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Psychometric Evaluation of the Moral Injury Events Scale
CAPT William P. Nash, MC USN (Ret.)*; Teresa L. Marino Carper, PhD†‡; Mary Alice Mills, PhD§∥;
Teresa Au, PhD§¶; Abigail Goldsmith, PhD**††; Brett T. Litz, PhD§∥‡‡§§
ABSTRACT Literature describing the phenomenology of the stress of combat suggests that war-zone experiences
may lead to adverse psychological outcomes such as post-traumatic stress disorder not only because they expose persons
to life threat and loss but also because they may contradict deeply held moral and ethical beliefs and expectations. We
sought to develop and validate a measure of potentially morally injurious events as a necessary step toward studying
moral injury as a possible adverse consequence of combat. We administered an 11-item, self-report Moral Injury Events
Scale to active duty Marines 1 week and 3 months following war-zone deployment. Two items were eliminated because
of low item-total correlations. The remaining 9 items were subjected to an exploratory factor analysis, which revealed
two latent factors that we labeled perceived transgressions and perceived betrayals; these were confirmed via confirmatory factor analysis on an independent sample. The overall Moral Injury Events Scale and its two subscales had
favorable internal validity, and comparisons between the 1-week and 3-month data suggested good temporal stability.
Initial discriminant and concurrent validity were also established. Future research directions were discussed.

INTRODUCTION
One of the most distinctive features of post-traumatic stress
disorder (PTSD) as a mental disorder diagnosis—its linking
of current symptoms with a presumably etiologic stressor
event—is also one of its most controversial.1 Despite three
decades of research and multiple revisions of the diagnostic
criteria for PTSD, it remains unclear which stressor types are
capable of inducing post-traumatic stress symptoms. In keeping with current conceptions of PTSD as a disorder of
Pavlovian fear conditioning or neural fear circuitry,2–5 the
diagnostic criteria for PTSD in DSM-IV-TR require exposure
to “an event or events that involve actual or threatened death or
serious injury, or a threat to the physical integrity of others”
(the A1 criterion), to which the person must respond with
“intense fear, hopelessness, or horror” (the A2 criterion).6
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Potentially fear-evoking stressor experiences that threaten
lives and safety are highly correlated with PTSD in both
civilian and veteran populations,7–9 and exposure to lifeendangering combat events is a robust predictor of PTSD in
military personnel deployed to war zones.10–12 Yet, a number
of studies have found significant PTSD symptoms in persons
whose major stressors did not involve a close brush with
death or serious injury.1 So-called non-A1 stressors that have
been found to correlate with subsequent PTSD in civilian
populations include the nonviolent death of loved ones,
chronic illnesses, sexual harassment, marital divorce or separation, arrest or incarceration, relationship infidelity, bullying, and other distressing social events.13–19 Studies of
military populations have found PTSD to correlate with a
number of stressor types other than threats to personal safety,
including atrocities, the loss of close personal friends, malevolent environments, and the act of killing.20–22 Furthermore,
military personnel who develop PTSD following exposure to
combat-related traumatic events may be as likely to experience peritraumatic anger as fear, helplessness, or horror.23
In their review of current controversies and challenges in
defining and measuring psychological trauma, Weathers and
Keane1 called for more studies to empirically test the ability
of various stressor types to elicit PTSD symptoms. They also
