this area has mostly used quantitative methodologies, focused on 

Post-traumatic stress disorder and has been conducted in the United States. The research, and the 

media, has a tendency to give a more negative overview of veteran’s mental health, and their health 

outcomes, by emphasising such difficulties as substance misuse and offending behaviour. Therefore 

the aim of this thesis was to start to fill in the gaps. This was achieved by reviewing and adopting 

qualitative methodologies and involving British veterans. The research aimed to explore the 

possibility of positive change after military service, and veterans own views on how they experience 

and cope with psychological difficulties. By knowing more about veterans’ experiences, from 

veterans’ themselves, we will be more able to inform services and tailor the support to improve their 

outcomes and enhance their well-being. 

 

The term Post-traumatic growth (PTG) is relatively new, but the concept of growth out of adversity 

dates back to at least the 1960s. PTG was introduced by Tedeschi and Calhoun to describe positive 

psychological change resulting from experiencing traumatic events. It is conceptualised as a long-term 

coping strategy for ongoing stress following adversity (Tedeschi & Calhoun, 2004). Positive growth 

has been indicated in the experiences of people after a range of traumatic events but the types and 

levels of trauma experienced by military personnel are unique. This is because they may endure 

multiple and chronic trauma, they have voluntarily put themselves in harm’s way and they could 

experience combat exposure both as victim and perpetrator (Linley & Joseph, 2004; Larner & Blow, 
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2011; Larner, 2013). Research suggesting that veterans can experience PTG has tended to focus on 

quantitative aspects of prevalence and influential factors, with no qualitative review of how veterans 

actually experience PTG. Chapter one of this thesis is a systematic review of the qualitative literature 

exploring veterans’ subjective experiences of PTG after military service. It aims to highlight those 

areas more prone to growth and to help inform interventions that may facilitate this process. 

 

To enable us to inform interventions to promote positive change, it is important to know how veterans 

are coping with psychological difficulties from their own perspective. Chapter two of this thesis is an 

empirical study that explored the way veterans from the North West of England, who had accessed a 

veterans’ psychology service, are coping with psychological difficulties. Q Methodology (Stephenson, 

1935) was used to provide a systematic and non-threatening way to collect a large range of subjective 

viewpoints. The paper discusses the clinical implications of the findings and recommendations for 

future research within the context of the strengths and limitations of the study. It is hoped the findings 

will increase the awareness of this complex area, highlight the need for more research and aid the 

development of more targeted interventions focused on those more adaptive and growth promoting 

coping processes.  
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Abstract 

It is well established that military veterans can experience psychological difficulties after military 

service, but they can also experience positive effects, such as post-traumatic growth. Various factors, 

such as different coping strategies, may impact on a veteran’s ability to grow from traumatic 

experiences. However, there is little research exploring veterans’ subjective experiences of post-

traumatic growth. This systematic review is the first to synthesise qualitative findings about how 

veterans describe their experience of post-traumatic growth, after military service. Six qualitative 

studies and four mixed-method studies were analysed, with the use of inductive thematic analysis, 

which resulted in six over-arching themes and six subthemes. Five of the overarching themes related 

directly to the factors of the Post-traumatic growth inventory (Tedeschi & Calhoun, 1996); ‘relating to 

others’, ‘new possibilities’, ‘personal strength’, ‘spiritual change’ and ‘appreciation of life’. The sixth 

theme, ‘positives in the past’, demonstrated post-traumatic growth through having the ability to look 

back on traumatic experiences and see the positives. Clinical implications are discussed, within the 

context of the limitations of the included studies and the review process, with recommendations for 

further research. 

 

Key words: Military, Veterans, Post-traumatic Growth, Qualitative, Systematic Review. 

 

Introduction 

There has been increased awareness of the negative consequences of military service on military 

veterans’ mental health, such as experiencing post-traumatic stress disorder (PTSD). This increase is 

due partly to enhanced media coverage, especially relating to the recent conflicts in Iraq and 

Afghanistan. Recently, the referral rates to mental health services for veterans in the UK have 

increased. The charity organisation, Combat Stress, reported a 26% increase in referrals between 2014 

and 2015 (BBC News, 2015). However, there has also been a developing recognition of positive 

change that can come from traumatic experiences during military service, such as experiencing 

growth. Personal growth out of adversity has been recognised for some time (Joseph & Linley, 2006). 

Victor Frankl (1963), who famously survived the holocaust, described how the meaning he gave 
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difficult events was the reason he experienced growth. Meaning-making is important in experiencing 

growth, as meaning is incorporated into a person’s ‘global meaning system’ or the system is adjusted 

in a reappraisal process, to address the discrepancy between original and new assumptions or beliefs 

(Joseph & Linley, 2005; Larner, 2013).  

 

The term Post-traumatic growth (PTG), was introduced by Tedeschi and Calhoun (1996). It refers to 

the phenomenon of “positive psychological change experienced as a result of the struggle with highly 

challenging life circumstances” (Tedeschi & Calhoun, 2004, p. 1). PTG is not about reacting to 

trauma without stress, it is a long-term way of coping in response to ongoing stress after trauma 

(Dekel, Mandl & Solomon, 2011). Tedeschi and Calhoun developed the Post-Traumatic Growth 

Inventory (PTGI; 1996), an assessment of positive outcomes after trauma. They found three key areas 

of change that may form part of the PTG process: first, a sense of self, a person may see themselves 

differently with increased strength, understanding and acceptance of their weaknesses; second, life 

philosophy, they may have greater appreciation for what life holds and what is important and third, 

relationships, they may experience increased compassion, value and closeness (Joseph, Murphy & 

Regel, 2012; Tedeschi, 1999). From these three areas they identified five themes of possible growth; 

“appreciation of life, personal strength, relating to others, spiritual change, and new possibilities” 

(Larick & Graf, 2012, p. 221). PTG is an important concept in developing understanding of the 

reaction to and recovery from trauma, especially with the new wave of positive, strength-based 

psychological approaches (Joseph, 2009; Larick & Graf, 2012). Rather than focusing on reducing 

symptoms they emphasise building positive change through coping (Joseph, 2009). 

 

Studies have successfully identified PTG in people who have experienced a range of trauma such as 

assault (Kelim & Ehlers, 2009), terrorism (Woike & Matic, 2004) and burns (Baillie, Sellwood & 

Wisley, 2014). Although PTG can be generalised in some ways to all trauma, evidence suggests that 

the type of trauma, or the population involved, effects the experience of PTG (Larner & Blow, 2011), 

such as having a life-threatening illness (Hefferon, Grealy & Mutrie, 2009). Similarly, the 

incomparable experiences of military service, such as volunteering to put yourself at risk, facing 
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multiple or chronic trauma and being placed in the role of perpetrator and victim, need to be explored 

(Larner & Blow, 2011; Larner, 2013; Linley & Joseph, 2004). 

 

PTG has been identified in military veterans (Pietrzak el al., 2010; Tsai, El-Gabalawy, Sledge, 

Southwick & Pietrzak, 2015) and in specific veteran populations such as those who served in Iraq or 

Afghanistan and sustained an amputation (Benetato, 2011). Tsai et al. (2015) analysed survey data 

from 3157 veterans in the US, including the use of the Post-Traumatic Growth Inventory-Short Form, 

a validated measure of the PTGI (Cann et al., 2010). They found that 50% reported moderate levels of 

PTG; 72% of those had also reported levels of PTSD. Factors associated with higher PTG were 

feeling more socially connected, ‘intrinsic religiosity’ and having purpose in life. The relationship 

between PTSD and PTG, was also found in Israeli ex-prisoners of war and veterans from the Yom 

Kippur War where those with PTSD reported higher levels of PTG (Dekel, Ein-Dor & Solomon, 

2012; Zerach, Solomon, Cohen & Ein-Dor, 2013).  

 

In some cases, PTG is positively related to exposure to combat (Dekel, et al., 2011; Gallaway, 

Millikan & Bell, 2011), perseverance and perceived support within the military unit (Pietrzak, el al., 

2010), active coping (Dekel, et al., 2011) and religion (Tait, 2013; Trevino, Archambault, Schuster, 

Richardson & Moye, 2012). Persian Gulf War veterans showed associations between their perceptions 

of the level of threat while deployed, to the ‘appreciation of life’ factor on the PTGI. The factors of 

‘personal strength’ and ‘relating to others’ were associated with the level of social support received 

after deployment (Maguen, Vogt, King, King & Litz, 2006). However, suicidal ideation has been 

found to have a negative association with PTG (Gallaway et al., 2011). 

 

There have been numerous quantitative studies illustrating the prevalence and influential factors of 

PTG in veterans. However, there has not been a review of qualitative findings relating to how 

veterans themselves describe their experience of PTG. Therefore, the aim of this review is to 

synthesise the qualitative evidence related to veterans’ subjective experiences of PTG after military 
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service. This will further enhance our understanding of the phenomenon and our ability to inform 

interventions to facilitate this process. 

 

Method 

Search Strategy 

The electronic databases Medline, PsycINFO, CINAHL and Scopus were searched up to April 2015 

using the search strategy below. The search strategy was designed to capture all papers looking at 

PTG in veterans and was not specifically tailored for qualitative methodologies as preliminary 

searches identified a dearth of this type of literature. Therefore, the strategy remained broad in order 

to identify all relevant papers. There were no exclusion criteria relating to specific population age, 

setting or date of publishing. 

 

Search strategy: the following search terms were employed: 

1. post-traumatic OR posttraumatic OR post traumatic 

2. growth 

3. 1 AND 2 

4. veteran OR military veteran 

5. ex-service personnel OR ex-servicemen OR ex-serviceman OR ex-forces OR ex-military 

6. 4 OR 5 

7. 3 AND 6 

 

Study Selection 

The resulting citations were screened to identify potentially suitable studies for inclusion. Due to the 

dearth of qualitative literature in this area, papers that did not specifically use the term PTG in relation 

to their findings, but terms relating to other similar forms of growth were included. References within 

the included papers were hand searched, but this resulted in no further relevant papers. Full text 

copies of those relevant studies were obtained and assessed independently with the following criteria: 
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Inclusion Criteria: 

1. Study population - adults who had previously served in the military, in any country. 

2. Methodology - qualitative methods of data collection and analysis, solely, or as part of a 

mixed methodology. 

3. Subject - PTG in the first instance, or other forms of growth not referred to specifically as 

post-traumatic in the second instance e.g. psychological growth, personal growth. 

4. Published language – English (due to lack of resources for translation). 

 

Exclusion Criteria: 

1. Intervention studies. 

2. Solely quantitative methodology. 

3. Only involved the concept of growth through the use of quantitative measures, e.g. PTGI 

(Tedeschi & Calhoun, 1996). 

 

Initial searches resulted in a set of 210 papers, reducing to 142 after removing duplicates. After initial 

screening 125 studies were excluded due to lack of relevance, see Figure 1 for further detail (p.9). 

Studies involving interventions were excluded as the aim of the review was to explore experiences of 

personal growth after military service, as opposed to growth possibly resulting from a targeted 

intervention. Initial screening led to 17 full text papers being reviewed; where available, authors were 

contacted when the full text was unavailable or not available in English. This led to seven studies 

being excluded, as detailed in Table 1 (p. 10). One study (DeRoon-Cassini, 2008) was excluded 

because it represented the original thesis and data which was replicated in a published paper 

(DeRoon-Cassini, De St. Aubin, Valvano, Hastings & Brasel, 2013). The search strategy results are 

illustrated in an adapted version of the Preferred Reporting Items for Systematic Reviews (PRISMA) 

diagram (Figure 1, p. 9; Moher, Liberati, Tetzlaff & Altman, 2009). Final eligibility of papers was 

negotiated with a research supervisor (J.M.); this resulted in 10 articles being included in the review.  
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Figure 1 - Flow diagram of systematic review process 
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- Growth methodology e.g. latent 

growth curve (34) 

- Medical/biological growth (14) 

- Other forms of growth e.g. 

population growth (12) 

- Not about growth (4) 

- Book review (3) 

- Editorial (4) 

- Not about military veterans (13) 

- Quantitative methodology (21) 

- Review (8) 

- Validity/factor analysis of 

measure (2) 

- Intervention paper (8) 

- Development of model (1) 

- Article correction (1) 

 

Full-text articles assessed 

for eligibility 

(n = 17) 

 

Studies included in 

qualitative synthesis 

(n = 10) 

 

Full-text articles excluded with 

reasons (n = 7) (See Table 1) 
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Table 1 - Final excluded papers with reasons 

Author Year Reason 

DeRoon-Cassini 

 

2008 Thesis replicated in published paper from peer reviewed journal (DeRoon-

Cassini et al., 2013) 

de la Fontaine* 2013 Not available online, emailed author but no reply 

Krutiš, Mareš & Ježek 2011 Not published in English, emailed author but no reply 

Ogden et al. 2011 Solely quantitative methodology 

Steger, Ownes & Park 2015 Solely quantitative methodology 

Syme, Delaney, Wachen, 

Gosian & Moye 

2013 Solely quantitative methodology 

McKee* 2009 No use of qualitative data collection or analysis methods 

*= thesis 

 

Data Extraction 

Details of study design and findings were extracted using a pre-designed data-collection form. Details 

of quality were extracted with the aid of the qualitative Critical Appraisal Skills Programme (CASP) 

tool (CASP, 2013). This tool required identification of whether or not relevant information was 

present in the article with a yes (√) or no (X) rating. A rating of not applicable (N/A) was used to 

represent an inability to rate this section. This was completed by the main author (H.F.) and a random 

sample of two papers were verified by an independent researcher with the same level of training.  

 

Method of Synthesis 

The aim of this review is to synthesise and assimilate the relevant findings. Therefore, the data 

extracted were synthesised using thematic analysis based on the work of Braun and Clarke (2006). 

