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ABSTRACT

Background: During wartime, many people experience distress, uncertainty, helplessness and a lack of control. These negative
feelings are at the root of demoralization symptoms.

Objectives: The present prospective study examined the impact of exposure to war and demoralization symptoms on PTSS
6 months later.

Methods: Participants were 338 Israeli citizens with indirect war exposure. Participants answered questionnaires on exposure
to war, demoralization and PTSS at two time points (4 weeks and 6 months after the onset of the October 7 war).

Results: The study revealed that higher exposure to war (Time 1) was associated with higher levels of demoralization symptoms
(Time 1) and PTSS (Time 2). Moreover, the moderation analysis indicated that the impact of exposure to war on PTSS was signif-
icant only for medium (b=4.279, SE=1.33, p<0.001) and high (b=8.304, SE=1.88, p<0.001) levels of demoralization.
Conclusion: Demoralization symptoms and PTSS are likely to occur during wartime. However, war exposure alone does not
explain PTSS; it is contingent on demoralization levels. Demoralization shortly following the outbreak of war appears to be a
predictor of PTSS. This finding suggests that screening for demoralization with a brief simple questionnaire might be a useful

clinical tool to identify individuals in the short term who may have increased risk of PTSD in the long term.

1 | Introduction

Demoralization symptoms can be an underlying factor in psy-
chopathology, prodromal stage of mental illness or trigger
for exacerbation of acute psychiatric distress symptoms (de
Figueiredo 2013). Demoralization is an existential condition
that encapsulates many negative feelings (e.g., incompetence,
hopelessness and helplessness) experienced by people dealing
with stress (Clarke and Kissane 2002; Connor and Walton 2011).
The main attribute of demoralization is the diminished ability

of individuals to respond to stressors and incapacity to per-
form tasks in a stressful situation, resulting in pervasive un-
certainty and doubts about the future (Cockram, Doros, and de
Figueiredo 2009; de Figueiredo 1993).

Frank (1961) conceptualized demoralization as a distinct men-
tal state for the first time, describing a cluster of symptoms—
primarily persistent feelings of subjective incompetence or
failure to meet personal or others' expectations and an inabil-
ity to cope and solve problems. Although various definitions of
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Summary

« Individuals frequently experience demoralization syn-
drome during wartime.

« Demoralization soon after the onset of war is a good pre-
dictor of PTSS.

» Recognizing and treating demoralization early is crucial
to prevent its progression into more complex psychologi-
cal issues.

What Is Known on the Subject?

« During periods of war, individuals often face distress,
uncertainty, feelings of helplessness and a lack of control.

o These adverse
symptoms.

emotions underlie demoralization

What the Paper Adds to Existing Knowledge

« The present study contributed to the existing literature
concerning predictors of long-term PTSS, providing in-
sight into the impact of exposure to war and demoraliza-
tion on PTSS.

« Demoralization symptoms and its impact on PTSS had
not been previously examined in the context of war
exposure.

What Are the Implications for Practice?

« Demoralization symptoms and PTSS are likely to occur
during wartime.

« However, war exposure alone does not explain PTSS; it is
contingent on demoralization levels.

« Demoralization shortly following the outbreak of war ap-
pears to be a good predictor of PTSS.

« This finding suggests that screening for demoralization
with a brief simple questionnaire might be a useful clini-
cal tool to identify individuals in the short term who may

have increased risk of PTSD in the long term.

demoralization have been proposed since, they all include two
main distinct components: personal distress and subjective in-
competence (Clarke and Kissane 2002; Fava et al. 2007; Schmale
and Engel 1967). Although personal distress is also experienced
in cases of depression and other mental states (e.g., grief and
anxiety), subjective incompetence is considered the clinical
hallmark of demoralization. It entails a perceived incapacity to
perform tasks appropriately in stressful situations (Cockram,
Doros, and De Figueiredo 2009; de Figueiredo and Frank 1982;
de Figueiredo and Gostoli 2013).