acknowledged the need for definitions of the A1 criterion—of
potentially traumatic events—that could account for why
apparently low-magnitude stressors can, at times, lead to
PTSD. In this article, we describe the development and psychometric properties of a new scale to measure exposure to
events that may be traumatic and lead to PTSD not because
they involve threats to life and safety, but because they violate deeply held moral beliefs and values.
The Concept of Moral Injury or Inner Conflict
The idea that psychological injury can result from transgressions of deeply held moral and ethical beliefs and
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expectations is far from new. Ancient Greek tragedies, often
written and performed by combat veterans, spoke of miasma—
a moral pollution or defilement arising from participation in
war, whose cure was believed to be katharsis, or social cleansing.24 In his exploration of the parallels between the experiences of Homer’s Achilles and modern Vietnam veterans,
Shay focused on betrayals of “what’s right” as central to warzone trauma.25 Shay later defined moral injury more specifically as the psychological consequence of a betrayal of what’s
right by someone who holds legitimate authority in a highstakes situation.26,27 Shay’s conception of morally injured veterans as victims of others’ wrongdoing mirrors views found
elsewhere in the mental health and ethics literature regarding
the central role in trauma of breaches in social moral contracts and damage to belief systems.28–31 The literature on the
phenomenology of stress in combat also holds many descriptions of enduring distress and alterations in functioning following events in which combatants perceive themselves to
violate, through action or inaction, their own moral codes.
Examples include enduring guilt felt by Civil War soldiers
over atrocities they committed on and off the battlefield,32
and by World War II aircrews who bombed civilian targets.33
Early descriptions of the Post-Vietnam Syndrome in veterans
included distress over their own war-zone brutality and killing, as well as over perceived betrayals by leaders and the
nation that sent them to war.34 Focusing arguably more on
perpetration than victimization in their recent conceptual
review, Litz et al35 defined potentially morally injurious experiences in war veterans as “perpetrating, failing to prevent,
bearing witness to, or learning about acts that transgress
deeply held moral beliefs and expectations.”
Although the phenomenon of moral injury appears to be
ancient, clinical constructs and terms to describe it are relatively new and evolving. In a recent qualitative study,
Drescher et al36 interviewed twenty-three Department of
Defense and Veterans Affairs health care and religious ministry professionals who universally agreed that the concept of
moral injury was needed to inform their work with combat
veterans, and that current conceptions of PTSD did not adequately describe the morally injurious aspects of combat. At
the same time, more than a third of those interviewed felt that
the term “moral injury” was not optimal and that either or
both words should be replaced. The U.S. Navy and Marine
Corps now train their personnel to prevent, identify, and treat
stress injuries in service and family members arising from
any of four sources: life threat, loss, inner conflict, and wear
and tear.37 The Department of the Navy doctrinal publication
for combat and operational stress control that informs this
training defines “inner conflict” as “stress arising due to
moral damage from carrying out or bearing witness to acts
or failures to act that violate deeply held belief systems.”37
Although defined in words similar to moral injury, only the
term inner conflict is used for the training of service members
in the Navy and Marine Corps because the potential synonym, moral injury, is perceived by some to be pejorative.38

