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ABSTRACT. Veterans of the Gulf War present various symptoms and
maladies. Reports by governmental and private entities have yielded
mixed results and have been fraught with criticisms of biased research de-
sign. The vast majority of these studies have focused on U.S. veterans,
with a much smaller number focusing upon British veterans. Very few
have examined Iragi Gulf War veterans. Our study involves administering a
health issues questionnaire to a sample of Iragi Gulf War veteran refugees in
the 1.S. Results indicate relationships between Post-Traurnatic Stress Disor-
der (PTSD) scores and bealth outcome measures of chronic fatigue,
fibromyalgia, functional status, quality of life, and health care utilization in
terms of frequency and level of intensity. Implications for further inquiry are
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INTRODUCTION

In the historical context of war involving the United States, the casu-
alties of each such conflict has resulied in specific war syndromes suf-
fered by its combatants (Hyams, Wignall, & Roswell, 1996). In keeping
with that phenomenon, Gulf War (GW) veterans report ailments in
some ways common to those of previous war veterans, yet in other ways
unique. The broad range of symptoms reported by U.S. veterans of the
GW are similar to those reported by British and Canadian GW veterans,
such as chronic fatigue (CF), fibromyalgia, and a host of other medical
maladies, Although there is a general perception among the American
public of Iragis as the “enemy,” largely based on a lack of information
(Bennett, 1994) coupled with inherent bias of mainstream news media
(Halliday, 1997), many Iraqi GW veteran refugees were exiled from
their homelands subsequent to the GW because of their role as U.S.
allies in the conflict (Nassar-McMillan & Larson, 2003; Jamil, Nassar-
McMillan, & Lambert, 2004). Given this immigration pattern, study of
GW impacts on Iraqi veteran and other refugee groups have recently
also begun to surface. :

To address this alarming trend of reported symptomologies, the U.S.
government assigned various committees to scientifically investigate
the medical aftereffects of those who served in the GW. While some of
the governmental research, much of which belies any such increase in
physical or other maladies as those described (e.g., Joseph, 1997}, has
been criticized as representing less than legitimate scientific inquiry
simply by virtue of its purpose and inherent bias, some scholars also at-
tribute the problem of substantiation of the aftereffects to a lack of ob-
jective information (Joellenbeck, Landrigan, & Larson, 1998). Due to
the challenges of randomization and scientific controls inherent in such
post-situational designs, much of the resulting research is based on self-
reports by participants, and thus, reflects varying degrees of personal bias.

Nevertheless, some of the most prominent researchers and research
studies (e.g., Haley & Kurt, 1997; Iowa Persian Gulf War Study Group,
1997) cite an elevated prevalence of both medical and psychological
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ailments (e.g., Barrett, Doebbeling, Schwartz, Voelker, Falter, Wool-
son, & Doebbeling, 2002; Jamil, Hakim-Larson, Farrag, Kafaji, Duqum, &
Jamil, L., 2002; Jamil, Nassar-McMillan, & Lambert, 2004, Jamil,
Hakim-Larson, Farrag, Kafaji, Jamil, L., & Hammad, 2005} among GW
veterans. Furthermore, associations between post-traurnatic stress disor-
der (PTSD) symptoms and physical health reports have been noted. In
fact, those GW veterans who suffer from PTSD also report significantly
higher levels of health and medical issues, including fair-to-poor health
status and lower health-related quality of life than those who do not
(Barrett et al., 2002). As yet, similar patterns have not yet been examined
among Iragi veteran refugee populations.

Becanse of the uniqueness of symptoms of the GW as opposed to
those experienced from previous wars, the Guif War Syndrome (GWS)
has been a term identified to describe the group of maladies of United
States veterans. GWS encompasses numerous physical ailments (Jo-
seph, 1997), such as fatigue, headache, joint pains, skin rash, as well as
some that, although also described as somatic, can arguably be grouped
into the psychosomatic or emotional realms, as well, such as shortness of
breath, sleep disturbances, concentration difficulties, and forgetfulness.

