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ABSTRACT

Fadoir, Nicholas, A., Ph.D., University of South Alabama, August 2022. Psychospiritual
Experiences of Belonging: A Mixed-Method Study of Veterans with Combat Trauma.
Chair of Committee: Phillip, Smith, Ph.D.
Belongingness is a fundamental human motivation to be a part of something larger than
oneself. Many combat Veterans who return to civilian life lack a sense of belonging and,
in turn, possess elevated rates of depression, substance use, and suicide. Compounding
these issues, Veterans may separate from the military bearing psychosocial-spiritual war
injuries, including posttraumatic stress disorder (PTSD) and moral injury. Recently,
spiritually integrated treatment interventions have addressed the psychological, moral,
and spiritual effects of combat trauma. However, Veteran mental health interventions and
supports must also acknowledge the ways a loss of belonging further impacts the
psychosocial-spiritual functioning of returning combat Veterans. There is an extensive
literature on the mitigating effects of social support and religion and spiritual faith on
trauma recovery. Experiences of psychospiritual belonging, in the form of relationships
with others and with one’s higher power, may help Veterans reconnect with something
larger than themselves and, as a result, find meaning and purpose and heal from the
psychological wounds of war and reintegration. Therefore, the purpose of the current
study was to examine how changes in trauma-related mental health conditions were
understood within the context of experiences of belongingness among a sample of
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combat Veterans taking part in a spiritually integrated retreat-based intervention aimed at
mitigating the psychological and spiritual effects of war trauma. An explanatorysequential mixed methods design was used to: (1) assess changes in participant measures
of PTSD, moral injury, and thwarted belongingness before and after the intervention; (2)
qualitatively interview select participants to further understand the experience and effects
of belonging during and after the intervention; (3) explore differences in qualitative
themes across exceptional and nonexceptional responders to the intervention. This study
provided insight into how the experiences of belonging may be related to changes in
trauma-related symptoms. Results support the notion that experiences of belonging were
associated with participant descriptions of internal healing and external behavior change
suggestive of movement toward healthier intra-, inter-, and spiritual functioning.
Specifically, belongingness counteracted feelings that participants were alone in their
struggles while also helping them engage with challenging material related to trauma and
spiritual struggles. Moreover, the experience of positive self-transcendent emotions that
belongingness may provide, may be particularly salient for creating further opportunities
for interpersonal and spiritual behavior changes indicative of trauma recovery. While
such experiences and effects of belongingness may have accounted for decreases in
PTSD-symptoms across time, participants did not experience similar reductions in
symptoms of moral injury and, interestingly, thwarted belongingness. Ultimately,
spiritually integrated retreat-based programs may require additional efforts after the
intervention to address moral pain and a lack of belonging.

xiii

CHAPTER I
INTRODUCTION
“…we can experience union with something larger than ourselves and in that place find
our greatest peace.”
--William James, The Varieties of Religious Experience

With the creation of an all-volunteer force in 1973, military experience in the U.S.
has become less common. According to data from the U.S. Census Bureau, following
World War II, over 1 in 3 adult men had served in the military (Vespa, 2020). Today,
about 1 in 8 adult men and 1 in 100 adult women have served in the military. Census
Bureau data also shows that between 2000 and 2018 alone, the Veteran population
decreased by one-third, from approximately 26.4 million (26% of the U.S. population) to
17.9 million (14% of the U.S. population). The U.S. Department of Veteran Affairs
(Department of Veteran Affairs; 2016) projects that the population of Veterans will
continue to decline by 2.5 million over the next decade. By 2040, there will be
approximately 12.9 million Veterans living in the United States (8% of the U.S.
population; VA, 2016), down from a high of 28.6 million in 1980 (38% of the U.S.
population; Vespa, 2020). The decline in overall numbers of Veterans corresponds with a
decrease in active-duty personnel, from 12.1 million during World War II-era 1945, to
3.5 million during Vietnam-era 1968, to around 1.3 million in today’s all-volunteer force
(Vespa, 2020), or approximately one-half of 1 percent of the U.S. population (Council on
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Foreign Relations, 2020). Thus, as smaller proportions of the U.S. population bear the
burden of its wars, the reintegration experience for active-duty combat Veterans will
remain markedly different from previous war-time eras. As such, they will transition back
into a civilian world where fewer individuals will share their experiences.
To further distinguish Veterans from their civilian counterparts, Veterans may
return to civilian life with psychological scars from combat exposure. Some combat
Veterans bear witness to extreme violence and threats to life (theirs and others), as well
as human suffering and cruelty that may cause them to question previously held beliefs
about themselves, others, and the world. As a result of an inability to accommodate such
traumatic and morally challenging experiences into their existing worldview, combat
Veterans may develop post-traumatic stress disorder (PTSD) and/or moral injury (MI:
Foa et al., 1989; Litz et al., 2009). While PTSD is considered a conditioned fear response
that may result in intrusive memories and hyperarousal and reactivity, MI is a response to
violations of sacred moral values that result in moral pain (e.g., guilt, shame; Litz et al.,
2009). Nevertheless, through avoidance, irritability, and anger, both conditions of PTSD
and MI share strong negative interpersonal effects that reduce a Veteran’s social
functioning and overall quality of life (Scoglio et al., 2020).
Moreover, the impact such events can have on spiritual dysfunction and distress
can be profound. Traumatic events and the moral demands of war may call into question
deeply held religious and spiritual (R/S) beliefs and practices (Sherman et al., 2015). In
attempting to reconcile potentially traumatic events (PTE), a combat Veteran may need to
confront the ways certain sacred values (e.g., God’s benevolence or one’s inherent
goodness) may have been violated in war (Harris et al., 2013). Combat trauma and its
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psychosocial-spiritual repercussions may therefore leave Veterans feeling distant from
and forsaken by important relationships, including partners, communities, or their higher
power. Ultimately, such negative psychosocial-spiritual effects make it difficult for
Veterans to access one of the salient protective features of their military service – a sense
of belonging.
It is not incidental then that, as newly reintegrated civilians, combat Veterans may
experience an acute loss of the belonging and purpose they felt so strongly as service
members (Albertson, 2019). As theoretical and empirical research has found, the
transition experience itself – moving away from a community-oriented military culture to
the individualistically-oriented civilian culture (one in which fewer Americans serve) –
can exacerbate the effects of PTSD and MI (Castro et al., 2015; Mobbs & Bonanno,
2018). As a result, Veterans transition into a civilian world where they may feel
alienated, burdensome to others, lacking a sense of meaning in their lives, and desiring
suicide (Brenner et al., 2008; Castro & Kintzle, 2014; Lusk et al., 2015; Martin et al.,
2020). As Sebastian Junger (2016) illustrates in his book Tribe: On Homecoming and
Belonging, “today’s Veterans often come to find that, although they’re willing to die for
their country, they’re not sure how to live for it” (p. 124). Therefore, Veteran treatments
and supports must treat the debilitating conditions of combat trauma while also
acknowledging the ways a loss of meaning, purpose, and belonging impact the
psychosocial-spiritual functioning of returning combat Veterans.
Knowing full well the burdens of war, the current generation of combat Veterans
voluntarily give up a piece of their individuality to become a part of something larger
than themselves. In fact, despite struggling with psychological and physical ailments
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directly related to their combat experiences, some Veterans admit they would rather
return to the theater of war, and their brothers and sisters in arms, than attempt to
integrate into a civilian life in which they feel like they do not matter or belong (Junger,
2011; Orazem et al., 2017). This manner of belonging is a psychological need and
inherent motivation that enhances one’s meaning, purpose, and wellbeing (Baumeister &
Leary, 1995; Lambert et al., 2013; Seligman, 2012). And while belongingness is
generally understood in the context of dyadic interpersonal relationships (Haidt et al.,
2008), combat Veterans show an intense desire to belong to and serve anything larger
than the self (Seligman, 2012, p. 17), whether that be their fellow soldiers, community or
country, or ideals such as freedom. In this way, belongingness also manifests as
connection to place, culture, communities, and R/S faith, not merely relationships.
Belonging to and serving something larger than oneself may therefore serve selftranscendent motivations (Koltko-Rivera, 2006) that likewise support the attainment of
purpose, meaning, and connection (Lambert et al., 2013; Seligman, 2012; Stavrova &
Luhmann, 2016; Stillman & Baumeister, 2009), qualities combat Veterans struggling
from PTSD and MI may lack. It is the potential self-transcendent properties of
belongingness that may account for some of its positive effects.
There is an extensive literature on the association between belongingness and
trauma exposure and related sequelae; specifically, the mitigating effects of interpersonal
relationships and R/S faith (Charuvastra & Cloitre, 2008; Smith-MacDonald et al., 2017).
While research has examined the association between combat trauma, interpersonal
belongingness, and belongingness with God or one’s higher power separately, there are
no studies in military Veterans that simultaneously treat the construct of belongingness
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from psychosocial and spiritual perspectives. Nor has there been a study which sought to
understand the associations between the experience of belongingness and co-occurring
experience of self-transcendence. Becoming a part of or reconnecting with something
larger – whether that be a group of people or one’s higher power – may help combat
Veterans find purpose in their lives and meaning from their war injuries. Therefore, the
purpose of the current longitudinal mixed methods study was to examine the relationship
between mental health conditions that result from combat trauma and the experience of
belonging at psychological and spiritual levels.
The current study examined Heroes to Heroes (H2H), a spiritually integrated
intervention for combat Veterans struggling with matters of meaning, purpose, and
alienation. The H2H program sends teams of approximately 10 US combat Veterans on a
ten-day journey to Israel to mitigate the psychological and spiritual effects of combat. A
retrospective sequential mixed method design was used in which longitudinal changes in
mental health symptoms (i.e., quantitative) were explained through participant
descriptions of their experiences of psychospiritual belonging during the H2H
intervention (i.e., qualitative). Combining quantitative and qualitative methods helped to
1) characterize change in mental health symptoms across time and 2) explore the
particular psychospiritual experiences of belonging that participants felt were most
transformative of their combat-related problems.
The following literature review has several purposes. First, I will layout the
problem of combat trauma, highlighting the prevalence and nature of combat-related
PTSD and MI, and their effects on relational and spiritual functioning. Second, I will
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position psychospiritual belonging as a fundamental human need and potential
mechanism in which Veterans may heal from the isolating effects of combat trauma.
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CHAPTER II
PSYCHOSOCIAL AND SPIRITUAL CONDITIONS OF COMBAT

The following section will explore the psychosocial-spiritual effects of combat
trauma. As will be described below, the effects of combat may damage Veterans ability
to experience a sense of belonging to something larger than themselves at both
psychological and spiritual levels. Treatments that move beyond individual psychological
factors to address social and spiritual functioning in combat Veterans may be a necessary
adjunct to traditional approaches.

2.1 Combat-Related Posttraumatic Stress Disorder
The current edition of the Diagnostic and Statistical Manual (DSM-5) defines a
potentially traumatic event (PTE) as “exposure to actual or threatened death, serious
injury, or sexual violence” where exposure can mean directly experiencing, witnessing,
learning of the event, or an event where exposure is a part of one’s job description
(American Psychiatric Association; APA, 2013, p. 271). Combat Veterans serve in many
capacities that place them at risk for exposure to a traumatic event. A 2001 National
Survey of 20,000 Veterans of all wars and eras found that 39% reported exposure to
combat and 36% reported exposure to the dead, dying or wounded (U.S. Department of
Veteran Affairs, 2003). Historically, rates of exposure to combat were 54% during World
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War II and 19% during the Korean War (Spiro et al., 1994). In reanalyzed data from the
National Vietnam Veterans Readjustment Study (NVVRS), at least half of Vietnam
Veterans were involved in combat (Dohrenwend et al., 2006) wherein the original study
found that 34% of men self-reported high war-zone stress (Kulka et al., 1990). Regarding
the Gulf War, no clear data exists on combat exposure. However, a RAND report of the
Gulf War from 1998 states “although comparatively few personnel participated in actual
combat…deployment was associated with myriad circumstances potentially capable of
fostering psychological stress” (Marshall et al., 1999, p. 17). In examining the “invisible
wounds of war” from the wars in Afghanistan (Operation Enduring Freedom; OEF) and
Iraq (Operation Iraqi Freedom; OIF), Tanielian and Jaycox (2008) surveyed exposure to
different combat stressors (Schell & Marshall, 2008). The most reported trauma exposure
for OEF/OIF combat Veterans included having a friend wounded or killed (49.6%),
followed by seeing dead or seriously injured combatants (45.2%), witnessing an accident
resulting in serious injury or death (45.0%), smelling decomposing bodies (37.0%), being
physically moved or knocked over by an explosion (22.9%), having a blow to the head
(18.1%), receiving an injury requiring hospitalization (10.7%), engaging in hand-to-hand
combat (9.5%), witnessing brutality toward detainees or prisoners (5.3%), and being
responsible for the death of a civilian (5.2%). Further research with U.S. Veterans reveals
that exposure to traumatic events during combat can have debilitating consequences for
their post-service lives (Tanielian & Jaycox, 2008; Thomas et al., 2017), including the
development of posttraumatic stress disorder (PTSD).
Posttraumatic stress disorder is a psychiatric condition that can occur following a
PTE in which the traumatic stress response first experienced under actual conditions of

8

threat – such as in combat – continues into situations where the stress response is no
longer warranted (i.e., once returning home; APA, 2013). To receive a DSM-5 diagnosis
of PTSD, an individual must further experience symptoms falling under four clusters:
Cluster B) intrusion symptoms; Cluster C) persistent avoidance of stimuli associated with
the trauma; Cluster D) negative alterations in cognitions and mood that are associated
with the traumatic event; Cluster E) alterations in arousal and reactivity that are
associated with the traumatic event (APA, 2013). Finally, to receive a diagnosis, these
four symptom clusters must last over 1 month, and cause significant social, occupational,
or other impairments (APA, 2013). Thus, PTSD is a complex condition triggered by a
PTE and comprises a constellation of symptoms, including those of intrusion, avoidance,
negative cognitions and moods, and arousal.
In the U.S. general population, researchers estimate lifetime prevalence of PTSD
to be approximately 7-8% (Kessler, 1995; Kilpatrick et al., 2013). As one would expect,
prevalence is much higher among certain groups that consistently experience lifethreatening events, such as combat Veterans. In the reexamined data from the NVVRS,
Dohrenwend et al. (2006) reported the lifetime prevalence of PTSD was 18.7% and
twelve-month prevalence 11 to 12 years after the war (i.e., when the original 1988
paper’s data was being collected) was 9.1%. In a NVVRS follow-up study in 2013, 4.5%
met full criteria PTSD in the past year and 10.8% met full plus subthreshold criteria for
PTSD 40 or more years after their wartime service in Vietnam (Marmar et al., 2015). In a
representative sample of 15,000 Veterans of the Gulf War, PTSD twelve-month
prevalence rates were 10.1% 5-6 years after deployment (Kang, 2003) and 6.3% 10 years
after deployment (Toomey et al., 2007). Among Veterans of the wars in Iraq and

9

Afghanistan, estimates of PTSD prevalence range widely. The RAND Corporation
(Tanielian & Jaycox, 2008) reported twelve-month prevalence rates of 13.8% prevalence
in Veterans deployed during OEF (Afghanistan) and OIF (Iraq). Finally, a meta-analysis
of 33 studies of OEF/OIF combat Veterans published between 2007 and 2013 found an
estimated lifetime prevalence of 23% (Fulton et al., 2015). Therefore, lifetime prevalence
rates of combat-related PTSD appear to be at least double that of the general population
and are therefore one of the defining struggles combat Veterans face when they transition
back into civilian life.
The above data show that much fewer Veterans exposed to a PTE in combat
develop PTSD. However, for those Veterans who do, the disorder can exact harmful costs
on their functioning and wellbeing (Arenson et al., 2019; Balayan, 2014; McCaslin et al.,
2019; Norman et al., 2007; Schnurr et al., 2009; Tsai et al., 2012; Zatzick et al., 1997).
Data from the NVVRS, for example, found that those with PTSD were significantly more
likely to have physical limitations and compromised physical health, to not be working,
and possess diminished well-being than Vietnam Veterans without PTSD (Zatzick et al.,
1997). A systematic review of 37 studies, published between 1982 and 2012, showed that
PTSD was associated with poorer quality of life across a wide range of populations,
including Veterans (Balayan, 2014). To add to these issues, approximately 80% of those
with a diagnosis of PTSD will simultaneously meet criteria for another mental health
condition (Kessler, 1995). Posttraumatic stress disorder is commonly comorbid with
physical ailments and other psychiatric conditions, such as depression, alcoholism,
substance use, and suicidality, all of which decrease quality of life in both civilian and
military Veteran populations (Fuehrlein et al., 2016; Pacella et al., 2013; Pietrzak,
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Goldstein, et al., 2011; Sareen et al., 2007; Smith et al., 2016; Zayfert et al., 2002). Even
in the presence of other comorbid mental disorders (i.e., depression, anxiety, panic,
obsessive-compulsive, psychotic symptoms), PTSD-symptom severity may still be the
strongest predictor of health-related quality of life, with the largest effects on the social
functioning domain (Pagotto et al., 2015). Thus, the costs of combat-related PTSD accrue
in reduced occupational, physical, and social functioning, and poorer quality of life.
The functional limitations of combat-related PTSD not only affect Veterans but
also their families and society (Campbell & Renshaw, 2018; Cesur et al., 2013; MacLean,
2010). Despite the extant costs for families and society, diagnostic characterizations of
PTSD emphasize the condition at the individual level. However, humans are inherently
social and thus interpersonal factors and social context are highly influential of the
development and course of all psychological disorders, including PTSD (Charuvastra &
Cloitre, 2008). Combat-related PTSD possesses strong interpersonal effects. In a recent
systematic review of 26 studies (Scoglio et al., 2020), PTSD showed a “clear and
negative relationship” (p. 10) with social functioning. Scoglio et al. (2020) found that the
negative effect held across many definitions of social functioning, including specific (i.e.,
marital relationships) and global assessments. Therefore, the associations between PTSD
and social functioning may be a key link in understanding Veteran lack of belongingness
after war. The following section explores how various interpersonal and social factors
maintain and influence the condition of combat-related PTSD.
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2.1.1. Socio-Interpersonal Model of PTSD
To account for the clinical literature’s focus on PTSD as a condition that affects
only the individual, Maercker and Horn (2013) proposed a socio-interpersonal model of
PTSD. The socio-interpersonal model of PTSD allows us to embed a Veteran with PTSD
within different levels of their social context: individual, close relationships, and social
levels. In this way, our understanding of the intrapersonal psychological processes of
PTSD are augmented by social and interpersonal factors. The following sections situate
what we know about PTSD through the lens of its interpersonal and social effects.
2.1.1.1 Individual Level.
In the socio-interpersonal model of PTSD. the individual level comprises the
DSM characterization of PTSD and an interpersonal focus on the social and affective
states of the disorder. The individual level relates to the thoughts and feelings about the
social reality of the individual with PTSD. While PTSD has historically been
conceptualized as a disorder of fear and anxiety (Foa & Kozak, 1986), there is increasing
evidence that negative emotions beyond fear and anxiety are also associated with PTSD,
such as anger, shame, guilt, and disgust (Dalgleish & Power, 2004; Olatunji et al., 2010;
Resick & Miller, 2009; Rizvi et al., 2008). Thus, PTSD Clusters D and E (i.e., negative
alterations in cognitions and mood, arousal and reactivity) are highly relevant at the
individual level because they involve cognitive-affective states in response to the combat
Veteran’s immediate environment. PTSD Clusters D and E are also associated with the
poles of the fight-flight responses and their interpersonal expressions of aggression and
withdrawal.
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Through pre- peri-deployment periods, combat Veterans must sustain a functional
level of anticipatory anxiety about potential threats to life that contribute to the fight
response of PTSD Cluster E arousal and reactivity (Cameron & Mamon, 2019).
Unfortunately, while this hypervigilant state may be a functional and essential survival
skill in a warzone, it is difficult to turn off once returning to civilian life (Rabinak et al.,
2011). The sustained hypervigilance and arousal may also lead to intrapersonal and
interpersonal aggression. For instance, hyperarousal is associated with aggressive
behavior and predicts non-violent hostility (Sherman et al., 2005), intimate partner
violence (IPV), and general aggression among samples of Vietnam Veterans (Savarese et
al., 2001; Taft et al., 2007). The association between PTSD-hyperarousal and IPV is also
supported by meta-analytic data (Birkley et al., 2016). As a result, Veterans with PTSD
are more likely to possess attentional bias toward perceived threats that may escalate into
outwardly aggressive behavior and IPV.
The negative emotion of anger may explain the association between PTSDCluster E and physical and psychological aggression (Taft et al., 2007). Anger is an
emotion associated with survival mechanisms and threat detection experienced as a “state
of antagonism toward someone or something perceived to be the source of an aversive
event” (Haidt, 2003; Novaco, 2016, p. 285). Difficulties regulating anger may represent
an important component connecting hyperarousal to the perpetration of IPV (Monson et
al., 2009). For example, trait anger explained the association between PTSD and verbal
and physical aggression in returning Veterans (Bhardwaj et al., 2019). The survival mode
theory has been used to explain the connection between PTSD, hyperarousal, and anger
(Chemtob et al., 1997), suggesting that individuals with PTSD have a lower threshold for
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threat perception, eventuating in biologically programed responses such as anger (i.e.,
“fight” in fight, flight or freeze). Combat Veterans often have difficulty resetting a
nervous system equipped for threats (e.g., surprise attacks, direct assaults, deaths of
colleagues, and civilian casualties) to one more fit for domesticity. They may incorrectly
sense “threat” when the environment is safe and respond aggressively, helping to explain
(in part) the association between PTSD and intimate relationship physical aggression
(Taft et al., 2011).
The moral emotions of shame and guilt are also consistently associated with
PTSD (López‐Castro et al., 2019; Pugh et al., 2015). In a meta-analysis of 25 studies of
2,663 participants, López‐Castro et al. (2019) found a significant moderate association
between shame and PTS-symptoms. In a systematic review of 27 cross-sectional studies,
Pugh et al. (2015) found that guilt was strongly associated with PTSD symptomology,
specifically thoughts of perceived wrongdoing and self-blame. Both shame and guilt are
negative self-evaluative emotions, however, shame involves global identity-based
evaluations of one’s character (e.g., “I am a bad person”), whereas guilt involves
behavior-based evaluations of one’s behavior (e.g., “I did a bad thing”; Tangney &
Dearing, 2002). Guilt may compel reparative efforts while shame may pull for avoidance
and withdrawal. However, in a recent study of OEF/OIF and later Operation New Dawn
(OND) Veterans with PTSD, Norman et al. (2018) found that trauma-related guilt was
also related to withdrawal across many social domains and partially explained the
associations between PTSD-symptoms and poor romantic functioning, family
functioning, friendship, and parenting. Alternatively, shame produces social and
interpersonal avoidance among individuals with PTSD (Dorahy et al., 2013). Shame is
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also more associated with aggressive behavior than guilt, including IPV (for a theoretical
and empirical review, see Lawrence & Taft, 2013). As a result, the literature has also
described shame as a survival emotion – an emotional response to threats to the social
self (Kemeny et al., 2004).
The preceding evidence shows how the social and affective states of PTSD
Clusters D and E (e.g., symptoms of arousal, reactivity, anger, and guilt and shame)
interact with one’s immediate environment to promote interpersonal aggression and
withdrawal. The survival mode theory would suggest that the experience of combat
trauma lowers the threshold for both physical and social threats to selfhood. Survival
mode emotions of anger or shame signal the body and brain that our survival is at stake
and thus prime us for action to deal with the threat. Unfortunately, innocuous stimuli in
the Veteran’s environment may prime such behavior, serving to either push others away
or intentionally push oneself away from others. Ultimately, these social and affective
states promote relational disconnection.
2.1.1.2 Close Relationship Level.
The close relationship level involves dyadic processes of social support, negative
exchanges, disclosure, and empathy and informs the quantity and quality of relationships
(Maercker & Horn, 2013). This level speaks to a dyadic view of trauma that includes
processes that occur in couples where one individual possesses PTSD (Monson et al.,
2010). The understanding of PTSD as dyadic is vital because social support is one of the
most consistent predictors of PTSD-symptoms (Brewin et al., 2000). However,
longitudinal data complicates the association between social support and PTSD, revealing
that it is possibly bi-directional. For example, social support may lead to an initial
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decrease in PTS-symptoms in the earliest phases after a trauma, but after 18 months, an
increase in trauma symptoms may lead to less reported social support (Kaniasty & Norris,
2008). Kaniasty and Norris (2008) argue that the early effects reflect a social-causation
model of PTSD, whereas the later effects reflect a social-erosion model of PTSD. In the
social-causation model, positive social functioning and social support may protect against
the development of PTSD as well as the course of the condition. Conversely, in a socialerosion model, the socio-interpersonal effects of PTSD lead to negative social
functioning, reduced social support, and social isolation. Shallcross et al. (2016) found
support for both explanations in a longitudinal study of OEF/OIF Veterans. Other
longitudinal studies in Veterans have provided evidence for the social-erosion model
(Cox et al., 2019; Kelly et al., 2019). Therefore, while the evidence is mixed, these
longitudinal studies may support the notion of a reciprocal effects model in which
relationships can help Veterans recover from combat-related PTSD, while at the same
time, combat-related PTSD may negatively impact relationship functioning. Thus,
understanding how PTSD-symptoms influence the close relationship level is vital in
helping Veterans receive positive social support that promotes a sense of belonging.
In their extensive review of PTSD and relational functioning, Campbell and
Renshaw (2018) summarize findings that in multivariate analyses PTSD-experiential
avoidance showed the strongest association with relationship functioning. Experiential
and behavioral avoidance symptoms (Cluster C), in which the Veteran avoids internal or
external reminders of the trauma, can make engaging in pleasurable relational activities
(with both romantic and nonromantic partners) difficult. As a result, it removes the
potential for combat Veterans to make connections with others. For example, in a sample
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of 2,600 U.S. military Veterans seeking treatment for PTSD, 66.2% experienced
problems relating to others and 43.5% reported daily conflict with those they are close
with (Sippel et al., 2018). Furthermore, Sippel et al. (2018) found that PTSD-avoidance
symptoms were associated with both greater distress in relating to others and fewer days
of contact with those they are close with.
The association between experiential avoidance and intimate relationship
functioning in a sample of Vietnam combat Veterans may be explained by selfdisclosure, suggesting that avoidance of emotions hampers emotional intimacy (Koenen
et al., 2008). Self-disclosure partially explained the association between PTSD-avoidance
symptoms and marital satisfaction in a sample of Israeli ex-prisoners of war (Solomon et
al., 2008). However, the perception of one’s self-disclosure abilities, the other’s
receptiveness to disclosure, and one’s emotional reaction while disclosing are important
factors to consider when disclosing after a traumatic event. For example, in a study of
individuals with a combat-related TBI (Pielmaier & Maercker, 2011), a significant
portion of their PTSD-levels were explained by partners’ hesitance to communicate, and
the interactions between the patients’ own interest and style of disclosing with that of
their partners. Thus, a perceived inability to disclose in both partners increased PTSD
symptom distress (Pielmaier & Maercker, 2011).
Relationship satisfaction may further depend on the partner’s perception and
appraisal of the combat experience. Relationship distress increases when couples do not
agree about the severity of combat-related PTSD symptoms or its connection to combat
trauma (Renshaw et al., 2008, 2010). However, partner appraisal of trauma symptoms is
impacted by the dominant PTSD symptom cluster. For example, partners of combat
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Veterans are more likely to attribute Cluster B re-experiencing symptoms to external
variables (i.e., trauma exposure) and Cluster E symptoms of hyperarousal to internal
variables (i.e., character traits; Renshaw & Campbell, 2011; Renshaw & Caska, 2012;
Renshaw et al., 2008). A partner that attributes PTSD-symptoms to external variables
rather than internal character may be more likely to provide social support. The results of
self-disclosure and partner appraisal on PTSD provide evidence for the mutual interaction
of the trauma victim and their significant other (Monson et al., 2009; Renshaw et al.,
2008).
There is consistent evidence that the close relationship level is mutually
influential of PTSD-symptoms. Experiential avoidance of emotions in particular can
hamper intimate relationships and undermine potential social support factors. Healthy
relationship functioning and positive social support involve adequate and accurate
empathy. In this way, a Veteran’s PTSD-symptoms are seen as stemming from trauma,
not problems inherent to the individual. This framework may help those with PTSD
reduce avoidance and engage in experiences in which new environmental information
can update traumatic memories and learning (Foa et al., 2007).
2.1.1.3 Distant Social Level.
Finally, the distant social level “represents culture and society, in which the
collectivistic nature of trauma, perceived injustice, and social acknowledgment are
concepts that predict the response trajectories to traumatic stress” (Maercker & Horn,
2013, p. 465). The social level relates to the integration or segregation of the trauma and
the person(s) who experienced it. In commenting on the collective trauma of Holocaust
survivors, Hirschberger (2018) defined collective trauma as a crisis of meaning, referring