Many practitioners are unfamiliar with the concept of de-
moralization; it has been often and mistakenly diagnosed
as depression (Clarke and Kissane 2002; Clarke et al. 2000).
Demoralization and depression have two major distinguish-
ing factors, although they share some similarities and may
coexist (Koo et al. 2018). The first factor is loss of motivation,
which inhibits individuals with depression from acting or
improving their situation—even if a solution is available (see
DSM-5; American Psychiatric Association 2013). Inhibition
in depression results from decreased motivation, even when

the appropriate action is clear and known. However, for de-
moralized individuals, motivation can be high, but action can
be hindered due to self-perceived incompetence. The second
distinguishing factor is the possibility of experiencing plea-
sure. Depression involves a pervasive sense of anhedonia and
apathy that results in loss of both anticipatory and consum-
matory pleasure, whereas demoralization only results in a
loss of anticipatory pleasure. Therefore, demoralized individ-
uals can experience short-term enjoyment of life in a way that
anhedonia in depression does not allow (de Figueiredo and
Gostoli 2013). Unlike many other mental states (e.g., depres-
sion), demoralization is a relatively new phenomenon; there-
fore, little is known about its impact over time.

Consequences of wartime adversities are usually examined
in terms of acute stress symptoms, acute stress disorder, post-
traumatic stress symptoms (PTSS) or posttraumatic stress
disorder (PTSD; Jain et al. 2022; Palgi et al. 2024; Sowan and
Baziliansky 2024; Stein et al. 2021). During wartime, many peo-
ple experience a sense of uncertainty, helplessness and a lack
of control, which are at the root of demoralization. This fre-
quent and severe outcome of stressful situations (Connor and
Walton 2011; Kissane, Clarke, and Street 2001) has been rarely
examined relative to wartime (Erbes et al. 2012). Very few stud-
ies have examined the relationship between demoralization and
PTSD. In the only longitudinal study on disaster-related PTSD,
Kohn (2013) found demoralization to be a useful concept to ex-
amine the long-term outcomes of disasters. The study revealed
that increased demoralization was significantly associated with
PTSD at 2months and 2years. In addition, increased demoral-
ization was associated with increased risk of PTSD chronicity.
Moreover, decreased demoralization was associated with PTSD
remission.

On 7 October 2023, the Islamic resistance movement Harakat
al-Mugawama al-Islamiya, known familiarly as Hamas, at-
tacked Israel from the Gaza Strip in what became known as
the October 7 war (Britannica 2024). The assault killed sol-
diers stationed along the border and 1400 Israeli civilians,
among them infants and children, in settlements near the
Gaza Strip. Missile attacks by Hamas also affected cities in
Israel. People were killed or injured and houses were demol-
ished. Among 239 Israelis kidnapped by Hamas were infants,
children and teenagers, adults, soldiers, older adults and peo-
ple with chronic illnesses.

This exposure to trauma affected Jewish and Arab Israeli cit-
izens, leading to experiences of pain, grief, shock, fear and
uncertainty about how to live in and defend Israel. Previous
studies referred to three ‘war circles’ (Cohen 2008; Sowan and
Baziliansky 2024; Yahav and Cohen 2007). The first war circle
relates to direct exposure to physical attacks (Ayalon, Cohn-
Schwartz, and Sagi 2024; Cohen 2008; Yahav and Cohen 2007).
The second war circle features those who faced missile barrages,
causing high risk to their health and property, along with resi-
dents who had family members who were injured or killed and
those who experienced income or property damage (Sowan and
Baziliansky 2024). The third war circle involves those affected
by the overall threat of war, whose exposure mainly occurred
via the media; many people in this circle also experienced fi-
nancial challenges (Cohen 2008; Sowan and Baziliansky 2024;
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Demoralization
(Time 1)

Exposure to war

PTSS

(Time 1)

Yahav and Cohen 2007). The present study focused on indirect
war exposure, which varied for citizens throughout Israel, de-
marcated by second and third war circles (inclusion areas lim-
ited to Lower Galilee, Eilat and Acre in the north to Herzliya in
the centre). People in these two war circles, including Jews and
Arabs alike, faced harm.

In summary, demoralization is an existential experience that
develops following stressful situations and influences how
individuals deal with stress, but it has not been extensively
studied, especially in wartime. A deeper understanding of
how demoralization interrelates with the stress resulting from
war is of major relevance to treating this condition and pre-
venting its degeneration into more complex forms (e.g., depres-
sion or PTSD). Longitudinal studies of war are relatively rare.
Therefore, examining demoralization in the context of war
with a longitudinal timeframe would allow an in-depth under-
standing of its impact. Therefore, the present prospective study
examined the impact of exposure to war and demoralization
symptoms after the war began on PTSS 6 months later. First,
we examined whether exposure to war at Time 1 directly af-
fected PTSS at Time 2. Second, we tested the moderating role
of demoralization on the relationship between exposure to war
and PTSS. We hypothesized that (1) exposure to war at Time 1
would be associated with higher demoralization (Time 1) and
PTSS level (Time 2) and (2) demoralization would moderate
the association between exposure to war and PTSS levels, with
this association being the weakest among individuals with low
levels of demoralization and the strongest among those with
high levels.

