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Abstract:



The Moral Injury Symptom Scale-Military Version (MISS-M) is a 45-item measure of moral injury (MI) symptoms designed to use in Veterans and Active Duty Military with PTSD. This paper reviews the psychometric properties of the MISS-M identified in a previous report, discusses the rationale for the development of the scale, and explores its possible clinical and research applications. The MISS-M consists of 10 theoretically grounded subscales that assess the psychological and spiritual/religious symptoms of MI: guilt, shame, betrayal, moral concerns, loss of meaning/purpose, difficulty forgiving, loss of trust, self-condemnation, spiritual/religious struggles, and loss of religious faith/hope. The scale has high internal reliability, high test-retest reliability, and a factor structure that can be replicated. The MISS-M correlates strongly with PTSD severity, depressive symptoms, and anxiety symptoms, indicating convergent validity, and is relatively weakly correlated with social, spiritual, and physical health constructs, suggesting discriminant validity. The MISS-M is the first multidimensional scale that measures both the psychological and spiritual/religious symptoms of MI and is a reliable and valid measure for assessing symptom severity in clinical practice and in conducting research that examines the efficacy of treatments for MI in Veterans and Active Duty Military personnel.
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1. Introduction


Veterans and individuals currently serving in the military often have traumatic experiences while participating in combat operations that place them at risk for post-traumatic stress disorder (PTSD). This is evident from research showing that PTSD is one of the most common mental disorders suffered by Veterans seen in the U.S. Veterans Administration Health System (Hoge and Warner 2014; Fulton et al. 2015), and this is also true for Active Duty Military personnel (Lane et al. 2012). PTSD in military settings, especially when it becomes chronic, is notoriously difficult to treat, with only about 20–30% of persons with this disorder achieving anything close to a full remission of symptoms (Steenkamp et al. 2015; Steinert et al. 2015). PTSD is also often accompanied by extensive psychiatric comorbidity including depression, anxiety, substance abuse, and relationship problems (Ginzburg et al. 2010; Pietrzak et al. 2011). PTSD carries with it a significant risk of suicide in both Active Duty Military (Ramsawh et al. 2014) and Veterans in particular (McKinney et al. 2017; Elbogen et al. 2017).



Moral injury (MI) is a separate syndrome that often accompanies military-related PTSD (Figure 1), and if not addressed, may interfere with treatment response leading to poor outcomes in those with PTSD. The diagnosis of PTSD according to the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5) (American Psychiatric Association 2013) is based on four major fear/trauma-based symptom clusters that cause functional disability: hyperarousal/irritability, avoidance, emotional negativity/numbing, and intrusive nightmares/flashbacks. PTSD is established as a diagnosis based on (1) extensive research identifying the psychological and physiological changes that characterize this condition and cause functional disability; (2) review by experts of this evidence and agreement by consensus that PTSD warrants an independent separate diagnosis (with specific diagnostic criteria as indicated in the DSM-5 and ICD-10); and (3) research showing that this disorder responds (although often only partially) to a range of psychological and pharmacological treatments designed specifically to target it.


Figure 1. Illustration of the relationship between traumatic events, moral injury, PTSD and comorbid psychological, social, behavioral, and physical outcomes (adapted from Koenig et al. (2017), used with permission).
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In contrast, the symptoms of MI according to trauma experts, result from “perpetrating, failing to prevent, bearing witness to, or learning about acts that transgress deeply held moral beliefs” (Litz et al. 2009, p. 695); “a betrayal of what’s right, by someone who holds legitimate authority, in a high-stakes situation” (Shay 1994; Shay 2014, p. 183); or “a deep sense of transgression including feelings of shame, grief, meaninglessness, and remorse from having violated core moral beliefs” (Brock and Lettini 2012, p. xiv). Thus, MI involves a compilation of symptoms that often accompanies PTSD, but has not yet been subject to the kind of research and consensus among experts in the field that is necessary to call it a separate disorder or diagnosis deserving inclusion in the DSM or ICD diagnostic nomenclature. MI, then, is a “syndrome” in need of further study in order to distinguish it from PTSD and other psychiatric conditions, to examine its effects on psychological, social, and occupational functioning, and to determine treatment response. In this respect, then, MI is not yet an established and billable diagnosis like PTSD.



