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This report into the development of a suitable 
intervention for moral injury-related mental 
health	difficulties	is	the	second	on	the	topic	to	
attract FiMT’s support. It does so because its 
predecessor, Experiences of Moral Injury in UK 
Armed Forces, published in August 2020 was the 
first	to	establish	a	clear	case	for	consideration	of	
a relatively new factor and term in mental health 
and certainly within the context of military health. 
Consequently, there was a clear need to understand 
what this meant for the delivery of support for 
those	identified	as	sufferers.

As a result of that earlier work, moral injury 
is increasingly understood as a potential aspect 
of mental distress amongst veterans, and also 
recognised as such for some beyond the military 
arena, with that early work having successfully 
defined	moral	injury	as	a	potential	consequence	
of	trauma,	to	an	extent	codified	its	distinctiveness	
from other disorders such as PTSD, advanced a 
validated measure to assess patient exposure and 
explored the implications for conventional mental 
health	strategies	in	providing	effective	treatment.	
This new report importantly reviews existing 
treatments taking account of the perspectives 

of clinicians and veteran patients and then goes 
further to assess the feasibility of a co-designed 
restore and rebuild therapy as a bespoke moral 
injury therapy.

Forces in Mind Trust’s vision is for all ex-Service 
people and their families to lead successful civilian 
lives	and	we	recognise	the	significance	of	good	
mental health in achieving that goal. That’s why 
we have invested considerably in military mental 
health research to understand the nature and 
sometimes uniqueness of veterans’ mental health 
and	to	advocate	for	the	most	effective	interventions	
and support. We are therefore delighted to be 
supporting this important work in that quest and 
as a measure of our resolve to ensure ex-Service 
personnel	can	reap	the	benefits	of	progressive	
health research and the positive outcomes it can 
deliver.

Foreword

Tom McBarnet
Chief Executive (Acting), Forces in Mind Trust
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Background
Moral injury may follow events which transgress 
from one’s deeply held moral and ethical beliefs. 
Potentially morally injurious events (PMIEs) can 
be categorised into three distinct event types: 
acts of commission, omission or betrayal by a 
trusted other [1]. As an example of moral injury 
in a military setting; an act of omission may be 
witnessing a soldier mistreat a prisoner and not 
intervening to stop it, an act of commission may 
be	shooting	at	a	figure	hiding	in	long	grass,	to	
then discover this is an innocent civilian or child. 
Finally, an act of betrayal may be being provided 
with	faulty	or	insufficient	equipment.	

While moral injury is not limited to a military 
context, the majority of research to date has 
focused on moral injury in military connected 
samples. The cost of moral injury is often seen in 
the impact it has not only on military veterans, but 
also on a wider interpersonal level, as occupational 
functioning declines and increased risk-taking and 
wider	social	difficulties	are	evident	[2,3].	Those	
with a moral injury may experience changes in 
how they view themselves, the world and others, 
and report intense emotions such as shame, guilt, 

anger, sadness, and disgust [4]. Developing moral 
injuries	is	significantly	associated	with	psychiatric	
difficulties	including	posttraumatic	stress	disorder	
(PTSD), depression, anxiety, increased suicidality, 
and alcohol misuse [5–7]. 

Moral injury has been found to have a lasting 
impact on not only psychological health, but also 
spiritual, social, and daily functioning [3,8–10]. 
Pervasive feelings of guilt, shame and worthlessness 
can encourage an individual with moral injury to 
withdraw from others and to not discuss the PMIE 
with anyone. This may lead to social disconnection 
and struggling on alone [2,11]. Moral injury 
can also substantially impact both intrapersonal 
and interpersonal values, leading to damaged 
relationships with both self and others [11–13]. 
Individuals can come to believe that they do not 
deserve a good life after the PMIE, or they do not 
deserve to feel better [14] and engage in high levels 
of self-sabotaging and self-destructive behaviours 
[15]. This negative impact of moral injury has been 
found in military as well as non-military samples 
including police, healthcare workers and journalists 
[16–20]. Moral injury therefore presents as an 
important public health concern. 
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Challenges in treating moral injury. 
Currently there is no manualised treatment 
for moral injury and its related mental health 
difficulties.	Due	to	this	lack	of	manualised	
treatment in the UK, clinicians report feeling 
unconfident	in	treating	cases	of	moral	injury	and	
find	that	they	are	delivering	treatments	which	
draw	from	a	number	of	different	sources	to	find	
a	good	fit	for	these	patients	[17].	While	moral	
injury can often co-occur with PTSD [18] and 
events can be simultaneously morally injurious 
and life threatening [5]; moral injury and PTSD 
are	recognised	as	being	distinctly	different	from	
each other in presentation [20]. This is supported 
by evidence that standard PTSD treatment does 
not seem to fully address symptoms of moral injury 
[21]. 

There are some treatments being developed 
for moral injury; although, these have only been 
evaluated with American military personnel/
veterans. One such treatment is Adaptive 
Disclosure (AD) [21], which encourages emotional 
processing and examination of beliefs from 
traumatic experiences. Another treatment, The 
Impact of Killing (IOK) [22] utilises cognitive 
appraisal techniques and considers the themes of 
forgiveness and self-forgiveness in moral injury. 
However, as the name suggests, IOK may not 
be applicable to a wide range of PMIE types 
experienced by most of those with moral injury, 
including military personnel with betrayal or 
omission experiences. Furthermore, UK and US 
veterans	have	different	rules	of	engagement	on	
deployment and have been shown to experience 
and	respond	to	trauma	differently	[23].	Therefore,	
there is a need for a treatment for moral injury 
that considers the needs and experiences of UK 
veterans. In time, it may be possible that the 
treatment is adaptable to other occupational groups.  

Developing a treatment for moral injury in a  
UK context.
 Developing a treatment for UK veterans who 
have experienced moral injury that is acceptable 
and well tolerated holds a number of challenges. 

First, the very nature of PMIEs and resulting 
symptoms of shame and guilt may make accessing 
and engaging in treatment particularly challenging 
for patients. Veterans have also been found to 
have higher rates of treatment drop out, lower 
engagement and higher rates of relapse compared 
to the general population [24].

One approach often used in healthcare service 
design and development is ‘codesign’, where the 
lived experiences and knowledge of service users 
themselves are incorporated to enhance the quality 
and experiences of care. Codesign aims to develop 
a detailed understanding of how key stakeholders 
and service users perceive and experience the look, 
feel, processes and structures of a service [25,26]. 
By engaging stakeholders and service users in 
codesigning a service, this is argued to result in 
better care and improved service performance by 
emphasising individual’s subjective experiences at 
various stages in the care pathway which, in turn, 
may lead to improvements in health outcomes and 
more	efficient	use	of	limited	healthcare	resources	
[25,26]. Given the increased awareness of the 
deleterious impact experiences of PMIE can have 
on veteran wellbeing, an acceptable treatment 
that helps veterans process and manage symptoms 
characteristic of moral injury, improves daily 
functioning and repairs veterans’ relationships with 
themselves and others is urgently needed.

Aims
To address this gap, our primary objective was 
to co-design and deliver a manualised treatment 
for UK veterans with moral injury related mental 
health	difficulties.	This	study	consisted	of	three	
stages, each with distinct aims. 

In Stage 1, we aimed to understand the 
effectiveness	of	existing	treatment	approaches	for	
the symptoms characteristic of moral injury (i.e. 
guilt, shame and anger). In Stage 2, we aimed to 
gain an in-depth understanding of the treatment 
of moral injury by examining the beliefs and 
perspectives	of	leading	professionals	in	the	field	of	
moral injury, as well as UK military veterans who 
have experienced PMIEs. We sought to understand 
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how existing mental health treatments for moral 
injury were experienced; what aspects of existing 
treatments were (un)helpful in managing moral 
injury-related distress; and the key components 
that future moral injury treatments should 
incorporate. In Stage 3, we aimed to co-design 
and pilot a manual for moral injury-related mental 
health	difficulties	–	the	Restore	and	Rebuild	(R&R)	
treatment – and examine whether R&R was 
feasible to deliver, acceptable and well tolerated 
by morally injured veterans seeking treatment at 
Combat Stress. 

Method
The Medical Research Council (MRC) guidelines 
for complex intervention development were 
followed [22]. To meet our research aims, the R&R 
treatment was co-designed using three stages. Here 
we	briefly	describe	the	processes	undertaken	and	
the	key	findings	drawn	from	Stage	1	and	2	that	
were used to inform the R&R manual piloted in 
Stage 3. 

Stage 1 was a systematic review of the 
effectiveness	of	existing	treatment	approaches	
for the key symptoms of moral injury (i.e. guilt, 
shame, anger) in both civilian and military 
populations [27]. Following a systematic search 
of the literature, 15 studies were included in the 
review. Exposure-based approaches (e.g. Prolonged 
Exposure, Trauma Management Therapy) were 
found	to	be	particularly	effective	at	reducing	
symptoms of shame and anger; while cognitive 
processing	therapy	was	found	to	effectively	reduce	
guilt and anger symptoms. The results of this 
review informed our understanding of the existing 
validated treatment components that may be 
especially	effective	in	cases	of	moral	injury.	