18

to the “psychological reactions to a traumatic event…that is represented in the collective
memory of the group, and like all forms of memory it comprises…an ongoing
reconstruction of the trauma in an attempt to make sense of it” (p. 1). Combat trauma
experienced collectively may be more easily processed than that experienced
individually. Traumatic war memories experienced collectively are shared and distributed
among those with differing interpretations and ways of making meaning of the event
(Lomsky-Feder, 2004). This may partly explain why unit cohesion has a strong buffering
effect on the association between combat trauma, PTSD (Kline et al., 2013; McAndrew et
al., 2017), and general mental health, including suicidal ideation post-deployment
(Anderson et al., 2019; Mitchell et al., 2012). Sharing a traumatic memory with others
may make it easier to bear, process, and make meaning from.
However, the protective effects of unit cohesion may cease when the Veteran
transitions back to civilian life. In the terminology of collective trauma and distributed
memory, a Veteran reintegrating into civilian society constructs and processes the
traumatic memory outside of the social context in which it occurred and was shared.
While it would not be the same as collectively sharing the memory with one’s combat
unit, social acknowledgment of the traumatic experience from their new civilian context
is helpful to the recovery process. Combat Veterans yearn for a social acknowledgment
that psychological injuries are war injuries (Sherman, 2010). Social acknowledgement
implies treating the individual with PTSD as a trauma survivor at the individual and
societal level, validating event-related thoughts, behavior, and feelings (Maercker &
Müller, 2004). There is some population level longitudinal evidence that social
acknowledgement has an immediate impact on PTSD-symptoms (van der Velden et al.,
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2019). However, similar to the negative reciprocal effects found by Kaniasty and Norris
(2008), those with high levels of PTSD-symptoms at baseline received less social
acknowledgment six-months later than those with low PTSD-symptoms at baseline (van
der Velden et al., 2019). van Der Velden et al. (2019) suggest that this finding may be
due to the effects of behavioral withdrawal and relational involvement by individuals
with severe PTSD, thus depriving them of social acknowledgment. Conversely, in a
prospective study of Vietnam Veterans across 14 years (1984 to 1998), Koenen et al.
(2008) found that Veterans with high PTSD-symptoms at Time 1 who were also more
involved in the community showed greater remission in PTSD. Thus, across time, PTSDsymptoms negatively impacts relational resources such as perceived social support and
social acknowledgment. However, continued relational engagements may counteract the
effects of avoidance and withdrawal on relational functioning, and by proxy, PTSDsymptoms.
An alternative explanation for the diminished experience of social
acknowledgment is that Veterans rarely perceive validation from their communities or
society. Combat Veterans of our most recent wars report societal perceptions of Veterans
with PTSD as “crazy” and “dangerous/violent,” adding that they believe the public
blames them for their problems (Coleman et al., 2017; Mittal et al., 2013). Unfortunately,
combat Veteran perception may not be unfounded. Experimental data also supports the
notion that combat Veterans are stigmatized as dangerous and incompetent, which leads
to social exclusion (Hipes & Gemoets, 2019). The continued Cartesian Dualism inherent
to our separation of physical and mental illnesses may also encourage the story of the
“dangerous Veteran” or “crazy combat vet” with PTSD. For example, when a combat
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Veteran loses an arm, the medical establishment provides the label “amputee.” But if they
suffer the psychological effects of combat trauma, the psychiatric establishment provides
the label “disordered” (Sherman, 2010). It is no wonder that some combat Veterans
internalize the stigma related to their invisible war wounds (Tanielian & Jaycox, 2008)
and limit help-seeking behaviors (Hoge et al., 2004; Sayer et al., 2009).
In sum, at the distant social level, the personal traumatic war memory and Veteran
identity is conceptualized as a social process. This social process is bidirectionally
influenced by the “national memory” of the war, societal views of returning Veterans
(i.e., the distant social level), and more proximal relationships (i.e., the combat unit, the
family). For Veteran’s struggling with PTSD, the distant social level can leave Veterans
feeling adrift and unwanted by society. The legacy of Vietnam Veteran reintegration is
illustrative of the association between the effects of society and trauma recovery. By and
large, Vietnam Veterans did not return to parades and fanfare; they returned to a country
fiercely debating the legitimacy of a war in which many of their comrades had died.
Vietnam Veterans today may continue to struggle to make meaning of their war
experiences due to the lack of societal trust in which their traumas can be communicated
and shared (Marini et al., 2020). Therefore, even though it is more distant to the Veteran,
society can be influential of Veteran belongingness and thus their ability to reconcile
combat trauma and heal from PTSD.
2.1.2 Summary of Socio-Interpersonal Effects of PTSD
From the above, combat-related PTSD can be understood at the level of
individual, close dyadic relationships, and society. As in Bronfenbrenner’s socioecological model (1979), the socio-interpersonal model of PTSD suggests that
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transactions occur between different levels (Maercker & Horn, 2013). For example,
perhaps a combat Veteran possesses the intrapersonal reactions of guilt or shame after
witnessing and failing to prevent the death of a civilian child. If the Veteran themselves
has a child, their primary social context once returning home may aggravate consequent
PTSD-symptoms through external reminders of the event. The Veteran’s partner then has
a role to play in allowing for disclosure of the guilt or shame related content as an
explanation for diminished parental functioning. Finally, both the reactions of guilt and
shame and the potential for disclosure would differ based on societal feelings towards the
war and social recognition of military trauma, which may influence help-seeking
behaviors and Veteran feelings of alienation and isolation.
Meta-analytic data show that both perceived and received social support are one
of the best predictors of PTSD (Brewin et al., 2000; Ozer et al., 2003; Prati &
Pieetrantoni, 2010). An additional meta-analysis found stronger associations between
PTSD-symptoms and relationship problems among military than civilian samples (Taft et
al., 2011), suggesting that the ramifications of combat exposure or transition stress may
uniquely impact relationship functioning (Mobbs & Bonanno, 2018). The sociointerpersonal model helps us make sense of data supporting both social-causation and
social-erosion models associating PTSD, social functioning, and social support in both
positive and negative directions. Social support may help to reduce PTSD-symptoms
while PTSD-symptoms may reduce social support (Kaniasty & Norris, 2008; van der
Velden et al., 2019). In closing this section, these models offer explanations for why
combat Veterans with PTSD come to feel alienated, alone, and thwarted in their
belongingness needs. To mitigate the social-erosion effects of PTSD, specific types of
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interpersonal belongingness experiences – those that accurately appraise trauma
symptoms, socially acknowledge the trauma, allow for self-disclosure, and promote helpseeking – may be necessary for Veterans to access the salutary effects of social-support.

2.2 Combat-Related Moral Injury
While the medical and psychiatric establishment view the diagnosis of PTSD as
associated with threats to life and safety during combat trauma, not all events that
eventuate in PTSD symptoms involve danger and fear (Weathers & Keane, 2007). The
recent addition of negative alterations in cognitions and mood to the PTSD diagnosis
accounts for experiences that result in posttraumatic anger, disgust, guilt, and shame
(APA, 2013). Theoretical and empirical work have advanced the notion that the
aforementioned cognitive-affective experiences in combat Veterans may be in response
to potentially morally injurious experiences (PMIEs), instead of (or in addition to) threats
to life and safety (Litz et al., 2009; Shay, 1994). A PMIE is an experience that violates
one’s core beliefs and expectations regarding right and wrong and the ability of oneself or
others to uphold a moral or ethical standard (Drescher et al., 2011; Litz et al., 2009; Shay,
2014). Combat Veterans encounter countless moral challenges in which they or others act
or fail to act in ways that transgress deeply held moral beliefs (Wisco et al., 2017). Thus,
the following section will describe combat-related moral injury (MI) and explore what it
adds to the struggles of combat Veterans above and beyond PTSD.
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2.2.1 Morality and War
In Litz et al.’s (2009) seminal paper on MI, the authors define morality “as the
personal and shared familial, cultural, societal, and legal rules for social
behavior…morals are fundamental assumptions about how things should work and how
one should behave in the world” (p. 699). Human morality (like other primate morality)
is deeply social and evolved as humans evolved – in social groups where the norms and
ethics of behavior promoted cooperation among large groups of individuals (Tomasello
& Vaish, 2013). Thus, moral behavior depends on socio-cultural-temporal factors that
underlie a group of people’s moral standards (Tangney et al., 2007). Our evolved moral
emotions also provide the impetus to follow moral behaviors which serve the interests of
the group (Haidt, 2003; Keltner et al., 2006). Moral emotions include the negative selfconscious emotions of guilt, shame, and embarrassment, the negative other-condemning
emotions of contempt, anger, and disgust, and the positive emotions of elevation,
gratitude, and compassion (Haidt, 2003; Tangney et al., 2007). Self-conscious emotions
refer to emotions where the self is the object. Other-condemning emotions refer to
emotions where the actions or character of others are the object. Self-conscious emotions
offer feedback on our social acceptability and other-condemning emotions offer feedback
regarding the acceptability of others. Therefore, the self-conscious and other-condemning
emotions and their associated behavioral tendencies evolved to promote social
cooperation among groups (Tangney et al., 2007).
The connection between 1) social-context and moral standards, and 2) moral
emotions and moral behaviors, has large implications for military combat Veterans who
must traverse the distinct worlds of civilian and military cultures (Farnsworth et al.,
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2014). Behaviors which serve the group in U.S. military culture (e.g., killing during
combat) run contrary to behaviors which serve the group in U.S. civilian culture, and vice
versa (e.g., commitment to self-advancement in U.S. civilian culture vs. commitment to
group advancement in U.S. military culture). Since 9/11, the increasing consistency with
which service members move between civilian and military cultures has added a level of
moral complexity to the existing moral difficulties of war. Between Sept 2001 and Sept.
2015, 2.77 million service members have served on 5.4 million deployments across the
world. Approximately 590,000 soldiers have accrued two deployments and 528,000 have
accrued three or more deployments (Wenger et al., 2018). Advances in technology also
literally bridge the divide between home and battlefield in ways that may complicate
distinctions between military and civilian values. Finally, the realities of modern
asymmetrical warfare may confuse the role – and thus, moral standards – guiding our
combat Veterans: are they warfighters trained to view anyone as a would be enemy to
protect their unit, or are they extensions of our foreign service office, sent overseas to
“win the hearts and minds” of a country’s civilian population (Sherman, 2010)? While
the “fog of war” has existed since antiquity, these distinctions regarding the
unconventional wars that U.S. combat Veterans have been fighting since the Vietnam
War (e.g., threats from civilians, the risk of harming civilians; Litz et al., 2009), and the
consistent physical and technological transitions service members make between civilian
and military cultures, create ripe conditions for moral ambiguity.
To add to our understanding of war as not only a struggle of survival (i.e., life and
death), but morality (i.e., right and wrong), Litz et al. (2009) define PMIEs as the
following:
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Perpetrating, failing to prevent, bearing witness to, or learning about acts that
transgress deeply held moral beliefs and expectations. This may entail
participating in or witnessing inhumane or cruel actions, failing to prevent the
immoral acts of others, as well as engaging in subtle acts or experiencing
reactions that, upon reflection transgress a moral code. We also consider bearing
witness to the aftermath of violence and human carnage to be potentially morally
injurious (p. 700).
Several authors (Drescher et al., 2011; Litz et al., 2009; Shay, 2014) have delineated
PMIEs into transgressive acts of self- and other-perpetration (e.g., killing or failing to
prevent others from committing atrocities) and betrayal (e.g., witnessing immoral actions
and/or experiencing the betrayal of trusted others). Using the NHRVS data, Wisco et al.
(2017) found that 10.8% of Vietnam combat Veterans reported self-perpetration
transgressions, 25.5% reported other-perpetration transgressions, and 25.5% reported a
betrayal PMIE. In a sample of active duty Marines deployed to Afghanistan, 24.1%
endorsed at least one perpetration transgression and 37.5% endorsed at least one
experience of betrayal (Jordan et al., 2017). In Israeli Veterans who had contact with
civilian Palestinian populations, 33.7% endorsed at least one other-perpetration
transgression, 21.9% endorsed at least one self-perpetration transgression, and 31%
endorsed an experience of betrayal (Zerach & Levi-Belz, 2018). As seen from the above
data, PMIEs are fairly common among combat Veterans.
2.2.2 Moral Injury
Similar to the way trauma exposure does not automatically imply PTSD
(Bonanno et al., 2012; Nash et al., 2015), combat creates a wealth of conditions for
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PMIEs, but not all combat Veteran endorsing a PMIE will develop problems consistent
with the definition of MI. It is important then to distinguish MI from a PMIE (Frankfurt
& Frazier, 2016). In the social-cognitive model of MI (Litz et al., 2009), MI first involves
an inability to accommodate the morally challenging PMIE into one’s existing moral
worldview (e.g., of right and wrong or the way things should be; Farnsworth, 2019; Litz
et al., 2009), resulting in morally painful discrepancies between their appraisal of the
moral violation and their worldview (Lancaster & Erbes, 2017). Moral pain follows such
discrepancies and manifests in the experience of painful moral emotions (e.g., the selfconscious emotions of guilt and shame and the other-condemning emotions of anger,
disgust, and contempt) and their related cognitions (e.g., self- or other-condemnation). As
previously mentioned, moral emotions and related cognitions are evolutionarily important
because they serve intra- and interpersonal functions needed for the survival of our
species (Farnsworth et al., 2014; Haidt, 2003). However, while it may be functional at the
group level, moral pain may be dysfunctional at the level of the individual, priming
actions of avoidance or hostility and aggression.
Within the nascent literature, there is still no consensus on how to operationalize
MI. In their integrative review on the construct, Griffin et al. (2019) propose that MI
could be conceptualized along two dimensions: to the extent that individuals 1) appraise
themselves as either committing the violation (perpetration-based) or 2) appraises
themselves as being the victim of another’s transgression (betrayal-based). Perpetrationbased PMIEs often precipitate the self-conscious emotions of guilt and shame because the
combat Veteran themselves have engaged in harmful behaviors (acts of commission) or
failed to engage in helpful behaviors (acts of omission) that conflict with existing moral
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standards of who they are (i.e., shame) or what they should have done (i.e., guilt). As we
previously reviewed, guilt may be the more useful self-conscious emotion because it is
associated with reparative behaviors. However, combat-related guilt that is more
generalized and non-specific may become more about the self (as in shame) and less
about the behavior (Farnsworth et al., 2014). Contrary to context-specific guilt, which
promotes socially reparative behaviors, shame in combat Veterans promotes action
tendencies of hiding, withdrawal and the urge to disappear (Haidt, 2003), sometimes
through suicide (Bryan, Morrow, et al., 2013). In both cases, avoidant behavior limits the
possibility for the reparative efforts necessary to resolve guilt and the social connection
necessary to bear shame.
Betrayal-based PMIEs precipitate the other-condemning emotions of anger,
contempt, and disgust because they involve a behavioral transgression of “what’s right”
by a trusted other (Shay, 1994), contradicting expectations of goodness or dependability.
As previously described, anger is common among combat Veterans. As an othercondemning emotion, anger occurs after a betrayal from a trusted other and promotes the
action tendency of a motivation to attack, humiliate, or otherwise get back at the person
who is perceived of having betrayed the combat Veteran (Haidt, 2003). The feeling of
betrayal signifies a rupture of familial bonds between the combat Veteran and the
surrogate family the soldier became a part of when joining the military (Sherman, 2010).
Sherman (2010) suggests that the feeling of betrayal may also occur if the combat
Veteran returns home and later appraises that they fought and lost sacred values for an
unjust war. The other-condemning moral emotion of disgust may occur in response to a
physical object or social violation that defiles the body. All forms of disgust (physical
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and social) motivate the action tendencies to avoid, expel, or otherwise break off contact
with the offending entity, often with a concurrent desire to wash and purify the body
(Haidt, 2003). Finally, the moral emotion of contempt can occur in combat from
watching others act immorally. While it does not possess clear action tendencies, Haidt
(2003) posits that contempt is often associated with treating the object of one’s contempt
with less warmth, respect, and consideration. The moral emotion of contempt also
weakens other positive moral emotions like compassion (Haidt, 2003). Contrary to the
self-conscious emotions where avoidance is the obstacle to interpersonal belonging, the
other-condemning moral emotions create hostile and negative interpersonal interactions
that push others away.
In opposition to the DSM classification of PTSD Cluster D alterations in
cognitions and mood as “exaggerated” or “distorted,” Farnsworth et al. (2017) take a
functionalist perspective on MI, arguing that by itself, moral pain should not be
pathologized. Given its evolutionary origins, moral pain implies that the combat Veteran
is functioning properly with respect to their social group. As Litz et al. (2009) contend:
“in the case of morally injurious events, judgments and beliefs about the transgressions
may be quite appropriate and accurate” (p. 702). The consideration of moral emotions
and prescriptive “ought” beliefs (i.e., how one “ought” to have behaved, the way the
world “ought” to be) as neither true nor false has implications for the way we understand
combat-related MI (Farnsworth, 2019; Farnsworth et al., 2017). Pain is not pathology
(Stolorow, 2016), and from a functionalist perspective, a MI must entail “expanded
social, psychological, and spiritual suffering stemming from costly or unworkable
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attempts to manage, control, or cope with the experience of moral pain” (Farnsworth et
al., 2017, p. 392).
Litz et al. (2009) described such MI-related suffering as comprising PTS-like
intrusive re-experiencing symptoms and avoidance, and unworkable actions to control
one’s moral pain through self-injury (e.g., substance use, risky behavior, suicidality),
self-handicapping (e.g., shunning positive emotions or experiences), and demoralization
(e.g., cognitive-affective phenomena of hopelessness, helplessness, self-loathing, and
existential despair). Thus, while self-conscious and other-condemning moral emotions
may be functional at the level of the group, their individual-level action tendencies and
the unproductive efforts to manage them may lead a combat Veteran to lose touch with a
sense of meaning, purpose, and belonging in their lives (Farnsworth et al., 2017). To put
it simply, painful moral emotions (shame, guilt, anger, disgust, and contempt) and their
related compensatory strategies (i.e., self-injury and self-handicapping) promotes social
disconnection and a lack of belonging above and beyond the already negative
interpersonal effects of combat-related PTSD.
2.2.3 Combat-Related PTSD and MI
Moral injury shares some similarities with PTSD, including the Cluster D
negative alterations in cognitions and mood and re-experiencing and avoidance
symptoms (Litz et al., 2009). However, there remain important distinctions between the
two conditions. For instance, PTSD and MI appear to reveal different symptom profiles
(Bryan et al., 2018; Litz et al., 2018). Factor-analytic work in a sample of 930 National
Guard personnel found that PTSD was characterized by startle reflex, memory loss, and
self-reported flashbacks, whereas MI was distinguished by guilt, shame, anhedonia, and
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feelings of isolation from others (Bryan et al., 2018). Consistent with other work (LeviBelz, Greene, et al., 2020), Bryan et al. (2018) found that depression characterized both
PTSD and MI. Potentially morally injurious events contribute unique variance to PTSDsymptoms, emphasizing how PTSD may not be solely due to fear-based traumas. For
example, Jordan et al. (2017) found that the relationship between perpetration- and
betrayal-based PMIEs and PTSD were explained by their associated moral emotions,
guilt/shame for the former and anger for the latter. Finally, self-directed MI (i.e.,
perpetration-based) appears to prospectively predict PTSD-clusters in previously
deployed combat Veterans, but only PTSD Cluster D prospectively predicted selfdirected MI (Currier et al., 2019). Currier et al.’s (2019) findings are also consistent with
network analyses showing the connection between PTSD and MI is through PTSD
Cluster D (Koenig et al., 2020; Levi-Belz, Greene, et al., 2020). In sum, these findings
suggest that PTSD and MI are related but distinct constructs.
Additional differences emerge when we further observe the consequences of MI
compared to PTSD. For example, even though MI has yet to be defined as a mental
illness, it has significant effects on mental health outcomes. In a meta-analysis of 13
studies representing over 6,000 participants, PMIEs accounted for 9.4% of the variance in
PTSD, 5.2% of the variance in depression and 2.0% of the variance in suicidality
(Williamson et al., 2018). Several other review articles show that in combat Veterans,
PMIEs are associated with increased risk of mental illness and suicidality after
controlling for demographics, prior trauma exposure, and previous psychiatric diagnosis,
including PTSD (Frankfurt & Frazier, 2016; Griffin et al., 2019). The unique variance
that MI adds to the mental health outcomes in Veterans is consistent with the well
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documented finding that acts of killing in combat and taking part in atrocities
(perpetration-based PMIEs) predict a host of mental health problems, including more
frequent and severe PTSD, substance use, depression, and suicidal ideation (Currier,
Holland, et al., 2014; Fontana et al., 1992; Maguen et al., 2009, 2010, 2011, 2012, 2013).
Finally, PTSD- and MI-related costs are demonstrated by elevated rates of comorbidity
(e.g., depressive, anxiety, or substance use disorders) and their compounding impact on
Veteran suicide (Jakupcak et al., 2009; Kimbrel et al., 2014, 2016; Ramsawh et al.,
2014).
While MI adds complexity (and perhaps some confusion) to the concept of PTSD,
the condition of MI adds nuance to our understanding of the struggles that many combat
Veterans face that a diagnosis of PTSD does not describe. Farnsworth et al.’s (2017)
functional approach to MI is useful in elucidating these qualitative differences. While
both conditions of combat may possess re-experiencing and avoidance symptoms, they
serve different functions and therefore imply different avenues for treatment. For
example, problematic reminders and avoidance of a fear-based trauma is commonly
treated via exposure and habituation (Foa et al., 2007) as well as methods of cognitive
disputation (Resick et al., 2017). One portion of these approaches to PTSD treatment ask
Veterans to assess the accuracy of their fear-responses as tested against the “facts” of
their immediate environment. However, it is more difficult to use exposure and
disputation to treat the problematic reminders and avoidance of one’s moral pain and
prescriptive value-based cognitions from a PMIE (Farnsworth et al., 2017). The combat
Veteran with a perpetration-based MI is not avoiding social situations because of the
irrational fear of it being unsafe (something that could be verified), but because they are
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ashamed of revealing their “true” damaged and tainted self (a belief that cannot be
verified in the same manner). This distinction may account for why, irrespective of
dropout rates in PTSD treatments, approximately one-third to one-half of Veterans
receiving PTSD treatments based on fear conditioning rather than moral pain do not show
meaningful symptom improvement (Haagen et al., 2015; Steenkamp et al., 2015).
Another reason that the most common treatments fail Veterans is that they do not account
for R/S issues. For example, often underlying both unresolved PTSD and MI may not
only be moral pain, but spiritual distress. The next section will clarify the role of spiritual
struggles in combat-related PTSD and MI.

2.3 PTSD, MI, and Spiritual Struggles
Nash and Litz (2013) posit that a relevant feature to the problematic interpersonal
functioning among those suffering the effects of combat-trauma involves the manner in
which beliefs and values (i.e., moral standards) are developed and maintained though
social institutions, like the family, the community, and R/S. The authors propose that
social institutions provide a “moral covenant,” an environment with moral rules that grant
our interactions a sense of predictability and meaning. Social institutions such as the
family, the military, or R/S offer a basis for relational trust and safety (Nash & Litz,
2013). Moral pain and the resulting behavioral dysfunction of MI are thus not only
related to the ways PMIEs contradict existing moral beliefs, “but also the extent to which
they compromise the ability of existing social and spiritual supports to maintain a holding
environment.” (Nash & Litz, 2013, p. 370). When one’s agreement with these existing
moral structures is undermined, the Veteran may find themselves lost in a fundamental
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crisis of meaning and belonging that is simultaneously relational and existential. The
costs of experiencing a traumatic or PMIE are not only intra- and interpersonal (i.e.,
psychosocial), but extrapersonal and spiritual. Veteran spiritual health may become
compromised following combat trauma (Currier, Drescher, et al., 2014) and PMIEs
(Drescher et al., 2011; Vargas et al., 2013). Before moving forward in describing the
connection between PTSD, MI, and spiritual struggles, I will provide several definitions
for clarification.
The notion of spirit is a complex and complicated idea, rife with history and
theological assertions. Psychologically, spirit has been defined as “the essential core of
the individual, the deepest part of the self and one’s evolving human essence” (Pargament
& Sweeney, 2011, p. 58). Pargament and Sweeney (2011) further assert that the human
spirit is not a collection of traits, but a motivating impulse toward realizing the highest
purposes of the self. Following from this definition, spirituality refers to the journey or
search people take to realize their spirit, to find the sacred in everyday life (Pargament et
al., 2013). Sacred in this sense refers to what a person deems “set apart from the ordinary
and worthy of veneration and respect” (Pargament & Mahoney, 2002, p. 647). Sacred
could mean God, the divine, or a higher power, or any part of life that an individual
sanctifies (e.g., objects, events, places, people, values, etc.). A combat Veteran would be
considered spiritual “to the extent that they are trying to find, know, experience, or relate
to what they perceive as sacred” (Pargament & Mahoney, 2002, p. 648). Consequently,
religion refers to the institutions – which in their practices, community building, and
motivations – guide spirituality (i.e., the search for the sacred; Pargament et al., 2013).
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Religion and spirituality (R/S) are highly relevant to Veteran functioning. A
systematic review of 43 studies found evidence for the association between R/S and
mental well-being (e.g., PTSD, suicide, depression, anger, anxiety, and quality of life) in
combat Veterans (Smith-MacDonald et al., 2017). However, the direction of the effect
corresponded with either positive spirituality (“beliefs and practices that promoted
spiritual wellbeing such as ‘organizational religiousness’ or ‘intrinsic religious
motivation’”) or negative spirituality (“damaging or injurious beliefs or behaviors such as
an ‘inability to forgive or alienation from God’” [p. e1921-e922]). Interestingly, negative
spirituality (i.e., R/S struggles) appears to be more important to mental well-being than
positive spirituality (Smith-MacDonald et al., 2017), suggesting that while spirituality
may aid in Veteran well-being, it may also have a dark side.
The literature has used the term R/S struggles to refer to internal conflicts in
which what people once held sacred (e.g., connection to God, spiritual community,
military identity, etc.) is threatened or lost (Exline et al., 2014). In Smith-MacDonald’s
review (2017), they found that the trajectory of mental health diagnoses was associated
with features of R/S struggles: “guilt, forgiveness, hopelessness, lack of meaning and
purpose, fairness/justice, anger, alienation, negative image of God, and spiritual and
moral disintegration” (p. e1938). Ultimately, R/S struggles are associated with a range of
difficulties in mental, physical, and behavioral health (Exline et al., 2014, 2016;
Pargament et al., 2001; Rosmarin et al., 2013; Wilt et al., 2016), including combat-related
PTSD and MI (Evans et al., 2018; Raines et al., 2017).
Several longitudinal studies find evidence for the association between R/S
struggles and trauma-related symptom distress. For example, in a longitudinal study of
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trauma survivors, spiritual struggles moderated the association between trauma exposure
and PTSD-symptomology (Harris et al., 2012). In U.S. Veterans seeking residential
treatment for PTSD, R/S struggles at the start of treatment predicted worse treatment
outcomes and uniquely predicted PTSD-symptom severity at discharge, controlling for
combat exposure (Currier et al., 2015). Interestingly, Currier et al. (2015) found that
PTSD-symptom severity at baseline did not predict future R/S struggles, suggesting that
spirituality may be as important in treatment for combat-related PTSD as the trauma
itself. Additionally, PMIEs (i.e., killing others or failing to prevent death) appear to
specifically weaken religious faith (Fontana & Rosenheck, 2004). Furthermore, Fontana
and Rosenheck (2004) found the moral emotion of guilt explained the association
between loss of faith and PTSD.
Spiritual struggles also explain the associations between trauma and MI, and
trauma and PTSD-symptoms (Evans et al., 2018; Wortmann et al., 2011). Spirituality has
also been associated with the severity of PTSD-symptoms and suicidal behaviors in
Veterans (Kopacz et al., 2016) while R/S struggles about God and ultimate meaning have
been associated with suicide risk in Veterans seeking treatment for PTSD (Raines et al.,
2017). Thus, there is sound evidence that R/S struggles may be an indication of additional
distress in making meaning from traumatic events (Park, 2010). For example, in a followup to the previously mentioned Fontana and Rosenheck study (2004) regarding loss of
religious belief, Veterans reported that their motivation to seek outpatient treatment for
PTSD was to address a loss of meaning or purpose in life after the traumatic experience
(Fontana & Rosenheck, 2005). Therefore, in helping Veterans heal from combat trauma,
it is important to explicate the link between R/S struggles and PTSD and MI.
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2.3.1 Meaning Making, Religious and Spiritual Struggles, and Trauma Recovery
Park’s meaning making model (2010) is instructive in illuminating the connection
between PTSD, MI and R/S struggles. According to Park (2010), distress after trauma
involves discrepancies between the reality of a traumatic event and one’s meaning
system. People possess global meaning systems of beliefs, goals, and a general sense of
purpose that structure their lives and lead to attributions of meaning to specific
experiences (Park & Folkman, 1997). Park (2010) asserts that global meaning systems
aid in the way people understand and direct their lives and are associated with general
well-being and life satisfaction. Global meaning systems may derive from early
sociocultural experiences, including R/S (Park & Folkman, 1997). If R/S is explicitly
incorporated into one’s global meaning system, then the Veteran’s understanding of God
or the divine, in addition to R/S instructions, will inform beliefs “about the self, the
world, and the self in the world” (Park & Folkman, 1997, p. 121). Consequently, the R/S
beliefs will influence the appraised meanings of a potential traumatic events. Situational
meaning refers to effects of both global meaning and the circumstances of a situation on
one’s later assessment of and response to that situation. Thus, when a Veteran encounters
a stressful situation, such as a PTE or PMIE, both their global meaning system and the
context of the particular situation will influence their appraisal and subsequent response.
The meaning making model asserts that a combat Veteran would experience
distress if the meaning they assign the event violates their global meaning system (Park,
2010). Violating global meaning would then create a sense of distressing dissonance
proportional to the difference between one’s global meaning system and their situational
assessment of the event. The Veteran’s distress would set in motion cognitive and
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emotional processes by which they would attempt to resolve the discrepancy between
their global meaning and their appraisal of the stressful situation; termed meaning making
(Park & Folkman, 1997). Park (2010) finds that the meaning-making process may bear
several outcomes: appraisal of the stressful event may be modified to fit one’s global
meaning system (i.e., assimilation), one’s global meaning system may be altered to fit the
event (i.e., accommodation), or revisions may occur to what one finds meaningful in life
(Park, 2010). Unsuccessful meaning making in which the discrepancy between situational
and global meaning is unresolved serves to sustain distress and may increase
vulnerability to PTSD (Park et al., 2012; Steger et al., 2015) and MI (Currier, Holland, &
Malott, 2015; Currier, Holland, Rojas-Flores, et al., 2015).
As it relates to combat Veterans, the negative effects of R/S on PTSD and MI may
be due to the manner in which religion influences global meaning, prescribing moral
standards and expectations that may be practically impossible for many Veterans to
follow in the context of war (Worthington & Langberg, 2012). While moral standards are
prescribed to supplement the spiritual search, prescriptions such as, “Love your enemies,
bless those who curse you” (Matthew 5:44, New King James version), or, “You shall not
murder” (Exodus 20:15, New King James version), may be especially problematic for
combat Veterans who are trained to kill the enemy. Park and Folkman describe several
types of attributions commonly grounded in R/S beliefs which have strong implications
for both potential meaning making and R/S struggles. Casual attributions (i.e., “why did
this happen?”) may take on a supernatural or religious character in which God, a deity, or
a demonic force intends to punish the victim of the event or teach them a lesson.
Selective incidence attributions (“why did this happen to me?”) becomes a question of
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theodicy: “How could a God who is all-loving and who loves me allow this to happen?”
In reviewing the concept of spiritual fitness in military service members and Veterans,
Hufford et al. (2010) posit that questions of theodicy “may become central to service
members who take part in or witness experiences that potentially shatter deeply held
spiritual views” (p. 76). Finally, responsibility attributions (i.e., “who or what is
responsible?”) often imply moral judgments about how one “ought” to have acted and are
likely related to MI. Unproductive ways that individuals attempt solutions to these
attributions may diminish God or one’s higher power, diminish the world and other
people, or diminish the self (Drescher et al., 2007). Again, the Veteran may be left
relationally disconnected from other’s and their higher power (Ames, 2019)
Within the framework of the meaning making model (Park, 2010), for the R/S
Veteran, R/S struggles may undergird continued distress from combat-related PTSD or
MI. The R/S struggle is a handicap to finding meaning and moving beyond one’s trauma.
Thus, when attempting to reconcile the discrepancy between the Veteran’s global
meaning system and situational meaning after a traumatic or PMIE, R/S struggles must
be addressed in making meaning (Park, 2005). Therefore, if fear-based PTSD requires
fear extinction (Foa et al., 2007), and moral injury requires moral repair (Litz et al.,
2009), then R/S struggles necessitate spiritually integrated interventions in the treatment
of combat-related PTSD and MI (Kopacz & Connery, 2015).
Recently, the field has begun to address R/S in the treatment of PTSD and MI to
help combat Veterans make meaning of their psychological war injuries. Specifically,
spiritually integrated treatments for combat Veterans pay attention to morals/values and
the discrepancies between global meaning and situational meaning grounded in the
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Veteran’s R/S beliefs (Harris et al., 2011, 2018; Litz & Carney, 2018; Litz et al., 2016;
Pearce et al., 2018). Each spiritually integrated treatment in their own way “uses spiritual
concepts and rituals of compassion, grace, spiritual guided imagery, repentance,
confession, forgiveness, atonement, blessing, restitution, and making amends” (Pearce et
al., 2018, p. 3) to address legitimate moral and spiritual pain and move toward repair and
growth.
Interventions may further promote spiritual concepts of healing from trauma in
retreat formats. Such retreats fall outside of the demands of day-to-day life and can
therefore be more intensive. The literature on retreat-based spiritually integrated
interventions for trauma is in its earliest stages, mostly qualitative studies, with very few
samples of combat Veterans. Those published intervention studies have noted an
emphasis on community building, resilience skills, and holistic care, like meditation,
prayer, and expressive arts (Bobrow et al., 2013; Dutton et al., 2021; Greer & Vin-Raviv,
2019; Hawkins et al., 2016; Smith-MacDonald et al., 2022; Wheeler et al., 2020). Such
retreat-based interventions can also be creative in organizing adventurous leisure
activities, like outdoor recreation in nature. Novel, adventurous outdoor activities provide
Veterans with a sense of accomplishment, mood alteration and ultimately, if done with
others, promote relationship functioning, connection, and bonding (Aron et al., 2000;
Betthauser et al., 2017).
In summation, because of the psychosocial-spiritual effects of PTSD and MI,
combat Veterans may return from war with broken relationships with themselves,
important others, and their higher power (Ames, 2019). Sacred loss and/or moral
violation play key etiological roles in prolonging the distress and pain of PTSD and MI.
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Thus, finding avenues in which to reconnect combat Veterans with their sacred values
and resolve what has been lost or violated may assist Veterans in healing from
psychological war injuries. Retreat-based, spiritually integrated interventions may also
allow for healing by promoting experiences of psychospiritual belonging – experiences of
belonging with something larger than oneself at both psychological and spiritual levels.
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CHAPTER III
PSYCHOSPIRITUAL BELONGING