The moral dilemmas, ethical questions, and guilt caused by actions and experiences during wartime have been the subject of academic discussion since the early 1980’s (Friedman 1981), although researchers did not begin to define and truly study this construct until nearly 30 years later when MI was highlighted in a seminal article published by Brett Litz and colleagues (Litz et al. 2009).




2. Measurement


During the ensuing years, two measures of MI were developed and psychometrically validated. The first one, a 9-item scale, was developed by military psychiatrist William P. Nash and colleagues (Nash et al. 2013) in active duty U.S. marines and was called the Moral Injury Events Scale (MIES). The second measure of MI, a 19-item scale, was developed by psychologist Joseph M. Currier and colleagues (Currier et al. 2015b) and called the Moral Injury Questionnaire-Military Version (MIQ-M). Both of these scales measured the actual occurrence of traumatic experiences (e.g., “I acted in ways that violated my own moral code or values” or “I was involved in the death of an innocent in the war”) and the severity of current symptoms caused by those events (i.e., “I am troubled by having acted in ways that violated my own morals or values”). Because of this combination of events and symptoms, such measures while useful for diagnostic purposes, are less helpful for following changes in response to treatment. Effective interventions are likely to change the symptoms of MI, but will not change the fact that the traumatic event occurred. Furthermore, neither of the scales above assess religious or spiritual struggles or changes in religious faith, factors known to adversely affect those with PTSD. As a result, we developed a new multi-dimensional measure of MI symptoms, the Moral Injury Symptom Scale-Military Version (MISS-M) that takes both of these concerns into account (Koenig et al. 2018a).



Objectives


The purpose of this paper is to (1) discuss the development of the MISS-M, (2) review the psychometric properties of the scale reported previously (Koenig et al. 2018a), (3) explore the clinical and research applications of this scale, and (4) provide a copy of the instrument in the Appendix A of this article.





3. Development of the Moral Injury Symptom Scale-Military Version (MISS-M)


In reviewing the literature on MI, our interdisciplinary team of mental health and religious professionals came up with 10 theoretically-grounded dimensions that characterize this syndrome based on the writings and research of trauma experts (Litz et al. 2009; Shay 1994; Shay 2014; Brock and Lettini 2012; Nash et al. 2013; Currier et al. 2015b; Drescher et al. 2011). We identified eight psychological dimensions of MI (guilt, shame, betrayal by others, moral concerns, loss of meaning/purpose, difficulty forgiving, loss of trust, and self-condemnation) and two spiritual/religious dimensions (spiritual/religious struggles and loss of religious faith/hope). We then populated these dimensions with 54 items that were derived from existing scales and from additional items developed by our team based on the strong face validity of item content. The rationale for including each of the 10 dimensions and the items included in them are reviewed below.



3.1. Guilt


Veterans are frequently plagued by feelings of guilt over actions perpetrated during combat or over failing to protect one’s comrades or innocent civilians. It doesn’t matter whether such actions result from simply doing one’s duty as a soldier, being ordered to do so by those in command, or losing control and doing things out of rage or vengeance. These actions inevitably leave moral scars—and one of those scars is guilt. Feelings of guilt have long been associated with PTSD resulting from combat experiences (Hendin and Haas 1991; Lee et al. 2001), have been specifically labeled as a form of MI (Litz et al. 2009), and have been assessed in both existing MI measures (Nash et al. 2013; Currier et al. 2015b) prior to the development of the MISS-M. This dimension, then, was considered essential for inclusion in the MISS-M. Five questions were initially used to assess guilt, two from the MIQ-M (Currier et al. 2015b) and three items from the Combat Guilt Scale (CGS)—a 15-item multi-dimensional measure of guilt developed in combat Veterans (Henning and Frueh 1997). These questions focus on feeling guilty over failing to save a life, surviving when others didn’t, and feeling bad over enjoying the hurting or killing others.