The data are displayed in tables and summarised in a narrative description. Relevant findings, 

similarities and differences are described.   
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Results 

Study Characteristics 

Characteristics of included studies are illustrated in Table 2 (p. 13). Of the 10 included studies, four 

were doctoral theses, six were published in peer reviewed journals. Nine were conducted in the United 

States (US) and one was conducted in Australia (McCormack & Joseph, 2014). Four studies used 

mixed methodology and six used only qualitative methods. All studies were published between 2010 

and 2014 with the exception of Elder and Clipp (1989). Participant numbers ranged from eight to 149. 

Four studies only included male participants and in the remaining six, the percentages of male 

participants ranged from 78.9% to 96%.   

 

Participant inclusion criteria varied considerably, involving veterans who had served in Iraq, 

Afghanistan, World War II and the Korean War (archived data), the Vietnam War and those who 

served specifically in Operation Desert Storm (Gulf War). Specific experiences were targeted such as 

spinal cord injury, diagnosis of oral-digestive cancer and those who had been held captive in 

Vietnamese re-education camps. Nagle (2014) investigated Reserve veterans who had returned to 

previous employment after deployment. Five studies specified that participants had been exposed to 

combat while deployed. There was considerable heterogeneity in the methods of data analysis 

employed; three studies used principles of grounded theory, one completed coding using an explicit 

theoretical lens, three used differing phenomenological principles, one used constant comparison and 

one used consensual qualitative principles. It is important to note that the aims of the studies were also 

different, only four specifically explored growth, the remaining studies found growth related themes 

within their results. 

 

As reported earlier, studies were included that did not specifically use the term PTG, but other terms 

related to growth, which identified relevant themes. Seven studies referred to PTG (Jahn, Herman, 

Schuster, Naik & Moye, 2012; Kato, 2010; Larick & Graf, 2012; Larner, 2013; McCormack & 

Joseph, 2014; Michna, 2013; Nguyen et al., 2014). Other terms were sometimes used interchangeably 

with PTG such as cancer-related growth, personal growth and psychological growth. In the remaining 
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three studies, one used the term ‘positive growth’ (DeRoon-Cassini et al., 2013) and two used the 

term ‘personal growth’ (Elder & Clipp, 1989; Nagle, 2014). 

 

The study by Elder and Clipp (1989) is distinct, as they used a longitudinal design with analysis of 

archived data. Therefore, they did not use sampling and the sampling procedures from the original 

studies were not described. Eichorn, Clausen, Haan, Honzik and Mussen (1981) described the original 

studies as three separate longitudinal studies, later combined into larger intergenerational studies. The 

studies collected data relating to cognitive ability, personality, and social and biological factors, at 

different stages from birth into adulthood, between 1928 and 1972. The archived data from those 

participants who were involved in the longitudinal data collection and went on to serve in the armed 

forces were included in this study. This study does not refer to PTG, but it was conducted before the 

term PTG was introduced by Tedeschi and Calhoun in 1996 and demonstrates the same concepts now 

referred to as PTG. 
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Table 2 - Characteristics of papers included in the review 

No Author Year N Participants Sampling 

Method 

Method Data collection Qualitative 

Data Analysis 

Aim 

1 DeRoon-

Cassini et al.† 

2013 79 

 

 

Military veterans with 

spinal cord injury 

(96% Male) 

Described as 

purposive 

sampling 

Mixed – cross-

sectional 

Semi-structured  

face-to-face 

interviews 

Data analysis based 

on grounded theory 

To ascertain meaning-

making themes for 

veterans following 

spinal cord injury and 

how these relate to 

distress and well-being 

2 Elder & 

Clipp† 

1989 149 Male military veterans 

exposed to combat 

during World War II 

and the  Korean War 

Archived data 

taken from 

three 

longitudinal 

studies 

Mixed – 

longitudinal  

 

Archived data 

with original 

methodology 

involving 

interviews 

Unclear To explore veterans 

experience of combat 

and the meaning of this 

in later life and to link 

these to psychosocial 

functioning pre and 

post-war 

3 Jahn et al.† 2012 133 

 

Military veterans with 

a diagnosis after age 

50 and who had had 

treatment for oral-

digestive cancer  

(97.7% male) 

Described as 

purposive 

sampling 

Mixed – 

longitudinal 

Mixed-method 

structured face-

to-face 

interviews 

Coding completed 

using an explicit 

theoretical lens 

using the Benefit 

Finding Scale to 

identify themes 

To explore how 

combat exposure and 

posttraumatic stress 

relate to distress and 

growth in cancer 

survivors. 

4 Kato* 2010 19 

 

Military veterans who 

served in 

Iraq/Afghanistan 

2001-2010. Minimum 

four months post 

leaving the military 

and aged 18-50. 

(78.9% male) 

Purposive and 

snowball 

sampling 

Described as 

cross-sectional 

Semi-structured  

face-to-face 

interviews 

Grounded theory To describe the 

experiences of 

adjustment, from 

military to civilian life, 

of soldiers who served 

in Iraq and 

Afghanistan 



 
 

1
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5 Larick &  

Graf† 

2012 59 

 

Military veterans 

(83.1% male) 

Described as 

convenience 

sampling (those 

who had access 

to computers) 

Described as 

mixed - cross-

sectional 

Online survey – 

four open 

questions 

Constant 

comparison 

To examine combat 

veterans experiences of 

how compassionate 

acts and other positive 

experiences in the 

military impacted on 

personal growth  

6 Larner* 2013 15 Male military veterans 

exposed to combat 

during the Iraq and 

Afghanistan conflicts 

Snowball 

sampling 

Described as 

cross-sectional 

Semi-structured 

face-to-face 

interviews 

Grounded theory To explore the process 

combat veterans go 

through to deal with 

combat trauma, 

focussing on meaning-

making  

 

7 McCormack 

& Joseph 

2014 9 Male military veterans 

who had served in the 

Vietnam War 

Described as 

convenience 

sampling 

Described as 

cross-sectional 

Semi-structured 

face-to-face 

interviews 

Interpretive 

phenomenological 

analysis 

To explore the 

phenomenon of 

psychological growth 

and how Vietnam 

veterans have 

redefined their 

experiences over time, 

after being exposed to 

war, bitterness, guilt 

and blame when they 

returned from war 

8 Michna* 2013 8 Military veterans who 

served during the 

Operation Desert 

Storm Gulf War 

(87.5% male) 

Convenience 

and criterion 

sampling 

Described as 

cross-sectional 

Semi-structured  

interviews via 

skype 

videoconference 

Phenomenological 

analysis based on a 

heuristic approach 

To explore how 

combat veterans 

transform the meaning 

of traumatic events 

using cognitive self-

appraisals and 

corrective emotional 
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actions toward the 

achievement of 

personal growth. 

9 Nagle* 2014 9 National Guard or 

Reserve military 

veterans who had 

returned to their 

previous employment 

after combat 

deployment 

 

(100% male) 

 

Purposive and 

snowball 

sampling 

Described as 

cross-sectional 

Semi-structured 

interviews 

completed face-

to-face and via 

skype 

videoconference 

 

Descriptive 

phenomenological 

analysis 

To explore the 

subjective experience 

of reintegration into 

the workplace after an 

extended period of 

time deployed as part 

of the Reserve 

Component to Iraq or 

Afghanistan. 

10 Nguyen et al. 2013 14 Male Vietnamese 

military veterans who 

had been imprisoned 

in a Vietnamese re-

education camp and 

now live in the US 

Described as 

purposive 

sampling 

Described as 

cross-sectional 

Semi-structured 

face-to-face 

Interviews 

conducted in 

Vietnamese 

Consensual 

Qualitative research 

methodology 

To examine the long-

term effects of re-

education camps on 

male Vietnamese 

veterans  

*= thesis, †= mixed methods 
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Quality Assessment 

Assessment of methodological quality is reported in Table 3 (p. 19). Studies were rated as to whether 

each component was present, rather than using a scoring system, due to the heterogeneity of the 

studies. Quality varied within the studies; common weaknesses were identified in recruitment 

strategies, reflexivity and reporting of how ethical issues were considered.  

 

In many studies the sampling and recruitment strategies were unclear, often there was no justification 

for participant selection. In the study by Michna (2013), there was no justification for recruiting only 

veterans who had served in Operation Desert Storm and in the work of Jahn et al. (2012), the authors 

did not explain the decision to only include oral-digestive cancer. In some cases the recruitment 

strategy may have introduced bias, such as in the study by Kato (2010), for which participants had to 

attend a specific college or know someone who did; and the Nguyen et al. (2013) study, participants 

were family acquaintances of the research team. There was an overall lack of information concerning 

why people chose to participate or not.  

 

Reporting of reflexivity was lacking in most studies; the relationship between researcher and 

participant was not considered in development of research questions or data collection, nor any 

analysis of potential bias. An exception was the study by Nguyen et al. (2014), where the authors 

discussed the role of the bilingual researchers who conducted the interviews in Vietnamese and how 

cultural differences were thoughtfully considered. However, they did not discuss the impact of 

participants being acquaintances of the research team, as reported earlier. Also, Larner (2013) 

explicitly discussed his role as the researcher, how it may be impacted by his own military 

background and his occupation as a marriage and family therapist. 

 

Another concerning issue was the lack of reporting about how ethical issues were considered. In most 

cases there was evidence for how the research was explained to participants, but there was often no 

discussion about issues raised by the study, nor any suggestion of safeguards for participant well-

being during or after the study. Consent and confidentiality issues were usually acknowledged, but 
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there was little explicit indication that ethical approval had been gained. Most studies reporting 

approval from institution review boards but this remains unclear as to what ethical standards were 

adhered to. 

 

Research design appeared appropriate in relation to the aims overall, except in the study by Jahn et al. 

(2012). The qualitative element seemed secondary to the quantitative element especially as a self-

report measure of PTG, the Benefit Finding Scale (BFS; Tomich & Helgeson, 2004), was used to 

guide coding rather than themes being developed inductively. This is also reflected in the low quality 

of the data analysis and minimal statement of qualitative findings. While the study offers some insight 

into the experience of PTG in veteran cancer survivors, the focus is mainly on predictive factors. 

 

It is again worth noting that the Elder and Clipp (1989) study is distinct, due to the use of archived 

data, it did not align well with the CASP tool. Therefore, it was not rated on recruitment strategy, 

reflexivity or ethical issues. Some of these details were recorded in the original studies; for example, 

recruitment strategies varied but included sampling every third birth in a location in the US and 

sampling from one ‘junior high school’ (Eichorn et al., 1981). There was no explicit description of 

ethical procedures or reflection. The qualitative data collection and analysis procedures are unclear, 

although the authors state that interviews and Q methodology were used. Q methodology is a hybrid 

of qualitative and quantitative methods developed by Stephenson (1935). The study was assessed to 

be low in quality in the description of qualitative findings and suggested implications on research and 

practice. However, it is worth considering how much research and reporting has moved forward, 

especially relating to ethics and reflexivity, from the original studies in the 1920s to 1970s and more 

so in the last 25 years. This study is the only one highlighting the experience of growth after military 

service into later life, so it does offer some valuable insights. 

 

Quality assessment of qualitative studies is a contentious topic, as is the premise of systematically 

reviewing qualitative research, as it has been argued that it is inappropriate to apply principles of 

rigour relevant to quantitative research to qualitative studies (Booth, 2001). However, the recognised 
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authority on systematic reviews, The Cochrane Collaboration, now acknowledge the importance of 

reviewing qualitative literature and have developed guidelines for conducting reviews on intervention 

research to supplement the quantitative findings (Hannes, 2011). There is also an argument that lower 

quality studies can still offer insights; therefore, due to the small number of available studies it was 

decided that all identified studies would be included in this review (Carroll, Booth & Lloyd-Jones, 

2012). 



 
 

1
9

 

 

 

Table 3 - Quality Assessment of studies using the CASP qualitative appraisal tool. 

 1.  

DeRoon-

Cassini et 

al. 2013† 

2.  

Elder & 

Clipp,  

1989† 

3.  

Jahn et al.  

2012† 

4.  

Kato, 

2010* 

5.  

Larick & 

Graf,  

2012 

6.  

Larner, 

2013* 

7. 
McCormack 
& Joseph, 

2014 

8.  

Michna, 

2013* 

9. 

Nagle, 

2014* 

10.  

Nguyen et 

al. 2013 

Clear statement of aims √ √ √ √ √ √ √ √ √ √ 

Appropriate methodology  √ √ √ √ √ √ √ √ √ √ 

Appropriate research design  √ √ X √ √ √ √ √ √ √ 

Appropriate recruitment strategy  √ N/A X X √ √ √ X √ X 

Appropriate data collection √ X √ √ √ √ √ √ √ √ 

Appropriate reflexivity X N/A X X X √ X X √ √ 

Ethical issues considered X N/A X √ X √ √ √ X X 

Rigorous data analysis  √ X X √ √ √ √ √ √ √ 

Clear statement of findings √ X X √ √ √ √ √ √ √ 

Research value considered  √ X √ √ √ √ √ √ √ √ 

Key: *=thesis, †= mixed methods, √= yes, X = no, N/A = not applicable, CASP=Critical Appraisal Skills Programme 
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Findings 

 

Quantitative findings from the four mixed-method papers will be briefly summarised to ensure transparency 

and enable any further links to be made with the qualitative findings. The qualitative findings will then be 

described based on emergent themes. 

 

Quantitative Findings 

The four papers (DeRoon-Cassini et al., 2013; Elder & Clipp, 1989; Jahn et al., 2012; Larick & Graf, 2012) 

had different aims and used different methodological approaches so the quantitative findings related to PTG 

will be summarised separately.  