Stage 2 consisted of qualitative interviews with 
leading professionals (n=15) and with UK veterans 
(n=10) exposed to PMIEs which were analysed 
using thematic analysis [28]. The participating 
professionals, working across the UK and US, 

had extensive clinical, pastoral and research 
experience in moral injury. The purpose of these 
interviews with professionals was to draw on this 
expert body of knowledge and experience to better 
understand perceptions of the needs of morally 
injured	patients	and	what	effective	approaches	
may be helpful. Recommendations from these 
professional interviews included providing a phase-
based treatment in a non-judgmental environment, 
providing	moral	injury	specific	psychoeducation	
while also actively questioning individuals on their 
experience, potentially including a third party (e.g. 
spiritual leader) in treatment if appropriate, and 
focusing on improving patient daily functioning 
(e.g. sleep, risk taking). Interviews with 
professionals also highlighted the potential utility of 
Acceptance and Commitment Therapy (ACT) and 
Compassion Focused Therapy (CFT) to support 
individuals with moral injury to emotionally heal 
following PMIEs and encourage compassion 
towards themselves and others. 

Information from Stage 1 and the interviews 
with professionals were compiled and a draft 
outline of the treatment was created (see Appendix 
1). This proposed treatment outline was included 
in the qualitative interviews conducted in Stage 
2 with UK veterans who experienced PMIEs. 
In	these	interviews,	veterans	reflected	on	their	
past experiences of moral injury treatment, what 
aspects of their previous treatment were (or were 
not) experienced as helpful, potential barriers/
facilitators to moral injury treatment and their 
thoughts on the proposed treatment outline. The 
Stage 2 veterans reported that a strong rapport 
with a therapist was key for positive moral injury 
treatment outcomes. Treatments that incorporated 
sessions on core values and how one could live a 
life consistent with those values were considered 
extremely positive. Veterans also described the 
potential	benefits	of	including	a	close	companion	in	
treatment sessions given the negative impact their 
moral injury-related mental health problems could 
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have on family functioning. Following these veteran 
interviews, the R&R treatment design and content 
was	further	refined	and	modified	where	necessary.	

Stage 3 consisted of the pilot of the R&R 
treatment.	The	finalised	R&R	treatment	manual	
consisted of 20 sessions, delivered online, one-
to-one by a single therapist. This treatment was 
piloted in Stage 3 with 20 veterans with moral 
injury-related	mental	health	difficulties.	R&R	
sessions took place weekly, with the exception of 
the	final	session	which	takes	place	4	weeks	after	
Session 19. 

As an overview, early R&R treatment sessions 
focus on formulation, review of life experiences 
including PMIE(s), providing psychoeducation 
on moral injury and emotional regulation and 
recounting the PMIE(s). The later R&R sessions 
focus on identifying problematic appraisals and 
thinking patterns and exploring personal values. 
Following this, the sessions aim to help veterans 
reframe	significant	belief	system	changes	brought	
on	or	further	influenced	by	PMIE	and	resultant	
moral injury. Towards the end of treatment, 
veterans are invited to share a session with a close 
companion, where their understanding of moral 
injury, their PMIE experience and future goals is 
shared. Towards the end of treatment, the last R&R 
sessions encourage the patient to consider future 
directions in relationships with self (including 
forgiveness and self-forgiveness), others and living 
in accordance with values. 

In Stage 3, pre- and post-treatment measures 
were used to assess the potential impact of receiving 
the R&R treatment and included measurements of 
PTSD, depression, alcohol misuse and moral injury-
related distress. Data were also collected regarding 
the number of R&R sessions patients attended, the 
number of ‘did not attends’ (DNAs), the number and 
nature of adverse events, the number of patients who 
dropped	out	after	the	first	R&R	session	and	whether	
any patients were lost to follow up. Qualitative 
interviews were conducted with the veteran patients 

who received R&R (n=20) as well as the therapist 
(n=1) who delivered the treatment to understand 
their experience of receiving/delivering R&R, 
aspects of the R&R treatment that did/did not 
work well, the impact of R&R on daily functioning 
and wellbeing, barriers and facilitators to treatment 
and perceptions of any outstanding support needs. 
Qualitative interviews in Stage 3 were analysed 
using thematic analysis [28]. 

Results
As	the	key	findings	from	Stages	1	&	2	are	discussed	
above and in detail in Chapters 3 to 5, we will 
focus on the results of the Stage 3 pilot of the R&R 
manual here. 

The 20 veterans who received the R&R 
treatment were 45 years old on average (SD 9.2) 
and the majority (90%, n=18) were male. Patients 
had served in the Armed Forces for an average 
of 13 years (SD 6.12). Patients had served in the 
British Army (n=14), Royal Navy / Royal Marines 
(n=4), and Royal Airforce (n=2). 

No patients dropped out of R&R treatment 
and patients attended all of the R&R treatment 
sessions. No adverse events were reported. Post-
treatment,	a	statistically	significant	reduction	was	
found in veteran scores on self-report measures 
of PTSD, depression, alcohol misuse and moral 
injury-related distress compared to pre-treatment. 

Qualitative interviews found that all patients 
experienced	R&R	as	beneficial	and	acceptable.	
Several core themes and sub-themes were 
developed	which	reflected	how	veteran	patients	
experienced seeking psychological treatment 
following a PMIE(s), their experiences of being 
offered	R&R,	their	feelings	and	responses	to	
R&R therapy, and their perceptions of potential 
adaptations that could improve R&R acceptability. 

Many veterans who received R&R described a 
decision to seek formal treatment when a ‘breaking’ 
point had been reached, often when a spouse 
or family member insisted that they seek help. 
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Participating veterans described that, prior to R&R 
treatment,	they	had	had	significant	difficulties	
with feelings of intense shame, anger and guilt 
surrounding the PMIE. Many described a history 
of struggles with poor sleep, irritability, and trouble 
empathising with others. 

During the course of R&R treatment, veterans 
were invited to recount the PMIE in discussions 
with the therapist. Veteran patients reported 
how revisiting the memory of the PMIE in 
R&R	treatment	was	difficult	but	very	cathartic,	
with many veterans describing a reduction in 

their feelings of self-blame and guilt as well as 
reporting reduced rumination. The ongoing 
self-compassionate focus of the R&R treatment 
sessions were also described as being extremely 
beneficial,	and	veterans	reported	positive	changes	
in their perceptions of the PMIE, increased self-
compassion, improved social connections and 
greater use of adaptive coping strategies. Several 
practical possible adjustments to R&R were 
suggested, such as including infographics, which 
were thought to potentially improve acceptability 
and treatment engagement in future. 

Key Study Findings

Stage 1	–	Results	of	the	systematic	review	indicate	cognitive-based	treatments	effectively	reduce	post-
trauma related guilt and anger. 

Stage 1	-	Exposure-based	treatments	were	found	to	be	effective	for	post-trauma	related	guilt,	shame	and	
anger.

Stage 2	–	Professionals	recommended	providing	patients	with	moral	injury	specific	psychoeducation	
and ensuring a focus on improving patient

 daily functioning (e.g. sleep, risk-taking). 

Stage 2 - Professionals suggest that components of Acceptance and Commitment Therapy (ACT) and 
Compassion	Focused	Therapy	(CFT)	may	be	beneficial	in	supporting	individuals	with	moral	injury	
following PMIEs. 

Stage 3 – Veterans highlighted the importance of a strong therapeutic alliance with a non-judgemental 
therapist for successful treatment outcomes. Sessions with a focus on core values and sharing a session 
with	a	close	companion	were	also	considered	beneficial.	

Stage 3 – R&R treatment was successfully delivered to veterans (n=20) with no adverse events and no 
dropouts.	Following	treatment,	a	significant	reduction	in	PTSD,	depression,	alcohol	misuse	and	moral	
injury-related distress symptoms was found compared to pre-treatment scores.  

Stage 3 – Qualitative interviews with veteran patients found that R&R treatment was experienced 
as	beneficial	and	veterans	reported	positive	changes	in	their	perceptions	of	the	PMIE,	increased	self-
compassion, improved social connections and greater use of adaptive coping strategies.
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Implications
The results of this research project have 
considerable implications for how moral injury-
related	mental	health	difficulties	are	treated	to	
ensure positive patient outcomes. 

