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ABSTRACT 

 

JOHN A. WHEELER 

LOCUS OF INJURY: THE RELATIONSHIP BETWEEN MORAL INJURY AND LOCUS OF 

CONTROL 

Under the direction of W. David Lane, Ph.D.  

 

The purpose behind this study was to determine if a relationship between locus of control 

(LOC) and moral injury (MI) exists, and to contribute to the pool of existing research for MI. 

Findings established that there is a relationship that exhibits moderate strength. Additional 

findings also note a moderate to strong relationship between impaired function from MI and MI 

symptom severity. Correlational analysis did not identify a significant relationship between LOC 

and MI impaired functionality, implying unique characteristics between these two distinctions of 

MI. Further implications suggest that as LOC travels from external to internal, MI 

symptomology will decrease. 
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CHAPTER ONE 

INTRODUCTION TO THE STUDY 

Psychological consequences of war are just as damaging as the physical consequences. 

Unlike the casualties of war that can be seen, such as the loss of limb and life, psychological 

consequences have a more covert and elusive trait, residing in the thoughts and minds of war’s 

participants who were unfortunate enough to have exposure to combat-traumatic events. A 

prevailing construct regarding psychological consequences of war is Posttraumatic Stress 

Disorder (PTSD).  It is the most common psychological trauma that is related to combat, wherein 

most listeners might assume that one struggles with PTSD when hearing any form of combat-

trauma related symptomology. Most people have some measure of awareness about PTSD. Most 

researchers agree that prior to the official designation of the PTSD nomenclature, this disorder 

was associated with the more common terms of Shell Shock and Battle Fatigue (Honig, 2010). 

However, combat-trauma does have another player aside from PTSD; it is Moral Injury (MI).  

MI is an emerging concept with significant implications.  Like most disorders, MI 

symptomology responds to various treatment approaches differently.  Currently, MI therapy 

spans across three primary genres of therapy, faith-based/spirituality therapy, existential therapy 

and cognitive/behavioral therapy (CBT) (Drescher et al., 2011).  CBT is utilized in numerous 

ways for the treatment of MI; however, research seems to indicate that although there is an 

assumption of the general concept of locus of control (LOC) in MI oriented CBT, the specific 

dynamics of LOC and their relationship with a particular MI symptom are unknown.   
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Like MI, the concept of LOC is a significant psycho-paradigm; however, its dynamics are 

well developed and understood. It is interesting that the relationship between the two has not 

been thoroughly examined as similar associations between LOC and a host of other 

psychological disorders have.  Based on the amount of efficacy that has been documented about 

LOC’s impact on other disorders, it stands to reason that the same will exist with MI.   

This research study will examine the apparent fact that LOC is not a current significant 

research factor for MI and demonstrate why it should be.  Furthermore, this study will speculate 

that there is a clinical relationship between MI and LOC, though no apparent research 

demonstrates this, or delves into the specifics between the LOC continuum and MI symptom 

severity.  Discussions will be made that insinuate an assumption by current researchers that LOC 

exists in the MI threshold, but it’s impact may be taken for granted.  No detailed examination 

regarding positions of one’s perceived control exist as it might relate to not only the overall 

relationship with MI, but to the degree of MI symptom severity.  This study will accomplish this 

and present data that will not only decrease the void of information relating to the MI/LOC 

relationship, but contribute to the overall realm of MI research. 

Introduction to Moral Injury 

Unlike more established mental disorders with extensive research and definitional clarity, 

MI awareness is scant.  To address this perception, a comprehensive analysis of MI is presented 

in Chapter Two. However, to facilitate understanding of this research study’s motives, an in-

depth presentation on MI is in order at the onset of this narrative.  

MI is a post PTSD concept and is relatively new as it pertains to the overall discussion 

with combat trauma (Farnsworth, Drescher, Nieuwsma, Walser, & Currier, 2014; Mahuen & 

Litz, 2012).  To demonstrate this point, it wasn’t until 1980 that PTSD became recognized as a 



3 
 

 
 

valid mental disorder when it was included in the American Psychiatric Association’s (APA) 

Third Edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III) (The 

American Psychiatric Association, 1980). In the realm of psychology, PTSD is a newcomer as it 

relates to acknowledged and researched mental disorders. MI on the other hand, is even more of 

a newcomer with far less research and recognition. However, as lacking as MI research and 

recognition may be, there are multiple definitions with various similarities between them.   

Definitional Understandings of Moral Injury 

To demonstrate the development of the MI concept, the first definition was presented in 

the early 1990’s.  Since then, definitions have slowly developed and modified to a more 

syndrome-oriented explanation. Shay (1994) initially provided a detailed explanation of the MI 

paradigm in three concepts. First, there is a betrayal of what is comprehended as morally correct. 

Second, this betrayal can be enacted by someone of understood, legitimate authority. And third, 

this event transpires in and around a high-stakes situation.  It is significant for Shay’s definition 

that all three components must be present. On the current end of the definition-development 

spectrum, Jinkerson (2016) puts forth a five-part MI Syndrome definition, where MI is best 

understood as a trauma syndrome, which takes into account psychological, existential, 

behavioral, and interpersonal issues.  

First, these syndromic issues manifest after the perceived violation of deep moral beliefs, 

i.e. transgressions, and if left unresolved, dissonance ensues in the form of both core and 

secondary symptomatic features.  Second, the core features include guilt, shame, 

spiritual/existential conflict, and a general loss of trust. Third, the secondary symptomatic 

features include depression, anxiety, anger, reexperiencing of the moral conflict, self-harm, and 

social challenges. Fourth, the core features likely influence the development of the secondary 
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symptomatic features. And finally, for MI to be present and identified, there must be 1. a history 

of, or exposure to, a morally injurious event/transgressive act, 2. there must be guilt, and 3. there 

must be at least two more additional symptoms from either core or secondary features 

(Jinkerson, 2016).   

MI has multiple, yet similar understandings and definitions, which unfortunately impedes 

the formal defining process for this disorder.  Hodgson and Carey (2017) note that since the 

introduction of the concept, MI has experienced a multiple array of definitional variations from 

numerous researchers; however, their study only highlights 17 of them. This research study will 

continue to delve into the multiple definitional understandings of MI in the following chapter.  

Etiology and Contributing Stressors 

Because MI is in its relative infancy pertaining to a clear understanding and treatment, 

there are potentially a multitude of unknown factors that may contribute to the etiology of MI. 

Drescher et al. (2011) highlights some known stressors that likely precipitate this psychological 

crisis including the aforementioned betrayal, e.g. the betrayal of an authority figure, or the 

betrayal of self to act in accordance with one’s personal values. Additional morally injurious 

stressors include events that involve harm to civilians, events that involve within-rank violence, 

and the inability to prevent death, and/or suffering (Vargas, Hanson, Kraus, Drescher, & Foy, 

2013).   

 Yocum (2016) explains other issues that contribute as stressors to MI.  For example, 

unlike the traditional battlefield where two sides meet face-to-face and engage in battle, today’s 

battlefield usually takes place in a civilian setting. As a result, civilian deaths can often be 

unavoidable. Furthermore, there is difficulty identifying combatants from civilians, as enemy 

combatants do not adhere to a military uniform, as was typical in a traditional battlefield-combat 
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environment. As a result of this, the likelihood of innocents killed during the course of battle is 

high. There is also a factor of the invisible enemy. The use of improvised explosive devices 

(IED’s) can have a significant impact on the psyche of soldiers who experience, and/or witness 

the wounding or killing caused by these devices, especially when there are no visible combatants 

present at the time of the event (Yocum, 2016). 

Comparing Moral Injury and PTSD  

As broad and numerous as some of the MI definitions may be, there is an obvious 

relationship with PTSD. Where PTSD relates primarily to fear-based emotions, MI associates 

with emotions more related with guilt (Farnsworth et al., 2014). However, the guilt associated 

with MI is best described as a perversion of the natural guilt process (Jinkerson, 2016). PTSD 

presents scenarios where an individual is often the target of hostile acts, or life-threatening 

situations, characterized as traumatic events; MI, on the other hand, presents scenarios where an 

individual is the agent of hostile acts, and the designer of life-threatening situations, 

characterized as transgressions (Bryan, Bryan, Roberge, Leifker, & Rozek, 2017).  The 

relationship between these two constructs is so obvious, yet nebulous that Farnsworth et al. 

(2014) summarize that MI often accompanies PTSD, but PTSD does not necessarily accompany 

MI. 

Symptomatic Comparisons 

Moving from a defined to a more general perspective, MI appears to be a 

phenomenological construct not clearly identified or discussed prior to research and development 

of our current understanding of PTSD.  Nevertheless, the two psychological constructs are 

distinctly separate from one another (Bryan et al., 2017).  MI is perhaps a derivative of PTSD, 
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but the extent to which the similarities and differences between these two paradigms are related, 

continues to develop.   

Litz et al. (2009) juxtapose MI and PTSD and discuss their differences.  In that regard, 

they espouse that PTSD symptomology relates more toward fear, horror, and helplessness, 

compared to the MI symptomology of guilt, shame, and anger. Both disorders are subject to 

reexperiencing episodes as well as avoidance or numbing. Furthermore, where physiological 

arousal exists with PTSD, there is none with MI. Litz et al. (2009) go on to clarify that healthy 

individuals operate with a secure and necessary sense of safety and trust; PTSD damages the 

psyche by attacking the assumption of safety, and MI, the assumption of trust. 

Similarities Between MI and PTSD 

Societal. As can be seen, distinct differences are apparent between the two constructs; but 

there are also similarities.  Shared struggles between those who suffer from PTSD and MI can be 

discerned, especially in regard to social-cognitive traits.  The influence of one’s society is a 

significant factor when considering the nuances of both constructs. Moral and ethical behavior is 

closely associated with communal interaction (Farnsworth et al., 2014). In that regard, MI is 

primarily based on one’s belief system, which is most often a product of the society, or 

community in which the individual dwells (Bryan et al., 2017). PTSD is also affected by the 

influence of societal norms, especially in regard to treatment.  Social constraints, such as societal 

indifference, societal misunderstanding and alienation are significant impediments toward 

effective PTSD treatment (Belsher, Ruzek, Bongar, & Cordova, 2012).   

Existential and Spiritual Struggles. Dealing with existential issues, which is a common 

theme with MI (Bryan, Bryan, Morrow, Etienne, & Sannerud, 2014; Farnsworth et al., 2014), 

previous studies show a large percentage of individuals with MI who struggle with reconciliation 
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between their religious beliefs and combat related traumatic events (Drescher & Foy, 1995).  

Correspondingly, as a result of combat traumatic experiences, PTSD diagnosed patients exhibit 

diminished faith, or completely abandon their faith altogether (Grace, 2016). These findings 

suggest a possible relationship between morally conflictive events, which manifest into 

emotional and existential struggles. Both MI and PTSD constructs malignantly operate within 

fundamental assumptions that one’s world, society and spirituality/ faith is meaningful and 

benevolent, and that the self has worth. However, after the traumatic event, and/or act of 

transgression, those rudimentary beliefs become altered; one’s belief of what is right or wrong, 

or concepts of personal goodness are violated (Litz et al., 2009).   

Shared Symptomology 

Moral Emotions. There is also a virtual coalescence of symptomology between MI and 

PTSD.  The two constructs are strongly connected because MI events are often tantamount with 

psychological trauma; as such, morally injurious events are usually implicated in the 

development of PTSD (Held, Klassen, Brennan, & Zalta, 2018).  Studies with personnel 

exhibiting PTSD symptomology have revealed co-shared traits, signs and symptoms with MI 

(Nash et al., 2013). Some shared traits can be best understood as moral emotions, which are 

either emotions directed inward, toward the self, or emotions directed outward, toward others. 

These moral emotions are often identified within diagnosed PTSD individuals, but they 

illuminate additional symptomology associated with MI.  These moral emotions include self-

oriented emotions, like guilt and shame, as well as other-oriented condemning emotions like 

anger, disgust and contempt (Farnsworth et al., 2014). Additional shared signs and symptoms 

include depression, anxiety, substance abuse, insomnia and nightmares (Bryan et al., 2017).  
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Suicide. An additional shared trait is suicidal behavior, which can be brought on by toxic, 

commonly held moral emotions – specifically, self-oriented emotions noted above. Numerous 

studies have shown relationships between PTSD and suicidal behavior (Bryan, 2015; Gradus et 

al., 2010).  Likewise, there is a considerable relationship between MI and suicide (Bryan et al., 

2014; Bryan et al. 2017; Jinkerson, 2016).  One of the most common denominators between the 

two paradigms as it pertains to suicide is the moral, self-oriented emotion of shame (Bryan et al., 

2017; Gaudet, Sowers, Nugent, & Boriskin, 2016; Hendin & Haas, 1991). 

Moral Injury and Locus of Control 

How Moral Injury Relates to Locus of Control 

Although some catalysts have been identified, which set the stage for the onset of MI, 

there still exists much unexplored territory to contribute to etiology theory. The newness of this 

psychological construct may lend itself to productive, yet un-established studies; for example, 

identifying a relationship between an individual’s personal psychological framework and the 

etiology of MI.  Interestingly, the notion of LOC is compatible with treatment for the various 

stressors related to MI. 

One’s LOC is a significant personal characteristic that contributes to the discernment of 

situational outcomes and has shown to be a strong factor regarding one’s mental and emotional 

health (Mineka & Kihlstrom, 1978; Rotter, 1966). Dealing specifically with MI, Held et al. 

(2018) concluded that the meaning an individual makes of their involvement in a morally 

injurious event directly influences trauma related symptoms. Ergo, if a healthy LOC exists prior 

to a traumatic event, or transgression, the potentially traumatic byproduct of that experience will 

be manageable.  From this study, one may discern that there is a relational correspondence 
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between the internal makeup of an individual, i.e. LOC and how the individual will process and 

respond to morally traumatic and transgressive scenarios, i.e. MI.  

About Locus of Control 

LOC is rudimentarily understood as the site of one’s personal control (Halpert & Hill, 

2011). The locus, or location of this control is typically internally motivated, or externally 

influenced. These differentiations are typically recognized as internal locus of control (ILOC) 

and external locus of control (ELOC) respectively (Rotter, 1966).  To show the significance of 

this individual trait as it relates to MI, LOC mediates the relation between anxiety and a stressful 

event (Gallagher, Bentley, & Barlow, 2014).  Furthermore, studies have shown that other mental 

health issues such as depression (Yu & Fan, 2014), aggression (Osterman et al., 1999), and more 

importantly, PTSD (Solomon & Mikulincer, 1990; McKeever, McWhirter, & Huff, 2006; Ness 

& Macaskill, 2003; Onyedire, Ekoh, Chukwuorji, & Ifeagwazi, 2017), each have a significant 

relationship with one’s LOC.  Moreover, most of these studies have shown an inverse correlation 

between ILOC and symptomology of mental health issues. 

Statement of the Problem 

A general dilemma that confronts the MI paradigm is the relative lack of clarity of what 

this phenomenon is. Most researchers and advocates of MI have general agreements on specific 

symptomology, or potential etiology characteristics; however, these general agreements are far 

from a universally accepted norm that leads to defining MI. And, in the spirit of fundamental 

research, no problem can be solved until it is first defined! Until the specific nuances of MI are 

identified, agreed-upon, and clarified, treatment efficacy is far from certain and potentially 

effective therapies will remain outside the regard of evidence-based treatment (EBT).  The 

ambiguity that revolves around LOC and its relationship with MI represents but one of the many 
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nuances about MI that need to be identified and clarified.  Accomplishing this, the closer the MI 

field will be to establishing this construct as an autonomous recognized disorder.   

Based on the current themes of MI research, the specifics of LOC do not appear to be a 

detailed, or significant component pertaining to conceptual understanding, diagnosis, or 

treatment. Interestingly, some current MI research has examined modified cognitive approaches 

to assess treatment efficacy (Litz et al., 2009; Maguen & Litz, 2014; Resick, Monson, & Chard, 

2014), which suggests an implied understanding of LOC presence. However, as appears to be the 

overall case, LOC is not a specified component to the current MI research; its role is unclear as 

to how it might relate to MI etiology, or impact symptomology. In the realm of PTSD research, 

there are numerous studies that demonstrate a relationship between LOC and anxiety etiology 

(Gallager et al., 2014), yet, even though anxiety is a shared trait with MI (Bryan, Bryan, 

Roberge, Leifker, & Rozek, 2018), little if any research focuses on an individual’s LOC, or how 

ELOC and ILOC may impact anxiety as it relates to MI. This is only one example to the shared 

traits between MI and PTSD, which demonstrates the inadequacy associated with MI research. 

Although MI and LOC are each a currently studied paradigm in their own right, at this 

writing, it appears that research between the two has yet to clarify or determine their relationship. 

Furthermore, it appears that research has yet to assess or establish a possible correlation between 

LOC and MI symptomology.  Studies do exist that support the notion that PTSD symptomology 

can be influenced by one’s LOC (Onyedire et al., 2017; Solomon & Mikulincer, 1990; Duffy et 

al., 2015). However, there appears to be few, if any studies that discuss these possible 

relationships with MI, even though, ironically, there are some LOC therapies, i.e. CBT, 

employed to treat MI. 
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This noted problem with MI will be addressed in this research study.  Because of the 

relative unfamiliarity of this disorder, MI etiology and treatment theory still present opportunity 

for development.  As this research narrative will demonstrate, there are multiple examples that 

suggest a correspondence between MI and LOC, especially when viewed through the lens of 

PTSD research.  However, that relationship appears clinically trivial, if not assumed. This study 

will seek to clarify this assumed relationship and discuss similar studies with PTSD, which is an 

MI relatable, psychological construct of combat trauma. Previous PTSD research demonstrates 

not only clinically discernible relationships between LOC and PTSD, but noticeable influences 

on treatment efficacy and symptom severity. If the concept of LOC specificity can have positive 

impacts on different facets of PTSD, then it stands to reason that it will with MI. 

Rationale for the Study  

There is a gap in the literature that clearly emphasizes LOC’s relationship with MI and 

because of this, deficiencies in treatment could exist. If a strong correlation is present between 

LOC and MI, then current cognitive therapies for MI may be validated, and a case can be made 

why cognitive treatments for MI can and should be utilized for treatment. In light of this, and the 

understood shortage of research regarding MI, one of the core motivations behind the purpose of 

this study is to contribute to the empirical research regarding the concept development of MI, 

which includes resiliency and symptom severity to the degree of functional impairment. 

Furthermore, there is an urgent need for MI concept development and clarity. A 

considerable population of service members exists, active duty and veteran alike, which struggle 

with the moral and ethical trauma associated with their service.  Operation Enduring Freedom 

(OEF), Operation Iraqi Freedom (OIF) and Operation New Dawn (OND) alone, account for at 

least 2.7 million veterans who have served since 2001 in the Iraq and Afghanistan theatres (U.S. 
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Department of Veterans Affairs, 2017).  Of the 1.2 million veterans of this group who have 

sought healthcare from the VA since 2001, over 58% have been diagnosed with mental disorders 

and psychological distress (U.S. Department of Veterans Affairs, 2019). This figure does not 

take into consideration the understood sizable populations involved with combat-service prior to 

9/11, including those veterans of the Vietnam Conflict.   

Compared to previous wars and conflicts, the guerrilla and terror tactics of insurgents 

faced by modern-day warriors likely play a significant role to the increased occurrence of moral 

and ethical dilemmas. Jinkerson (2016) expounds on the fact that the modern combat 

environment provides commonplace scenarios where witnessing and participating in routine 

behavior would be considered unethical, or immoral in civilian sectors. Current studies support 

the notion that there is a sizeable population impacted by MI as morally troubling events are 

relatively routine for the soldiers in the middle eastern theatres (Farnsworth et al., 2014; Held et 

al., 2018). 

To compound the current need for MI development even further, a high percentage of the 

veteran population is likely misdiagnosed.  It is possible that 14%-22% of OEF and OIF veterans 

diagnosed with depression and PTSD are likely dealing with MI instead (Brenner et al., 2015). 

Ineffective treatments are the result of this fact. There is difficulty identifying the moral trauma 

that may be present, especially when only hints of typical PTSD symptomology are identified 

(Drescher et al., 2011). The possibility of a MI diagnosis, with its ethical and moral axioms, can 

be overlooked in lieu of more established constructs such as PTSD, general anxiety, or 

depression. In fact, of the mental disorders and psychological stressors that are typically 

identified, especially among veterans of OEF and OIF, PTSD and depression stand out as most 

common (Haskell et al., 2010). This is because the complex variables of deeply rooted guilt, 
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shame and existential struggle, the common variables of MI, are not usually identified or 

captured by the diagnostic criteria of PTSD and depression (Yan, 2016; Gaudet et al., 2016; 

McCarthy, 2016). With further concept development and research, which includes further 

understanding of the LOC relational variable, it is hoped that the challenges associated with the 

unfamiliarity of MI will be lessened and that treatment development will be furthered.  

Significance of the Study  

The possible development of treatment avenues not yet empirically examined is a 

significant factor involved with this study. To further the dialogue of treatment advancement, 

Gaudet et al., (2016) convey that there is still little known about the efficacy of MI treatment, 

and current interventions are deficient.  Furthermore, many of the treatments utilized for MI are 

the same type of treatments utilized for depression and PTSD. In that regard, many of the current 

approaches to treating MI are insufficient dealing with this construct’s common symptoms of 

guilt and shame, (Baskin & Enright, 2004; Drescher et al., 2011; Gray et al., 2002; Rector, 

Bagby, Segal, Joffe, & Levitt, 2000; Vargas et al., 2013).   

As a result of this incognizance, treatment is encumbered.  Unlike PTSD with its fear-

based symptomology of horror and helplessness, MI symptoms, such as shame and guilt, are 

ethically, socially and morally oriented (Shay, 2014; Farnsworth et al., 2014).  In that regard, 

symptoms of MI create a bridge to the moral fabric of an individual, and as such, moral anguish 

often manifests.  Unfortunately, many of the current treatments associated with combat-trauma 

do not clearly orient themselves to the moral and ethical nuances of MI.  As a result, it is highly 

likely that treatment strategies for combat-event trauma, which are largely oriented toward 

PTSD, lose efficacy due to the moral trauma that goes unaccounted. PTSD treatment is ill-

equipped to address the complexities of MI, such as the act of killing, maladaptive spirituality 
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and self-forgiveness (Maguen et al., 2017).  If LOC significance can be established, modified 

techniques specifically designed for MI can be effectively designed and utilized, assisting with 

the rectification of this issue.   

Compared to established mental health issues that have been studied for decades, or 

longer, there is a relative unfamiliarity about MI among caregivers. Grace (2016) suggests a lack 

of competence among healthcare providers to confidently assist the veterans with their existential 

needs, which are directly related to MI. This incompetence is likely the result of a general 

unawareness on the subject matter of MI and its moral and ethical nuances, unlike the well-

established and grounded treatment protocols set forth in the more familiar PTSD construct. 