Deployment has been cited as a critical factor in identifying resultant
symptomology of war veterans {Joellenbeck et al., 1997). The Veterans
Administration has recognized the importance of making such distinc-
tions in developing effective treatment and prevention strategies, and
has cited occurrences among deployed versus non-deployed veterans,
for example, as 14 percent versus 1.6 percent reporting Chronic Fatigue
Syndrome (CFS) and 10.1 percent versus 3.2 percent reporting PTSD
(Feussner, 2002).

Because Iragqi GW veterans are more likely to have been deployed to
active combat situations, researching the aftereffects of the GW on that
population would potentially help to add to the knowledge of the full af-
termath scenario. In addition, it is possible that, because refugees also
share in the trauma of the irumigration, particularly a relatively non-
voluntary one versus voluntary one, their experiences might also be in-
fluenced by some of the issues faced by their counterparts from other
nations, such as Southeast Asian (Blair, 2000, 2001; Chung, Bemak, &
Wong, 2000), Senegalese (Tang & Fox, 2001), and Bosnian immigrant
refugees. Finally, the overall symptomology reported by Iragi immi-
grant refugees are likely to be affected by the discrimination suffered by
that group (Nassar-McMillan, 2003a,b; Nassar-McMillan & Hakim-
Larson, 2003). :
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Because veterans are more likely to seek help for medical services
than for mental health services, study of the relationships between med-
ical and mental health maladies are important to identify. Thus, we will
examine, in our study, the outcome measures related to PTSD, chronic
fatigue, fibromyalgia, functional status and quality of life, and health
care utilization issues. We hypothesize that more Iragi GW veteran ref-
ugees with PTSD will report experiencing chronic fatigue and fibro-
myalgia, and will report lower functional status, quality of life, and health
care utilization, than their non-PTSD counterparts. Secondly, we hypoth-
esize that the relative frequencies of the health care outcome measures
will be associated with participants’ PTSD or non-PTSD classification.

PROCEDURE

A large-scale survey instrument was verbally administered o a group
of participants in their native language of Arabic by two local Iraqi
American physicians, The instrument, developed initially by a research
collaborative including the University of Jowa, the Towa Department of
Health, and the Center for Disease Control, has been used in several
studies involving samples of thousands of U.S. veterans. Designed to
address participants’ experiences during the war and their self-assess-
ments of a variety of health and mental health issues, the questions are
framed in terms of pre-, during, and post-war health status perceptions.

We considered informed consent in our research process as critical to
the success of the study. Iragi GW veteran refugees exhibit extreme lev-
els of distrust and paranoia, related to the trauma of their war experi-
ences (Jamil, Nassar-McMillan, & Lambert, 2004; Nassar-McMillan &
Hakim-Larson, 2003). Thus, the field researchers took extra measures
to assure the participants of the confidentiality of their responses. The
interviewers were trained to emphasize to the respondents that neither
specific responses nor aggregated data would, in any way, be used for
governmental or political purposes, and that the purpose of the study
was to assess the health status and in turn, determine health needs of
Iragi GW veteran refugees.

Sample
Our data were collected as a part of a larger-scale effort to obtain ex-

tensive information on both physical and mental health symptoms from
a population relatively absent in the scholarly literature, some of which
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are reported elsewhere (see Jamil, Nassar-McMillan, & Lambert, 2004).
Participation from Iragi male veterans who served in the GW was solic-
ited from a social gathering place for Iragis and other Arab Americans
in a large midwestern city. Thirty-two male Iragi GW veteran refugee
participants comprised our convenience sample. Of those, 25 (78.1%)
had served in Iraq, while 7 (21.9%) had served in Kuwait. While 19
(60.0%) had served in southern Iraq, 13 (40.0%) had served elsewhere.
Fourteen {44.0%) had joined the Army during or after 1990, whereas 18
{56.0%) had joined prior to 1990, Twenty-seven (84.6%) had served as
soldiers, and the other five (15.4%) had served in other support posi-
tions. Although the sample was small, the results may suggest some
major areas for further investigation among this unique group of indi-
viduals.