2 | Method
2.1 | Participants and Procedure

The current longitudinal study was conducted at two time
points (4weeks and 6 months after the onset of the October
7 war). Of 393 people who participated at the first time point,
338 participated at the second time point (response rate: 86%).
To ensure heterogeneous representation, the sample included
various demographic groups regarding age, gender, ethnic-
ity and income. We intentionally increased the representa-
tion of the Arab group, which constitute approximately 21%
of Israel's population, to gain more insights and draw more
precise conclusions about the subpopulations in Israel. This
process, known as oversampling, is a common technique in
statistical analysis to guarantee adequate representation of

(Time 2)

subgroups, particularly small or underrepresented popula-
tions (Cochran 1977).

Respondents had to be aged 25 or older and have a sufficient un-
derstanding of Hebrew or Arabic to complete the survey. None of
the participants reported major psychiatric events or cognitive
decline in the 6 months prior to the outbreak of the war. The eth-
ics review board of the affiliated university approved this study
(No. 081/24).

Participants filled out questionnaires at Time 1, in the fourth
week after the war broke out. Various steps were taken to reach
the participants. First, initial filtering was performed based
on area of residence and age through existing profiles from a
survey company. Then, a research assistant contacted potential
participants by email or text message with an invitation to par-
ticipate. The message included a brief explanation of the study.
Those interested in participating signed an online consent form,
and a link to the questionnaire was sent to them (Sowan and
Baziliansky 2024). Participants filled out questionnaires again
6months after the war broke out (Time 2). Again, a research
assistant contacted respondents who participated at Time 1 by
email or text message with an invitation to participate in the
second round. The message included a brief explanation of the
study. Those interested in participating again signed an online
consent form and received a link to the questionnaire. The sur-
vey duration ranged from 10 to 15min. Respondents did not re-
ceive any incentive.

The demographic characteristics of the respondents are shown
in Table 1. About 53% of the respondents were men; their age
range was 25 to 70years, with an average of 42.01 (SD=11.37);
about 52% were Jews, and 48% were Arabs; 60% were married or
partnered; and 76% were employed. There was no difference in
background variables between those who did or did not partic-
ipate at Time 2.

2.2 | Measures

Background variables, an exposure to war index, and demor-
alization were assessed at Time 1 (4 weeks), whereas PTSS was
measured at Time 2 (6 months). Background variables included
gender, age, family status, education level, ethnicity, economic
status, employment status and number of children.

The war exposure index was modified from prior research on
the second Lebanon war (Cohen 2008; Yahav and Cohen 2007),
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TABLE1 | Background characteristics of the sample (N=338).

n (%) or
M (SD) Range

Age, years 42.01 (11.37) 25-70
Gender

Male 179 (53.0)

Female 159 (47.0)
Ethnicity

Jewish 175 (51.7)

Arab 163 (48.3)
Education, years 14.02 (3.23) 0-25
Marital status

Married or partnered 202 (59.7)

Nonmarried 136 (40.3)
Employment

Full time 194 (57.3)

Part-time 66 (19.5)

Retired 12 (3.5)

None 66 (19.5)
Income

Above average 135(39.9)

Average 61 (18.0)

Below average 142 (42.1)

which assessed respondents’ exposure to war events. The index
features eight items: acquaintances or relatives who have been
injured, killed or kidnapped; subjective feelings of danger; prop-
erty or home damage; employment or income damage; and in-
tensity of watching TV coverage (including live news, extensive
reports on the war and casualties, and discussions and analysis
by experts). Each item other than the first was measured on a
4-point Likert scale (0 =not at all and 3 =very much). We created
a new dichotomous variable by recoding (0=0 or 1 and means
lower intensity, whereas 1=2 or 3 means higher intensity). An
example question is ‘Has your income or employment been neg-
atively affected since the war broke out?’ Only the first question
related to acquaintances or relatives who were harmed, and re-
spondents were asked to report ‘yes’ or ‘no’. Based on the sum of
responses (Bromet et al. 2016), a total score was produced that
ranged from 0 to 8; higher scores indicate higher intensity of ex-
posure to war.