What seems clear is a void of knowledge and understanding of the MI construct, which has a 

negative impact on treatment and diagnosis. Before MI can receive the same prominence as 

PTSD in the field of psychology, a considerable amount of research is needed. This research 

study contributes to the MI narrative in that regard.  

Research Questions  

At base level, the purpose of this study is to contribute to the research and data associated 

with MI.  Thus, this study will identify if a general relationship between MI and LOC exists.  

Will a positive, negative, or any correlation be present?  This study also seeks to discern 

potential relationships between LOC and MI symptomology.  Do service members who exhibit 

MI symptomology demonstrate a certain LOC, such as ILOC or ELOC? Will the level of 

functional impairment, which is associated with MI symptom severity, correlate with LOC?   

To address these unknowns, this research study has compiled two primary questions with 

associated hypotheses specifically designed to identify multiple nuances associated between 

LOC and MI.  Furthermore, a third question is included in the formal list of research questions; 



15 
 

 
 

however, this question is exploratory as it is indirectly related to the goals of this study.  The 

third question and resulting hypothesis contributes to the validation of the Moral Injury 

Symptoms Scale – Military Version – Short Form (MISS-M-SF), which is a measure utilized in 

this study, and even though this is a significant data contribution, it is tangential to this specific 

study.  The following research questions are addressed in this study: 

Research Question One 

What if any relationship exists between one’s LOC and MI? 

Research Question Two 

How will levels of impaired functionality correlate with LOC? 

Exploratory Research Question Three 

How will levels of MI impaired functionality correlate with MI symptomology? 

Definition of Key Terms 

A list of key terms has been provided below to allow for in depth understanding and 

clarity for the concepts discussed throughout this study. Although MI and LOC have been 

discussed in regard to this study, the following definitions will be utilized as the basis for 

research. The key terms include moral injury (MI), locus of control (LOC), Internal Locus of 

Control (ILOC), External Locus of Control (ELOC), transgressive acts, and Post-Traumatic 

Stress Disorder (PTSD). 

Moral Injury  

Based on Shay (1994), MI is present when there is a betrayal of what is morally correct 

by someone who holds a legitimate authority. This betrayal typically takes place in an 

environment that is considered a high-stakes situation, when lives are on the balance of decision-

making. Drescher et al. (2011) expounds on the concept of MI as a disruption in an individual’s 
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confidence and expectations about one’s own or others’ motivation or capacity to behave in a 

just and ethical manner. It is a unique trauma that is often characterized by guilt, existential 

crisis, and a loss of trust that typically develops after an event that represents a moral violation 

(Jinkerson, 2016).  

Some examples of MI may include the use of deadly force in combat as well as causing 

death or harm to civilians, either knowingly but without alternatives, or altogether accidentally.  

Another example may be the giving of orders during combat that result in the injury, or death of 

a colleague, as well as failing to provide medical aid.  Failing to report knowledge of sexual 

assault or rape committed against a fellow servicemember, civilians, or even oneself is another 

example.  Following orders that were illegal, immoral, and/or against the rules of engagement 

(ROE), or Geneva Convention could also be considered an example of MI (Project at Syracuse 

University, 2014) 

Locus of Control (LOC)  

This concept was first introduced by Julian Rotter and is exemplified in Rotter (1966) 

with the I-E Scale to assess internal and external loci of control.  It is where individuals place 

their primary causation of events that occur in life (Halpert & Hill, 2011).  It can also be 

conceptualized as the patterned ways that one perceives the sources of control over unforeseen 

stressors (Rotter, 1975; Regehr, LeBlanc, Barath, Balch, & Birze, 2013).   Yu and Fan (2014) 

express that LOC is an individual’s generalized expectancy of outcome of events pertaining to 

the relationship between behavior and result.   

External Locus of Control (ELOC) 

This is where individuals consider their problems and life events to be controlled by 

external factors such as destiny, opportunity, as well as powerful people or entities (Zampieri & 
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De Souza, 2011).  One has a sense of powerlessness, as it relates to the environmental events that 

impact their life (Solomon, Mikulincer, & Avitzur, 1988). 

Internal Locus of Control (ILOC)  

It represents an individual’s belief of having control over their environment (Rotter, 

1966; Al-Turkait & Ohaeri, 2008). ILOC is reflected when an individual will attribute 

environmental events to him, or herself (Solomon, Mikulincer, & Benbenishty, 1989).  ILOC is 

also associated with preventative behavior, proactive behavior to improve functioning, as well as 

a greater resistance to psychological dysfunction (Strickland, 1978; Solomon, Mikulincer, & 

Avitzur, 1988; Duffy et al., 2015). 

Transgressive Acts  

They are the catalyst for the onset of MI.  They are the acts, when engaged upon, violate 

the perpetrator’s beliefs about their own goodness, or the goodness of the world (Frankfurt & 

Frazier, 2016). A transgressive act occurs when one perpetrates, fails to prevent, witnesses, or 

learns about actions that conflict with deeply held moral beliefs and expectations (Drescher et al., 

2011; Litz et al., 2009).  

Post-Traumatic Stress Disorder (PTSD)   

The American Psychiatric Association (2013) describes PTSD as an anxiety disorder that 

manifests intense anxiety-related behavior and physiological responses after direct or indirect 

exposure to a psychologically traumatic event.  Psychological symptoms, such as intrusive 

memories of the traumatic event, avoidance of stimuli associated to the event, negative 

alterations in cognition/mood, and altered states of arousal and reactivity can manifest within 

weeks of the traumatic event; however, delayed onset can occur at least six months after the 

traumatic event. 
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Limitations 

The primary factor responsible for this study’s limitations is the administration of the 

measurements.  From this, multiple limitations present themselves in regard to the potential 

impacts to research.  Instruments will be administered via an online survey. Because of this, 

there are several variables that cannot be controlled, such as the self-report nature of the 

measurements, the guarantee that a representable population will participate and threats to 

anonymity.   

This study assumes that the participants will respond honestly to the questions. And, it is 

hoped that factors of generalizability will fall within suitable research standards.  Furthermore, 

this research study acknowledges the risk to confidentiality and anonymity no matter how 

nominal. Nevertheless, it is further recognized that these are uncontrollable limitations, as there 

are no guarantees to ensure any of them.  

Delimitations 

As the concept of moral injury continues to develop, it is expected that this construct will 

be identified throughout various fields and genres.  For example, Talbot and Dean (2018) suggest 

that the common ailment of physician burnout associated with medical practitioners is likely MI.  

Nevertheless, the parameters placed on this study will focus exclusively to military personnel 

and their experience in and around a combat environment. 

Summary and Organization of Chapters 

Chapter One sets out to introduce the concept of MI and the motive behind this study. 

Because of this construct’s novelty, an intentional effort was put forth to describe MI, especially 

in relation to PTSD. This chapter attempts to demonstrate the nebulous relationship between 

PTSD and MI and suggests that LOC based treatment theories that have a history of success with 



19 
 

 
 

PTSD could also be associated with MI. LOC, a primary variable for this study, was discussed 

and theorized to have a significant relationship with MI, just as it has been shown with PTSD.  

Chapter One also discussed the relative terms, rationale, significance, limitations and de-

limitations associated with this study. 

In the following chapter, a review of the literature will be provided. MI will be further 

expounded upon in detail and include the concept’s origin and key advocates of MI research.  

Characteristics of MI’s numerous, yet similar definitions, understandings and traits will be 

discussed, as well as current and effective treatments for this paradigm.  In addition, the second 

chapter will focus similarly on LOC.  Literary reviews include various research that 

demonstrates relationships between LOC and several other psychological issues akin to 

established MI symptomology. As a result of this, a gap in literature pertaining to the direct 

relationship between MI and LOC will be apparent even though numerous indirect examples of 

their relationship exist, suggesting that the relationship between MI and LOC may be assumed 

and underappreciated. 

Chapter Three will provide a description of the methodological approach utilized for the 

research for this study, including hypotheses associated with the research questions presented in 

Chapter One. Additionally, the desired sample, proposed instrumentation and research design 

will be thoroughly discussed. Chapter Four will present a comprehensive and thorough analysis 

of the results from the study. Finally, Chapter Five will provide further discussion on the results 

of the study, including implications of the findings and possible recommendations for future 

research. 
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CHAPTER TWO 

REVIEW OF THE LITERATURE 

In the previous chapter, a comprehensive exposition of MI was presented, especially in 

regard to its relationship with PTSD. Furthermore, the concept of LOC was introduced and 

associated with MI. From this interplay, the notion was introduced that MI could be a dependent 

variable of one’s LOC, just as PTSD has shown to be through previous research (Onyedire et al. 

2017; Smith et al., 2018; Karstoft et al., 2015).   

In Chapter Two, the discussion on MI and its development will continue. The origin of 

the MI concept along with various and evolving definitions are examined.  Prominent researchers 

and advocates of MI are highlighted, along with their research in an attempt to display the 

current dialogue of this paradigm.  Traits of MI that appear to generally relate to most definitions 

of MI will be discussed. Finally, specific therapies and interventions for MI are discussed in 

order to provide an understanding of the sorted discussions and approaches currently involved 

with treatment.  

This chapter will finalize with an examination of the LOC concept along with its relatable 

variables to MI. LOC therapies are discussed, along with a sorted host of mental illnesses treated 

with LOC interventions, demonstrating the efficacy of LOC therapies and potential relationship 

with MI. Thus, a primary intention of Chapter Two is to convey, the need for further research on 

the relationship between MI and LOC as there is an apparent gap in the literature for this specific 

issue. 
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Moral Injury 

Origin of the Concept  

From Jonathan Shay’s visionary foundations of the paradigm, where core principles of 

betrayal and loss were established, the concept of MI has gradually developed. At the 

Department of Veterans Affairs (VA) outpatient clinic in Boston, Shay developed a comparison 

between his veteran patients of Vietnam and the classical Greek warriors depicted in Homer’s 

Iliad and Odyssey (Shapiro, 2007). These warriors, separated by thousands of years, 

demonstrated a maladaptive personality change and a degradation of character after specific 

stressors from combat were introduced, which for Shay is indicative of the process toward MI 

etiology.   

The exemplar utilized by Shay (1994) to convey his point was the most consequential 

hero in The Iliad, Achilles. Shay (1994) demonstrates Achilles’ degradation of character by 

exemplifying how specific precursors of combat-trauma, i.e. betrayal and loss, develop into the 

berserk state, and consequently lead to the committal of reprehensible acts, such as the 

desecration of the dead.  The traits of Achilles are first considered noble, but after the betrayal of 

Agamemnon, his leader, and then the death of Patroclus, his foster brother and most trusted ally, 

Achilles’ character traits take on a more toxic tone, spiraling the character downward and out of 

control (Shay, 1994).  

Put into summary, Shay (1994) explains the MI process as experienced by Achilles: 

Agamemnon, Achilles’ commander betrays “what’s right” by wrongfully seizing his 

prize of honor; indignant rage shrinks Achilles’ social and moral horizon until he cares 

about no one but a small group of combat-proven comrades; his closest friend in that 

circle, his second-in-command and foster brother, Patroclus, dies in battle; profound grief 
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and suicidal longing take hold of Achilles; he feels that he is already dead; is tortured by 

guilt and the conviction that he should have died rather than his friend; he renounces all 

desire to return home alive; he goes berserk and commits atrocities against the living and 

the dead. This is the story of Achilles in the Iliad, not some metaphoric translation of it 

(PP. xx – xxi).   

Shay’s (1994 & 2002) definition of MI provides a starting point from which other 

understandings begin (Blinka & Harris, 2016). Additional traits and characteristics have been 

introduced to provide a more holistic definitional understanding of MI.  As a result, MI has 

evolved from Shay’s original concept, where betrayal is not only external in nature, but enacted 

only by culpable leadership. This constricted view of MI is not only politically flawed, but 

controversial (Hodgson & Carey, 2017).  Fortunately, the overall breadth of MI understanding 

has increased, allowing for multiple ideas to contribute toward etiology and treatment efficacy. 

Nevertheless, no singularly agreed upon definition has yet been accepted by the mainstream 

advocacy for MI, which is perhaps problematic for MI development as a whole (McCarthy, 

2016; Hodgson & Carey, 2017). 

Definitions and Understandings 

To recap the definition from Chapter One, Shay (1994 & 2002) defines MI as a betrayal 

of what is right, by someone who holds legitimate authority, in a high-stakes situation.  Unlike 

some definitions and understandings, a key component to this concept of MI is that of leadership, 

or the lack thereof. In Shay’s opinion, the prevention of MI is in the hands of the leaders, trainers 

and policymakers who guide, lead and direct those intimately involved in combat (Shay, 2002). 

The failure of legitimate authority to provide moral direction will often lead to poor morale and 

disloyalty. For Shay, poor leadership is the second pillar on which the presence of MI stands 
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(Hodgson & Carey, 2017; Shay, 2014). Without the presence of a constructive purpose, which is 

the responsibility of the leader to provide, the killing, death, and destruction experienced in 

combat can compound into the manifestation of MI (Shay, 2011). 

Litz et al. (2009) describes MI as the lasting psychological, biological, spiritual, 

behavioral and social impact from the perpetration of, failure to prevent, or bearing witness to, 

acts that transgress deeply held moral beliefs and expectations. It is a more contemporary 

description of the paradigm that factors a ‘bio-psycho-social-spiritual’ blend into the concept 

(Hodgson & Carey, 2017). The factor of leadership is not as pertinent as it is in the initial 

rendering of Shay’s (1994) concept of MI.  

Due to the lack of research at the time, one of the primary goals for Litz et al. (2009) was 

to stimulate further discussion and empirical studies on MI. Another primary goal was to discuss 

treatment recommendations that included modified exposure, self-examination of maladaptive 

beliefs, dialogue with a benevolent moral authority, and steps toward making amends and self-

forgiveness.  As a result of their research, Litz et al. (2009) determined that MI was a distinct 

phenomenon, worthy of its own line of inquiry and intervention strategies.  

Up to that point, there appears to be no clinical research to delineate a paradigm separate 

from PTSD in respect to combat-oriented trauma; only a heuristic discussion through Homeric 

philosophy existed (Shay, 1994; Shay, 2002; Griffin et al. 2019). Litz et al. (2009) expressed the 

need for psychometric development to identify and distinguish MI separately.  Furthermore, this 

study speculated that, critical to concept development, interventions would need to be developed 

that specifically dealt with MI, and not conceptualizations of PTSD, which was the norm. 

Fortunately, research has shown that MI, seen as a significant subclinical stress state can 

be discriminated from traumatic stress (Nash et al., 2010). Because of this, the opportunities to 
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focus solely on the nuances of MI, distinct from PTSD, are possible. As an answer to the call for 

novel approaches and research toward MI, Nash et al. (2013) created the Moral Injury Events 

Scale (MIES), the apparent first psychometric measure to identify the presence of MI. As a 

means of capturing the unique characteristics of MI, the MIES presents events that address 

perceived violations of moral beliefs, betrayals of self and/or others, and perceptions of trust, all 

of which are measured on a six-degree Likert type scale. 

Prior to the development of the MIES, Nash et al. (2010) defined MI as stress that results 

from witnessing acts, perpetrating acts, or failing to act, which transgresses deeply held, 

communally shared moral beliefs and expectations. Working with operational stress constructs, 

this similar, yet unique definition incorporated the concept of societal expectations and norms. 

Furthermore, this definition speaks to the consequences related to the betrayal of moral 

expectations created by the social group, or culture. 

The influence of society on individual moral development is noteworthy. Farnsworth et 

al. (2014), address MI through the context of moral systems and the development of moral 

emotions, which include guilt, shame, anger, disgust and contempt, the common traits of MI 

(Jinkerson, 2016; Bryan et al., 2017; Drescher et al., 2011). These moral emotions are developed 

within a group, or society.  Because MI is seen as a violation of moral standards established by 

society, the moral system from whence an individual comes is highly influential in determining 

MI susceptibility (Farnsworth et al., 2014). Simply put, if a societal group has established murder 

as a normal act because it contributes to the welfare of the group, then murder is just as relevant, 

or irrelevant, as going the speed limit when compared to modern western-culture society.  It is an 

act that does not bear traumatic deliberation or regret.  
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Moral systems exist from a social perspective because the emotions developed within the 

group promote cohesion and survival.  The actions of members within the society are either 

encouraged or discouraged depending on the needs of the group and its desire for survivability; 

moral emotions are likely engrained into the group’s participants for this reason.  Because of 

this, the moral system of an individual can serve as a foundation for the possibility of an MIE 

(Farnsworth et al., 2014).  

Based on Farnsworth et al. (2014), there is a notable process toward the manifestation of 

MI: Moral systems create moral emotions, which in turn help enact, or avoid moral 

transgressions.  If the act of transgression, or a MIE occurs, the manifestation of MI is likely. 

From the perspective of Farnsworth et al., (2014), MIE’s typically occur when the object/victim 

of a transgression is not part of the same group as the transgressor.  The development of other-

condemning moral emotions, such as anger and contempt, which assists one to enact the 

transgression on others outside of the moral group is a testament to social origins.  

The developers of MI represent just some of the advocates and their contributions to the 

field. Although this current study contends that there is a relative lack of research, to include all 

that has been done thus far would extend beyond the motives and purpose of this study.  Up to 

now, research has presented an array of etiological concepts and definitions. Regardless of the 

multiplicity, definitions of MI demonstrate relative similarities, even though many are 

technically distinct.   

Common Characteristics of Moral Injury  

In addition to the societal influence that molds the understanding for MI, there are 

additional commonalities between the numerous definitions. Out of the multiple clinical 

descriptions of MI, general traits appear that relate to most definitional concepts, both directly 
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and indirectly. These similar definitional traits include the various acts of transgression, betrayal, 

the impact of leadership and authority - including its betrayal and reference to spirituality. These 

traits are scattered in and amongst the various definitions put forth by researchers and their 

preferential understanding of MI.   

In all, these traits form a general understanding of the MI construct; however, it appears 

that no one definition specifically incorporates all of these general traits. Moreover, there is no 

singular definition of MI that appears to be universally recognized or accepted as the agreed 

description of the paradigm, leaving a construct that is not concisely identified and perhaps 

vulnerable to a host of interpretation (McCarthy, 2016; Hodgson & Carey, 2017; Griffin et al., 

2019).  Many definitions describe detailed symptomology within their formal descriptions of MI 

(Brock, R. N, Keizer, and Lettini, 2012; Jinkerson, 2016), and other convey little if any reference 

to symptoms (Nash et al., 2010; Drescher et al., 2011).  Such a potentially topical discord can 

lead to the inability to generalize research, effectively assess risk factors, and develop successful 

interventions (McCarthy, 2016).  For this reason, one may argue that until an agreed definition of 

MI is established and accepted, effective treatment is left wanting.   

Transgression. Transgressions, or transgressive acts are synonymous with MIE’s and 

understood as acts directly experienced, witnessed, or learned about (Frankfurt & Frazier, 2016; 

The American Psychiatric Association, 2013).  Boundreau (2010) explains MI as “damage done 

to our moral fiber when transgressions occur by our hands, through our orders, or with our 

connivance. When we accept these transgressions, however pragmatically (for survival, for 

instance), we sacrifice a piece of our moral integrity” (p. 749).  It is axiomatic that the act of 

transgression is the action that transports the participant into the realm of moral angst. Amongst 

the majority of definitions, the actual term ‘transgression’ is present and/or expressly described 
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(Hodgson & Carey, 2017; Litz et al., 2009; Nash et al., 2010; Boundreau, 2010; Sherman, 2015; 

Forbes, Kartal, Lau, Phelps, & O'Donnell, 2015; Carey et al., 2016). 

In definitions where the term ‘transgression’ is not specifically utilized, its concept is 

implicit. For example, Drescher et al. (2011) explains that MI is “brought about by bearing 

witness to perceived immoral acts, failure to stop such actions, or perpetration of immoral acts, 

in particular actions that are inhumane, cruel, depraved, or violent, bringing about pain, 

suffering, or death of others” (p. 9). Kinghorn (2012) conveys the spirit of transgression in the 

definition of MI as “the experience of having acted (or consented to others acting) 

incommensurably with one’s most deeply held moral conceptions” (p.57).  And, as detailed as 

Jinkerson (2016) syndromic definition is, the concept of transgression is expressed as a violation 

of deep moral beliefs. 

Many of the definitional concepts of MI express the movement of action that occurs 

during the process of a transgression (Sherman, 2015; Jinkerson, 2016).   For example, legitimate 

authority betrays what is morally right (Shay, 2002), or when a transgression occurs by one’s 

own hands (Boundreau, 2010).  The understanding is clear that an assertive act takes place and 

leads to MI.  However, beginning with Litz et al.’s (2009) developmental concept of MI, the 

notion of mere learning about transgressive acts became a factor of MI development.  

The passive behavior of learning, knowing, or hearing about transgressive events, has 

been incorporated into other researchers’ definitions, e.g. Forbes et al. (2015) and is but one of 

several types of examples that has the potential to pose a moral wound.   Brock and Lettini 

(2011) explain that MI “can result not only from active behavior, such as torturing or killing, but 

also from passive behavior, such as failing to prevent harm or witnessing a close friend be slain 

… It can involve feeling betrayed by persons in authority” (para. 5).  
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Betrayal and Leadership. Between the many different conceptual renderings of MI, two 

of the most noted criticisms amongst the various authors is the inclusion, or exclusion of betrayal 

and leadership within their definitions.  Hodgson & Carey (2017) make note that many MI 

researchers choose Litz et al.’s (2009) conceptual rendering over Shay’s political and 

controversial definition.  From this point of view, the act of betrayal exceeds the exclusive 

bounds of leadership and/or legitimate authority, which is the notion expressed in Shay’s (1994) 

supposition.   

Considerable research suggests that betrayal can be performed by the victim of MI, and 

not just their leaders (Litz et al., 2009; Nash et al., 2010; Vargas, 2012; McCarthy, 2016).  In 

fact, the betrayal of self, and/or the moral standard by which one lives is a legitimate contributor 

to MI etiology (Werpehowski et al., 2014). Beginning with Litz et al. (2009) some researchers, 

e.g. Nash et al. (2010), Vargas (2012), and McCarthy (2016) insinuated personal responsibility 

of transgressions into their definitions of MI by avoiding the term ‘betrayal’ altogether (Hodgson 

& Carey, 2017); though later Litz (2016) later revised his definition of MI, delineating it into two 

parts: perpetration-based MI, which results in shame and grief, and betrayal-based MI, which 

leads to anger.  

From the various concepts of betrayal, the authority figure specified in multiple 

definitions could be one’s self, holding authority over individual moral character.  This 

perspective demonstrates an indirect reference to ILOC characteristics.  In regard to this current 

study, it is interesting how Shay’s (1994) definition takes the ownership of the transgression 

away from the MI victim and others puts it on the victim, representing a movement upon the 

LOC continuum from external to internal. 
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The presence of an authority figure, or leadership is a significant presence to the overall 

concept of MI. Not only is the perceived betrayal of leadership a vital piece to the baseline 

understanding expressed by Shay (2002), it is also a significant characteristic with other 

definitional renderings as well.  Carey et al. (2016) expresses a definition of MI through 

individual and organizational levels. Individual levels represent one’s perpetration of a 

transgression, and organizational levels represent a betrayal by those who hold legitimate 

authority.   