The following section will explore belonging, both in the common interpersonal
sense, and then the less commonly referenced extrapersonal sense of belonging to God or
one’s higher power. In so doing, I will describe the evidence for belonging as a
fundamental human need, including the negative outcomes like suicide when the need is
unmet in military members. I will also describe the ways R/S individuals substitute
extrapersonal relationships to account for the need to belong when interpersonal
relationships are fractured or disconnected. Finally, I will conclude with research around
the cognitive-perceptual merging that occurs when one feels they belong and its relation
to the concept and experience of self-transcendence. Ultimately, belonging appears to
facilitate the quest to find meaning and purpose in the trials and triumphs of our lives
(Lambert et al., 2013; Seligman, 2012; Stillman & Baumeister, 2009). Thus, experiences
of belonging at psychological and spiritual levels are vital to understanding conditions of
disrupted relationships and meaning making, such as in combat-related PTSD and MI.

3.1 The Need to Belong
Interpersonal belonging has been posited by clinical theorists (Bowlby, 1969,
1973; Fromm, 1956; Horney, 1950; Maslow, 1968; Sullivan, 1953) and shown more
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recently empirically (Baumeister & Leary, 1995; Gere & MacDonald, 2010) as a
fundamental human need. In the literature, the need to belong (NTB) refers to the idea
that humans possess fundamental motivations to develop and maintain interpersonal
relationships that are positive, durable, and meaningful, and that this occurs with no
external instructions to do so (Baumeister & Leary, 1995). As Baumeister and Leary
(1995) write, “much of what human beings do is done in the service of belonging” (p.
498).
From the beginning of psychology as a science, different terms and theoretical
frameworks described the fundamental NTB. For example, Freud argued that although
humans need to be a part of groups and relationships, this need was a regressive impulse
that grew out of a desire to recreate the filial bond with one’s mother (Freud, 1989). In
his hierarchy of needs, Maslow (1968) placed his conception of belongingness (i.e.,
friendship, family, sexual intimacy) above physiological (i.e., food and shelter) and safety
needs (i.e., security of resources), but below needs of self-esteem and self-actualization.
Finally, Bowlby described attachment as “the propensity of human beings to make strong
affectional bonds to particular others” (Warme et al., 1980, p. 367) and, like Freud,
positioned this need as stemming from the centrality of one’s early primary attachment
bond (Bowlby, 1969). While these three theories of belonging were highly influential on
the field, they were mostly observational.
Alternatively, Baumeister and Leary (1995) summarized empirical work across
the subfields of personality, social, cognitive, and clinical psychology to provide similar
conclusions that “human beings are fundamentally and pervasively motivated by a need
to belong…by a strong desire to form and maintain enduring interpersonal attachments”
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(p. 522). People will readily form attachments without being coerced to do so, and they
are just as reluctant to break them once formed. In outlining the NTB, Baumeister and
Leary (1995) argue that belongingness requires 1) positive and pleasant interactions with
particular individuals or groups that are 2) frequent, stable, and continuously reciprocal
(i.e., both party’s care for the wellbeing of the other). In their view, the interpersonal
NTB is a global need that includes specific endeavors for connectedness, social support,
social inclusion, and secure attachments (Baumeister & Leary, 1995). The NTB theory
had its origins in nine propositions that, if satisfied, would form a metatheory of human
motivation: 1) produces effects readily under all but adverse conditions, 2) has affective
outcomes, 3) directs cognitive processing, 4) leads to ill effects when upset in physical
health and behavior readjustment, 5) elicits goal-oriented behaviors intended to satisfy it
in subjection to motivational patterns, 6) universally applies to all people, 7) is not
derived from other motives, 8) affects a broad variety of behaviors, and 9) has
implications that go beyond immediate psychological functioning, such as economical
and sociological pattern studies (Baumeister & Leary, 1995).
For the current study and the present literature review regarding psychospiritual
belonging in combat Veterans with PTSD and MI, I would like to focus on three NTB
propositions. First, that negative effects occur when the NTB is thwarted in combat
Veterans. That is, when people lack meaningful close relationships they suffer. This
proposition has direct implications for the difficulties many Veterans face when leaving
the military, including that of suicide. Second, that NTB elicits goal-oriented behavior to
satisfy the need. Researchers believe such behavior results in motivational patterns of
relationship satiation and substitution. Satiation and substitution refer to the fact that
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individuals will substitute new relationships when old ones are lost or they will reach a
satiation point after which they do not require further relationships. This proposition of
substitution has implications for R/S coping patterns wherein individuals will substitute a
relationship with God or a higher power when interpersonal ties are lost. Third, the NTB
directs and alters cognitive processing such that a cognitive merging effect occurs in
which individuals perceive interpersonal and extrapersonal relationships to be included in
their own self-concept. This last proposition of cognitive alterations has implications for
the possible self-transcendent piece of psychospiritual belonging, where the boundaries
and connection between oneself and others blur. Thus, each of these three themes will be
explored with respect to combat Veterans struggling with PTSD and MI. In using
Baumeister and Leary’s theory to frame the following discussion, I will attempt to use the
term “interpersonal belonging” to refer specifically to the NTB and the phrase “belonging
to something larger…” to indicate the current study’s definition of belonging.

3.1.1 Thwarted Belongingness and Negative Outcomes in Military Veterans
As Baumeister and Leary’s NTB theory asserts, supportive networks that provide
belonging reduce stress, whereas being deprived of stable and supportive relationships to
support interpersonal belongingness have a wide range of negative psychological and
behavioral outcomes. Furthermore, seeing oneself as a part of some larger collective
provides a sense of meaning, purpose, and belonging that allows people to identify with
others and pursue shared goals (Haslam et al., 2009; Lambert et al., 2013). For Veterans,
the military culture, with its exclusivity and focus on a common purpose, provides its
members with a strong sense of identity, belonging, and purpose to serve something
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greater (Junger, 2016). The military has been described as a family, one that takes care of
its soldiers and provides structure (Ahern et al., 2015). Combat Veterans will often
develop intense relationships with those they deploy with (Hinojosa & Hinojosa, 2011)
that buffer against the psychological stress of war (Anderson et al., 2019; McAndrew et
al., 2017). Transitioning out of the military forces Veterans to find alternative sources of
interpersonal belonging that, if unsuccessful, may lead to negative outcomes. As
expected, there is ample evidence that thwarted belongingness in military Veterans is
associated with outcomes such as depression (Armenta et al., 2019; Bryan & Heron,
2015; Goetter et al., 2020; James et al., 2013; Nichter et al., 2020; Teo et al., 2018; Tural
et al., 2012), substance misuse (Feingold et al., 2019; Fuehrlein et al., 2016, 2018;
McCabe et al., 2019), comorbid depression and substance misuse (Bartels et al., 2006;
Bravo et al., 2016; Kelley et al., 2017), and ultimately suicidal desire (Adams et al., 2017;
Blow et al., 2019; Bryan, McNaughton-Cassill, et al., 2013; DeBeer et al., 2014; Gradus
et al., 2015; LaCroix et al., 2018; Langhinrichsen-Rohling et al., 2019; Levi-Belz,
Dichter, et al., 2020, p.; Pietrzak et al., 2010; Rugo et al., 2020).
The associations between military service, deployment, combat exposure and
suicide are complex and multi-determined. Cross-sectional, longitudinal, and
retrospective studies find no clear associations between combat deployments and suicide
(LeardMann et al., 2013; Ravindran et al., 2020; Reger et al., 2015) and in a recent
longitudinal study of U.S. Army soldiers, combat exposure was actually negatively
associated with suicidal ideations and attempts (Naifeh et al., 2019). Rather, the risk for
suicide appears to be compounded by the time spent home postdeployment (Griffith &
Bryan, 2017; Ravindran et al., 2020; Shen et al., 2016), where reintegration into society is
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stressful (Mobbs & Bonanno, 2018; Sayer et al., 2010). The Veteran’s background and
psychosocial-occupation circumstances surrounding the suicide (Griffith & Bryan, 2017)
may also moderate this postdeployment effect. Some studies find that reintegration stress
is uniquely associated with suicide (Haller et al., 2016; Kline et al., 2011; Pietrzak,
Russo, et al., 2011), whereas other studies find that these effects are mediated by
interpersonal and social functioning (Martin et al., 2020). Furthermore, specific aspects
of PMIEs in combat (e.g., killing, witnessing death) are associated with suicide (Bryan et
al., 2015). Thus, the risk for suicide appears to increase due to factors that may impact the
reintegration process, including MI from aspects of combat exposure, comorbid PTSD
and depression (Dillon et al., 2018; Glenn et al., 2020; Kimbrel et al., 2016), and
unsuccessful social and occupational functioning in the period after deployment or
separation from the military. Given the elevated rates of suicide among combat Veterans
(Department of Defense, 2010) and the likelihood that deployments will continue, a
clearer understanding of the connection between combat, reintegration stresses and the
outcome of suicide is critical. The interpersonal theory of suicide (IPTS; Van Orden et
al., 2010), an empirically supported model of suicide in general (Chu et al., 2017) and in
military/Veteran populations (Chu et al., 2020; Silva et al., 2017), may help clarify the
associations between combat deployment, interpersonal functioning, belonging to
something larger than oneself, reintegration, and suicide.
3.1.1.1 Combat Veterans and The Interpersonal Theory of Suicide.
According to the IPTS, the desire to die by suicide arises from two related, but
distinct interpersonal constructs: thwarted belongingness (TB) and perceived
burdensomeness (PB). Thwarted belongingness is a psychologically painful mental state
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that results when the NTB, as formulated by Baumeister and Leary (1995) is unmet (Van
Orden et al., 2012). Following from the NTB, the absence of positive, reciprocal caring
relationships is believed to result in TB. The IPTS posits that various aspects of social
isolation are thus involved in suicide, including living alone, loneliness, and low social
support. Perceived burdensomeness is a mental state characterized by perceptions that
one is a liability to others and that one’s death would therefore benefit others (Van Orden
et al., 2012). The IPTS proposes that family discord, unemployment, and functional
impairments are involved in suicide if they promote PB. Finally, the IPTS theorizes that
TB and PB, and feelings of hopelessness that these states will be resolved, promote
suicidal ideation (Van Orden et al., 2010).
Commonly, the military is known for creating a sense of meaning, purpose, and
belonging that transcends self-interest. These qualities are best exemplified by the wellknown military mottos semper fidelis (always faithful) and esprit de corps (morale, the
capacity to maintain a belief in a common goal through hardship). However, once units
dissolve and combat Veterans with shared experience and purposes withdraw from one
another and reintegrate into civilian life, so do many of the things they held sacred,
including a sense of interpersonal belonging and being a part of something greater than
themselves (Albertson, 2019; Brenner et al., 2008; Selby et al., 2010). The militarycivilian divide likely further worsens the sense of isolation and lack of belonging. In an
all-volunteer military, combat Veterans return home feeling they have fewer individuals
with whom they can relate (Pew Research Center, 2011). The qualities that make the
military special to begin with (i.e., identity, belonging, purpose) may serve as barriers to
healthy readjustment and engagement with civilian culture. For instance, in describing
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the changes that occur when transitioning out of the military, Castro and Kintzle (2014)
assert that “the absence of a shared military cultural identity, along with an unrecognized
sense of privilege, can interfere with the modern Veterans feeling of community
belongingness, as well as hinder the modern Veterans’ establishment of a new effective
social support network that includes civilians” (p. 460). This assertion of difficulties
bridging military and civilian lives is echoed by qualitative work with OEF/OIF Veterans
describing themes of not belonging in civilian society, missing the military culture,
possessing negative perceptions of civilian society, feeling cast aside because of their
service, and struggles to find meaning and purpose after the military (Orazem et al.,
2017). Thus, Veterans suffer a profound loss of meaning, purpose, and interpersonal
belonging postdeployment and during military separation and reintegration.
Research finds that combat exposure is also associated with PB and TB through
combat-related physical injuries and functional and occupational impairment (Brenner et
al., 2008; Brenner et al., 2009; Selby et al., 2010). Both reintegration stress and social
functioning are negatively impacted by the mental wounds of war (Cox et al., 2019;
Kaniasty & Norris, 2008; Sayer et al., 2014). Specifically, PTSD-symptoms of avoidance
and numbing have been associated with PB in military Veterans (Pennings et al., 2017).
Furthermore, MI-related emotions of anger, guilt, and shame appear to be associated with
TB in the National Guard (Houtsma et al., 2017) and suicidal ideation in combat Veterans
(Bryan, Morrow, et al., 2013). Potential morally injurious experiences, including killing
and/or witnessing death in combat, are uniquely associated with negative mental health
outcomes (Maguen et al., 2010), including suicide (Bryan et al., 2014; Maguen et al.,
2011). In a meta-analysis of 22 studies, suicide-related outcomes were associated with
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specific combat experiences characterized by exposure to killing and death (e.g., killing,
witnessing killing, seeing wounded or dead individuals, and witnessing mass murders and
atrocities; Bryan et al., 2015). Monteith and Maguen (2017) suggest that one explanation
for the associations between the PMIE of killing in combat and suicide ideation
postdeployment is through MI and its effects on PB and TB. Combat-related killing may
cause Veterans to feel alienated from others, tainted and inhuman, and misunderstood,
which may then lead to feelings of PB and TB (Held et al., 2019; Monteith & Maguen,
2017). Combat-related killing is itself associated with relationship problems and
relationship violence (Maguen et al., 2009, 2010), which may further promote
experiences of disconnection and isolation. Again, as was true of PTSD and MI, these
findings support the notion of a social-erosion model in which symptoms of PTSD and
MI, specifically combat-relating killing, decrease social functioning. However, the IPTS
offers an additional framework in which such symptoms also increase PB and TB and,
consequently, suicide risk postdeployment.
Taken together, combat Veterans often lose interpersonal belonging and a sense
of purpose and being a part of something larger than themselves when they leave the
military. They may struggle to reengage old relationships or make new ones, thus leaving
many Veterans thwarted in their NTB. Many combat Veterans return from war with
physical and psychological injuries, including the repercussions of combat-related killing,
that may cause additional social and occupational impairments. Due to the interpersonal
effects of PTSD and MI, Veterans may be deprived of positive and pleasant interactions.
Furthermore, reintegration difficulties and the movement from a collectivistic military
culture to an individualistic civilian culture may also deprive Veterans of the consistent
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reciprocal caring relationships they possessed while serving. The complexity of these
difficulties and deprivations after war may promote suicidal desire through the
interpersonal theory constructs of PB and TB.
It is interesting to note that the opposite of TB – reciprocal caring relationships –
and PB – feeling you have an ongoing purpose, contribution, or mission– is comparable
to the current study’s definition of belonging as being a part of something larger than
oneself. Considering the benefits of both interpersonal belonging and the sense of being a
part of something greater than oneself (to which the military promotes), attempts to
improve the negative effects of combat trauma and reintegration stress on the NTB is
worthy of our attention. One area of activity is in the provision of social support to buffer
against TB, PB, and suicidal desire (Johnson et al., 2011). However, another area in
which belonging may protect against suicide is R/S faith (see Lawrence et al., 2016, for a
systematic review of the protective effects of R/S on suicide). An extrapersonal
relationship with God can often serve relationship functions that are similar to those
fulfilled by interpersonal relationships. The next section will thus describe the ways R/S
individuals substitute their interpersonal belongingness needs by relating to God or their
spiritual faith.
3.1.2 Substitution of Belongingness: Spiritual Faith and Thwarted Belongingness
Baumeister and Leary (1995) assert that for interpersonal belongingness to be a
fundamental human need, individuals must go out of their way to satisfy it, including
substituting new relationships when old ones are lost. Baumeister and Leary (1995)
referred to satiation as “the diminished motivation that ensues when the need to belong is
already well satisfied, and substitution refers to the replaceability of one social bond with
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another” (p. 515, emphasis in original). The motivations of satiation and substitution are
interrelated and demonstrate that humans require a certain amount of positive and
meaningful relationships and interactions. When our NTB is satisfied, we will not seek
additional opportunities for interpersonal belonging; however, if we lose a relationship, it
can be replaced through a process of substitution. Research supports both propositions:
individuals nurture only a handful of close relationships, but they also make new friends,
remarry, and substitute lost relationships across the lifespan (Baumeister & Leary, 1995;
Maner et al., 2007; Stevens et al., 2006).
Both the NTB theory and IPTS focus only on interpersonal relationships.
However, a claim of the current study is that belonging may refer to relationships in
which one feels a part of anything larger than the self, whether that be other people, a
group, an ideal, or one’s higher power. Related to the current study’s conception of
belonging, there is evidence that social substitution extends beyond the interpersonal,
where through anthropomorphism, individuals can access affiliation via extrapersonal
methods (Epley et al., 2007). This disposition to anthropomorphize nonhuman agents
with traits of social connection is especially salient when individuals are lonely, or
expecting rejection (Epley et al., 2008). Thus, for R/S individuals, God or one’s higher
power, has been shown to serve the purpose of substitution when individuals feel socially
disconnected (Burris et al., 1994; Epley et al., 2008; Gebauer & Maio, 2012; Granqvist et
al., 2010; Laurin et al., 2014).
Many R/S individuals view their higher power as an attachment figure, especially
in situations when one’s primary attachment is no longer available or consistently present
(Granqvist et al., 2010). The compensation model of religious attachment posits that
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unsatisfactory attachment relationships predispose individuals to form attachments with a
divine figure who can compensate for their insecure attachments (Kirkpatrick & Shaver,
1990). The compensation model is supported by longitudinal data in which individuals
with insecure attachment patterns (anxious and avoidant) were more likely to have
“found a new relationship with God” than individuals with secure attachment
(Kirkpatrick, 1997, p. 213). In a follow-up longitudinal study, individuals classified as
possessing preoccupied and fearful adult attachment styles exhibited a greater increase of
religiosity compared to those with secure attachment (Kirkpatrick, 1998). These and
other studies (Granqvist et al., 2010, 2012) support the notion that God may act as a
substitute attachment relationship for those having difficulty maintaining human bonds.
In summarizing work on divine attachment relationships, Granqvist and Kirkpatrick
(2016) conclude that relational spirituality should be understood as a representation of the
normal attachment process whereby people use invisible religious figures to support
coping during stressful times and exploration during times of safety.
Interestingly, this pattern of substitution appears to move in both directions. For
example, when Laurin et al. (2014) primed participants to imagine a conflict with their
romantic partner (i.e., to think about the things they kept hidden from their partner), they
responded by reporting a greater connection to God. Conversely, when researchers
primed participants to imagine a conflict with God (i.e., to think of the things they kept
hidden from God) they responded by reporting a closer connection to their partner. In
sum, individuals appear to seek interpersonal and/or extrapersonal relationships in the
face of loneliness and relationship stress, likely as an effective coping strategy.
Individuals with satisfied belongingness needs are less likely to show this religious
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substitution (Gebauer & Maio, 2012; Granqvist & Hagekull, 2000), suggesting that
interpersonal and extrapersonal relationships may satisfy the same NTB.
In monotheistic religions, to satisfy the NTB, people must experience God as
invested in them in the same way that Baumeister and Leary (1995) defined: a positive,
consistent, and reciprocal caring relationship. Therefore, to fulfill the NTB, God often
becomes anthropomorphized into a loving and accepting being, who cares whether you
behave in just or unjust ways. In other words, God or one’s higher power must be
consistently present and positive (i.e., omnipresent and loving) to satisfy as a worthy
substitute. For instance, in the previously cited Laurin et al. (2014) study, both
substitution effects (substitute interpersonal with extrapersonal, and vice versa) did not
hold for individuals with low self-esteem. The authors hypothesized that individuals need
to imagine the substituted relationship as unconditionally loving and accepting (Laurin et
al., 2014); something that individuals with low self-esteem may struggle with. In a
separate experimental study (Gebauer & Maio, 2012), theists described that their belief in
God was in part motivated by their need to belong, but only when they held an accepting
image of God. That is, “only an accepting image of God promises to fulfill belongingness
needs, whereas a rejecting God threatens to thwart these needs” (Gebauer & Maio, 2012,
p. 491). Ultimately, the substitution effect requires one’s interpersonal or extrapersonal
relationship to provide consistent care and acceptance. For a combat Veteran
experiencing both interpersonal difficulties and R/S spiritual struggles, this aspect of
substitution may create challenges.
However, given the benefits of R/S in making meaning of trauma (Park, 2005),
the use of God as a substitute relationship partner may offer solace and meaning to R/S
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combat Veterans struggling with PTSD, MI, and a lack of connection or interpersonal
belonging. Individuals with R/S beliefs often rely heavily on religious attachment
behaviors, like prayer, in the hopes of protection and direction from God in order to cope
with and make meaning after a traumatic event (Granqvist & Kirkpatrick, 2016).
Extrapersonal connection may be especially healing for those suffering from a betrayalbased MI, in which interpersonal trust in others is lost. Qualitative research has found that
a substituted attachment relationship with a loving and knowing God may provide a
corrective healing experience, potentially changing maladaptive internal working models
of relationships (i.e., people as dangerous or untrustworthy; Nygaard et al., 2020). As
Granqvist and Kirkpatrick (2016) assert:
Individuals who suffered attachment-related difficulties (e.g., rejection, role
reversal) in the past may have ‘earned’ a certain degree of attachment security
from their surrogate relationship with God…(indicating) that religion as
compensation may sometimes be psychologically reparative and conducive for
growth (p. 926).
In fact, in a nationally representative sample of around 20,000 Americans, Chan
et al. (2019) found that in socially disconnected individuals of R/S faith, extrapersonal
substitution longitudinally predicted a greater sense of purpose in life. Thus, although
interpersonal belonging supports the quest for meaning and purpose in life (Lambert et
al., 2013; Stillman & Baumeister, 2009), for R/S individuals, their relationship with God
may compensate for what interpersonal relationships would otherwise provide – a sense
of meaning, purpose, and belonging to something larger than oneself.
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Alternatively, R/S combat Veterans experiencing either social disconnection or
R/S struggles may benefit from a substitution with interpersonal belonging. However,
Baumeister and Leary (1995) suggest that not all relationships are interchangeable, and
one’s military “brothers and sisters” may be especially difficult to replace with civilian
relationships. Therefore, Veteran peers have a key role to play as substituted relationships
for combat Veterans struggling with PTSD, MI, and a lack of either interpersonal and
extrapersonal belonging (Duax et al., 2014). Peer support groups may be especially
useful in assisting newly transitioned Veterans struggling with combat trauma,
reintegration, and thwarted belongingness (Drebing et al., 2018). Social support
strengthens the ability to cope and reveals opportunities for meaning making (Farnsworth
et al., 2017; Haugen et al., 2013; Southwick et al., 2016). In this way, the experience of
belongingness has helped firefighters process their traumatic events (Robinaugh et al.,
2011). Veteran peers may help recreate an environment and community of interpersonal
belonging, shared identity, safety and understanding (Thomas & Bowie, 2016), that
allows Veterans to grow and heal. Peer-supported interpersonal belongingness can offer
the provision and development of relational safety and earned security, especially
necessary factors in the prevention and recovery of traumatic stress conditions
(Charuvastra & Cloitre, 2008).
This section provided evidence that individuals will not only make interpersonal
substitutions to satisfy belongingness needs, but they may turn to extrapersonal
relationships that appear to serve the same purpose. Feeling connected and close to a
loving and knowing God also promotes a sense of meaning, purpose, and belonging. Both
interpersonal and extrapersonal substitution are useful coping strategies for combat
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Veterans struggling with matters of meaning and belonging. Such relationships not only
satisfy thwarted belongingness needs, they may also help combat Veterans process and
make meaning of traumatic events and find purpose in connecting to something larger
than themselves – whether that be close relationships or one’s higher power.
An added benefit of both interpersonal and extrapersonal belonging is that it
promotes certain cognitive shifts in which one’s self-concept expands to include the
relationship (Aron et al., 1997). Research finds that when individuals experience
belonging, their ideas about themselves and perspectives about the world productively
expand to include the positive relationship and the other’s views and perspectives. This
phenomenon has direct relevance for combat Veterans struggling with PTSD and MI,
conditions in which the individual may feel cutoff from others because of the perceived
fragility of their physical and social selves (Fingelkurts & Fingelkurts, 2018). While
self/other overlap achieved through a sense of belonging entails cognitive changes in
identity, the sense of self-expansion may also relate to components of self-transcendence,
salient processes in helping combat Veterans heal from the psychological wounds of war.
The next section will first detail these cognitive-perceptual changes, and then describe
self-transcendent experiences (STEs) as the culmination of psychospiritual belonging.
3.1.4 Cognitive Changes: Belongingness, Self-Expansion, and Collective
Effervescence
According to Baumeister and Leary (1995), the essential motivation for
interpersonal belonging should influence how we process our thoughts. We will prioritize
thoughts with relationships in mind. The authors detail research illustrating how close
relationships lead to cognitive shifts in which people view aspects of themselves through
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the lens of the relationship. Aron et al.’s (1991) conception of close relationships as
“including the other in the self” suggest ways that humans move toward cognitive
closeness (as opposed to mere physical closeness) and self-expansion, the idea that one’s
sense of self can be expanded to include the capacities, resources, and perspectives of
other people (Aron et al., 2013). Satisfying the NTB leads to a cognitive merging in
which the other is implicated in the self (Baumeister & Leary, 1995, p. 504). Selfexpansion theory posits that humans use relationships to feel themselves a part of
something larger than the self (in this case, a couple or a group of people) and this feeling
allows us to transcend our limitations and expand the capacities of the self (Aron et al.,
2013; Mattingly & Lewandowski, 2013).
This aspect of belongingness, in which important others increase the complexity,
diversity, and efficacy of the self, has direct relevance for Veterans struggling with the
intra- and interpersonal consequences of combat-related PTSD and MI. Self-expansion
and including the other in the self “informs who we are, enhances tools we feel we have
at our disposal, shapes how we see the world, and affects the costs and benefits we
perceive ourselves to incur” (Aron et al., 2013). These cognitive shifts may then lead to
beneficial changes in a Veteran’s self-concept through promoting the acquisition of
positive traits or habits (i.e., self-expansion) or the loss of negative traits or habits
(Mattingly et al., 2014; McIntyre et al., 2015). Therefore, self-expansion theory may
explain one reason interpersonal belongingness and its related constructs (i.e., social
support, connectedness, unit cohesion) are such enduring protective effects against
psychosocial dysfunction. As it relates to the recovery from trauma, close relationships in
which a Veteran productively uses the resources and perspectives of close others may
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lead to the following cognitive-behavioral changes: motivations to adopt healthy and
reduce risky behaviors, appraise potentially stressful events as being less threatening,
enhance control and mastery, increase self-esteem, use of active coping skills, and
decrease of social comparison (Southwick et al., 2016).
An inclusion of the other in the self would suggest that a Veteran perceives a
sense of social connection with other individuals or other groups. Thus, self/other overlap
depicts states of connection and is measured by the Inclusion of Other in The Self Scale
(IOS; Aron et al., 1992; see Figure 1). The IOS scale comprises seven pairs of
overlapping circles, with each pair overlapping slightly more than the one preceding it.
Participants are then asked to select the pair of circles that best portray their relationship
with an “other,” including a romantic partner, friend, parent, community, the
environment, etc. Greater overlap of the circles is thought to correspond with greater
closeness in the particular relationships.