Measures

The large-scale survey instrument utilized in this study incorporates
partial and entire components of dozens of widely used and validated
instruments in the medical profession. For more information about the
survey instrurnent and its development, please see Doebbeling, Jones,
Hall, Clarke, Woolson, Torner, Burmeister, Snyders-Crumley, Barrett,
Falter, Merchant, Nusser, Anderson, and Schwartz (2002).

PTSD. PTSD was measured by 17 items comprising the PTSD
Checklist-Military Version (PCL-M). Respondents were asked to rate
the level of their experiences on the ordinal scale (No = 1; A little bit =
2; Moderately = 3; Quite a bit = 4; Extremely = 5). Within a possible to-
tal of 85 points, scores of 50 and above are considered to indicate
the presence of PTSD, while scores below 50 do not (Weathers, Litz,
Heran, Huska, & Keane, 1993).

Chronic Fatigue. CF was measured utilizing items from instruments
such as the National Health Interview Survey, Chronic Fatigue Syn-
drome Questionnaire, and the National Health Survey-Persian Gulf War.
Questions regarding specific symptoms {e.g., sore throat, multi-joint
pain) were asked, along with history of these symptoms and prior diag-
noses of the condition. In order to meet the criteria for CF, participants
had to respond affirmatively to the following issues: have a cumrent
diagnosis of fibromyalgia (FM), take medication, or being otherwise
treated for fibromyalgia or fibrositis; have daily overall body pain for a
duration of at least 3 months over the past year and rate level of pain
during past 24 hours at 1-10 (on 0-10 scale); or report overall body pain
that day at moderate to extreme levels.
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Fibromyalgia. FM was measured by items extracted from the Na-
tional Health Survey of Persian Gulf War Era Veterans Questionnaire
developed by the Department of Veterans Affairs along with several
others. Again, questions regarding prior diagnosis and treatment, and
levels and history of pain were asked. In order to meet the criteria for
FM, respondents either had to have been previously diagnosed with FM
or had to report suffering from daily overall body pain for at least the
past three months and report a pain level of 1-10 (on a 0-10 scale) in the
past 24 hours; or report having had specific pain that day (pain level of
1-10 on'0-10 scale).

Functional Status/Quality of Life. Functional status/quality of life
items came from instruments such as the National Health Interview Sur-
vey and the National Health Survey-Persian Gulf War. A series of ques-
tions regarding self-perceptions of health, along with self-perceptions
of health-imposed limitations on numerous activities are included. This
area of assessment also includes questions about medical disability sta-
tus, days missed from work or school, and employment history.

Health Care Utilization. Health care utilization measures included
four items about outpatient utilization, emergency room utilization, and
hospitalizations. Items from instruments such as the National Medical
Expenditure Survey, among others, were utilized in this area.

Social Desirability. A brief social desirability scale was incorporated
into the instrument with the intention of identifying respondents’ bias
toward giving social desirable answers (Paulhus, 1991). Ten items, rep-
resenting a short, homogenous version of the Marlowe-Crowne Social
Desirability Scale (Strahan & Gerbasi, 1971) were utilized.