Spirituality. When someone violates or experiences a transgression of core beliefs based 

in developmental moral truths, self-condemning behavior can occur.  The violator’s self-identity 

transitions from a morally upstanding person to a morally lesser person, someone now worthy of 

self-deprecation and shame (Brock & Lettini, 2011; Hodgson & Carey, 2017). As a result of this, 

research has found that common spiritual references of sin, hope, evil, condemnation, 

forgiveness, and redemption manifest when the moral template has been shattered by 

transgressions (Antal & Winings, 2015).  Spiritual references are indicative to the relationship 

between spirituality and morality, as these references exists because of people’s pre-existing 

moral concepts (Mahuen & Litz, 2012). For the spiritual individual, when morals are 

compromised, a direct connection to divine authority is created.  This connection has the 

potential to be negative if the individual associates the Divine with fear and judgement.  If this is 

the case, the severity of MI symptomology may compound.  This process corresponds with 

research that demonstrates a link between war related MI and poor mental health (Wortmann et 

al., 2017). 

For example, Shay (1994) explains that many soldiers of Vietnam experienced an 

existential crisis when they related their sense of defeat in the Vietnam conflict to the will of 
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God.  Because God would allow their defeat, and allow victory to the enemy, there was a sense 

that the soldier had been cut off from God, losing a sense of meaning and the sense of their own 

value (Shay, 1994). Because some of the primary challenges resulting from MI include 

significant themes such as condemnation, and forgiveness, spirituality does factor prominently in 

the MI conceptual understanding and treatment (Kopacz et al., 2016).  

Although there appears to be a spiritual affiliation with MI, it is debatable that the 

relationship between MI and spirituality has been appropriately acknowledged among the 

various researchers (Hodgson and Carey, 2017). Nevertheless, some proponents of MI have 

acknowledged the connection. Hodgson and Carey (2017) consider MI “…an existential 

ontological wound that can have lasting psychological, biological, spiritual, behavioral and social 

consequences and that chaplaincy/pastoral care practitioners are well-placed to assist alongside 

other healthcare providers to provide rehabilitation that is holistic” (p.1224). As noted earlier, 

Litz et al. (2009), building upon their more holistic definition of MI, incorporate the spiritual 

component of negative impact from transgression exposure.  Through Drescher et al.’s (2011) 

research of the MI construct and symptomology, non-PTSD oriented symptoms reported by 

combat veterans include negative attributions about God, (Witvliet, Phipps, & Feldman, 2004) 

and changes in, or loss of spirituality (Fontana & Rosenheck, 2004). 

The spiritual reference made by some researchers to the soul, as it relates to damages 

from MI, is also noticeable.  Dokoupil (2012) suggests MI may not be a wound exacerbated by 

psychological fear, but rather an injury to the soul, affected by loss, shame, guilt or regret. Brock 

and Lettini (2011) go so far as to define MI as a wound in the soul due to inflicting or witnessing 

harm. Similarly, Zust (2015) defines MI as “a complex soul wound that results from soldier’s 
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conscientious inability to reconcile the moral dissonance between their idealized values and their 

perceived experiences” (pp. 2). 

Treatment Themes and Interventions 

The primary goal for treating MI is, in point, moral healing.  Farnsworth, Drescher, 

Evans, and Walser (2017) define moral healing with the following qualities: 

…1) acceptance of the reality of past moral wrongs; 2) openness to moral pain and 

associated cognitions as an element (but not the entirety) of human experience; 3) 

flexible consideration of moral rules in favor of underlying values; 4) awareness of a 

sense of self that is distinct from moral pain; and 5) actively living values, including 

those previously violated, in the present moment. (pp. 393) 

To achieve these healing qualities, a host of specific interventions and treatment techniques have 

been introduced and presented since this construct’s origin. For example, Shay (1994) explains 

that Narrative Therapy is an effective approach for the soldier who has experienced severe 

combat trauma, while Litz et al. (2009) discuss a hybrid CPT approach that is tailored toward 

guilt.   

Themes. Drescher et al. (2011) identified three primary intervention themes that were 

reportedly effective for MI: spiritual, social, and individual directed themes. Individually 

directed approaches include interventions that revolve around disclosure, connecting feelings to 

experiences, cognitive restructuring, expressive writing, and writing from the transgressed 

victim’s perspective. Socially directed interventions are likely just as significant to recovery as 

spiritual and individual interventions. Shay (2014) states that one does not recover from MI 

without a social connection. Some of the interventions associated with the social order include 

community service, social reconnection, and corrective feedback from valued sources.  
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Spiritually directed interventions include spiritual counseling, spiritual rituals, the quest 

for forgiveness, making amends and personal transformation (Drescher et al., 2011). The 

ultimate goal in utilizing spiritually directed interventions is the recovery of hope as well as the 

establishment of a balanced worldview where both good and evil exist.  The best way to 

accomplish this result is through a reconnection with one’s childhood faith (Drescher & Foy, 

1995).  

Interventional techniques have taken on various theoretical approaches in an attempt to 

apply effective treatment for MI.  As the field has developed, there has been a gradual transition 

from the fear-based emotions associated with PTSD to the negative self-emotions, like guilt and 

shame as the significant focal points for treatment.  Based on the array of interventions utilized 

to address these MI emotions, there is an apparent classification of theories that encompass most 

of the interventional treatment.  

Counseling Theories 

In relationship to Drescher et al.’s (2011) intervention themes, these categorized 

theoretical techniques are spiritually and faith-based interventions, existential oriented therapies 

and cognitive/behavioral restructuring. Some spiritually oriented interventions include ritual and 

worship activities, as well as group activities. Existential aspects on treatment are noted in 

specific techniques of logotherapy designed specifically for MI. Falling under the Cognitive 

Behavioral Therapy (CBT) approach, several interventions have been utilized and modified to 

address the unique nuances of MI. These specific approaches include Cognitive Processing 

Therapy (CPT), the Impact of Killing (IOK) intervention, Adaptive Disclosure (AD), Acceptance 

and Commitment Therapy (ACT), and Prolonged Exposure therapy (PE). 
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Spiritually Oriented and Faith-Based Interventions. Brock, 2014 suggests that the simple 

act of ritual and worship activities, which address guilt and shame are significant in regard to MI 

treatment. Some of these basic ritual activities include rhythmic participation throughout the 

liturgical year, which encourages renewal and thus leads to transformation via the constant 

repetition of renewal. The inclusion of sacramental structure, such as absolution and penance are 

significant, along with the immersive retelling of sacred stories that deal with redemption. Such 

actions help relate similarities between an individual’s transgression to a more relevant here and 

now. Finally, the utilization of art in its many various forms can be effective toward 

rehabilitation (Brock, 2014; Carey et al., 2016). 

Group work from a spiritual context can also be an effective means of MI therapy. In 

fact, group work is not only necessary for those who suffer from MI, but it is just as therapeutic 

to the clinicians working with them (Shay, 2014). Certain interventions that can be accomplished 

through group include composing and sharing a spiritual autobiography and the discussion and 

examination of key theological and existential issues.  Selected readings and educational 

homework are also recommended within a group setting. Members are asked to keep a journal on 

their thoughts and feelings as they go through the readings. Spiritual exercises help reinforce the 

path to rehabilitation and can include meditation, guided imagery and silent prayer (Drescher & 

Foy, 1995). 

A promising group technique is Building Spiritual Strength (BSS).  This intervention is 

suggested to be effective for MI therapy due to the spiritual association (Frankfurt & Frazier, 

2016).  The intervention has a proven successful history in reducing PTSD symptomology by 

addressing religious strain and enhancing religious meaning making (Harris et al., 2011). 

Religious strain typically refers to feelings of alienation, abandonment, and impending 
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punishment from God, as well as fear that is related to perceived sin; however, specific to the MI 

construct, religious strain can also be related to feelings of shame and guilt.  

BSS is an eight-session group therapy intervention, which is tailored toward spiritual 

counseling theory (Frankfurt & Frazier, 2016). Furthermore, most participants of the BSS 

therapy are military personnel who suffer from spiritual distress. The intervention is not designed 

to convert one so that they incorporate religion, or spirituality into their way of life; however, it 

is designed to help survivors recognize and resolve spiritual concerns that contribute to their 

trauma (Harris et al., 2011). 

Existential Oriented Therapy.  Logotherapy is based on an existential, meaning-centered 

perspective and has its formation in Frankl (1959).  There are multiple reasons why logotherapy 

is an effective mode of treatment for MI.  This type of therapy deals with one’s meaning in life 

and how it is the driving force in people (Fogger, Moore, & Pickett, 2016; Marshall, 2012).  

McCarthy (2016) expresses logotherapy as an adjunctive intervention that serves to enhance 

other therapeutic treatments by focusing on an individual’s strengths and personal search for 

meaning in life. Because of the experiences found in combat, many service members do not find 

it difficult pondering existential questions. Osran, Smee, Sreeivasan, and Weinberger (2010) 

remind us that war provides a constant reminder of our mortality and our fleeting sense of 

existence.  Moreover, combat has a callous way of exemplifying the abject unfairness of 

existence, especially when friends die and leave others behind to internalize the guilt of their 

death.  

Logotherapy has been utilized by the Department of Veterans Affairs since 2001; 

however, the majority of treatments are directed toward those suffering from combat related 

PTSD, and not necessarily MI (Southwick et al., 2006). Nevertheless, research found that the use 
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of logotherapy showed positive effects on symptomatic issues such as guilt and survivor’s guilt, 

existential loss of meaning and, significantly, ELOC (McCarthy, 2016). The interesting 

correlation that McCarthy (2016) makes with these findings is that all of the research participants 

who were treated for PTSD, were not suffering from fear-based, or life-threatening scenarios, but 

instead dealing with intense guilt and probable shame.  Unfortunately, this reinforces the notion 

that MI is not an initial consideration in regard to combat trauma, and when in doubt - go with 

PTSD. Nevertheless, the findings of the study do support the notion that logotherapy is an 

effective treatment for MI. 

There are characteristics of MI, such as emptiness, loss of meaning and spiritual anxiety, 

that cannot be effectively addressed by CBT (Sreenivasan, Smee, & Weinberger, 2014).  Yet, 

others have advocated that a logotherapy-enhanced CBT might be effective with existential 

characteristics (Ameli, 2016).  When existential hallmarks collide with moral transgressions, a 

unique aspect of MI manifests.  To address this from the debate of CBT’s challenge with 

existential issues, the Transpersonal Existential Meaning-Based (TEMB) model of logotherapy 

was developed (Sreenivasan et al., 2014). 

Based on Sreenivasan et al. (2014), TEMB encompasses four primary elements regarding 

its direction of treatment. First, from the combat narrative of the patient, signature strengths are 

identified. These signature strengths represent self-efficacy and positive attributes and are meant 

to direct the patient away from negative MI emotions. Meaningful aspects of the combat event 

are also emphasized and related to a sense of purpose. Second, a sense of purpose, such as that of 

being a service member, is seen in a larger and more significant context. The sense of purpose is 

understood to be greater than the self. Next, the spiritual context is addressed as it relates to 

spiritual anxiety and forgiveness of self and others. Finally, resilience is promoted from a CBT 
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perspective by identifying possible traps to avoid. The individual learns to take note of shame 

and guilt emotions and becomes aware of maladaptive acts, such as holding on to anger and 

resentment (Sreenivasan et al., 2014). 

Cognitive Behavioral Restructuring.  There have been sound arguments made that 

suggest typical CBT approaches are not an effective course of treatment for MI.  Extreme guilt, 

remorse and regret that is directly related to MIE’s may not be compatible to the underlying 

theory of CBT (Gray et al., 2012; Maguen et al., 2010; Nash, 2007).  This argument is based on 

CBT’s perception of guilt and how this emotion is a false construct (Finlay, 2015).  CBT 

methods assume there is a distorted belief, such as the belief that manifests guilt and causes the 

psychological distress (Ehlers & Clark, 2000). In regard to MI, the distorted belief and 

transgressive act are typically one and the same.  Where the moral transgression is concerned, 

the interpretations of those events may in fact be appropriate and precise (Litz et al., 2009).  

Further arguments suggest that cognitive models like CPT, fail to provide sufficient specific 

strategies to target MI and the unique nuances involved with this morally based construct (Litz et 

al., 2009).  

Nevertheless, there are researchers who contend that when CBT techniques are modified, 

they can be productive for MI treatment (Litz et al. 2009; Maguen & Litz, 2014; Resick et al., 

2014).  For example, Litz et al., 2009 proposed a modified CBT approach that is not only 

tailored toward guilt but addresses what he considers the three primary injurious elements of 

combat: life threat, traumatic loss, and MI. This modified CBT approach has specific elements 

that make it a unique form of therapy.  Education about MI and its impact is provided before 

exposure-based processing of transgressive events occur. Then, a careful examination of the 

processing and its implications are discussed. There is an imaginal dialogue between the patient 
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and a benevolent moral authority. This dialogue discusses the transgressive act that took place, 

along with how such events will affect the patient’s future. Reparation and self-forgiveness are 

developed and fostered, along with a reconnection with various communities, such as faith and 

family. Finally, an assessment of the goals and values are discussed (Litz et al., 2009). 

Cognitive Processing Therapy (CPT). CPT is a common intervention utilized for PTSD 

symptomology reduction (Bryan et al., 2018). The intervention can be conducted both 

individually and in group settings.  The National Center for PTSD (2016) conveys that CPT 

revolves around four tenets, beginning with an attempt to educate the patient about specific 

symptoms and how therapy will take place.  Second, the patient is educated and informed about 

their feelings and thoughts.  Third, lessons are taught to the patient to develop skills to challenge 

and question negative thoughts and emotions.  Finally, assistance is provided to the patient to 

identify the changes in their beliefs that occurred after the traumatic event.   

However, similar to the guilt aspect of CBT, CPT effectiveness on MI treatment is 

debatable. Litz et al., 2009 suggest that the only effective strategy from CPT may be the 

application of basic principles, such as self-monitoring, increased awareness, and predictability 

of trigger contacts. In lieu of establishing new and novel approaches for MI therapy, it has been 

suggested that CPT could be effective when modified to target core MI symptomology, such as 

guilt and shame (Kopacz et al., 2016; Bryan C, 2015; Pearce, Haynes, Rivera, & Koenig, 2018).  

These modified CPT approaches have been developed to treat MI with the overall goal to help 

one contextualize rather than accommodate emotions of guilt and culpability (Maguen & Litz, 

2014; Resick, Monson, & Chard, 2014). 

One such modified CPT is the Spiritually Integrated Cognitive Processing Therapy 

(SICPT). This intervention was created by Pearce et al. (2018) for the explicit purpose to 
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incorporate spiritual resources into the typical psychological resources, such as CPT. Previous 

studies have shown that spirituality has enormous impact on treatment recovery in general 

(Elliott, 1994; Fitchett et al., 1999; Falsetti et al., 2003; Fontana & Rosenheck, 2004).  Moreover, 

the incorporation of healthy spiritual practices, values and beliefs into the course of therapy, can 

increase positive treatment results (Fontana & Rosenheck, 2004; Pargament et al., 2004; Harris 

et al., 2008; Harris et al., 2011). SICPT accomplishes this spiritual integration into the cognitive 

restructuring therapy and has shown to provide positive results (Pearce et al., 2018). 

 Pearce et al. (2018) explain that SICPT is unique from typical CPT in five separate ways. 

First, unlike the typical CPT approach to focus on PTSD, SICPT targets MI. This specific 

targeting is done through challenging erroneous thoughts and interpreting the trauma that 

occurred from the transgression. Second, cognitive restructuring of the trauma and erroneous 

interpretations occur using client’s spiritual and religious resources, such as their faith-based 

beliefs, values and sacred writings. These personal spirituality traits are utilized to challenge 

maladaptive thinking patterns.  

The third difference is that SICPT acknowledges that MI may not be effectively treated 

with cognitive restructuring (Gray et al., 2012). This intervention acknowledges that the 

negative, self-loathing emotions and symptomology portrayed through MI may be legitimate and 

accurate (Litz et al., 2009). To address these negative, self-deprecating and condemning 

emotions, the use of spiritual concepts and rituals are utilized. Specifically, positive concepts 

such as grace, forgiveness, atonement, restitution and confession are utilized to counteract 

negative self-condemning emotions of shame, guilt, rage, demoralization, and self-handicapping 

behavior. 
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The fourth difference between SICPT and typical CPT is the recommendation of support 

from and/or emersion into a faith-based community by the patients to receive help and recovery. 

The fifth and final difference is the acknowledgment of spiritual struggles. An individual may be 

angry at God for allowing the event to occur, or have feelings of divine condemnation, or 

abandonment; someone dealing with MI may have lost their faith all together. These spiritual 

crises are relevant and fully acknowledged in SICPT. 

The Impact of Killing (IOK).  The IOK intervention was developed to supplement EBT’s 

for PTSD such as CPT and Prolonged Exposure (PE) (Maguen & Litz, 2014; Maguen et al., 

2017).  Studies have shown that veterans who kill during combat portray a high susceptibility to 

negative traits when they return home, including alcohol abuse, PTSD, and suicidal ideation 

(Tripp, McDevitt-Murphy, & Henschel, 2016; Maguen et al., 2017).  Moreover, the act of taking 

another life can easily be perceived as transgressing a moral standard, wherein MI can manifest. 

Having a cognitive behavioral framework, IOK is a weekly, six to eight session therapy that is 

individual in nature (Griffin et al., 2019). The intervention lasts between 60 and 90 minutes each 

session and addresses themes of MI, self-forgiveness, spirituality, physiology of killing 

responses, and improved functioning (Maguen et al., 2017). 

 Maguen et al. (2017) explain that the intervention educates the patient about the complex 

interplay of the biopsychosocial aspects of killing in war, which may lead to inner-conflict and 

MI. Meaning-elements and cognitive attributions that are related to the act of killing during war 

are also identified. Self-forgiveness is addressed and usually involves cognitive therapy, or faith-

based/spiritual practices. Atonement, or making amends is customized to the patient and can 

include techniques such as forgiveness letters, and/or an action plan to start the process of 

making amends (Maguen & Litz, 2014).  
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Following a general understanding of the cognitive theoretical approach, Maguen et al. 

(2017) explains that the MI emotions of guilt, shame, and self-condemnation act as maladaptive 

cognitions, which are defined as distorted thinking (Ehlers & Clark, 2000). These maladaptive 

cognitions can prominently occur after exposure from the act of killing (Maguen & Burkman, 

2014). The thrust of the IOK involves identifying the maladaptive cognitions related to killing, 

such as shame, guilt, and self-condemnation, and then focus on their resolution. Unlike the 

typical cognitive behavioral model where maladaptive cognitions, like guilt are challenged, the 

IOK acknowledges that perhaps some of these cognitions should be accepted and integrated.  

This aspect of the IOK therapy points to the current discussion over the utilization of CPT as an 

effective therapy for MI. 

Overall, the research finds that participants benefited from the IOK intervention, 

especially dealing with anxiety and depression (Maguen & Burkman, 2014; Burkman et al., 

2013). The IOK is also shown positive contributions toward the decrease of PTSD 

symptomology, general psychiatric symptoms and quality of life functionality (Maguen et al., 

2017).  Although originally tailored toward addressing symptomology of traumatic stress, MI 

focus appears able to be incorporated into the approach. 

Adaptive Disclosure (AD). At its basic understanding, Mahuen & Litz, 2012 describe AD 

as an experiential exposure-based therapy designed to address MI symptomology. Frankfurt and 

Frazier (2016) see it as an individual cognitive-behavioral-Gestalt intervention. The core goal of 

this therapy is to share and process memories of war zone experiences in a therapeutic manner in 

order to promote self-forgiveness, compassion and relieve the psychological burden of killing 

another human being (Finlay, 2015; Gray et al., 2012).  
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Maguen & Litz, 2014 explain AD as an eight-session intervention, compared to Gray et 

al.’s 2012 and Frankfurt and Frazier’s 2016 description of a briefer approach with six weekly 

sessions, each about 90-minutes in length. The technique considers the phenomenology of 

military combat and was developed specifically to treat MI and traumatic loss (Bryan, Bryan, 

Roberge, Leifker, & Rozek, 2018; Gray et al., 2012). AD is derived from techniques found in 

CBT and has shown to be effective at reducing negative posttraumatic cognitions associated with 

MI (Gray et al. 2012; Bryan et al., 2018; Frankfurt & Frazier, 2016; Mahuen & Litz, 2012). 

In brief, the process for AD treatment begins by disclosing the transgressive event in a 

safe and therapeutic environment.  Then, the patient participates in a therapist-facilitated, 

imaginal dialogue with a forgiving and compassionate moral authority, which helps to alleviate 

guilt and shame (Finlay, 2015).  The patient discusses the transgressive event that occurred and 

the harm that it caused to either one’s self, or to others (Frankfurt & Frazier, 2016).   

By way of exposure, AD specifically targets the three combat experiences referenced by 

Litz et al., 2009, which are life-threatening trauma, traumatic loss, and experiences that produce 

MI, or evoke inner moral conflict (Gray et al., 2012). Exposure is used to uncover core features 

of focal combat and operational trauma, as well as a means of articulating the meaning and 

implication of these events (Gray et al., 2012). If the combat event is based around fear and/or 

threat-to-life, exposure is the sole approach. If the focal trauma is loss-based, patients are asked 

to have an imaginary, emotionally evocative, real-time dialogue with the lost person, taking on 

characteristics of a form of Gestalt therapy. For MI, patients are guided through a dialogue with a 

forgiving and compassionate moral authority about the transgression. 

Acceptance and Commitment Therapy (ACT). ACT for MI is often utilized by the VA as 

an effective general form of therapy (Frankfurt & Frazier, 2016). It is considered a behavioral 
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intervention and through research studies, has shown to be effective at treating MI (Farnsworth 

et al., 2017; Nieuwsma et al., 2015). In general, ACT is an EBT that addresses a broad range of 

symptoms and works to increase both behavioral and social functioning (Hayes, Strosahl, & 

Wilson, 2012). In general, ACT helps one accept the notion of ambiguity without retreating to 

negative behavior. Instead of simply focusing on negative cognitions and treating them 

specifically, the general push of therapy moves toward creating and expanding skills and 

flexibility to deal with life’s challenges (Nieuwsma et al., 2015; Blinka & Harris, 2016). 