A common challenge faced by trauma-focused 
treatment trials for military personnel/veterans 
is the high rates of treatment drop out, which are 
often higher than civilian trials [29,30]. Research 
shows that military veterans reportedly drop out of 
treatment because of perceived PTSD treatment 
ineffectiveness,	work	interference,	confidentiality	
concerns,	insufficient	time	with	a	therapist	and	
stigma related concerns [29]. Supporting this, our 
Stage 2 research found that veterans with moral 
injury can experience manualised trauma-focused 

PTSD treatments as inadequate as these treatments 
do not fully address their distress following PMIEs. 

A key strength of this study was the phased co-
design approach to R&R treatment development. 
By putting the needs and experiences of service 
users at the heart of treatment development, a 
co-designed treatment can reduce the associated 
difficulties	populations	face	when	trying	to	engage	
with mental health treatment, that commonly 
results in lower engagement and high drop-out rates 
[24,31]. Using co-design allowed for a detailed 
understanding of the needs of UK veterans who are 
experiencing PMIE-related mental health problems 
and for these needs to be incorporated into the 
development and delivery of treatment. In Stage 3, 
no participants dropped out of the R&R treatment 



- 12 -

which suggests that R&R is feasible for delivery 
in its current format. Patients attended all R&R 
treatment sessions suggesting that R&R is also 
considered acceptable and well tolerated. That no 
adverse events were reported suggested that R&R 
is unlikely to cause harm. Additional research is 
needed to compare patient engagement with R&R 
and treatment as usual for moral injury-related 
mental	health	difficulties	to	better	understand	
how patients engage with and tolerate R&R, and 
whether R&R may be a superior treatment option 
for those with moral injuries. 

Patients who received R&R treatment reported 
a	significant	reduction	in	their	symptoms	of	PTSD,	
depression, and alcohol misuse. A statistically 
significant	reduction	in	moral	injury-related	
distress as measured by the MORIS, a moral injury 
screening tool recently validated for use in UK 
samples, was also found. That patients reported a 
significant	reduction	in	mental	disorder	symptoms	
following treatment via R&R is extremely 
promising and indicates that R&R may be an 
effective	treatment	with	benefits	of	the	therapy	
maintained three months post-treatment. 

The qualitative interviews with Stage 3 
veterans who received R&R highlight that patient 
experiences of the co-designed treatment were 
largely positive. Previous studies have found that 
individuals who experience moral injury often 
struggle with intense feelings of guilt, shame and 
anger, report a breaking down in their relationships 
with others, and engage in self-punishing and 
risk-taking behaviours to cope with their distress 
[11]. That veterans described an improvement in 
areas that are important in moral injury recovery 
[14,22,32,33] – namely, their moral injury-related 
symptoms, improvements in social connectedness, 
greater self-compassion and use of adaptive coping 
strategies – suggests that R&R was helpful and 
acceptable to patients. Furthermore, patients 
identified	several	areas	of	the	R&R	treatment	
process that could be improved (i.e. using 
infographics). These recommendations may not 
only increase the acceptability of R&R in future 
evaluations but may also be useful for other studies 
aiming to co-develop acceptable treatments for 
trauma-exposed samples.  
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Conclusions 
In keeping with the Armed Forces Covenant, 
designing acceptable treatments for mental health 
difficulties	developed	following	exposure	to	
PMIEs during military service is important for 
ensuring those who serve in the UK Armed Forces 
are at no disadvantage compared to the civilian 
population who have never served. In developing 
R&R, this study brings together several years of 
research to understand and better respond to the 
experiences and needs of UK military veterans 
affected	by	moral	injury	[3,34–36].	Our	work	has	
shown that UK veterans are exposed to many and 
varied challenging events during their military 
service which can have an adverse impact on 
their wellbeing and functioning. Standard PTSD 
treatment does not seem to fully address symptoms 
of moral injury. The present study is a critical 
initiative which has gone beyond an examination 
of the impact of PMIEs on veteran wellbeing and 
has formulated an evidence-based solution to meet 
their needs.
This	study	presents	some	of	the	first	evidence	of	

an acceptable, well tolerated treatment for moral 
injury-related	mental	health	difficulties	for	UK	
veterans. Patients who received the R&R treatment 
reported	a	significant	reduction	in	PTSD,	
depression, alcohol misuse and moral injury-related 
symptoms compared to pre-treatment baseline. 
Given that patients in the present study reported 
finding	the	treatment	acceptable	and	beneficial,	
once R&R is further evaluated, it may be possible 
to recommend this treatment to other UK veterans 
who have experienced PMIEs during military 

service	and	suffer	with	moral	injury.	Therefore,	in	
the future, this study has the potential to ensure 
that a large population of veterans with complex 
needs are better cared for, improving wellbeing and 
transition to civilian life.
 

What is moral injury? 
Moral injury may follow events which greatly 
transgress from one’s deeply held moral and ethical 
belief systems and frequently comprises of feelings 
of guilt, shame, disillusionment and anger [12,37]. 
Potentially morally injurious events (PMIEs) can 
be categorised into three distinct event types: acts 
of commission, omission or betrayal by a trusted 
other [1]. While it has been recognised that moral 
injury is experienced in civilian settings, currently 
the majority of literature on moral injury stems 
from experiences of military personnel [9,38]. In 
military personnel and veterans, an example of 
an act of commission could be guiding a bomb 
to a location which unintentionally leads to the 
wounding or killing of civilians in combat; or having 
to make clinical decisions with limited resources in 
a deployment theatre which leads to some patients 
dying who could have otherwise survived. An act 
of omission in a military context may be not being 
able to feed starving local children or protect them 
from violence due to rules of engagement. Finally, 
a PMIE involving betrayal may be experienced 
when a veteran perceives their injury results from 
being	provided	with	inadequate	battlefield	safety	
equipment or they have been mistreated historically 
under policies that have now changed, such as being 
discharged for being gay or pregnant.

Chapter One

Study Background
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What impact can moral injury have? 
Moral	injury	may	have	profound	effects	on	an	
individual’s view of themselves and others, 
commonly describing a loss of identity or sense 
of self, as well as a mistrust of others, with a 
worldview they can no longer make sense of [4,39] 
After experiencing PMIEs, people may question 
their identity in relation to previously held ‘just-
world’ beliefs about good and bad people and 
how	they	define	themselves	within	these	measures	
[4,39]. The emotions described most frequently 
by veterans and other professionals are shame, 
guilt, and anger as well as sadness, anxiety and 
disgust [3,40]. Moral injury has subsequently 
been	significantly	associated	with	symptoms	of	
posttraumatic stress disorder (PTSD), depression, 
anxiety, [38,41] increased suicidality [7,38,42] 
and alcohol misuse [6,10]. Furthermore, exposure 
to	PMIE	can	significantly	impact	the	family	of	
the veteran and their occupational functioning; 
veterans describe withdrawing from loved ones, 
avoiding disclosing the event, increased risk-
taking behaviours and distrust of authority leading 
to	wider	social	difficulties,	such	as	workplace	
relationships [2]. In this study, veterans described 
feelings of shame as being a barrier to relationships 
with their loved ones as well as feelings of guilt 
when connecting with their family - who are safe 
and healthy - after witnessing devastation of local 
families during deployment [2]. 

While individuals who experience what appear 
to be classically traumatic events, involving threats 
to self or others, may present with symptoms 
of PTSD it is not uncommon for them also to 

report symptoms characteristic of moral injury 
(i.e. shame, guilt, worthlessness) if clinicians ask 
about them [34]. However, there are some clear 
distinctions between PTSD and moral injury [43]. 
Those experiencing symptoms of moral injury-
related trauma tend to have increased negative 
cognitions relating to self, self-blame, sadness and 
increased re-experiencing symptoms compared to 
those who have experienced life-threat traumas 
[44,45]. Those who have been exposed to PMIEs 
also have been found to have increased suicidality 
and rumination [6] in comparison to veterans 
without PMIE exposure. Moreover, large national 
studies	of	US	veterans	find,	after	controlling	for	
trauma history, psychiatric history & demographic 
characteristics, those exposed to PMIEs are at 
increased risk of psychiatric symptoms than those 
not exposed [46].

What challenges exist in treating moral injury-
related mental health difficulties? 
Cases of mental illness associated with moral 
injury can be challenging for clinical care teams 
to treat. Currently no manualised treatment for 
moral	injury-related	mental	health	difficulties	
exists and clinicians have reported considerable 
uncertainty about the best approach for managing 
patient symptoms [34,47,48]. For example, 
it has been argued that when exposure-based 
PTSD treatments are applied to those who have 
experienced PMIEs, it may be unhelpful – or 
even	harmful	–	if	insufficient	attention	is	paid	to	
the emotional processing of patient symptoms of 
shame and guilt [49,50]. Equally, many evidence-
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based approaches for PTSD (e.g. trauma-focused 
cognitive behavioural therapy [CBT]) utilise 
cognitive restructuring to update a patient’s 
erroneous, maladaptive or distorted appraisals and 
replace them with more adaptive beliefs about the 
self	or	event.	However,	this	may	not	be	effective	
or appropriate in cases of moral injury where a 
patient’s distress arises from PMIEs, including acts 
of perpetration, where appraisals of blame may be 
accurate or appropriate [50]. For example, where 
personnel seriously injured a detainee enemy 
combatant with undue force it may be futile at best, 
or increase the likelihood of future perpetration at 
worst, if a clinician were to challenge their accurate 
appraisals of wrongdoing. 