Figure 1. The inclusion of the other in the self scale (Aron et al., 1992).
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At an individual level, self/other overlap predicts greater relationship satisfaction and
commitment (Aron et al., 1997), as intimacy in romantic relationships (Aron & Fraley,
1999). Meta-analytic longitudinal data find that inclusion of the other in the self is
strongly predictive of relationship stability (Le et al., 2010). Furthermore, inclusion of
others into the self can also include groups of people (Gabriel et al., 2020; Smith et al.,
1999), nature (Leary et al., 2008) and for Christian believers, God (Hodges et al., 2013).
Similar to the findings detailed in the previous section on extrapersonal substitution,
individuals who have a relationship with a nondyadic collective group, nature, or God
can include those entities to expand one’s self-concept in the way that people in close
dyadic relationships include the other in the self.
As it relates to belongingness at the group level, Haidt (2012) has argued that
humans “have the ability (under special conditions) to transcend self-interest and lose
ourselves (temporarily and ecstatically) in something larger than ourselves” (p. 258).
“Collective effervescence” a term coined by the sociologist Emile Durkheim, describes a
sense of social connectedness and sacredness that develops from coordinated social
activity (Gabriel et al., 2020). The “special conditions” that Haidt (2012) is referring to
are particular collective events, such as religious rituals, giant dance parties, and largescale cultural gatherings, that enable an individual to feel they belong to something larger
than themselves. The recent scientific study of collective effervescence has found it to be
associated with many positive outcomes: positive affect, happiness, positive social
beliefs, collective identity, enhanced collective and personal self-esteem (Páez et al.,
2015); meaning in life, reduced anxiety and depression, resilience to stress (Gabriel et al.,
2017); and experiences of awe, and increases in life satisfaction and well-being while
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controlling for other forms of social connectedness (Gabriel et al., 2020). Thus,
individuals can fulfill their NTB by being a part of collective action and obtain added
benefits of profundity and meaning. The theory and effects of self-expansion and
collective effervescence are each grounded in the notion that relationships are sacred;
they offer ways for individuals to realize their spirit (Pargament et al., 2013).
While it is unlikely to be explicit, the military capitalizes on activities that
promote both a tendency for self-expansion, including the other in the self, and collective
effervescence. For example, the self-expansion theory proposes that adding diverse
content to the self is achieved through novel, arousing, and challenging activities done
with others (Aron et al., 2013). Novel, arousing, and challenging activities done
collectively is a hallmark of the military. The self-expansion theory would suggest that
common military activities create a sense of cognitive (and perhaps emotional) closeness
that also expands service-members sense of self to include their fellow soldiers. Second,
military cohesion is built on the collective symbols, knowledge of roles and
communication patterns, formal and informal military rituals, and shared goals and
purpose (Siebold, 2007). Consequently, the factors that work to create group cohesion
can also create collective effervescence – a sense of sacred social connection – especially
when the stakes are as high as they are in war. The sense of belonging with and to the
greater good of the military can thus become a sacred value for many military service
members. In their article on spiritual fitness in military service members, Hufford et al.
(2010) describe this equivalence between R/S and military values well: “deference of
self-interest is similar to religious ideals of self-sacrifice and is exemplified by the ‘unit
before self’ motto and the fourth tenet of the Army’s Warrior Ethos and the Soldier’s
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Creed: ‘Never leave a fallen comrade’” (p. 77). Ultimately, the coordinated social
activity, feelings of connectedness and “we-ness”, shared social identities, and value of
self-sacrifice contribute to military social resilience that helps service members “endure
and recover from life stressors and social isolation” (Cacioppo et al., 2011, p. 44).
3.1.4.1 Psychospiritual Belongingness and Self-Transcendence.
However, as before, a question remains as to the similarities and differences
between dyadic, collective, and extrapersonal belongingness. The concept of selftranscendence may allow us to bridge the gap in understanding belongingness at these
separate levels. The word transcendence derives from the Latin transcandare – prefix
trans- meaning “beyond,” and the word scandare, meaning “to climb.” Thus, selftranscendence literally means to “climb beyond the self.” Similarly, Victor Frankl (1966)
viewed self-transcendence as
a constitutive characteristic of being human that always points, and is directed, to
something other than itself…Actually, being human profoundly means to be open
to the world, a world that is, which is replete with other beings to encounter and
with meanings to fulfill (p. 97).
This understanding of self-transcendence lies at the heart of the current study’s definition
of psychospiritual belonging – the “self” being in relation to something larger than itself
at both psychological and spiritual levels. Central to both eastern and western religious
traditions is a view that all things, including the self, are interdependent and
interconnected (e.g., “You shall love your neighbor as yourself” [Mark 12:31, New King
James Version]). Self-expansion theory and collective effervescence each grew out of
data that saw fundamental motivations to “lose the self,” “achieve union,” and expand
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from a small self to a large Self through relationships (Aron & Aron, 1996; Haidt, 2012).
In this way, common R/S prescriptive values (e.g., devotion, surrender, compassion,
sympathetic joy, gratitude, charity, generosity, forgiveness, and self-sacrifice) also point
to this same process of the self being in relation to something larger – self-transcendence
both “in relation to the Divine and to fellow humans” (Hufford et al., 2010, p. 77). When
imbued with sacred significance, both interpersonal and extrapersonal relationships can
motivate Veterans to climb beyond themselves and, as a result, find meaning and purpose
(Hufford et al., 2010; Pargament & Mahoney, 2002; Seligman, 2012). Psychospiritual
belonging is the process of being in relation with and belonging to something sacred that
is larger than oneself – whether that be interpersonal or extrapersonal.
Intense interpersonal belonging, such as described by complete self/other overlap
and collective effervescence support the notion that belonging promotes self-transcendent
experiences (STEs), temporary decreases in “self-salience and increased feelings of
connectedness” (Yaden et al., 2017, p. 143). Extrapersonal belonging in the practice of
prayer and meditation can also promote STEs and the particularly intense and ineffable
mystical experience (i.e., “communion with the divine”; James, 1902; Yaden et al.,
2016). In their review of the varieties of STEs, Yaden et al. (2017) propose that such
experiences include annihilation and relational components “experienced along a
spectrum of intensity that ranges from the routine (e.g., losing yourself in music or a
book), to the intense and potentially transformative (e.g., ‘feeling connected to everything
and everyone’ [p. 143]). The relational component of STEs refers to intense feelings of
connectedness and ultimately oneness with something beyond the self. The relational
merging and unity are best exemplified by IOS circles of almost complete overlap. The
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relational component often coincides with intense and potentially transformative positive
emotions such as love, gratitude, and awe (Chirico & Yaden, 2018; Haidt, 2003). These
positive emotions may then foster new perspectives, subjective meaning, and feelings of
relational trust, safety, and group cohesion (Fredrickson, 2013; Stellar et al., 2017; Yaden
et al., 2017). Alternatively, in its most intense form, the annihilation component refers to
the cessation of the bodily sense of self, whereas milder forms refer to reduced selfsalience and feelings of expansive boundaries of the self. In both components, the sense
of being a “bounded separate self” disappears or is reduced (Yaden et al., 2017, p. 143).
As previously detailed, thwarted belongingness (i.e., a lack of self/other overlap)
is associated with depression, substance use, aggravated PTSD-symptomology, and
suicide in combat Veterans. As Ames (2019) and others (Mobbs & Bonanno, 2018;
Sherman, 2015) have observed with respect to the traumatic guilt, shame, anger and grief,
Veterans may also return with broken relationships with themselves, important others,
and their higher power. Combat Veterans struggling from the psychosocial-spiritual
consequences of PTSD and MI may therefore benefit from both components of STEs.
The relational component of STEs may affect thwarted belongingness through
processes related to perceived social connection and their consequent positive emotions.
In particular, the self-transcendent emotion of awe is often accompanied by feelings of
self-diminishment and social connectedness (Haidt, 2003) that has been prospectively
shown to increase well-being and decrease PTSD-symptoms in military Veterans
(Anderson et al., 2018). Awe can additionally be induced via interpersonal relationships
(Graziosi & Yaden, 2019), which might transform and heal one’s concept of self and
other. In their review of the literature on awe, Keltner and Haidt (2003) describe awe as
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an emotion that arises from a perception of vastness, or “anything that is experienced as
being much larger than the self, or the self’s ordinary level of experience or frame of
reference” (p. 303). Awe is considered a transformative positive emotion because the
experience of vastness must be accommodated, perhaps updating a Veteran’s normal
view of self, others, and the world (Chirico & Yaden, 2018).
The need to accommodate the self-transcendent emotion of awe may also be
related to the annihilation component of STEs, where the sense of self is reduced or
disappears. The annihilation component and diminished self-salience of STEs may
further reduce the negative aspects of the excessive self-focus that comes about through
combat-related PTSD and MI. Summarizing clinical research and neuroscientific
evidence, Yaden et al. (2017) suggest that “most fears and anxieties come from the
prospect of damage to one’s physical or social self…(therefore) when the self temporarily
disappears, so too may some of these fears and anxieties” (p. 150). As a consequence of a
diminished sense of self through the relational or annihilation components, Veterans may
experience an enhanced awareness of being part of something larger and more universal.
Finally, for Veterans experiencing R/S struggles and MI, self-transcendent
positive emotions may play a key role in increasing their spirituality and healing their
relationship with God and the world. For example, self-transcendent positive emotions
have not only been shown to be associated with increased spirituality, but that these
increases were explained by “a belief in life as meaningful and a belief in the
benevolence of others and the world” (Van Cappellen et al., 2013, p. 1390). As reviewed
by Van Cappellen et al. (2020), upward spirals of positive self-transcendent emotions
(e.g., gratitude, awe) appear to play a role in wellbeing, while also helping to sustain

65

one’s engagement in religious behaviors (e.g., prayer, meditation, collective worship).
Thus, self-transcendent positive emotions may help Veterans update maladaptive views
of others and the world, reengage their faith, and ultimately see their life as meaningful.
In summation, following from Baumeister and Leary’s theory (1995), human
beings need to relate and be related, to find meaning and purpose in binding ourselves to
sacred values that are larger than the self (Baumeister & Leary, 1995; Seligman, 2012).
Whether we define the sacred as other people, a collective, an ideal, or our higher power,
human beings appear to relate to the sacred to transcend ourselves and become a part of
something larger (Verhagen & Schreurs, 2018). Ultimately, that a range of STEs can
come about through interpersonal, collective, and extrapersonal relationships show the
power of belonging. Self-transcendent experiences at each of these separate levels may
represent the pinnacle and promise of psychospiritual experiences of belonging for
struggling combat Veterans. As Haidt (2012) summarizes, “we live most of our lives in
the ordinary (profane) world, but we achieve our greatest joys in those brief moments of
transit to the sacred world, in which we become ‘simply a part of the whole’” (p. 283).
Experiences in which Veterans lose themselves and “climb beyond” to feel a part of
something larger, may account for some of the salutary effects of belonging (Peteet,
2018).
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CHAPTER V
THE CURRENT STUDY

As described by the socio-interpersonal model (Maercker & Horn, 2013), combatrelated PTSD possesses negative interpersonal effects (Kaniasty & Norris, 2008; Scoglio
et al., 2020) that can thwart the sense that Veterans belong to something larger than
themselves after separating from the military. Through further violations of sacred moral
values, Veterans may experience MI and broken relationships with oneself, others, and
one’s higher power. Mainline treatments for PTSD help Veterans address past trauma
memories and related present cognitive distortions (Foa et al., 2007; Resick et al., 2017).
Spiritually integrated interventions have begun to address the violation of the sacred that
can occur during war (Harris et al., 2011; Pearce et al., 2018). These interventions
importantly help combat Veterans make meaning of PTEs and PMIEs while also
addressing R/S struggles. However, they may not sufficiently account for the loss of
belonging to something larger than the self that also occurs after military trauma and
post-service reintegration.
Belonging to something larger than oneself can move vertically toward God or
one’s higher power, or horizontally, with other human beings here on earth (Gebauer &
Maio, 2012; Kirkpatrick, 1997, 1998). Retreat-based spiritually integrative interventions
that promote psychospiritual belonging may help fill a notable gap in Veteran treatments
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and supports. Such interventions can address sacred relationships to
the transcendent divine “out there,” and relationships to the immanent, the sacred objects
of place or people, that originate “here” (Goodenough, 2001).
Focusing on combat Veterans struggling from the intra-, inter- and extrapersonal
(in the form of R/S struggles) effects of combat-related PTSD and MI, the current mixed
methods study explores the role of psychospiritual experiences of belonging in potential
therapeutic change. Accordingly, the current study examined the spiritually integrated
retreat-based program Heroes to Heroes (H2H), which sends combat Veterans on a 10day journey to Israel to promote spiritual healing and social connectedness (Our Mission,
n.d.). A retrospective sequential-explanatory mixed methods design was used to address
the following research questions: (1) Does the H2H intervention influence symptoms of
PTSD, MI, and TB, (2) What is the phenomenology of psychospiritual experiences of
belonging, and (3) How do psychospiritual experiences of belonging in the context of the
H2H intervention relate to the process of change? Relatedly, there are three primary aims:
1. Examine the H2H intervention by tracking quantitative outcomes of PTSD, MI,
and TB, across time.
2. Retrospectively interview H2H participants post-journey to describe
psychospiritual experiences of belonging and gain a deeper understanding of their
role in the process of change.
3. Explore distinctions in qualitative themes describing psychospiritual experiences
of belonging across exceptional responders vs. nonexceptional responders to the
H2H intervention.
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Given that the quantitative strand examines changes across time among H2H
participants, it is hypothesized that:
H1: Measures of PTSD, MI, and TB will be significantly decreased among H2H
participants from pre-journey (one month before journey) to follow-up (five
months post-journey).
No hypotheses are offered for the qualitative strand of the current study. As will be
explored in the following section on the philosophy guiding the current study, qualitative
research is inductive and often aims to generate hypotheses rather than testing them.
Nevertheless, it is expected that integrating the subjective experiences of H2H
participants with their self-report data will help to explain the effects of the H2H
intervention.
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CHAPTER V
METHOD

5.1 Philosophical Assumptions of Scientific Research
Research scientists hold certain beliefs and philosophical assumptions about the
world that influence the research production and evaluation process. These beliefs and
assumptions circumscribe the premises of a research project: the questions asked, what
form the answers take, how the answers are used, and even who gets to do the answering.
Quantitative researchers rarely make their philosophical assumptions explicit. Qualitative
researchers often make their approach to inquiry clear because of the more
straightforwardly interpretative nature of the qualitative research process. Nevertheless,
both quantitative and qualitative research methodologies operate from specific paradigms
within the philosophy of science tradition (Ponterotto, 2005). Each paradigm holds
unique philosophical assumptions regarding reality (ontology), knowledge
(epistemology), values (axiology), and scientific investigation (methodology; Ponterotto,
2005). Thus, it is useful for researchers to articulate the philosophical foundations of their
work to contextualize their research – shedding light on how the project came together
and how it can be understood.
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Due to paradigmatic differences, quantitative and qualitative methods were
historically seen as incompatible (Howe, 1988). Purists on each side argued for the
superiority of their respective paradigm. However, mixed methods research (MMR),
which integrates quantitative and qualitative research approaches (Gelo et al., 2008), have
emerged as a potential middle-way in which multiple worldviews and paradigms are held
in tension (Johnson & Onwuegbuzie, 2004; Johnson et al., 2007). The current study is
supported by the philosophical and paradigmatic lens of MMR, especially the philosophy
of pragmatism and the metaparadigm of dialectical pluralism. The following sections
examine the philosophical and metatheoretical assumptions of quantitative, qualitative,
and mixed method research, including an explication of their ontology, epistemology,
axiology, and methodology. Furthermore, I will briefly describe the philosophical
position of pragmatism and the metaparadigm of dialectical pluralism, which allow
methods to complement one another while also embracing philosophical tensions to
guide and direct the research inquiry (Greene & Hall, 2015).

5.1.1 Assumptions of Quantitative Research
The quantitative portion of this study drew on the paradigm of postpositivism.
Postpositivism assumes that knowledge can be expressed in mathematical form, and thus
seeks to quantify phenomena (Gelo et al., 2008) using structured questionnaires for
hypothesis testing, prediction, and generalization (methodology; Ponterotto, 2005).
Johnson and Onwuegbuzie (2004) argue that a strength of quantitative research is in the
ability to “test and validate already constructed theories of how (and to a lesser degree,
why) phenomena occur” (p. 19). Quantitative approaches use nomothetic and etic

71

perspectives, searching for general patterns and universal laws of behavior. While both
positivists and postpostivists believe there is an objective reality in which cause-andeffect relationships can be examined and measured (ontology), the paradigm of
postpostivism believes that we can only understand approximations of the objective
world (Ponterotto, 2005). Consequently, a quantitative researcher attempts to remain
removed from their object of study as an attempt to limit the impact of their value
systems on the scientific inquiry (axiology). There is an assumption in quantitative
methodology that the knower (researcher) and known (research object/participant) can
remain relatively separate and independent (Gelo et al., 2008). Ultimately, quantitative
researchers hope this separation will provide a sense of objectivity and that the findings
will be an accurate reflection of the phenomena (epistemology).
5.1.2 Assumptions of Qualitative Research
The qualitative portion of this study drew on the paradigm of constructivism. The
constructivist paradigm operates from idiographic and emic perspectives, aiming to
understand and contextualize a unique individual’s experiences. Within a constructivist
philosophical position, knowledge about reality is not “out there” waiting to emerge, but
is constructed by people through dialogue (Ponterotto, 2005). Qualitative methods within
the constructivist tradition use open-ended questions and interviews to collect data of
“thick descriptions” (Geertz, 1973), giving voice to an individual’s lived experience as
they and the researcher come to understand it together (methodology). Reality becomes a
product of mutual understanding and is thus intersubjective, multiple, and contextual
(ontology). A researcher interacts with their object of research (e.g., a participant during
data collection, or a piece of text during data analysis) to co-discover and interpret the
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meanings of an individual’s reality (epistemology). Thus, a researcher’s own value
systems are inseparable from the research process (axiology). A constructivist researcher
should acknowledge, describe, and in some cases, set aside their values (termed
“bracketing” in phenomenology) without eliminating them (Ponterotto, 2005).
5.1.3 Mixed Methods Research
Quantitative and qualitative approaches offer different philosophical and
metatheoretical assumptions which lead to different research methodologies. Both
approaches have their strengths and weaknesses, wherein a weakness of one approach is
contrasted by a strength of the other (Gelo et al., 2008). For example, quantitative
research can be useful for hypothesis testing and generalization but may miss out on
phenomena outside the frame of the a priori theory required for hypothesis testing
(Johnson & Onwuegbuzie, 2004). Quantitative research may also slow efforts at
translational research in that the “knowledge produced may be too abstract and general
for direct application to specific local situations, contexts, and individuals” (Johnson &
Onwuegbuzie, 2004, p. 19). Alternatively, qualitative research can describe complex
phenomena outside the bounds of a specified theory at a local level, but findings may not
generalize to other people or settings beyond the research study. Johnson and
Onwuegbuzie (2004) argue that “qualitative data in the words and categories of
participants lend themselves to exploring how and why [emphasis added] phenomena
occur” (2004, p. 20). The fundamental principle of mixed methods research (MMR) is to
combine quantitative and qualitative methods to emphasize and complement the strengths
of each while limiting their weaknesses (Johnson & Onwuegbuzie, 2004; Johnson et al.,
2007).
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A general definition of MMR offered by Johnson et al. (2007) is the research that
“combines elements of qualitative and quantitative research approaches…for the broad
purposes of breadth and depth of understanding and corroboration” (Johnson et al., 2007,
p. 123). The current study mixed quantitative and qualitative research methodologies to
best serve the dynamic research purposes (Newman et al., 2003) of measuring change
(quantitative methodology) and understanding complex phenomena (qualitative
methodology); examining quantitative change in mental health symptoms and
understanding qualitative explanations for such changes.
Much MMR operates from the philosophical principles of pragmatism.
Pragmatism explicitly focuses on the outcomes of the research. Therefore, truth and
meaning become a function of what works – of its consequences – at a particular time
and in a particular sociopolitical context. Thus, pragmatists are open to any paradigm and
any method that fits the research purposes (Howe, 1988). MMR from a pragmatic point
of view is a way to avoid theoretical debates about metaphysical issues, focusing instead
on the practical ways that quantitative and qualitative methods complement one another
in addressing the research question (Morgan, 2007).
However, pragmatism’s renunciation of philosophical positions (described by
some as an anti-philosophy) and emphasis on collecting a toolbox of methods for
satisfying research questions (i.e., “whatever works”), have been criticized. For example,
Green and Hall argue that “mixing methods should not be viewed as a magical
methodological solution for the complexities of social inquiry” (Greene & Hall, 2015, p.
15) and that “pragmatism as a philosophical paradigm, should not be blindly taken up by
mixed methods inquirers as the paradigm of choice without a proper understanding of the
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characteristics that constitute the paradigm” (p. 15). Ultimately, to see truth as the
practical utility of a research inquiry rather than in antecedent conditions (postpositivism)
or subsequent intersubjective interpretations (constructivism) may be confusing and
logically incoherent as a scientific philosophy. It requires a researcher to specify what
“workability” means (for whom? when? where? for how long? etc.), and to “deal with
cases of useful but non-true beliefs or propositions and non-useful but true beliefs or
propositions” (Johnson & Onwuegbuzie, 2004, p. 19, emphasis in original).
Rather than sidestep paradigmatic assumptions regarding ontology and
epistemology, Greene and Hall (2015) and others (Johnson, 2017) recommend the
metaparadigm of dialectical pluralism (DP). Johnson (2017) asserts that the basic idea of
a metaparadigm like DP is to “empathetically and thoughtfully work with more than one
paradigm (or perspective or theory) to produce a new, more complex ‘whole’” (p. 159).
Dialectical pluralism reflects a commitment to “dialoguing with difference” (Johnson &
Stefurak, 2013, p. 38), a pursuit of diverse viewpoints of knowing to create something
unified. Thus, multiple paradigms, methodological approaches, ideas, and voices are in
dialogue.
To answer the current study’s research questions, pragmatic principles guided the
use of both quantitative and qualitative research methods. A stance of DP will ask what is
gained from not only different methodologies (i.e., quantitative, qualitative) and methods
(i.e., questionnaires, interviews), but different paradigms (i.e., postpositivist,
constructivist), and participant perspectives (i.e., exceptional responders, nonexceptional
responders). Dialectical pluralism allows for tension to exist in mixing contradicting
paradigms and methods. For example, there may be one reality that we can apprehend in
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probabilistic terms through quantitative methods. However, at an individual level, reality
is inter-subjectively understood through qualitative methods. Reality can thus be both
objective and singular, and socially constructed and multiple, while our knowledge about
the world is not fixed but ever evolving and contextually embedded. Therefore, regarding
integration, the current mixed method study used lived experience
(constructivist/idiographic/emic) to bolster, clarify, or contradict general rules
(postpositivist/nomothetic/etic).

5.2 Intervention
Founded in 2011, Heroes to Heroes (H2H) is a not-for-profit organization that
offers a retreat- and peer-based program to promote spiritual healing and social
connectedness. The program targets American combat Veterans of all faiths, who have
been deployed to any conflict and are experiencing moral injury, estrangement from
family or friends, or thoughts of suicide and/or possess a history of suicide attempts (Our
Mission, n.d.). Heroes to Heroes sends teams of up to 15 combat Veterans for a journey
to Israel. Each team includes 12 Americans, three Israelis (Israeli Defense Forces
Veterans), and two team coaches (both American combat Veterans and Heroes to Heroes
program alumni). As stated in the H2H program (Our Program, n.d.), each participant is
offered possibilities for healing in Israel in the following ways:
•

Spiritually. Visiting holy sites such as the Western Wall, Church of the Nativity in
Bethlehem, Stations of the Cross, Church of the Holy Sepulchre, and the
opportunity to be baptized in the River Jordan.
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•

Emotionally. Planting trees for friends and family who have been lost and in
honor of individuals still living, visiting sites such as Masada, the Dead Sea,
battlefields, memorials, Yad Vashem (Holocaust Museum), and the 9/11
Memorial in Jerusalem.

•

Physically. Cycling, swimming, sailing, kayaking, hiking, and keeping to a hectic
schedule.

•

Socially. Team meetings conclude each day, visits to Veterans' organizations, and
bonding with Israeli partners.
All teams are geographically based. Teams meet online prior to the journey in

order to develop familiarity and begin bonding. Once returning from Israel, H2H requires
a one-year commitment to their team. Each team meets via Skype a minimum of every
six weeks post-journey for at least one year. Contact may also involve university campus
tours (e.g., the University of Minnesota), regular team meetings, fundraisers, and a
weekend team reunion. Each team member is expected to commit to his or her team to
support one another and to help with transitioning back to civilian life. H2H emphasizes
the need for post-processing the often-emotional journey to Israel.