Whether the result is termed moral injury or inner conflict, stressor events that have the potential to violate deeply
held moral beliefs and expectations were recently identified
by a federal interagency working group as important targets for future research and surveillance in military and
veteran populations.39 As an early step toward that end,
this study reports on the development and evaluation of
a novel measure of exposure to potentially morally injurious events.
METHODS
Scale Development
We used an iterative, rational approach to scale construction.40 Following a literature review, a team of experts generated a pool of items generically describing events involving
perpetrating, failing to prevent, bearing witness to, learning
about, or being the victim of acts that contradict deeply held
beliefs and expectations.35,36,39 Of eleven items selected by
consensus, nine addressed perceived violation of moral
beliefs or betrayal by self or others; the remaining two
addressed perceptions of trust. Instructions asked participants
to “indicate how much you agree or disagree with each of the
following statements regarding your experiences at any time
since joining the military.” Response options were Likerttype, ranging from 1 (strongly disagree) to 6 (strongly agree).
An even number of response options was chosen to preclude
neutral responses. Two items were reverse-keyed; scale
scores are generated by reverse coding these two items and
then summing across items, with a higher score being indicative of having experienced a greater intensity of events. We
labeled the resulting scale the Moral Injury Events Scale
(MIES; see Appendix).
Participants
The MIES was administered to two of the four cohorts of
our parent study, the Marine Resiliency Study (MRS), a
prospective, longitudinal examination of risk and protective
factors for combat-related PTSD in ground combat Marines.
As reported elsewhere,41 the MRS enrolled 2,610 Marines
from four infantry battalions preparing to deploy from either
Camp Pendleton or Marine Corps Air Ground Combat
Center, 29 Palms, both in southern California, for combat
duty in Iraq or Afghanistan between 2008 and 2011. Each
participating Marine was assessed using a large number of
biological, psychological, and social measures at four time
points: approximately 1 month before deployment, and
again, approximately 1 week, 3 months, and 6 months after
returning from a 7-month war-zone deployment. Of 2,610
Marines enrolled in the MRS, 1,609 (62%) completed all
waves of data collection. Since we developed the MIES
about halfway through the process of enrollment in the
MRS, only the final two cohorts of the MRS participants
completed the MIES, and only at postdeployment time
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points. The institutional review boards of the University of
California San Diego, VA San Diego Research Service, and
Naval Health Research Center approved the parent study,
including incorporation of the MIES.
For this psychometric evaluation of the MIES, we selected
all members of the final two cohorts of the MRS that had
completed all waves of assessment, including the MIES.
Cohort 1 (N = 533) comprised our primary participants; we
analyzed their responses to the MIES and other data at two
time points: approximately 1 week postdeployment, and
again, at approximately 3 months postdeployment. Additional analyses were performed on Cohort 2 (N = 506), using
MIES responses and other data at only one time point:
approximately 6 months postdeployment. There were no significant differences in the demographic characteristics
between Cohorts 1 and 2 (Table I).
Measures
In addition to the MIES, described above, seven additional
measures were administered concurrently for preliminary
evaluation of MIES construct validity. These measures
included (1) The Beck Anxiety Inventory42 (coefficient a
for this sample was 0.87); (2) The Revised Beck Depression Inventory43 (coefficient a = 0.88); (3) Horizontal
Cohesion Subscale44 (coefficient a =0.90); (4) Combat
Experiences Scale (CES) of the Deployment Risk and
Resilience Inventory45 (coefficient a = 0.88); (5) a modified version of the Interpersonal Support Evaluation List46
(coefficient a = 0.94); (6) The Positive and Negative
Affectivity Scale47 (coefficient as = 0.90 [positive] and
=0.85 [negative]); and (7) PTSD Checklist-Specific48
(coefficient a = 0.93).