Farnsworth et al. (2017) explains the process of ACT in regard to MI therapy in the 

following way: 

In using ACT with clients who have suffered moral injury, the work is focused on leading 

them through several stages of therapy that bring them into contact with their internal 

experience, including those that are difficult, such as moral pain, recognizing the utility 

of these experiences (e.g., guilt reminds the client that he is human), while also learning 

to observe these experiences without excessive efforts to control. In so doing, the client is 

invited to be present to these experiences without overly identifying with them or 

engaging in efforts to make them come or go. This assists clients in experiencing emotion 

fully and without defense, thus reducing the need to escape or engage in problematic 

avoidances (e.g., excessive use of alcohol, isolation) that is reflective of moral injury (pp. 

394). 

Prolonged Exposure Therapy (PE). Originally, PE was developed to separate traumatic 

memory from the conditioned emotional fear response using both imaginal and in-vivo exposure 

(Friedman, 2015).  PE is a structured treatment that typically spans 10 sessions, each 90 minutes 

long. Modified versions of PE suggest strategies for addressing guilt and shame to treat MI. The 
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primary goal of PE treatment is to address avoidance and erroneous beliefs about oneself and 

others in the world (Foa, Hembree, & Rothbaum, 2000). 

Like CPT, the strategy for this approach is to assist the victim to address emotions of 

guilt without accommodating them (Maguen & Litz, 2014; Smith, Daux, & Rauch, 2013). 

Imaginal exposure is conducted in session, and in-vivo exposure is conducted as homework 

assignments (Held, Klassen, Brennan, & Zalta, 2018). Smith, Daux, and Rauch (2013) suggest 

that the techniques involved with PE successfully address the guilt and shame characteristics of 

MI.  To that end, research has shown PE to have effective results in regard to the reduction of 

guilt and PTSD symptoms (Foa & Rauch, 2004; Resick, Nishith, Weaver, Astin, & Feuer, 2002) 

Locus of Control 

Origin of the Concept 

Locus of Control is a product of Julian Rotter’s Personality Theory, which posits that 

personality is the interaction between an individual and their environment and is dependent on 

particular learning experiences and life history of the individual (Rotter, 1954; Strickland, 2014). 

Rotter’s (1954) theory integrated expectancy and reinforcement as a function that determines 

behavior potential (BP). Thus, his developed formula for personality is BP=f(E&RV).  Under 

this layout, expectancy (E) represents one’s cognition, whereas reinforcement value (RV) is 

synonymous with learning and motivation (Strickland, 2014). Behavior potential is the 

likelihood of engaging in a behavior, depending on the specific situation (Mearns, 2018).  

The formulaic variables for Rotter’s (1954) concept of personality provide a level of 

expectation when they are processed and understood. That is, an individual will often expect a 

specific result in a given situation, based on what has been learned and reinforced throughout 

their past. Likewise, counselors and caregivers are able to predict scenario outcomes when these 
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variables are understood (Mearns, 2018).  Many other facets of life can be predicted as well, 

including health behavior, economic and academic success, as well as psychological well-being 

(Halpert & Hill, 2011). A significant factor that influences these predictable variables, 

specifically the reinforcement value, is the beliefs of the individual that determine, or control 

their reinforcement. 

Rotter’s (1954) concept of generalized expectancies for control of reinforcement is the 

basis for the term locus of control (LOC).  Interpreting Rotter’s (1954) notion of LOC, Mearns 

(2018) refers to LOC as people’s very general, cross-situational beliefs about what determines 

whether they get reinforced in life. LOC is the place where an individual puts their primary 

causation of events related to their life (Halpert & Hill, 2011).  Rotter (1966) explains LOC 

through the receipt of reward or reinforcement resulting from preceding behavior. The crux of 

the matter is the degree to which an individual perceives the reward/reinforcement as a result of 

their own actions and will, or if the reward/reinforcement is perceivably controlled by forces 

outside themselves, which occur separately from their own actions (Rotter, 1966).  The 

difference between these two individual perceptions of control represent one’s leanings toward 

internal, or external control. 

LOC theory evolved through Bandura’s Social Learning Theory (Bandura, 1977; 

Gallager et al. 2014).  Under this model, social learning is the idea that observed and imitated 

behavior is reinforced by the receipt of reward or is extinguished through the receipt of 

punishment (Halpert & Hill, 2011). Behavior is a direct response to an individual’s learned 

tendency; thus, what and how the individual learns will have a direct bearing on their behavior, 

or how they respond to a specific scenario. This notion is consistent with Rotter’s (1954) 

understanding of the LOC continuum. Individuals who believe their life is mostly controlled by 
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outside forces are on one end of the continuum, and individuals who believe they personally 

control their lives fall on the opposite end of the continuum (Halpert & Hill, 2011). Ergo, ELOC 

lies on one end of the continuum, and ILOC at the other.  To assess where an individual may fall 

on the theoretical continuum, Rotter (1966) created the Internal – External (I – E) Scale, which 

became one of the most widely utilized measures in social psychology and personality research 

(Strickland, 2014). 

Variables of Locus of Control 

The two ends of the LOC continuum interpret success and failure uniquely from one 

another. One who exhibits an ILOC recognizes success, or failure as a product of their own 

design and efforts. Conversely, an individual who demonstrates ELOC characteristics view 

success, or failure as outcomes controlled by outside/external forces, such as luck, chance, or 

powerful others (Mearns, 2018). One of the most significant things about the continuum concept 

is that it does not represent static reference points. If one falls closer to the ELOC terminus of the 

continuum, this location on the scale does not represent an individual’s typology (Mearns, 2018). 

Rotter (1966) believed that LOC could fluctuate between ILOC and ELOC depending on an 

individual’s circumstances (Halpert & Hill, 2011). Based on Rotter (1966) the notion that ILOC 

can be taught is validated. 

Overall, there appears to be a general agreement that an ILOC is more beneficial than an 

ELOC when addressing one’s psychology (Strickland, 1978; Solomon et al., 1988; Gallager et 

al., 2014). Adhering to, or striving for an ILOC, one experiences a greater sense of personal 

well-being as well as exhibits a general happiness in multiple aspects of life (Hill, 2013). In most 

cases, ILOC is a healthier state than ELOC, as weakened perceived control is fundamental to the 
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experience of negative emotions, including anxiety (Gallager et al., 2014; Barlow, 2002; Kang et 

al., 2015).  

Yet, Gilbert and Mangelsdorff (1979) found individuals with high levels of ILOC may 

demonstrate elevated stress levels as well as low self-esteem due to an inflated sense of control 

over an environment that may not be realistically controllable. This study was later validated by 

Benassi, Sweeney, and Dufour (1988), and Zampieri and De Souza (2011) when their research 

found that those with an internal high sense of control may likely experience a negative self-

evaluation. In accordance with this, Yu and Fan (2014) found that individuals with a high ELOC 

hardly experience depression, suggesting that if one has no sense of responsibility for anything, 

then one hardly has to contend with the stress of accountability. Furthermore, research has shown 

that students with higher levels of ILOC may exhibit higher rates of alcohol consumption as well 

as riskier sexual behavior compared to those with an ELOC (Burnett et al., 2013). Still, the 

characteristics of an ILOC are typically healthier and more mature when compared to those of 

ELOC.   

Individuals who demonstrate an ELOC may often convey characteristics that are 

maladaptive or unhealthy in regard to their individual psychology. Rotter (1954 and 1966) note 

that an ELOC represents the perception that control over reinforcement is a result of outside 

forces. From this perspective, the notion that one controls the events in their life is not truly 

appreciated or embraced.  One with an ELOC personality does not consider their actions relative 

or significant, as outcomes are the result of some other agent outside of themselves. These 

responsible, external agents can include not only fate, luck, and powerful others, but also the 

notions of perceived adversity, e.g. missed opportunity, and destiny (Zampieri & De Souza, 

2011; Yu & Fan, 2014). 
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ELOC personalities have typically demonstrated a propensity for unhealthy mental 

health. In fact, Gallager et al. (2014) state that theorists have widely emphasized the significance 

of low perceived control, i.e. ELOC, in the etiology of anxiety. Depression does not only 

correlate with ELOC personalities (Benassi, Sweeney, & Dufour, 1988), but the development of 

depression in someone with an ELOC is predictable (Yu & Fan, 2014). Furthermore, studies 

have shown that those with an ELOC may likely experience a low self-esteem, as self-esteem 

and depression negatively correlate with one another (Yu & Fan, 2014).  Duffy, Jadidian, 

Douglass, and Allan (2015) explain how neuroticism can be a characteristic of ELOC, as it 

conversely correlates with ILOC. In regard to PTSD, studies have found that increased PTSD 

symptomology is consistent with strong beliefs of external control (Onyedire et al., 2017; Duffy 

et al., 2015; Al-Turkait & Ohaeri, 2008). 

Locus of Control Oriented Therapies 

The idea of control as a significant variable in the realm of mental health is well-

established. There has been a robust amount of research that correlates one’s sense of control to 

multiple psychological issues, as demonstrated in the previous discussion on ILOC and ELOC. 

Though, little if any research overtly discusses a relationship between the location of perceived 

control and MI. Nevertheless, therapies that focus on one’s LOC generally attempt to transition 

external perceptions of control to a more internal location in an attempt to instill a sense of 

empowerment to the patient.  

The goal of acquiring an ILOC is a worthy endeavor.  The benefits of having an ILOC 

are measurable in regard to resiliency, coping and a generalized well-being (Hill, 2013). 

Research suggests therapy is usually more productive if ELOC transitions to ILOC, as internal 

perceived control can predict the use of coping strategies and predict psychological adjustment 
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(Elfstrom & Kreuter, 2006). Furthermore, Gallager et al. (2014) notes that perceived control is 

possibly more powerful and a greater predicter of functioning than is actual control based on 

Averill (1973) and Burger (1989) research. Therefore, a goal in LOC therapies involves 

restructuring cognitions to build perceived control in order to instill a sense of empowerment. In 

so doing, one becomes equipped to manage and adapt to the potential trauma that may occur 

after a traumatic event, by way of coping mechanisms. This concept is significant in regard to 

pre-traumatic event resiliency. 

To achieve successful transition from ELOC to ILOC, Hill (2013) contends that success 

and personal achievement are paramount. Through counseling and therapy approaches that guide 

one through the process of conceptually examining and identifying internal and external qualities 

of their personal behavior, internality can be taught. From this therapeutic approach, rudimentary 

personal achievement strategies can be cognitively implemented. As achievements are 

accomplished and gradually build, so does the increased belief of internal control (Hill, 2013). 

This perspective is reinforced through Duffy et al. (2015) where research found that clients prone 

to ELOC build a sense of perceived control through a process of small successes. Overall, 

cognitive-behavioral approaches to therapy are likely the most effective techniques for LOC 

transition. 

Cognitive Behavioral Therapy.  CBT is ideal for LOC transition, as it helps people 

reframe their thoughts and perceptions to external events in order to gain control over their lives 

and reactions (Good Therapy, 2015). Although there is some debate on the efficacy of CBT with 

MI (Litz et al., 2009), there is a large quantity of research to support CBT’s impact on LOC.  The 

CBT approach focuses on patterns of reinforcement as well as learning and conditioning models 

that attempt to correct flawed cognitions (Friedman, 2015). Furthermore, CBT attempts to 
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identify, understand and change irrational thinking and behavior patterns (Anxiety and 

Depression Association of America, 2016).  

Mehrtak, Habibzadeh, Farzaneh, and Rjaei-Khiavi (2017) found that cognitive-behavioral 

techniques have a significant impact on the internalization of locus of control.  Furthermore, the 

efficacy of CBT and its impact on LOC is not necessarily age dependent. Through a meta-

analytic literature review, Meuret, Rosenfield, Seidel, Bhaskara, and Hofmann (2010) found that 

both adults and children exhibit significant increases in perceived control when CBT is utilized. 

In regard to its general appeal and efficacy across the spectrum of anxiety disorders, perceived 

control is a transdiagnostic predictor of CBT (Gallagher, Naragon-Gainey, & Brown, 2014). 

Under the realm of CBT, specific techniques demonstrate ILOC transition, such as 

Rational Emotive Behavioral Therapy (REBT) and Reality Therapy (RT). In fact, Ellis (2000) 

states that both Choice Theory, i.e. RT and REBT effectively promote internal control, while at 

the same time help people exert better external influence on their environments and events. 

Numerous studies have found that REBT reduces irrational beliefs and, as a result, increases 

overall perceived control (Ellis, 1958; Turner, Slater, & Barker, 2014; Wood, Barker, & Turner, 

2016; Turner, 2016). As a means to facilitate self-compassion, REBT is effective at addressing 

shame through emotive techniques.  The REBT process helps to encourage and build 

unconditional self-acceptance. This emotional approach helps clients lose guilt and self-damning 

perceptions of themselves (Najafi & Lea-Baranovich, 2014).  

Based on its emphasis of choice and fundamental needs, RT is often seen as an existential 

approach to therapy (Prochaska & Norcross, 2014; Wubbolding & Brickell, 2009).  However, 

because of the implications of multiple levels of perception, Wubbolding (2000) maintains that 

RT falls into the cognitive school of counseling theories, which is consistent with Psychology 
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Today’s (2019) client-centered notion of RT.  Global research substantiates the underlying 

principles that RT promotes ILOC (Chung, 1994; Wubbolding, 2000; Kim, 2002; Wubbolding & 

Brickell, 2009; Yang & Ding, 2015). 

Another LOC approach to shame involves Compassion Focused Therapy (CFT), which 

incorporates techniques from CBT (Gilbert, 2009). Studies have found that the utilization of 

CBT and CFT together produce increases in self-compassion (Beaumont, Galpin, & Jenkins, 

2012). Furthermore, this LOC therapy helps people develop an internal concept of warmth and 

safety by way of self-compassion (Gilbert, 2009) and is considered a prominent compassion-

based intervention (Au et al., 2017). From a cognitive behavioral framework, Self-Acceptance 

Group Therapy (SAGT) has also been found beneficial at increasing self-acceptance and 

lowering levels of shame (Schoenleber & Gratz, 2018). Thus, there is a pseudo-connection 

between LOC and MI, as shame is a typical byproduct of MI.  Nevertheless, the relationship 

between LOC and MI is even more revealed by the research associated with other MI 

characteristics.    

MI Symptomology and LOC 

As has been established in this study, LOC therapies attempt to affect and adjust one’s 

LOC. Through their own unique approaches of cognitive and behavioral methods, LOC therapies 

attempt to transition one’s sense of personal control from an ELOC to an ILOC. Thus, the 

relationship between LOC and mental health issues where LOC therapies are utilized is 

axiomatic. This appears to be the case regarding LOC and MI, as some LOC therapies, by way of 

CBT, are utilized for MI, e.g. SICPT, IOK, AD, and Modified CBT; however, unlike other 

associated mental health issues, the research on these modified CBT techniques does not 

emphasize LOC. 
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LOC has been empirically established as a relevant issue regarding overall mental health 

(Duffy et al., 2015; Gallager et al., 2014).  Furthermore, research suggests that an ILOC is more 

productive for therapy and recovery than an ELOC, regardless of the diagnosis. Gallager et al. 

(2014) acknowledged that a lack of perceived control, i.e. ELOC, is a central tenet toward the 

experience of negative emotions, which are ubiquitous throughout the realm of mental disorders.  

From this understanding, LOC therapies, play an effective role in the treatment of many 

psychological issues. Compared to many of the elements associated with MI, such as shame and 

PTSD symptomology, LOC therapies have shown effective and positive results. 

Shame is a core symptomatic feature of MI (Jinkerson, 2016). Au et al. (2017) convey 

that after a traumatic event occurs, the emergence of shame is commonplace. However, very few 

studies have assessed the productivity of interventions designed to alleviate shame (Au et al., 

2017), and as of yet, there appears to be no consensus on the most effective treatment for this 

ailment (Candea & Szentagotai, 2013). Nevertheless, multiple studies suggest that creating and 

maintaining a sense of self-compassion and self-acceptance will alleviate shame (Neff, 2003; 

Gilbert & Procter, 2006; Kearney et al., 2013; Hiraoka et al., 2015; Au et al., 2017).  

According to Held et al. (2018), Nash et al. (2013), Farnsworth et al. (2014) and Bryan et 

al. (2017), the relationship between MI and PTSD is research evident.  Comparatively, a host of 

studies have established a clear connection between LOC and elevated levels of PTSD 

symptomology (Norris, Friedman, Byrne, Diaz, & Kaniasty, 2002; McKeever, McWhirter & 

Huff, 2006; Zhang, Liu, Jiang, Wu, & Tian, 2014; Duffy, 2015).  This clear connection suggests 

that LOC is a contributing factor in PTSD etiology (Karstoft et al., 2015), and transition to ILOC 

can help alleviate PTSD symptomology over time, post development (Solomon et al., 1988; 

Regehr et al., 2013 Karstoft et al., 2015). The research-based data that exemplifies the 
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connection between PTSD and one’s LOC is well documented and shown to be effective toward 

the therapeutic approach. Based on this, the connection between MI and LOC is rather obvious; 

however, the issue that warrants address is the significance of LOC’s impact on MI. 

Several other symptomatic features of MI have also found their place among the research 

that supports a LOC relationship. For example, both anxiety and depression have a negative 

correlation with internal control (Regehr et al., 2013).  ELOC has not only been associated with 

depression (Yu & Fan, 2014), but positively correlates with it (Benassi et al., 1988) as well as 

aggression (Osterman et al., 1999). Through considerable research, LOC therapies are supported 

as effective treatment for these MI related symptoms. In regard to anxiety, and other similar 

characteristics of MI, including PTSD, CBT has shown effective results through the use of 

various models (Cash & Weiner, 2006). CBT is also an effective countermeasure toward the 

effects of aggression (Sukhodolsky, Smith, McCauley, Ibrahim, & Piasecka, 2016).  The 

cognitive-behavioral approach to MI therapy assumes a relationship between MI and LOC; 

however, it is interesting that LOC is not a litmus point for the treatment of MI, when LOC is 

such a significant treatment component with most other psychological issues. 

MI and LOC Psychometrics 

MI Instrumentation 

In the realm of MI, the amount of detailed and comprehensive measurements and scales 

is small, especially compared to more well-established and researched disorders. Many 

psychometric scales and measurements do not have MI in mind when they inadvertently detect 

and identify core traits and characteristics associated with the results of a moral transgression.  

According to Koenig et al. (2019), much research has identified core characteristics of MI, such 

as guilt, shame, and forgiveness; however, instead of relating these issues to the broader 
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narrative that is MI, research focuses on those characteristics alone, and usually in the context of 

PTSD. Some of the measurements and instruments utilized to identify core characteristics of MI, 

in an unrelated and peripheral way, include the Posttraumatic Cognitions Inventory (PTCI), the 

Heartland Forgiveness Scale, the Trauma Related Guilt Inventory (TRGI), Vietnam Era Stress 

Inventory, and the Deployment Risk and Resiliency Inventory (DRRI) (Koenig et al., 2019). 

Regardless of the dissociation, ample research demonstrates that MI has a relationship 

with multiple traits and characteristics. Because of this, MI research takes a dimensional 

approach toward identifying and measuring associated traits.  For the most part, MI research and 

measurements utilize two approaches: a singular, limited dimensional approach where only 

shame, for example, is identified and a multidimensional approach where multiple traits such as 

shame, guilt, trust and spiritual issues are identified (Koenig, Youssef, & Pearce, 2019).  

Single, or limited dimensional scales for MI research address and identify minimal 

characteristics associated with MI.  Typically, one or two traits are addressed, such as 

transgressive acts, guilt, struggles with forgiveness, or shame (Koenig et al., 2019).  In 

identifying a singular characteristic such as depression, studies attempt to discern MI, or they 

demonstrate a relevance associated with PTSD, such as suicidal ideation (SI) (Kline, Weiner, 

Interian, Shcherbakov, & St. Hill, 2016; Tripp et al., 2016). Likewise, identifying a singular 

component of MI, such as transgressive acts, research has demonstrated causal relationships with 

PTSD and depression (Maguen et al., 2017; Lancaster, 2018).  Koenig et al. (2019) make note of 

single dimensional MI scales that demonstrate associations with PTSD symptomology such as 

Ritov and Barnetz (2014)’s four-item moral objection (MO) scale and the Military Compass of 

Shame Scale (M-CoSS).   
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Multidimensional studies and measurements seek to identify numerous characteristics of 

MI in a more comprehensive approach to research. According to Koenig et al. (2019) there are 

two types of multidimensional scales that either assess MI symptomology only or assess both MI 

symptomology and PMIEs together. Those measurements that identify both aspects of research 

focus on events and experiences that may lead to MI etiology, whereas the other genre of 

measurements, which focuses mainly on MI symptomology, provide deeper insight that more 

effectively assist with symptom severity (Koenig et al., 2018). 

Specific scales that assess both PMIES and symptoms include Nash et al. (2013)’s Moral 

Injury Events Scale (MIES) and Currier, Holland, Drescher, and Foy (2015)’s Moral Injury 

Questionnaire – Military Version (MIQ-M).  Those instruments which assess MI symptomology 

only, include Koenig et al. (2018)’s Moral Injury Symptoms Scale – Military Version (MISS-M) 

and Moral Injury Symptoms Scale – Military Version – Short Form (MISS-M-SF), as well as  

Currier et al. (2018)’s Expressions of Moral Injury Scale – Military Version (EMIS-M) (Koenig 

et al., 2019). 

This study will utilize the MISS-M-SF in identifying MI symptomology severity for 

several reasons. To reinforce the motives behind the selection of the MISS-M-SF, a description 

of the original measurement is in order.  The MISS-M, which is also known as the longform 

(LF), was established by Koenig et al. (2018) in an attempt to provide a measure to not only 

identify MI, but to accurately discern the severity of symptomology. Moreover, unlike any other 

MI scale to date, the MISS-M was meant to be a comprehensive, multidimensional measure that 

considered not only the psychological aspects of MI, but the religious and spiritual components 

as well (Koenig et al., 2018). The purpose behind this multidimensional measurement is in line 

with Jinkerson (2016)’s syndrome perspective, along with other researchers, (Drescher et al., 
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2011; Litz et al., 2009) who have established multi-symptom associations with MI. As a result of 

this, the MISS-M, both longform and short form, represents one of the most detailed and 

comprehensive measurements in use to assess MI (Koenig et al., 2019). 

The MISS-M is a 45-item scale that assesses 10 dimensions across psychological and 

spiritual/religious symptoms. Each question is Likert in nature, with a range between 1-10.  The 

measurement assesses eight psychological dimensions that include guilt, shame, betrayal, moral 

concerns, loss of meaning and purpose, difficulty forgetting, loss of trust and self-condemnation. 

The two dimensions of spiritual and religious symptomology include religious struggles and loss 

of faith and hope.  

Each dimensional sub-scale is assessed with multiple questions, which in most cases 

were drawn from existing scales (Koenig et al., 2018).  For example, three questions from the 

MIES (Nash et al, 2013) are utilized to assess betrayal, and questions from the MIQ (Currier et 

al., 2015), and Combat Guilt Scale (CGS; Henning and Frueh, 1997) are used to assess shame. 