5.3 Research Design and Participants
Drawing on guidelines regarding both mixed methods and longitudinal mixed
methods research designs (Plano Clark et al., 2015; Schoonenboom & Johnson, 2017),
this section addresses the following elements: purpose, theoretical drive, correspondence,
timing, points of mixing or integration, typological vs. interactive approaches, planned
vs. emergent designs, and complexity. Mixed methods research is used when neither
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quantitative nor qualitative research methods fully capture the research question (Johnson
et al., 2007). The rationale for this approach is that using both quantitative and qualitative
methods in combination allows us to better understand the effects of the H2H
intervention on PTSD, MI, and TB. The mixed methods design also helped capture the
complexity and impact of the phenomenon of psychospiritual belonging on mental health
conditions of combat as experienced by H2H participants (Creswell, 2003; Creswell &
Plano Clark, 2018; Ivankova et al., 2006; Sandelowski, 2000; Small, 2011). Please see
Figure 2 for a depiction of the retrospective sequential explanatory mixed methods design
of the current study.
Following Greene’s (2007) categorized purposes of mixing quantitative and
qualitative research (i.e., triangulation, complementarity, development, initiation, and
expansion), the primary purpose of the current study was to use the quantitative results to
inform the qualitative sampling procedure (development), while using the qualitative
results to corroborate and clarify the quantitative findings (triangulation and
complementarity). As Figure 2 shows, the current study’s theoretical drive is
characterized as qualitative dominant (Schoonenboom & Johnson, 2017, p. 113) in which
the core component of the study is qualitative in nature.
Using Schoonenboom and Johnson’s (2017) principle of timing, the current study
was sequential-dependent. Regarding longitudinal mixed methods research designs, there
was no correspondence between quantitative and qualitative data collection across timepoints. However, the qualitative sample depended on quantitative data analysis. The point
of integration, or principle of mixing, refers to when and how quantitative and qualitative
strands are integrated. In the current study, integration first involved using the results

78

from the quantitative phase to direct the follow-up qualitative data collection phase. A
purposive sampling procedure was used for the second phase by sampling from
quantitatively derived groups of exceptional responders vs. nonexceptional responders to
the intervention as defined by relative and proportional changes in mental health
measures of PTSD, MI, and TB (i.e., development). Mixing methods for development
often involves sequential use of quantitative and qualitative methods in which one
method informs the development of the other method. In the current study, quantitatively
derived groups allowed further integration through a comparative analysis of qualitative
themes among exceptional and nonexceptional responders (i.e., complementarity).
Complementarity refers to how quantitative and qualitative strands examine overlapping
but different facets of the phenomenon to achieve a fuller understanding of the research
question. Finally, the descriptive phenomenology of participant experience can elicit
further conclusions regarding the quantitative results (i.e., triangulation).
Based on Schoonenboom and Johnson’s (2017) principle of typological vs.
interactive and pre-planned vs. emergent design approaches, the current study design and
methodological typology is described as quan → QUAL, indicating a pre-planned
qualitative dominant sequential design. The principle of complexity refers to the points of
integration at different stages of the research process. While the current study had some
points of integration in which the qualitative procedures depended upon the quantitative
results, the study is simple in its design because of its lack of multiple levels and general
independence of procedures.
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Figure 2. Retrospective sequential explanatory mixed methods design
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5.3.1 Study Participants and Recruitment
The current study is a part of a larger program evaluation of H2H. Therefore, the
institutional review board previously provided approval (IRB; see Appendix A). An
amendment to the IRB to include a qualitative portion was submitted on Sept. 9, 2020
and approved by the University of South Alabama’s IRB. The first quantitative phase
used existing data collected between October 2018 and the present day. Using the
existing quantitative data, the second qualitative phase of data collection purposively
sampled exceptional and nonexceptional responders. The following sections describe
participant recruitment and data collection procedures for quantitative and qualitative
portions of the study.
5.3.1.1 Quantitative.
H2H targets US combat Veterans of any faith and any conflict as long as they
are experiencing MI (“guilt about your job duties during deployment”), estrangement
from family or friends, and thoughts of suicide and/or suicide attempts. Individuals
submit an online application at www.heroestoheroes.org. Further qualifications for
inclusion on the journey to Israel includes the following: 50% or greater VA rating;
combat deployment; no prior visits to Israel; hold a valid passport; able to commit to
team for one-year, attend meetings, and participate in post-programming events; able
to travel on a flight for 12 hours. Participants are financially responsible for the
following: passports that are valid for at least six months post-journey; transportation
to meet the flight to Israel from major city (e.g., New York or New Jersey); a
refundable $500 deposit to hold a spot on the team; lunches while in Israel;
transportation to and from team reunions (held in team’s region).
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The current study is a part of a larger program evaluation of H2H scheduled to
occur between October 2018 to December 2021. The quantitative assessment schedule
had already been initiated at the start of the current study. The PI (Dr. Joseph M. Currier)
was provided email addresses of H2H participants by the H2H Program Director.
Participants were then emailed a consent form regarding participation in the program
evaluation (see Appendix F) and online versions of measures attending to mental,
relational, and spiritual health via Qualtrics.
The assessment schedule was as follows: Pre-Journey (1 month before journey),
Post-Journey (1 month after journey), Follow-up (5 months after journey) Second
Follow-Up (11 months after journey). The pre-journey assessment also includes
demographic information and military history and takes approximately 30 minutes to
complete. Post-journey and follow-up survey take approximately 20 minutes to complete.
Only data through the Follow-Up (i.e., three time points) was used.
The PI of the program evaluation sent H2H participants email invitations and
reminders to complete the assessment. The PI of the program evaluation also maintained
consistent contact with the H2H Program Director regarding missing responses and other
issues. All information is stored by the PI on a secure, password-protected online
platform until the project is completed. Identifying information is recorded to match
individual assessments across time and to provide the H2H Program Director with names
of potential Veterans who may need immediate support for coaches due to mental health
concerns. All identifying information were deleted once the project was complete and
individuals were provided identification numbers to connect quantitative and qualitative
data.
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5.3.1.2 Qualitative.
The qualitative portion of the study used a purposive non-random outlier
sampling procedure. Purposive sampling techniques entail selecting participants (e.g.,
individuals, groups of individuals, institutions) based on the purposes of a specific
research question (Teddlie & Yu, 2007). In the current qualitative portion of the study,
H2H participants were selected based on 1) complete data (Pre-Journey, Post-Journey,
Follow-Up) and 2) levels of relative and proportional change in PTSD, MI, and TB from
Pre-Journey (1-month before journey) to the Follow-Up (5-months after journey).
Therefore, the purposive sampling technique served comparability of exceptional and
nonexceptional responders. Exceptional responders were defined as the group with the
largest positive relative and proportional changes in mental health symptoms across Prejourney to Follow-Up. Nonexceptional responders are defined as the group with the
smallest (or negative) relative and proportional changes in mental health symptoms.
To facilitate qualitative sample selection, two sets of change variables were
computed. The first set of change variables subtracted measures of PTSD, MI and TB at
follow-up were from those same measures at pre-journey. The computed variables were
standardized and sorted. The second set of change variables involved calculating a
percent change from pre-journey to follow-up. Again, the percent change variable was
sorted to inform groups of exceptional and nonexceptional responders. Participants at the
extreme ends of relative and proportional change in PTSD, MI, and TB were contacted to
take part in follow-up interviews regarding their experience during H2H.
Equal groups of exceptional and nonexceptional responders were contacted for a
follow-up interview. Contacted participants were emailed and invited for a follow-up
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interview regarding their experiences of belonging as a part of H2H (see Appendix G for
sample recruitment email). Participants that confirmed their interest were contacted by
the researcher via email to coordinate a mutually agreed upon date, time, and method
(phone or Zoom videoconferencing) to conduct the interview. Participants were
encouraged to sit for the interview in a neutral location free of distractions for
approximately 30- 60 minutes.
All interviews were conducted through Zoom Videoconferencing. Participants
were informed that the audio from the conversation was to be recorded, stored in a
secure, password protected location, and submitted to a transcription service. Interviews
were conducted by three researchers: all graduate students in the Clinical-Counseling
Psychology doctoral program. Before the interview began to record, the researcher
discussed confidentiality, ability to decline to answer questions or end the interview. All
participants provided verbal consent before the interview proceeded. To preserve privacy,
participants were additionally asked to use only first names during the interview. For
those participants that shared identifying information during the interview, this
information was manually redacted during the transcription process. The interviewers
proceeded through the semi-structured interview systematically, moving through each
question while also taking an active listening style to explore participant responses (see
Appendix H for qualitative interview).
5.3.2 Researchers
The interpretive nature of qualitative research assumes that the researcher will (to
some extent) take part in the research process. As Braun and Clarke (2006) insist, themes
or concepts do not “emerge” during the process of analysis because the researcher is not a
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passive participant but plays an active role in “identifying patterns/themes, selecting
which are of interest, and reporting them to the readers” (p. 7). Even for quantitative
research which attempts to remove the influence of the researcher as much as possible,
the study topic will naturally reflect the researcher’s values (Ponterotto, 2005). In
accordance with the Journal Article Reporting Standards for Qualitative Research (Levitt
et al., 2018), mixed methods studies should provide background on the primary
researcher. Some background considerations include demographic characteristics,
cultural values, credentials, and experience with phenomena of interest. The researcher
should additionally describe how previous encounters with the phenomena of interest
were controlled for or explain how they influenced the research (Levitt et al., 2018).
As the primary researcher, I hold particular assumptions about the current
research project grounded in my personal experiences and consequent beliefs. I grew up
in a suburb of Detroit that was religiously diverse and majority Jewish. Raised in a
secular Jewish household, my family attended to the traditions, customs, and practices of
Judaism, without requiring a belief in God. I attended Hebrew school until I was 13years-old, when I became a bar mitzvah (i.e., a full-fledged member of the Jewish
community and “one who is subject to the law”) and read from the Torah in front of my
religious congregation. Afterward, I disengaged from Judaism proper, while continuing
to practice some traditions (e.g., fasting on Yom Kippur, lighting candles during
Hanukah, etc.). I consider myself a strong agnostic – if God were to exist, I believe it
would be beyond our comprehension and much unlike the anthropomorphic version of
God in modern monotheistic religions.
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However, I accept that human consciousness allows us to experience things
beyond ourselves, without defining what those experiences reveal about the existence or
non-existence of God. I have had several self-transcendent experiences in which I lost a
mundane sense of myself and experienced overwhelming feelings of love, awe, and
unity. Each of these experiences occurred in the context of intense interpersonal
encounters. I also felt these experiences were growth promoting and that they compelled
me to become a more compassionate person to myself and others. Relationships hold a
sacred space in my life. Moreover, courtesy of the Birthright Israel Foundation, I
journeyed to Israel for 10-days during my early twenties and found the experience
inspiring and enlightening. Despite my agnosticism, I came back from Israel convinced
of the healing that occurs when surrounding oneself among people with faith in
something larger than themselves – whether that be in relationship, a community, or an
ideal (religious or otherwise). Combined, my self-transcendent experiences and time
spent in Israel directly relate to the overall structure of the current study, and especially
the explanatory portion of the qualitative phase – psychospiritual experiences of
belonging during a journey to Israel.
Except for the quantitative data collection phase, for the current study I served a
primary role for all data collection, analysis, and interpretation phases. Given the amount
of decisions I made along the research process, I met regularly with a supervising
psychologist to discuss my developing ideas and/or biases related to psychospiritual
experiences of belonging, self-transcendent experiences, and the mechanisms of change in
conditions of combat such as PTSD and MI. I kept a reflexive research journal to track my
thinking as the project progresses, keeping a research audit trail of my decision making
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during qualitative data analysis to enhance the study’s confirmability (i.e., that the findings
are based in participant responses and not my preconceptions).
Finally, I used several practices from Consensual Qualitative Research (CQR;
Hill, 2012), such as using multiple separate interviewers and coders, to protect against
confirmation bias and increase the trustworthiness of the findings. These interviewers and
coders also hold intrinsic values, beliefs, and worldviews that knowingly and
unknowingly influenced the final research project. I catalogue some of the demographic
characteristics of these additional researchers here to keep in mind when detailing the
qualitative results. The ages of the six additional researchers ranged from 22 to 45, with a
mean age of 29.67. Five out of six researchers identified as women with one researcher
identifying as a man. Most of the researchers were Caucasian; one identified as Hispanic
and one multiethnic. Three researchers reported their religious orientation to be Christian
and three reported no religious orientation. Three researchers endorsed being spiritual but
not religious while three endorsed neither being spiritual or religious. Only one
researcher had a military service history while all possess immediate family members
who are military Veterans.

5.4 Instruments
The current mixed method study used data collection methods of self-report
questionnaires (quantitative strand) and semi-structured interviews (qualitative strand).
The following sections reports information pertaining to the quantitative instruments and
qualitative interview.
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5.4.1 Demographic Questionnaire and Military History
To gather background information on participants, a demographic questionnaire
assessed age, race, gender, children, education, religious-orientation/spiritual tradition,
religious and/or spiritual beliefs. Additionally, background information assessed military
history: branch, capacity, military era, deployments (see Appendix B).
5.4.2 Expressions of Moral Injury Scale-Military Version (EMIS-M)
The EMIS-M (see Appendix D) is a 17-item self-report measure of MI in military
personnel (Currier et al., 2018). On a 5-point Likert scale ranging from 1 (strongly
disagree) to 5 (strongly agree), the EMIS-M assesses symptoms of MI across two
dimensions: Self-Directed MI and Other-Directed MI. The Self-Directed MI subscale
comprises 9 items that assess symptoms of guilt, shame (e.g., “I am ashamed of myself
because of things that I did/saw during my military service”), moral concerns, selfcondemnation, social withdrawal, and inability to forgive. The Other-Directed MI
subscale comprises 8 items that assess anger (“I feel anger over being betrayed by
someone who I had trusted while I was in the military”), feelings of betrayal, revenge,
and disgust over what others have done. The Self-Directed MI encompasses perpetrationbased MI (acts of omission and commission) and Other-Directed MI encompasses
betrayal-based MI.
In the Currier et al. (2018) validation study, an EFA of 286 Veterans reduced the
number of items to 17, identifying two factors with excellent reliability (α = 0.92 for SelfDirected MI, α = 0.90 for Other-Directed MI). A CFA among 624 additional Veterans
verified the factor structure (α = 0.94 for self-directed, α = 0.92 for other-directed). Testretest reliability was high across 6-month follow-ups for the Self-Directed MI subscale
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(ICC = 0.74), Other-Directed MI subscale (ICC = 0.80), and total EMIS-M score (ICC =
0.80). Correlations showed convergent and concurrent validity between the EMIS-M total
score and PTSD-symptoms (r = 0.69 to 0.73), depression (r = 0.58 to 0.65), and social
support (r = -0.45). The EMIS-M total score also correlated with measures assessing loss
of meaning (r = 0.69), forgiveness of self (r = -0.53) and forgiveness of others (r = 0.44), and the Moral Injury Events Scale perceived transgressions subscale (r = 0.57) and
perceived betrayals subscale (r = 0.62). Researchers assert that because EMIS-M
measures psychological symptoms of MI, both clinicians and researchers alike can use it
to assess symptom change following interventions that target MI (Koenig et al., 2019).
Both subscales were assessed separately in the quantitative analysis phase. Further,
change across both subscales were used to inform groups of exceptional and
nonexceptional responders. Cronbach alphas were good for the other-directed MI
subscale (T1 = .88, T2 = .89, T3 = .89) and from good to excellent for the self-directed
MI subscale (T1 = .89, T2 = .90, T3 = .91).
5.4.3 Interpersonal Needs Questionnaire-Thwarted Belongingness Subscale
(INQ-TB)
The INQ -TB (see Appendix E) is a subscale of the Interpersonal Needs
Questionnaire, a 15-item self-report measure assessing the IPTS constructs of TB and PB
(Van Orden et al., 2012). The INQ-TB includes 9-items scored on a 7-point Likert scale
ranging from 1 (not at all like me) to 7 (very much like me), with higher scores indicating
higher levels of TB. In creating the belongingness subscale, Van Orden et al. (2012) used
Baumeister and Leary’s (1995) definition of the NTB, especially their suggestion that
belonging involves positive social interactions that are close at hand and occur
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frequently. While TB is not measured as a multidimensional construct, TB has been
described as comprising two facets (Ma et al., 2019), loneliness (e.g., “These days, I feel
disconnected from other people”) and reciprocal caring (e.g., “These days, I feel that
there are people I can turn to in times of need”). Previous research finds that the INQ-TB
exhibits good internal consistency, and validity and generalizability (Hill et al., 2015;
Van Orden et al., 2012), including the subscale’s unique association with suicidal
ideation in military Veterans (Hom et al., 2017).
Changes in the INQ-TB pre-journey to INQ-TB follow-up informed groups of
exceptional and nonexceptional responders to the intervention. High and low levels of TB
therefore locally normed (i.e., based on within-group comparisons of H2H participants).
However, empirically validated clinical cutoffs for TB served as a reference point to
specify “high” levels of TB. In a recently published study of 318 adult psychiatric
outpatients (Mitchell et al., 2020), preliminary INQ clinical cutoff scores were provided
based on the Beck Scale for Suicide Ideation (Beck & Steer, 1991) items “desire for
death” and “desire for suicide.” Mitchell et al. (2020) established a score of 35 on the
INQ-TB as the clinical cutoff for a “desire for death” and an INQ-TB score of 50 as the
clinical cutoff to for a “desire for suicide.” Therefore, while groupings of exceptional and
nonexceptional responders were based on local norms, an INQ-TB score above 35
defined high levels of TB. Cronbach alphas for the INQ-TB ranged from good to
excellent across the current study’s timepoints (T1 = .89, T2 = .90, T3 = .92).
5.4.4 PTSD Checklist for DSM-5 (PCL-5)
The PCL-5 (see Appendix F) is a 20-item self-report measure of DSM-5 PTSD
symptomology within the past month (Weathers et al., 2013). Participants are asked to
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rate the distress from their most stressful life event on a scale from 0 (not at all) to 4
(extremely). Scores are summed to create a total score, with higher scores indicating
more severe PTSD symptoms. The PCL-5 demonstrates reliability and validity of PTSD
symptom severity in military service members (Wortmann et al., 2016). Change in PCL-5
pre-journey to PCL-5 at follow-up informed groups of exceptional vs. non-exceptional
responders to the intervention. High and low levels of PTSD were locally normed (i.e.,
based on within-group comparisons of H2H participants). However, empirically validated
clinical cutoffs for PTSD diagnosis among treatment-seeking military service members
have been suggested as 33 (Wortmann et al., 2016). The PCL-5 possessed excellent
reliability across all study timepoints (T1 = .96, T2 = .95, T3 = .96).
5.4.5 Semi-Structured Qualitative Interview
Semi-structured interviews were conducted to describe experiences of
psychospiritual belonging and its impact on H2H participants. The semi-structured
interview has several purposes split into four sections: General Belonging Questions,
H2H Journey Belonging Questions, H2H Post-Journey Belonging Questions, and End of
Interview Questions.
The General Belonging Questions help participants provide their definition of
belongingness and its relevance to their lives. The H2H Journey and Post-Journey
Belonging questions are identical, merely referencing different periods of time (i.e.,
during the journey to Israel and afterward). The H2H Journey and Post Journey
Belonging Questions seek to
•

Collect examples of interpersonal and extrapersonal belonging both during
and after the journey.
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•

Help participants fully describe the experience of interpersonal and
extrapersonal belonging.

•

Explore the extent of self-transcendence (i.e., experiences of feeling a part of
something larger than oneself) as part of interpersonal and extrapersonal
experiences of belonging during and after the journey.

•

Help participants reflect on the impact and meaning of belongingness
experiences for problems that led them to seek help with H2H.

•

Help participants reflect on the impact and meaning of belongingness
experience for problems related to combat.

•

Help participants reflect on the aftermath of the experience and how it has
stayed with them after the journey (Journey Belonging Questions) or up to
the interview (Post-Journey Belonging Questions).

•

Explore reasons participants may have felt like they did not belong during
and after the journey.

•

Understand the role of feelings of safety in trust in experiences of belonging
during and after the journey.

Finally, the End of Interview Questions explored participant ideas regarding the
connection between belonging and healing, what H2H did to promote belonging, what
H2H could do to improve experiences of belonging, and the extent to which participant
spirituality changed because of H2H. Please see Appendix H for full details on qualitative
interview.
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5.5 Procedures and Plan of Analysis

5.5.1 Quantitative Plan of Analysis
The purpose of the quantitative portion of this study was two-fold. The first
purpose was to examine if the H2H intervention positively affects mental health
symptoms. The second purpose was to use the quantitative results to purposively sample
potential participants for qualitative interviews. Prior to primary analyses, preliminary
analyses were performed to assess scale reliability, missing data, assumptions of
normality and sphericity (Mauchly’s Test for Sphericity p < .05). To assess changes in
PTSD-symptoms (PCL-5), self- and other-directed MI-symptoms (EMIS-M), and TB
(INQ-TB) across time (one-month prior to journey; one-month post-journey; five-months
post-journey), the primary analysis used a one-way repeated measures ANCOVA,
controlling for Team Number and Gender.
To determine the purposive sample, two sets of four change variables were
computed for the study variables: self- and other-directed MI subscales, INQ-TB, and
PCL-5. The first set of change variables subtracted the scores of the study variables at
follow-up from their scores at baseline. The four computed variables were then
standardized and sorted to inform groups of exceptional and nonexceptional responders.
Exceptional responders were regarded by a change in z-score ≥ 1 on any of the above
variables. The more variables a participant possessed a change of z-score ≥ 1, the greater
likelihood they were considered an exceptional responder. Nonexceptional responders
were regarded as individuals with a change in z-score ≤ 0. It was expected that some
participant scores on the four variables would increase from pre-journey to follow-up. To
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account for participants with lower scores on the study measures, a second change
variables was created which calculated percent change from pre-journey to follow-up.
Again, the percent change variable was sorted to inform groups of exceptional and
nonexceptional responders. Corroboration across sets of all eight computed variables was
sought to create the clearest groups.
5.5.2 Qualitative Plan of Analysis
First, the audio from the qualitative interviews was submitted to a professional
transcription service. I then went through the transcriptions word-for-word to check for
accuracy and organized the data for later analysis in the data analysis software NVivo.
Thematic analysis was the primary framework for analyzing the data (Braun & Clarke,
2006). As the qualitative analysis was the most time-consuming and intricate piece of the
current mixed methods study, the following is an in-depth description of the procedure
that was used during the qualitative analysis phase.
5.5.2.1 Thematic Analysis.
According to Braun and Clarke (2006), thematic analysis (TA) “is a method for
identifying, analyzing, and reporting patterns (themes) within data” (p. 6). TA is not
bounded by a particular theory and can incorporate several theoretical frameworks while
still embodying the philosophical assumptions of qualitative research methods (i.e.,
constructivism). Following Braun and Clarke (2006), the qualitative data analysis had
several key preliminary decisions. First, it used theoretical analysis, in which the coding
related to the specified research question and prior research on the topic, rather than
emerging out of the coding process itself (i.e., deductive vs. inductive). This form of
deductive thematic analysis likely provided a less rich description of the data, but a more
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detailed analysis of the research question (Braun & Clarke, 2006). The analysis further
used a semantic approach to identify and understanding themes. A semantic level
analysis identifies themes by the explicit or “surface meanings” of the data. Semantic
codes do not go beyond what the participant has said or written. Therefore, the process of
interpretation when using a semantic approach occurs through theorizing about the
significant and potential meanings of the patterns in the overall data, rather than at the
level of individual content. A semantic level of analysis limits the amount of
interpretative work by the researcher to display the clear content of the data.
A deductive analysis, where meanings are examined across the whole data set
using semantic themes, was used to interpret the data from an essentialist or realist
epistemology. As a philosophical position, realism, like positivism, assumes that mental
phenomena are caused by an external world separate from our minds and that language
can approximately represent such mental phenomena (Schwandt, 1998). Therefore, realist
epistemology allowed me to use the participant’s language to theorize about motivations,
meaning, and experience (Braun & Clarke, 2006). Unlike positivism and postpositivism,
however, realism recognizes that when studying the social world, our tools are inevitably
value-laden, theory-laden, and context dependent. Thus, a realist framing of the data
analysis does not to discount the ways meaning and experience are socially produced, nor
the ways qualitative data collection itself is socially constructed between the researcher
and participant. However, the purpose of taking a realist rather than constructionist
epistemological position in the analysis was to focus more on the direct experiences of
H2H participants – their collective psychologies – rather than emphasizing the ways
sociocultural context and structural conditions inform their meaning and experience.
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Establishing the trustworthiness of a thematic analysis is essential in showing that
the findings are worthy of attention (Nowell et al., 2017). In qualitative research, the
concept of trustworthiness parallels quantitative assessment criteria of validity and
reliability. Lincoln and Guba (1985) offered the following criteria for the trustworthiness
of a qualitative research analysis: credibility, transferability, dependability, and
confirmability. Credibility refers to the “fit” between participant responses or views and
the researcher’s representations of them. Transferability refers to the generalizability of
the research inquiry. Dependability shows that the research process has been logical,
traceable, and documented. Finally, confirmability signifies that research findings and
interpretation are connected to the data. Confirmability requires that the researcher show
how conclusions were reached (Tobin & Begley, 2004). Nowell et al. (2017) suggest that
an ‘audit trail,’ where readers are provided with the choices a researcher made throughout
the research process, is vital for trustworthiness.
Braun and Clarke (2006) detail six steps of thematic analysis. The following will
walk through the six phases and how the research process can establish trustworthiness in
a thematic analysis as described by Nowell et al. (2017). As a general movement toward
trustworthiness, each phase of the analysis were subject to oversight by a research
supervisor.
5.5.2.1.1 Thematic Analysis Phase 1.
Phase 1 involved becoming familiar with the data. Familiarization included
reading and rereading the data until I became familiar with its content. It is a prolonged
engagement with the data. While listening to each interview, I took notes to organize my
initial thoughts and reflections that can inform later phases of analysis. Moreover, the
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three interviewers also listened back to the interviews and took notes on their reflections.
These notes additionally allowed me to use the constant comparative analysis technique
(Corbin & Strauss, 2015) and begin to identify recurring concepts and patterns in the
data. At the same time, Nowell et al. (2017) recommend the researcher remain aware of
the ways preexisting thoughts and beliefs, as well as any developing theories, alter the
data collection and data analysis. I therefore was in constant dialogue with a research
mentor and documented in a research journal both my theoretical and reflective thoughts
prior to and during data collection, noting initial ideas, interpretations, and questions that
were returned to in subsequent phases. I also engaged in a collaborative discussion with
the interviewers, comparing what we felt was of import in the interviews.
5.5.2.1.2 Thematic Analysis Phase 2.
Phase 2 involved generating initial codes or succinct labels that identified features
of the data relevant to the research question. Coding progressed from unstructured data to
sets of ideas about the data, which gives it some structure (Morse & Richards, 2002).
Data coding did not begin until the requisite number of interviews was completed. For
the current study, coding was theory-driven and I approached the data with specific
research questions in mind (see semi-structured interview). Given the framing of a realist,
deductive, and thematic analysis, I used a provisional codebook on the full data set. I then
took the preliminary codebook back to the three interviewers for discussion. This
dialogue served to increase the credibility of the analysis as the codebook further evolved
into a completed form. Codes were then thoroughly defined in a code manual and entered
into NVivo prior to beginning in-depth analysis.
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To increase credibility, the data was then analyzed by three additional researchers
(University of South Alabama Clinical-Counseling Psychology graduate students).
Following the protocols of consensual qualitative research (Hill, 2012) and research
triangulation (Curtin & Fossey, 2007), the three individual coders used the NVivo
codebook to first code the transcripts individually and second, go through the transcripts
together – with myself acting as an auditor – to facilitate consensus on the coding
analysis. After its initial creation, the qualitative codebook evolved collaboratively and
iteratively, taking feedback from the additional coders. Several codes were deleted while
others were added. Again, reflexive journaling through the coding process helped me
examine how my thoughts and ideas develop.
5.5.2.1.3 Thematic Analysis Phase 3.
Phase 3 involved searching and generating initial themes and categories. This
phase, which began after all the data had been initially coded and collated, examined the
codes to identify broader patterns of meaning (i.e., themes). “A theme is an abstract entity
that brings meaning and identity to a recurrent experience and its variant
manifestations…a theme captures and unifies the nature or basis of the experience into a
meaningful whole” (DeSantis & Ugarriza, 2000, p. 362). At this phase, themes were
theorized both from the raw data and from my research questions, with a preference for
the deductive approach. However, King (2004) recommends that researchers should not
remain so fixated on the research questions or prior research that they disregard themes
which do not appear directly relevant.
Phase 3 was complete once all codes had relations to higher-order themes and
sub-themes. However, Braun and Clarke (2006) recommend that a “miscellaneous”
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theme can be created for codes that do not fit the main themes. Themes were developed
in NVivo and added to the code manual. I kept notes regarding the development of
themes and subthemes in the codebook. Diagramming was also used to make sense of
potential connections between themes.
5.5.2.1.4 Thematic Analysis Phase 4.
Phase 4 involved reviewing the themes, checking them against the data to
determine if they told a convincing and coherent story (Braun & Clarke, 2006). At this
phase, I expected that aspects of the data set may need to be recoded to 1) account for
parts of the data that were not accounted for by previous codes, 2) if codes substantially
overlapped with one another, or 3) if codes appeared unnecessary. There should be
obvious distinctions between themes, while the data within themes intelligibly cohere. I
derived all themes and subthemes via consensus of the three researchers. I also returned
to the raw data of the interviews to determine whether the themes reflective of
participants’ voices (Lincoln & Guba, 1985).
5.5.2.1.5 Thematic Analysis Phase 5.
Phase 5 involved defining and naming the themes by determining their scope and
focus and deciding on an informative name (Braun & Clarke, 2006). Theme names were
chosen in order to provide an immediate sense of what the theme was about. Braun and
Clarke (2006) propose that the researcher can move on to the last stage if “you clearly
define what your themes are, and what they are not” (p. 22).
5.5.2.1.6 Thematic Analysis Phase 6.
Phase 6, writing up the analysis, weaves together the analytic narrative while also
contextualizing the analysis. Braun and Clarke (2006) state that the write-up “provides a
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concise, coherent, logical, non-repetitive, and interesting account of the story the data tell
– within and across themes” (p. 23). Some form of a unique identifier (e.g., gender, age,
military branch, military era) accompanies quotes to offer nuance and show the various
participants represented in the results. I present themes and subthemes in both text and
table format, with exemplar quotes used in both instances. At this phase, the
trustworthiness of the process depends on how thoroughly the research uses the data to
support the main points (Nowell et al., 2017). The write-up progressed from mere
description (results section) to interpretation (discussion section), where the significance
and implication of the patterns were situated within the larger literature. Finally, all
results were discussed, including unexpected results or those that did not correspond to
the main object of study (Nowell et al., 2017).
5.5.3 Data Integration
Creswell and Plano Clark (2018) outline a three-phase procedure for conducting
integrative data analysis in an explanatory sequential design: analyze the initial
quantitative data, analyze the follow-up qualitative data, analyze how the qualitative data
explains the quantitative data to answer the mixed methods research question. To
determine which results required further explanation, a one-way repeated measures
ANCOVA assessed longitudinal change in symptoms of PTSD, Self- and Other-Directed
MI, and TB. Next, a purposive sample of exceptional vs. nonexceptional responders were
contacted for qualitative interviews regarding experiences of psychospiritual belonging
and its impact on their functioning. A table of information is provided regarding the
quantitative information for the 15 purposively sampled participants (i.e., demographic
and military information, scores from EMIS-M, INQ-TB, and PCL-5 from Pre-Journey,
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Post-Journey, and Follow-Up). Statistics-by-theme joint displays, as described by
Guetterman et al. (2015), was used to help visualize the qualitative descriptions, themes,
and impact of psychospiritual experiences of belonging across groups of exceptional and
nonexceptional responders. The joint display also allowed comparisons of how the
exceptional and nonexceptional responders differed across the qualitative research
questions.
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CHAPTER VI
RESULTS

6.1 Preliminary Analyses
Prior to primary analyses, preliminary analyses were performed to assess scale
reliability, missing data, assumptions of normality and sphericity (Mauchly’s Test for
Sphericity p < .05). A total of 110 participants sent back survey data at one of the three
time points. A missing data analysis was used to assess the quality of missing data. As
expected, participation decreased from pre-journey to follow-up, such that study variables
had an average of 5.95% missing at T1, 23.63% at T2, and 23.9% at T3. Please see Table
2 for depiction of missing data at scale level for each variable across time points. Little’s
missing completely at random test was nonsignificant, 2 (71, N = 109) = 72.460, p
= .430, indicating that the data was likely missing at random. Independent t-tests between
those with missing data and those with complete data revealed nonsignificant differences
(p > .05) in the age of participants and nonsignificant differences on all four study
measures at each of the three time points. Finally, a chi-square test of independence
further revealed no significant differences in certain demographic characteristics (i.e.,
ethnicity and gender). Listwise deletion was then used to address missingness instead of
multiple imputation methods. While listwise deletion reduces the sample size and thus
the power to find statistical effects, given that the data was not significantly different
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across those with complete and missing data, I was confident that listwise deletion would
not potentially bias the results the way a multiple imputation method may (van Ginkel et
al., 2020).
Using listwise deletion and removing participants with missing data on at least
one of the 12 study variables left 68 participants. One participant was then removed due
to response bias (i.e., response setting). In examining extreme cases, no univariate
outliers were observed (z-score > 3) while one participant was excluded as a multivariate
outlier using the Mahalanobis Distance procedure. Thus, the following quantitative
analyses were conducted with 66 pariticipants. The sample had a mean age of 44.18 (SD
= 11.62), was primarily men from military conflicts of the last 30 years, and mostly
identified as Christian. Complete demographic information pertaining to the 66
participants can be seen in Table 2. The assumption of multivariate normality was met.
All study variables were normally distributed, as evidenced by non-significant ShapiroWilk test of normality and examining histograms and Q-Q plots.