3.2. Shame


While often used interchangeably, shame and guilt are two quite different constructs. In the psychoanalytic literature, shame and guilt are both functions of the superego (Lewis 1971). Shame involves greater self-consciousness and self-imaging; i.e., it is more about personal identity. Shame is a feeling about the self that arises from the consciousness of having done something dishonorable or improper (it is about ourselves), whereas guilt is the remorse that one feels for having committed a crime or wrongful act affecting others (it is about others). Depending on the particular personality of the individual, one may experience either shame or guilt or both as a result of actions during wartime—for example, shame over having deserted one’s comrades during the heat of battle to save oneself, or guilt over having killed innocents during a fit of rage. Shame is a form of injury to a person’s self-identity. As with guilt, shame is extensively referred to in both the psychological and theological literature on MI (Litz et al. 2009; Drescher et al. 2011; Worthington and Langberg 2012). Therefore, two questions were used to assess shame in the MISS-M, one from the CGS and one from the work of Andrews and colleagues (Andrews et al. 2009) studying shame in Veterans. Both focus on measuring feelings of shame towards oneself for what was done or not done during combat operations.




3.3. Betrayal


In the classic text by military psychiatrist Jonathan Shay, Achilles in Vietnam, he emphasized the central role that feelings of betrayal play in the construct of MI (Shay 1994). Achilles is betrayed by his commander, Agamemnon, leading to rage towards his commander and feelings of care for only a small group of companion fighters. As noted earlier, Shay defined moral injury as “a betrayal of what’s right, by someone who holds legitimate authority, in a high-stakes situation” (Shay 2014). These feelings of betrayal during wartime usually involve betrayal by others in authority (e.g., those who gave the order to kill), but also may involve a betrayal by oneself or one’s moral standards, or after returning back to civilian life, betrayal by a community that one fought for (as was often experienced by Vietnam Veterans returning home). The dimension of betrayal in the MISS-M was assessed by the 3-item betrayal subscale of Nash and colleagues’ MIES (Nash et al. 2013) that focuses on feeling betrayed by leaders, fellow service members, and those outside the military.




3.4. Violation of Moral Values


At the heart of MI is the violation of moral values. Such violation involves perceived transgressions of deeply held moral or ethical beliefs that are perpetrated by either oneself or others. Besides assessing betrayal (as noted above), the MIES also measures the violation of moral values. This dimension of MI was measured by Nash and colleagues using six questions, three assessing commission and three assessing omission. These questions were arrived at by a literature review, the generation of a pool of items by trauma experts, a selection of items by consensus, and ultimately a factor analysis to identify those items that best measured this dimension (Nash et al. 2013). These questions focused on witnessing, perpetrating, and distress related to such transgressions; three of the six involve events and three involve feelings. Therefore, given its focus on symptoms, the MISS-M included the three questions from the MIES that assess feelings in order to measure concerns related to (1) witnessing others’ immoral acts, (2) perpetrating immoral acts themselves, and (3) failing to act when feeling morally obliged to do so.




3.5. Loss of Meaning


Loss of meaning and related existential concerns were one of the key aspects of MI identified by Drescher and colleagues during interviews with 23 seasoned mental health and religious professionals who had years of experience providing care to Active Duty Military personnel and Veterans (Drescher et al. 2011, p. 11). Loss of meaning was also the central focus of a report by Fontana and Rosenheck (Fontana and Rosenheck 2005) in a study of 1,168 Vietnam era Veterans struggling with PTSD symptoms. These investigators found that Veterans who had difficulty coping with combat trauma often experienced a loss of meaning in their lives, and frequently sought help from mental health professionals and clergy (in particular) when dealing with such issues. This prompted investigators to recommend that greater consideration be given to addressing existential issues in the treatment of PTSD. This dimension of MI, then, seemed essential to include. Consequently, loss of meaning was assessed in the MISS-M by six questions, five taken from a subscale of the 10-item Meaning in Life Questionnaire (Steger et al. 2006) that measures the extent to which a person feels his/her life has meaning. In addition, one item was taken from the MIQ-M (Currier et al. 2015b) that asks how exposure to death during war has changed the person.