TABLE I.

Demographic Characteristics

Characteristic
Age (Years)
N
Mean
Median
SD
Range
Time in Service (Years)
N
Mean
Median
SD
Range
Ethnicity (%)
N
Black/African American
American Indian/Alaskan Native
Asian
Native Hawaiian/Pacific Islander
White
Other

648

Cohort 1

Cohort 2

533
22.67
22.00
3.50
18–47

506
21.54
21.00
3.06
18–45

551
3.42
3.00
2.87
1–26

467
2.54
2.00
2.45
1–20

517
7.2
2.9
2.1
1.4
82.8
3.68

505
4.0
1.4
2.4
1.0
88.9
2.4

Data Analytic Plan
We first report the internal consistency reliability of the
MIES and the distributional properties of MIES scores (skewness and kurtosis). Because the MIES was readministered to
the same participants in Cohort 1 approximately 3 months
later, we evaluated the temporal stability reliability of the scale
using paired t-tests. This was followed by an evaluation of the
factor structure, using an exploratory factor analysis (EFA)
with principal axis factoring. Construct validity of the MIEs
was evaluated by determining if the MIES correlated with
scales we hypothesized should be associated with moral injury
(to show convergent validity), and uncorrelated with scales we
hypothesized to be unrelated to the moral injury construct
(discriminant validity). Because the MIES was also administered to a separate, large cohort of ground combat Marines
from the parent study (Cohort 2), we conducted a confirmatory
factor analysis (CFA) using that cohort to validate the findings
of the EFA.
RESULTS
Internal Reliability and Psychometric Properties
The MIES showed good internal consistency reliability. The
Cronbach’s alpha for the full 11-item MIES was 0.86. Itemtotal correlations (the association between a given item and
the sum of the remaining items) were also calculated. Low
item-total correlations for items 10 and 11 (0.25 and 0.13,
respectively) suggested that these items were not successfully
measuring the same underlying global construct as the other
items. Given that these two items are the only two reversekeyed items, it is possible that the low item-total correlations
indicated differential patterns of responding to reverse-keyed
rather than nonreverse-keyed items or they were worded in a
confusing manner to participants. Consequently, items 10
and 11 were eliminated from the scale. The Cronbach’s alpha
for the nine-item scale was 0.90, indicating excellent internal
consistency. The item-total correlations ranged from 0.52 to
0.75, with an average of 0.65 (Table II). As commonly seen
with Likert-type scale ratings, MIES item distributions
exhibited skewness and kurtosis. Skewness in the data ranged
from 0.01 to −1.74, with 8 of 9 items positively skewed;
kurtosis ranged from −1.36 to 2.11.
Exploratory Factor Analysis
The factor structure of the MIES was examined using EFA.
First, the factorability of the data was examined using the
Kaiser-Meyer-Olkin Measure of Sampling Adequacy (KMO
value = 0.85) and Bartlett’s Test of Sphericity (c2 = 3550.55,
p < 0.001), both of which indicated that the data are appropriate for factor analysis.49
Principal axis factoring was selected because multivariate
normality was not observed in the data.50 The number of
factors to be retained was determined using the Kaiser criterion,51 which retains factors with eigenvalues greater than
MILITARY MEDICINE, Vol. 178, June 2013
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TABLE II.

Psychometric Properties and Factor Structure from EFA

Item Description
Factor 1: Perceived transgressions by self or others
Witnessing acts of commission
Distress resulting from others’ acts of commission
Perpetration of acts of commission
Distress due to acts of commission
Perpetration of acts of omission
Distress due to acts of omission
Factor 2: Perceived betrayal by others
Perceived betrayal by leaders
Perceived betrayal by fellow service members
Perceived betrayal by nonmilitary others
Eigenvalue
Percentage of variance

Mean

SD

Item-Total Correlation

3.22
2.08
1.99
1.78
1.91
1.80

1.76
1.47
1.42
1.32
1.42
1.31

0.57
0.65
0.73
0.77
0.78
0.79

2.07
1.90
1.94

1.51
1.42
1.43

0.68
0.64
0.55

one. Following extraction, a promax (i.e., oblique) rotation
was applied to enhance the interpretability of the factor solution. Oblique rotations are favored over orthogonal rotations
when the latent factors are expected to intercorrelate.52 A
two-factor solution emerged, explaining 64.24% of the common variance. All nine items were retained, as they exhibited
factor loadings greater than 0.35 with no cross-loadings
greater than 0.30.50
Factor 1 was composed of items 1to 6, which we labeled
perceived transgressions by self or others. Factor 2 was composed of items 7 to 9 and reflected perceived betrayals by
others, in or outside the military. Table II displays factor

FIGURE 1.

Factor 1

Factor 2

Communalities

0.38
0.47
0.86
0.86
0.91
0.89

0.26
0.26
−0.04
0.02
−0.01
0.01

0.33
0.44
0.70
0.76
0.82
0.80

0.02
−0.06
0.23

0.88
0.93
0.43

0.80
0.79
0.35

5.23

1.12

loadings from the pattern matrix, variance explained by each
factor, and communalities for each item. The factor correlation coefficient between Factor 1 and 2 was 0.60, which
supports the use of an oblique rotation. Both factors had good
internal consistency (coefficient alphas were 0.89 for Factor 1
and 0.82 for Factor 2).
Temporal Stability Reliability
To evaluated temporal stability, we evaluated the association
between MIES data readministered to the same 533 Marines
in Cohort 1 approximately 3 months postdeployment. Paired