The Acute Stress Disorder Interview (Bryant and Harvey 2000)
is a structured interview based on DSM-5 criteria (American
Psychiatric Association 2013) that relate to dissociative symp-
toms (five items), reexperiencing (six items), avoidance (four
items) and arousal (six items). Respondents were asked to re-
port the extent of symptoms they experienced during the last
week (e.g., ‘Intrusive memories about information and reports

related to the outbreak’). The responses were rated from 1
(not at all) to 5 (very much). Scores ranged from 19 to 95, with
higher scores indicating higher levels of acute stress symptoms.
Earlier studies have shown that the measure has high sensitiv-
ity (91%) and specificity (93%) and acceptable internal consis-
tency (Cronbach's a=0.86-0.94; Bryant and Harvey 2000; Ye
et al. 2020). The questionnaire was translated from English into
Hebrew and Arabic (Yahav and Cohen 2007). The internal con-
sistency in the present study was a=0.94.

Demoralization was measured by the Demoralization Scale II.
This is the short version of the Demoralization Scale-24—the
most widely validated scoring instrument used for assessing
demoralization among patients with chronic health conditions
(Robinson et al. 2016). The measure is a 3-point self-report scale,
ranging from 0 (never) to 2 (often), that features 16 items and two
subscales (meaning and purpose, distress and coping ability).
Given its revalidation, psychometric strengthening and simplifi-
cation, the short version is an improved and more practical mea-
sure of demoralization for research and clinical use (Robinson
et al. 2016). Example statements are ‘I do not cope well with
life’ and ‘T feel that I cannot help myself’. To determine clini-
cally significant levels of demoralization, we adopted Bobevski
et al.'s (2022) cutoff of 10 demoralization symptoms. This scale
has been used in previous studies and was shown to be reliable
(¢=0.86-0.92; Liao et al. 2017; Wu, Tung, and Wei 2019). The
questionnaire was translated into Hebrew and Arabic, and its
internal reliability coefficients in a previous study were accept-
able (Sowan and Kissane 2024). The internal consistency in the
present study (Cronbach's alpha) was o= 0.93.

PTSS was evaluated using the Hebrew version of the PTSD
Checklist-5, which was translated by the National Center for
PTSD. This 20-item questionnaire was developed to assess and
screen for PTSS based on the DSM-5 criteria relative to the
past month, with a score range of 0-80 (Weathers et al. 2014).
Each item is measured on a 5-point Likert scale (0=not at
all to 4 =extremely). Higher scores indicate higher severity of
PTSS. In keeping with previous research (Murphy et al. 2017),
a cutoff score of 34 was used to indicate probable PTSD. The
excellent psychometric properties of the checklist are well es-
tablished (Blevins et al. 2015; Wortmann et al. 2016). Internal
consistency of the measure was very high in the current sam-
ple (a¢=0.96).

2.3 | Data Analysis

Descriptive statistics were calculated for background and study
variables, including frequencies, percentages, means and stan-
dard deviations. Analyses included chi-square tests, ¢ tests for
continuous variables and Pearson correlations between all vari-
ables. The first step involved skewness and kurtosis analysis to
determine the normality of the study variable distribution; these
values fell between —0.5 and 0.5, considered to reflect approxi-
mately symmetric distribution (Bulmer 1979; Newbold, Carlson,
and Thorne 2013). Next, effect sizes and statistical significance
were assessed via a bootstrapping test (5000 bootstrap samples
using PROCESS Model 1); continuous variables were used in the
moderation analysis. This model featured interaction terms, and
predictor and moderator variables were standardized to reduce
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multicollinearity (Aiken and West 1991). Acute stress symptoms
were entered as a covariate variable; it was the only variable as-
sociated with the outcomes.

Finally, we used the Johnson-Neyman technique, generating
comprehensive information regarding how the range of the
moderator influences a predictor's effect on an outcome vari-
able. This approach uses a regression line, with the predictor's
effect on the outcome regressed on the moderator to determine
effect changes based on moderator changes, along with 95% con-
fidence bands on the regression line (Hayes 2017).

We performed this analysis to determine how the effect of
exposure towaron PTSSvaries from significant to nonsignificant
based on demoralization values.! This method involves calculat-
ing the independent variable's conditional effect on the depen-
dent variable at three moderator value—low (16th percentile),
middle (50th percentiles) and high (84th percentile)—with 5000
samples bootstrapping. All analyses were run using PROCESS
in SPSS 27.0 (Hayes 2012, 2017).