3.6. Difficulty Forgiving


Nearly 15 years ago, Witvliet and colleagues (Witvliet et al. 2004) reported that difficulty forgiving was strongly linked to PTSD symptoms in Vietnam Veterans. Litz and colleagues (Litz et al. 2009) emphasized the difficulty that many military personnel have in forgiving themselves for what some believe are unforgiveable things they did during the heat of battle. Litz and colleagues go on to emphasize that both self-forgiveness and forgiveness of others are key to overcoming the moral injuries that involve guilt, shame, and self-condemnation for actions perpetrated during war, and letting go of anger towards those in authority whom they believe betrayed them. Likewise, Worthington and Langberg (Worthington and Langberg 2012) stressed the devastating effects of harboring resentments and unforgiveness towards self and others, describing secular and religiously tailored programs to help such individuals forgive themselves and others. The need to forgive God has also been described in studies of morally injured Veterans (Currier et al. 2014; Johnson 2014).



For the MISS-M, ten questions were initially chosen to assess difficulties forgiving others, self, and God as a result of wartime experiences. Six of these items came from the Heartland Forgiveness Scale (HFS) (Thompson et al. 2005). The HFS has been used in Veteran populations and the overall score is inversely correlated with PTSD symptoms, a relationship that is mediated by anger and negative affect (Karairmak and Guloglu 2014). In addition, four questions were developed by our research team to assess feeling forgiven by God, forgiving God, forgiving self, and the need to seek forgiveness in the first place.




3.7. Loss of Trust


Drescher and colleagues emphasized that the loss of trust resulting from feelings of betrayal often haunts those with MI and interferes with their ability to maintain family relationships and friendship networks (Drescher et al. 2011). Likewise, in a qualitative study of Vietnam and non-Vietnam Veterans, Flipse Vargas and colleagues (Flipse Vargas et al. 2013) found that loss of trust in the government and people in general was a recurrent theme identified as a problem these Veterans struggled with as a result of wartime experiences. Similarly, Kopacz and colleagues (Kopacz et al. 2016) emphasized the lack of trust that many morally injured veterans experienced as a result of what was done to them during wartime, and may use as an excuse to continue hurting others after returning home. Thus, in order to capture this dimension, six questions were taken from the General Trust Scale (Yamagishi and Yamagishi 1994) to assess the extent to which the person believes that other people are honest and trustworthy, basically good and kind, respond similarly if trusted, and also, to what extent the person feels he or she can be trusted by others.




3.8. Self-Condemnation


Self-condemnation and low sense of self-esteem have been repeatedly emphasized by trauma experts as a key dimension of MI (Litz et al. 2009; Worthington and Langberg 2012; Maguen and Litz 2012; Litz et al. 2017). Unresolved guilt, shame, and difficulty forgiving oneself drive this negative moral emotion that often leads to depression and in some cases even suicide (Worthington and Langberg 2012; Kopacz et al. 2016; Bryan et al. 2016). In order to capture this dimension, ten items from the Rosenberg Self-Esteem Scale (SES) (Rosenberg 1965) were used to assess self-condemnation and self-deprecation. The SES is a standard measure of global self-worth that measures both positive and negative feelings about the self.




3.9. Spiritual/Religious Struggles


There is growing evidence that spiritual/religious struggles are strongly correlated with PTSD symptoms in military populations (particularly Veterans) and appear to impede recovery and adversely affect physical health. Spiritual struggles related to trauma during wartime include feeling punished by God for actions done (violence/killing) or not done (protection of innocents); questioning God’s power and control for not having protected oneself or one’s comrades from assault, injury, or death; feeling deserted by one’s faith community after returning home from military service; and internal struggles over whether God is loving, caring or concerned about people, if allowing horrific events to take place. The presence of religious struggles of this type were found to predict a slower recovery from PTSD among 532 Veterans admitted to a 60–90 day residential PTSD treatment program (Currier et al. 2015a). Based on these findings and other research documenting strong positive associations between religious struggles and PTSD symptoms (Currier et al. 2015b; Witvliet et al. 2004; Currier et al. 2014), seven items from the negative religious coping subscale of the Brief RCOPE (Pargament et al. 1998) were used in the MISS-M to assess spiritual/religious struggles. This 7-item subscale has been shown to predict greater mortality in Veterans (Pargament et al. 2001) and has been associated with higher pro-inflammatory cytokine levels (interleukin-6) in medically ill populations (Ai et al. 2009).