 

DeRoon-Cassini et al. (2013) explored the meaning-making appraisals of veterans who had sustained a spinal 

cord injury. Four percent of the sample of 79 suffered the injury during military combat; others were mainly 

as the result of a traffic collision, fall, illness, assault or other accident. The thesis containing the original data, 

which was excluded from this review (DeRoon-Cassini, 2008), explains how the sample was initially made up 

of 85 participants, but one participant dropped out and technical difficulties with recording equipment were 

cited as the reason for excluding five further participants. The interviews included open-ended questions and 

measures assessing PTSD, depression, psychological well-being and purpose in life. The grounded theory 

based approach allowed conversion of qualitative findings into quantitative data to explore frequencies and 

relationships between the themes. Meaning-making themes were identified if they were reported by 50% or 

more of the sample. This resulted in seven themes with three relating to PTG: ‘Positive growth’ (n=52, 

66.7%) such as appreciating life more, ‘Identity integration’ (n=42, 53.8%), involving the impact of the injury 

being integrated into their identity and ‘Acceptance of injury’ (n=41, 53.3%), involving a sense of becoming 

reconciled with their situation. Using bivariate correlations, significant positive associations (p < .05) were 

found between ‘Positive growth’ and ‘Identity integration’ and also between ‘Positive growth’ and the 

measure of purpose in life, which suggests that they felt their life had more meaning (The Purpose in Life 

scale; Crumbaugh, 1968).  
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Elder and Clipp (1989) used archived data from previous longitudinal studies. The focus was on the meanings 

of combat held by veterans in later life and the impact on their psychosocial functioning, emotional health and 

resilience. The sample consisted of 149 men rated as part of three groups, non-combatants (40%), light 

combat (30%) and heavy combat (30%). From interviews and literature 13 statements about positive 

influences of the military and combat experience were developed. Participants were asked to choose three 

‘most wanted’ aspects of their experience. Using Chi square analysis the authors found significant differences 

between the three groups, frequency of endorsement of the following statements increased with combat 

severity: ‘Learned to cope with anxiety’ (p < .01), ‘Value life more’ (p < .01), ‘Self-discipline’ (p < .05) and 

‘Clearer sense of direction’ (p < .05). Participants also completed a Q-sort in adolescence and in their 40s or 

‘mid-life’. The Q-sort included seven personality indices; ego resilience, helplessness, goal-orientation, self-

inadequacy, submissiveness, consideration of others and social competence, with good reliability (average, α 

= 81). Using the Q-sort data, a repeated measures analysis of variance showed significant changes over time in 

heavy combat veterans from adolescence to mid-life in goal orientation (F = 18.43, p = .01) when compared to 

the other two groups.  

 

The paper by Jahn et al. (2012) explored the impact of combat exposure and PTSD on levels of distress and 

resilience or ‘stress-related growth’, in later life following a cancer diagnosis. The paper reports the initial 

findings of a longitudinal study on cancer survivorship. Interviews with 76 participants were completed at six 

and 12 months after a diagnosis of an oral-digestive cancer. The interview involved open-ended questions and 

quantitative measures of PTSD related to combat and cancer, depression and PTG. The qualitative findings 

were coded using ‘an explicit theoretical lens’ using the theory behind the BFS (Tomich & Helgeson, 2004) as 

described earlier. Using t-tests the only significant difference was that those with combat exposure reported 

higher levels of PTSD related to cancer, compared to those without combat exposure (t = -2.09, p = .04). They 

found higher cancer-related growth in combat veterans with PTSD compared to those without PTSD. Those 

without PTSD and no combat exposure showed lower cancer-related growth. There were also significant 

differences in the ‘Worldview’ subscale of the BFS (F = 4.79, p = .01), involving statements about purpose in 

life and religious beliefs, and the ‘Family relations’ subscale (F = 3.43, p = .04), about feeling closer to 

family. In addition, post hoc analyses showed that combat veterans with PTSD had significantly higher scores 
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on the ‘Acceptance’ subscale (p < .05.), involving adjustment to things that cannot be changed, ‘Worldview’ 

(p < .05), and ‘Family relations’ (p < .05), compared to those without PTSD. 

 

Larick and Graf (2012) investigated the effect of compassionate acts experienced on the battlefield and other 

positive military experiences. Fifty-nine participants completed an online survey with four open-ended 

questions, but only 53 of those completed the six point Likert scale question asking them to rank how they felt 

about their military experience from ‘very damaging’ to ‘very beneficial’. The mean score (M = 4.30, SD = 

1.83) suggests that overall participants found their military experience beneficial with 35 (66%) rating their 

experience positively to some degree. Using t-tests one significant difference (p < .03) was found which 

showed that participants with depression (n=26, 44.1%) rated their military experience as more damaging (M 

= 3.71, SD = 2.01) than those without depression (M = 4.79, SD = 1.54). However, no validated measure or 

diagnostic criteria for depression were used, only self-reported information, so it is difficult to assess the 

accuracy of this finding. 

 

Qualitative Findings - Themes 

Thematic analysis has been used to synthesise information within reviews in a wide range of areas. It is a 

flexible approach enabling identification of major themes in a structured way, to integrate different types of 

evidence (Dixon-Woods, Agarwal, Jones, Young & Sutton, 2005; Popay et al., 2006; Ring, Ritchie, Mandava 

& Jepson, 2011). Thematic analysis can be adapted to specific research aims because it is not located within 

any specific epistemological position (Coolican, 2009). Therefore, it is useful for synthesising findings from 

different methodological approaches as represented in this review.  

 

An inductive, semantic level analysis was completed on the findings from the included papers. Description 

and interpretation of themes was led directly by the data and the participants’ words (Braun and Clarke, 2006). 

The researcher extracted all PTG and other growth-related quotations from the included papers. The data were 

then coded and separated into initial themes, identified mainly by significance and frequency. On further 

interpretation, over-arching themes were developed which clearly represented the data as a whole. 

 



23 
 

The findings from the thematic analysis are represented by six overarching themes and six subthemes. Five of 

the over-arching themes are directly related to the five factors in the PTGI; ‘Relating to others’ (factor 1), 

‘New perspectives’ (factor 2), ‘Personal strength’ (factor 3), ‘Spiritual change’ (factor 4) and ‘Appreciation 

for life’ (factor 5); the findings mapped closely onto the areas identified within these factors. The sixth over-

arching theme, ‘Positives in the past’, does not directly relate to the PTGI but reflects growth through the 

ability to find positives in traumatic past experiences. The themes will be described and illustrated with the 

use of quotations that represent the themes’ core meanings. 

 

Theme One – Relating to Others 

The theme of ‘Relating to others’ is made up of two subthemes, ‘Relationships’ and ‘Compassion and 

Empathy’. 

 

Relationships 

This subtheme was represented in eight of the studies (Elder & Clipp, 1989; Jahn et al., 2012; Kato, 2010; 

Larick & Graf, 2012; Larner, 2013; McCormack & Joseph, 2014; Michna, 2013; Nagle, 2014). Growth in 

relationships was described through feeling closer and more connected to others…“My family has evolved big 

time…. [My combat deployment] has brought me and my family and friends a lot closer” (Larner, 2013, p. 

240), and through the ability to be more open or honest through emotional expression, “If you feel like crying, 

cry. Period. That's all there is to it...For me, what has worked…is openness and honesty” (Larner, 2013, p. 

232). 

 

Participants felt more able “to rely on others” (Michna, 2013, p. 52), let others help them, respect others and 

“see the good in people and appreciate the people close to you” (Jahn et al., 2012, p. 241). There was a 

suggestion of growth in attitude towards relationships with people from other cultures, even those viewed as 

the enemy, a sense of becoming less judgmental. 

 

“I think that my interaction with the local nationals…changed how I perceive people…These people, 

especially in Afghanistan, are very intelligent people and you cannot judge them based on initial 

appearances. Over the course of the year, I developed very close relationships with these officials who 
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I worked to mentor, and I think that they taught me as much (if not more) than I taught them” (Larick 

& Graf, 2012, p. 231). 

 

Compassion and Empathy 

Development of compassion and empathy was evident in six of the studies (Elder & Clipp, 1989; Jahn et al., 

2012; Kato, 2010; Larick & Graf, 2012; McCormack & Joseph, 2014; Michna, 2013). Growth was expressed 

through developing “more compassion…towards people” (Jahn et al., 2012, p. 241) and a “new sense of 

empathy after seeing the suffering of so many" (Elder & Clipp, 1989, p. 326). Some had a new desire to help 

others…“What am I doing with my life? ...I wanted to do something with myself and help other people. It’s 

hard seeing all that stuff and not being able to do anything” (Kato, 2010, p. 110) and “after Desert Storm, I 

find myself caring more about helping people and giving advice. I attributed some of this to some of the 

horrific scenes I saw” (Michna, 2013, p. 53).  

 

Compassion was developed for others in general and more specifically for those considered to be the 

enemy…“It brought me closer to the people I hated…and helped me to see past some of my anger” (Larick & 

Graf, 2012, p. 232), for those seen as being vulnerable or in need…“I have extreme sensitivities to disabled 

homeless people and children here in the US; I wish I could help them” (Larick & Graf, 2012, p. 232) and for 

those military personnel still on active duty…“Maybe I have more empathy to the soldiers and airmen and 

everyone who are out there right now in Afghanistan and Iraq” (Michna, 2013, p. 58). 

 

Theme Two – New Perspectives 

The theme of ‘New Perspectives’ is made up of two subthemes, ‘Changed perspective and attitude’ and ‘New 

direction’. 

 

Changed Perspective and Attitude 

A change in perspective or attitude was represented in eight of the studies (Elder & Clipp, 1989; Jahn et al., 

2012; Kato, 2010; Larick & Graf, 2012; Larner, 2013; McCormack & Joseph, 2014; Michna, 2013; Nagle, 

2014). Growth through the possibility of new experiences and ideas was expressed through having developed 

a broader perspective on life, e.g. it “opened my eyes” (Jahn et al., 2012, p. 241), and respondents described a 
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new attitude to living…“Those experiences, they changed the way I view life. I take it more seriously” (Kato, 

2010, p. 110). The ability to see or embrace new possibilities was acknowledged through becoming more 

culturally aware, “In the military, you work with every single race you can think of, and after seeing that and 

working with all of these cultures together to strive for a goal, it opened up my perspective on things” (Kato, 

2010, p. 109). Also, through reframing the meaning of what constitutes an enemy…“There’s a difference 

between combatant and enemy” (Larner, 2013, p. 207), “At times I hate them, but they’re human just like I 

am…So who am I to try to dehumanize them” (Larner, 2013, p. 208). Others mentioned developing humility: 

“The word humility comes to mind, only that I am older now and wiser” (McCormack & Joseph, 2014, p. 

348). 

 

This change in attitude led some to have a more goal-orientated focus for life, “I really kind of figured out that 

I knew exactly what I wanted to do with my life” (Nagle, 2014, p. 68). “That to me is when you set a goal for 

yourself and you achieve that goal. It helps you personally” (Michna, 2013, p. 59). Others became more 

focused, specifically on education and career goals…“I guess outside of the military, getting a college 

education, a degree, setting a goal for oneself and meeting those goals” (Michna, 2013, p. 59). 

 

New Direction 

New possibilities for some meant finding new direction. This was represented in six of the studies (Elder & 

Clipp, 1989; Kato, 2010, Larick & Graf, 2012; Larner, 2013; Michna, 2013; Nagle, 2014). For some, the 

"clearer sense of direction" (Elder & Clipp, p. 330) was possible due to growth through their military 

experience, it enabled them to gain "job skills" (Elder & Clipp, 1989, p. 324) and “the army gave me a chance 

to develop in so many ways…it also gave me an education” (Kato, 2010, p. 111). This had provided them 

with the ability and inspiration to go on and improve themselves in areas possibly not previously 

considered…“The outcome of the experiences…were part of the inspiration for me to go into a healthcare 

field” (Larick & Graf, 2012, p. 233). “I do believe that my experiences have changed my total mindset. I am 

now pursuing a career in social work so that I may continue to give back to my community” (Larick & Graf, 

2012, p. 233). 
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Theme Three – Personal Strength 

The theme of ‘Personal strength’ is made up of two subthemes, ‘Strength and courage’ and ‘Acceptance’. 

 

Strength and Courage 

Development of strength and courage was described in eight of the studies (Elder & Clipp, 1989; Jahn et al., 

2012; Kato, 2010; Larner, 2013; McCormack & Joseph, 2014; Michna, 2013; Nagle, 2014; Nguyen et al., 

2014). After being held captive in a Vietnamese re-education camp, one participant said “It strengthens my 

character. I felt that I am more courageous and resilient for enduring those hardships. I feel like I can 

accomplish anything I set myself to” (Nguyen et al., 2014, p. 8). Growth in strength was demonstrated through 

acknowledgment of an increased ability “to cope with adversity" (Elder & Clipp, 1989, p. 324), feeling they 

could “pretty much overcome anything” (Michna, 2013, p. 52) and having more courage to “face my 

problems” (Jahn et al., 2012, p. 241). This was also expressed in determination to achieve and succeed: 

 

“My wartime decisions taught me that I was capable of a lot. I’m a very strong person. I’ve been 

beaten into the ground by war. I learned a lot about myself. Mainly just how strong I am...how much I 

can endure…how much further I can prosper” (Larner, 2013, p. 225).  

 

This determination appeared to come from increased confidence and it enabled more focus, self-discipline and 

dedication…“I’m a completely different person than I was before joining the military, more mature, confident, 

and self-disciplined” (Kato, 2010, p. 111). “I felt confident, and I became aware that I wanted to pursue my 

degree. So, it made me a lot more focused and serious on that. So, at work that translated to me being more 

focused” (Nagle, 2014, p. 68).  

 

Growth was enabled by the recognition of improved self-efficacy and self-belief, enabling them to have 

"greater independence" (Elder & Clipp, 1989, p. 324) and be more self-reliant…“my understanding…is that I 

didn't need anything like faith to sustain me. I had to look at myself and either make it through or not make it 

through” (Larner, 2013, p. 181). For some, the strength came from improved self-awareness and 

understanding, “I’ve learned a lot about myself” (Nguyen et al., 2014, p. 8). This involved exploring the ways 

they had changed, “it made me think about it and wonder what had changed. In what ways have I become a 
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different person…So, it kind of started to make me want to be aware of what had happened” (Nagle, 2014, p. 