The MISS-M-SF assesses the same 10 dimensions; however, only one question per dimension is 

utilized, allowing a briefer 10 item scale, compared to the original 45 items (Koenig et al., 2018; 

Koenig et al., 2019). The 10 questions on the MISS-M-SF were chosen from exploratory factor 

analysis (EFA), where the highest loaded questions in each sub-scale of the MISS-M were 

selected (Koenig et al., 2018).  

The psychometric evaluation of both MISS-M and MISS-M-SF is sound. Both 

measurements demonstrate strong content validity because many of the scale items come from 

pre-existing psychometric measures (Koenig et al., 2019). The MISS-M exhibits strong internal 

reliability with a coefficient of α = .92.  Likewise, a robust test-retest reliability is demonstrated 

with an intraclass correlation coefficient (ICC) score of 0.91 (Koenig et al., 2019). For the MISS-
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M-SF, the internal reliability (α = .73) and test-retest reliability (ICC = .87) fell within acceptable 

ranges (Koenig et al., 2019).  

High correlations between total MISS-M scores and individual subscale scores verified 

construct validity (Koenig et al., 2018).  Additionally, convergent validity was demonstrated 

with strong correlations to PTSD (r = .56), depression (r = .62), and anxiety (r = .59), whereas 

weak correlations with other social and physical health constructs, including religion (r = -.23), 

importance of spirituality (r = -.18) and difficulty with physical functioning (r = .28) indicate 

discriminant validity (Koenig et al., 2018).  Of most importance regarding this study is a strong 

positive correlation between the MISS-M and MISS-M-SF (r = 0.92) (Koenig et al., 2019).  This 

healthy connection between the two measures allows for high confidence that the severity of MI 

will be appropriately measured for this study with an abbreviated version of the MISS-M. 

Like the MISS-M, the short form is designed to assess veterans and active-duty members, 

which is representative of this study’s sample population. Aside from its overall brevity, there is 

little difference between the two measures. The MISS-M-SF is considerably easier to administer 

due to its conciseness; moreover, there is a higher likelihood of participation amongst the subject 

pool for this reason. This is relevant when compared to other multidimensional measures with a 

higher count of scale items, such as the EMIS-M with 17 items (Currier et al., 2018) and the 

MIQ-M with 19 items (Currier et al., 2015).   

Although Nash et al. (2013)’s MIES is the shortest of all MI multidimensional 

measurements to date with only nine scale items, its design does not facilitate identification of 

change in MI symptoms, or degree of symptom severity, which is a primary component of this 

study (Koenig et al., 2019).  Furthermore, even though the MISS-M-SF is an abbreviated 

measure, research has shown that it is not only effective at identifying and gauging symptom 
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severity, it is considered the most comprehensive measure of MI with its ability to assess 

psychological and spiritual characteristics (Koenig et al., 2018). 

Although Koenig et al. (2018) suggest that a score of nine or 10 on any of the scale items 

of the MISS-M-SF probably deserves clinical attention, there is no identifiable threshold for 

impairment of functioning. Nevertheless, identifying the threshold where MI symptoms become 

clinically significant is likely a crucial aspect of the MI paradigm that needs development (D. 

Koenig, personal communication, October 24, 2019). The current copywrite version of the 

MISS-M-SF does not include a scale item that assesses impairment of function; however, with 

the permission of D. Koenig (personal communication, October 24, 2019), this study will 

incorporate a modified version of the MISS-M-SF that does. The data obtained from the study 

regarding this question will go toward the development and validation of the MISS-M-SF with 

the newly included question.  A copy of the revised MISS-M-SF that will be utilized for this 

study is included in Appendix C.    

Locus of Control Instrumentation 

Unlike the construct of MI, LOC is a paradigm with an extensive amount of research that 

spans back to the 1950s (Beretvas, Suizzo, Durham, and Yarnell, 2008). According to Halpert 

and Hill (2011) one of the first devised measures for LOC came out in 1963, with the James 

Internal – External Locus of Control Scale (JIELC). Although this particular scale had a slew of 

discrepancies (Horak & Slobodzian, 1978; Dixon, 1976) it was likely more of a dissertational 

exercise than a hoped-for, bona fide psychometric.  Nevertheless, this measure’s author, William 

James, was student to Julian Rotter, the understood conceptual developer of LOC (Halpert & 

Hill, 2011). 



58 
 

 
 

After the JIELC, Rotter (1966) introduced the Rotter Internal – External Locus of Control 

Scale (RIELC). The scale was developed to assess a person’s tendency to think situations and 

events occurred as a result of one’s own control, or under the control of external influences 

(Rotter, 1966; Halpert & Hill, 2011). The measurement is a 29-item forced choice test, which 

includes six filler items to facilitate overall ambiguity (Wang & Lv, 2017). The scores that 

identify the internal or external location of one’s perceived control are drawn from the questions 

not intended as fillers. Depending on the A or B answer selected by the participant, a one-point 

value is assigned to each of the remaining 23 questions for an external orientation.  A zero-point 

value per question orients toward internality (Wang & Lv, 2017). Thus, the score of the RIELC 

represents the number of external choices made by the test taker (Beretvas et al., 2008).  The 

possible test range for the measurement is 0-23, which allows identification of extremities for 

either location of perceived control.  Based on Rotter (1966), scores that have a value of 12 and 

higher represent ELOC, and scores valued at 11 or less represent ILOC, with scores on either end 

of the 0-23 value range representing extremes.   

The RIELC has consistently demonstrated itself as a reliable testing scale.  It is 

considered the most widely used and cited measurement in assessing LOC (Wang & Lv, 2017), 

and has been utilized in uncountable amounts of studies and populations (Beretvas et al., 2008).  

Rotter (1966) established test-retest reliability of several samples over the course of one to two 

months with scores that varied from .49 to .83.  Recent studies also demonstrate good reliability 

(Ng et al., 2006; Wang & Lv, 2017).  Internal consistency was noted with coefficients ranging 

from .65 to .79 utilizing split-half Spearman-Brown and Kuder-Richardson formulae (Lange & 

Tiggemann, 1981).  Based on Wang (2017), the RIELC shows excellent psychometric properties 

supporting not just reliability, but discriminant validity due to low correlations with multiple 
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variables, including adjustment and social desirability. A copy of the RIELC is attached to 

Appendix D. 

Summary 

Overall, this review of literature lends credence to the notion that there is a considerable 

relationship between these MI and LOC; however, little if any research exists that directly ties 

the two together or emphasizes significance in the relationship.  The results of this review 

suggest that the MI/LOC relationship is perhaps assumed and underappreciated. In regard to 

research, there is very little, if anything that speaks to the term “locus of control” as it relates to 

MI. Yet, specific LOC oriented treatments for MI make LOC implicit.  As seemingly ubiquitous 

as LOC’s influence is on MI, it is interesting that LOC is not a focal point for research and 

development of the MI paradigm. Clearly establishing, and even popularizing the notion that a 

clear bridge exists between MI and LOC will hopefully contribute toward the research 

community and its struggle to establish a universally agreed definition of MI with clear and 

direct approaches to treatment. 

The intent of Chapter Two was to present two individual, psychological paradigms and 

then thoroughly examine them separate from one another in order to validate this study’s 

motives. In so doing, their distinct characteristics were revealed and demonstrated compatibility. 

As was established through literature review, the notion that MI and LOC have no discernible 

relationship was dispelled. Clear references to this relationship are noted in the various LOC 

oriented therapies utilized for MI treatment. However, what became apparent from the review 

was the lack of research that directly associates MI and LOC, especially in regard to potential 

contributions toward the MI etiology.  This is unlike a host of other psychological issues that 

popularize LOC’s direct impact on etiology and treatment. For MI, LOC’s association and 
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relationship is taken for granted, or assumed as part of an individual’s psyche at the time of 

treatment. Chapter Three will continue the objectives of this study by discussing the research 

method utilized for the study. Additionally, the research questions posed in this study will be 

further explained, along with their associated hypotheses. A discussion of this study’s sample 

characteristics, as well as instrumentation and research design will also be included in the 

following chapter. 
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CHAPTER THREE 

STUDY METHODOLOGY 

The basic objectives of this study are to establish and correlate the relationship between 

MI and LOC. To achieve this objective, two aspects of MI will be independently juxtaposed with 

LOC: symptom severity and functional impairment.  The success of this research study will 

depend on a sound and clear methodology that will explain the research steps. First, this study 

will identify a viable sample for research, which will include veterans with a history of combat 

exposure. To the sample, psychometric measures specifically designed for this study will be 

given to identify both aspects of MI noted above and LOC. As the various degrees of MI are 

identified within the specific individual participants, their perceived locations of personal control 

are also noted. Along with other revelations, it is theorized that ILOC and ELOC participants 

will demonstrate a significant relationship with the presence of MI, to the extent that both 

symptom severity and impaired functionality are statistically relevant.  

Several factors will take place through the course of this study to facilitate the objectives. 

First, the research questions will represent a broad interest to the LOC / MI relationship, which is 

a topic that has a relative dearth of research. Moreover, the research questions will convey the 

overall spirit behind the motives for the study. From the research questions, specific hypotheses 

will be presented to delve into the relationship between MI and LOC. With the specific goals of 

research established and represented in the hypotheses, the method by which to achieve the 

results will be explained. The subject pool and sample method will be described along with the 

types of instrumentation specifically utilized for this endeavor. The administration of the 



62 
 

 
 

instruments, along with ethical considerations will also be noted. The data collection and 

subsequent data analysis is presented, which will in turn, lead to the methodological assumptions 

and limitations.  

Research Questions and Hypotheses 

Moving in the tradition presented by Salkind (2012), the genesis of this research begins 

with an idea of interest and then systematically evolves into a research problem, or question, and 

finally into a research hypothesis. In the context of this study, interest began with the etiology of 

MI and its theoretical concepts to effectively build cognitive resilience when exposed to a 

potentially morally injurious event (PMIE). Based on the solid LOC research established over 

the decades, the potential treatment implications and research contribution toward the MI 

construct appeared self-evident.  From the conceptual union between MI and LOC, a potential 

host of questions exist to further the dialogue and informational boundaries of the current MI 

understanding, especially in the realm of treatment and resilience. 

However, for the sake of clarity with this study, research questions were required to not 

only encapsulate the broad interests of the research but focused enough to facilitate a 

demonstrable scenario (Salkind, 2012). At the broadest level, this study’s research questions 

represent themes of a relationship between MI and LOC, including impaired functionality.  

Moreover, the hypotheses from the research questions are designed to incorporate a range of 

other peripheral topics that the study will automatically display. For example, the directional 

hypothesis for Research Question 1 will be demonstrated through the existence, or nonexistence 

of a statistically significant relationship between LOC and MI.  This topic alone, at present, 

appears to be empirically undetermined. Furthermore, Hypothesis 1 will be proven or disproven 
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by demonstrating how ELOC and ILOC individually relate to MI, which are research topics that 

are currently indistinct. 

From these broad questions, hypotheses were derived to allow for a testable, yet non-

experimental research design.  Thus, the research questions for this study, along with their 

corresponding hypotheses are as follows: 

Research Question One  

What if any relationship exists between one’s LOC and MI? 

H1 – There will be a positive correlation between the severity of MI symptomology and 

the degree of one’s location of perceived control. 

H01 – There will be no positive correlation between the level of MI severity and one’s 

location of perceived control. 

Research Question Two 

How will levels of impaired functionality from MI correlate with LOC? 

H2 – Impaired functionality will positively correlate with LOC. 

H02 – Impaired functionality will not positively correlate with LOC. 

Exploratory Research Question Three 

How will levels of MI impaired functionality correlate with MI symptomology? 

H3 – MI impaired functionality will positively correlate with MI symptomology. 

H03 – MI impaired functionality will not positively correlate with MI symptomology. 

Research Design 

Data Analysis 

To address these hypotheses, this study will conduct a nonexperimental, correlational 

research approach to analyze the data. Based on the primary objectives of this study, which is to 
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identify and examine the relationship between MI and LOC, the logic of a correlational study is 

sound. The procedure is designed to determine the strength and direction of an association 

between two interval/ratio level variables (Caldwell, 2013). Unlike descriptive and historical 

research, correlational research illuminates how two or more variables are related to one another 

(Drummond & Jones, 2010). 

The correlational analysis utilized for this study will be the Pearson product moment 

correlation coefficient, or Pearson r.  The Pearson r is the most commonly produced correlation 

coefficient (Sheperis, Young, & Daniels, 2010).  Because the two primary psychometrics will 

produce quantitative data, the Pearson r is ideal (Drummond & Jones, 2010).  For instance, the 

RIELC will produce a score between 0-23 and the MISS-M-SF, a score between 10-100.  Not 

only is the Pearson r an effective tool to identify a relationship, and determine the strength 

between variables, it can also be used to make predictions on theoretical outcomes (Sheperis et 

al., 2010; Salkind, 2012).  

One of the primary goals for this study is to not only add to the research literature on MI, 

but to identify potential characteristics in subjects who demonstrate MI symptomology. Thus, if 

this study can demonstrate a pattern where, hypothetically, ELOC individuals demonstrate 

higher severities of MI symptomology and/or impaired functionality, then a logical expectation 

can be made for future MI diagnoses. This presumption is not only based in the character trait of 

a correlational study (Salkind, 2012), but also in Rotter’s Social Learning Theory, where LOC is 

a primary factor.  Under Rotter’s theory, the likelihood of engaging in a particular behavior can 

be predicted based on expectancy and reinforcement value, which both are factors that contribute 

to LOC (Mearns, 2018).  
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For the first hypothesis, to determine the degree of association between LOC and MI, this 

study will compare the scores from the Rotter Internal – External Locus of Control Scale 

(RIELC) that range from zero to 23 and the scores from the MISS-M-SF, which range from 10 to 

100 (Rotter, 1966; Koenig, Youssef, & Pearce, 2019).  By comparing the range of scores 

between the two instruments, this correlation will reveal associative data between ILOC and 

ELOC and their individual relationships with MI severity.  Thus, based on the correlation for the 

first hypothesis, not only will the nature of a relationship between LOC and MI be shown, such 

as positive, negative or none at all, the inclination that both ELOC and ILOC has with a distinct 

range of MI severity will also be seen. 

The second hypothesis will once again utilize the RIELC and compare those scores with 

the selection range of the functionality question on the MISS-M-SF. The functionality question is 

a five-option Likert question that ranges from “Not at All” to “Extreme.” The degree of 

association between these two scores will demonstrate if there is a relationship between various 

levels of impaired functionality and distinct locations of perceived control. 

The third hypothesis will utilize only the MISS-M-SF to identify the correlation. The 

degree of association will be determined by comparing the total MISS-M-SF score with the 

various levels of function noted in the functionality question (#11). In so doing, this correlation 

will determine what relationship exists between MI severity and MI impaired functionality on 

the MISS-M-SF. Furthermore, from this data, average MISS-M-SF scores can be calculated for 

each of the five levels of impaired functionality. Obtaining the average scores for each level of 

impairment will help contribute toward establishing the threshold score on the MISS-M-SF 

where symptoms become clinically significant and must be addressed (H. Koenig, personal 

communication, October 24, 2019).   
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Subject Pool  

This study’s population of interest is former military personnel who have been exposed to 

combat. Thus, the subject pool for this research will involve military veterans who have been 

deployed to theatres of combat. For the purposes of this study, the formal definition of a veteran 

utilized by the Department of Veteran Affairs (VA) will be utilized, which is an individual who 

has served in the active military, naval, or air service and was discharged or released under 

conditions other than dishonorable (U.S. Department of Veterans Affairs, 2019). Both veteran 

status and combat exposure variables will be identified based on specific qualifiers within the 

demographic questionnaire. 

From this population of combat veterans, this research study will derive its sample pool.  

To achieve a generalizable sample that is reflective to the population as a whole, the study will 

endeavor to acquire as many participants as possible.  The method of sampling will expose a 

significant amount of combat veterans to this study; however, there are no guarantees for 

participation.  Because of this duality between high exposure and uncontrolled participation, it is 

anticipated that this study will garner a minimum of 50 participants.  Optimistically, where a 

high rate of participation occurs, there is potential to acquire hundreds of participants, if not 

more.   

In either scenario, it is anticipated that the study will obtain enough participants within 

the sample to generalize the population.  Based on the Central Limit Theorem, the sampling 

distribution of a variable’s mean will gravitate toward the normal distribution of the population 

as the sample size increases (Caldwell, 2013).  Salkind (2012) states that once n is ≥ 30 

regression toward central occurs, thus there is no need for a power calculation in this study as it 

is expected that this study will surpass this figure.  
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This study will draw subjects primarily through online resources.  The author has access 

to several social media veteran groups, as well as veteran oriented support groups.  Once the 

study is approved, the research study invitation will be posted to the social media groups and 

emailed to specific points of contact for each veteran support group.  In addition to the social 

media resource, the research study invitation will also be disseminated through Mercer 

University’s veteran resources.  Through this channel, the invitation will be emailed to veterans 

who are attending Mercer University at all campuses.     

Sampling Method 

The sampling method utilized for the study will be simple random sampling. Based on 

Salkind (2012), each member of the population has an equal and independent opportunity to be 

selected as part of the sample when simple random sampling is applied. Moreover, the simple 

random sampling process is void of bias, which might prevent an individual from being chosen 

over another, for any reason. The sample pool drawn from the population combat veterans will 

be those who respond to the research study’s invitation. In this regard, every person who 

responds and meets the veteran and combat history qualifications has an equal and independent 

opportunity to participate in research, establishing random sampling (Sheperis, Young, & 

Daniels, 2010). 

Submission to the Institutional Review Board (IRB) 

The IRB at Mercer University is responsible for making final decisions in regard to 

research that involves human subject participation.  The primary purpose of the IRB is to assure 

the protection of rights and welfare to the human participants of the research study (Mercer 

University, 2019).  Prior to implementing research, approval by the IRB must be given.  In 
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regard to this study, once approval for the study is given by the advising committee and Dean of 

the department, a research application will be submitted to the IRB, (Appendix A).   

The application requires the author of this study to not only be qualified to conduct 

research, but also up to date with all appropriate Collaborative IRB Training Initiative (CITI) 

training.  Additionally, the application to the IRB requires a description of all pertinent aspects of 

the research study, which include, but are not limited to the methodology, procedures, sample 

population, design, data collection and overall purpose and relevance of the study.  Once the 

application is submitted to the IRB, it is anticipated that the approval process will be expedited 

as the research study is relatively non-invasive compared to other types of research. 

Data Collection  

 Those veterans who choose to respond and participate in the study, and qualify based on 

their questionnaire, will be utilized for this study. The results from the completed questionnaire 

and psychometric measurements will be collected as the instruments are completed throughout 

the two to four-week interval. Once collected, the data will be duplicated, and stored in multiple, 

secure locations until the duration of the testing timeline has elapsed, i.e. two to four weeks. 

Such secure locations include multiple password protected hard drives and one USB data stick, 

which will be secured off-site of the data analysis location. Once the testing window has expired, 

all instrumentation will be prepared for data analysis and the copied data will be destroyed.  

Results of the data analysis will be securely stored in the same manner as the duplicated data for 

a period of three years after the completion of research.   

Instrumentation  

Research Letter Invitation and Informed Consent. Once approval for this study is given 

by the IRB, communication will be made to specific channels, where veteran contact information 
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will be utilized to request participation for the study. An invitation letter and informed consent 

(Appendix B) will be generated that will briefly explain the overview of the study and impress 

upon the reader the study’s significance as it might relate to them as veterans. Additionally, this 

invitation letter will have the appropriate information necessary for individuals to access and 

participate with required instrumentation, which will be posted on the Mercer University’s 

Survey Monkey website.  

Even though the participants will sign an informed consent at the beginning of the online 

survey at the Survey Monkey website, the research letter includes language of informed consent 

as well.  Participants are informed of their rights to cease work at any time during the survey and 

that their participation is strictly voluntary.  Furthermore, participants are made aware that the 

nature of the research does not ask for, or record any personal, or identifiable information and 

that anonymity and confidentiality are as secured as possible.  Nevertheless, because of the 

uncontrolled risks that exist with internet activity prior to entering the secured online site, there 

are no guarantees.  

The letter will also set expectations for the survey and give the potential study candidate 

the anticipated amount of time it will take for the study’s interaction, ca.15-20 minutes, along 

with the number of questions to expect from all instrumentation, 55. Although research shows 

that about 80% of online participants respond to questionnaires within the first seven days of the 

study invitation (SurveyMonkey, 2010), this study’s instrumentation will be open for at least 

two-weeks, but no more than four. A follow-up/reminder email will be issued through the 

original communication channels after the first week of the original invitation.  

The invitation letter will then be emailed out directly into the former military population 

through multiple channels. One channel will leverage the resources of Mercer University’s 
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veteran population and resources. Another channel will include the presentation of this flyer to 

various social media communities. It is anticipated that the study will be propagated by word of 

mouth as well as email forwarding, allowing further dissemination throughout the veteran 

population. In addition to the invitation letter with informed consent, a demographic 

questionnaire along with two psychometric measurements will be utilized for instrumentation. 

Each psychometric measurement has been selected specifically for its proven ability to identify 

MI and LOC respectively. 

Demographic Questionnaire.  The demographic questionnaire (Appendix C) of 14 items 

was designed to facilitate the primary objectives of this study. This questionnaire does not 

include identifiable information such as name, Social Security number, or date of birth. Aside 

from general demographic information, which includes age, gender, education level and 

ethnicity, other questions were utilized to identify military experience.  These questions include 

branch of service, rank, and current status, e.g. veteran, active duty, reservists. In an attempt to 

identify PMIEs, combat experience is queried along with the number and length of deployments 

completed.  Furthermore, the duration of time between deployments, and time since the most 

recent combat deployment is also included in the questionnaire.  

This study also hopes to identify referenceable data to distinguish specific populations 

within the sample. Multiple questions have been designed to identify special operational groups 

within the military by inquiring of specific unit designations, any combat enhancing school 

completion, as well as Military Occupational Specialty (MOS) or job rating. Moreover, the 

combination of these questions acts as a qualifier for specific groups within the sample. For 

example, a participant may list “Special Forces” or “SEAL” as a group designation; however, 

such designations will coincide with the unique MOS and rating for those groups, along with 
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their unique combat enhancing school.  Although this questionnaire can still be manipulated with 

erroneous data, the continuity between multiple special operational questions acts as a sound 

qualifier.  A copy of the demographic questionnaire has been attached to Appendix B. 

Psychometric Measurements. To capture the MI data, this research study will utilize the 

MISS-M-SF (Appendix D).  The brevity of the MISS-M-SF makes participation of the study 

more attractive to participants. This measurement is concise with only 10 questions, yet its 

effectiveness is comparable to the longform version of the MISS-M, which is considered one of 

the more comprehensive gauges for MI symptomology (Koenig et al., 2018).  

Impairment of MI symptomology is a significant factor to understanding and treating MI. 