Finally, recent studies have found evidence of 
increased	moral	injury-related	difficulties	(e.g.	
shame, guilt, anger) amongst those who met criteria 
for Complex PTSD (CPTSD) exposed to PMIEs 
[5], with CPTSD presentations being associated 
with poorer treatment outcomes [51]. Taken 
together,	these	findings	highlight	a	clinical	need	for	
a manualised treatment that has been developed for 
the distinct needs of those who have experienced 
PMIEs, which may not currently be being met 
through existing PTSD treatment approaches. 

The lack of a manualised treatment, lower 
clinician	confidence	in	treating	cases	of	moral	
injury	[32,34,52]	and	the	significant	associations	
found between PMIE exposure and suicidality 
suggests that moral injury may represent an 
important public health concern. There is 
some early evidence of potential treatments for 
moral	injury	related	mental	health	difficulties	
in the USA, such as ‘The Impact of Killing’ 
treatment [22,40]. This treatment is thought to 
be	beneficial	by	helping	veterans	to	acknowledge	
their distress and increase feelings of acceptance 
and forgiveness, whilst also addressing spiritual 
dimensions [22,40]. However, “Impact of Killing” 
focuses primarily on acts of perpetration (i.e. 
killing in war) and would not target the range 

of PMIEs that UK veterans have been found to 
be exposed to (i.e. acts of omission or betrayal). 
Another proposed treatment, Adaptive Disclosure 
[53] has also been developed to treat moral injury 
in US veterans; this treatment considers a wider 
range of PMIEs.  Evidence suggests that Adaptive 
Disclosure	can	be	effective	for	those	who	suffer	
from	moral	injury-related	difficulties	[54],	but	
this treatment was developed for, and currently 
has only been delivered to, small numbers of US 
military populations [21]. Studies have shown 
there	to	be	key	differences	in	trauma	exposure	
and	resultant	mental	health	difficulties	between	
UK and US militaries [23,55–57]. US and UK 
troops	can	have	different	approaches	to	how	they	
conduct themselves on deployment [23,56] which 
makes translating a US approach to a UK context 
challenging and suggests that a treatment which 
considers the needs of UK personnel/veterans 
could	be	beneficial.		

Developing a treatment for UK veterans who 
have experienced moral injury that is acceptable 
and well tolerated represents a number of 
challenges. First, the very nature of PMIEs and 
resulting symptoms of shame and guilt may make 
accessing and engaging in treatment particularly 
challenging for patients. UK veterans also 
have higher rates of treatment drop out, lower 
engagement and higher rates of relapse compared 
to the general population rates [24] . A frequently 
reported reason for veteran treatment drop out is 
a belief that their unique military experiences and 
trauma exposure cannot be understood by a civilian 
treatment centre [31] . 

Need for research
One approach often used in healthcare service 
design and development is ‘co-design’, where the 
lived experiences and knowledge of service users 
themselves are incorporated to enhance the quality 
and experiences of care. Co-design aims to develop 
a detailed understanding of how key stakeholders 
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and service users perceive and experience the look, 
feel, processes and structures of a service [25,26]. 
By engaging stakeholders and service users in co-
designing a service, it is argued that this results in 
better care and improved service performance by 
emphasising the individual’s subjective experiences 
at various stages in the care pathway which, in turn, 
may lead to improvements in health outcomes and 
more	efficient	use	of	limited	healthcare	resources	
[25,26]. 

Research objectives. 
Given the increased awareness of the exposure 
and deleterious impact experiences of PMIEs can 
have on veteran wellbeing, an acceptable treatment 
that helps veterans process and manage symptoms 
characteristic of moral injury, improves daily 
functioning and repairs veterans’ relationships with 
themselves and others is urgently needed. The 
primary aim of this Rebuild and Restore (R&R) 
pilot study is to develop, design and evaluate 
the feasibility of a module for treatment of moral 
injury-related mental health problems in UK 
veterans. This study aims to:

 Examine the current national and 
international treatment approaches for military 
moral injury;

 Explore the views of leading UK and 
international professionals and UK veterans 
regarding the treatment approaches that 
should be used in cases of moral injury, the 
symptoms such approaches target, and how 
effective	treatments	are;	

 Co-design a treatment manual to be piloted 
with veteran patients; and

 Examine whether the treatment developed is 
acceptable, well tolerated and if it is associated 
with a reduction in the severity of moral 
injury-related symptoms.  

1

2

3

4
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Ethical approval 
This research was approved by the King’s College 
London Research Ethics Committee (HR-20/21-
20850). 

Study design 
The purpose of this project was to develop a 
manualised treatment for UK veterans experiencing 
moral injury-related mental ill health characterised 
as a ‘moral injury’ following exposure to a PMIE.  
The	project	had	three	main	stages.	The	first	
of these was to conduct a systematic review to 
understand the best treatments for the symptoms 
central to moral injury-related mental ill health 
(i.e., post-trauma guilt, shame, anger).  The second 
stage was to co-design the intervention with the 
support of UK veteran participants with lived 
experience of PMIEs as well as key stakeholders, 
including clinicians and members of the clergy 
who have been involved with supporting moral 
injury-affected	individuals.	The	final	stage	of	this	
study was to conduct a pilot study to explore the 
feasibility and acceptability of the intervention we 
developed. 

Study context
Several of the key elements of the treatment 
were	specified	in	advance	of	the	co-design	work	
based on the existing empirical literature on 
moral injury and consultation with clinicians 
working at a national mental health charity in 
the UK that provides clinical services to veterans 
with complex mental health needs (Combat 
Stress	[58]).	Specifically,	it	was	pre-specified	
that veteran exposure to PMIE in Stage 3 would 

be assessed by screening questionnaires and by 
clinicians conducting the veteran patient’s initial 
assessment, which takes place when a patient is 
referred for psychological support. As the trial 
was run during the course of COVID-19 social 
distancing	restrictions,	it	was	prespecified	that	
treatment would take place with a therapist on a 
one-to-one basis using an online video consultation 
platform (i.e. MS Teams). The one-to-one online 
method of delivery was agreed as it has the 
potential to overcome many of the barriers to care 
detailed above, such as veterans’ feelings of shame 
and guilt surrounding the PMIE which might 
potentially prevent disclosure and discussion in 
a	group	therapy	setting.	It	was	also	prespecified	
that the therapist would be a CBT practitioner. 
CBT practitioners are postgraduate psychological 
therapists	who	have	received	specific	(12	months)	
training in the delivery of psychological therapies 
to	patients	who	have	difficulties	with	anxiety,	
depression, PTSD and suicidality. The therapist 
was based within a mental health setting (Combat 
Stress)	where	they	could	offer	rapid	access	to	
other manualised psychological therapies and have 
access to an interdisciplinary team, should the 
developed	R&R	manual	have	proved	ineffective.	
It	was	pre-specified	that	participants	who	received	
R&R would be followed up three months after 
completing treatment to monitor treatment 
outcomes.

To screen veteran patients in Stage 3 for PMIE 
exposure and associated distress, it was agreed 
a priori that exposure would be determined 
via clinician rating during the patient’s initial 
assessment for treatment at Combat Stress. 

Chapter Two 

Methods Overview



- 19 -

Following a detailed clinical assessment, the details 
of veterans who expressed symptoms of moral 
injury-related	mental	health	difficulties	were	to	be	
forwarded onto a treatment therapist for review. 
Following review of the completed assessment, 
the therapist was to contact the veteran to discuss 
the pilot, and through discussion of moral injury, 
would	obtain	confirmation	from	the	veteran	that	
moral injury appeared to be their main presenting 
difficulty.	Following	this,	screening	outcome	
measures were sent to the veteran including a 
validated questionnaire measure of military moral 
injury. This approach was based on feedback from 
Combat Stress that the use of questionnaires and 
clinician assessment is standard practice on referral 
to	Combat	Stress	and	would	fit	well	with	their	
existing procedures. 

Co-designing R&R. 
We used a mixed-method co-design process to 
determine what aspects the R&R intervention 
treatment manual should include, how the 
treatment should be presented to prospective 
patients, and by whom, and to address any 
important considerations to optimise accessibility of 
and engagement with the treatment. We collected 
data and conducted data analysis at three stages 
to inform the treatment manual development. 
We followed the Medical Research Council’s 
(MRC) guidance on the development of complex 
interventions [59,60].