3 | Results

Descriptive statistics of the study variables are presented in
Table 2. The mean score for PTSS was moderate (M =16.12,
SD=12.80). The mean score for demoralization was also moder-
ate (M =9.83, SD=1.60). In this sample, 17.4% (n = 58) of respon-
dents met the criteria for PTSD based on the cutoff of 34 (Murphy
et al. 2017). Table 2 also shows the correlations among the study

variables. In accord with the first hypothesis, exposure to war
at Time 1 was positively associated with both demoralization
(Time 1) and PTSS (Time 2). The higher the degree of war expo-
sure at Time 1, the higher the level of demoralization symptoms
and PTSS. To examine the second hypothesis, which postulated
that demoralization at Time 1 would moderate the relationship
between exposure towar at Time 1 and PTSS at Time 2, PROCESS
Model 1 was performed (see Figure 1). This model controlled for
acute stress symptoms at Time 1. In accordance with the second
hypothesis, the results showed a significant moderating impact
of demoralization on the relationship between exposure to war
and PTSS (b=0.84, t=1.748, p<0.01). The overall model, in-
cluding the dependent and interaction variables, was statistically
significant, F(5, 335)=16.07, p<0.001; 19.34% of the variance
in PTSS was explained by the independent and interaction vari-
ables. The interaction added 3% to the explained variance of
PTSS, AR?=0.03, F(1, 335)=6.003, p=0.005. The results of the
Johnson-Neyman analysis showed that the negative impact of
demoralization on PTSS became significant when the demoral-
ization score was greater than 5.

The graphic representation of the analysis (Figure 1) shows
that the slope between exposure to war and PTSS was steeper
at higher levels of demoralization, compared to moderate and
lower levels. The slope of the association between demoraliza-
tion and PTSS was not statistically significant at the low point
(b=2.267, SE=1.84, p=0.23), as shown in Table 3, which means
that exposure to war was not significantly associated with
PTSS at low levels of demoralization. However, with moderate
(b=4.279, SE=1.33, p<0.001) and high (b=8.304, SE=1.88,

TABLE 2 | Means, standard deviations, range, and correlations of the study variables (N =338).

M SD Theoretical range Actual range 1 2
1. PTSS 16.12 12.8 0-80 0-48
2. Demoralization 9.83 1.6 0-32 0-32 0.18*
3. Exposure to war 2.01 0.54 1-4 1.00-3.33 0.25* 0.34*
*p<0.001.
.~"“
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FIGURE1 | Results of the moderation model of demoralization on the impact of war exposure on PTSS. Note: PTSS, posttraumatic disorder.
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TABLE 3 | Conditional effects of exposure to war on PTSS.

Moderator Condition B SE Bootstrap 95% CI p
1. Exposure to war?

2a. Demoralization (16th percentiles)® Low 2.2672 1.84 —-1.36, 5.89 0.22
2b. Demoralization (50th percentiles) Middle 4.2797 1.33 1.65, 5.90 0.00
2c. Demoralization (84th percentiles) High 8.3046 1.88 6.59, 14.01 0.00
3. Exposure to war*Demoralization® 0.5607 0.18 0.425,0.762 0.047
5. ASsd 0.0974 0.41 0.017, 0.177 0.02

aThe predictor.

YThe conditional effect of the independent variable on the dependent variable regarding three values of the moderator (low [16th percentiles], middle [50th percentiles]

and high [84th percentiles]).
“The interaction.
dThe covariate.

p<0.001) levels of demoralization, the slope for demoralization
was positive and significant. The line was much steeper for high
levels of demoralization, which means that the impact of de-
moralization on PTSS was much stronger when demoralization
was high compared to moderate. As shown in Figure 1, as the
demoralization level increased, the strength of the relationship
between exposure to war and PTSS also increased. Thus, the
second hypothesis was supported.

4 | Discussion

The present study contributed to the existing literature con-
cerning predictors of long-term PTSS, providing insight into
the impact of exposure to war and demoralization on PTSS.
Demoralization symptoms and its impact on PTSS had not been
previously examined in the context of war exposure. The study
revealed that higher exposure to war was associated with higher
levels of demoralization symptoms and PTSS. Moreover, the im-
pact of war exposure on PTSS was contingent on demoralization
levels; only at moderate and high levels of demoralization symp-
toms did exposure to war significantly affect PTSS.