For this reason, this study will utilize a modified version of the MISS-M-SF that incorporates an 

additional question to measure impairment. The data achieved from this correlation is meant to 

assist in the development and validation of the impairment question on the MISS-M-SF and is 

thus referenced as an exploratory research question as it is indirect to the specific goal for this 

study. 

To obtain accurate measurements for LOC, this research study will utilize the RIELC 

(Appendix E). Compared to the more concise modified MISS-M-SF with 11 questions, the 

RIELC utilizes 29. Nevertheless, based on the proven track record of efficacy, the RIELC 

represents one of the most successful means to identify one’s perceived location of personal 

control and still does not take an inconvenient amount of time to complete. 

Study Constraints and Validity 

The approach and method of this study is sound; however, no research design is without 

potential flaw, thus a means of evaluation is warranted. A comprehensive review of the research 

method identified constraints on the design that might impact the overall purity of the study 
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results. Noteworthy limitations were identified in which certain variables of the instrument 

application could not be controlled. Furthermore, in an attempt to avoid ambiguity and present 

straightforward and productive research data, the research method had to restrict the amount of 

MI topics to examine. As a result of this delimitation, a general constraint on this study is 

recognized. Although this correlational study is not significantly impacted by internal validity, 

there are threats to the external validity that must be acknowledged. 

Limitations. Potential limitations for this study involve the online nature of the 

instrument application. There are multiple variables related to the online survey interface that 

cannot be controlled and potentially influence the external validity of the research. First, the 

generalizable population may not be represented because some individuals may not have access 

to a computer for multiple reasons.  For example, some geographical areas of the United States 

may be considered too remote for Internet access, disallowing qualified individuals the ability to 

participate in the study. Some qualified subjects may be deficient in computer competency and 

unable to access the online instruments. This could potentially include members of the elderly 

population associated with the Vietnam era. Additionally, because of the online nature of the 

instrument application, there does exist a potential where certain areas of the United States are 

more represented than others, affecting the overall generalizability of the targeted population. 

Another uncontrolled variable that contributes to the limitations of the study is the self-

report nature of the measurements. It is possible that participants may not respond honestly to the 

multiple questions posed in the questionnaire and psychometrics. Furthermore, online surveys 

are vulnerable to fraud.  For example, people may engage surveys to only obtain incentives for 

participation. As a result, their answers may be disingenuous and offer no true data for the study 

(Explorable, 2015).  



73 
 

 
 

Although this is an ethical concern as well, a guarantee of confidentiality and anonymity 

cannot be offered to any participants. The design of research cannot control the environments in 

which subjects participate in the online survey. Because of this, the data submitted by the test 

subjects are not only susceptible to interception, but potential manipulation. 

Delimitations. This study is deliberate in its approach toward the research topic and 

research questions. However, it is humbly acknowledged that the relationship with LOC 

represents a minuscule portion of topics compared to the overall dimension of MI. The motives 

behind this research topic are based on potential resiliency and the positive track record that 

LOC has in this regard.  Moreover, the prominent theme behind most MI research to date 

involves military veterans. For this reason, and to build upon the existent knowledge base of 

research so far, U.S. combat veterans were selected as the sample population of this study. 

 Because of the relative scarcity of research on MI, there is almost a limitless number of 

topics to be introduced, explored or built upon. It is impossible for this study to incorporate a 

host of relatively unknown, or unexplored variables and still remain cogent. No doubt, there are 

more topics and variables involved with this subject matter than this research study can feasibly 

encompass. As such, for the sake of clarity and productivity, the single variable of LOC was 

selected, but only in a capacity that demonstrates a relationship with MI.  

This research design targets U.S. military veterans with a history of combat exposure. It 

is hoped that the results of this research can and will be duplicated in future studies where U.S. 

combat veterans are utilized as the sample population. However, there exists a limit to the overall 

veteran and civilian populations were this study’s results cannot be duplicated or implied. For 

example, veterans without combat exposure, or civilians with a history of fighting, or combat 

exposure are not applicable to the results of the study.  
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Internal Validity. Because of the correlational design of the study, internal validity is low, 

so any potential threats to internal validity are nonexistent. The design approach for this study 

will not make any inferences of causation for MI, nor are there any variables, i.e. independent 

and dependent to be manipulated or experimented upon. Because threats to internal validity 

revolve around experimental, and true experimental procedures, this correlational study is 

safeguarded from those threats. Conversely, because of the lack of variable control and 

manipulation, the external validity, or generalizability for this study is high (Salkind, 2012). In 

that regard, there are issues that potentially threaten the external validity for this study. 

External Validity. It is necessary for this research to take into consideration the potential 

impact that the Hawthorne effect may have. With the Hawthorne effect, participants of the study 

may be aware of the intent behind the research (Salkind, 2012). This research is an exploration 

into MI and for the sake of validity, the research invitation attempts to keep MI and LOC 

unknown to the participants. Nevertheless, it is possible that participants could become aware of 

the motives behind this study and answer questions insincerely. 

Another threat to the external validity for this study resides in the generalizability of the 

study population. Population validity is a valid concern for this study as there is no guarantee 

that participants will truthfully answer the questionnaire. It is possible that some participants 

could dishonestly answer questions and portray themselves as veterans or having combat 

experience.  In that regard, there is a risk that the study’s sample group may not truly represent 

the target population, which is the primary concern for population validity (Creswell, 2014).  

Ethical Considerations and Informed Consent 

The safety and protection of the participants is paramount. Like all combat-oriented 

trauma, MI has the potential to induce overwhelming psychological suffering. In that regard, this 
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study is designed to be as noninvasive and nonthreatening as possible. Unlike a qualitative 

research design were personal interviews may recall disturbing and stress inducing memories, 

this study’s design is relatively detached. Participants are presented with topical and general 

questions on the instrumentations, which minimalizes risk for any in depth memory recall. 

Because of the unique application of the online survey, ethical considerations are 

heightened. In that regard, observance of the code of ethics established by the American 

Association for Public Opinion Research (AAPOR) will be made. This code calls for honesty, 

respect and integrity in dealing with research participants.  The code requires that respondents to 

the online surveys be made aware of the content, sponsorship, and purpose of the survey so that 

they may make an informed decision in regard to participation. Finally, assurances of reasonable 

confidentiality and anonymity should be presented to the research participants (American 

Association for Public Opinion Research, 2015).  

A significant component to facilitate most of the ethical concerns for this research study 

is the informed consent, which will be presented to individuals prior to any participation on their 

part. Within this document, the research subjects are made aware of their rights as they pertain to 

this study. Key points of the informed consent will advise participants that they may cease work 

on the survey at any time, especially if they experience anxiety and that participation is 

completely voluntary. Respondents are informed that their personal information is as anonymous 

and confidential as reasonably possible; however, they are also informed that anonymity and 

confidentiality is not guaranteed as data transfer over the Internet is not secure. To help facilitate 

anonymity and confidentiality, options are made available to disable IP address tracking and 

email address tracking within the Survey Monkey interface (SurveyMonkey, 2019). The 

informed consent explains the basis of this study and provides a hyperlink to the Survey Monkey 
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portal, where participants may consent to the study parameters and engage the psychometrics. 

Mercer University’s IRB is also referenced, along with their contact phone number and email, 

should any participant have additional questions and concerns. 

Significance of the Study and Summary 

Research Significance 

Koenig et al, 2019 states that the reason why PTSD is an established psychological 

diagnosis is because of the extensive amount of research that has taken place on its behalf not 

only to characterize it, but to document the efficacy of psychological and pharmacological 

treatments. This, along with copious amounts of review and consensus agreement among the 

experts in the field separates PTSD from MI as a mainstream, established psychological disorder. 

For MI to become just as bona fide as PTSD in regard to its recognized significance within the 

realm of psychology, the volume of research must increase. This must happen not only to gain 

further insight on an obscure psychological phenomenon, but also to one day reach a universal 

consensus regarding a formal definition. For this reason, one of the primary consequences of this 

research study is to contribute literature and empirical data to the field of MI.  The hoped-for 

results of this research contribution will assist in furthering the level of general understanding of 

MI and lead to collective acknowledgement and notoriety equivalent to PTSD. 

Aside from contributing to the research of MI, impacts on treatment approaches and 

treatment validation are potentially made from this research. Based on the existence of cognitive 

techniques in use for MI therapy, there appears to be an assumption that one’s LOC and MI are 

related.  However, the locations of perceived control and how they affect the symptom severity 

and impaired functionality caused by MI appear understated.  This is relevant as there has been a 

robust amount of research that demonstrates the relationship between LOC and multiple 
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psychological issues (Yu & Fan, 2014; Osterman et al., 1999; McKeever et al., 2006; Onyedire 

et al., 2017).  Moreover, in the majority of cases, the research demonstrates positive therapeutic 

efficacy when perceived control transitions from external to an internal locus (Strickland, 1978; 

Solomon et al., 1988; Gallager et al., 2014; Hill, 2013; Barlow, 2002; Kang et al., 2015).  Thus, 

if a relationship is soundly demonstrated between LOC and MI, then the implications of this 

study could potentially transcend multiple arenas of research.  

Not only could the theoretical assumptions of current treatment approaches be reinforced, 

but the direction of resilience programs for MI could also be enhanced to incorporate cognitive 

restructuring.  Caregivers will have the ability to more accurately predict or diagnose MI when 

and if a pattern associated with LOC is demonstrated. If this study can establish and highlight an 

independent relationship between LOC and MI, similar to the established relationship between 

LOC and PTSD, therapies that address guilt and shame with empowerment will be recognized as 

viable treatment avenues for MI.  

Summary 

In summary of Chapter Three, the approach and design by which this study will 

accomplish its research was established. The chapter was separated into three primary sections, 

with various subsections intermingled throughout, depending on the amount of clarification 

needed. The chapters first primary section established and discussed the three research questions 

and associated hypotheses. In the second primary section, the research design was explained in 

detail through subcategory discussion of data analysis, subject pool, sampling method, data 

collection, instrumentation, study constraints and validity, and ethical considerations for the 

research. The last primary section of the chapter discussed the significance of this research and 

its potential impacts on conceptual development and treatment approaches and validation.
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CHAPTER FOUR 

FINDINGS 

The purpose of this study is to establish any relationship between MI and LOC. 

Specifically, this study looks to identify the relationship of MI and LOC in US military veterans 

who have been exposed to combat.  To achieve this, two aspects of MI were independently 

juxtaposed with LOC: symptom severity and functional impairment.   These aspects were then 

correlated to determine the presence of a relationship and the level of strength in which these 

relationships exist. This chapter will discuss the findings of this study as well as the methodology 

utilized for research. 

The chapter is organized into three primary sections. The first section will discuss the 

research process - what was done and how. In this section, a discussion on the survey, as well as 

its process of dissemination will be made, along with the response rate. The second section will 

discuss the demographic data of the participants. The demographics are delineated between 

personal and military characteristics. The third section will discuss the findings of the research. 

In this section, a breakdown of the three research questions and associated hypotheses will be 

made.  Moreover, the findings for each hypothesis will be presented and discussed.  

Research Process 

To obtain the necessary data, this research study utilized an online questionnaire. The 

questionnaire included three primary sections, demographics, LOC measure, and MI measure. 

For the demographics, 14 questions were derived to garner a general description of the test 

sample. For the LOC measure, the Rotter Internal – External Locus of Control Scale (RIELC) 
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was utilized and for MI, the Moral Injury Symptom Scale – Military Version Short Form (MISS-

M-SF) was used. The three primary sections were then combined and presented as a 55-question 

survey, which included a single question that asked the participant’s permission to begin. For the 

application of the survey, this research study utilized SurveyMonkey. 

To acquire participants, this study generated a research invitation, which included a 

description of the study, informed consent and other pertinent information regarding need for 

further research into combat trauma. The research invitation was deliberate in not describing MI 

or LOC so as not to provide information that might compromise the validity of the data, or 

influence answers from the participants. The research invitation also included a direct hyperlink 

to the Survey Monkey website, where participants were greeted with another informed consent 

and the first question, which asked their permission to proceed with the survey. 

The research invitation was disseminated through various means and organizations. For 

example, veterans throughout all campuses of Mercer University were informed of the research 

survey by way of an email announcement from the veteran’s support department of Mercer 

University. Additionally, announcements were made on LinkedIn and multiple Facebook pages, 

specific to US military veterans. Some of these Facebook pages include Disabled American 

Veterans (DAV), Georgia National Guard, Veterans on Facebook, U.S. Army Vets, Veterans 

Network Group, Mission 22, Task Force Dagger and SOF Health Awareness. Each Facebook 

page required correspondence with the administrators and their permission to post the research 

invitation. The research invitation was also supplied to various individuals directly associated 

with veteran groups in hopes of snowball sampling. From there, the research invitation was 

posted at those sites for veterans to view. 
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Response Rate 

The survey was open to participation for 24 days. Over the course of this time, there was 

a total of 96 participants who initiated the first question. Within the first three days, the research 

had acquired about 49% of its participants. The rate of participation gradually decreased until a 

second request for research participation was made one week later. After the second call for 

participation, the research garnered another 25% of participants. From the second request to the 

closing of the survey, the responses gradually dwindled. 

Out of the 96 total participants, the research study was able to utilize about 48% for 

Research Questions One and Two, n=43 and 53% for Research Question Three, n=51. Because 

Research Question Three did not involve any data involving LOC, it was able to utilize a higher 

rate of participation; there were more completed measures of MISS-M-SF than RIELC. Most of 

the attrition was related to three primary issues identified in the demographics, or in the 

completion of the survey. These three issues include non-exposure to combat, nonparticipation of 

one or both psychometric measures, and partial completion of one or both psychometric 

measures. 

Of the 96 participants, 19 had no history of exposure to combat. 25 participants initiated 

the first question to begin the survey but did not participate with the psychometrics. Nine 

individuals initiated the survey and answered the demographics: however, either on the RIELC 

and/or the MISS-M-SF, left one or more questions blank.  Research Question Three saw the 

same amount of attrition in regard to combat exposure (n =19) and nonparticipation of the 

psychometrics (n =25); however, only one individual partially completed the MISS-M-SF, 

disqualifying his data from the research.  A total of 43 of the original 96 participants were 

accepted for the study.   
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Demographic Data 

The demographic questionnaire utilized 14 questions, 10 of which are statistically broken 

down and presented in this study.  The remaining four questions included two that were not 

statistically congruent. These questions, unit designation and military schools were open-ended 

and provided a range of responses that could not identify a data trend, or accurately be 

categorized into quantifiable designates. The other two questions, veteran status and combat 

exposure, were qualifiers and all participants met these mandated criteria. The remaining 10 

questions were separated between personal and military characteristic information. The personal 

demographic questions included gender, age, ethnicity and education. The military characteristic 

questions included branch of service, rank, number of deployments, length of deployments, 

duration of time since last combat engagement, and duration of time between deployments. The 

demographic statistics for the sample associated with Research Questions One and Two are 

different from those of Research Question Three’s sample. 

Research Question One and Two Demographics 

Personal Demographics. Research Question One asks what if any relationship exists 

between one’s LOC and MI? Research Question Two asks how levels of MI functionality will 

correlate with LOC?  For these questions to be answered, it was imperative that participants fully 

answered both psychometric measures, i.e. RIELC and MISS-M-SF.  Thus, the following 

demographics represent those participants who completed both psychometrics in their entirety 

and met the research study’s qualification of a combat veteran.  

Within the personal demographic questions for Research Questions One and Two, 40 

(93%) participants identified as male, two (5%) identified as female and one (2%) identified as 

other. There were seven age ranges on the questionnaire; however, the two youngest age ranges 
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(<18 and 18 – 25) demonstrated no participants. The youngest age group to participate ranged 

between 26 – 34 years of age, with a total of five (12%). Most participants (68%), ranged in age 

between 35-54 years, with 15 (35%) aged 35 – 44 and 14 (33%) aged 45 – 54.  Five participants 

(12%) identified in age between 55 – 64, and four (9%) identified as 65 years or older. 

Concerning ethnicity, participants had a choice of six categories from which to choose; 

however, only three of the categories were applied. Overall, choices included white/Caucasian, 

black/African American, Hispanic/Latino, Native American, Asian/Pacific Islander, and other. 

Most participants, 40 (93%) identified as white/Caucasian and two (5%) identified as 

black/African American. One participant (2%) identified as other. 

The overwhelming majority of participants (95%) had at least some college education. 

Only two participants (5%) had no education beyond high school. 15 participants (35%) had 

attended some college without a degree, four (9%) had an associate degree, nine (21%) held a 

bachelor’s degree, and 10 (23%) had a master’s degree. Three participants (7%) identified as 

having a doctorate. 

 

Table 1 

Personal Demographics: Research Questions One and Two (N = 43) 

Demographic N Percentage 
 
Sex 

  

Male 40 93% 

Female 2 5% 

Other 1 2% 

Age Range   

26-34 5 12% 

35-44 15 35% 
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Table 1 continued  

45-54 

 

14 

 

33% 

55-64 5 12% 

65+ 4 9% 

Ethnicity   

White/Caucasian 40 93% 

Black/African American 2 5% 

Other 1 2% 

Education   

Highschool 2 5% 

Some College 15 35% 

Associates 4 9% 

Bachelors 9 21% 

Masters 10 23% 

Doctorate 3 7% 

Note. N = number of participants 

 

Military Demographics. The majority of participants, 24 (56%) completed their military 

service in the Army. 10 participants (23%) served in the Navy, six (14%) were Marines and two 

(5%) were in the Air Force. One participant (2%) was in the National Guard. The majority of 

participants, 35 (81%) were enlisted while seven (16%) were commissioned officers. One (2%) 

participant was a warrant officer.  No participants were Coast Guard veterans. 
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Table 2 

Military Demographics (A): Research Questions One and Two (N = 43) 

Demographic N Percentage 
 
Branch of Service 

  

Army 24 56% 

Navy 10 23% 

Air Force 2 5% 

Marines 6 14% 

National Guard 1 2% 

Rank   

Enlisted 35 81% 

Officer 7 16% 

Warrant Officer 1 2% 

 

 

The remaining questions addressed combat deployments.  There was a relatively equal 

number of deployments spread throughout the participants. Those who had made a single 

deployment to a combat zone, was equal to those who made two with 10 (23%) each. Nine 

participants (21%) had completed three deployments to combat zones, whereas those who had 

completed four deployments, six (14%) made up the lowest demographic group for this question.  

Eight participants (19%) had completed five or more deployments to a combat zone. 

Most participants, 17 (40%) experienced a deployment length between six and nine 

months. 14 participants (33%) experienced an average deployment that lasted 10 to 12 months 

and five participants (12%) experienced longer deployments of 13 to 17 months. Seven 

participants (16%) experienced deployments that were less than six months. Participants were 
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also queried about the duration of time between deployments, where participants experienced 

noncombat environments and were located stateside, i.e. home.  

Most of the participants, 16 (37%) experienced a duration of time between deployments 

that lasted six to 11 months. Four participants (9%) experienced a time span between 

deployments of less than six months. The same number of participants, four (9%), experienced a 

duration of 12 to 18 months between deployments. Seven participants (16%) experienced 19 and 

24 months between deployments, and two participants (5%) experienced a span of 24 or more 

months between deployments. This question was not applicable to 10 participants (24%) as they 

completed only one deployment.   

The final question discussed the duration of time since the participant’s last combat 

deployment. The majority of participants, 65%, had not been deployed to a combat zone for at 

least five years. Of this, 10 participants (23%) last deployed to a combat zone five to nine years 

and 11 months ago and 18 participants (42%) last deployed 10 to 20 years ago. Nine participants 

(21%) completed their last combat tour 20+ years ago and one participant (2%) completed their 

last combat tour six to 11 months prior to the date they participated in the survey. Of all the 

participants, none had experienced a combat deployment less than six months prior to the date of 

the survey. 
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Table 3 

Military Demographics (B): Research Questions One and Two (N = 43) 

Demographic N Percentage 

Number of Deployments   

1 10 23% 

2 10 23% 

3  9 21% 

4 6 14% 

5  8 19% 

Deployments Duration   

<6 months 7 16% 

6 – 9 months 17 40% 

10 – 12 months 14 33% 

13 – 17 months 5 12% 

Time Between Deployments   

<6 months 4 9% 

6 – 11 months 16 37% 

12 – 18 months 4 9% 

19 – 24 months 7 16% 

24+ months 2 5% 

NA / only one deployment 10 24% 

Last Combat Deployment   

6 – 11 months 1 2% 

1 year – 4 year 11 months 5 12% 

5 years – 9 years 11 months 10 23% 

10 years – 20 years 18 42% 

20+ years 9 21% 
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Research Question Three Demographics 

Personal Demographics. Research Question Three is exploratory as it is specific to the 

MISS-M-SF psychometric only and contributes to the validation of functional impairment 

assessment noted in Question 11. This question asks how levels of MI impaired functionality and 

MI symptomology will correlate. Because of the nature of the question, data from the LOC 

psychometric, i.e. RIELC has no impact on the findings for this question, regardless if the 

psychometric was completed or not. The following demographic data represents those 

participants who not only met the qualifications of a combat veteran, but fully completed the 

MISS-M-SF (N= 51), which was more than those who completed the RIELC. 

Out of all the participants, 48 (94%) were men, two (4%) were women and one 

participant (2%) identified as other. Most participants, 18 (35%) ranged in age between 35 to 44 

years, with the second highest number of participants, 14 (27%) at 45 to 54 years of age. Eight 

participants (16%) were between 55 and 64 years of age and four participants (8%) were 65 

years or older. Out of the youngest demographic participating in the research, 26 to 34 years of 

age, seven participants (14%) identified. 

Caucasians represented the majority of participants with 46 (90%). There were three 

participants (6%) that identified as black/African American, one (2%) as Native American and 

one participant (2%) who identified as other. In regard to education, the majority, 17 (33%) 

identified as having some college education, and the second most number, 12 (24%) identified as 

having a bachelor’s degree. 11 participants (22%) had a master’s degree and three (6%) a 

doctorate. There were five participants (10%) identified as having an associate degree, and three 

participants (6%) had only a high school education. 
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Table 4 

Personal Demographics: Research Question Three (N = 51) 

Demographic N Percentage 
 
Sex 

  

Male 48 94% 

Female 2 4% 

Other 1 2% 

Age Range   

26-34 7 14% 

35-44 18 35% 

45-54 14 27% 

55-64 8 16% 

65+ 4 8% 

Ethnicity   

White/Caucasian 46 90% 

Black/African American 3 6% 

Native American 1 2% 

Other 1 2% 

Education   

Highschool 3 6% 

Some College 17 33% 

Associates 5 10% 

Bachelors 12 24% 

Masters 11 22% 

Doctorate 3 6% 
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Military Demographics. Army personnel made up the majority of participants with 27 

(53%). Both Navy and Marine Corps had equal representation with 10 (20%) each. The Air 

Force and National Guard were also equally represented with two (4%) for each. Out of all of the 

participants, 41 (80%) identified as enlisted and eight (16%) identified as commissioned officers. 