78),  

 

Another aspect was being more open to experience and confront emotions… 

 

“I've engaged the hurtful, the heartbreak, and the painful. Whereas most of the time we stray away 

from those things. We don't want to feel that. [But] you have to go back to it…You have to know it's 

okay to go back to it” (Larner, 2013, p. 232)  

 

Acceptance 

This subtheme was represented in five of the studies (DeRoon-Cassini et al., 2013; Jahn et al., 2012; Larick & 

Graf, 2012; Michna, 2013; Nagle, 2014). Acceptance was developed for different aspects of life, “You are 

dealt a hand, and you must play it” (Jahn et al., 2012, p. 241) and “Now I’m accepting of whatever happens” 

(Jahn et al., 2012, p. 241). For some it was acceptance of change, injury, illness or the situation they now 

found themselves and how they integrated these changes into their identity. “Well…it’s changed me…I’m not 

the wild crazy guy I used to be…but, that is ok. I like who I am now” (DeRoon-Cassini et al., 2013, p. 188). 

For others it was acceptance of not being able to change the past or predict the future, “You just never know 

what’s around the corner, I guess” (Michna, 2013, p. 52). There was a development of acceptance of other 

people’s viewpoints, “There’s always two sides to a story. There’s always two views” (Larner, 2013, p. 231) 

and an understanding that not everyone will agree, “It’s just how it goes, you know. Not everyone’s going to 

agree with you or what you did. I can’t let that bother me” (Nagle, 2014, p. 82). 

 

Theme Four – Spiritual change 

This was the smallest theme, represented by only one study (Larner, 2013). Growth was shown through 

development of spiritual awareness and understanding, taking strength and guidance through spiritual belief. 

“I think it has taken me to a different level…what did change for me was spirituality. Spirituality was different 

for me going into combat than it was coming out” (Larner, 2013, p. 193). One participant described his 

“salvation moment” (Larner, 2013, p. 191) when he found religion while in prison and felt that he “recovered 

from combat through salvation in Christ” (Larner, 2013, p. 228), so he went on to become a chaplain. Another 
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participant found his “spiritual views have shifted from organized religion of Catholicism into a more personal 

questioning introspective type situation” (Larner, 2013, p. 214). Some explored the meaning of killing through 

their religious beliefs, ““Thou shall not kill”, it's a pacifistic approach as opposed to “thou shall not murder”, 

is about conflict with a competitor. Yeah, that would make more sense” (Larner, 2013, p. 213). 

 

Theme Five – Appreciation for life 

Growth was expressed through renewed appreciation and knowing what was important in eight of the studies 

(DeRoon-Cassini et al., 2013; Elder & Clipp, 1989; Jahn et al., 2012; Kato, 2010; Larick & Graf, 2012; 

Larner, 2013; McCormack & Joseph, 2014; Nguyen et al., 2014). Some had new appreciation for people and 

relationships, “I was grateful for my experiences because it made me cherish what I came back to, my father, 

and my life much more” (Kato, 2010, p. 112). This included appreciation for other veterans, “It’s given me a 

deep gratitude and increased respect for the brotherhood combat veterans share” (Larick & Graf, 2012, p. 

232). They placed greater importance on embracing the day, “It made me realize life is short and every day 

you should live to the fullest” (Larick & Graf, 2012, p. 232) and trying to “appreciate the moment” (Kato, 

2010, p. 109). It seemed increasingly important to not take anything for granted including their home, their 

freedom and respect for their country, as well as “the little things in life” (Jahn et al., 2012, p. 241; Kato, 

2010, p. 110), “even a grain of rice” (Nguyen et al., 2014 p. 8). One participant summed up the sentiment, “I 

don’t take a lot for granted anymore because I stop and think, I could have died every day when I was in Iraq” 

(Kato, 2010, p. 110). 

 

Theme Six – Positives in the past 

This smaller theme was demonstrated in three of the studies (Elder & Clipp, 1989; Kato, 2010, Larick & Graf, 

2012). It represents the way some participants were able to look back and “see the positive in it all” (Kato, 

2010, p. 112). They were able to identify positives from their time in the military such as the “brotherhood of 

all the soldiers” (Larick & Graf, 2012, p. 234). The traumatic events had given them “the chance to live with, 

serve alongside, and be family with the absolute greatest human beings that are on this planet [who would] 

live or die for you” (Kato, 2010, p. 112) and this resulted in them making "life-long friends" (Elder & Clipp, 

1989, p. 324). Some saw the military as defining their identity, “My overall experience was positive, no matter 

what happens, or how things turn out, I will never regret anything I’ve done. It’s made me who I am today” 
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(Kato, 2010, p. 111). Others acknowledged that it had been a rewarding experience and they had made a 

positive contribution, “I travelled most of the country…and felt like I actually made a difference for the U.S. 

as well as the Iraqi people” (Larick & Graf, 2012, p. 234). 

 

Discussion 

Summary of Findings 

This review explored the subjective experience of PTG in military veterans. Six overarching themes and six 

subthemes were found. Five of the overarching themes and their associated subthemes were related to the five 

factors of the PTGI (Tedeschi & Calhoun, 1996): ‘relating to others’, ‘new possibilities’, ‘personal strength’, 

‘spiritual change’ and ‘appreciation of life’. The sixth theme, ‘positives in the past’, was not directly related to 

the PTGI but it demonstrated PTG through being able to positively reframe traumatic experiences 

retrospectively.  

 

Evidence Available 

The search strategy and inclusion criteria identified 10 relevant papers to be reviewed. This is quite a small 

number, but the search strategy was intentionally broad in nature and hand searching of references was 

completed, suggesting the pool of research relating to the research question is small. Therefore, there can be a 

level of confidence that the findings from this review are based on the available evidence.  

 

Support for Previous Research 

Themes that emerged from the thematic analysis of the qualitative findings and the small amount of 

quantitative data from the mixed-method papers support previous research, especially that related to the work 

of Tedeschi and Calhoun in the development of the PTGI (Tedeschi & Calhoun, 1996). The majority of the 

themes developed closely support the factors identified in this assessment tool developed nearly 20 years ago. 

This finding may further validate the use of the PTGI and its use within veteran populations; it suggests that it 

is still relevant today and demonstrates that the processes involved in PTG have remained seemingly constant 

over 20 years. The findings also support the work of Tsai and colleagues (2015), one theme identified in this 

review, ‘relating to others’, is similar to their finding of social connectedness being associated with higher 

levels of PTG, and to a lesser extent their finding of religion being key to PTG. Having purpose in life was 
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also associated with higher PTG, which is similar to the theme of ‘appreciation of life’ as it relates to having 

more awareness of what is important.  

 

The themes generated in this review all represent change that a person may have experienced in different 

aspects of the self and their lives, as a result of trauma. This could be seen to demonstrate the reappraisal and 

adjustment process theorised by Joseph and Linley (2005), or the ‘shattering of world assumptions’ described 

by Larner (2013) as these processes may need to take place to enable growth. Initially, the reaction may 

involve severe distress due to the discrepancy between previously held assumptions and new experiences 

which do not fit with those assumptions. The process of growth which is described by one participant as a 

“never-ending progression” (Michna, 2013, p. 50), involves trying to resolve this discrepancy by changing 

your sense of self, world view and “adjusting your life” (Michna, 2013, p. 50). The quantitative findings also 

support the processes of change in growth represented in the themes, with significant findings aligned to 

valuing life, world view, acceptance and relationships. There were inconsistent associations between PTG, 

combat exposure and PTSD, as previous research has suggested the presence of these characteristics tends to 

be associated with higher levels of PTG (Dekel et al., 2011; Dekel et al., 2012; Gallaway et al., 2011; Tsai et 

al., 2015; Zerach et al., 2013) but this association was not found in all included studies. This may be due to the 

heterogeneous populations involved. 

 

As mentioned earlier, the theme of spiritual change was identified within the qualitative findings which 

supports previous research about the role of religion in coping and growth. However, it was the least 

represented theme as it was only recognised in one of the included papers (Larner, 2013). It is important at 

this point to acknowledge the different methodological approaches and aims involved in the included papers. 

The aim and extensive literature review by Larner (2013) guided the interview questions he used and there 

was a section of questions specifically related to faith and beliefs before and after military service. Therefore, 

it is difficult to know if this theme would have emerged with less direct questions. In the paper by DeRoon-

Cassini et al. (2013), it was reported that participants mainly felt there was no logical or spiritual explanation 

for their spinal cord injury. 
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Strengths and Limitations of the Included Studies 

Although quality assessment of qualitative research is a contentious issue (Booth, 2001), it was deemed 

important in this review to gain a detailed understanding of the papers’ methodological strengths and 

weaknesses, in order to justify how the papers address the research question. Overall the quality of the 

included studies was mainly good, although most lacked detail in at least one or two important areas. 

However, this does include the paper by Elder and Clipp (1989) which has been acknowledged in this review, 

as being substantially different to the other included papers due to publication date, methodology and 

approach. The overall strengths of the included papers were mainly in the clear statement of aims and 

findings, methodology, research design, data collection and the description of the wider implications.  

 

Especially due to the nature of qualitative research it is concerning that more than half of the papers were 

lacking sufficient quality in the area of reflexivity. It is important to acknowledge that this could impact on 

findings and in some cases lead to bias, especially in interviews, if the role of the researcher is not carefully 

considered. An example of possible bias is the impact of the researcher having had military experience 

themselves and whether this may have affected the recruitment procedure, the relationship and the 

participants’ willingness to openly answer questions. It was mentioned in one study that some participants 

only agreed to take part when they knew the researcher was ex-military (Nagle, 2014). However, the 

researcher not having military experience may also have led to bias. There was also a lack of detail reported 

on ethical issues which again is concerning, as this is the way researchers demonstrate their appreciation of 

participant safety and well-being, especially when investigating sensitive topics such as trauma. In some 

cases, this may have been improved by explicitly describing the formal ethical approval obtained and what 

safeguards were put in place for participants. Recruitment strategy was another area not well described in a 

number of the papers; therefore the justification for the sample may be questionable, especially where 

acquaintances of the research team were recruited. 

 

Other limitations of the included papers are the lack of good quality longitudinal findings and the use of self-

reported data, rather than formal assessment and diagnosis of characteristics. Another issue to consider is the 

use of self-selecting samples. Those who chose to participate were possibly more likely to have experienced 

PTG or certain aspects of PTG, such as increased compassion and empathy, as they possibly chose to 
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participate with the aim of helping others. There was very little attention paid to the differences between 

participants who chose to take part and those who did not. 

 

Strengths and Limitations of the Review 

A strength of this review is that it included both journal articles and theses, single and mixed-methodology 

papers and did not impose restrictions on date of publishing, to include all available information. This robust 

coverage was also achieved through the use of a clear and comprehensive search strategy, resulting in papers 

that related well to answer the research question. Inclusion of appropriate papers was discussed with a 

research supervisor, the quality of the papers was assessed and this was independently checked to ensure 

accuracy. The analysis and synthesis of the information was a complex, data-driven process which was 

completed in a systematic way, while still ensuring the meaning of the participants’ words remained at the 

centre of the results.  

 

The use of thematic analysis in this review may be seen as a weakness as although it is a widely used and 

reputable approach, it can be criticised for its lack of transparency in the analytic process and its limited 

ability to explore higher order meanings or develop new knowledge (Dixon-Woods et al., 2005; Popay et al., 

2006). With more resources another appropriate approach may have been the newer thematic synthesis 

(Thomas & Harden, 2008). Other, meta-type approaches were inappropriate due to the different 

methodologies used within the included studies. Thematic synthesis tends to be more directed towards papers 

evaluating the need for interventions and their effectiveness (Barnett-Page & Thomas, 2009). However, the 

inductive thematic analysis process used in this review has been clearly described and is well supported by the 

use of direct quotations to ensure there is transparency in the way the themes were developed. It has resulted 

in interesting and new findings in relation to an area previously lacking in any synthesis of qualitative 

information. 

 

The heterogeneity of the included papers cannot be over stated, as although they all contributed to answering 

the research question they differed substantially. The few similarities between the included papers were 

related to most being cross-sectional, conducted in the US, involving mainly male participants, mostly using 

interviews for data collection and mostly being published within a four year period. As there was a limited 
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amount of research available in this area and this review presents a new opportunity to highlight this, it meant 

that the inclusion criteria were quite broad in order to ensure coverage of the few available papers. This 

approach led to a large diversity in the type of papers included and may suggest caution in interpreting the 

findings as representative of veteran populations, especially outside of the US and Australia. However the 

opposite may also be true, as the findings do demonstrate a number of common themes across the populations 

and qualitative research is not generally designed to be used for generalisation to wider populations.  

 

Some of the differences will be discussed with suggestions as to how they may have impacted on the findings. 

The aims of the included papers were varied and therefore there were also large differences in the 

methodological approaches, sample sizes and participant populations. While all the participants were veterans, 

they had all had very different experiences, especially relating to the conflicts they served in and the traumatic 

events that may have impacted on their psychological health. This review was intended to explore veterans’ 

subjective experiences of PTG after military service but it is difficult to suggest that the PTG described by all 

the participants was as a result of their military experience. A number of papers explored PTG after a specific 

event, such as being diagnosed with an oral-digestive cancer (Jahn et al., 2012) or sustaining a spinal cord 

injury (DeRoon-Cassini et al., 2013), or they related to a specific experience such as, being held captive in a 

re-education camp (Nguyen et al., 2014), returning to non-military employment after deployment as a 

reservist (Nagle, 2014), acts of battlefield compassion (Larick & Graf, 2012), or returning to civilian life after 

the military (Kato, 2010). As the studies tended to have a different focus, this also meant the questions asked 

within the interviews and surveys were different. Most of the papers detailed the questions or the topic areas 

covered in the interviews and as suggested earlier, the finding about spirituality is related to specific questions 

asked by Larner (2013). This may suggest participants were discussing their experience of PTG in relation to 

very different experiences, not necessarily directly related to their military service.  