RESULTS

Initially, scale scores for the PTSD Checklist-Military Version
(PCL-M) were computed, and each subject was classified into PTSD
or non-PTSD groups based on the cut-score designated by the PCL-M
protocol {e.g., Weathers, Litz, Herman, Huska, & Keane, 1993). Nine-
teen (59%) of the 32 participants met the criterion cut-score for PTSD,
while 13 (41%) did not (Jamil, Nassar-McMillan, & Lambert, 2004).
Responses to several of the 17 items differed substantively between the
two groups. For example, substantial experience with “repeated, dis-
wirbing memories of your military experiences” was reported by 57.9
percent of the PTSD group members, compared with only 7.7 percent of
the non-PTSD group members. Similarly, “repeated, disturbing dreams
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of your military experiences” were reported by 68.4 percent of the
PTSD group, as compared with 7.7 percent of the non-PTSD group.
“Had physical reactions when something reminded you of your military
experiences” yielded reports of substantial experiences by 0.0 percent
of the non-PTSD group, as compared with 26.3 percent of the PTSD
group. Substantial experience on the item, “Avoided thinking about
your military experiences, or avoided having feelings about them” was
reported by 73 percent of those in the PTSD group, as compared with
only 7.7 percent in the non-PTSD group. “Avoided activities or situa-
tions because they reminded you of your military experiences,” was re-
ported by 68.4 percent of the PTSD group, as against only 7.7 percent of
the non-PTSD group.

Because of the small sample size and expected frequencies in small
cells throughout these analyses, we used the Fisher's Exact Test for the
two-by-two contingency table analysis (Siegel & Castellan, 1990) 1o
examine the associations between PTSD and non-PTSD groups based
on responses to items related to chronic fatigne, fibromyalgia, func-
tional status/quality of life, and health care utilization. These resnlfs are
reported in Table 1. Statistically significant differences between the two
groups emerged on items regarding specific pain distress (before GW),
and comparison of health to one year earlier. In response to specific pain
distress (before GW), zero of the PTSD group respondents (0%) as
compared with three (30.0%) non-PTSD group respondents rated the
item affirmatively. Statistically nonsignificant but noteworthy responses
to other items include taken medication for pain (past week), 17 (89.5%)
of PTSD group respondents said yes, while only 6 (54.5%} of the non-
PTSD group said yes; among the PTSD group respondents, 11 (61.1%)
of respondents assessed their health as being poor, while 7 (38.9%)
rated their health as poor; and 16 (88.9%) of the PTSD group respon-
dents described their health as worse than in the previous year, with §
(38.5%) of non-PTSD respondents rating their health as worse than in
the previous year.

For items yielding actual numerical ratings (e.g., pain ratings, outpa-
tient visits, hospitalizations, and emergency room visits), means and stan-
dard deviations were calculated, and t-tests were performed to identify
statistically significant differences between the PTSD and non-PTSD
groups. None of the t-tests yielded statistical significance. On the other
hand, some trends were noteworthy. The group rating the highest levels
of pain was the PTSD group (M = 2.36, SD = 3.46) as compared to the
non-PTSD group (M = 2.15, SD = 3.58). Among outpatient visit re-
sponses, the non-PTSD group yielded the highest number of visits (M =
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TABLE 1. Percentage of Respondents Reporting Specific Experiences by
Group

Non-PTSD (n=13)  PTSD(n=19)  Tolal(n=32)
Symptam Category " " " " " " I value

Extreme fatigue (for a month witkin past year)

Yes 50.0 & 647 1 58.6 17 0.827

No 50.0 & B3I B 414 12 D428
Reported fibromyalgia of fitrositls

During or after PGW 154 2 210 4 188 ] 0.163

Na or before PGW 846 11 788 15 #1328 Q67
et Criteria for ihromyalyla

Yes 615 ) 787 14 68.8 22 0.530

No 385 |3 263 & 3.8 10 0.467
Overal body pain (pas! year)

Yes 30.8 4 235 4 28.7 8 0.197

No 69.2 8 165 13 733 22 0.657
Specifls pain diskress {today)

Yeos 750 g 000 18 j:2 k) 2 4364

No 258 4 0o 9 8.3 2 0.037
Specific paln distress before PGW

Yes 30.0 3 e 0 111 3 5.738

No 0.0 71600 7 88 24 0017
Taken medication for pain {past week)

Yes 545 "B 85 17 787 23 4751

No 45.4 5 105 2 233 7 0.028
Would you say your healthis

Atleast talr 768 0 e 7 548 17 4,409

Paor 231 3 6.1 N 45,2 14 0.03¢
Comparad with previous year, rate your health

Same o better 615 B 11 2 323 1 8,784

Worse 385 3 889 16 617 o1 0.003
©ut down on work because of health (past 4 weeks)