3.10. Loss of Religious Faith/Hope


Research shows that loss of religious faith is present in 30% of Veterans and is associated with prolonged use of VA mental health services among those with PTSD (Fontana and Rosenheck 2004). In that study of 1385 Veterans being treated for PTSD symptoms (95% serving in Vietnam), participants were asked “How much was/is religion a source of strength and comfort to you?” This question was asked for two periods—at the time they entered the military and currently. The difference in religious comfort between the two periods was calculated, with 29% reporting that religion had become less of a source of comfort. Loss of religious faith in that study was found to be a stronger predictor of number of outpatient mental health treatment sessions than was social support (number of persons they felt close to), previous experiences of violence encountered, or ability to hold down a full-time job. There is also an extensive literature showing a strong association between religious faith and the spiritual concept of hope, suggesting a close link between these two separate but related constructs (Clarke 2003; Koenig et al. 2012, p. 302). Thus, a dimension of MI that assessed loss of religious faith and hope seemed appropriate, and its inclusion in the MISS-M is supported by work of theologians and mental health professionals in the trauma literature (Litz et al. 2009; Drescher et al. 2011; Worthington and Langberg 2012). Two items make up this subscale of the MISS-M, one that was adapted from the study of Vietnam Veterans above that asks about loss of religious faith as a result of wartime experiences (Fontana and Rosenheck 2004). The second question, developed by study authors based on its strong face validity, asks about loss of hope in the future.



Thus, the MISS-M is composed of 10 subscales that comprehensively assess the construct of MI, are theoretically grounded on how trauma experts define MI, and are made up of items from both established scales and from items crafted by our study team to best capture the psychological and spiritual/religious conflicts that are the core of MI.





4. Psychometric Properties of the MISS-M


The 54 items above were administered to 427 Veterans and Active Duty Military with PTSD symptoms resulting from serving in a combat zone (Koenig et al. 2018a). Participants were recruited from the Veterans Administration Medical Center (VAMC) in Durham, North Carolina; the Charlie Norwood VAMC in Augusta, Georgia; the Veterans Administration Greater Los Angeles Healthcare System; the Michael E. DeBakey VAMC in Houston, Texas; the South Texas Veterans Health Care System; and Liberty University in Lynchburg, Virginia. Over 86% of participants scored 33 or higher on the PTSD Checklist-DSM-5 Military Version (PCL-5) (Weathers et al. 2013) indicating relatively severe PTSD symptoms (unpublished data). All questionnaires were filled out in-person except at the Liberty University site (Active Duty Military only) where the questionnaire was completed online. Each of the 54 items on the MISS-M was rated on a scale from 1 to 10 in terms of agreement or disagreement, reverse scoring items as necessary so that higher scores indicate greater MI.



4.1. Factor Analysis


The overall sample was randomly split into two groups. In the first group (n = 214), exploratory factor analysis (EFA) was performed on the original 54 items. In the second group (n = 213), those items that met the cutoff criterion (factor loadings ≥ 0.45 on EFA) were subject to confirmatory factor analysis (CFA). As noted above, each one of the 10 dimensions of MI chosen has a strong theoretical rationale that justifies its inclusion in the MISS-M. Therefore, to ensure that items with strong face validity for a particular dimension ended up on the subscale assessing that dimension, EFA and CFA were conducted at the subscale level.