 

The differences in sample population were also numerous and may have impacted on the way participants 

answered questions, such as the ethnicity of participants or their age, which ranged from 23 to 75. Although 

not explicitly stated, it is assumed participants’ length of military service, length of time out of the military 

and length of time since the traumatic experiences would vary considerably. All these factors may impact on a 

participant’s viewpoint related to past experiences and trauma, as longer time may have a healing effect 
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although this does not seem to be the case in the studies which included older participants. Another important 

factor that has only been addressed in one paper (McCormack & Joseph, 2014), is whether the participants 

had previously received any support or therapeutic intervention, either generally, or specifically related to 

traumatic experiences. This may impact their view of events, themselves and possibly how they cope as a 

result. If a participant is more familiar with the concept of PTG, they may be more open to it and more 

knowledgeable about the ways in which growth may manifest in the way they think, feel and behave. 

However, as this information is unavailable it is difficult to know to what extent this may have impacted on 

the findings. 

 

The different methodologies used in the included papers raises a contentious issue as there has been debate 

about whether the findings from these different qualitative approaches should be combined (Barbour, 1998; 

Sandelowski, Docherty & Emden, 1997). However, as the concept of systematically reviewing qualitative 

research has been recognised by The Cochrane Collaboration (Hannes, 2011), this is a strong endorsement 

that this approach is a valid method, assuming the qualitative information is treated sympathetically. The 

inclusion of the mixed-method papers in this review may have led to them being slightly less well represented 

within the qualitative themes due to the need to report both quantitative and qualitative data, therefore 

ultimately containing less qualitative data than other papers. However, there may also be different 

representation of papers due to the length of interviews conducted varying from 20 minutes to two hours, and 

one study (Larick & Graf, 2012) involved participants writing text in an online survey; so the depth of 

information collected and therefore reported would have varied.  

 

Conclusions 

This review supports the research that shows veterans can experience PTG and it was found that this may even 

occur after further traumatic events outside of the military. The subjective experiences expressed by the 

participants fitted well with the factors included in the PTGI and also highlighted the role of finding positives 

in previous negative experiences. These findings can have important implications on clinical practice, but 

should be interpreted with caution due to the limitations within the included papers and in the review process.  
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Future Research and Clinical Implications 

This review found six themes that were described through synthesis of the qualitative information within the 

10 included studies. Five of those themes were associated with the PTGI (Tedeschi & Calhoun, 1996): 

‘relating to others’, ‘new possibilities’, ‘personal strength’, ‘spiritual change’ and ‘appreciation of life’. The 

sixth theme, ‘positives in the past’, describes growth through being able to look back at traumatic events and 

see the positives.  

 

Further high quality research is required to explore the experience of PTG in less specific veteran populations, 

to gain a more representative picture and also with veterans outside of the US and Australia. The research 

should consider if participants have undertaken any form of psychological therapy and how this may have 

affected their experience or their description of it. There is a need for more longitudinal research to explore 

how PTG is developed and maintained over time. Also it is important to understand how PTG is experienced 

in more diverse populations of veterans, such as female veterans, who may have different views. 

 

This review has unintentionally provided support for the role of the PTGI within services who provide support 

for veteran populations mainly in the US and Australia. It also helps to guide clinicians’ thinking with regards 

to supporting veterans, by identifying the areas of their lives and their self-perception that may be most open 

to change and growth after trauma. As PTG is seen as a type of long-term coping strategy and research has 

found links between certain forms of coping and increased PTG (Dekel et al., 2011; Tait, 2013; Trevino et al., 

2012), it may be beneficial for clinicians to consider how military veterans are already coping with their 

difficulties. An intervention could then be targeted towards developing coping that may facilitate growth.  

 

“Post-trauma growth is every therapist’s goal: to come alongside those who have been to hell and 

back and help them to move forward, not by burying or avoiding reminders of the horrors of war, but 

through reappraising their experiences more constructively” (Larner, 2013, p. 87). 

 

Supporting veterans to develop more positive ways of coping has been is considered to be beneficial as 

programmes aimed at supporting the PTG process are being developed (Campbell, Picket & Yoash-Gantz, 
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2010; Tedeschi & McNally, 2011), Tedeschi and Calhoun (1995) have reported how this may also help to 

strengthen coping in the long-term. 
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1. Abstract 

There is a growing awareness of the mental health difficulties experienced by military veterans, but research 

has involved mostly quantitative methodologies, been completed in the United States and focused on Post-

traumatic stress disorder. This study aimed to begin filling in the gap of how male, British veterans, 

experience and cope with psychological difficulties from their own subjective viewpoint. Q methodology was 

used as the structured, practical task format was considered more appropriate for this sample and it enabled 

the collection of a wider range of perspectives. Thirty participants completed the Q-sort. By-person factor 

analysis identified three factors from their responses that represented three distinctive viewpoints about 

coping: ‘Healthily active, with positive military identity’, ‘Unhealthily avoidant, with negative military 

identity’ and ‘Ambivalently striving, without clear military identity’. Clinical implications and 

recommendations for future research are discussed within the context of the study strengths and limitations.  

 

Key words: Military, Veterans, Coping, Psychological difficulties, Mental Health, Q methodology. 

 

2. Introduction 

There is a growing awareness of the negative impact military service could have on someone’s mental health 

(Mental Health Foundation, 2013). It is estimated that approximately 4.5 million veterans live in the UK 

(NHS Choices, 2014) and the need for psychological help for British veterans is great. Approximately “one 

person in every 1,000 regular service personnel is discharged annually for mental health reasons” (NHS 

Choices, 2011), a high proportion of veterans have difficulties transitioning back into civilian life (Morin, 

2011) and many do not present to mainstream mental health services until 13 years on average, after leaving 

the military (BBC News, 2015).  

 

Mostly, research concerning veterans mental health has focused on those veterans who have post-traumatic 

stress disorder (PTSD) and has neglected more common difficulties such as depression, anxiety, anger and 

grief (Fossey, 2010). These difficulties can lead to further problems such as substance misuse, which may be 

used as a way of coping. How a person copes with psychological difficulties can significantly impact their 

everyday life and those around them (Fossey, 2010).  
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Coping refers to the responses people use to deal with psychological distress in an attempt to reduce negative 

feelings (Houston, 1987). Lazarus and Folkman’s (1984) theory divides coping into two functions; problem-

focused coping and emotion-focused coping. Problem-focused coping involves strategies directed at the 

environment, such as changing resources, reducing barriers, or strategies directed towards the self, such as 

finding gratification in different ways or developing skills. Emotion-focused coping involves strategies aimed 

at reducing distress, such as avoidance, selective attention, or it involves strategies aimed at increasing the 

distress such as, self-blame or behavioural strategies such as exercising. 

 

2.1. Quantitative Coping Research 

Research on veterans coping with psychological difficulties has mainly been quantitative, focused on PTSD 

and conducted in the United States (US). Recent quantitative research into coping in PTSD, highlights coping 

strategies that veterans use such as: cannabis (Bonn-Miller, Vujanovic & Drescher, 2011), binge drinking 

(Cucciare, Darrow & Weingardt, 2011), emotional avoidance or emotional expression (Hassija et al., 2012), 

avoidant coping such as withdrawal, or active coping such as acceptance (Boden et al., 2012; Galor & 

Hentschel, 2012), meaning-focused coping and making use of social support (Wood et al., 2012) and worry, 

self-punishment, social control and behavioural distraction (Pietrzak, Harpaz-Rotem & Southwick, 2011).  

 

In quantitative non-PTSD specific literature, other coping strategies identified are; religion in veteran 

survivors of cancer (Trevino et al., 2012); cognitive avoidance, in veterans with chronic fatigue syndrome 

(Fiedler et al., 2000); hope and proactive coping, in veterans with visual impairment (Jackson et al., 1998); 

and problem solving, in elderly veterans who had a limb amputation (Desmond, 2007; Desmond & 

MacLachlan, 2006).  

 

2.2. Qualitative Coping Research 

There is little qualitative research investigating veterans’ coping strategies, and again, most has been 

conducted in the US. Brenner et al. (2008) found combat exposure affects what coping strategies American 

veterans use and that they may learn to adapt their strategies when they transition into civilian life. For 

example, initially using substances to avoid upsetting feelings and forget, then understanding the negative 

consequences of trying to forget and turning to social support instead. Hagerty et al. (2011) found that combat 
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wounded veterans described a range of coping responses that changed over time. At first more negative, 

involving anger and alcohol, mostly focused on physical recovery. Later they were more focused on 

developing strategies to control their emotions and redirect their thinking. Other themes relevant to veterans 

coping with recovery, were finding meaning in what had happened (Larner & Blow, 2011) and sharing 

experiences and war stories with other veterans (Wilson et al., 2009). One British qualitative study looked at 

coping in Second World War veterans by exploring their experiences of social support related to coherence of 

war memories (Burnell, Coleman & Hunt, 2010). This study highlighted two main strategies; avoidance, using 

social support to protect against distressing war memories, and processing, using social support to actively 

remember and associate meaning to the memories, increasing their sense of belonging. 

 

2.3. Why Coping is Important 

Coping mechanisms employed to deal with psychological distress can have a great impact on recovery, 

independent functioning and quality of life. As demonstrated in the systematic review by Ferguson (2015), 

veterans can experience Post-traumatic growth (PTG) after military service, which involves positive personal 

change. Importantly PTG may be positively related to such coping strategies as positive religious participation 

(Tait, 2013), ‘dispositional optimism’ (Feder et al., 2008) and active coping strategies (Dekel, Mandl & 

Solomon, 2011). However, suicidal ideation may have a negative relationship with PTG (Gallaway, Milikan 

& Bell, 2011). Those veterans who have higher resilience tend to exhibit lower PTG as they have the strength 

to cope in the first place and therefore, do not have the same potential for positive growth (Zerach et al., 

2013). There are programmes being developed that are designed to facilitate the PTG process in veterans 

which involve encouraging enhanced use of positive coping strategies (Tedeschi & McNally, 2011; Campbell, 

Picket, & Yoash-Gantz, 2010). It is important to facilitate positive growth processes as long lasting PTG could 

aid further healthier coping (Tedeschi & Calhoun, 1995). Therefore, having an awareness of how a person 

copes may inform the best way to aid them in their recovery. 

 

Although US and UK armed forces frequently fight alongside each other, there remain differences in military 

structure, culture, experiences and veteran support systems, making it difficult to compare across the different 

forces. The aim of this research is to gain an understanding of the experience of coping and the ways British 

male veterans cope with psychological difficulties, from their own perspective. The expectation is that 
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participants will endorse a range of perspectives and the findings may be used to inform therapeutic 

intervention within this population.  

 

3. Q Methodology 

As this kind of research has not been conducted with British veterans before, it was decided a methodology 

that captured a greater number of subjective viewpoints would be the most useful way to contribute to this 

field. Q methodology (Q) was selected as it “provides a systematic and rigorously quantitative means for 

examining human subjectivity” (McKeown & Thomas, 1988, p.7). Q was originated by Stephenson (1935) 

and is based on social constructionist principles as it explores the different ways any ‘object’ can be 

constructed (Willig & Stainton-Rogers, 2008). It is a unique hybrid of quantitative and qualitative methods, 

with the advantage of being able to capture a much richer and holistic insight into participants’ viewpoints, 

without the researcher having implied a pre-conceived frame of reference. Therefore, the respondent is not 

constrained by predefined categories in the same way as more common methods such as Likert scales.  

 

Q was appropriate for a number of reasons. Q involves a structured approach to gaining viewpoints from 

participants and it was felt this may resonate with the structured lifestyle veterans will have experienced for a 

period of their lives and may be reassuring. Also, due to the possibility of stigma associated with mental 

health problems in the military (Iversen, 2011), it may be more challenging for veterans to talk openly about 

their coping strategies. Q represents a less-direct, less-threatening approach to gaining an insight into 

individual viewpoints than an interview. Due to the procedure of Q, the main task involves ranking statements 

about coping rather than answering personal questions about their own experiences. This may help them feel 

more at ease and able to express their opinions in this way. Another advantage of Q is that it is more like the 

real world, participants consider a range of issues in relation to each other and prioritise what is more 

important to them, rather than considering and responding to each issue individually, as in an interview or 

survey. 
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4. Method 

4.1. Ethical Approval 

This research was approved by the Doctorate of Clinical Psychology research committee at University of 

Liverpool and by the NHS local Research Ethics Committee in July 2014. 

 

 4.2. Stages of Q Methodology 

Q involves a two stage method followed by data analysis. Stage one involves developing the Q-set, the Q-set 

statements are derived from interviews with people who have an insight into the topic and from relevant 

literature. Stage two involves conducting the Q-sort, the Q-set is printed onto separate cards and participants 

decide how much they agree or disagree with each statement by ranking them on a predetermined matrix in 

relation to each other. Lastly data analysis, by-person factor analysis is used to analyse statement rankings in 

an attempt to group similar viewpoints together. 

 

4.3. Stage 1 - Developing the Q-set 

It is important that statements developed for the Q-set use similar language to those participants completing 

the Q-sort (McKeown & Thomas, 1988). This is especially important within a military context due to the 

distinctive language and terminology used. To achieve this, statements were developed through qualitative 

interviews with veterans and military personal who support others to transition out from military service, and 

from empirical papers and textbooks.  

 

4.3.1. Stage 1 – Participants 

Participants included nine veterans; four who had accessed the psychology service, a staff member from the 

service, a veteran’s charity manager and three who still have roles in the military, supporting the needs of 

service personnel transitioning out of the service and veterans. The remaining three were serving personnel 

who support transitioning of those with injuries. The participants were all male, aged between 38 and 66, all 

identified themselves as white British or white English, except one who identified himself as black British, 

and 11 were employed. Their military service was mainly in the Army, with two participants in the Royal 

Navy, one in the Royal Air Force and one in the Royal Marines. Military ranks ranged from Private or 

equivalent, to Lieutenant Commander and Lieutenant Colonel. Length of service ranged from four to 50 years. 
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All participants had been deployed and 11 had experienced combat. Time since leaving the service ranged 

from four to 29 years. 

 

4.3.2. Stage 1 - Procedure 

Twelve semi-structured, face-to-face, interviews were conducted. Participants were given the information 

sheet. After any questions had been answered and if they agreed to take part, they signed two consent forms; 

one was retained by the participant and one by the researcher. Eight participants consented to the interviews 

being digitally recorded. Four declined recording, due to military regulation, so the researcher made detailed 

notes. The interview schedule involved questions relating to how the participants thought veterans cope with 

psychological difficulties. The questions and prompts were kept broad in order to give participants space for 

their subjective viewpoint. The interviews lasted between 28 and 75 minutes and participants were given a 

debrief sheet after completion of the interview. 