In accordance with previous research, war exposure at Time 1 af-
fected PTSS at Time 2 (Boehm-Tabib 2016; Geoffrion et al. 2022).
The impact, however, was relatively small, which may be explained
by the fact that ongoing trauma exposure, especially exposure to
high-impact threats to life in an ongoing war, may act in two di-
rections. For some people, exposure may build resistance against
mental health problems (Basoglu et al. 1994) via ‘immunization’
to trauma-induced fear or increased self-efficacy or controllability
in the face of direct challenges. Alternatively, chronic exposure to
trauma may produce a strong sense of vulnerability (Besser and
Neria 2012). The present study expanded and deepened our knowl-
edge regarding PTSS in response to warfare.

A further finding is that the levels of demoralization determined
the extent to which exposure to war affected PTSS. To clarify, ex-
posure to war had no statistically significant effect on PTSS for
individuals with low levels of demoralization; this impact was
significant only among individuals with moderate and high lev-
els of demoralization symptoms. This suggests that individuals
with moderate or high levels of demoralization have higher risk of

developing PTSD. This finding is in accord with previous findings
that increased demoralization was significantly associated with
PTSD 2months and 2years after a disaster (Kohn 2013; Neria,
Nandi, and Galea 2008). The findings suggest that the response
to a traumatic event is often a process that begins immediately
after exposure and through helplessness and fearfulness, which
may lead to feeling trapped and vulnerable (Bobevski et al. 2022).
This can lead to demoralization in the short term and increases the
possibility of developing PTSD in the long term. This finding is of
high significance, especially in the context of war, given the lack
of prior studies regarding the relationship between demoraliza-
tion and PTSS (Briggs 2011). Previous studies that tested relation-
ships between demoralization and PTSS among patients coping
with life-threatening conditions (e.g., cardiac disease and cancer)
found significantly lower quality of life, high levels of somatiza-
tion symptoms and poorer psychosocial functioning (Rzeszut and
Assael 2021; Tecuta et al. 2015).

This study found demoralization that occurs shortly after
the outbreak of war could be a good predictor for PTSD.
Demoralization remained statistically significant despite con-
trolling for acute stress symptom severity and background
variables. This indicates that a short measure of demoraliza-
tion might be valuable to identify individuals with increased
risk of PTSD in clinical settings. The primary strategy to
counteract demoralization is to restore morale. Clinicians
should address psychosocial stressors suspected to be causing
demoralization, possibly through discussions that promote
interpersonal functioning and validate emotional difficulties
(Angelino and Treisman 2001; Sowan, Kochli-Hailovski, and
Cohen 2023). Alongside efforts to address underlying stress-
ors, care providers should offer strategies to bolster hope and
meaning (Griffith and Gaby 2005).

The limitations of this study should be underscored. First, the
study used self-reported questionnaires, which may be biassed
by personal factors. Second, although the age range was wide,
the sample was skewed towards a younger population. Third,
due to the unique characteristics of the present war in Israel, the
generalizability of the results to other countries is limited.

In addition, the findings of this study may be subject to sev-
eral biases. First, although we included various demographic
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groups, considering age, gender, ethnicity and income, to ensure
heterogeneity, we intentionally increased the representation of
the Arab group. Our sample included 48% Arab participants,
whereas their representation in Israel's population is approxi-
mately 21%, to gain more insights regarding this group. Second,
recall bias may have occurred, because participants might have
had difficulty accurately remembering or articulating their
experiences and symptoms. Furthermore, response bias could
have occurred if participants provided socially desirable an-
swers rather than truthful responses, especially regarding sensi-
tive topics like psychological distress. Finally, the study sample
did not include individuals with scores approaching the upper
limit of the range and variability of scores on the PTSS measure-
ment. Therefore, the study may have failed to account for indi-
viduals experiencing very high levels of PTSS.

Despite these limitations, the present study extends previous
knowledge regarding the impact of war stress and the poten-
tial role of demoralization in moderating the negative effect of
exposure to war on a broad range of psychiatric symptomatol-
ogy over time (e.g., PTSD). Early psychosocial interventions to
help highly demoralized people may be useful for alleviating
the long-term psychological repercussions of exposure to war-
related stress. Future studies should examine other risk factors
that may increase PTSS during wartime. Future studies that
follow changes in levels of PTSS for longer periods may contrib-
ute additional information on PTSS trajectories in reaction to
war. Future research on the longitudinal outcomes of disasters
should consider implementing a measure of demoralization to
elucidate further its predictive utility regarding PTSD and other
postdisaster psychopathology.
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Endnotes

! The values of demoralization range on a continuum between 0 and
32. However, the cutoff point for the diagnosis of demoralization is 10.

Therefore, our reference point in determining low, medium and high
demoralization levels is 10 and not 32.
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