Stage 1. In line with MRC guidance for complex 
intervention development [59,60]we began by 
reviewing published evidence to identify existing 
interventions for the core symptoms associated 

with	experiences	of	PMIEs,	specifically	guilt,	
shame and anger. We expected that this procedure 
in	Stage	1	would	offer	insight	into	existing	effective	
–	as	well	as	ineffective	–	interventions.	The	review	
would provide an understanding of what causal 
factors or existing intervention components that 
have the greatest scope for producing patient 
symptom change and provide an evidence base for 
intervention components that may be included in 
the R&R treatment manual [60]. 

Stage 2. Building on the results of the Stage 
1 systematic review, we conducted one-to-
one interviews with n=15 leading professional 
stakeholders	in	the	field	of	moral	injury.	These	
interviews generated insight about the content, 
format and delivery of the treatment manual. 
Interviews explored participants views about: 
the core challenges faced in providing support or 
treatment to individuals with moral injury-related 
mental health problems; the support or treatments 
currently available in cases of moral injury; and 
features of existing support or treatments that may 
help or hinder psychological recovery. Interviews 
were conducted remotely via telephone or video 
conferencing (e.g. MS Teams), audio-recorded 
and subsequently transcribed verbatim. These data 
were used to develop a detailed prototype of the 
manual to be developed further and tested. 

One-to-one in-depth interviews were also 
conducted with n=10 veterans who experienced 
military-related PMIEs in Stage 2. Interview 
questions drew on questioning techniques 
informed by the Critical Incident Approach [61] to 
explore veterans’ perceptions of the psychological 
difficulties	faced	by	those	who	experience	PMIEs;	
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features of previous treatments that have helped/
hindered their recovery; and aspects of the 
developed manual that may facilitate or inhibit 
a positive experience or which might have been 
overlooked by the research team altogether. 
During the interview, veteran participants were 
shown	a	visual	representation	of	different	aspects	
of the manual’s proposed core components (see 
Appendix	1),	developed	from	the	findings	of	Stage	
1 and the interviews conducted with professional 
stakeholders. Veteran participants were asked to 
discuss their thoughts, feelings and concerns with 
questions, including: ‘What would be the best 
way to do this?’, ‘What might need to be done to 
support this part happening?’ and ‘Do you have 
any concerns about this part of the treatment?’. 
Visual representations of the manual aspects 
were shown to participants via screenshare (e.g. 
MS Teams) or sent via email/post for telephone 
interviews. Interviews were audio-recorded and 

transcribed verbatim. Following an iterative 
process,	these	data	were	used	to	refine	and	optimise	
the	finalised	manual.	Interview	guides	for	Stage	2	
can be found in Appendix 2 & 3. 

Stage 3. The CBT therapist (AB) received 
training in the concept of moral injury, PMIEs and 
delivering the treatment manual. The R&R manual 
was delivered to eligible veterans seeking mental 
health treatment following PMIEs at Combat 
Stress. Interviews were carried out with patients at 
varying points of the R&R treatment pathway to 
understand elements of R&R that were/were not 
well tolerated and perceived impact of R&R on 
psychological recovery. A qualitative interview was 
also conducted with the study therapist. Interview 
schedules can be found in Appendix 4 & 5 and are 
discussed in more detail below. 

For clarity, we will present each of the stages in 
this study as distinct chapters. 
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Stages
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Methods

Search Strategy 
Electronic literature databases were searched 
between January 2021 - June 2021. Reference 
lists of relevant review articles were also manually 
searched. Search terms included key words for 
trauma exposure, transgressive events, guilt, 
shame, anger, PTSD, depression anxiety and 
clinical treatment. A full list of search terms and 
search engines used is provided in Supplementary 
Material 1.

Eligibility
To be considered for inclusion, studies had to: 
a) use validated measures of mental health 

outcomes;
b) be published after 2010;
c) be written in English;
d) the mean age of the sample had to be >18 years;
e) include a Randomised Control Trials (RCT) and 

cross-sectional study designs;

f) have a sample size of 50 or greater (to ensure 
stable treatment outcome estimates);

g) include civilian or (ex-) military participants 
exposed to traumatic event(s) which could have 
occurred during childhood or adulthood; and

h) assessed at least one of the following symptoms: 
post-trauma related guilt, shame or anger.

Case studies, reviews, qualitative studies or studies 
which did not provide at least one pre-treatment 
and post-treatment assessment of these core 
symptoms, were excluded. Conference abstracts or 
Ph.D. dissertations where additional information or 
published versions could not be found or obtained 
from the corresponding author were also excluded. 
A Preferred Reporting Items for Systematic 
Reviews	and	Meta-Analyses	(PRISMA)	flow	chart	
(Figure 1 overleaf) describes the systematic review 
process. Fifteen studies ultimately met the criteria 
for inclusion in this review. This review was pre-
registered on PROSPERO (registration number: 
CRD42021232311). 
 

Chapter Three

Stage 1: Review of 
Existing Treatments
The	aim	of	the	Stage	one	review	was	to	provide	a	narrative	synthesis	of	the	effectiveness	of	treatment	
approaches used to address post-trauma related (i) guilt, (ii) shame and (iii) anger.
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   Figure 1: PRISMA flow diagram (PRISMA, Preffered Reporting Items for Systemic Reviews and Meta-Analyses)
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Data extraction
The following data were extracted from each 
study where available: (a) study information (e.g. 
design, location); (b) participant demographic 
information (e.g. sample type [e.g. military, non-
military], gender distribution, age); (c) event 
exposure and average time since event occurred; 
(d) event-related symptoms assessed; and (e)  

treatment information (e.g. treatment delivered, 
number of sessions, measures used to assess 
symptoms	and	treatment	effectiveness	including	
pre, post and follow-up scores). Extracted data 
were independently assessed by two authors 
(DS, VW). Any discrepancies were checked and 
successfully resolved. 
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Study Design N Location Females (%)

1 Beidel et al. (2017)b Controlled pilot study 112 US 5

2 Boterhoven de Haan et al. (2020)a RCT 155 Internationald 76.8

3 Bridges et al. (2020)a Cross-sectional 128 US 100

4 Ertl et al. (2011)c RCT 85 N Uganda 55.2

5 Forbes et al. (2012)b RCT 59 Australia 3.3

6 Galovski et al. (2013)a Cross-sectional 69 US 68.1

7 Kip et al. (2013)b RCT 57 US 19.3

8 Langkaas et al. (2017)a RCT 65 Norway 58

9 Larsen et al. (2019)a RCT 108 US 100

10 McGuire et al. (2020)b Cross-sectional 67 US 2

11 McLean et al. (2019)b RCT 331 US 10.9

12 Oktedalen et al (2015)a RCT 65 Norway 57

13 Robjant et al. (2019)c RCT 92 Eastern DRC 100

14 Simon et al. (2019)b RCT 194 US 10.8e

15 Talbot et al. (2011)a RCT 70 US 100

Study quality
The methodological quality of studies was 
independently assessed by two authors (DS, VW) 
using a 10-item checklist for assessing quantitative 
studies [17]. The highest possible quality score was 
20, indicative of a better-quality study, with zero as 
the lowest possible score (Supplementary Material 
3). Studies were scored on the extent to which  

 
specific	criteria	were	met	(‘no’	=	0,	‘partial’	=	1,	
‘yes’ = 2).  We calculated a summary score for each 
study by summing the total score across all items of 
the scale. Agreement between authors was strong, 
with any disagreements resolved in a consensus 
meeting. Study quality ratings are provided in 
Table 1.

   Table 1: Included studies sample characteristics, methods of assessment and quality ratings
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Study Age (Mean) Trauma typef Outcomes assesed Quality rating 

1 37.1 Military-related GuiltAnger  18

1 38.5 Childhood trauma Guilt Shame Anger 20

3 33.3 Pre-incarceration sexual vicitmasation  Shame 15

4 18 War exposure/child soldiersg  Guilt  20

5 53.3 Military-related Anger 17

6 40.4 Interpersonal assault survivors Guilt Anger 20

7 41.4 Military-related Guilt  15

8 45.2 Wide range of traumas Guilt Shame Anger 19

9 32 Rape survivors Guilt  16

10 49.3 Military-related Guilt Shame Anger 12

11 32.5 Military-related Guilt 20

12 45.1 Wide range of traumas Guilt Shame 16

13 18 War exposure/child soldiersg  Guilt 19

14 34e Military-related Guilt 13

15 36 Childhood sexual abuse Shame 16

aCivilians, bMilitary/ex-military personnel, cchildren/adolescents/young adults, dInternational: Australia, Germany and the 
Netherlands, eOnly data of the Complicated grief (CG) group has been used in this review, fFurther details regarding the type of 
trauma and time since trauma occurred (where available) are presented in the results (Table 2-4), gvictims, perpetrators and/or 
witnesses, RCT=Randomised Control Trial, PTSD=Post-traumatic Stress Disorder

   Table 1 continued
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Data synthesis
Effect	sizes	were	calculated	according	to	Cohen’s	
d statistic [18]. Cohen’s d was selected as it was 
commonly used in the included studies but also 
as	it	provides	an	effect	size	for	each	study,	rather	
than	an	effect	size	defined	as	the	post-treatment	
difference	between	a	treatment	and	control	trial,	
which allowed for inclusion of uncontrolled studies 
[19].	An	effect	size	of	0.20	was	considered	small,	
0.50	medium	and	0.80	or	above	large	[20].	Effect	
sizes were not moderated by time since trauma, 
publication year, study quality or type of trauma. 
For each study the magnitude of change from pre- 
to post- and follow-up treatment was calculated 
following previous established methods [19, 21] 
using the means and standard deviations provided 
in the studies. Post-treatment and three-month 
follow-ups were reported in this review as these 
were most common across the studies. Where not 
available, a two-month follow-up was used.