 

Two interviews were transcribed verbatim by the researcher and notes from the four interviews not recorded, 

were typed up. Six interviews were transcribed verbatim by a University of Liverpool approved transcriber, 

within a contract of confidentiality, using password-protected files. The researcher then read and re-read the 

transcripts and extracted statements line by line, using the participants own words wherever possible. The 

statements derived from the interviews and relevant literature were combined and produced 1880 statements 

in total. The research team then completed a five-stage process to identify the most representative statements 

that illustrated the most relevant themes of coping expressed. During this five-stage process, demonstrated in 

Figure 1 (p. 55), stages one to three were completed by the researcher and stages three and four were 

completed collaboratively by the research team of four. Statements were removed for various reasons, as 

illustrated in Figure 1. This process resulted in 54 statements remaining (Appendix 1), fitting with the 

guidance from Watts and Stenner (2012) of having 40 to 80 statements. Some of the final statements were 

reworded or rephrased slightly, to simplify them and ensure clarity. The final statements were developed to 

finish the sentence “when faced with psychological difficulties I cope by…” as this kept the research question 

at the forefront of the participants’ minds when completing the Q-sort. The final Q-set was reviewed by the 

veteran staff member from the interview stage, as his role meant he had affinity with the veteran population, 

without being eligible to take part. He suggested no changes to the statements selected or the wording. The 
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final Q-set was then trialled with five participants; no changes were suggested, so their data were then 

included in the main results of study. 
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Stage 1 

Stage 2 

Stage 4 

Stage 5 

Stage 3 

Statements derived from 

participant interviews 

1761 

Statements removed - 1072 

Not directly related to research 

question, coping with psychological 

difficulties 

 

Statements derived from 

relevant literature 

119 

Total statements 

1880 

 

 

 

 

 

 

 

Total statements 

808 

 

 

 

 

 

 

 

Remaining statements 

categorised in to 110 themes  

Statements reviewed by theme  

Statements removed - 684 

- Duplicates 

- Too complex 

- Too long 

- More than one concept per statement 

- Too specific to individual interview 

participant/not representative 

- Symptoms not coping strategy 

- Personality trait not coping strategy 

 Total statements 

124 

 

 

 

 

 

 

 

Statements reviewed collectively with 

discussion to resolve any disagreement, 

to determine most representative 

illustration of themes  

Statements removed - 70 

 

Total statements 

54 

 

 

 

 

 

Figure 1 - Flow diagram illustrating statement selection process 

 



55 
 

4.4. Stage 2 – Conducting the Q-sort 

4.4.1. Stage 2 - Participants 

Participants were recruited from an NHS psychological therapy service in the North West of England, which 

works specifically with veterans. The sample consisted of 30 participants, which is adequate to ensure the 

factor structure of the results will be stable (McNaught & Howard, 2001; Brown, 1980). A non-probability, 

purposive sampling technique was employed, as statistical generalisability is not an aim of Q and this was 

intended to obtain a diverse range of participant views. Inclusion criteria consisted of; male veterans of the 

British armed forces, aged 18 or over, currently being assessed, undertaking treatment, or having completed 

treatment. With the ability to independently attend an appropriate venue in their local area and have the 

intellectual capacity to follow instructions to complete the Q-sort. No criteria about English language were 

needed, as it is a requirement of the British armed forces that all personnel can speak English. Only male 

participants were included as the proportion of female veterans accessing the psychology service is low and 

research suggests women may have different experiences in the military, and after leaving, so would be 

difficult to compare (See Gutierrez et al., 2013, for a review of the literature on gender differences). Exclusion 

criteria were: veterans who had been assessed by the psychology service as presenting with some form of risk 

to the researcher. Participants were initially contacted by a psychology service clinician or administrator with 

information about the research. They were given the information sheet, by hand or via email, then asked for 

their consent to be contacted by the researcher. The researcher contacted participants to discuss the 

information sheet and answer any questions. If participants consented to meeting with the researcher, a 

suitable date and venue were arranged in a convenient area for the participant.  

 

4.4.2. Stage 2 - Demographics 

The 30 participants had an average age of 44.8 (24 to 71), 28 were white British in ethnicity, 23 had a wife or 

partner and 17 had dependent children. One participant was in the assessment stage before commencing 

treatment, 16 were in treatment and 13 had completed treatment. Twenty four had served in the British Army, 

four in the Royal Air Force and two in the Royal Navy, 27 had been operationally deployed. See Table 1, for 

further demographic information for those who loaded significantly on each factor. 
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Table 1 – Demographic information for participants who significantly loaded on each factor 

* Ave.= mean average of participants, No.=number of participants 

 

4.4.3. Stage 2 - Clinical Measures 

Four validated clinical measures were completed by participants to provide further background information 

and to enable preliminary comparisons to be made with factors resulting from the Q-sorts. The self-report 

measures are freely available and standardised. They have adequate validity and reliability and are used on a 

weekly basis at the psychology service, so were already familiar to all participants. 

 

- Patient Health 9-item Questionnaire (PHQ9; Kroenke, Spitzer & Williams, 2001) - A measure of the 

severity of depression with good internal reliability (Cronbach’s α = .89). A score of 10 or above out of 

21 indicates caseness with 88% specificity and 88% sensitivity.  

Demographics 

(Participants) 

Factor 1 

(13) 

Factor 2 

(11) 

Factor 3 

(15) 

Participant  Ave. age (age range) 50.7 (37-71) 44.1 (24-61) 43.4 (27-61) 

Characteristics No. with Wife/Partner 11 8 11 

 No. with Dependent children 3 4 8 

 No. living with others 11 8 8 

 No. unemployed 4 4 9 

 No. alcohol above recommended limits 1 5 0 

 No. alcohol within recommended limits 3 3 4 

 No. previous police contact 3 4 3 

 No. long term health conditions 7 7 11 

 No. mobility fair or worse 8 6 9 

 No. self-referral 3 5 6 

Therapy  No. PTSD primary referred problem 5 5 9 

information No. previous therapy 4 8 8 

 No. currently in therapy 7 8 8 

 No. discharged from therapy 6 3 6 

Clinical 

measures 

Ave. PHQ9 score (range) 

No. reached caseness on PHQ9 

10.8 (0-20) 

6 

12.5 (3-21) 

7 

13.3 (2-21) 

10 

 Ave. GAD7 score (range) 

No. reached caseness on GAD7 

9.3 (0-19) 

8 

11.4 (6-19) 

10 

11.7 (0-20) 

10 

 Ave. WSAS score (range) 

No. with mild or more impairment 

12.5 (0-29) 

6 

17.2 (7-29) 

9 

16.6 (1-31) 

11 

 Ave. IESR score (range) 34.3 (0-67) 40.6 (0-76) 40.9 (3-66) 

 No. reached caseness on IESR 8 5 13 

Military  No. rank private/equivalent on discharge 6 8 11 

information Ave. length of service 14.8 8.9 8.2 

 Ave. length of time since discharge 16.6 17.5 16.4 
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- Generalised Anxiety Disorder 7-item Questionnaire (GAD7; Spitzer et al., 2006) - A measure of the 

severity of anxiety with good internal reliability (Cronbach’s α = .92). A score of eight or above out of 

21 indicates caseness with 82% specificity and 89% sensitivity.  

- Work and Social Adjustment Scale (WSAS; Mundt et al., 2002) - A measure of general impairment in 

five areas: work, home, social and private, leisure and relationships, with good internal reliability of 

the scales (Cronbach’s α = .70-.94). Each scale is scored out of eight, a score of two or less (or 10 

overall) indicates mild impairment. The WSAS is considered to be a valid measure of functioning and 

is used nationally in the Improving Access to Psychological Therapies services but as it is not used to 

indicate caseness specificity and sensitivity have not been calculated (Zahra et al., 2014). 

- Impact of Events Scale-Revised (IESR; Weiss & Marmar, 1997) - A measure of traumatic stress, 

assessing distress caused by symptoms on three subscales: intrusion, avoidance and hyperarousal, with 

good internal reliability of the subscales (Cronbach’s α = .82-.89). A total score of 33 out of 88 or 

above indicates caseness with 82% specificity and 91% sensitivity. 

 

4.4.4. Stage 2 - Procedure and Administration of Q-Sorts 

Firstly, participants reviewed the information sheet, then the researcher explained what would be involved and 

answered any questions. It was emphasised that participation was voluntary and participants could withdraw 

from the study at any time, without giving a reason. If participants agreed to take part, they signed two consent 

forms, one retained by the participant and one by the researcher. Participants were offered travel expenses, up 

to £10 for mileage or public transport costs, which was accepted by eight out of 30 participants. Participants 

were also entered into a prize draw for two prizes of £50 worth of vouchers; this was declined by six 

participants. The researcher then explained the procedure of the research and again answered any questions. It 

was important for the researcher to inform participants that in attempting to gain a representative view of the 

way veterans cope with psychological difficulties; this inevitably led to gaining statements about both positive 

and negative coping strategies. Therefore, some statements may be sensitive and could lead to difficult 

feelings for some participants. The researcher reassured all participants they could stop at any point and 

discuss concerns and they were again reminded about their right to withdraw. 
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The researcher then explained how to complete the Q-sort, starting with asking participants to keep in mind 

the sentence “when faced with psychological difficulties I cope by…” and encouraging them to think about 

the meaning of the statements to them, at the present time. Participants then reviewed all 54 statements and 

sorted them into three piles, those they agreed with, those they disagreed with and those they felt neutral 

about. They were advised they could change their mind later. Once the statements had been sorted, the 

researcher asked participants to rank the statements on a scale from -5 (most disagree) to +5 (most agree) with 

0 being neutral. Laminated cards numbered from -5 to +5 were placed on the table as a guide for participants. 

The number of cards placed at each rank was illustrated by a matrix with a forced-choice normal distribution 

(Appendix 2). This was designed with a slightly steeper kurtosis, as the topic is quite complex and may be 

something the participants have not explicitly considered about themselves before. It also reduces the number 

of decisions and allows more cards to be placed at the extreme poles (-5 and +5) (Watts & Stenner, 2012; 

Brown, 1980). The participants were encouraged to view each statement in relation to all others, by laying out 

all the cards and prioritising which statements were most and least important to them. Participants first sorted 

those statements they agreed with most onto the distribution, starting by selecting the two statements they 

agreed with most (+5), then the next three they agreed with most (+4) and so on. This was repeated with those 

statements they disagreed with starting with the two they disagreed with most (-5) and finally with the 

statements they felt neutral about (0). The participants took between 10 and 40 minutes to complete the Q-

sort. 

 

After the Q-sort, participants were asked open-ended questions about the decisions they had made, the Q-sort 

statements and the topic itself. The researcher then collected some demographic information and informed 

participants that other demographics would be collected from information already collated by the psychology 

service to reduce the amount of repeated questions. Participants were then asked to complete four standardised 

measures, as detailed below, while the researcher made a note of the positions of each statement. Lastly, the 

researcher gave participants the debrief sheet and went through the information to ensure they felt no negative 

impact from completing the research and that they knew where to go for support. The whole research process 

took between 40 and 90 minutes for most participants. However, one participant took 120 minutes as he 

deliberated in-depth about his decisions, discussed them as he went along and took several breaks. 
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4.5. Data Analysis 

Data were analysed using the PQMethod 2.35 with PQROT 2.0 specifically for Q methodology (Smolck, 

2014). By-person factor analysis was completed, which compares participants’ whole Q-sorts. 

 

Factors were extracted using the centroid method. Initially, five factors were extracted based on the 

recommended principle of one factor per six Q-sorts (30 Q-sorts). This resulted in two factors that did not 

meet recommended parameters. The analysis was re-run with four factors and resulted in three factors that 

reached significance levels. Significance was decided with the use of the Kaiser-Guttman criterion (Watts & 

Stenner, 2012), which states that factors should be extracted if they have Eigenvalues greater than one. An 

Eigenvalue represents the sum of all the squared Q-sort loadings on that factor, the three chosen factors had 

Eigenvalues of 6.97, 3.30 and 2.18 (Watts & Stenner, 2012). Another important parameter is referred to as 

Humphrey’s rule, which states that at least two Q-sorts should have significant factor loadings on an extracted 

factor, calculated with the following equation (Watts & Stenner, 2012; Brown, 1980): 

 

                          Minimum loading = 2.58 x (1÷√no. of items in Q-set) 

               = 2.58 x (1÷√54) 

               = 2.58 x (1÷7.3484) 

                               = 2.58 x 0.1360 

                                    = 0.3510 = 0.35 

 

Using these criteria, three factors were loaded on significantly by 13, 11 and 15 participants respectively. 

Factors were then rotated to a simple structure using the varimax method, which ensures the factors ‘account 

for the maximum amount of study variance’ which in this case is 42% of the variance (Watts & Stenner, 2012, 

p.122). Each factor is represented by a Q-sort that summarises the viewpoint of a group of participants and 

each factor loading represents how closely each participant’s Q-sort coincides with this particular viewpoint 

(Watts & Stenner, 2012). The factor loading varies between 0 (not a match with the factor) and 1 (perfect 

match with the factor), higher loadings show a closer match with the factor Q-sort (see Table 2). 
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Table 2 - Factor matrix after varimax rotation of all participants’ loadings on each factors 

Participants Factor 1 Factor 2 Factor 3 

1 0.25 0.19 0.45* 

2 -0.00 0.19 0.67* 

3 0.72* 0.00 0.15 

4 0.22 0.20 0.46* 

5 0.03 0.58* -0.27 

6 -0.06 0.13 0.57* 

7 0.07 0.04 0.53* 

8 0.27 0.24 0.42* 

9 0.69* 0.05 -0.03 

10 0.48* 0.28 0.17 

11 0.17 -0.18 0.50* 

12 0.11 0.09 0.68* 

13 0.82* -0.14 -0.00 

14 0.45* 0.52* 0.16 

15 0.07 -0.05 0.65* 

16 0.38* 0.14 0.35* 

17 0.04 0.62* 0.45* 

18 0.07 0.41* 0.30 

19 0.23 0.61* 0.05 

20 0.51* 0.14 0.37* 

21 -0.09 0.76* 0.19 

22 -0.47* 0.48* -0.08 

23 0.40* 0.07 0.06 

24 -0.19 0.76* 0.05 

25 0.35* -0.00 0.50* 

26 0.06 0.39* 0.16 

27 0.48* 0.08 0.31 

28 0.36* 0.40* 0.57* 

29 0.43* 0.15 0.36* 

30 0.33 0.51* 0.02 

% variance  14  13  15 

*Significant loading determined by Humphreys rule. 