There were two (4%) who identified as warrant officers.  No participants were Coast Guard 

veterans. 

 

Table 5 

Military Demographics (B): Research Question Three (N = 51) 

Demographic N Percentage 
 
Branch of Service 

  

Army 27 53% 

Navy 10 20% 

Air Force 2 4% 

Marines 10 20% 

National Guard 2 4% 

Rank   

Enlisted 41 80% 

Officer 8 16% 

Warrant Officer 2 4% 

 

 

Those participants who had completed one combat deployment shared the same n as 

those who completed three combat deployments, both with 12 (24%) each. There were 10 

participants (20%) who completed two combat deployments and eight (16%) who had completed 

four. Nine participants (18%) had completed five or more combat deployments. Most 
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participants 20 (39%) experienced an average length of combat deployment that ranged between 

six to nine months, followed closely with a 10 to 12-month duration of combat deployment 

experienced by 19 participants (37%). Five participants (10%) experienced combat deployments 

that averaged between 13 to 17 months, and seven participants (14%) experienced deployments 

that lasted less than six months. 

Most participants, 17 (33%) experienced a 6 to 11-month duration between combat 

deployments. There were seven participants (14%) who experienced a 12 to 18-month duration 

between combat deployments, which matched the number of those who experienced a 19 to 24-

month duration between deployments. Those who experienced less than six months between 

combat deployments and those who experienced two years or more between deployments were 

similar, each with four participants (8%). A noticeable proportion, 12 (24%) experienced only 

one deployment. 

Most participants, 21 (41%) experienced their last combat tour 10 to 20 years ago. Those 

whose last combat tour was five to nine years and 11 months ago, 12 (24%) were followed by 

those whose last combat tour was 20+ years ago, with 10 participants (20%). Six participants 

(12%) experienced their last combat tour one to four years and 11 months ago, and one 

participant (2%), six to 11 months ago. There was one participant whose last combat tour was 

less than six months prior to the completion of the survey. 
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Table 6 

Military Demographics (B): Research Questions Three (N = 51) 

Demographic N Percentage 

Number of Deployments   

1 12 24% 

2 10 20% 

3  12 24% 

4 8 16% 

5  9 18% 

Deployments Duration   

<6 months 7 14% 

6 – 9 months 20 39% 

10 – 12 months 19 37% 

13 – 17 months 5 10% 

Time Between Deployments   

<6 months 4 8% 

6 – 11 months 17 33% 

12 – 18 months 7 14% 

19 – 24 months 7 14% 

24+ months 4 8% 

NA / only one deployment 12 24% 

Last Combat Deployment   

<6 months 1 2% 

6 – 11 months 1 2% 

1 year – 4 years 11 months 6 12% 

5 years – 9 years 11 months 12 24% 

10 years – 20 years 21 41% 

20+ years 10 20% 
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Findings and Descriptive Statistics 

This research study utilized a correlational approach to identify the relationship between 

LOC and MI and to determine the strength of this relationship. Utilizing two psychometrics to 

measure and identify LOC (RIELC) and MI (MISS-M-SF), participant scores were correlated to 

answer Research Question One. For Research Question Two, the correlation was administered 

between the overall test score of the RIELC and the functionality score of the MISS-M-SF.  

Research Question Three did not utilize the RIELC, but only the MISS-M-SF to determine the 

relationship between overall test scores and impaired functionality as expressed in the, yet 

validated, Question 11.  In Research Question Three the x̄ of each level of functional impairment 

was calculated to identify possible threshold scores of each level.  

It is noteworthy that the levels of impairment on the MISS-M-SF, are referred to 

numerically.  Although there is no numeric value assigned to the levels of impairment on the 

MISS-M-SF psychometric, in the interest of research, numeric values one through five were 

respectively assigned to the descriptions of impairment noted in Question 11. Those participants 

who chose “Not at All” for Question 11 were assigned a numeric value of one. Those who chose 

“Mild” were assigned a numeric value of two, “Moderate” a numeric value of three, “Very 

Much” a value of four and “Extreme” choices were assigned a numeric value of five.  The 

following narrative discusses the sample statistics and findings for each research question, 

beginning with Research Questions One and Two and the finally with Research Question Three.  

Research Questions One and Two 

Sample Statistics. To summarize the sample demographics of Research Question One and 

Two, the participants were predominately men (93%), Caucasian (93%) and ranged in age 

between 35 and 54 years (78%). Most of the participants (81%) served in the military as enlisted 
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with multiple combat deployments (77%). The majority of the combat deployments experienced 

by the participants lasted between six to 12 months (73%) with an average of six to 24 months 

(61%) between combat deployments. The majority of participants (65%) last experienced combat 

between five to 20 years ago. 

For the sample population (N= 43), the RIELC, which has a score range between zero 

and 23, produced a mean (x̄) score of 8.84.  This suggests that the average participant 

demonstrated an ILOC, as a score of 12 or higher denotes ELOC (Rotter, 1966). The scores on 

the RIELC ranged from three to 21 with a median score of eight and a mode of seven.  

The MISS-M-SF score, x̄ = 47.98, falls in the middle of the scoring range 10 – 100 and 

suggests a moderate degree of MI symptomology on average for the sample.  The scores on the 

MISS-M-SF ranged from 12 – 78, with a median score of 50 and a mode of 39. For functionality 

(Question 11), there was a x̄ of 2.56 with a range of one through five. Both median and mode 

were two. Overall, the functionality findings for this sample population fall between mild and 

moderate, which is where impairment characteristics from MI begin (Koenig et al., 2018). 

 

Table 7 

Sample Stats: Research Question One and Two (N = 43) 

Measure x̄ Range Mode Median 
     

RIELC 8.84 3 – 21 7 8 

MISS-M-SF 47.98 12 – 78 39 50 

Note. x̄ = mean score of psychometric. 

 

The general score that is rendered on the MISS-M-SF is a good indicator for the presence 

of MI and PTSD; however, any question that scores a nine or 10 is worthy of clinical attention 
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(Koenig et al., 2018).  To identify which questions on the MISS-M-SF, i.e. symptom subscales, 

that demonstrated the highest scores, measures of central tendency for each question were 

identified.  Loss of trust, Question Five, demonstrated the highest x̄ with a score of 6.72. The 

lowest x̄ scores were identified in questions six and nine, both with identical scores, x̄ =3.139535.  

These questions denote loss of meaning and religious struggles respectively.  The highest mode 

score, 10, was identified in Question 10, which is loss of religious faith. Overall, 11 participants 

(26%) scored a 10 on this particular question, and 13 participants overall (30%) scored either 

nine or 10 for this subscale. The lowest mode score, one, was identified in questions three, four, 

six, eight and nine. These questions represent MI subscales of shame, moral concerns, loss of 

meaning, self-condemnation and religious struggle. The highest median scores, seven, were 

noted in questions two and five, which represent MI subscales of guilt and loss of trust. The 

lowest median score of one was identified in Question Nine (religious struggle). 

 

Table 8 

MISS-M-SF Sample Stats: Research Question One & Two (N = 43) 

Question/Subscale   x̄    Range    Mode        Median 
     

1: Betrayal 5.86 1 – 10 5 6 

2: Guilt 6.07 1 – 10 8 7 

3: Shame 4.44 1 – 10 1 5 

4: Moral Concerns 3.79 1 – 9 1 5 

5: Loss of Trust 6.72 1 – 10 8 7 

6: Loss of Meaning 3.14 1 – 9 1 3 

7: Difficulty Forgiving 5.49 1 – 10 3 6 

8: Self-Condemnation 3.56 1 – 10 1 2 

9: Religious Struggles 3.14 1 – 10 1 1 
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Table 8 continued 

10: Loss of Religious Faith 

 

5.77 

 

1 – 10 

 

10 

 

6 

11: Functionality 2.56 1 – 5  2 2 

 

 

Research Question One and Hypotheses  

What if any relationship exists between one’s LOC and MI? 

H1 – There will be a positive correlation between the severity of MI symptomology and 

the degree of one’s location of perceived control. 

H01 – There will be no positive correlation between the level of MI severity and one’s 

location of perceived control. 

Findings. The relationship between LOC (as measured by the RIELC) and MI (as 

measured by the MISS-M-SF) was investigated using the Pearson product-moment correlation 

coefficient. There was a moderate, positive correlation between the two variables (r =.41/ n = 43) 

at the .05 level of significance. This demonstrates that high levels of MI symptomology are 

associated with high levels of ELOC.  Thus, this research rejects the null hypothesis at the .05 

level of significance. 
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Figure 1. Correlation between MISS-M-SF and RIELC scores (r = .41 / n = 43). 

 

Research Question Two and Hypotheses  

How will levels of impaired functionality from MI correlate with LOC? 

H2 – Impaired functionality will positively correlate with LOC. 

H02 – Impaired functionality will not positively correlate with LOC. 

Findings. The relationship between LOC (as measured by the RIELC) and MI impaired 

functionality (as measured by the MISS-M-SF) was investigated using the Pearson product-

moment correlation coefficient. There was a small, positive correlation between the two 

variables (r = .23 / n = 43), with levels of MI impaired functionality weakly associated with 

levels of LOC.  However, upon testing the significance of r = .23 at the .05 level with 41 degrees 

of freedom, the critical value is not met (Caldwell, 2013).  Thus, this research fails to reject the 

null hypothesis at the .05 level of significance. 
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Figure 2. Correlation between MISS-M-SF functionality and RIELC scores (r=.23). 

 

Research Question Three 

Sample Statistics. Overall, the sample statistics between Research Question Three and the 

previous research questions are not that different, except for the difference in n.  Similar to 

Research Questions One and Two, the participants were predominantly men (94%), Caucasian 

(90%) and ranged in age between 35 and 54 years (62%). 80% of participants were enlisted and 

78% had experienced multiple combat deployments. Combat deployments for the majority of 

participants (76%) ranged between six to 12 months, and the majority (33%) experienced an 

average of six to 11 months between combat deployments. Similar to the previous research 

questions, 61% last experienced combat between five to 20 years ago. 

For the sample population of Research Question Three (N= 51), the MISS-M-SF score, x̄ 

= 46.25, also falls in the middle of the scoring range 10 – 100, like the sample population of the 
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previous research questions. Likewise, this suggests a moderate degree of MI symptomology on 

average for the sample.  The scores on the MISS-M-SF ranged from 12 – 78 (as did the previous 

sample’s range), with a median score of 46 and a mode of 39. This mode was the same as the 

previous samples as well. The functionality question for this sample was in line with the previous 

sample at x̄ = 2.51 and ranged one through five. Both median and mode were also two, as in the 

previous sample of the Research Questions One and Two.  

 

Table 9 

Sample Stats: Research Question Three (N = 51) 

Measure x̄ Range Mode Median 
     

MISS-M-SF 46.25  12 – 78 39 46 

Functionality 2.51 1 – 5 2 2 

 

An analysis of each question on the MISS-M-SF, i.e. symptom subscales was also 

completed on this sample, where measures of central tendency were identified.  These scores 

were similar to those of the previous sample, as expected. Again, loss of trust, Question Five, 

demonstrated the highest x̄ with a score of 6.54. The lowest x̄ score was identified in Question 

Nine, (x̄ = 3.06) under the religious struggle subscale.  The highest mode score was identical to 

the previous sample with a score of 10 for Question 10, the loss of religious faith subscale. The 

lowest mode score, 1, was spread out through most questions, i.e. two, three, four, six, eight and 

nine. These questions represent MI subscales of guilt, shame, moral concerns, loss of meaning, 

self-condemnation and religious struggles. The highest median score, seven, was again noted in 

Question Five, the subscale loss of trust. The lowest median score of one was identified in 
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Question Nine (religious struggle). Altogether, Question Nine demonstrates the least amount of 

MI symptomology in comparison to this sample and the MISS-M-SF. 

 

Table 10 

MISS-M-SF Sample Stats: Research Question Three (N = 51) 

Question/Subscale   x̄    Range    Mode        Median 
     

1: Betrayal 6 1 – 10 8 6 

2: Guilt 5.69 1 – 10 1 6 

3: Shame 4.24 1 – 10 1 5 

4: Moral Concerns 3.45 1 – 9 1 2 

5: Loss of Trust 6.55 1 – 10 8 7 

6: Loss of Meaning 3.08 1 – 9 1 3 

7: Difficulty Forgiving 5.06 1 – 10 3 6 

8: Self-Condemnation 3.29 1 – 10 1 2 

9: Religious Struggles 3.06 1 – 10 1 1 

10: Loss of Religious Faith 5.84 1 – 10 10 6 

 

Exploratory Research Question Three and Hypotheses  

How will levels of MI impaired functionality correlate with MI symptomology? 

H3 – MI impaired functionality will positively correlate with MI symptomology. 

H03 – MI impaired functionality will not positively correlate with MI symptomology.  

To approach this research question and its hypotheses, the study analyzed both samples 

(n = 51 / n = 43), which represents those who fully completed the RIELC and those who did not. 

In both samples, the MISS-M-SF was completed in its entirety and the completion of the RIELC 

for this research question is not germane.  As this research question attempts to further develop 

the validity of Question 11 on the MISS-M-SF, the x̄ of each level of functional impairment was 
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identified, providing the threshold scores for each. Both samples were again utilized for this 

process. 

Findings. The relationship between MI impaired functionality and MI symptomology 

(both, as measured by the MISS-M-SF) was investigated using the Pearson product moment 

correlation coefficient.  There is a moderate, positive correlation between the two variables (r = 

.44 / n = 51) at the .05 level of significance.  These findings demonstrate a large association 

between high levels of MI impaired functionality and MI symptomology. Thus, this research 

rejects the null hypothesis at the .05 level of significance. See Figure 3 below.  

 

 

Figure 3. Score correlation between MISS-M-SF and MI Functionality (r = .44 / n = 51). 

 

The relationship between MI impaired functionality and MI symptomology (both, as 

measured by the MISS-M-SF) in the first sample (n = 43) was investigated using the Pearson 

product moment correlation coefficient. Findings demonstrate a moderate to strong, positive 
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correlation between the two variables (r = .52) at the .05 level of significance. Thus, a large 

correlation between high levels of MI symptomology and high levels of MI impaired 

functionality exists.  In that regard, the null hypothesis is again rejected at the .05 level of 

significance.  See figure 4 below.  

 

 

Figure 4. Score correlation between MISS-M-SF and MI Functionality (r = .52 / n = 43). 

 

To contribute further to the development of Question 11, an analysis of both samples (n = 

43 / n = 51) was conducted to identify measures of central tendency at each level of impairment 

(one through five).  As a result, the x̄ for each level of impairment was calculated to identify the 

scoring threshold for each.  Based on Blake, Weathers, and Nagy (2000), a rating of moderate or 

higher is indicative of significant impairment (Koenig et al., 2018).  Therefore, this analysis of 
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Question 11’s levels of impairment provides x̄ scoring values to suggest the threshold where 

moderate impairment begins.  

It should be noted however, that although the values of n for both samples are significant 

enough to demonstrate a regression toward central tendency in regard to the research question 

and hypotheses, the individual n values for each level of impairment within both samples do not.  

To obtain regression toward central tendency of the population, n ≥ 30 needs to be present 

(Salkind, 2012).  The n value for the individual levels of impairment (one through five) divide 

out the total n value (n = 43 / n = 51) of each sample, depleting the critical value below n = 30.  

Thus, the following analysis only suggests what the significant values may be at each level of 

functional impairment and does not express them as statistically significant.   

For Research Question Three’s study sample (n = 51), impairment level 1, i.e. “Not at 

All” (n = 11) demonstrated MISS-M-SF scores that ranged between 21 – 70, with a mode of 21 

and a median score of 37. The overall mean score on the MISS-M-SF for this impairment level 

group was x̄ = 38.73.  Impairment level Two, i.e. “Mild” (n = 16) demonstrated MISS-M-SF 

scores between 12 – 57, a mode of 33 and a median score of 40. The mean MISS-M-SF score 

was x̄ = 40.13.  Impairment level Three, i.e. “Moderate” (n = 14) ranged in MISS-M-SF scores 

between 36 – 75.  A mode of 39 was demonstrated along with a median score of 52. The overall 

MISS-M-SF mean was x̄ = 52.86.  

Impairment level Four, i.e. “Very Much” (n = 7) demonstrated MISS-M-SF scores 

ranging between 16 – 78, with a mode and median score of 64 each. The MISS-M-SF mean 

score was x̄ = 55.29. Impairment level Five, i.e. “Extreme” (n = 3) demonstrated MISS-M-SF 

scores that ranged between 52 – 58, no mode was present as there were three separate scores. 
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The median score for this group was 54 and the overall mean score on the MISS-M-SF for this 

impairment level group was x̄ = 54.67. 

 

Table 11 

Levels of Impairment Statistics: Research Question Three (N = 51)  

Level of Impairment n   x̄    Range    Mode        Median 
      

1: Not at All 11 38.73 21 – 70 21 37 

2: Mild 16 40.13 12 – 57 33 40 

3: Moderate 14 52.86 36 – 75 39 52 

4: Very Much 7 55.29 16 – 78 64 64 

5: Extreme 3 54.67 52 – 58 N/A 54 

 

 

For Research Questions’ One and Two study sample (n = 43), the findings were similar.  

Impairment level 1, i.e. “Not at All” (n = 8) demonstrated MISS-M-SF scores ranging between 

21 – 70.  There was no mode value, but there was a median score of 36. The overall mean score 

on the MISS-M-SF at the impairment level 1 group was x̄ = 40.88.  Impairment level Two, i.e. 

“Mild” (n = 14) had MISS-M-SF scores between 12 – 57, a mode of 33 and a median score of 

39. The mean MISS-M-SF score was x̄ = 38.57.  Impairment level Three, i.e. “Moderate” (n = 

13) had a range of 39 – 75, a mode of 39 and a median score of 53. The overall MISS-M-SF 

mean was x̄ = 54.15.  

Impairment level Four, i.e. “Very Much” (n = 5) had MISS-M-SF scores that ranged 54 – 

78, and like the first sample, exhibited the same mode and median score of 64. The mean score 
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on the MISS-M-SF was x̄ = 65.6. Impairment level Five, i.e. “Extreme” (n = 3) were identical to 

the sample for Research Questions One and Two. 

 

Table 12 

Levels of Impairment Statistics: Research Question Three (N = 43)  

Level of Impairment n   x̄    Range    Mode        Median 
      

1: Not at All 8 40.86 21 – 70 N/A 36 

2: Mild 14 38.57 12 – 57 33 39 

3: Moderate 13 54.15 39 – 75 39 53 

4: Very Much 5 65.6 54 – 78 64 64 

5: Extreme 3 54.67 52 – 58 N/A 54 

 

 

Chapter Summary 

Chapter Four explained the results and findings from the research questions and 

hypotheses posed in this study. The first research question asked if there was a relationship 

between LOC and MI. The null hypothesis for this question was rejected, as findings 

demonstrated a moderate, positive correlation between these two variables (r =.41 / n = 43). The 

second research question asked if there was a relationship between MI impaired functionality 

and LOC. In this case, the null hypothesis was not rejected. Although findings for Research 

Question Two identified a weak correlation (r = .23 / n = 43), the critical value at the .05 level of 

significance was not met.   

The third research question, which was exploratory and intended to assist with the 

validation of Question 11 of the MISS-M-SF, asked if there was a relationship between MI 
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impaired functionality and MI symptom severity. For this research question, the null hypothesis 

was rejected. A moderate to strong, positive correlation was demonstrated in both samples 

respectively (r = .44 / n =51 & r =.52 / n = 43).   

In addition to the findings discussed from Research Question Three, additional data was 

collected to help identify the typical score for impairment thresholds, especially moderate 

functional impairment.  Unfortunately, analyzing each threshold level lowered the already 

nominal n for each sample (n =51 & n = 43) to a value that fell out of statistical significance. 

Nevertheless, these data do suggest that on average, moderate impaired functionality begins at or 

around moderate MI symptom severity. 

Chapter Five will continue the discussion of the findings identified in Chapter Four; 

however, the discussion will take on a more in-depth tone. The following chapter is separated 

into four topics: Summary, Conclusions, Discussion and Recommendations. A comprehensive 

summary is provided that encompasses the research study as a whole. Direct conclusions drawn 

from the research findings are presented. These conclusions represent what was proven by the 

findings. Within the Discussion topic, the conclusions are further interpreted and explored, along 

with implications associated with each research question. Recommendations are separated into 

two groups, those identified as a result of the study, and those that are beneficial for future study. 

Within the Recommendations, limitations and delimitations are discussed. 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS, DISCUSSION AND RECOMMENDATIONS 

This final chapter provides a summation of the previous discussions on the relationship 

between MI and LOC. Beginning with the summary, this chapter will recap the purpose for this 

research and overview the relevant discussions from the literature review as they relate to the 

study. Within the summary, the methodology and research procedures utilized to obtain data will 

be reviewed.  The relevant findings of research will be discussed as they relate to the study’s 

research questions and hypotheses.  

After the summary, conclusions will be presented as they relate to the findings. This 

section will provide answers to the research questions and hypotheses in a broader and more 

encompassing manner compared to the statement of findings. After explaining the conclusions 

from this research, the results will be discussed. Ideas and potential implications will be explored 

in general, and as they relate to the research questions. Finally, this chapter will conclude with 

recommendations that emerged based on the results from this research study. Recommendations 

for treatment and practitioners, along with recommendations for further research will be 

discussed. 

Summary 

The general purpose behind this research study is to contribute to the empirical data that 

currently exists on MI. This research study suggests there is a relative lack of clarity, or even 

knowledge of what MI is. Discovering new information and providing more research will help 

move the interest of this emerging paradigm forward regarding its development and recognition. 



107 
 

 
 

In so doing, it is hoped that one day MI will obtain the level of understanding shared with PTSD 

and acquire a universally accepted clinical definition, which currently does not exist (McCarthy, 

2016; Hodgson & Carey, 2017). 

There are additional, more acute rationales behind this research study as well. This 

research has shown that LOC is currently not a significant factor in regard to MI research. This 

issue is confounding, as LOC plays a significant role in general psychology and mental well-

being (Hill, 2013).  A robust amount of research demonstrates the significance of personal 

control regarding mental health, specifically the benefits of having an ILOC (Elfstrom & 

Kreuter, 2006; Gallager et al. 2014; Duffy et al., 2015; Friedman, 2015). However, in the realm 

of MI research, the interest in personal, internal control is scant and the influence of LOC on MI 

seems assumed.  The significance of the LOC variable in regard to MI is not apparent.   