CFA of the MIES.
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t-tests revealed that changes in MIES total and composite
scores for factors 1 and 2 over the test–retest interval were
not statistically significant (ts = 1.31, 0.91, and 1.59, respectively), suggesting good temporal stability. Higher test–retest
reliability would be expected over shorter time intervals.
Cross-Validation of Factor Structure
We cross-validated the two-factor structure identified via EFA
using CFA conducted on an separate cohort, as recommended
by Kline.53 This Cohort 2 of Marines (N = 506), all members
of the same infantry battalion, completed the MIES 6 months
after returning from a combat deployment to Iraq in 2009
(Table I).
Data were analyzed using MPlus software and robust
maximum likelihood estimation. The hypothesized model
consisted of two first-order latent factors identified in the
EFA (perceived transgressions and perceived betrayals). Correlated residuals were specified for items for which shared
error variance would conceptually be expected (i.e., items 1
and 2, 3 and 4, 5 and 6, 7 and 8, and 7 and 9). The hypothesized model and resulting parameter estimates are presented
in Figure 1. Collectively, fit indices suggested a good model
fit ( c 2 (36) = 83.06, p < 0.001; SRMR = 0.04; RMSEA =
0.08; CFI = 0.96; TLI = 0.93) based on the standard cutoff
recommendations.54 All parameters were statistically significant (all ps < 0.001).
Construct Validity
To preliminarily assess construct validity, we examined the
association of the MIES with the aforementioned measures
from the MRS in Cohort 1 (N = 533). Because of the nonparametric nature of the data, Spearman’s correlations were
computed between the MIES and the additional measures.
Because moral injury should not be directly dependent on
combat exposure, we hypothesized that CES scores would
be distinct from MIES scores. This was confirmed; the CES
and MIES correlated at r = 0.08, suggesting discriminant
validity. On the other hand, the MIES was positively correlated with several other measures of psychological distress
which we hypothesized might accompany moral injury,
including the Revised Beck Depression Inventory (r = 0.40),
the Beck Anxiety Inventory (r = 0.28), negative affectivity
(r = 0.29), and the PTSD Checklist (r = 0.28). Higher scores
on the MIES were also associated with lower scores on the
social support index (Interpersonal Support Evaluation List,
r = −0.29), positive affectivity (r = −0.15), and the Horizontal Cohesion Subscale (r = −0.24). These correlations with
possible psychological and social concomitants of moral
injury suggest convergent validity for the MIES.
DISCUSSION
We sought to develop a psychometrically sound measure of
potentially morally injurious events. The resulting nine-item
MIES had excellent internal consistency and yielded underlying latent factors of perceived transgressions and per650

ceived betrayals. Both the overall scale and the subscales
showed temporal stability, and we found preliminary support
for the construct validity of the MIES. The results suggest
that the MIES is a conceptually valid and psychometrically
sound measure.
The MIES provides clinicians and researchers a tool to
measure exposure to events in a military context with the
potential to contradict deeply held moral beliefs. This assessment tool can be used to evaluate the prevalence and perceived intensity of such war-zone experiences, which is a
necessary precursor to evaluating the biological, psychological, social, and spiritual consequences of moral injury.
Research is especially needed to establish the validity of the
MIES in the context of the unique syndrome of distress and
impairment hypothesized to result from moral challenges
in war.35
As has been shown by early qualitative research and the
experiences of military service branches implementing combat and operational stress control programs, the concept of
moral injury and terms associated with it can be controversial
and can evoke negative judgments and emotions.38
Researchers and clinicians who further assess and develop
treatments for moral injury may do well to remain sensitive
to the possibility that service members may inappropriately
equate potentially morally injurious events with moral
wrongdoing, a misconception that cannot help but evoke
negative judgments and emotions. The MIES indexes only
perceived contradictions between remembered behaviors and
post hoc moral expectations in the necessarily complex moral
context of modern warfare; it does not index wrongdoing in
any form. Researchers, clinicians, and educators may also do
well to remain mindful of the terms preferred by service
members and veterans when discussing possible contradictions between behaviors and moral expectations.
Although early results are promising, further evaluation
of the MIES with service members of both genders, in multiple military service branches, and playing various operational roles is needed. We are conducting focus group
research on veterans to expand the content of the MIES and
to determine ways of wording the instructions and items to
fit the experience of veterans reflecting back on their service experiences.
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APPENDIX
Original version of MIES (Items 10 and 11 were removed in
final version).
Instructions: Please circle the appropriate number to indicate how much you agree or disagree with each of the following statements regarding your experiences at any time
since joining the military.
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(1) I saw things that were morally wrong
(2) I am troubled by having witnessed others’ immoral acts
(3) I acted in ways that violated my own moral code or values
(4) I am troubled by having acted in ways that violated my own
morals or values
(5) I violated my own morals by failing to do something that I
felt I should have done
(6) I am troubled because I violated my morals by failing to do
something that I felt I should have done
(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 U.S. military who I once trusted
10. I trust my leaders and fellow service members to always live up to
their core values
(11) I trust myself to always live up to my own moral code