Yes 364 4 652 9 54.2 13 2583

No . 63.6 T 308 4 458 11 0107
Accamplished less because of health {past & weeks)

Yes 378 3 733 1 609 14 2813

No 625 § 27 4 31 9 0.084
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23.09, SD = 29.24) as compared to the PTSD group (M = 20, SD =
12.86). For reported number of hospitalizations, the PTSD group yielded
the highest numbers (M = 1.00, SD = 2.04) as compared to the non-PTSD
group (M = (0.50, 5D = 1.22). The skewness of these results may be dueto
the fact that some respondents had not reported hospitalizations. Reported
number of emergency room visits for the non-PTSD group (M = 2.80,
SD =3.29) was higher than that of the PTSD group (M = 1.62, SD = 2.50).

In an attempt to determine whether the respondents were influenced
by social desirability in their ratings of both psychological and physiolog-
ical symptoms, the PTSD and non-PTSD groups were compared with re-
spect to their responses on the Marlowe-Crowne scale. There was not a
statistically significant difference between the groups. In addition, the
Marlowe-Crowne scale score was not found to be correlated with any of
the measures of psychological and physiological symptoms collected as
part of the interview.

DISCUSSION

The relationship between PTSD and physical health reports discussed
elsewhere in the literature on U.S. GW veterans (Barret et al., 2002) also
has been partially supported by our study on Iragi GW veteran refugees.
Our hypothesis that a significantly higher percentage of participants with
PTSD than their non-PTSD counterparts would report symptoms and
experiences associated with outcome measures of chronic fatigue, fibro-
myalgia, functional status, quality of life, and heatlh care utilization was
supported by differences among participant groups on specific pain distress
before the Gulf War, and in their comparison of current health to that of one
year prior. Thus, a significant number of participants, even despite the
small sample size, reported experiencing distress from specific pain that
they did not encounter prior to the Gulf War. Additionally, significant
numbers perceive their health status as having decreased over the past year.

Qur second hypothesis was that those with PTSD would report
higher mean scores on health outcome measures. Although there was
no statistical sigaificance in differences between PTSD and non-PTSD
groups on these measures, trends indicate higher outpatient visit re-
sponses, It is possible that lack of statistical significance is due, in large
part, to small sample size. On the other hand, an alternative interpreta-
tion is that those with PTSD do not access adequate health care services,
despite their actual or perceived medical conditions. In addition, those
classified as having PTSD reported more health and medical issues in
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general, especially symptoms of specific pain often associated with FM,
and lower levels of health status and quality of life. We do believe, in
this case, that had the sample size been larger, some of the relative dif-
ferences in health care issues between the PTSD and the non-PTSD
participant groups would have yielded more statistical significance.

Issues not investigated in our stirdy involve, in part, the migration
stress faced by our refugee immigrant participants. The involuntary na-
ture of the migratory experience (Brody, 1994) may somehow have im-
pacted the health outcomes measured. The pre-migratory experience,
including traumas suffered as a result of the political regime in Iraq,
may have also played a part in the outcomes studies. The combat experi-
ence, as well as the pre-combat experience, may have involved torture,
adding potentially yet another layer of trauma.

The lack of objective information that has been cited in problems of
substantiation with other GW veteran groups (Joellenbeck et al., 1997)
also plays a role in our research. All of the data collected were based on
participants’ self-report. On the other hand, the higher levels of fear and
paranoia experienced by our population (Nassar-McMillan & Hakim-
Larson, 2003) may have mediated the exaggeration of symptoms. In
fact, such paranoia might suggest that if participants felt comfortable
enough in participating in the study at all, they would have additional
incentives to be truthful in their self-report.

A second issue is in the relationship between the measures. It may
seem intuitive that numerous health symptoms are related to PTSD. Qur
study, in some ways, may serve as a source of validity evidence for the
PTSD measure. Our population in question, not having been studied in
this regard, needed to first have such relationships established.