Another important reason for this research is to demonstrate a clinical relationship 

between MI and LOC. Based on the literature review to date, no other studies have coalesced 

these two constructs in a way that emphasizes the significance of LOC as it relates to MI 

symptomology or etiology. This is all the more intriguing as the literature review clearly 

demonstrates how MI and LOC are congruent with one another when seen through the research 

and treatments associated with PTSD (Norris et al, 2002; McKeever et al, 2006; Zhang et al, 

2014; Duffy, 2015).  This second-hand connection with PTSD has relevant implications toward 

the MI / LOC relationship regarding etiology, symptomology, and treatment. 

To create a study that might address the findings from the literature review, three 

research questions and associated hypotheses were developed. First, the question was posed if 

there was any relationship between LOC and MI, and if so, how significant is the relationship? 

The hypothesis for this research question stated that there would be a positive correlation 
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between these two variables, and the null stated that there would not. The second research 

question asked if a relationship between LOC and MI functional impairment existed. The 

accompanying hypothesis stated that there would be a positive correlation between these two 

variables, and the null statement that there would not. The third research question was 

exploratory in nature and created to assist in the validation of Question 11 on the MISS-M-SF.  

This question asked if MI symptomology and MI functional impairment were related. As with 

the first two research questions, the hypothesis stated that a positive correlation would exist 

between the variables, and the null stated that there would not.  

To go about answering these questions, a correlational analysis was selected as the 

primary means of research, and a study population was chosen that deals with the harsh realities 

of combat trauma on a regular basis: US military combat veterans. An online survey was utilized 

as the vehicle of delivery for the test measures, which included a demographic questionnaire and 

two psychometrics to identify and measure LOC and MI. The LOC measure chosen for this 

research study was the Rotter Internal External Locus of Control measure (RIELC), and for MI, 

the Moral Injury Symptoms Scale – Military Version – Short Form (MISS-M-SF).  

As the research moved forward, participation among the sample population diversified. 

Measurements imperative to Research Questions One and Two were left incomplete by some 

participants, delineating specific research questions and respective samples. As a result, two 

distinct samples emerged for study: Research Questions One and Two (n = 43), and Research 

Question Three (n = 51).  

The findings from this research yielded statistically significant data in two out of the 

three research questions. In the first research question, the null hypothesis was rejected.  The 

findings identified a moderate, positive correlation between MI and LOC (r =.41/ n = 43) with 
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statistical significance at the .05 level. The findings for the second research question found no 

significant relationship between MI impaired functionality and LOC (r = .23 / n = 43) at the .05 

level of significance, and as a result, the null hypothesis was not rejected. Findings for the third 

research question identified a moderate, positive correlation (r = .44) for the first sample (n = 

51), and a strong positive correlation (r = .52) for the second sample (n = 43).  For both, the null 

hypotheses were rejected at the .05 level of significance. 

Conclusions 

This study yielded multiple findings related to the research questions and hypotheses.  

First, it was determined that there is a moderate relationship between MI and LOC. From this 

finding, the following conclusions are drawn.  One, LOC does play a relevant role in MI 

symptomology and etiology.  Two, LOC therapies have a significant impact on MI treatment, 

and three, as one’s level of perceived control transitions from external to internal, the severity of 

MI symptoms transition from higher to lower levels. 

The findings from the second and third research questions speak to the relevance of 

functional impairment.  Findings from Research Question Two demonstrate no significant 

relationship between MI impaired function and LOC.  Therefore, it can be concluded that LOC 

does not have the same impact on performance as it does on emotion.  Furthermore, these 

findings demonstrate that MI impaired function and MI symptom severity are separate variables, 

unique to one another. This conclusion is based on the understanding that LOC does have an 

impact on MI severity, unlike MI impaired function. It can be further concluded that MI 

impaired function does not hold the same unique variables susceptible to LOC influence as MI 

symptomology.  
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From the third research question, findings demonstrate a moderate to strong relationship 

between MI symptom severity and MI impaired function.  Thus, it can be assumed that although 

MI symptom severity and MI impaired function are separate and unique variables to one another, 

they do have a relationship. Furthermore, this relationship suggests that as treatment efficacy 

increases, the level of impaired function will decrease.  A third conclusion demonstrated from 

these findings suggests clinical attention may be warranted where upper levels of impairment are 

identified, i.e. “extreme.”  This is based on Koenig et al. (2018) perspective that a rating of nine 

or 10 on any of the original MISS-M-SF questions is likely worthy of clinical attention. Further 

research into the uniqueness of MI impaired function will be necessary. 

The study also found that combat veterans, on average, demonstrate an ILOC.  77% (n = 

33) of participants in the n = 43 research study scored ≤11, which is the range on the RIELC of 

internal control (Rotter, 1966). From this, it can be concluded that the majority of combat 

veterans will have positive efficacy in LOC treatments for MI, e.g. modified CBT, as those with 

an ILOC are likely to employ the use of coping strategies and proactive behavior (Elfstrom & 

Kreuter, 2006; Solomon et al., 1988).  Another conclusion from this finding is that the presence 

of an ILOC does not ensure the absence of MI.  Although the majority of participants (n = 33) of 

the n = 43 sample demonstrated an ILOC, this group still demonstrated moderate MI symptom 

severity (x̄ = 45.03).    

Discussion 

Due to the moderate correlations between MI and LOC, it seems that modified LOC 

therapies could be effective treatments for MI.  LOC therapies such as CBT, designed to treat 

fear (PTSD) with empowerment, might also be effective at treating MI, especially when they are 

designed to address associated emotions, such as shame and guilt.  For example, the findings of 
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this research substantiate the novel MI treatments for Impact of Killing (Maguen et al., 2017), 

Adaptive Disclosure (Frankfurt & Frazier, 2016; Bryan et al., 2018), and Acceptance and 

Commitment Therapy (Farnsworth et al., 2017; Nieuwsma et al., 2015).  

The information gained from this research study endorses the notion of resilience. Studies 

show that individual interpretation/meaning of a morally injurious event directly influences the 

severity of potential trauma etiology (Held et al., 2008).  If ILOC is in place prior to a morally 

injurious event/transgressive act, the theoretical notion that one has the power and ability to deal 

with and adapt to the challenges of trauma stands ready as a psychological defense mechanism.  

Fortunately, LOC is a unique paradigm in that it can fluctuate between ELOC and ILOC. 

Depending on the interpretation of external stimuli, an individual has the capacity to move from 

an internal sense of personal control to an external sense, or vice versa (Halpert & Hill, 2011). In 

other words, LOC is, and can be taught.  Teaching someone ILOC prior to a morally injurious 

event, or transgressive act increases the level of psychological resiliency. This information, 

coupled with the demonstrated psychological benefits of having an ILOC, including a greater 

resistance to psychological dysfunction (Duffy et al., 2015), provides ample support for MI 

resiliency programs tailored toward empowerment and ILOC transition. 

 Koenig et al. (2018) provides a comprehensive list of MI symptomology that is arguably 

the most representative for the MI construct. These MI symptoms range from the clinical 

emotions of betrayal, guilt, self-condemnation and shame to more existential issues and concerns 

involving morality (right and wrong), loss of meaning and trust, and struggles with forgiveness.  

Spirituality is also taken into consideration within this comprehensive list of MI symptoms and 

addresses religious struggles in addition to the loss of religious faith/hope.  A resiliency program 

that addresses these symptom characteristics by way of LOC, with an emphasis on 
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empowerment, would likely have a negative impact on the etiology of MI. The statement is even 

more reinforced considering the significant impacts ILOC has on the etiology of PTSD (Karstoft 

et al., 2015). 

Recommendations 

This topic is separated into two parts.  The first section discusses recommendations 

gathered from the research for suggested practice.  These recommendations include specific 

approaches when treating combat veterans.  The second section discusses recommendations for 

future research based on this study’s limitations and delimitations. These recommendations 

address the shortfalls of this study and how future research can build off of findings and 

observations of this study and acquire more effective data.   

Based on the findings of this study, the majority of combat veterans demonstrate not only 

an ILOC, but also MI symptomology to some degree. Of the entire sample (n = 51), only two 

participants (4%) exhibited a score indicative of no significant MI symptomology (12 / 16). The 

next highest participant’s score (21), fell within mild severity of symptomology. Given the total 

number of those participants who fell within the ILOC realm of the n = 43 sample, the mean 

MISS-M-SF score for these participants (x̄ = 45.03) still represents moderate MI symptomology. 

For the entirety of both samples, the mean MISS-M-SF for each (n = 51/ x̄ = 46.25, n = 43/ x̄ = 

47.98) again demonstrates moderate MI symptom severity.   

These findings suggest that the majority of combat veterans will be exposed to some 

degree of morally injurious event or transgressive act, which leads to exclusive MI etiology. MI 

is not always a by-product of some other more notable condition, i.e. PTSD.  MI stress has been 

established as an exclusive, separate entity compared to traumatic stress (Nash et al., 2010).  MI 

can manifest with, or separate from PTSD (Farnsworth et al., 2014).  For these reasons, 
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practitioners would be prudent to incorporate regular testing for MI at intake, especially with 

combat veterans.  This recommendation is emphasized given the probability that many combat 

veterans are misdiagnosed with depression and PTSD, when in reality they suffer from MI 

(Brenner et al., 2015). 

The primary question of this research study was answered. Is there a relationship between 

LOC and MI? The data and findings from this research established that there was, and that it was 

not a weak relationship. From this established fact, future research can build on the knowledge 

and surety that treatment efforts involving cognitive theories and LOC transition will not be in 

vain.  Treatment programs unique to MI are needed. Currently, much of the MI treatment is 

incorporated into PTSD treatment, which is tailored toward the uniqueness of a fear-based 

phenomenon and depression (Haskell et al., 2010).  These treatments are largely ineffective as 

they do not focus on the primary symptoms of MI, such as guilt and shame. Treatments will need 

to be developed that will build upon the current research that supports the use of modified 

therapies, e.g. CBT and AD.  Additionally, development of existential therapies, e.g. 

Logotherapy, and spiritual and religious based therapies are further recommended.   

Limitations 

The most significant limitation for this research study was the amount of participation (n 

= 51/ n = 43).  Although the threshold (n = ≥30) for a significant sample was present to represent 

the regression of central tendency for the population (Salkind, 2012), no doubt more insightful 

data would be produced with a higher n. Various authors suggest differing minimal n amounts 

for a good representation of the population, such as n = 50 (Sheperis et al., 2010); however, this 

study abides by the minimal parameters set forth by the above referenced authors.  With the issue 

of a low n as a central factor, a follow-up study to replicate this research is recommended. The 



114 
 

 
 

results of Research Question Two were unanticipated, and the implications of those findings are 

significant, i.e. exclusivity between MI symptom severity characteristics and MI impaired 

functionality characteristics. Further investigation into this single research question can provide a 

significant contribution in the realm of MI research; however, a larger sample pool is not only 

recommended, but warranted. 

Delimitations  

The delimitations of this research study also produced areas in need of initial 

investigation.  Other research areas need further study.  The sample population involved in this 

study was exclusive to combat veterans. Only those who had been in stressful environments 

spawned from the reality of potentially imminent mortal danger were assessed in this study. 

Nevertheless, this research excluded participants who had not experienced combat, though they 

demonstrated mild levels of MI (n=11/ x̄ = 35.27). This alone suggests other potential scenarios, 

outside of combat, may potentially introduce morally injurious events and/or transgressive acts.  

Much of the MI research describes morally injurious events and transgressive acts in the 

context of military combat; however, there is needed research in other fields to better identify the 

underlying and fundamental characteristics of MI and the potential scenarios that lead to its 

etiology.  For example, there is novel interest in the medical field to understand why doctors, 

surgeons, and first responders often suffer from unique burnout.  Talbot and Dean (2018) 

propose that this burnout is actually MI. This brings into the conversation unique work 

environments, stressful in their own right, yet without the added anxiety of mortal danger. 

Further research into this professional realm would no doubt yield significant and insightful data 

toward the development of the MI paradigm. 
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Other methodological delimitations of this study led to additional recommendations. 

Since this research study was completed using a correlational design, a similar study with the 

same population is recommended using a variant analysis to determine characteristics between 

MI symptomology and participant demographics. Furthermore, the online survey is a convenient 

means to conduct research; however, with convenience comes cost.  

This study delimited its research and methodology utilizing the online survey and 

correlational approach, but the online survey also produced limitations that could not be 

controlled, including the desire to participate. Therefore, future research, especially regarding the 

unique population of combat veterans, who are arguably guarded and critical of outsiders, would 

be advised to acquire data in person. The results from this research suggest that unless there is a 

personal connection, most combat veterans will not expend the effort to participate. However, 

from personal experience, if the veteran has the opportunity to meet and/or speak with the 

researcher in person, there is a higher percentage of likely participation. This is most evident in 

the VA and the research that transpires there. Unfortunately, the experience from this research 

encountered no cooperation from the VA, suggesting that this unique population is not only 

coveted for research but guarded from those outside the VA. 

At this writing, there appears to be no systematic reviews, or meta-analyses involving MI 

(Hodgson et al., 2017).  Furthermore, because of the relative newness of the MI concept, there 

also appears to be no longitudinal studies. Further research into the MI paradigm would benefit 

by tracking the number of reported MI symptomology cases in veterans of OIC, OEC, and OND. 

Since 2001, the United States military has been in a constant state of foreign conflict, exposing 

potentially millions of soldiers, sailors, Marines and airmen to combat trauma (U.S. Department 

of Veterans Affairs, 2017).  Longitudinal studies would be beneficial in many aspects of 
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research, not the least of which could help determine if MI symptomology increases with age. 

From this research study, those who had experienced combat 20+ years ago (n=11), had the 

highest level of MI severity (x̄ = 35.27) compared to participants with lower time durations since 

combat. Data such as this asks the question if there are variables unique to a 20-year-old 

involved in combat compared to a 50-year-old – variables associated with aging? 

A key factor in the understanding of PTSD symptomology is the duration of time 

between the traumatic event and symptom etiology. Most research agrees that symptoms can 

occur within weeks of the traumatic event, and delayed onset can occur at least six months later 

(The American Psychiatric Association, 2013).  Future research would be helpful to establish 

this unique aspect of MI symptomology. With the relationship that these two psychological 

paradigms share, determining if the onset of symptomology is similar would be beneficial to MI 

development. 

The critical factor among any population to be researched for MI would need to include 

ubiquitous elements of stress and anxiety, where morally injurious events, or transgressive acts 

might manifest. Some of these populations, especially within the military, would include those 

involved in combat compared to those with confirmed kills. Maguen et al., (2017), Tripp et al., 

(2016) and Grossman, D., & Christensen, L. W. (2012) have established that killing has a 

significant impact on the human psyche.  Learning more about the act of killing and its 

relationship to MI would be beneficial. Specific research studies might look at the variables 

between distance killing, i.e. sniper, close killing, i.e. close quarter battle (CQB) and hand-to-

hand combat killing. 

Finally, there are many populations that would benefit from future research pertaining to 

MI. Because MI is an emerging concept in the realm of trauma, researchers are presented with 
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almost boundless opportunities to identify, compare and establish variables and concepts 

associated with MI. Currently, it appears that the majority of research revolves around the 

military; however, as has been presented through this research, there are a host of research 

populations outside the military environment. This is a significant issue. Unfortunately, the 

current state of the MI concept appears unrecognized and vague.  As research surrounding this 

study discovered, MI does not enjoy a universal definition compared to other combat trauma 

paradigms, such as PTSD.  Until a recognized definition of MI exists, it will be difficult for 

researchers to get on the same page and move in a concerted effort. 

If MI is to reach an established level of understanding like that of PTSD, considerably 

more data and information will need to be developed. Future research is not only required for 

this to happen, it must increase. The potential researcher arguably has a blank canvas of research 

opportunities. What is now needed is the desire and drive to expand the knowledge on this 

debilitating issue. However, to do that, MI needs to be highlighted and recognized for the 

psychological paradigm that it is.  

As of now, it appears that MI is overshadowed by PTSD.  This is not surprising given the 

extensive amount of knowledge gained through vast research into PTSD and its unique 

characteristics.  However, there’s a legitimate argument to suggest that MI is just as potent a 

combat related trauma as PTSD.  To not bring MI to the forefront of combat-trauma attention, or 

not continue research past the notion of PTSD could prove detrimental to innumerable military 

personnel.  As researchers, we are obligated to pick up the burden of novel concepts and move 

them forward to further understanding.  Quite literally, the psychological wellness of those 

suffering from MI, especially veterans, is at stake in the decision to, or not to pursue MI 

research.  
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APPENDIX A 

INSTITUTIONAL REVIEW BOARD APPROVAL FORM 
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APPENDIX B 

RESEARCH INVITATION AND INFORMED CONSENT 
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APPENDIX C 

DEMOGRAPHIC QUESTIONNAIRE 

1. What is your gender? 
a. Male 
b. Female 

 
2. What is your age? 

a. Less than 18 years 
b. 18 – 25 years 
c. 26 – 34 years 
d. 35 – 44 years 
e. 45 – 54 years 
f. 55 – 64 years 
g. 65+ years 

 
3. What is your ethnicity? 

a. White/Caucasian 
b. Black/African American 
c. Hispanic, or Latino 
d. Native American 
e. Asian, or Pacific Islander 
f. Other, please specify ___________  

 
4. What is your current educational level? 

a. High school only 
b. Some college 
c. Associate degree 
d. Bachelor’s degree 
e. Master’s degree 
f. Doctorate 

 
5. In what branch of service did/do you serve? 

a. Army 
b. Navy 
c. Air Force 
d. Marines 
e. Coast Guard 
f. National Guard 

 
6. What is/was your unit designation? (If Applicable) 

a. __________________________________________________ 
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7. What is/was your rank and MOS/Rate? 
a. __________________________________________________ 

 
8. Please list any military schools (up to 5) you completed that are designed to enhance your 

combat skills.  
a. __________________________________________________ 
b. __________________________________________________ 
c. __________________________________________________ 
d. __________________________________________________ 
e. __________________________________________________ 

 
9. What is your current status? 

a. Active duty 
b. Veteran 
c. Reservist 

 
10. Did you engage in combat with the enemy? 

a. Yes 
b. No 

 
11. How many deployments did you make? 

a. 1 
b. 2 
c. 3 
d. 4 
e. 5+ 

 
12. Average length of individual deployment(s)? 

a. Less than six months 
b. Six – 12 months 
c. 13 – 17 months 
d. 18+ months 

 
13. Time duration since your most recent combat tour? 

a. Less than 6 months 
b. 6 months – 11 months 
c. 1 year – 4 years, 11 months 
d. 5 years – 10 years, 11 months 
e. 10 years – 20 years 
f. 20+ years 
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14. Time duration between combat deployments (down-time)? 
a. < 6 months 
b. 6 – 11 months 
c. 1 year – 4 years and 11 months 
d. 5 years – 9 years 11 months 
e. 10 years – 20 years 
f. 20+ years 
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APPENDIX D 

ROTTER INTERNAL – EXTERNAL LOCUS OF CONTROL SCALE (RIELC) 

 

For each question select the statement that you agree with the most: 

1.  

a. Children get into trouble because their patents punish them too much.  

b. The trouble with most children nowadays is that their parents are too easy with them.  

2.  

a. Many of the unhappy things in people's lives are partly due to bad luck.  

b. People's misfortunes result from the mistakes they make.  

3.  

a. One of the major reasons why we have wars is because people don't take enough interest in 
politics.  

b. There will always be wars, no matter how hard people try to prevent them.  

4.  

a. In the long run people get the respect they deserve in this world. 

b. Unfortunately, an individual's worth often passes unrecognized no matter how hard he 
tries.  

5.  

a. The idea that teachers are unfair to students is nonsense.  

b. Most students don't realize the extent to which their grades are influenced by accidental 
happenings.  

6.  

a. Without the right breaks one cannot be an effective leader.  

b. Capable people who fail to become leaders have not taken advantage of their 
opportunities.  

7.  

a. No matter how hard you try some people just don't like you.  

b. People who can't get others to like them don't understand how to get along with others.  
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8.  

a. Heredity plays the major role in determining one's personality.  

b. It is one's experiences in life which determine what they're like.  

9.  

a. I have often found that what is going to happen will happen.  

b. Trusting to fate has never turned out as well for me as making a decision to take a definite 
course of action.  

10.  

a. In the case of the well-prepared student there is rarely if ever such a thing as an unfair test.  

b. Many times exam questions tend to be so unrelated to course work that studying in really 
useless.  

11.  

a. Becoming a success is a matter of hard work, luck has little or nothing to do with it.  

b. Getting a good job depends mainly on being in the right place at the right time.  

12.  

a. The average citizen can have an influence in government decisions.  

b. This world is run by the few people in power, and there is not much the little guy can do 
about it.  

13.  

a. When I make plans, I am almost certain that I can make them work.  

b. It is not always wise to plan too far ahead because many things turn out to- be a matter of 
good or bad fortune anyhow.  

14.  

a. There are certain people who are just no good.  

b. There is some good in everybody.  

15.  

a. In my case getting what I want has little or nothing to do with luck.  

b. Many times we might just as well decide what to do by flipping a coin.  
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16.  

a. Who gets to be the boss often depends on who was lucky enough to be in the right place 
first.  

b. Getting people to do the right thing depends upon ability. Luck has little or nothing to do 
with it.  

17.  

a. As far as world affairs are concerned, most of us are the victims of forces we can neither 
understand, nor control.  

b. By taking an active part in political and social affairs the people can control world events.  

18.  

a. Most people don't realize the extent to which their lives are controlled by accidental 
happenings.  

b. There really is no such thing as "luck."  

19.  

a. One should always be willing to admit mistakes.  

b. It is usually best to cover up one's mistakes.  

20.  

a. It is hard to know whether or not a person really likes you.  

b. How many friends you have depends upon how nice a person you are.  

21.  

a. In the long run the bad things that happen to us are balanced by the good ones.  

b. Most misfortunes are the result of lack of ability, ignorance, laziness, or all three.  

22.  

a. With enough effort we can wipe out political corruption.  

b. It is difficult for people to have much control over the thing’s politicians do in office.  

23.  

a. Sometimes I can't understand how teachers arrive at the grades they give.  

b. There is a direct connection between how hard 1 study and the grades I get.  
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24.  

a. A good leader expects people to decide for themselves what they should do.  

b. A good leader makes it clear to everybody what their jobs are.  

25.  

a. Many times I feel that I have little influence over the things that happen to me.  

b. It is impossible for me to believe that chance or luck plays an important role in my life.  

26.  

a. People are lonely because they don't try to be friendly.  

b. There's not much use in trying too hard to please people, if they like you, they like you.  

27.  

a. There is too much emphasis on athletics in high school.  

b. Team sports are an excellent way to build character.  

28.  

a. What happens to me is my own doing.  

b. Sometimes I feel that I don't have enough control over the direction my life is taking.  

29.  

a. Most of the time I can't understand why politicians behave the way they do.  

b. In the long run the people are responsible for bad government on a national as well as on a 
local level.  

 

 

 

 

 

 

 

 



153 
 

 
 

APPENDIX E 

MORAL INJURY SYMPTOM SEVERITY (M) SHORT FORM (MISS-M-SF) 

 