For the outcome measures used in the present 
review,	positive	effect	sizes	represent	improvements	
in event-related symptoms (i.e., reductions in 
problem	severity),	whereas	negative	effect	sizes	
indicate a worsening of symptoms. When studies 
reported	data	for	treatment	completers	then	effect	
sizes were based on completer analyses rather 
than endpoint or intent-to-treat analyses [19]. 
When means or standard deviations were not 
reported,	where	possible	effect	size	was	calculated	
from	other	available	data,	such	as	confidence	
intervals [21]. On two occasions necessary data 
were obtained from pervious parent studies [22-
25]. In cases where (a) male and female data were 
reported separately, the average mean and standard 
deviation were calculated [26], and (b) subscale 
data only were reported, the scales were aggregated 
(e.g. Trauma-Related Guilt Inventory (TRGI) sub-
scales) [24, 26-28].

Results

Study sample 
This review included 15 studies (Table 1), of 
which: (a) twelve studies assessed symptoms of 
post-trauma related guilt (Table 2), (b) six studies 
assessed symptoms of post-trauma related shame 
(Table 3), (c) six studies assessed symptoms of 
post-trauma related anger (Table 4). Across the 
15 studies, the total number of participants was 
n=1657 and the mean age of all participants was 
36.9 years old (SD = 9.9). Six studies included 
military samples and nine studies included general 
population samples. The majority of the studies 
were carried out in the US (n=9). There was a fair 
representation of genders with 51% of the sample 
being female. Overall, the inclusion criteria of the 
15 studies were often broad, allowing patients who 
experienced a wide range of traumas to participate 
in the trials. Five studies reported the average time 
since trauma occurred between 2.5 to 20 years.

RCT design was used in most studies (n=11), 
while four studies used a cross-sectional design. 
Notably, studies which included a control 
group (n=6) (e.g. minimal contact, usual care 
psychotherapy) reported that those in the control 
group did not experience a change in symptoms 
and in some cases their symptoms worsened [29, 
30]. Results are presented below by symptom type 
(i.e. post-trauma related guilt, shame and anger), 
and	civilian	or	(ex-)	military	populations	findings	
are presented distinctly for clarity, with distinctions 
also made between trauma exposure in childhood 
and adulthood. 
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Post-trauma related guilt
Twelve treatment studies targeted patient 
symptoms of post-trauma related guilt (Table 2). 
Cognitive Processing Therapy (CPT) (n = 3) and 

Prolonged Exposure (PE) (n = 5) were delivered in 
the majority of the studies.  
 

Study Treatment Type of Trauma Average time Measure
    since trauma 

1 McGuire et al (2020)b CPT [15 sessions] Wide range of traumasd _ MDES

2 Galovski et al (2013)a CPT [up to 18sessions] Interpersonal assault 20 years  TRGI

   survivorse

3 Larsen et al (2019)a CPT [12 sessions] Rape survivors 8 years TRGI

  PE [9 sessions]   

  Minimal Attention   

4 McLean et al (2019)b Massed PE [10 sess/2wks] Military-related _ TRGI-

  Spaced PE [10 sess/8wks] incidentf  Brief

  PCT [10 sess/8wks]   

  Minimal contact control   

5 Langkaas et al (2017)a IR [10 sessions] Wide range of traumasg 17.5 years TRGI 

  PE [10 sessions]   Global 

     guilt 

6 Oktedalen et al (2015)a PE/IR [10 sessions] Wide range of traumasg _ TRGI/

  PE/IE [10 sessions]   PTCI 

     items 

7 Ertl et al (2011)c NET [8 sessions] Wide range of traumash 6.7 years CAPS

  Academic catch-up   

  Wait-list   

8 Robjant et al (2019)c FORNET [6 sessions] Forced involvement 2.5 yearsk AAGS

  Treatment as Usual in the armed group,  

   both as victims and 

   perpetrators of violence   

9 Beidel et al. (2017)b TMT [29 sess intervention] Military-related trauma _ TRGI/

     CAPS 

     items

10 Boterhoven de Haan IR[12 sessions] Childhood traumasi _ TRGI

(2020)a EMDR [12 sessions]   

11 Kip et al. (2013)b ART [up to 5 sessions] Wide range of traumasj _ TRGI

12 Simon et al (2020)b PE & Sertraline [24 sess] Military-related trauma _ TRGI

   Table 2: Included studies effectiveness of treatment for guilt
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Study            Pre-treatment  Post-treatment   3-month follow-up

 N Mean (SD) N Mean (SD) Effect Size (d) N Mean (SD) Effect Size (d)

1 67 3.2 (1.9) 67 1.9 (1.7) 0.72 _ _ _

2 69 2.17 (0.78) 58 1.47 (0.58) 1.00 57 1.47 (0.64) 0.97

3 41 2.37 (1.16) 36 0.85 (0.68) 1.57 _ _ _

 40 2.52 (1.11) 37 1.20 (0.84) 1.33 _ _ _

 13 2.69 (0.72) 37 2.35 (0.97) 0.37 _ _ _

4  75 1.49 (0.49) 75 1.11 (0.33) 0.90 _ _ _

 109 1.31 (0.31) 82 1.03 (0.40) 0.79 82 1.14 (0.40) 0.48

 107 1.40 (0.54) 94 1.17 (0.62) 0.39 94 1.24 (0.60) 0.28

 40 1.23 (0.58) 40 1.06 (0.59) 0.29 _ _ _

5 34 1.92 (1.27) 34 1.43 (1.10) 0.41 _ _ _

 31 2.04 (1.29) 31 1.28 (1.23) 0.60 _ _ _

6 31 38.6 (22.7) 31 25.4 (19.2) 0.62 _ _ _

 29 47.5 (28.0) 29 28.7 (24.7) 0.71 _ _ _

7 29 4.00 (4.62) _ _ _ 26 1.46 (2.60) 0.66

 28 1.71 (2.83) _ _ _ 24 2.00 (3.16) - 0.09

 28 2.54 (3.10) _ _ _ 28 2.50 (3.50) 0.01

8 45 6.21 (2.25) _ _ _ 45 5.87 (2.5) 0.14

 44 6.12 (2.44) _ _ _ 41 6.18 (2.21) - 0.02

9 25 5.6 (3.2) 25 2.2 (2.1) 1.25 24 1.4 (1.8) 1.60

               2-month follow-up

10 74 24.3 (13.0) 66 18.0 (12.3) 0.49 60 17.2 (11.8) 0.56

 81 24.9 (13.8) 72 17.3 (12.1) 0.58 68 15.9 (11.2) 0.68

11 38 15.5 (7.8)  _ _ 38 9.7 (5.6) 0.85

12 46 2.16 (0.86) 46 1.61 (0.64) 0.72 _ _ _

aCivilians, bMilitary/ex-military personnel, cChildren/adolescents/young adults, dCombat-related trauma, physical assault, military 
sexual trauma, eChild or adult sexual/physical abuse, fHigh magnitude operational experience that occurred during a military 
deployment, g(Non) sexual assault by a familiar person/stranger, accidents, natural disasters, war-related traumas, captivity or torture, 
hAbduction, exposure to war zone, witnessing death/abduction/assault, iSexual assault, physical abuse, mixed abuse, domestic violence, 
serious injury before 16 years of age, jWitnessing of death, execution, and/or major injuries, combat explosion, homicide of civilian, 
kSince escape/release from the armed group, CPT=Cognitive Processing Therapy, PE=Prolonged Exposure, IR=Imagery Rescripting, 
IE=Imagery Exposure, PCT=Present-Centered Therapy, NET=Narrative Exposure Therapy, FORNET=NET for forensic offender 
rehabilitation, TMT=Trauma Management Therapy, EMDR=Eye Movement Desensitisation and Reprocessing, ART=Accelerated 
Resolution Therapy, TRGI=Trauma-Related Guilt Inventory, PTCI=Posttraumatic Cognition Scale Inventory, MDES=Modified 
Differential Emotions Scale, CAPS=Clinically Administered PTSD Scale, AAGS=Attitudes About Guilt Survey

   Table 2 continued
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Civilian sample: Five studies investigated treatment 
outcomes for symptoms of post-trauma related 
guilt in civilian adults [25-27, 31, 32]. CPT was 
delivered in two studies and appeared to be highly 
effective.	A	large	reduction	in	symptoms	of	post-
trauma related guilt using CPT was found for 
rape survivors (d=1.57) [25] and interpersonal 
assault survivors (d=1.00) [26], with treatment 
gains maintained after three months (d=0.97) 
[26]. Nonetheless, the samples of these two 
studies were small, consisting of mostly females, 
with no reported perpetrator-based experiences. 
Whether	CPT	is	as	effective	for	male	survivors,	or	
individuals who experience post-trauma related 
guilt following perpetration events, remains unclear. 
In addition, time since trauma occurred varied 
considerably in these studies. Further investigation 
is necessary to determine the relationship between 
time	since	trauma	occurred	and	efficacy	of	
treatments.