REFERENCES
1. Weathers FW, Keane TM: The criterion a problem revisited: controversies and challenges in defining and measuring psychological trauma. J
Trauma Stress 2007; 20(2): 107–21.
2. Friedman MJ, Resick PA, Bryant RA, Strain J, Horowitz M, Spiegel D:
Classification of trauma and stressor-related disorders in DSM-5.
Depress Anxiety 2011; 28: 737–49.
3. Bryant RA, Creamer M, O’Donnell M, Silove D, McFarlane AC: Heart
rate after trauma and the specificity of fear circuitry disorders. Psychol
Med 2011; 41: 2573–80.
4. Johnson LR, McGuire J, Lazarus R, Palmer AA: Pavlovian fear memory
circuits and phenotype models of PTSD. Neuropharmacology 2012; 62:
638–46.
5. Mahan AL, Ressler KJ: Fear conditioning, synaptic plasticity and the
amygdala: implications for posttraumatic stress disorder. Trends Neurosci
2012; 35(1): 24–35.
6. American Psychiatric Association: Diagnostic and Statistical Manual of
Mental Disorders, Ed 4, Text Revision (DSM-IV-TR). Arlington, VA,
American Psychiatric Association, 2000.
7. Kilpatrick DG, Resnick HS, Acierno R: Should PTSD criterion A be
retained? J Trauma Stress 2009; 22(5): 374–83.
8. Marmar CR, McCaslin SE, Metzler TJ, et al: Predictors of posttraumatic stress in police and other first responders. Ann NY Acad Sci
2006; 1071: 1–18.
9. Gray MJ, Litz BT, Hsu JL, Lombardo TW: Psychometric properties of
the life events checklist. Assessment 2004; 11(4): 330–341.
10. Hoge CW, Castro CA, Messer SC, McGurk D, Cotting DI, Koffman RL:
Combat duty in Iraq and Afghanistan, mental health problems, and
barriers to care. N Engl J Med 2004; 351: 13–22.
11. Smith TC, Ryan MAK, Wingard DL, Slymen DJ, Sallis JF, KritzSilerstein D: New onset and persistent symptoms of post-traumatic stress
disorder self reported after deployment and combat exposures: prospective population based US military cohort study. BMJ 2008; 336: 366–71.
12. Hassija CM, Jakupcak M, Maguen S, Shipherd JC: The influence of
combat and interpersonal trauma on PTSD, depression, and alcohol
misuse in US Gulf War and OEF/OIF women veterans. J Trauma Stress
2012; 25: 216–9.
13. Kilpatrick DG, Resnick HS, Freedy JR, et al: Posttraumatic stress disorder field trial: evaluation of the PTSD construct—criteria A through E.
In: DSM-IV Sourcebook, Vol 4, pp 803–44. Edited by T Widiger,
A Frances, H Pincus, R Ross, M First, W Davis et al. Washington DC,
American Psychiatric Press, 1998.
14. Breslau N, Kessler RC: The stressor criterion in DSM-IV posttraumatic
stress disorder: an empirical investigation. Biol Psychiatry 2001; 50:
699–704.