EFA revealed a single factor for each dimension/subscale of the MISS-M except for the difficulty forgiving and self-condemnation subscales, for which two factors were identified (based entirely on whether a question was stated in a positive or a negative direction). Of the 54 items assessed, 9 failed to meet the factor loading cut-off criterion, resulting in the final 45-item MISS-M. These 45 items were then subjected to CFA again at the subscale level in the second sample. The resulting factor loadings were 0.41–0.76 for the 4-item guilt subscale, 0.78 for the 2-item shame subscale, 0.56–0.91 for the 3-item betrayal subscale, 0.66–0.89 for the 3-item moral concerns subscale, 0.73–0.90 for the 4-item loss of meaning subscale, 0.42–0.78 for factor 1 and 0.60–0.77 for factor 2 of the 7-item difficulty forgiving subscale, 0.73–0.93 for the 4-item loss of trust subscale, 0.65–0.81 for factor 1 and 0.74–0.84 for factor 2 of the 10-item self-condemnation subscale, 0.52–0.87 for the 6-item spiritual/religious struggles subscale, and 0.58 for the 2-item loss of religious faith/hope subscale. With the exception of the loss of religious faith/hope subscale, eigenvalues for all factors making up the subscales were equal to or exceeded 1.0 (range 1.55 to 10.94) (based on the Kaiser-Guttman rule) (Kaiser 1991). Thus, overall, CFA replicated the factor structure of subscales making up the 45-item MISS-M.




4.2. Reliability


In the overall sample (n = 427), the internal consistency (Cronbach’s alpha) of the 45-item MISS-M was acceptable (α = 0.92, 95% CI = 0.91–0.93), as was the reliability of most of the individual subscales (α range 0.56–0.91). Internal consistency α’s of 0.70 or higher are considered adequate (Cronbach 1951). The test-retest reliability of the overall 45-item MISS-M was assessed in 64 Veterans after an average of 10 days. The intra-class correlation coefficient (ICC) demonstrated high test-retest reliability for the overall MISS-M (ICC = 0.91, 95% CI = 0.85–0.95) and ICC’s of 0.78 to 0.90 for individual subscales. ICC’s of 0.70 or higher are considered adequate (Shrout and Fleiss 1979).




4.3. Validity


In addition to the factor analytic validity demonstrated by the CFA above, construct validity of the 45-item MISS-M was indicated by high correlations between the 10 subscales and the total MISS-M score (Pearson r’s ranging from 0.45 to 0.78). Discriminant validity was suggested by relatively weak correlations between the total MISS-M score and other social, religious and physical health constructs such as involvement in community activities (r = −0.33), importance of religion (r = −0.23) or spirituality (−0.18), severity of physical pain (r = 0.21), and impairment of physical functioning (r = 0.27). Finally, convergent validity was indirectly demonstrated by relatively strong correlations with other psychiatric symptoms that one might hypothesize would accompany MI, such as PTSD symptoms (assessed by the 20-item PCL-5) (r = 0.56), depressive symptoms (assessed by the 14-item Hospital Anxiety and Depression Scale; HADS (Zigmond and Snaith 1983) (r = 0.62), and anxiety symptoms (also assessed by the HADS) (r = 0.59). Convergent validity could not be tested directly because the MISS-M is the first multi-dimensional measure of MI symptom severity (severity of symptoms alone, not including MI events) (published online on December 1, 2017), and there were no other pure MI symptom severity measures to compare it with at the time the study was conducted (September 17, 2015, through August 1, 2017).





5. Prevalence of Moral Injury Symptoms


Scores on individual items of the MISS-M provided an indication of the prevalence of significant MI symptoms in this sample of Veterans and Active Duty Military. The average score on the 45-item MISS-M was 223.6 (SD = 61.6, with a range of 86 to 403). Nearly 90% of participants indicated a 9 or 10 on a 1 to 10 severity scale for at least one MI symptom and half (50%) gave this rating for more than five of the 45 MI symptoms. Dimensions with the highest scores (indicating greater MI) were the loss of trust and moral concerns subscales, with items on these subscales averaging 5.8 on the 1 to 10 response range.



Thus, MI as assessed by the MISS-M was widespread and strongly correlated with severity of PTSD and comorbid depression and anxiety among these Veterans and Active Duty Military, most of whom had relatively severe PTSD symptoms from serving in combat.