Table 1. Missing data for study variables across data collection points
Variable
T1
T2
T3
N
Missing
N
Missing
N
Missing
Other-Directed MI
103
6
84
25
83
26
Self-Directed MI
103
6
84
25
83
26
PTSD Symptom Severity
103
6
83
26
83
26
Thwarted Belongingness
101
8
82
27
83
26
Note. A total of 109 unique participants sent back survey data across the three time
points.
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Table 2. Demographic characteristics of quantitative sample (N = 66)
Category
n
% Category
n
Age
Military Branch
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% Category
n
%
Religious/Spiritual
Tradition
25-35
9 13.64
Airforce
7
-Atheist
1
-36-45
20 30.30
Army
43
-Catholic
28
-46-55
20 30.30
Marines
19
-Baptist
14
-56-65
8 12.12
Navy
5
-Methodist
2
-66+
9 13.64 Service Capacity
Pentecostal
4
-Gender
Active Duty
60
-Other Christian
17
-Man
61 92.42
Reserves
16
-Jewish
3
Woman
5
7.58
National Guard
16
-Other
6
-Ethnicity
Military Era
Belief
AA
6
9.09
Vietnam
9
-S but not R
21
31.82
Caucasian
30 45.45
Desert Storm
19
-R but not S
4
6.06
Hispanic/Latino 27 40.91
Desert Shield
18
-Both S and R
39
59.09
NA
1
1.52
GOT
39
-Neither R nor S
2
3.03
Pacific Islander
1
1.52
OIF
42
-Team Number
Multi-racial
4
6.06
OEF
34
-Team 20
8
12.12
Other
1
1.52 Combat Deployments
Team 21
6
9.09
Relationship
One
27 40.91
Team 22
8
12.12
Single
9
-Two
19 28.79
Team 23
9
13.64
Married
44
-Three
10 15.15
Team 24
7
10.61
Divorced
14
-Four
6
9.09
Team 25
5
7.58
Children
Five or more
4
6.06
Team 26
7
10.61
Yes
52 78.79
Team 27
8
12.12
No
14 21.21
Team 28
8
12.12
Note. AA = African American; NA = Native American; GWOT = Global War on Terror; OIF = Operation Iraqi Freedom; OEF =
Operation Enduring Freedom; R/S = Religion and Spirituality. S = spiritual; R = Religious.

6.2 Quantitative Analyses
To assess changes in PTSD-symptoms (PCL-5), self- and other-directed MIsymptoms (EMIS-M), and TB (INQ-TB) across time (one-month prior to journey; onemonth post-journey; five-months post-journey) while controlling for Team Number and
Gender, the primary analysis used a one-way repeated measures ANCOVA. Mauchly’s
test indicated that the assumption of sphericity had been violated for PTSD-symptoms (2
(2, N = 66) = 15.76, p < .001), and TB (2 (2, N = 66) = 12.26, p = .002), but not for
other-directed MI (2 (2, N = 66) = 4.19, p = .123) and self-directed MI (2 (2, N = 66) =
5.23, p = .073). Following Field’s (2013) recommendation regarding correcting the
degrees of freedom when sphericity is violated (i.e.,  < .75), Hunyh-Feldt corrected
results are reported for PTSD-symptoms and TB while Sphericity Assumed results are
reported for other-directed MI, self-directed MI. As seen in Table 4, other-directed MI,
self-directed MI and PTSD-symptom severity significantly differed across time points
after controlling for Team Number and Gender, while nonsignificant differences were
observed across time for TB.

Table 3. One-way ANCOVA results.
Variable
MS
df
F
p
p2
Other-Directed MI
95.29
2
6.19
.003
.098
Self-Directed MI
104.89
2
4.80
.010
.078
PTSD Symptom Severity
1573.64
1.88
12.30
< .001
.177
Thwarted Belongingness
38.68
1.96
1.58
.211
.027
2
Note. N = 66. MS = Mean Square; df = degrees of freedom; p = partial eta squared.
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Post hoc analysis with a Bonferroni adjustment revealed nonsignificant changes in
other-directed MI from pre- to post-journey (p = 1.000), post-journey to follow-up (p
= .278), and pre-journey to follow-up (p = .196) and nonsignificant changes for selfdirected MI from pre- to post-journey (p = .942), post-journey to follow-up (p = .146),
and pre-journey to follow-up (p = .054). Post hoc analysis with a Bonferroni adjustment
revealed that PTSD symptom severity significantly decreased from pre-journey to postjourney (p = .006) and from pre-journey to follow-up (p < .001), but not from postjourney to follow-up (p = .098). A two-tailed samples t-test between pre-journey and
follow-up found a moderate effect size for PTSD symptom severity, t(65) = 4.06, p
< .001, d = 0.50. Please see Table 5 for mean differences across time points.

Table 4. Mean comparisons among study variables.
Variable
Pre-Journey
Post-Journey
Follow-Up
M
SD
M
SD
M
SD
a
a
a
Other-Directed MI
25.03
7.36 24.76
7.29 23.89
7.17
Self-Directed MI
25.05a 7.33 24.21a 7.12 22.88a 7.67
PTSD Symptom Severity
44.20a 17.54 38.05b 15.82 34.97b 16.79
Thwarted Belongingness
26.09a 8.72 24.29a 8.86 24.61a 8.96
Note. M = Mean; SD = Standard Deviation; Same letter superscripting equates to
nonsignificant difference p > .05; Different letter superscripting equates to significant
difference p < .05. A Bonferroni correction has been applied for multiple comparisons.

In the next phase of analysis, I sought to distinguish exceptional from
nonexceptional responders to the intervention for the purposes of purposive sampling. To
do so, I used quantitative methods to examine individual participant outcomes on a caseby-case basis. Two sets of four change variables were computed for the study variables.
The first set of change variables subtracted the scores of the study variables at follow-up
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from their scores at baseline. The four computed variables were then standardized and
sorted to inform groups of exceptional and nonexceptional responders. To account for
participants with lower baseline scores on the study measures, a second change variables
was created which calculated percent change from pre-journey to follow-up. Again, the
percent change variable was sorted to inform groups of exceptional and nonexceptional
responders. Corroboration across sets of all eight computed variables was sought to
create the clearest groups. In total, 20 participants were placed in Exceptional category
and 20 participants were placed in the nonexceptional category. Thus, 40 participants
were sent requests to participate in qualitative interviews. In total, 15 participants agreed
to complete follow-up interviews. Please see Table 6 for means and standard deviations
of the study variables by responder category of those who took part in qualitative
interviews. In the following sections, I describe the qualitative analysis integrated across
exceptional and nonexceptional groups to understand how psychospiritual experiences of
belonging are related to the process of change.
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Table 5. Means and standard deviations of study variables by exceptional and
nonexceptional responders
Variable
Responder
Pre-Journey Post-Journey
Follow-Up
Category
M
SD
M
SD
M
SD
Other-Directed
Exceptional
30.86 6.07 26.43 6.50 23.71 7.87
MI
Responder
Nonexceptional
22.63 7.93 26.00 7.31 28.12 6.62
Responder
Self-Directed MI Exceptional
31.71 5.19 28.57 3.41 22.00 6.40
Responder
Nonexceptional
20.13 6.27 23.88 7.18 24.63 7.23
Responder
PTSD Symptom
Exceptional
52.57 18.99 45.00 18.33 30.86 14.24
Severity
Responder
Nonexceptional
33.75 15.42 38.12 15.51 34.13 14.83
Responder
Thwarted
Exceptional
30.29 9.57 26.57 9.71 25.71 8.67
Belongingness
Responder
Nonexceptional
22.38 7.25 24.88 6.51 26.63 6.50
Responder
Note. Exceptional Responder, n = 7; Nonexceptional Responder, n = 8.

6.3 Qualitative Analyses
Participant characteristics of the qualitative sample can be seen in Table 7. Please
refer to Table 2 for comparison between full, quantitative sample and qualitative samples.
The average age across subsamples were roughly equivalent (Exceptional Responders:
Mage = 49.7, SD = 12.42; Nonexceptional Responders: Mage = 50.25, SD = 10.47), with
similar breakdowns among ethnicities, relationship status, children, military branch,
service capacity, military era, combat deployments, and religious affiliation. However,
some categorical differences were observed across subsamples. First, of the 15
participants interviewed, the only two who identified their race as “African American”
and their Gender as “Woman” fell in the exceptional responder sample. Second, in
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response to the question regarding R/S belief categorization, of the 15 participants
interviewed, five participants in the exceptional responder sample reporting being
“Religious and Spiritual” vs. three in the nonexceptional responder sample. Conversely,
five participants in the nonexceptional responder sample reported being “Spiritual but not
Religious” vs. one in the exceptional responder sample. Finally, selected interviewees
were not evenly spread across H2H Teams among the exceptional responder sample – of
the 7 interviewed, 4 participants were from one team. Such differences are mentioned
here and should be taken into consideration when comparing the below qualitative results
across subsamples of responders.
.
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Table 6. Demographic characteristics of qualitative sample (N = 15)
EX
NON
EX
NON
EX
NON
n
% n
%
n
% n
%
n
% n %
Age
Military Branch
R/S Tradition
36-45
3 42.9 3 37.5
Airforce
0
0 1
-Atheist
0
0 1
-46-55
2 28.6 2 25.0
Army
4 57.1 7
-Catholic
2 28.6 5
-56-65
1 14.3 2 25.0
Marines
1 14.3 2
-Baptist
3 42.9 2
-66+
1 14.2 1 12.5
Navy
1 14.3 0
-Pentecostal
1 14.3 1
-Ethnicity
Service Capacity
Other
0
0 3
-AA
2
-- 1
-Active Duty
6
-- 1
-Jewish
1 14.3 0
-Caucasian
3
-- 5
-Reserves
2
-- 7
-- Belief
Hispanic/Latino
1
-- 2
-National Guard
1
-- 2
-S but not R
1 14.3 5 62.5
NA
0
-- 0
-- Military Era
R but not S
0
0 0
0
Pacific Islander
0
-- 0
-Vietnam
2
-- 1
-Both S and R
5 71.4 3 37.5
Multi-racial
1
-- 0
-Desert Storm
2
-- 2
-Neither R nor S 1 14.3 0
0
Other
1
-- 0
-Desert Shield
1
-- 2
-- Team Number
Relationship Status
GWOT
1
-- 6
-Team 20
0
0 1 12.5
Single
2 28.6 0
0
OIF
5
-- 7
-Team 21
1 14.3 1 12.5
Married
3 42.9 6 75.0
OEF
3
-- 4
-Team 22
0
0 1 12.5
Divorced
2 28.6 2 25.0 Combat Deployments
Team 23
0
0 1 12.5
Children
One
2 28.6 4 66.7
Team 24
0
0 1 12.5
Yes
4 57.1 6 75.0
Two
4 57.1 1 16.7
Team 25
2 28.6 0
0
No
3 42.9 2 25.0
Three
1 14.3 1 16.7
Team 26
0
0 1 12.5
Gender
Four
0
0 1 16.7
Team 27
4 57.1 0
0
Man
5 71.4 8 100
Five
0
0 1 16.7
Team 28
0
0 2
25
Woman
2 28.6 0
0
Note. EX = Exceptional Responders; NON = Nonexceptional Responders; AA = African American; NA = Native American;
GWOT = Global War on Terror; OIF = Operation Iraqi Freedom; OEF = Operation Enduring Freedom; S = spiritual; R =
Religious. Exceptional Responder, n = 7; Nonexceptional Responder, n = 8.

Interviews were transcribed by a professional transcription service and then spot
checked by this author for accuracy. The transcripts were then independently coded in
NVivo by three coders (2 doctoral level graduate students in clinical counseling
psychology at the University of South Alabama; 1 bachelor’s student enrolled in the
accelerated bachelor’s to master’s program in psychology at the University of South
Alabama). The three coders each coded a total of 10 transcripts. Three pairing of two
coders completed 5 transcripts together for a total of 15 transcripts. Discrepancies were
then addressed through consensus coding as described in the plan of analysis. In total, 10
superordinate themes and 53 lower-order codes were identified by the coding team and
further nested into three broad categories: (1) Belonging, (2) Healing, (3) Behavior
Change.
6.3.1 Belonging
The interview begins with questions about participant ideas of belonging, what
areas of their lives they experience belonging, and the importance of that belonging to
them. As such, this category captured contextual aspects of belonging. The themes for
this category included: (a) Definitions, (b) Need to belong, and (c) Barriers to belonging.
Definitions, extensiveness, and frequency of lower-order codes among the three themes
in the Belonging category can be seen in Table 7 and 8.
6.3.1.1 Definitions.
This theme included participant definitions of belonging wherein participants
responded to the question “What does belonging mean to you?” Every participant
provided at least one definition of belonging. Participant definitions, extensiveness and
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frequency of the Definitions theme and underlying lower-order codes can be seen in
Table 9.
6.3.1.2 Need to belong.
This theme included participant descriptions of why belonging mattered to them
or the personal significance of belonging. Most of the participants referenced how
belonging provided meaning, purpose, and vitality to their lives and, as such, was seen as
important for wellbeing and general life satisfaction. These themes are well described
here by a Desert Storm Veteran:
The sense of belonging, it's an infinite desire that…to feel accepted and the
willingness and the desire to build a bond, even if it might be brief in your
lifespan but to make ordinary moments into extraordinary ones.
Some participants responses were negatively valanced, referring to belonging in the
context of what occurs when it is not present. The above Desert Storm Veteran described
how belonging was like “life or death…to lose in the sense of belonging is also like the
feeling that no one cares for me. That basically it, like I've become almost invisible
because people will not interact with me, and so for me, that's very critical.”
In total, 10 out of the 15 participants noted the personal significance of belonging,
with roughly equal split between exceptional (6 out of 7 participants) and nonexceptional
responders (6 out of 8 participants). Extensiveness and frequency of the Need to belong
theme and underlying lower-order codes can be seen in Table 7.
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Table 7. Definitions of belonging and need to belong codes, extensiveness, and frequency
Overall
Exceptional Nonexceptional
Samplea
Respondersb
Respondersc
Categories, Theme, and Codes
Definition
E
F
E
F
E
F
Category 1: Belonging
Definitions of Belonging
100% 33 100% 15
100%
18
Community
Part of group with shared goals
67% 12
57%
5
75%
7
Connectedness
Connectedness, unity, teamwork
20%
3
29%
2
13%
1
Property
Literally a “belonging”
20%
3
29%
2
13%
1
Sense of being appreciated
Being cared for/about
26%
4
29%
3
13%
1
To be a part of a group
Part of a group without reference to
47%
7
29%
2
63%
5
shared goals
To know where you fit
Having a place in the world
26%
4
14%
1
25%
3
Need to Belong
67% 30
86% 13
75%
17
Context dependent
Belonging differing by context
27%
6
14%
1
38%
5
Need to be seen
Need to seen, known, and valued
20%
3
29%
2
13%
1
Provides meaning
Belonging increasing meaning in life
47% 10
43%
3
50%
7
Unimportant
Belongingness needs denied
13%
2
29%
2
0%
0
Vital to wellbeing
Belonging important wellbeing
40%
9
43%
5
38%
4
Note. E = Extensiveness, the overall percentage of participants who reported categories in interviews; F = Frequency, the
total number of times categories were reported; M = Mean; SD = Standard Deviation. an = 15; bn = 7; cn = 8. Percentages are
rounded up to nearest decimal.

6.3.1.3 Barriers to belonging.
This theme referenced aspects of participant experience that impeded their sense
of belonging. Mentions of barriers to belonging occurred throughout the interview,
including when questions prompted participant to reflect on their journey to Israel.
Participant identified barriers to belonging were either internal or external and were
observed to impede belongingness in the areas of family, friends, and religious
communities. Internal barriers to belonging included references to internal distress (i.e.,
thoughts, feelings, memories, bodily sensations) which led to anger and hypervigilance or
withdrawal and isolation. For example, a 46-year-old Army Veteran of Iraq and
Afghanistan identified the “all or nothing” cognitive bias as a barrier to belonging: “The
military people think yes or no, right or wrong. It's nothing in between. We don't tolerate
something that is gray. It's black and white, that's all. Makes relationships hard.”
External barriers were most widely represented by references to the COVID-19
pandemic and social distancing measures as a barrier to belonging. However, participants
also commented on objective, external sources that acted as barriers to belonging. These
included macrolevel effects from society, such as described by a Vietnam Veteran:
“When you were in Vietnam, we didn't have the acceptances as everybody else did. We
were always put down. It's a little bit easier now, but it's still ‘we were wrong.’ We had
no control of it…You didn't get the acceptance. You didn't belong to anything when you
were in there.”
In total, 14 out of 15 participants described at least one barrier to belonging, with
roughly equal split between exceptional (7 out of 7 participants) and nonexceptional
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responders (7 out of 8 participants). Extensiveness and frequency of the Barriers to
belonging theme and underlying lower-order codes can be seen in Table 8.
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Table 8. Barriers to belonging codes, extensiveness, and frequency

Category, Theme, and Codes
Category 1: Belonging
Barriers to Belonging
Cognitive Distortions

Definition

Overall
Samplea
E
F
93%
20%

108
7

Exceptional
Respondersb
E
F
100%
14.%

59
2

Nonexceptional
Respondersc
E
F
88%
25%

52
5
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Cognitive biases that hinder
belonging
Comparisons
Social comparisons
33%
8
43%
4
25%
4
COVID-19
Pandemic social distancing
73%
28
71% 13
75%
15
Depression and despair
Hopelessness/helplessness
40%
11
71% 10
13%
2
Moral injury
Combat-related
33%
10
43%
5
25%
5
guilt/shame/anger/grief
Posttraumatic Stress Disorder Fear, hypervigilance\, reexperiencing 60%
21
71% 10
50%
11
Reality Intruding
Non-pandemic objective external
73%
23
86% 12
63%
11
barriers
Note. E = Extensiveness, the overall percentage of participants who reported categories in interviews; F = Frequency, the
total number of times categories were reported; M = Mean; SD = Standard Deviation. an = 15; bn = 7; cn = 8. Percentages are
rounded up to nearest decimal.

6.3.2 Healing
This category represented participant references to “healing,” which were defined
as a process of inner change. Healing themes were most often observed in the context of
the journey to Israel, but, also included experiences after the journey as well. Such
references to healing were both general (e.g., a process described in generalities) or
specific (e.g., a process described with mentions of people, places, things) and included
references to promoters of healing (i.e., content upstream from the experience of healing
itself). The category broke down into four broad themes of healing: (a) Cognitive healing,
(b) Emotional healing, (C) Relational healing, (D) Spiritual healing. Six hundred and
seven total codes fell under the category of Healing with exceptional responders
endorsing more healing codes (M = 43.71; SD = 13.15) than nonexceptional responders
(M = 37.63; SD = 17.86). Definitions, extensiveness, and frequency of lower-order codes
among the four themes in the Healing category can be seen in Table 9, 10, and 11.
6.3.2.1 Cognitive healing.
This theme broadly represented helpful shifts in perspective and codes falling
under this theme were considered mechanisms of cognitive therapeutic change. Almost
every participant referenced a helpful change in perspective on their lives, values, habits,
struggles, and belonging.
Many participants shared sentiments like these offered by this Army and Marine Corps
Veteran: “It made me realize that the problems weren’t necessarily as great as I thought
they were.” Consequently, participants began using cognitive reflections to cultivate
positive feelings like gratitude and appreciation instead of being mired in rumination
around their problems. A Marine Corps Veteran put it this way: “There's a lot of
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adversity, definitely put my problems in perspective, and made me more mindful that I'm
actually very blessed just by being born in this country.” There was also a sense that
participants began using memories of the journey to create positive emotions. Another
Latino Veteran described attempting to remember the trip strategically to improve his
mood, stating, “when I start feeling depressed or isolated…I got a CD with pictures and
started looking at pictures, something like that. It makes me feel better.”
Finally, participants described a cognitive shift in how they related to their
symptoms and, consequently, their own recovery. A Desert Storm Veteran invoked
relationships as helping him carry his symptoms differently: “Not that I have completely
forgotten about that, I think that that will always be with me. At the same time that I
found the way to cope with, thinking that you're not alone, there are many others that
have gone through the same experience.” A white, Desert Storm Veteran referred to his
higher power as helping him put his problems in perspective: “I think it made me look at
them in a different light really as far as how small and insignificant they can be and
compared to the universe and God, I guess in Christ. I still have issues don't get me
wrong, but I try to think back at the blessings and just all the blessings.” Similarly,
Vietnam Veteran described his taking ownership of his role in receiving God’s help in
healing: “I understand, Grace, it's unmerited and all I get that, but I also recognize that I
got to do my part. I've got to work on this thing.”
Codes falling under the Cognitive Healing theme accounted for approximately
25% of the total codes falling under the category of Healing. Every participant accounted
for at least one Cognitive healing code, with exceptional responders endorsing more
cognitive healing (M = 11.14; SD = 4.14) than nonexceptional responders (M = 9.50; SD
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= 3.63). Extensiveness and frequency of the Cognitive Healing theme and underlying
lower-order codes can be seen in Table 11.
6.3.2.2 Emotional healing.
This theme broadly represented aspects of emotional transformation that were reflected in
emotion/feeling language, bodily experiences, and symbolic/metaphorical shifts in felt
experience of emotions. These emotional healing experiences offered correctives to past
pains, such as finally grieving traumatic losses or encountering situations reparative of
guilt and shame. For example, a Latino Veteran with a moral injury around killing
children referenced a corrective emotional experience of acceptance while visiting a
children’s hospital:
Just kids coming to me, and entrusting me, and wanting to share with me. For me,
that was a moment that even though I had that experience, that there will always
be a second opportunity, because I withhold or maintain any judgmental behavior
against strangers. That was part of that, that was very powerful, because walking
into a hospital and having these kids coming to you and you're a complete
stranger, and how they approach you, and they want to sit with you, they want to
play with you, they want to hug you, they want to talk to you, to me, that was very
powerful, because I thought, at any given time, in order for me to continue
suppressing those emotions, that I have to stay away from kids, even to include to
a certain extent, my grandchildren. It was just very, very unconscious, because I
never thought about that, just the fear of rejection, the fear of guilt during that
specific event that I would have been rejected… Not that I will be able to
understand the violence, not that I will be able to understand the killing, but I was
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able to go to that space and see myself from a different angle. That has made a big
difference.
Participants often described the emotional healing process with reference to positive selftranscendent emotions and with the metaphorical language of “release.” A Vietnam
Veteran equated his experience in Israel to moving from emotional slavery to freedom: “I
think I was under bondage and to kind of get those. I think what they did was help to
loosen the chains for me.”
Codes falling under the Emotional Healing theme accounted for approximately
11% of the total codes falling under the category of Healing. Every participant accounted
for at least one Emotional Healing code, with nonexceptional responders endorsing more
emotional healing (M = 4.75; SD = 4.37) than exceptional responders (M = 4.29; SD =
1.70). Extensiveness and frequency of the Emotional Healing theme and its lower-order
codes can be seen in Table 9.
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Table 9. Cognitive and emotional healing codes, extensiveness, and frequency

Category, Theme, and Codes
Category 2: Healing
Cognitive Healing
Carrying symptoms
differently
New perspective

Definition

Overall
Samplea
E
F

Exceptional
Respondersb
E
F

Nonexceptional
Respondersc
E
F
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100% 154 100% 78 100%
76
Presence of symptoms no longer
67% 24 71% 10
63%
14
obstacle
New perspective on life and
80% 42 71% 19
88%
23
struggles
Opening to other perspectives Allowing in other points of view
47% 14 57%
9
38%
5
Positive reflective emotions
Expressions of gratitude and
67% 25 71% 15
63%
10
humility
Remembering the trip
Reconnecting with journey insights
73% 17 57%
7
88%
10
Taking responsibility for
Owning difficulties and need to
87% 32 100% 18
75%
14
healing
change
Emotional Healing
100% 68 100% 30 100%
38
Acceptance of emotions
Accepting of difficult emotions
13%
5 14%
2
13%
3
Closing chapters
Memorialization and grieving
27%
7 14%
1
38%
6
Corrective emotional
Reexposure to situations reminiscent
47% 12 57%
6
38%
6
experience
of past with positive outcome
Embodying experience
Carrying journey as “a part of me”
53% 15 57%
7
50%
7
Emotional release
Being released from negative
47% 10 57%
6
38%
4
emotions
Positive experiential
“Here-and-now” positive emotions
67% 19 71%
8
63%
11
emotions
like love, calm, peace, joy, awe
Note. E = Extensiveness, the overall percentage of participants who reported categories in interviews; F = Frequency, the
total number of times categories were reported; M = Mean; SD = Standard Deviation. an = 15; bn = 7; cn = 8. Percentages are
rounded up to nearest decimal.

6.3.2.3 Relational healing.
This theme represented descriptions of and characteristics that promoted healing
in relationship – with others and with oneself. Almost every participant referenced the
importance of reconnecting with fellow Veterans while sharing in a “mission” or
“purpose” for their journey to Israel. Several participants reported surprise in learning
that other Veterans shared the same struggles, such as a woman Veteran who said,
“Going on the trip, I learned there's other Veterans they had some similar experiences.” A
51-year-old Veteran offered similar sentiments, adding how the shared experiences
helped him open up: “Just to watch others with your same thoughts process, been through
the same and every day, the longer we were there we would open up a little bit more.
That was cool.” A Desert Storm Veteran reflected on the relevance of sharing a mission
with his teammates: “I feel that we were all looking for the same thing. That's where the
cohesiveness also became evident and real. It was unique not only because we were
service members, but it was also unique because we were looking for some healing.”
Sharing a purpose or mission with fellow Veterans again helped participants see
themselves as part of something larger, as accepted within a common humanity who
strive and suffer together. A Vietnam Veteran described the experience and effects of
common humanity this way:
They don't care I was a Vietnam Veteran, they don't care I went to Afghanistan,
they don't care I'm a poor or I'm rich or whatever, it's just me. They're all a part-We're all together…It's made me feel much more to be able to be a part of
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something without feeling guilty or the pain that I would have had before
probably.
In receiving acceptance from others, many Veterans also found themselves holding an
accepting stance toward others as well as themselves. For example, a 45-year-old Army
Veteran described how his journey “was one of the first time that I actually accepted
other people and willing to hear other people.” A Vietnam Veteran described his
experience of self-acceptance this way: “Whatever happened, happened. For me to be
able to sit down by myself or with the group and into myself, and being able to heal from
that and saying, ‘You know, it was okay. I'm not a bad person. I would never do that
now. I am who I am, and I grew from this.’” Ultimately, all but one participant referenced
an enhanced vulnerability, an increase in relational trust and desire for more risk taking
(i.e., “opening up”) in the hopes of relational connection.
Codes falling under the Relational Healing theme accounted for approximately
43% of the total codes falling under the category of Healing. Every participant accounted
for at least one Relational Healing code, with exceptional responders endorsing more
relational healing (M = 18.86; SD = 9.53) than nonexceptional responders (M = 16.25; SD
= 8.15). Extensiveness and frequency of the Emotional Healing theme and its lower-order
codes can be seen in Table 10.
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Table 10. Relational healing codes, extensiveness, and frequency

Category, Theme, and Codes
Category 2: Healing
Relational Healing
Acceptance from others
Acceptance of others
Acceptance of self
Common humanity (general)
Common humanity
(suffering)
Enhanced vulnerability

Definition

Receiving acceptance from others
Providing acceptance to others
Self-acceptance
Dissolving demographic differences
Shared sense of human suffering

Overall
Samplea
E
F

Exceptional
Respondersb
E
F

100% 262 100% 132
80% 50 86% 23
67% 22 86% 16
40%
8 57%
5
67% 33 57% 14
53% 14 71% 10

Nonexceptional
Respondersc
E
F
100%
75%
50%
25%
75%
38%

130
27
6
3
19
4
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Increased relational trust and risk
87% 48 71% 22 100%
26
taking
Reconnecting with military
Experience recreating military
20%
3 14%
1
25%
2
brother/sisterhood
community
Shared purpose
Sharing a common purpose for
67% 32 86% 17
50%
15
journey
Shared Veteran experiences
Belongingness of being among
93% 52 100% 24
88%
28
Veterans
Note. E = Extensiveness, the overall percentage of participants who reported categories in interviews; F = Frequency, the
total number of times categories were reported; M = Mean; SD = Standard Deviation. an = 15; bn = 7; cn = 8. Percentages are
rounded up to nearest decimal.