Strongly
Agree

Moderately
Agree

Slightly
Agree

Slightly
Disagree

Moderately
Disagree

Strongly
Disagree

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

6
6
6
6

1

2

3

4

5

6

1

2

3

4

5

6

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

6
6
6
6

1

2

3

4

5

6

15. Gold SD, Marx BP, Soler-Baillo JM, Sloan DM: Is life stress more
traumatic than traumatic stress? J Anxiety Disord 2005; 19: 687–98.
16. Long ME, Elhai JD, Schweinle A, Gray MJ, Grubaugh AL, Frueh BC:
Differences in posttraumatic stress disorder diagnostic rates and symptom severity between Criterion A1 and non-Criterion A1 stressors. J
Anxiety Disord 2008; 22: 1255–63.
17. Prigerson HG, Horowitz MJ, Jacobs SC, et al: Prolonged grief disorder:
psychometric validation of criteria proposed for DSM-5 and ICD-11.
PLoS Med 6(8): e1000121.
18. Carleton RN, Peluso DL, Collimore KC, Asmundson GJG: Social anxiety and posttraumatic stress symptoms: the impact of distressing social
events. J Anxiety Disord 2011; 25: 49–57.
19. Shrira A, Shmotkin D, Litwin H: Potentially traumatic events at different points in the life span and mental health: findings from SHAREIsrael. Am J Orthopsychiatry 2012; 82: 251–9.
20. King DW, King LA, Gudanowski DM, Vreven DL: Alternative representations of war zone stressors: relationships to posttraumatic stress
disorder in male and female Vietnam veterans. J Abnor Psychol 1995;
104: 184–96.
21. Maguen S, Lucenko BA, Reger MA, et al: The impact of reported direct
and indirect killing on mental health symptoms in Iraq War veterans. J
Trauma Stress 2010; 23: 86–90.
22. Currier JM, Holland JM: Examining the role of combat loss among
Vietnam War veterans. J Trauma Stress 2012; 25: 102–5.
23. Adler AB, Wr4ight KM, Bliese PD, Eckford R, Hoge CW: A2 diagnostic criterion for combat-related posttraumatic stress disorder. J Trauma
Stress 2008; 21: 301–8.
24. Meagher RE: Herakles Gone Mad: Rethinking Heroism in an Age of
Endless War. Northampton, MA, Olive Branch Press, 2006.
25. Shay J: Achilles in Vietnam: Combat Trauma and the Undoing of Character. New York, NY, Scribner, 1994.
26. Shay J: Odysseus in America: Combat Trauma and the Trials of Homecoming. New York, NY, Scribner, 2002.
27. Shay J: Casualties. Daedalus 2011; 140(3): 179–88.
28. Herman JL: Trauma and Recovery: The Aftermath of Violence From
Domestic Abuse to Political Terror. New York, NY, Basic Books,1992.
29. Walker MU: Moral Repair: Reconstructing Moral Relations after
Wrongdoing. New York, NY, Cambridge, 2006.
30. Bernstein JM: Suffering injustice: misrecognition as moral injury in
critical theory. Int J Philos Stud 2005; 13: 303–24.
31. Janoff-Bulman R: Assumptive worlds and the stress of traumatic
events: application of the schema construct. Soc Cognition 1989; 7:
113–36.
32. Dean ET: Shook Over Hell: Post-Traumatic Stress, Vietnam, and the
Civil War. Cambridge, MA, Harvard University Press, 1997.

MILITARY MEDICINE, Vol. 178, June 2013
Downloaded from publications.amsus.org: AMSUS - Association of Military Surgeons of the U.S. IP: 165.123.107.180 on Jun 26, 2015.
Copyright (c) Association of Military Surgeons of the U.S. All rights reserved.