 All participants significantly loaded on at least one factor, seven participants were confounded as they 

significantly loaded on two or more factors. Only one participant loaded negatively on one factor (participant 

22 on factor one) which means the participant endorsed the polar opposite viewpoint to that represented by the 

factor. Factor arrays were constructed for each factor, which represent a composite Q-sort reflecting the 

overall viewpoint of that factor with each statement in its place on the Q-sort response matrix (Appendices 3-

5). Factor crib sheets for each factor were then developed, which included the statements ranked at +5, +4, -5 

and -4 and the statements ranked higher or lower in that factor than any other (Watts & Stenner, 2012). The 

whole factor array was explored for other relevant items at any ranking, which added to the interpretation of 

the factor. This process and the use of abduction, creating hypotheses and using evidence in the form of 

statements and demographics to support them, is to ensure engagement with all statements in each factor to 

take a holistic approach in interpretation (Watts & Stenner, 2012).  
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5.   Results 

The following factor descriptions are based on interpretation of individual statement rankings (indicated in 

parenthesis), the factor arrays, crib sheets, qualitative information and demographic information in Table 2. 

 

5.1 Factor One – Healthily Active, with Positive Military Identity 

Thirteen participants significantly loaded on this factor, they had an average age of 50.7 and were the oldest 

group. Most had a wife or partner (11/13) and no dependent children (10/11), most lived with people (8/13) 

and drank no alcohol or drank within recommended limits (12/13). This factor had the least self-referrals to 

the psychology service (3/13), the least amount of previous therapy (4/13) and joint highest number of 

participants who were discharged from therapy (6/13). This group had the longest service career with an 

average of 14.4 years compared to factor two (8.9) and factor three (8.2). The mean scores on all four clinical 

measures were the lowest out of the three factors. The measures still suggested a level of difficulty in this 

group, by looking at the number whose scores indicated caseness.  

 

This group have a sense of positivity in life and in their military identity. They are taking responsibility (+2) 

for themselves by keeping healthy (+5) through active coping and using things they have learned in therapy 

(+5), but also sharing the load with others. 

 

These participants actively engage in healthy strategies such as, exercising (+2), getting outdoors (+4) and 

doing things they enjoy (+2). They try to think of the positives (+2) and are able to accept things will go 

wrong sometimes (+3). They have engaged with therapy, voluntary organisations (+3) and veteran 

organisations (+1). Out of the three groups they ranked using things they have learned from therapy highest 

(+5) such as, techniques to bring them back to the here and now (+3) and breathing exercises (+1), mindful 

meditation was neutral (0) but still ranked highest in this group. They tended to endorse statements involving 

communication, talking to veterans most (+4), then family (+3) and although not rated highly, talking to 

friends (0) and socialising (0) were rated highest in this factor.  

 

Regarding the military, this group ranked camaraderie (+2) and thinking of the positives about the military (0) 

highest, they also agreed with using banter (+1) like they did in the military. They disagreed with avoiding 
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anything to do with the military, ranking it the same as factor three (-2).  They had the longest military 

careers, suggesting they may have had a more positive military experience. 

 

Trying to stay in control is a common theme across all factors, being ranked at +4 by all three groups. This 

group also ranked the statement about thinking before they act highest (+3), which could suggest that along 

with their healthier, active strategies, they may be more successful in maintaining control. This may also be 

represented by the lower scores on the measures, suggesting that although they still experience some level of 

psychological difficulties, they manage these with support from others, keeping healthy and using their 

therapeutic techniques. As the group is slightly older they may have developed these strategies over time, they 

also have wives and partners for support and less responsibility for dependent children. A number of 

participants admitted they had tried many of the more unhealthy strategies before but learned they did not 

work. 

 

For this group, coping was described as accepting you have a psychological issue and that it is not a sign of 

weakness. It is about taking charge, getting treatment that helps and finding a balance in managing the 

difficulties but still living life. 

 

5.2 Factor Two – Unhealthily Avoidant with Negative Military Identity 

Eleven participants significantly loaded on this factor and they had an average age of 44.1. Most had a wife or 

partner (8/13), no dependent children (7/11) and lived with people (8/11). This group had the highest amount 

of alcohol use, drinking in excess of the recommended limits (5/11) and within recommended limits (3/11). 

This was the only group who admitted substance use, involving recreational marijuana (2/11). Most have had 

previous therapy (8/11) and most were still in therapy when they completed the Q-sort (8/11). The average 

score on the WSAS indicated the highest level of impairment in this group. 

 

This group expressed isolation, self-reliance and constant hypervigilance to threat with a pessimistic outlook. 

They endorse more unhealthy, avoidant strategies and almost convey a feeling of self-punishment. Although 

two participants reported drug use, they still ranked this statement lowest, as in all three factors (-5), along 
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with causing themselves physical pain. They are avoidant of many things, including anything to do with the 

military, there is a sense that negative consequences from their military experience are still being endured. 

 

These participants choose to isolate themselves (+5) to stay safe, as they do not trust people. They ranked 

statements involving talking or interaction with people lowest and ranked blaming others when things go 

wrong (+1) higher than the other groups. They do not seek social support from religion (-4), family (-3) or 

friends (-3) even though they mostly live with a wife or partner. This isolation and avoidance of people 

translate into higher impairment on the WSAS. They act autonomously, trying to solve their own problems 

(+3), but without taking responsibility for their own health (-1). This is also demonstrated in their use of 

alcohol (+3) and pretending everything is ok (+3). They acknowledge a desire to gain some understanding 

about what is going on with them (+1), and they use therapeutic techniques, especially to bring them back to 

the here and now (+4), as it was ranked highest out of the groups. They also use breathing exercises (+1) but 

there is a suggestion these techniques may be used to moderate strong feelings of anger (+4) and 

hypervigilance in an attempt to try to stay in control (+4), as they struggle to think before they act (0).  

 

Hypervigilance, keeping watchful and alert, was strongest in this group (+5) and it impacts on their everyday 

life. Participants described having to plan everything and be organised (+1), being on edge in unfamiliar 

surroundings, needing to have their back to the wall and be aware of all the exits. This group could not look 

towards the future, they just buckle down (+1) and get on with things by living day to day (+3) or “just 

surviving”. 

 

This group use mainly avoidance to deal with their difficulties, using alcohol to avoid their emotions (+2), 

keeping busy for distraction (+2) and avoiding socialising (-4), the news (+2) and going to sleep (+3). This 

avoidance also involves anything to do with the military as they ranked this statement highest (+1). Other 

statements related to the military, such as camaraderie (-2), banter (0), talking to other veterans (-1) or 

accessing veterans organisations (-2), were ranked lower than the other factors. As this group ranked causing 

themselves physical pain lowest (-5), this may suggest a definite line they will not cross. However, one 

participant described causing yourself mental pain by making you feel at your lowest, “worthless”, so you 

could not go any lower, as happened in the military, they tried to break you to make you stronger. 
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Coping for this group meant being normal and learning to live again, as they can feel like a “nutter” or a 

“prisoner” in their own head. They do not want to be judged, they are embarrassed to have psychological 

difficulties and think others will see them differently. Ultimately it is about stopping themselves getting to the 

point of losing control, having a “mental breakdown” and “where you are crying yourself to sleep [or] killing 

yourself”. 

 

5.3 Factor Three – Ambivalently Striving, without Clear Military Identity 

Fifteen participants significantly loading on this factor, they were the youngest group with an average age of 

43.4. By a small margin, on average, this group had the shortest military careers (8.2 years) and shortest 

amount of time since discharge (16.4 years). This group contained the most participants ranked as private or 

equivalent (11/15) on leaving the military. Most had a wife or partner (11/15) and this group also had the 

highest amount of participants with dependent children (8/15). This factor contained the largest amount of 

unemployment (9/15), had the most long term physical health conditions (11/15) and the worst levels of 

mobility (9/11 fair or worse). Most had had previous therapy (8/15), this group contained the most self-

referrals to the psychology service (6/15) and the highest amount of PTSD as their primary referred problem 

(9/15). There was the lowest amount of alcohol use in this group with most not drinking alcohol (11/15) and 

the rest within recommended limits (4/15). Again, by a small margin, the average scores on all measures, 

except the WSAS, were the highest out of the three groups. This group also took slightly longer to complete 

the research process and Q-sort task than the other participants overall, by three to 10 minutes. 

 

This group has a less defined identity than the other two groups with a feeling of ambivalence. Their 

demographic information shows that as a group, they have a number of different difficulties and although they 

did not endorse causing themselves pain, they ranked it highest out of the three factors (-1) as well as getting 

angry (+5). There is a sense that these participants are striving towards change, as they are seeking help. 

However, there is a more disjointed passive approach, leaving them seeming to be the most vulnerable as a 

group. There is also an ambivalence towards the military with neither a strong positive or negative identity. 
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This group ranked veteran organisations (+2) and voluntary organisations (+3) the most highly of the three 

and with the most self-referrals they have actively sought help. They use things they learned in therapy (+3) 

and they want to increase their understanding about their difficulties most (+2), suggesting a desire to take 

active steps towards positive change. However they ranked the therapeutic techniques lowest, they also 

endorse taking medication the most (+5), which possibly suggests a more passive attempt to improve the way 

they feel. The medication could be due to the higher level of long term health conditions and mobility 

difficulties, but it could also be due to the higher scores on the measures. One participant explained he took 

medication for his psychological difficulties to help him calm down and think clearer. This group do things 

they enjoy (+2), such as getting outdoors (+1), but physical activities possibly may be difficult due to having 

poorer health and mobility. 

 

There is also an element of avoidance similar to factor two, they tend to avoid sleep (+2) and pretend 

everything is ok (+3). However, they do not use alcohol and ranked these statements the lowest out of the 

groups (-5). While some participants acknowledged they historically had a problem with alcohol, this did not 

seem to be the case for all. Not using alcohol may be related to control, it was as important to this group, 

especially as they ranked getting angry highest (+5). There is also an element of control in the strategies 

involving hypervigilance and isolation, both ranked highly (+4). They also tend not to talk to friends (0) or 

family (-2) but use social networking more than the other groups (+1). Although this group is seeking help 

there is still a vulnerability to them, as they live day to day (+3) and ranked being kind to themselves the 

lowest (-4). As suggested earlier, they ranked causing themselves physical pain the highest out of the three 

groups (-1) and there is more of a concern about this group as they mostly lack the structure of employment 

but have dependent children to support. 

 

This group do not actively avoid the military (-2), they do talk to other veterans (+1) and agree with 

camaraderie (+1), they also agreed with using banter the most (+2). However, they do not go to remembrance 

ceremonies (-2) or think about the positives of their military experience (-1) and they remain hyper-vigilant to 

threat. This unclear military identity may be because they have served less time, but the general ambivalent 

nature of this group feels as though they do not really know who they are or what works for them. This may 

have been reflected in the way they took the longest to complete the research as they struggled to express how 
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they cope. One participant ranked getting outdoors and listening to music highest initially but realised these 

were things he wanted to do and what he actually does is get angry and avoid sleep. 

 

Coping for this group was again unclear, for one participant it felt like “being in a vacuum and not being able 

to operate” but needing to make sense and find answers for the sake of his children. Some felt it was 

something you had to do alone because no one understands, others felt getting help was the only way to help 

yourself and get a “second chance” at life. 

 

6.  Discussion 

This study has identified viewpoints about coping with psychological difficulties that male veterans in the 

North West of England may possess. The findings demonstrate differences in the way this sample of veterans 

are coping and supports the recognition of the complexities in working with this group and how a ‘one-size 

fits all’ approach to their care is not likely to be effective (MacManus & Wessely, 2013; Greenberg et al., 

2003). The three factors appear to represent viewpoints on a continuum from unhealthily avoidant and 

negative coping, through a transition phase of ambivalently striving, to healthily active and positive coping. 

One participant described how he felt the statements he had ranked towards the agree end looked as though 

they represented positives from being in the military and the statements he had ranked towards the disagree 

end, represented negative consequences of being in the military. 

 

There are some similarities across all three factors with the two strongest themes represented by the statements 

that were placed at the same ranking by all three groups. ‘Trying to stay in control’ was agreed with by all 

groups (+4) and ‘using drugs’ was disagreed with by all groups (-5). Avoidance was a strong theme across 

factors two and three, represented by highest levels of agreement with avoidant strategies both behavioural or 

explicit, such as ‘avoiding going to sleep’, and cognitive or implicit, such as ‘ignoring difficult feelings’. 

Other similar themes across the groups were represented by agreement with the statement, ‘using things I 

learned in therapy’ and disagreement with statements related to causing physical pain and religious beliefs. 
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6.1 Previous Literature 

As with all the statements, the meaning of staying in control for each participant may be different, this is 

supported by the different patterns of response. In the literature, the theme of control in how veterans cope is 

not well researched, but where featured, it tends to take different forms and can be seen as positive or 

negative. Benotsch et al. (2000) related control to hardiness, autonomy and perceived ability to make change. 

This may relate to factor one due to their positivity or to factor two for their autonomy. Hyer et al. (1996) 

found, along with distancing and self-criticism, veterans coping with traumatic war memories used self-

control strategies such as keeping feelings to themselves, which is similar to the avoidance used by factor two. 