6.3.2.4 Spiritual healing.
The theme of Spiritual Healing represented healing that occurred uniquely
through a participant’s religious and spiritual faith and relevant practices. For example,
participants referenced an enhanced personal relationship with their higher power or as
experienced in worldly form (e.g., people, situations, events, nature) that led to healing.
An OIF Army Veteran described this experience while traveling home from Israel:
There was a guy that was next to me. We had a row seat between us. Something
happened, whatever, and then he helped me with it. Then I said, ‘Thank you,’
and he said this one thing that stuck out the most with me about the whole trip.
He said, ‘We are here for each other.’ That's what he said. Right then and there, I
had a little spiritual moment. It just enlightened me or something. You know
how they say God speaks to us through other people? That was that moment
right there. Without a doubt, this is God talking right here. This is one of those
times I actually listened to him talking to me. [laughs] In that sense, that was a
very important part, and it increased my trust for people. I have a little bit more
trust for people.
Through their experiences in Israel, participants also discussed finding answers to or
feeling more satisfied in their questions of faith. Like several other participants, a Marine
Corps Veteran felt like the journey was clarifying, adding “I have a better understanding
of my faith or where my spiritual values lie.” Many of those experiences were related to
healing within religious rituals or attending to the religious history within Israel. A 41year-old Army Veteran referenced how his visit to the Western Wall was healing: “On
the wall, the prayers, I was able to leave behind a couple of things that I was dealing with
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at that wall, instead of dwelling on it.” Ultimately, every participant reported at least one
comment reflecting enhanced spirituality.
Codes falling under the Spiritual Healing theme accounted for approximately
20% of the total codes falling under the category of Healing. Every participant accounted
for at least one Spiritual Healing code, with exceptional responders endorsing more
spiritual healing (M = 9.43; SD = 1.90) than nonexceptional responders (M = 7.13; SD =
5.22). Extensiveness and frequency of the Spiritual Healing theme and its lower-order
codes can be seen in Table 11.
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Table 11. Spiritual healing codes, extensiveness, and frequency

Category, Theme, and Codes
Category 2: Healing
Spiritual Healing
Immanence

Definition

Overall
Samplea
E
F

Exceptional
Respondersb
E
F

Nonexceptional
Respondersc
E
F
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100% 123
100%
66
100%
57
God or divine seen in material
33%
7
43%
4
25%
3
form
Increased spirituality
Enhanced spirituality
100%
35
100%
14
100%
21
Personal relationship with
Experiences reflecting personal
47%
15
57%
8
38%
7
God/Universe/Divine
relationship with higher power
Reaffirming beliefs and
Finding answers or feeling
53%
15
71%
11
38%
4
quieting spiritual struggles
satisfied in questions of faith
Reconnection to faith for
Return to faith system in context
20%
4
29%
3
13%
1
trauma exposed
of spiritual
struggles/PTSD/moral injury
Religious rituals
Healing during religious rituals
40%
10
43%
5
38%
5
Touched by religious sites
Import of seeing origin of
93%
37
86%
21
100%
16
and history
religious texts by visiting
historical places
Note. E = Extensiveness, the overall percentage of participants who reported categories in interviews; F = Frequency, the
total number of times categories were reported; M = Mean; SD = Standard Deviation. an = 15; bn = 7; cn = 8. Percentages are
rounded up to nearest decimal.

6.3.3 Behavior Change
This category reflected outer behavior change, which was defined as movement
toward healthier, more adaptive ways of behaving toward oneself, others, and within the
tenets of one’s R/S faith. As such, three themes were identified within this category: (a)
Interpersonal behavior change, (b) Intrapersonal behavior change, (c) Spiritual behavior
change. One-hundred and sixty-one total codes fell under the category of Behavior
Change with exceptional responders endorsing more behavior change codes (M = 12.43;
SD = 6.75) than nonexceptional responders (M = 9.25; SD = 6.18). Definitions,
extensiveness, and frequency of lower-order codes among the three themes in the
Behavior change category can be seen in Table 12.
6.3.3.1 Interpersonal behavior change.
The theme of Interpersonal behavior change represented descriptions of
behavioral actions in which participants moved toward relationships. This theme broke
down further into behaviors in which participants were either providing or asking for
social support and connection. Most of the participants couched their behavior change in
direct connection to their journey to Israel. When asked how the experience of belonging
has stayed with him since the journey, a OIF Marine Corps Veteran stated, “For me, it's
really humbling, and it makes me want to be able to do it for someone else eventually if I
can someday.” A 42-year-old Army Veteran added that “besides just talking to the guys
and stuff, it has allowed me to actually reach out, especially in my neighborhood and
stuff and stuff that I wouldn't have done before.”
Codes falling under the Interpersonal behavior change theme accounted for
approximately 63% of the total codes falling under the category of Behavior Change. All
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but one participant accounted for at least one Interpersonal behavior change code, with
exceptional responders endorsing more interpersonal behavior change (M = 7.43; SD =
5.77) than nonexceptional responders (M = 6.13; SD = 4.19). Extensiveness and
frequency of the Interpersonal behavior change theme and its lower-order codes can be
seen in Table 12.
6.3.3.2 Intrapersonal behavior change.
The theme of Intrapersonal behavior change represented descriptions of
behavioral actions which helped participants have healthier relationships with themselves
and, consequently, with others. Many participants described a newfound desire for taking
care of themselves. For instance, a woman Veteran discussed rediscovering what was
helpful to her recovery: “I think part of the therapeutic to me is writing, like poetry,
writing essays. Talking about-- and yet, times like certain parts in my past may be hard
for me to discuss, so writing it out is therapeutic because I'm getting it out there.” A 41year-old Army Veteran referenced spending time alone as part of his self-care:
“Belonging is good, it's healthy, but sometimes…you got to take that time and be by
yourself to do whatever, especially prayer and things of that nature.”
Other participants described enhanced self-monitoring, self-awareness, and
overall increased attentiveness to their inner and outer life. A Vietnam Veteran described
the importance of paying attention to and owning his difficulties:
I think, it comes back to recognition. In the past, I didn't quite recognize it. I
would walk, I was angry all the time and so, I think, that's all part of it. Before, I'd
ignore it. I go, ‘Oh, man, all my buddies are all screwed up and I'm doing great.’
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Because I didn't recognize it. That I had relational issues and it's just different
stuff. Recognition was a big part for sure.
An Army Veteran described the importance of acknowledging and then sharing his
internal experience with others, adding “Yes, if I'm feeling jumpy, or just irritable. I just
let them know.” Several participants talked about seeking out what serves them and
letting go of what bring them down, including a 41-year-old Army Veteran: “It made me
more aware of people who I deal with, and hang around with, and spend time with, things
of that nature… you want to be around people who help you grow, help you learn, help
you excel.”
Codes falling under the Intrapersonal behavior change theme accounted for
approximately 21% of the total codes falling under the category of Behavior Change. All
but two participants (both nonexceptional responders) accounted for at least one
Intrapersonal behavior change code, with exceptional responders endorsing more
intrapersonal behavior change (M = 3.14; SD = 2.54) than nonexceptional responders (M
= 1.63; SD = 1.92). Extensiveness and frequency of the Intrapersonal behavior change
theme and its lower-order codes can be seen in Table 12.
6.3.3.3 Spiritual behavior change.
The theme of Spiritual behavior change represented descriptions of behavioral
actions which helped the participant live in harmony with their chosen faith. Participants
referenced increased R/S coping, such as a woman Veteran who stated that since her
journey she is “more in tune with as far as I was trying to read my Psalm book and read
my Bible.” Other participants described movement toward values/virtues as defined by
their R/S, especially in regards to sacred relationships and giving back to others. For
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example, a 56-year-old Army Veteran stated that the journey reinforced the importance
of following his faith and attempting to be a better person in his life:
It just made me feel as if God put me down here for a purpose in some respects
and to be a godly man and be a good husband, a good father, a good grandfather
and just to keep that perspective of why how I look back on the trip, and that
‘Okay, Lord, you have a purpose for me and it's just to share your love for people
through my experiences then so be it.’
Lower-order codes included the following: Increased R/S practice; Renewal of
orientation toward R/S values. Codes falling under the Spiritual behavior change theme
accounted for approximately 16% of the total codes falling under the category of
Behavior Change. Twelve participants (6 out of 7 exceptional responders; 6 out of 8
nonexceptional responders) accounted for at least one Spiritual behavior change code,
with exceptional responders endorsing more spiritual behavior change (M = 1.86; SD =
1.57) than nonexceptional responders (M = 1.13; SD = 1.36). Extensiveness and
frequency of the Intrapersonal behavior change theme and its lower-order codes can be
seen in Table 12.
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Table 12. Behavior Change themes, codes, extensiveness, and frequency
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Category, Themes, and Codes
Category 3: Behavior
Change
Interpersonal Behavior
Change
Giving back and paying it
forward
Reaching out
Intrapersonal Behavior
Change
Self-care
Self-regulation

Definition

Overall Exceptional Nonexceptional
Samplea Respondersb
Respondersc
E
F
E
F
E
F

93%

101

100%

52

88%

49

Wanting to reciprocate experience of
social support
Newly seeking connections with others

93%

50

100%

30

88%

20

87%
87%

51
35

86%
100%

22
22

88%
75%

29
13

Positive changes in self-care
Enhanced self-monitoring and selfawareness

47%
73%

13
22

57%
86%

9
13

38%
63%

4
9

Spiritual Behavior Change
80%
25
86% 13
75%
12
Increased R/S practice
Increased R/S coping behaviors
53%
10
71%
7
38%
3
Renewal of orientation
Movement toward participant defined R/S
47%
15
43%
6
50%
9
toward R/S values
values
Note. E = Extensiveness, the overall percentage of participants who reported categories in interviews; F = Frequency, the
total number of times categories were reported; M = Mean; SD = Standard Deviation; R/S = Religious and spiritual. an = 15;
b
n = 7; cn = 8. Percentages are rounded up to nearest decimal.

6.4 Results Integration
In my initial quantitative analyses, exceptional and nonexceptional participants
were identified via their changes in symptoms for follow-up interviews. In what follows,
I integrate the results of quantitative and qualitative analyses by examining the frequency
with which qualitative themes in the categories of Healing and Behavior Change differed
by exceptional and nonexceptional responder groups. In the discussion section, I will
attempt to use the integrated results to reflect on patterns of response among the two
groups. Owing to small sample sizes (Exceptional, n = 7; Nonexceptional, n = 8),
inferential statistics could not be used to determine group level differences. Nevertheless,
it may still be useful to reflect on the differences in mean frequencies across groups.
Mean frequencies by group are depicted graphically in Figure 3 below.

Figure 3. Bar graph of mean frequency by group.
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Specifically, the exceptional responder group reported higher frequencies in six
out of the 7 themes. The lone theme in which the nonexceptional responder group
reported a higher mean frequency was Emotional Healing. To further explore potentially
meaningful differences across groups, I calculated percentage differences for each theme
and their higher order category. Percentage differences allows for a closer inspection of
potentially meaningful differences than would be allowed through visual inspection of
mean frequencies. Please see Table 13 for mean frequencies and percentage differences.
Overall, minimal differences were observed for most of the seven themes and two
higher order categories, including the one theme (Emotional Healing) that was endorsed
more often by nonexceptional responders (Percentage Difference = 10%). Meaning,
similarities between exceptional and nonexceptional responder groups were seen for
Cognitive, Emotional, and Relational Healing (range = 10-16% difference), as well as
Interpersonal Behavior Change (Percent Difference = 19%). With regard to larger
percentage differences, exceptional responders endorsed more Spiritual Healing,
Intrapersonal Behavior Change, and Spiritual Behavior Change. Thus, while the groups
did not differ significantly across most healing themes, the exceptional responder group
reported more instances of healing that was understood within participants R/S faith.
These differences also remained true for behavior change, in which exceptional
responders endorsed more instances of Spiritual Behavior Change (Percent Difference =
49%). Finally, the exceptional responder group endorsed more Intrapersonal Behavior
Change (Percent Difference = 63%), suggesting that as a group they described more
changes in the way they treated themselves.

134

Table 13. Mean Frequencies and Percentage Differences by Group
Categories and Themes
Exceptional
Nonexceptional
Percentage Difference
Healing
43.71*
37.63
15
Cognitive
11.14*
9.50
16
Emotional
4.29
4.75*
10
Relational
18.86*
16.25
15
Spiritual
9.43*
7.13
28
Behavior Change
12.43*
9.25
30
Interpersonal
7.43*
6.13
19
Intrapersonal
3.14*
1.63
63
Spiritual
1.86*
1.13
49
Note. * Higher mean frequency associated with each category/theme
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CHAPTER VII
DISCUSSION

The current study set out to understand the experience and impact of
psychospiritual experiences of belonging on combat-related mental health symptoms
among a group of combat Veterans who took part in Heroes to Heroes (H2H), a
spiritually integrated retreat-based intervention. Using a retrospective sequentialexplanatory mixed-methods design, I addressed three research questions: (1) Do H2H
participant symptoms of moral injury (MI), PTSD, and thwarted belongingness (TB)
decrease across the time? (2) What is the phenomenological experience of
belongingness? (3) What are the processes in which belonging relates to therapeutic
change? To address these questions, I first examined changes across the time points in
trauma-related symptoms of interest, including MI, PTSD, and TB. Second, participants
were interviewed post-journey to understand their psychospiritual experiences of
belonging and its role in the process of change. Third, differences in qualitative themes
across exceptional vs. non-exceptional responders were explored. Focusing on the
changes in symptoms across time, I hypothesized that measures of PTSD, MI, and TB
would significantly decrease from pre-journey (one month before journey) to follow-up
(five months post-journey). I did not have any explicit hypotheses for the qualitative or
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mixed-methods data analayses. The following sections will review each of the study aims
as well as the study hypothesis.

7.1 Quantitative Outcomes: Changes in Symptoms
The first aim of the study was to examine changes in trauma-related symptoms of
interest before and after the H2H intervention, with the hypothesis that each symptom
measure would significantly decrease. Quantitative analyses found that the only measure
to significantly decrease across time was PTSD-symptoms. This effect partly accorded
with the study hypotheses. Nevertheless, I expected all four measures and subscales (i.e.,
EMIS-Other; EMIS-Self; PCL-5; INQ-TB) to significantly reduce across time.
Explanations as to why moral injury and thwarted belongingness did not significantly
change will be offered in the Data Integration section.
With respect to PTSD-symptoms, the 9.23-point change in PCL-5 scores is
considered a reliable change and trending toward clinically meaningful (i.e., greater than
10; Weathers et al., 2013). Among the current sample, changes in PTSD-symptoms
across time had an effect size of p = .154 or d = 0.50, which is considered a moderate
effect (Pallant, 2020). The moderate effect for PTSD-symptoms is less than the large
effects observed in several meta-analyses of individual psychotherapy interventions for
PTSD, including studies of civilians and Veterans (corrected effect size = 1.14, 95% CI
[0.97, 1.3]; Watts et al., 2013) and Veterans only (corrected effect size = 1.17; Haagen et
al., 2015). Though the H2H intervention was not as effective as individual
psychotherapy, the moderate effect seen in the current study is similar to the few retreatbased interventions (d = 0.70, CI [0.26, 1.15] seven months post retreat [Dutton et al.,
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2021]; d = 0.69, CI [0.55, 0.82] twelve months post retreat [Ward et al., 2020]) and an
explicitly spiritually integrated group-based counseling intervention for PTSD (d = 0.67,
two months post intervention; Harris et al., 2011), each of which used the PCL-5 to
measure PTSD-symptoms. Whether or not participant changes in PTSD-symptoms was
caused by the H2H interventions is ultimately unclear given methodological limitations.
However, the data does demonstrate that among H2H participants, some of which had
been symptomatic for many years, PTSD-symptoms did reliably decrease across the time
span of the intervention.
Interestingly, the Haagen et al. (2015) meta-analysis of the effectiveness of
psychotherapy interventions for Veterans with PTSD found that group-based
interventions demonstrated effect sizes closer to the current study (corrected effect size =
0.63). The authors suggest that the significantly worse performance among
psychotherapy group vs. individual therapy for Veterans with PTSD may be due to a lack
of engagement with or exposure to one’s own traumatic memories and attendant feelings
(e.g., fear, guilt, shame, anger). Group treatment for PTSD may therefore lack important
ingredients that enhance emotional engagement, which individual treatment contains.
Exposure to conditioned fear-eliciting stimuli, both imaginal and in real life, is
considered hallmark ingredients of trauma-recovery, operating on theoretical assumptions
of habituation (i.e., reduction in arousal across time with sustained engagement) and
extinction (i.e., uncoupling of conditioned reactions to feared stimuli; Foa & Kozak,
1986). It is possible that, like the suggested deficiencies of group therapy vs. individual
treatment, the H2H intervention did not activate trauma-related material among
participants to an extent that might be expected from individual therapies for PTSD.
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Consequently, moderate emotional engagement among H2H participants perhaps
explains the moderate effect in PTSD-symptoms.
The following sections will attempt to unpack what emerged from the qualitative
results regarding participant experiences of belongingness and the processes in which
belonging related to descriptions of therapeutic change. In doing so, I will attempt to
connect participant descriptions of belonging, healing, and behavior change to what the
literature has shown may be relevant to trauma recovery. Afterward, I will aim to
integrate the quantitative and qualitative findings to create a nuanced understanding of
the effects and non-effects of psychospiritual belonging on combat-related mental health
symptoms among participants of a spiritually integrative intervention.

7.2 The Experience of Belongingness
The second aim of the study was to explore the experience of belonging among
H2H participants to understand how those experiences relate to therapeutic change
processes. The categories of Belonging that emerged in the interviews included
participant (1) definitions, (2) expressions of why belonging mattered, and (3) depictions
of what thwarts their experience of belonging. Most participants saw belongingness as
“being a part of a group” with shared goals like a unit, team, or community; a group
striving toward a particular desired outcome. That is, there is something about the group
that makes it a group, not merely a collection of individuals, which allows for the
experience of belonging. Other participants referenced belonging as being cared for or
caring for others and feeling like they have a place in the world. Thus, participants
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defined belongingness as having a known and needed social location within a group
working toward a common goal.
In this way, participant definitions mirrored Baumeister and Leary’s (1995)
descriptive characteristics of belonging as positive interactions with others that are
frequent, stable, and reciprocal. Those four characteristics (positive, frequent, stable,
reciprocal) speak to belonging as an act of consistently engaging with others such that
each person benefits. Veteran service-members know Aristotle’s adage experientially, in
which the interests of the individual are sublimated so that the whole can be greater than
the sum of its parts. Participants continue to define belonging this way, sometimes
decades after their service ended. Participants did not define belonging with direct
allusions to self-transcendence, especially the annihilation and relational components of
self-transcendent experiences (Yaden et al., 2017). However, many participants’
definition alluded to collective effervescence and coordinated social action in describing
more everyday relationships. That is, participants reflected on the feelings of
togetherness, community, and harmony that is created by engaging in shared behaviors
with others.
Belongingness was also seen by participants as strongly motivational, something
they needed. The need to belong is associated with properties which, when operating
properly, functionally push people toward relationships (Baumeister & Leary, 1995).
Some of these motivational properties are appetitive and reinforcing, such as providing
meaning and a greater sense of well-being (Seligman, 2012). Other motivational aspects
may be born out of a need to resolve negative affective states of thwarted belonginess and
move back to social homeostasis (Matthews & Tye, 2019). Several participants described
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the lack of belonging in life-or-death terms, which is consistent with evidence regarding
risk and protective factors associated with thwarted belongingness and Veteran
suicidality (Pietrzak et al., 2010). Ultimately, H2H participants described belongingness
as both trait-like, a fundamental need and personality process (DeWall et al., 2011), and
state-like, something that provides feedback on participants social situation. As a state
and as a trait, belonging can motivate behavioral changes that can help or hinder trauma
recovery.
Unfortunately, the H2H participants described significant barriers to their
belonging. Some of these barriers were external and unique to our current global COVID19 pandemic. Other barriers were internal (e.g., thoughts, feelings, memories, bodily
sensations) and particular to reintegration difficulties and/or the experience of combat
(i.e., PTSD and MI). For example, emotional pain, PTSD, and the fear of getting hurt
were characterized as leading to behavioral withdrawal and narrowing of social
opportunities. Moreover, when participants came up against such internal barriers to
belonging, there was compounding effects related to self-criticism, withdrawal, and the
shrinking of not only of their social circle, but of their lives. These experiences are
evidence of the social erosion model in which psychological distress of PTSD
compromises social support resources (King et al., 2006). Participants shared how their
symptoms led them to shut down and pull back from relationships, leading to
deteriorating social functioning and resources.
However, research has shown strong evidence for both social erosion and social
causation (i.e., social support buffers against PTSD) models. In a recent meta-analysis of
longitudinal studies (75 samples including 32,402 participants), Wang et al. (2021) found
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similar effect sizes for social support predicting PTSD (= -0.10) and PTSD predicting
social support (= -0.09). While H2H participants described particulars of the social
erosion model prior to their journey, they described details consistent with the social
causation model starting with and following from their journey. Details lending support
for the social causation model – including how and why participants experience of
belongingness in Israel led to psychological and spiritual healing and change – will be
discussed in the next two sections.

7.3 Psychospiritual Belonging and Therapeutic Change
To continue the second aim, the current study used participant definitions of
belonging to identify underlying processes in which belonging was associated with
therapeutic change in the context of the H2H intervention and afterward. The processes
identified were classified into the categories of Healing and Behavior Change. Healing in
the broad sense was defined as a process of inner change; inner meaning thoughts,
feelings, and memories internal to the person; change meaning differences in the way
participants related to, understood, or experienced their inner world (thoughts, feelings,
etc.). In contrast to the inner change of healing, behavior change was seen as observable
“outer change,” actions which participants understood as more effective ways of
behaving toward themselves, others, and within their R/S faith system. In what follows, I
discuss each of these two categories and their underlying themes.
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7.3.1 Belonging and Healing
The experience of belonging – having a known and needed social location within
a group that is working toward some common goal – was seen as a necessary condition
for internal healing in the following ways. First, belongingness appeared to decrease the
sense of isolation that psychological suffering creates by showing H2H participants that
such suffering is actually shared by others. Second, the experience of belonging may
create a sense of safety for participants that may have previously been lacking. These two
conditions, in turn, may help participants flexibly engage with the difficult thoughts,
feelings, and situations that were previously seen hindering their psychosocial-spiritual
functioning.
For example, reconnecting with Veterans, hearing and sharing in difficulties, and
obtaining feedback, seemed to help participants take a healthier look at their lives,
struggles, and ways of being in relationship. In so doing, participants referenced seeing
themselves as part of a common humanity that struggles and strives together. Common
humanity, that participants see their experience and suffering as a part of a larger human
endeavor, rather than as something that isolates or separates, is an essential part of several
definitions of compassion and self-compassion (Neff, 2003; Strauss et al., 2016). Selfcompassion, or, being able to gently hold and care for one’s psychological pain, has been
shown to be associated with avoidant symptoms of PTSD (Thompson & Waltz, 2008)
and overall PTSD symptom severity in combat Veterans (Hiraoka et al., 2015; Kearney et
al., 2013). Feeling that one is not alone in their suffering decreases perceptions of
burdensomeness. Thus, by knowing that their experiences and struggles were not unique
likely provided H2H participants with the requisite internal resources required to
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ultimately reframe their problems/symptoms as more manageable. These above internal
shifts would be expected from the self-expansion theory, in which allowing others to be
included in one’s self-concept can help individuals acquire positive traits or habits while
acknowledging the negative traits or habits they would like to reduce (Aron et al., 2013).
It was especially important for participants to experience their suffering as shared
by their fellow combat Veterans who can understand and identify with the unique doublebinds of being a returning soldier (Castro et al., 2015). Consequently, participants made
connections between belonging, acceptance, and dialoguing with others as an avenue to
counteract potentially assimilated beliefs regarding their traumas (i.e., blame and
responsibility) with more accommodated beliefs (Resick et al., 2017). Changes in how
participant think about their traumatic events may ultimately underlie changes in PTSDsymptoms, as cognitive reappraisal has been shown to be important components of frontline therapeutic treatments for PTSD (Boden et al., 2013; Zalta et al., 2014). Thus,
participants described how belonging gave them the knowledge that their problems were
not unique to them, and in so doing, may have encouraged multiple perspectives rather
than one definitive, black and white, truth on their past. Ultimately, decreasing the sense
of aloneness in one’s suffering helped to ease previous self-condemnation.
Within the journey itself, participants engaged in several explicitly religious (e.g.,
visiting the Western Wall, being baptized in the Jordan River) or spiritually relevant
healing rituals (e.g., planting trees of commemoration, visiting a children’s hospital).
These rituals were experienced as highly emotional for many participants, serving to
activate old emotional wounds, including feelings of grief, guilt, and shame. In so doing,
many participants were able to transform old emotional pain leading to corrective
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emotional experiences and a felt sense of emotional release from negative affect. There is
a large body of evidence that emotional engagement with psychological pain is a
necessary condition for therapeutic change (Foa et al., 2007; Fosha, 2000; Greenberg,
2015); a process best exemplified by the phrase “the Only Way Out Is Through”
(Pascual-Leone & Greenberg, 2007). The point of such engagement is to experience the
feared experience in the context of safety, leading to a new experience and understanding
of what was once dreaded.
While the H2H intervention itself created opportunities for emotional processing,
it is possible that the opportunity to do so with trusted others is what helped catalyze
participants internal healing. That is, the experience of belonging may provide
participants the safety and security to approach and process difficult experiences, and
witnesses to help with validation and integration. Charuvastra and Cloitre (2008) suggest
that belonging may aid in a process of resilience and recovery from trauma because it
sends the message to the individual that they matter to a group whose task is to protect its
members. The salience of mattering to and feeling protected by a group for traumaexposed individuals is born out in the empirical evidence that interactions with others that
are positive, frequent, stable, and reciprocal help individuals regulate difficult emotions
and approach challenging experiences (Hofmann, 2014; Zaki & Williams, 2013). In this
way, belonging functions much like parent-child attachment relations: a safe haven,
which individuals can turn to calm the “hypervigilant monster” and secure base, offering
support in approaching challenging situations or experiences (Bowlby, 1969; Bryant,
2016).
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Conversely, thwarted belongingness may reinforce beliefs that the world is hostile
and unsafe (e.g., “they are all out to get me”), contributing to feelings of fear, anxiety,
and behavioral avoidance endemic to conditions of posttraumatic stress. The drawbacks
of avoidant coping for PTSD are predicated on the aforementioned evidence that
approaching, engaging with, and eventually processing trauma-related thoughts and
feelings are required for both resilience and recovery (Foa & Kozak, 1986; Foa et al.,
2007). As already delineated by the social-causation and social-erosion models of PTSD,
low social support may lead to more avoidant coping styles and perpetuate PTSsymptoms, while positive support may decrease avoidant behaviors and help mitigate
PTS-symptoms (Cox et al., 2019; Kaniasty & Norris, 2008; Shallcross et al., 2016). That
is, for H2H participants suffering from chronic posttraumatic conditions, feeling safe and
supported by the group may augment their ability to approach and engage with their own
trauma-related thoughts, feelings, and triggers. The qualitative results suggest that such
active engagement is what led to changes in thinking, feeling, relating, and understanding
of their R/S faith.
Finally, an outcome of both experiencing oneself as part of a common humanity
and processing painful emotions in a relational context was not simply relief, but selftranscendent positive emotions like joy, awe, love, and gratitude. Self-transcendent
positive emotions generally benefit wellbeing (Wood et al., 2010), promote social
bonding (Stellar et al., 2017), and actually increases R/S (Saroglou et al., 2008; Van
Cappellen & Saroglou, 2012). In the current study, for those already R/S participants,
self-transcendent positive emotions were associated with increased spirituality, a sense
that relationships here on earth were sacred, and an enhanced relationship with their
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higher power. These findings are consistent with research on the associations between
self-transcendent positive emotions and beliefs that life is meaningful and that God and
the world in which one lives is benevolent (Van Cappellen, 2017; Van Cappellen et al.,
2013, 2020). Such internal changes were also in opposition to the spiritual struggles
described by participants, many of whom had previously left their religious community
because of their combat-related experiences. In this way, self-transcendent positive
emotions experienced during the journey allowed participants to not only feel themselves
valued by Veterans of their team, but as a result, to reconnect with their higher power as
another relationship that they can call on in times of need (Cherniak et al., 2021).
In sum, the experience belonging not only provided participants with a sense of
not being alone in their suffering, but the resources to engage with, reframe, and push
back on their mental health symptoms. In so doing, participants countered one of the
hallmarks of trauma-related conditions – avoidance (APA, 2013) – allowing for new
learning to take place in terms of the four themes of Cognitive, Emotional, Relational,
and Spiritual Healing. Moreover, the shared purpose that most H2H participants
described – attending a spiritually integrative healing intervention for combat PTSD and
MI – transformed what would otherwise have been a fun trip, or an experience of
bonding, into experiences of shared healing that many participants described as
“enlightening.” I will next describe what participants generally reported after they
returned from their journey to Israel – behavior change.
7.3.2 Belonging and Behavior Change
As with the themes of healing, participants attributed much of their behavioral
changes to experiences of belonging during their journey to Israel. One main thrust of
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participant reflections on their behavioral changes revolved around having a newfound
receptivity to using relationships to both receive and provide support after experiencing
belongingness. Participants affirmed that, in order to maintain the gains of their journey,
they would need to continue to seek out connection, especially with other Veterans. In
this way, participants used what they learned about the significance of their own
experience of belongingness as an impetus to pay-it-forward and help other Veterans.
Being of service to other Veterans served as a new mission for combat Veterans
struggling to find meaning in their post-service lives. The psychological benefits of such
prosocial behavior are robust, including increases in happiness (Nelson et al., 2016;
Weinstein & Ryan, 2010) and meaning in life (Klein, 2017).
Within the world of mental health recovery, the reciprocal benefits accrued
through reaching out and giving back can also be understood within the helper therapy
principle often seen in Alcoholics Anonymous, or the theory that “when helpers help a
fellow sufferer they help themselves” (Pagano et al., 2011, p. 24). Many participants
reported a desire to become a Veteran peer support specialist after their journey, which
speaks to the profundity of their own experience of belongingness. The benefits of being
a peer worker was summarized in a meta-synthesis of 34 qualitative studies, suggesting
that it leads to changes in identity, sense of purpose, and responsibility to not only those
they support, but also themselves (MacLellan et al., 2015). Similarly, participants
described how being accountable to other Veterans made them more accountable to
themselves (i.e., “helping you is helping me”). Given the ways giving back and paying it
forward to other Veterans can enhance participants sense of meaning, purpose, and
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wellbeing, , such behaviors may play an important role in countering moral injury related
issues, such as guilt and shame, and promoting self-forgiveness.
Some participants described their new movements toward relationships within the
context of their R/S and embodied practices like service. That is, after the journey,
participants reported being more easily guided by R/S values, which often manifested as
behavioral actions of interpersonal service and support. Service was seen not only as a
way to give back, increase one’s sense of purpose and meaning, and ultimately
belongingness, but as a method to live in alignment with their higher power.
Relationships and giving back took on a sacred significance; it became a spiritual
practice. Research finds that attendance of religious services is associated with prosocial
behaviors (Saroglou, 2013). It is true these prosocial behaviors may be due to the values
often prescribed by religious traditions. However, Van Cappellen et al. (2016) found the
link between religious service attendance and prosociality to be explained by the
experience of belonging and further maintained by self-transcendent positive emotions.
That is, the experience of belonging through religious service leads to greater prosocial
behaviors which are then strengthened by self-transcendent positive emotions like love.
While there are numerous potential mediating variables that might explain the
associations between healing and behavior changes seen among H2H participants, selftranscendent positive emotions are pertinent to the present study’s findings. Participants
reported experiencing many positive emotions, including joy, gratitude, compassion, awe,
peace, and love. The effect from the Van Cappellen et al. (2016) study might be a nice
analogue for what may be occurring with H2H participants. Participants experienced a
sense of belonging and positive emotions during their journey to Israel, and once
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returning, decided to pay it forward by giving back to others, further increasing their
experience of positive emotions and replicating a positive feedback loop between positive
emotions and prosocial behavior (Aknin et al., 2018). Moreover, as Van Cappellen et al.
(2020) propose, positive emotions experienced in a religious context and associated with
religious behaviors (i.e., service, worshipping, prayer, meditation) function as a
motivation to continue these practices. Unsurprisingly, participants also reported changes
in explicitly R/S behaviors, including increased religious attendance, discussions of faith
with important others, engagement in prayer, and reading holy texts.
Importantly, these prosocial behaviors counter the negative spiral of narrowed
attention and rigid avoidant-based behaviors seen in conditions of traumatic stress
(Garland et al., 2010). Fredrickson’s (2001, 2013) broaden-and-build theory proposes that
the function of such positive emotions is to broaden attention beyond threats to survival
to a larger range of possibilities for exploration and adaptation. The experience of
positive emotions eventually leads to a greater range of thoughts, behaviors, and actions
(Fredrickson & Branigan, 2005), especially with regard to prosocial (Ong et al., 2006;
Waugh & Fredrickson, 2006) and religious behaviors (Van Cappellen et al., 2020). In
sum, participant prosocial and religious behavior changes are examples of active and
adaptive coping – rather than avoidant or maladaptive coping – which are known
foundations for trauma recovery and posttraumatic growth (Linley & Joseph, 2004). Such
adaptive behaviors may grow out of experience of self-transcendent positive emotions
and contribute to further experiences of such emotions, leading to positive feedback loops
and the maintenance of more effect inter-, intra-, and R/S behaviors.