6. Limitations


The MISS-M was designed specifically to cover the dimensions of MI that experts in the field have indicated are part of the MI construct. As such, we conducted the factor analysis at the subscale level to ensure that each of these dimensions were included in the final scale. Not all psychometricians may agree with this approach, but our team felt that being comprehensive in our assessment of this construct took first priority. Another concern about the MISS-M is that the loss of religious faith/hope dimension had a relatively low alpha (0.56), which is below the threshold of 0.70. Nevertheless, given the strong face validity of these items, we felt that this subscale should be included—particularly given the evidence that this dimension might interfere with treatment response in PTSD (Fontana and Rosenheck 2004). Finally, given the small number of Active Duty Military personnel in our validation study (n = 54), further research is needed to replicate the psychometric properties of the MISS-M in this population, as well as in other populations of Veterans from different regions of the U.S. and from other countries.




7. Clinical and Research Applications of the MISS-M


As a symptom measure of MI severity, the MISS-M has at least two potential applications: (1) in clinical settings to screen for MI symptoms and (2) in research settings to examine relationships between MI, mental health, and physical health outcomes, and to assess change over time in response to interventions that target MI symptoms.



7.1. Clinical Applications


The MISS-M may be used to screen Veterans and Active Duty Military with PTSD symptoms in order to identify those who are also suffering from MI (which may be preventing the successful treatment of PTSD). While no cutoff on the MISS-M has yet been determined that indicates significant MI that requires intervention (see below), scores on the individual subscales may give some indication of where problems exist that require clinical attention from mental health professionals and/or trained clergy (chaplains or pastoral counselors). Interventions have been developed (or are being developed) to treat the psychological symptoms of MI (Litz et al. 2017; Steenkamp et al. 2011; Maguen and Burkman 2013; Paul et al. 2014) and to treat both the psychological and the spiritual/religious symptoms (Harris et al. 2011; Koenig et al. 2017; Pearce et al. 2018). Many of these interventions, with some exceptions (Litz et al. 2017; Koenig et al. 2017; Pearce et al. 2018), were not designed specifically to target MI but rather to treat specific MI symptoms like guilt or shame, or PTSD symptoms more generally (given that until the MISS-M was developed there was no multi-dimensional measure that only assessed MI symptom severity). Nevertheless, be aware that there are interventions out there that may help to relieve MI whether that occurs in Veterans, Active Duty Military personnel, or even those not in the military who are disabled with PTSD (from rape or others forms of trauma).




7.2. Research Applications


Researchers may find the MISS-M useful for both observational and experimental studies in current or former military personnel. The MISS-M may be used in studies that examine the relationship between MI symptoms and mental health outcomes such as PTSD, depression, anxiety, substance use, relationship problems, occupational difficulties, chronic pain, and impairments in physical functioning. These may be either cross-sectional studies that establish an association or longitudinal studies that examine the effects of MI on these outcomes over time. The MISS-M may also be used in randomized clinical trials that seek to examine the effects of interventions on relieving the symptoms of MI. As suggested above, research examining the effects of interventions on MI has been lacking because a pure MI symptom measure that could be assessed over time in clinical trials until now has not been available. The existence of the MISS-M helps to fill that gap and may now be used to assess the effects of treatments directed specifically at reducing MI symptoms. To assist in this regard, future research is needed to identify a cutoff point on the MISS-M that indicates clinically significant symptoms with functional impairment (or is sufficient to block successful treatment of PTSD) that require intervention. In addition, research is needed to determine if scores on the MISS-M are sensitive to change over time (and to identify a clinically significant change score). Such studies are forthcoming, along with the development of a 10-item short form of the MISS-M (the MISS-M-SF), which as with the long version described in this article, may be used as either a screening tool for clinical applications or as an outcome measure or predictor of health outcomes in research studies (Koenig et al. 2018b).





8. Conclusions


Moral injury is widespread among Veterans and Active Duty Military personnel with PTSD symptoms resulting from experiences in combat. Unless addressed, MI may interfere with the successful treatment (both psychological and pharmacological) of PTSD. Until now, there was no pure MI symptom scale that could be used as an outcome measure to test the efficacy of various interventions directed specifically at reducing MI. The Moral Injury Symptom Scale-Military Version is a reliable and valid measure for assessing symptoms of MI. The MISS-M may be used to screen Veterans and Active Duty Military for MI, and may be utilized in clinical trials to determine the efficacy of treatments for this common and widespread syndrome that often accompanies PTSD.
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Appendix A