Pietrzak et al. (2011) found veterans with PTSD used social control when they had unwanted thoughts, 

involving asking friends how they deal with similar thoughts. None of the three groups strongly agreed with 

talking to friends, but factor one most strongly agreed with talking to other veterans and family so could gain 

social support from them. Control may relate to a feeling of mastery; when a person feels they have mastery 

over something, they may feel more able to do something about it and therefore more likely to use problem-

focused coping and active strategies, similar to factor one (Wolfe et al., 1993). 

 

Substance misuse, in previous research, can refer to drugs or alcohol and there is research to suggest 

associations between mental health problems and higher substance use in veterans (Heltemes et al., 2014). 

Veterans are seen to be at risk of substance misuse, especially younger male veterans, in attempting to cope 

with symptoms of PTSD and depression (Ashcroft, 2014; Cucciare et al., 2011). The viewpoints expressed do 

not appear to support these findings, although factor two still involved endorsement of alcohol. Golub and 

Bennett (2014) found, heavy drinking actually reduced after leaving the military but marijuana use increased. 

Although two participants reported infrequent drug use, a number of the participants described zero tolerance 

towards drugs. However, Golub and Bennett (2014) also found that some active service personnel began to 

misuse painkillers, which continued after leaving the military. Factor three strongly entailed endorsement of 

the use of medication, but there was no indication of medication type or if used over recommended limits. 

Factor two involved the use of alcohol to cope, factor three had the most long term health conditions and 

poorest mobility and they both had the poorest scores on the measures. This fits with the previous findings 

from the same psychology service as Giebel, Clarkson & Challis (2014) found that those who used alcohol or 
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had poor mobility, benefited least from therapy in terms of symptom reduction and showed the most 

adjustment difficulties, relating to their work and social lives. 

 

Avoidance has been highlighted frequently in veteran literature, it has been associated more with veterans who 

have PTSD and tend to be self-punishing (Boden et al., 2012; Pietrzak et al., 2011), they also tend to have 

poorer adjustment, as in factor two (Desmond & MacLachlan, 2006; Wolfe et al., 1993). Hassija et al. (2012) 

proposed that reduced hope and more avoidance may increase the risk of depression in veterans exposed to 

trauma, they identified promoting emotional expression as a way to help improve adjustment. 

 

6.2 Research Process 

There were a number of challenges during this study, in terms of recruitment and data collection, due to the 

need to cover a wide geographical area and complete the Q-sorts in person. However, the research team felt it 

had been invaluable to be present and gain important qualitative and observational information despite the 

difficult logistics. Gaining the desired number of participants was difficult, as approximately 72 veterans were 

approached about the research and one participant did not attend the arranged meeting. However, the 

researcher was struck by the motivation and determination of those who did take part, mainly with the hope of 

helping others and often without compensation. A number expressed difficulties they had endured to attend 

the appointment, due to anxiety, hypervigilance about the unfamiliar and physical health problems; some had 

taken time off work to attend and one attended on his birthday. The participants actively and openly engaged 

with the task, they appeared interested and wanted to complete it to the best of their ability. A number of 

participants expressed some distress at points during the research; this was due to a variety of reasons, such as 

recalling traumatic events to illustrate what they were coping with. As the researcher is a training clinical 

psychologist, she ensured the participants were not expressing risk related behaviours and thoroughly 

discussed the debrief sheet. One participant was telephoned after the research meeting, by a qualified clinician 

from the service, to assess his well-being. The researcher also used appropriate supervision to discuss her own 

feelings. Some participants described the impact of seeing the coping strategies written down, how it ‘hit’ 

them quite hard sometimes and made them realise what they actually do to cope. This was an important 

strength of this methodology, as the statements prompted their thinking and how they answered the qualitative 



69 
 

questions. They may have found it more difficult to describe their coping strategies if they had just been asked 

direct questions.  

 

6.3 Clinical Implications 

The factors represent a range of viewpoints and it is useful for clinicians to know that there is a range of both 

problem-focused and emotion-focused strategies endorsed by the participants as proposed by Lazarus and 

Folkman (1984). It could be suggested that those in factor one appear to endorse more problem-focused 

strategies, then factor three and least in factor two, involving making positive changes. However, overall there 

is a strong emphasis, especially in factor three, on emotion-focused coping such as avoidance of difficult 

feelings, expressing anger and distancing. The earlier suggested continuum of factors could also be related to 

the stages of change theory proposed by Prochaska and DiClemente (1982). There is a sense that those in 

factor two may be in the pre-contemplation stage because they are not currently thinking about change or 

possibly in the relapse stage where they have returned to previous ways of coping. Factor three could 

represent those in the contemplation stage with ideas of moving into the preparation stage as they start to 

consider making changes. Factor one could represent the action or maintenance stages where they are making 

changes and trying to preserve. This suggests that those in earlier stages may be more emotion-focused and it 

is not until later stages of change that problem-focused approaches are used more. Important elements 

involved in making these changes may relate to developing resilience and a sense of more control as 

acknowledged earlier (Pietrzak & Southwick, 2011). This information is beneficial for clinicians as it can help 

indicate a person’s level of motivation, resilience, perception of control and whether they are mainly using 

emotion-focused coping which can inform the most appropriate approach to use.  

 

How the participants experienced the Q-sort task may have implications for how it could be used as a 

‘therapeutic tool’ (Gregg, Haddock & Barrowclough, 2009). The way they described the written statements 

helping them realise and acknowledge aspects about themselves, suggests this method may be a useful way to 

engage them in therapy. It may be most helpful in the earlier stages of assessment or treatment, to encourage 

self-exploration, give them a less threatening way to express themselves and aid development of the 

therapeutic relationship (Lambert & Barley, 2001; Bordin, 1979). This may help identify what is most and 

least important to them in the way they cope with psychological difficulties. Therefore, enabling the clinician 
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to help them work towards the more positive, active strategies used by factor one, such as emotional 

expression, as suggested by Hassija et al. (2012). 

 

In relation to PTG, participants in factor one appear to be the most likely to experience growth due to their 

more positive and active coping strategies (Dekel et al., 2011; Feder et al., 2008). However, they may also 

represent the more resilient group and so have less to grow from (Zerach et al., 2013). None of the three 

factors endorsed religious beliefs as implicated in previous research (Tait, 2013; Trevino et al., 2012). It may 

be useful to incorporate a measure of PTG into further research, to enable more links to be made between 

coping and positive growth.  

 

In terms of clinical practice, all three factors positively endorsed the statement about using techniques they 

had learned in therapy. However, there is a possibility of bias as participants were aware that the research was 

being completed with the psychology service and the majority were still in treatment. Overall, the participants 

expressed gratitude to the service for the improvements they had made. Hence it is feasible they would want 

to evaluate the service positively. However, the specific techniques such as breathing exercises and meditation 

were not ranked higher than +1; only grounding in the here and now was ranked at +3 and above, by two 

factors. Through completing the Q-sorts, the participants appeared to be honest, genuine and wanted to make 

sure their decisions were authentic for them, as demonstrated by the time taken to process and rank each 

statement. It seems unlikely that social desirability had any bearing on their statement rankings. 

 

6.4 Limitations 

The main limitations of the study were the small, self-selecting sample and the low amount of variance 

accounted for by the factor analysis. The sample size was adequate for the methodology and as a number of 

interesting findings have resulted, this helps to support this concept especially when exploring a new area. As 

the sample were mainly self-selecting, there is a possibility that those who chose not to take part could have 

had different characteristics, experiences and viewpoints, resulting in response bias. It would be useful to 

explore why people chose to participate or not. As only 42% of the variance was accounted for by the three 

factors, this suggests that the remaining accounts were too idiosyncratic to build further significant factors. It 

is important that male veterans are not therefore, expected to all fit into one or more of these three factors. A 
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general limitation of Q methodology is that it is unlikely to uncover all the possible viewpoints that apply to a 

given sample and although findings are representative of the sample, they may not be generalisable to the 

wider population.  

 

In Q methodology, there can be a risk of bias in the development of the Q-set and interpreting the factors 

(Cross, 2005). However, the methods and processes used have been transparently described to reduce this 

possibility. The statements were developed collaboratively by the four person research team, using detailed 

interviews and relevant literature, to ensure the most representative statements were included. The researcher 

was also aware of her own position in terms of feelings and views on the subject, such as a desire to find 

positive themes and hoping to be able to feedback encouraging findings. The researcher ensured that these 

feelings did not impact on factor interpretation by reflecting on and discussing them in supervision, and 

collaboratively reviewing factor interpretation and description. Due to the way Q methodology is designed the 

results are generated directly by the participants rather than any preconceived idea, therefore…“Q research 

always has the power to surprise, no assumption about the way understandings are structured is built into the 

method” (Cross, 2005, p. 211). 

 

Even though a large amount of demographic information was collected for this sample and shows some trends 

in relation to participants loading on each factor, causation cannot be inferred from these findings. There are 

numerous other characteristics that may have influenced the viewpoints expressed, that have been found to be 

relevant in other literature, but were not included. For example, level of combat exposure (Avery & McDevitt-

Murphy, 2014; Fuehrlein et al., 2014) and pre-service vulnerabilities such as childhood adversity (Ashcroft, 

2014; Fear, Wood & Wessely, 2009), may play an important role in the way veterans cope, but this was 

outside the scope of this research.  

 

6.5 Future research 

This study has highlighted the need for more research into the role of control in how veterans cope with 

psychological difficulties and how this may impact on their overall coping approaches. It would be 

worthwhile to repeat the study with female veterans and with a bigger, more national sample to gain greater 

representation of veterans outside the North West of England. It would also be helpful to look at veteran 
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samples who have not accessed psychological therapy, as there is little knowledge of the way British veterans 

who have not received treatment, are coping.  

 

There were a number of statements that did not discriminate well between the factors as they were ranked at 

the same or similar values. Some example non-discriminatory statements were; ‘being organised to avoid 

surprises (0, +1, 0) and ‘using creative expression’ (-1, -2, -2). Although the statements about control and 

drugs were also ranked the same across the factors, they showed common themes important to most 

participants at high levels of agreement and disagreement. In the qualitative section of the research, 

participants were asked if they felt any ways of coping were missing from the Q-set. Themes suggested by 

only one person were considered too individual and not representative. Three themes were described as being 

important, by two participants each. One theme was the role of owning dogs, they helped them get outdoors 

for exercise, gave them someone else to care for and gave them unconditional care and companionship. They 

were also helpful for grounding techniques, such as touching them helps to come back to the present. Mainly 

anecdotal evidence about Animal Assisted Therapy suggests dogs may be beneficial psychologically 

(grounding) and socially, for veterans with PTSD as they “help deal with their fundamental human needs for 

safety, affiliation and succourance” (Taylor, Edwards & Pooley, 2013, p. 593). Another suggested theme was 

gaming, either playing games on a console with an online community, which was partly sociable and for 

distraction, or developing games with a group of like-minded people. The third suggestion was seeking help, 

although it was felt that this was covered within the different ways and places to seek help already included in 

the Q-set, there may be a place for a more explicit statement such as, ‘asking for help’. In further research 

with this Q-sort, it would be important to review the statements in the Q-set and consider removing some less 

discriminatory statements and including these three areas. 

 

7.  Conclusion 

Although limited, this study is the first to explore how male British veterans are coping with psychological 

difficulties, from their own perspective. It demonstrates the diversity and range of strategies used in a sample 

of veterans who have accessed psychology services and gives support to the argument against a ‘one size fits 

all’ approach. The findings of this study will be disseminated through a summary report to participants and 

presentations to the psychology service and the doctorate of clinical psychology research conference. It is 



73 
 

hoped that this study will help to raise awareness of the complexities related to veterans coping with 

psychological difficulties and the need for more research in this area to help inform services to tailor the 

support they offer.  
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Appendix 1 – Q-sort - Q-set Statements 

 

 

1 Going to remembrance ceremonies 

2 Using drugs 

3 Drinking alcohol 

4 Using alcohol to mask my problems 

5 Drinking alcohol to escape my feelings 

6 Trying to solve my own problems 

7 Taking responsibility for my own health 

8 Exercising 

9 Getting outdoors 

10 Trying to see a positive in everything 

11 Trying to think about the positive things I got from the military 

12 Using techniques to bring me back to the here and now 

13 Using mindful meditation 

14 Using breathing exercises 

15 Buckling down and just getting on with things 

16 Blaming others when things go wrong 

17 Finding camaraderie with other veterans 

18 Using humour when things get difficult 

19 Using banter like I did in the military 

20 Accepting that things will still go wrong sometimes 

21 Increasing my understanding of what is going on for me 

22 Keeping watchful and alert to possible threat  

23 Isolating myself from other people 

24 Socialising with other people 

25 Avoiding anything to do with the military 

26 Living day to day and not thinking about the future 

27 Avoiding the news 

28 Avoiding going to sleep 

29 Pretending everything is ok 

30 Ignoring difficult feelings 

31 Getting angry 
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32 Thinking before I act 

33 Being kind to myself 

34 Being organised to avoid surprises 

35 Talking with other veterans 

36 Using telephone helplines 

37 Talking to friends 

38 Talking to family 

39 Trying to stay in control 

40 Doing things I enjoy 

41 Holding on to my religious beliefs 

42 Using social networking sites 

43 Using creative expression 

44 Keeping busy 

45 Keeping myself healthy 

46 Taking medication 

47 Reading to relax 

48 Watching television 

49 Listening to music 

50 Looking up information on the internet 

51 Getting involved in veterans organisations 

52 Getting help from voluntary organisations and charities 

53 Causing myself physical pain 

54 Using things I learned from therapy 
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“When faced with psychological difficulties, I cope by…” 
Most Disagree                                     Neutral                                          Most Agree 

  -5 -4 -3 -2 -1 0 +1 +2 +3 +4 +5 
           

           

2          2 

 3        3  

           

  5      5   

   6    6    

    7  7     
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Appendix 3 – Factor Array - Factor One 
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Appendix 4 – Factor Array - Factor Two 
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Appendix 5 – Factor Array – Factor Three 
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