150

7.4 Integrating the Data: Psychospiritual Belonging and Symptom Changes
In this section, I address the third aim of the study– which concerns integrating
quantitative symptom changes with qualitative descriptions of healing and behavior
change among H2H participants. First, I will attempt to explain some of the main
quantitative findings using the qualitative results. Then, I will explore differences across
exceptional and nonexceptional responders to further understand the effects of the
intervention and role of psychospiritual belonging, healing, and behavior change.
Integrating the effects of quantitative and qualitative data allows for a greater
understanding of the mechanisms and effects of belonging during a spiritually integrative
intervention. An integrated joint display table can be seen in Table 14 and summarizes
the findings from quantitative and qualitative methods as well as how the qualitative
findings aided in explaining the quantitative results.
Based on the quantitative results, the only study measure to significantly change
was PTSD-symptoms. Both measures of moral injury and thwarted belongingness were
not significantly different across time. As already detailed, the intervention as a whole
works well to counter the bidirectional relationship between psychological and behavioral
avoidance and PTSD-symptoms (Badour et al., 2012). For instance, the journey itself,
traveling to a new country with over ten strangers, visiting crowded and chaotic places
(e.g., Western Wall), was likely for some participants effective in vivo exposure (i.e.,
voluntary and repeated exposure to external conditioned fear stimuli leading to
habituation and extinction; Foa & Kozak, 1986). Having trusted others present also likely
helped participants continue to face challenging situations despite internal distress,
similar to how other Veterans engaged in Prolonged Exposure therapy assert that peers
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would be helpful for in vivo exposure assignments (Hernandez-Tejada et al., 2017).
Interestingly, recent findings suggest that the in vivo exposure component of PTSDtreatment is more closely tied to changes in PTSD-symptoms than imaginal exposure
(i.e., voluntary and repeated exposure to internal conditioned fear memories; Norr et al.,
2019). While no formal trauma processing occurred during the intervention, participants
were encouraged to share their experiences of war trauma. As detailed in the qualitative
results, sharing experiences led to a sense that participants were not alone in their
suffering, which in turn led to more compassionate, flexible views of their past combat
experiences. Such experiences also likely improved participants social functioning by
challenging their beliefs regarding interpersonal safety and trust. These results are
consistent with studies showing that perceived social support increases during the course
of exposure therapy (Price et al., 2013, 2018), and actually precedes changes in PTSDsymptoms (Bourassa et al., 2020). Thus exposure to both internal and external trauma
reminders in the presence of belonging, likely helped to decrease PTSD-symptoms.
However, some theorists believe that conditions of MI do not resolve solely
through exposure principles of habituation and extinction (Maguen & Burkman, 2013;
Steenkamp et al., 2013). Moreover, there is some conflicting data on the connection
between the common humanity component of self-compassion and MI-related emotions
like guilt and shame (Held & Owens, 2015; Kelley et al., 2019), suggesting that simply
knowing that one’s moral pain are shared by others may not change participants
underlying feelings and beliefs regarding their transgressions. Gray et al. (2017) contend
that frontline treatments for conditions of traumatic stress often serve more as moral
reassurance (e.g., “It was not your fault,” or “You did the best you could”), rather than
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addressing the underlying truth of certain moral transgressions and therefore accuracy or
rightness of moral pain. The concept of moral repair from MI requires both 1) emotional
activation and acceptance of guilt and shame, which is then believed to motivate 2)
reparative behaviors in the world (Litz et al., 2009). Moral repair involves accepting
one’s moral emotions as an accurate summation of past experiences as filtered through
one’s ethical code. In so doing, the goal is not to eliminate the moral pain per se, but to
help individuals tap into the motivational forces within the pain and move toward making
amends or asking forgiveness (Gray et al., 2017).
Self-forgiveness as a target of intervention has been shown to occur through two
routes: via self-compassion and a rededication to transgressed values (Woodyatt et al.,
2017). Some of these potential reparative, value-congruent behaviors were well
described by the qualitative sample, especially those behaviors of giving back that were
understood as expressions of participants values and R/S faith system. Given the
theoretical need for moral repair among those with MI, and the general descriptions of
such behaviors by the qualitative sample, it is possible that the behavior changes seen in
H2H participants after the journey were unconnected with transgressed values, and
therefore unable to provide the conditions for moral repair. Alternatively, it is also
possible that not enough time had passed within the follow-up assessments to quantify
symptom improvements on measures of moral injury.
The lack of change in thwarted belongingness may be due to similar issues
regarding timing in follow-up assessments. That is, not enough time had passed in which
certain behaviors required for belonging could take hold and significantly alter
participant responses to their current experience of thwarted belongingness. Additionally,

153

while, exceptional responders did speak more frequently regarding Interpersonal
Behavior Change (19% difference), the nonexceptional responders still provided
significant evidence for changes in reaching out and giving back to others, especially
other Veterans, further highlighting the potential temporal disconnect between qualitative
behavior changes and quantitative symptom changes. The similarities across exceptional
and nonexceptional responders in interpersonal behavior changes may also suggest that,
in and of themselves, such behaviors were not a defining factor in decreasing symptoms
of thwarted belongingness after the journey. In this way, belongingness as measured by
the INQ may either be more trait-like and therefore less amenable to change despite
intervention, or state-like, and more responsive to daily life and stressors. If
belongingness were more state-like, it may speak to a greater role for contextual factors,
like the COVID-19 pandemic, in the experience of belongingness. Many participants
described interpersonal behavior changes, such as engaging in Veteran-specific activities,
that ended after pandemic mandates of social distancing.
The data reflected that, on average, the exceptional responder group reported a
higher rate of endorsement of every Healing and Behavior Change theme except
Emotional Healing, which had the smallest percentage difference between the groups
(10% difference). With respect to meaningful differences, exceptional responders spoke
more frequently than nonexceptional responders about Spiritual Healing (28% difference)
and Spiritual Behavior Change (49% difference), as well as Intrapersonal Behavior
Change (63%). Greater endorsement among exceptional responders in practices of selfcare and self-awareness may be due to their significantly higher levels of symptoms prior
to the journey. That is, while both groups began to engage in similar amounts of
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interpersonal behavioral changes, those that were initially more symptomatic began
making greater changes in how they started treating themselves after the journey to Israel.
Alternatively, greater self-awareness and attention to self-care practices like meditation
or journaling may indicate a greater acknowledgment of and attention to their experience.
Attending to one’s internal experience, even if distressing, and engaging in positive
coping like grounding or journaling is a counter to hypervigilance and avoidance and has
shown to be predictive of PTSD-symptoms in Veterans with chronic PTSD and MI
(Ferrajão & Aragão Oliveira, 2016)
The greater endorsement among exceptional responders of Spiritual Healing and
Spiritual Behavior Change themes may be related most specifically to demographic
differences in the qualitative sample. The exceptional responder group included more
participants that identified as both spiritual and religious (5 out of 7 participants) than
nonexceptional responders (3 out of 8), who had more participants that identified as
spiritual but not religious (5 out of 8). While the H2H intervention was advertised as
spiritual, not selecting candidates based on any religious affiliation, some of the sites
(e.g., Western Wall) and activities (e.g., baptism) that participants experienced can be
understood within an explicitly religious framework. Thus, it may be that participants
who are religious and spiritual benefited most from the H2H intervention. In fact, several
participants referenced the benefits of knowing that a main purpose shared among
participants for the trip was “spiritual healing,” consequently profiting from the shared
purpose and the presence of “spiritual friends” supportive of that purpose. It is probable
that those exceptional responders who endorsed more spiritual healing also began making
changes in their R/S behaviors, initiating Van Cappellen et al.’s (2020) positive feedback
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loop between spiritual behaviors and self-transcendent positive emotions. Ultimately,
such differences may be meaningful when considering recruitment for a spiritually
integrated intervention, such as H2H.
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Table 14. Joint display for sequential design: experience and effects of psychospiritual
belonging in veterans with combat trauma
Quantitative Resultsa
Qualitative Resultsb
How Qualitative Results
Explain Quantitative
Results
Overall, H2H
Participants defined belonging
H2H intervention served
participants experienced as having a known and needed
as effective exposure
less PTSD symptoms
social location within a group
assignment with
across time.
working toward a common
supportive peers to help
goal.
participants face
H2H participants did not
challenges and not feel
experience significant
Gave expression to
alone in their experience.
change in symptoms of
motivational forces behind
moral injury or thwarted belongingness and provided
Intervention not
belongingness.
internal and external barriers to sufficient to alter MI due
belonging.
to the need for greater
A subset of participants
reparative behaviors
characterized as
Safety and security of
reflective of moral
exceptional responders
belonging helped participants
transgressions.
face internal and external
trauma-reminders leading to
COVID-19 negatively
internal healing.
impacted sense of
belongingness after the
Experience of
journey.
belonging/healing led to selftranscendent positive emotions Religious and spiritual
which in turn led to behavior
participants benefit most
changes.
from the intervention,
likely due to greater
Increasing prosocial behavior
spiritual healing and
changes that were understood
positive feedback
in both secular and religious
between positive
terms.
emotions and behavior
changes.
Exceptional responders
endorsed more healing and
behavior change related to
spirituality, as well as more
behavioral changes related to
self-care and self-awareness.
Note. aQuantitative sample: N = 66; bQualitative sample: n =15.
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7.5 Implications
This study has provided understanding into processes by which belongingness
may be associated with experiences of healing and behavior change, helping to explain
PTSD-symptom improvements among combat-Veterans taking part in a spiritually
integrated intervention. Thus, the current study may hold implications for intensive
retreat-based interventions for combat-Veterans. Such implications include the utility of
fostering belongingness both before and after the retreat, attending to behavior changes
oriented toward moral repair, and recruiting participants who’s experiences and beliefs
best align with the particular retreat.
When participants experience themselves as known and valued by a team working
toward a common goal, they may take more risks in facing trauma reminders, both
internal and external. Several H2H participants referenced the importance of the
prescreening meeting with peer-coaches for making them feel safe, worthy of being
selected as a participant, and for setting the tone and purpose for their journey. Therefore,
retreat-based programming should attempt to promote conditions for belonging from the
moment a Veteran signs up to participate to well after they return home. Conditions for
belonging may be further enhanced through pre-retreat team- and trust-building activities;
methods to help participants connect with one another prior to formally engaging in the
retreat intervention. Alternatively, retreat programmers can also capitalize on Veterans
newly forged social bonds after the retreat, attending to the ways participants continue to
interact and use each other for recovery. Given that retreat-based interventions often take
place outside of standardized healthcare, it is possible that participants may regress into
old patterns once returning home without continued accountability to peers who
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understand their struggles and care about their wellbeing. Participants who both reach out
and give back to their fellow Veterans upon returning home can establish a narrative of
mutual responsibility akin to the reciprocal benefits model of peer-based recovery (i.e.,
“Helping you is helping me”), which ultimately enriches their sense of belonging.
Secondly, retreat-based programming for combat-Veterans would benefit from
attending to the maintenance of behavioral changes post-retreat that are conducive for
moral repair and self-forgiveness. Heroes to Heroes participants reported an ability to
honor their moral pain throughout their journey and were offered several opportunities
for healing through sharing with others, spiritual ceremonies, and rituals. However, a
greater focus should be paid to continued behaviors in one’s community that align with
participants values and are symbolic of making amends for morally injurious behaviors.
This may involve the use of Veteran peers as part of the routine post-retreat contact.
Additionally, spiritually integrated interventions for moral injury that utilize pastoral care
have benefitted from incorporating chaplains (Jones et al., 2022). Depending on the
nature of the retreat, chaplains can be involved in the screening and treatment of moral
injury, and can ultimately offer guidance, encouragement, and accountability for
reparative behaviors that are understood within the context of a participant’s R/S faith
(Carey & Hodgson, 2018).
Finally, based on the current study’s findings, spiritually integrated retreats that
involve activities derived from organized religion may benefit from recruiting
participants who are both religious and spiritual. The denomination of ‘spiritual but not
religious’ is a heterogenous grouping, with complex beliefs that may not equate with
beliefs and practices of traditional religions (Wixwat & Saucier, 2021). Such individuals
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may therefore not benefit as much from spiritually integrated interventions that are still
based in organized religion. Retreat programmers should also determine if participants
would benefit more from practices that develop spirituality (e.g., prayer, meditation) or
resolve spiritual distress (Harris et al., 2021), as this can help recruit participants best
suited for the program. It may be useful for programmers to assess for spiritual coping
during the recruitment process. Assessing potential participants spirituality ensures that
retreats are selecting participants that will most likely benefit from what the intervention
emphasizes.

7.6 Limitations and Future Directions
There are several important limitations to consider regarding the current study’s
findings. First, the study’s relatively small sample and lack of a control group limits what
we can determine about the cause-effect relationship between the H2H intervention and
outcomes of interests. It is likely that participants also engaged in other modalities aimed
at healing from PTSD and moral injury during the assessment procedure, such as
psychotherapy, making it again difficult to discern what treatment effects were due to the
intervention. The present study used mixed-methodologies to understand the role of
belonging in changes in trauma-related symptoms. Future research may rely more on
post-positivistic quantitative methods in which a larger sample size and experimental
control group could offer greater trust in causal associations.
Second, with regard to qualitative findings, not all participants responded to the
invitation to be interviewed. It may be that those participants who did respond to be
interviewed had an exceptionally positive experience to the intervention, irrespective of
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whether they were categorized as an exceptional or nonexceptional responder. Moreover,
participants were provided funding by H2H to attend the journey, needing only to pay for
travel to the New York area. Thus, interview participants may possess a sense of
appreciation for the program that led to an overreporting of positive experiences at the
expense of negative ones.
Third, despite attempting to oversample for women participants, the sample was
primarily made up of men, with only two women participants in the qualitative sample. It
is possible that the effects of the H2H intervention generally, and belonging specifically,
differs by gender. In a metanalysis of longitudinal studies, Wang et al. (2021) found that
gender moderated the association between social support and PTSD such that the effect
was reduced when the sample possessed a greater proportion of women participants.
Whether this finding holds for the current study’s participants, caution should be used
when attempting to generalize the study’s findings to women Veterans. Future studies on
the experience of belonging among combat Veterans should attempt to have sample sizes
with equal representation among demographic groups.
Fourth, the research team, including the primary researcher, possessed
demographic characteristics somewhat at odds with the current study’s sample. For
instance, only one research had a military history, 5 out of the 7 researchers were women,
and none of the researchers identified as both religious and spiritual. While it is
impossible to say how, these demographic differences likely influenced qualitative data
collection, analysis, and interpretation of a study exploring an intervention with explicit
religious elemnents, which further demonstrated how a shared Veteran experience was a
healing component of belonging, and where most of the participants were men,. Future
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qualitative research in this area may benefit from using researchers (coders, interviewers)
who’s experiences are in greater alignment with that of the participants. Additionally,
using a member check – in which the codes, themes, categories, and even descriptive
interpretation is sent to the participants to check for accuracy and ultimately the validity
of the data – would protect against the limitations of a homogenous team of researchers.
Fifth, while the semi-structured interview attempted to help participants reflect on
their experiences during the intervention, the retrospective nature of the interview may
not be an accurate representation of individual’s present-moment experience of the
journey. Understanding of the intervention would be bolstered by qualitative or
quantitative measures during the journey itself. For example, the use of ecological
momentary assessment during the journey would allow real-time assessments of
outcomes of interest, such as belongingness. Having real-time assessment limits recall
bias and would offer deeper insight into the underlying processes associated with the
study’s outcomes of interest (Shiffman et al., 2008), such as the experience of
belongingness. Furthermore, the qualitative results may lack specificity to the actual
effects of belongingness, speaking more to the effects of the H2H intervention overall.
While participants were consistently asked to frame their responses within the context of
their experience of belonging, participant responses were often referencing the
intervention more generally. An example of this distinction can be seen through the
differences between a participant who references how being baptized in the Jordan River
was helpful, with a separate participant who references how the baptism was helpful
because it occurred with all his/her teammates present. These distinctions were collapsed
in the current study given that each type of response occurred after a question regarding
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the effects of belonging. Future qualitative research in this area may benefit from
interviewers who help participants directly reflect on the effects of belonging, redirecting
for more specifics when necessary, or more fine-grained coding procedures that
distinguish the effects of an intervention from the effects of belonging within the context
of the intervention.
Finally, the study was conducted during the COVID-19 pandemic which likely
impacted both quantitative and qualitative results. In a nationally representative sample of
U.S. military Veterans, the pandemic was associated with rises in generalized anxiety,
especially among Veterans aged 45-64 years (Hill et al., 2021). The authors also found
that pre-pandemic levels of loneliness and attachment style, and pandemic-related social
losses, were associated with distress levels. That social factors buffered against the stress
of the pandemic is not surprising. Most H2H participants referenced COVID-19 as an
external barrier to interpersonal behavior changes and, consequently, their experience of
belonging. Therefore, understanding the effects of the intervention and participants
experience of belonging are limited by public health policies of lockdowns and social
distancing.

7.7 Conclusion
As the Veteran population diminishes, and the tactics of modern warfare continue
to saddle soldiers with PTSD and moral burdens, combat Veterans will struggle relating
to themselves, a majority civilian population, and their higher power. As a society, we
must become creative in how we welcome back, connect with, and care for the dwindling
numbers of Veterans suffering from broken relationships with themselves, others, and
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their higher power (Ames, 2019). In this way, the current study suggests that there is a
space for community-based retreat organizations to operate within the wider context of
the Veteran Affairs Health Administration. Such organizations may be especially capable
of providing experiences of belonging – feeling a part of and valued by a group working
toward a common goal – which may undo a sense of aloneness and help Veterans move
forward in their lives. While in and of themselves, such discrete experiences of belonging
may not be a panacea for trauma recovery, they may lay the groundwork for behavior
changes suggestive of healthier intra-, inter-, and extrapersonal functioning. The current
study’s mixed-methodology, combining nomothetic and idiographic levels of analysis,
provided insight into the ways in which belongingness in the context of a spiritually
integrated intervention may or may not be related to symptom change. Interventions that
explicitly address belonging can assist our Veteran population in reconnecting with what
made many decide to serve in the first place – a sense of responsibility and connection to
something larger than themselves.
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Appendix F - Program Evaluation Consent Form
UNIVERSITY OF SOUTH ALABAMA
Client Information Sheet
PROJECT TITLE
Heroes to Heroes Outcome Evaluation
PRINCIPAL INVESTIGATOR
Joseph M. Currier, PhD
Psychology Department
University of South Alabama
Email: jcurrier@southalabama.edu
Phone: 251-460-7819
GENERAL BACKGROUND
Heroes to Heroes is committed to supporting psychological and spiritual health in your
life. The aims of this assessment are to: (1) understand your background, beliefs and
preferences; and (2) track your progress, healing, and growth. Beyond meeting your
needs, information from this assessment will also be used for research and program
evaluation to ensure that all Veterans receive the most effective care as possible from
Heroes to Heroes.
PROCEDURES
You will first be asked to answer a series of questions about your demographic, spiritual, and
military background. Next, you will complete a series of questions assessing mental health (e.g.,
moral injury, PTSD) and spiritual health (e.g., meaning in life, transcendence). You will also be
asked to complete a briefer version of this questionnaire in the month following your deployment
and at six-month intervals to track your needs and progress over time.
Heroes to Heroes has partnered with Dr. Joseph Currier, a clinical psychologist with special
expertise in spiritual and psychological aspects on military trauma, to conduct these outcome
evaluation procedures. As such, Dr. Currier will collect your responses with online surveys and
share them with Heroes to Heroes staff to meet your needs.
CONFIDENTIALITY
Your contact information, first name, last name, and email address are needed to match
your current responses with future assessments. This information will be kept
confidential and will not be known to anyone but Dr. Currier and Heroes to Heroes. Your
contact information will only be used to link your responses today with future outcome
evaluations.
RISKS AND BENEFITS
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Assessment items may raise sensitive issues that could be uncomfortable for some
Veterans. If this occurs, please discuss reactions with Heroes to Heroes staff and Veteran
peers. Importantly, completing these assessments in an open and honest manner will
support Heroes to Heroes staff to be as responsive as possible to your needs. Moreover,
completing these assessments in this manner will also allow Heroes to Heroes to further
improve the organization’s ability to help Veterans such as yourself.
PUBLICATION STATEMENT
In addition to aiding Heroes to Heroes staff in responding to your needs, results of these
outcome evaluations may be used in funding applications or published in scientific
journals. However, no individual Veteran will ever be identified, and information will be
reported in the form of group averages.
QUESTIONS OR COMMENTS
The University of South Alabama Institutional Review Board has reviewed this project.
For any questions about your rights as a research participant in this project or to discuss
other concerns or complaints with someone who is not part of the research team, you may
contact the Institutional Review Board at 251-460-6308 or email irb@southalabama.edu.
If you have any questions concerning this project, you may also contact Dr. Joseph M.
Currier (jcurrier@southalabama.edu) at the University of South Alabama, UCOM 1036;
Phone: 251-460-7819.
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Appendix G – Qualitative Interview Email Recruitment Sample

Dear ___________.
Thanks for taking part in the ongoing evaluation of Heroes to Heroes! You’re helping to
ensure that Veterans receive effective care during and after their journey to Israel.
It has been approximately _________ months since your own journey to Israel. You are
now invited to share your experiences in a private conversation with a member of the
research team.
The purpose of the interview is to gather information about your experiences of
belonging during Heroes to Heroes. There are no right or wrong answers. We are simply
interested in your experiences. Information from this project will enhance knowledge
about the role of belonging in Veteran recovery and military-to-civilian transition, and
ways to promote such experiences of belonging among future Heroes.
As always, the information from the interview will remain confidential.
If you are interested, please contact me at this email so we can coordinate a time to
complete a phone- or Internet-enabled video
interview: nf1722@jagmail.southalabama.edu
And if you have any questions, please let me know. I look forward to hearing from you.
Sincerely,
Nicholas Fadoir
-Nicholas A. Fadoir, M.A.
Doctoral Candidate
Combined-Integrated Clinical Counseling Psychology
Psychology Department
University of South Alabama
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Appendix H – Semi-Structured Interview
PLEASE NOTE THE TIME THAT THE INTERVIEW IS BEGINNING OUT
LOUD:
Time Started:_____
READ: The purpose of this study is to gather information about your experiences of
belonging during your journey to Israel. In this portion of the study, you will be
asked several questions that will allow us to have a broader and deeper
understanding of your unique experiences. Your answers are valuable and there are
no wrong answers. At no point during this interview will we use your name or
identifying information, so please refrain from using your name. While we hope you
will be as honest and transparent as possible, you can end the interview at any point
and you are not required to answer any question that you are uncomfortable
responding to. For our records, if you agree to participate please state your consent
by saying, “I consent.”
General Belonging Questions:
First, I am going to start with some general questions about belonging.
•

Can you please tell me what belonging means to you?

•

In what ways or areas of life do you experience belonging? (use responses to
identify domains of belonging; e.g., family, friends, spirituality, culture,
profession; prepopulated domains should be raised and inquired about if the
participant does not volunteer them).

•

To what extent does the experience of belonging in those areas matter to you?

H2H Journey Belonging Questions:
Now I am going to ask about your experiences of belonging during your journey to Israel.
Afterward I will also ask about how you have experienced belonging in your life since
the journey.
•

With your definition of belonging in mind, how did the journey to Israel promote
experiences in which you felt a sense of belonging?
a. Please give me an example (help participant describe the context).
b. What was that like for you? (help participant fully describe the
phenomenology of the experience)
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c. In what ways did this experience of belonging help you feel a part of
something larger than yourself during the journey (help participant explore
possible experiences of self-transcendence)?
i. What role do you feel that your team played in this experience of
feeling a part of something larger than yourself during the journey
(help participant describe the phenomenology of interpersonal
belonging)?
ii. What role did you feel that your spiritual faith played in feeling a
part of something larger than yourself during the journey (help
participant describe the phenomenology of extrapersonal
belonging)
d. In what ways did this experience impact the problems that led you to seek
help with H2H (help participant reflect on meaning of the experience)?
i. How did this experience influence problems related to your time in
combat, including any symptoms of trauma (help participant
follow-up on PTS- MI-symptom change)
e. How has the experience stayed with you since the journey (help
participant reflect on the aftermath of the experience)?
f. What were some ways you did not feel like you belonged during your
journey (help participant explore thwarted belongingness experiences)?
g. How did feelings of safety and trust influence your experience of
belonging during the journey?
H2H Post-Journey Belonging Questions:
Now I am going to ask about your experiences of belonging since your journey to Israel.
•

With the definition of belonging you provided earlier in mind, how has your time
since your journey to Israel promoted experiences of belonging? This could be
within the context of your continued contact with H2H or more broadly.
a. Please give me an example (help participant describe the context).
b. What was that like for you (help participant fully describe the
phenomenology of the experience)?
c. In what ways did this experience of belonging help you feel a part of
something larger than yourself after the journey (help participant explore
possible experiences of self-transcendence)?
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i. What role do you feel that your team or other relationships played
in this experience of feeling a part of something larger than
yourself after the journey (help participant describe the
phenomenology of interpersonal belonging)?
ii. What role did you feel that your spiritual faith played in feeling a
part of something larger than yourself after the journey (help
participant describe the phenomenology of extrapersonal
belonging)?
d. In what ways did this experience impact the problems that led you to seek
help with H2H (help participant reflect on meaning of the experience)?
i. How did this experience influence problems related to your time in
combat, including any symptoms of trauma (help participant
follow-up on PTS- MI-symptom change)?
e. How has the experience stayed with you up until this interview (help
participant reflect on the aftermath of the experience)?
f. What were some ways you have not felt liked you belonged since the
journey (help participant explore thwarted belongingness experiences)?
g. How have feelings of safety and trust influenced your experience of
belonging since the journey?
End of Interview Questions:
•

In what ways, do you think having experiences of belonging, or feeling a part of
something larger than yourself, allowed you to grow and heal (Only for those
participants who describe experiences of belonging)?

•

What are some aspects of H2H that helped you experience belonging?

•

Are there ways that H2H could change to make you feel like you belong even
more? Tell me about those ways.

•

Would you say that your spirituality became stronger, weaker, or stayed the same
since H2H?
i. Please tell me why (explore changes in spiritual faith related to
transcendent belonging experience).

•

What else should we know about your experience of H2H?

PLEASE NOTE THE TIME THAT THE INTERVIEW IS ENDING OUT LOUD.
Time Stopped:_____
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