PE was delivered in three studies [25, 27, 31]. 
While in one study post-treatment results were 
large (d=1.33) [25], PE produced more moderate 
effect	sizes	in	the	other	two	studies	(d=0.60)	[27]	
and (d=0.61 & 0.71) [31]. The lack of follow-
ups in these three PE studies did not allow for 
measurement	of	treatment	effectiveness	for	post-
trauma related guilt symptoms long-term. 

Childhood trauma treatment of guilt in adulthood: 
Two	studies	examined	the	effectiveness	
of psychological treatments for adults who 
experienced adverse childhood experiences 
[29, 30]. Narrative Exposure Therapy (NET) 
and FORNET (a form of NET adapted for 
traumatised/violent	offenders),	were	delivered	
in these studies. Both treatments were culturally 
adapted and delivered in non-western societies to 
former child soldiers (average age of the sample 
being 18 years old at time of treatment) who had 
experienced high levels of trauma exposure as both 
victims and perpetrators of violence. Mixed results 
were found. NET appeared to produce a moderate 
effect	size	three	months	post-treatment	(d=0.66)	in	
a mixed-gender sample [29], while FORNET was 

not	effective	three	months	post-treatment	(d=0.14)	
in a female only sample [30]. In these studies, 
therapists were lay counsellors or individuals 
without	a	mental	health	qualification	who	were	
trained to deliver the treatment which may have 
impacted	the	findings.	

Military sample: Five studies examined treatment 
outcomes for symptoms of post-trauma related 
guilt in (ex)-military samples [24, 28, 33-35]. 
The	most	effective	treatment	in	this	population	
was Trauma Management Therapy (TMT) [33], 
which	was	found	to	effectively	reduce	post-trauma	
related guilt symptoms (d=1.25) with continuous 
improvements after three months (d=1.60). 
Therapists were clinical psychologists and 
treatment	fidelity	processes	were	well	monitored,	
yet the study was not an RCT and masking of 
independent evaluators was not possible. Other 
studies	examined	the	effectiveness	of	ten-session	
PE (post-treatment: d=0.90) and spaced PE 
delivered over eight weeks (three months follow-
up	d=0.48)	[24],	five	sessions	of	Accelerated	
Resolution Therapy (ART) (three months follow-
up: d=0.85) [34], and 15 sessions of CPT (d=0.72) 
[28].	Notably	large	effects	were	found	for	the	two	
studies which utilised shorter (therefore potentially 
more	cost	effective)	treatments.	However,	as	these	
samples included mostly males (84.9%) as well 
as both active and ex-military personnel who 
served	in	different	eras,	the	findings	may	not	be	
generalisable.  

Post-trauma related shame
Six treatment studies targeted the symptoms of 
post-trauma related shame (Table 3). Only one 
study provided a two-month follow-up [32]. 
Civilian sample:  Three studies examined the 
impact of treatment on symptoms of post-trauma 
related shame in adult civilian populations [27, 31, 
36]. PE (or the combination of PE and Imagery 
Rescripting (IR) were delivered in these three 
studies (d=0.79 [36]; d= 0.75 [27]; d=0.80, [31]) 
with	the	treatments	appearing	to	be	effective	in	
reducing post-trauma related shame symptoms. 
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Notably, standard PE (d=0.90) [31] reduced shame 
symptoms post-treatment for individuals presenting 
a wide range of trauma experiences (e.g. sexual/
nonsexual assault). In addition, a combination 
of PE and IR delivered in the same population 
also	produced	a	large	effect	size	post-treatment	
(d=0.80) [31]. This combination treatment of PE 
and IR aimed to target negative self-evaluative 
emotions of post-trauma related shame as well as 
fear. A strength of this study was that the sample 
consisted of treatment-resistant patients who had 
been exposed to a variety of traumas; this could 
indicate	that	such	treatment	may	be	beneficial	even	
in a population with severe symptoms that appear 
to be treatment refractory.

Childhood trauma treatment of shame in adulthood: 
Two	studies	examined	the	effectiveness	of	
treatments for post-trauma related shame for 
adult survivors of childhood trauma [32, 37]. 
Eye movement desensitisation and reprocessing 
(EMDR) (d=0.85 [32]) and Interpersonal 
Psychotherapy (IP) (d=0.87 [37]) were found 

to reduce post-trauma related shame symptoms 
post-treatment in civilians with histories of 
childhood trauma or sexual abuse. Data suggests 
that there were longer-term improvements for 
patients who were treated with EMDR (d=0.90) 
after two months [32] compared to IR (d=0.78) 
[37]. However, methodological limitations to these 
studies	(e.g.	a	small-scale	effectiveness	trial	with	no	
follow-up assessments, and only including females), 
and lack of data about time since trauma, limits 
our understanding of which treatments are more 
effective	in	particular	contexts.

Military sample: Only one study examined 
treatment outcomes for symptoms of post-trauma 
related shame in ex-military populations [28]. 
There was considerable diversity in participant 
demographic characteristics, such as branch, 
years of service or trauma type. Fifteen sessions of 
CPT (both group and individual sessions) did not 
significantly	improve	post-trauma	related	shame	
symptoms post-treatment (d=0.40).
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Study Treatment Type of Trauma Average time Measure
    since trauma 

1 McGuire et al (2020)b CPT [15 sessions] Wide range of traumasd _ MDES

2 Langkaas et al (2017)a IR [10 sessions] Wide range of traumasg 17.5 years TRGI 

  PE [10 sessions]   Global 

     guilt 

3 Oktedalen et al (2015)a PE/IR [10 sessions] Wide range of traumasg _ TRGI/

  PE/IE [10 sessions]   PTCI  

     items 

4 Larsen et al (2019)a CPT [12 sessions] Rape survivors 8 years TRGI

  PE [9 sessions]   

  Minimal Attention   

5 Bridges et al (2020)a SHARE [8group sessions] Wide range of traumasf _ PFQ-2  

     Shame

6 Talbot et al (2011)a IP [up to 16sessions] Wide range of traumasg		 _	 Differential 

     Emotions 

     Scale

   Table 3: Included studies effectiveness of treatment for shame
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Study            Pre-treatment  Post-treatment   3-month follow-up

 N Mean (SD) N Mean (SD) Effect Size (d) N Mean (SD) Effect Size (d)

1 67 2.97 (2.10) 67 2.19 (1.73) 0.40 _ _ _

2 34 24.5 (19.4) 34 15.3 (14.7) 0.53 _ _ _

 31 28.3 (19.8) 31 14.2 (17.5) 0.75 _ _ _

3 30 40.2 (24.2) 30 22.0 (20.9) 0.80 _ _ _

 28 49.7 (26.3) 28 26.1 (25.9) 0.90 _ _ _

4 90 2.1 (0.8) 90 1.5 (0.7) 0.79 _ _ _

5 37 10.1 (2.4) 34 7.5 (3.5) 0.87 _ _ _

 33 10.0 (3.2) 32 8.8 (3.7) 0.34 _ _ _

              2-month follow-up

6 74 29.6 (21.1) 66 14.7 (18.1) 0.75 60 14.5 (16.9) 0.78 

 81 28.4 (20.8) 72 12.6 (15.7) 0.85 68 12.0 (14.5) 0.90

aCivilians, bMilitary/ex-military personnel, dCombat-related trauma, physical assault, military sexual trauma, e(Non) sexual assault 
by a familiar person/stranger, accidents, natural disasters, war-related traumas, captivity or torture, fChild sexual abuse, sexual assault 
by family member/stranger (pre-incarceration), gModerate to severe levels of sexual, physical or emotional abuse before age 18, hSexual 
assault, physical abuse, mixed abuse, domestic violence, serious injury before 16 years of age, CPT=Cognitive Processing Therapy, PE 
= Prolonged Exposure, IR = Imagery Rescripting, IE=Imagery Exposure, SHARE= Survivors Healing from Abuse: Recovery Through 
Exposure (influenced by PE), EMDR=Eye Movement Desensitisation and Reprocessing, IP=Interpersonal Psychotherapy, MDES= 
Modified Differential Emotions Scale, TRSI= Trauma-Related Shame Inventory, PTCI=Posttraumatic Cognition Scale Inventory, 
TRGI= Trauma-Related Guilt Inventory, PFQ-2=Personal Feelings Questionnaire–2

   Table 3 continued
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Post-trauma related anger
Six studies targeted the symptoms of post-trauma 
related anger (Table 4). Three studies used CPT 
[26, 28, 38], two studies used IR [27, 32], while 
EMDR [32], PE [27] and Trauma Management 
Therapy (TMT)[33] were delivered in one study 
respectively. Three studies examined patient 
outcomes at three-month follow-ups [26, 33, 38] 
and one study at two-month follow-up [32].