The Moral Injury Symptom Scale—Military Version (long-form)



Introduction: The following statements/questions may be difficult, but they are common experiences of combat Veterans or Active Duty Military returning from battle. They concern your experiences while in a combat or war zone and how you are feeling now. Just do the best you can, and try to answer every question. Circle a single number between 1 and 10 for each (“strongly disagree” to “strongly agree”):



Guilt



1. I feel guilt for surviving when others didn’t.



2. I feel guilt over failing to save the life of someone in war.



3. Some of the things I did during the war out of anger or frustration continue to bother me.



4. It bothers me sometimes that I enjoyed hurting/killing people during the war.



Shame



5. If people knew more about the things I did during the war they would think less of me.



6. I feel ashamed about what I did or did not do during this time.



Betrayal



7. I feel betrayed by leaders who I once trusted.



8. I feel betrayed by fellow service members who I once trusted.



9. I feel betrayed by others outside the US military who I once trusted.



Violation of Moral Values



10. I am troubled by having witnessed others’ immoral acts.



11. I am troubled by having acted in ways that violated my own morals or values.



12. I am troubled because I violated my morals by failing to do something that I felt I should’ve done.



Loss of Meaning



Introduction: Circle a single number between 1 and 10 that describes how true each statement is for you (“absolutely untrue” to “absolutely true”):



13. I understand my life’s meaning.



14. My life has a clear sense of purpose.



15. I have a good sense of what makes my life meaningful.



16. I have discovered a satisfying life purpose.



Difficulty Forgiving



Introduction: Circle a single number between 1 and 10 that describes how true or false each statement is for you (“almost always false of me” to “almost always true of me”):



17. Although I feel bad at first when I mess up, over time I can give myself some slack.



18. I hold grudges against myself for negative things I’ve done.



19. It is really hard for me to accept myself once I’ve messed up.



20. I don’t stop criticizing myself for negative things I’ve felt, thought, said, or done.



21. I believe that God has forgiven me for what I did during combat.



22. I have forgiven God for what happened to me or others during combat.



23. I have forgiven myself for what happened to me or others during combat.



Loss of Trust



Introduction: Circle a single number between 1 and 10 that describes how much you agree or disagree with each statement (“strongly disagree” to “strongly agree”):



24. Most people are basically honest.



25. Most people are trustworthy.



26. Most people are basically good and kind.



27. Most people are trustful of others.



Self-Condemnation



Introduction: Circle a single number between 1 and 10 for each statement (“strongly disagree” to “strongly agree”):



28. On the whole, I am satisfied with myself.



29. At times I think I am no good at all.



30. I feel that I have a number of good qualities.



31. I am able to do things as well as most other people.



32. I feel I do not have much to be proud of.



33. I certainly feel useless at times.



34. I feel that I’m a person of worth, at least on an equal plane with others.



35. I wish I could have more respect for myself.



36. All in all, I am inclined to feel that I am a failure.



37. I take a positive attitude toward myself.



Introduction: Below are feelings that combat Veterans often have due to combat experiences. How much have you? Circle a single number between 1 and 10 for each statement (“a great deal” or “very true” to “not at all” or “very untrue”):



Spiritual/Religious Struggles



38. I wonder whether God had abandoned me.



39. I felt punished by God for my lack of devotion.



40. I wondered what I did for God to punish me.



41. I questioned God’s love for me.



42. I questioned the power of God.



43. I wondered whether my church had abandoned me.



Loss of Religious Faith/Hope



44. Compared to when you first went into the military has your religious faith since then… (“weakened a lot,” “weakened a little,” “strengthened a little,” “strengthened a lot”)



45. How hopeful are you about the future? (“not at all” to “very hopeful”)



Scoring: First, reverse score items 13–16, 17, 21–28, 30–31, 34, 37, and 44–45, and then sum all items together (or those of individual subscales if subscale scores are desired). Possible score range is 45 to 450, with higher scores indicating more severe moral injury. For a fully formatted version of the 45-item MISS-M (and the 10-item MISS-M-SF), contact the author: Harold.Koenig@duke.edu.
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