651

Moral Injury Event Scale
33. Grinker RR, Spiegel JP: Men under Stress. Philadelphia, Blakiston, 1945.
34. Friedman MJ: Post-Vietnam syndrome: recognition and management.
Psychosomatics 1981; 22: 931–42.
35. Litz BT, Stein N, Delaney E, et al: Moral injury and moral repair in war
veterans: a preliminary model and intervention strategy. Clin Psychol
Rev 2009; 29(8): 695–706.
36. Drescher KD, Foy DW, Kelly C, Leshner A, Schutz K, Litz B: An
exploration of the viability and usefulness of the construct of moral
injury in war veterans. Traumatology 2011; 17: 8–13.
37. Marine Corps Combat Development Command, Navy Warfare
Development Command: Combat and operational stress control
(MCRP 6–11C/NTTP 1–15M). Quantico, VA, 2010. Available at http://
www.med.navy.mil/sites/nmcsd/nccosc/coscConference/Documents/
COSC%20MRCP%20NTTP%20Doctrine.pdf; accessed September 22, 2012.
38. McCloskey M: Combat stress as “moral injury” offends Marines. Stripes
Central, April 28, 2011. Available at http://www.stripes.com/blogs/
stripes-central/stripes-central-1.8040/combat-stress-as-moral-injuryoffends-marines-1.142177; accessed June 25, 2012.
39. Nash WP, Vasterling J, Ewing-Cobbs L, et al: Consensus recommendations for common data elements for operational stress research and
surveillance: report of a federal interagency working group. Arch Phys
Med Rehabil 2010; 19: 1673–83.
40. Clark LA, Watson D: Constructing validity: basic issues in objective
scale development. Psychol Assessment 1995; 7(3): 309–19.
41. Baker DG, Nash WP, Litz BT, et al: The marine resiliency study:
methods and demographic results of a prospective, multi-system study
of trajectories of adaptation to war-zone stress. Prev Chronic Dis 2012;
9: 110134.
42. Beck AT, Epstein N, Brown G, Steer R: An inventory for measuring
clinical anxiety: psychometric properties. J Consult Clin Psychol 1988;
56(6): 893–7.

652

43. Beck AT, Steer R, Brown G: Beck Depression Inventory Manual, Ed 2.
San Antonio, TX, Psychological Corporation, 1996.
44. Podsakoff PM, MacKenzie SB: An examination of the psychometric
properties and nomological validity of some revised and reduced substitutes for leadership scales. J Appl Psychol 1994; 79(5): 702–13.
45. King DW, King LA, Vogt DS: Manual for the Deployment Risk and
Resilience Inventory (DRRI): A Collection of Measures for Studying
Deployment Related Experiences of Military Veterans. Boston, MA,
National Center tor PTSD, 2003.
46. Cohen S, Hoberman HM: Positive events and social supports as buffers
of life change stress. J Appl Soc Psychol 1983; 13: 99–125.
47. Watson D, Clark LA, Tellegan A: Development and validation of brief
measures of positive and negative affect: the PANAS scales. J Pers Soc
Psychol 1988; 54(6): 1063–70.
48. Weathers FW, Litz BT, Herman DS, Huska JA, Keane TM: The PTSD
checklist (PCL): reliability, validity, and diagnostic utility. San Antonio,
TX, International Society of Traumatic Stress Studies, 1993.
49. Tabachnick BG, Fidell LS: Using Multivariate Statistics Ed 5. Boston,
MA, Allyn and Bacon, 2006.
50. Floyd FJ, Widaman KF: Factor analysis in the development and refinement of clinical assessment instruments. Psychol Assessment 1995; 7(3):
286–99.
51. Kaiser HF: The application of electronic computers to factor analysis.
Educ Psychol Meas 1960; 20: 141–51.
52. Fabrigar LR, Wegener DT, MacCallum RC, Strahan EJ: Evaluating the
use of exploratory factor analysis in psychological research. Psychol
Methods 1999; 4(3): 272–99.
53. Kline RB: Principles and Practice of Structural Equation Modeling, Ed
2. New York, NY, Guilford Press, 2005.
54. Hu L, Bentler PM: Cutoff criteria for fit indexes in covariate structure
analysis: conventional criteria versus new alternatives. Struct Equ
Modeling 1999; 6(1): 1–55.

MILITARY MEDICINE, Vol. 178, June 2013
Downloaded from publications.amsus.org: AMSUS - Association of Military Surgeons of the U.S. IP: 165.123.107.180 on Jun 26, 2015.
Copyright (c) Association of Military Surgeons of the U.S. All rights reserved.