A final issue of consideration is the ethnic enclave from which all
participants were drawn. Residence of ethnic immigrant groups in eth-
nic enclaves, while potentially adding a comfort and familiarity factor
into the immigrant experience, may, for Iraqi refugees, add to the para-
noia and fear characteristic of this group (Nassar-McMillan & Hakim-
Larsoii, 2003).

In reexamining studies of U.S. GW veteran populations, percentages
of those suffering from PTSD have ranged from 1.9 percent (Barrett
et al,, 2002) to 10.1 percent (Feussner, 2002), and CF reports have ranged
from 1.6 to 14 percent (Feussner, 2002). It is clear that, although our sam-
ple is extremely limited in size and other factors, the Iragi GW veteran
refugees surveyed in our study report some of the corresponding symp-
tomologies at much higher levels. One of the major differences between
other samples and ours is the deployment factor. While not specifically
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questioned about deployment, it can be assumed that, if they served as
soldiers or even as non-soldiers in the GW, they were deployed. Given
the notion that deployment has been found to serve as a key factor in
symptomology (Joellenbeck et al., 1997), these results are not surprising.
A further likelihood is that they served in active combat situations, partic-
ularly becanse the region of Iraq and Kuwait combined is relatively small
(and all participants served in one of those two countries).

IMPLICATIONS FOR PRACTICE
AND FURTHER RESEARCH

In light of emerging research on GW populations as well as the likeli-
hood of additional research emerging on the more recent war in that
same region, it is critical to develop effective policies and programs
for treatment of post-war ailments of veterans (von Buchenwald, 1994).
Because veterans ave rore likely to seek medical versus mental health
services {Barret et al., 2002), treatment providers must become sensi-
tized to the relationships between health and mental health concerns,
and must receive training in accurate and ethical PTSD and other mental
health assessments. Some clinicians advocate that health and mental
health services should be actually combined (Dhooper & Tran, 1998) in
order to become most effective.

Because no epidemiological or biological evidence appears to sup-
port a single etiology to explain GW symptoms of veterans (Haley &
Kurt, 1997), and because of the problems cited earlier in substantiation
of veterans’ self-reports (Joellenbeck et al., 1997), it will be critical to
establish longitudinal research agendas to examine the full picture of
the GW veteran experience. In this regard, PTSD among refugee popu-
lations has been reported as having a delayed onset and increasing in
intensity over time (Southwick et al., 1995), adding perhaps yet another
element to the equation of effective diagnosis and treatment. The war
syndrome (Hyams et al., 1996) ultimately developed to characterize
U.S. veterans of the GW may, in fact, ultimately be different from that
characterizing Iragi veterans of the same war.

ISSUES UNIQUE TO ARAB AMERICANS

While assessments conducted on most, if not all, multicultural popu-
lations require cultural sensitivity in order to minimize cultural biases,
work with Arab American clients may indicate some specific knowl-
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edge. At pumerous points in U.S. history, groups of Arab Americans
have been afraid to speak up on issues pertaining to U.S.-Middle Hast
relationships (Shain, 1996). At times, they have found it necessary to
self-monitor in order to ensure their survival (Sarroub, 2002). The dis-
crimination facing Arab Americans in contemporary U.S. society has
been noted by many scholars (Arab American Institute, 2002; Nassar-
McMillan, 2003a, b). Because of a lack of knowledge on the part of
mainstream Americans regarding the GW (Bennett, 1994), discrimina-
tion against Iragi Americans, particularly newer immigrants and often
refugees, may be even higher.

It has been established that education on PTSD assessment should
be provided to service providers (Weine et al,, 2001) to ensure more
awareness of the need for effective and comprehensive treatment for
refugees. In addition, we recommend that cultural sensitivity training be
provided to veterans’ service providers who may encounter Iragi GW
veteran refugees in their respective clinical practices.
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