Civilian sample: Two studies examined the 
effects	of	treatment	on	symptoms	of	post-trauma	
related anger in civilian adults [26, 27]. CPT 
had the largest change in post-trauma related 
anger symptoms post-treatment (d=0.86) for 

interpersonal assault survivors, and although results 
were not maintained after three months, anger 
symptom scores remained low (d=0.61) [26]. 
It should be borne in mind that despite regular 
supervision being provided, the therapists were 
master-level clinicians who had never delivered 
CPT previously [26]. PE (d=0.24) was found to be 
ineffective	for	post-trauma	related	anger	symptoms	
[27]. Participants in this study experienced a wide 
range of traumas including sexual assaults, war-
related traumas or accidents. Whether PE could 
be	effective	in	reducing	post-trauma	related	anger	
symptoms	in	civilian	adults	with	a	specific	trauma	
type (e.g., perceived perpetration-based trauma) 
remains unclear.

Study Treatment Type of Trauma Average time Measure
    since trauma 

1 McGuire et al (2020)b CPT [15 sessions] Wide range of traumasd _ MDES

2 Galovski et al (2013)a CPT [up to 18sessions] Interpersonal assault  20 years  STAXI 

   survivorsd

3 Forbes et al (2012)b CPT [12sessions] Military-related trauma  _ DAR-7

4 Langkaas et al (2017)a IR [10sessions] Wide range of traumase 17.5 years AX

5 Beidel et al. (2017)b TMT [29sessions Military-related trauma _ PCL,  

  intervention]   CAPS,  

     BRIEF-A,  

     daily diary

6 Boterhoven de Haan IR [12 sessions] Childhood traumaf _ Anger  

 (2020)a     Expression  

     & Control  

     Composite  

     Score

   Table 4: Included studies effectiveness of treatment for anger
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Childhood trauma treatment of anger in adulthood: In 
adult civilians with childhood trauma, EMDR was 
found to reduce symptoms of post-trauma related 
anger post-treatment (d=0.79) with an indication 
of continuous improvements after two months 
(d=0.75) [32]. 

Military sample: Three studies investigated 
treatment	effectiveness	on	symptoms	of	post-
trauma related anger in (ex-) military personnel. 
The	different	treatment	elements	included	in	the	
TMT appeared to reduce post-trauma related anger 
symptoms (d=1.08) with continuous improvements 
after three months (d=1.10) [33]. CPT was also 
found	to	be	effective	for	(ex-)	service	personnel	

with military-related trauma (d=3.08) [28], with an 
indication of a long-term impact (3-month follow-
up: d=0.99) [38]. Nonetheless, it must be noted 
that	the	first	study	did	not	employ	an	RCT	design,	
and thus accurate conclusion regarding the changes 
are limited [28]; and in in the second study, 17% 
of participants changed psychiatric medications 
during the course of treatment, which may have 
influenced	findings	[38].	
 

Study            Pre-treatment  Post-treatment   3-month follow-up

 N Mean (SD) N Mean (SD) Effect Size (d) N Mean (SD) Effect Size (d)

1 67 3.5 (0.06) 67 2.4 (0.5) 3.08 _ _ _

2 69 17.8 (3.71) 58 15.0 (2.57) 0.86 57 15.8 (2.64) 0.61

3 30 31.2 (14.3) 30 23.8 (15.6) 0.49 24 17.6 (12.8) 0.99

 28 28.7 (11.3) 28 26.4 (13.9) 0.18 23 21.6 (12.5) 0.59

4 34 11.0 (4.4) 34 10.7 (6.0) 0.05 _ _ _

 31 10.8 (5.5) 31 9.4 (6.0) 0.24 _ _ _

5 93 6.3 (1.9) 93 3.9 (2.5) 1.08 93 3.9 (2.4) 1.10

              2-month follow-up

6 73 -3.45 (15.8) 66 -13.5 (16.0) 0.63 59 -14.6 (15.4)

 80 -7.39 (15.8) 72 -20.1 (16.1) 0.79 68 -19.6 (16.4)

aCivilians, bMilitary/ex-military personnel, dCombat-related trauma, physical assault, military sexual trauma, e(Non) sexual assault 
by a familiar person/stranger, accidents, natural disasters, war-related traumas, captivity or torture, fChild sexual abuse, sexual assault 
by family member/stranger (pre-incarceration), gModerate to severe levels of sexual, physical or emotional abuse before age 18, hSexual 
assault, physical abuse, mixed abuse, domestic violence, serious injury before 16 years of age, CPT=Cognitive Processing Therapy, PE 
= Prolonged Exposure, IR = Imagery Rescripting, IE=Imagery Exposure, SHARE= Survivors Healing from Abuse: Recovery Through 
Exposure (influenced by PE), EMDR=Eye Movement Desensitisation and Reprocessing, IP=Interpersonal Psychotherapy, MDES= 
Modified Differential Emotions Scale, TRSI= Trauma-Related Shame Inventory, PTCI=Posttraumatic Cognition Scale Inventory, 
TRGI= Trauma-Related Guilt Inventory, PFQ-2=Personal Feelings Questionnaire–2

   Table 3 continued
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Conclusions drawn from Stage 1 Review 
of Existing Treatments
The aim of this review was to examine and 
evaluate	the	effectiveness	of	treatment	approaches	
in reducing post-trauma symptoms of post-
trauma related guilt, shame and anger. Although, 
exposure-based and cognitive-based treatments 
may	use	different	processes	(e.g.	imaginal	
and in vivo exposure vs. directly modifying 
maladaptive cognitions) to produce change [22, 
39],	our	findings	indicated	a	moderate	strength	
of	evidence	that	both	approaches	are	effective	
in reducing symptoms. In particular, cognitive-
based treatments were found to reduce symptoms 
of post-trauma related guilt and anger [25, 26, 
28, 38], while exposure-based treatments were 
more	effective	in	reducing	post-trauma	related	
guilt, shame and anger [25, 31, 33]. Taken 
together,	these	findings	suggest	the	importance	
of confronting and discussing the traumatic event 
during therapy rather than using less directive 
treatments (e.g. supportive counselling).

Post-trauma related guilt
Avoidance is a main coping strategy associated with 
guilt	symptoms,	making	guilt	particularly	difficult	
to treat [40]. This review suggests that cognitive-
based treatment approaches, and in particular 
CPT,	were	most	effective	at	reducing	symptoms	
of post-trauma related guilt in civilian populations 
[25,	26]	with	effects	maintained	at	a	three-month	
follow-up [26]. It is possible that cognitive-based 
treatments could be more appropriate for addressing 
symptoms of guilt post-trauma as these treatments 
focus on altering patients’ appraisals of their role 
in an event; for example, challenging patients’ 
interpretation of what happened to reduce post-
trauma related guilt symptoms [41, 42]. Cognitive-
based treatments could encourage patients to more 
accurately appraise their actions (or inactions) in 
the event by examining cognitions common to 
those experiencing post-trauma related guilt [43]. 
For example, patients may be invited to consider 
the full context of what happened, the options or 
responsibilities they truly had during the event, to 

identify whether they purposefully did something 
that was wrong or overcome possible hindsight bias 
[44]. 

Our results suggest mixed evidence for exposure-
based treatments, such as PE, for (ex-) military 
[24, 35] and civilian populations [25, 27, 31]. 
TMT	led	to	a	significant	post-trauma	related	guilt	
symptom reduction in (ex-) military populations 
with treatment gains being maintained after three 
months [33]. Interestingly, some have argued that 
exposure-based treatments may be harmful as 
guilt symptoms can be exacerbated, increasing 
the risk of patient drop out [41, 45, 46]. However, 
this theory is contrary to research which has 
shown a decrease in guilt symptoms when using 
exposure-based treatments, in particular PE [47] or 
a combination of imagery rescripting and imagery 
exposure [48].
CPT	and	PE	use	different	processes	to	

produce symptom change, with CPT directly 
modifying maladaptive cognitions and PE utilising 
repeated imaginal and in vivo exposure exercises. 
Nonetheless, some of the common mechanisms in 
the two treatments (e.g. rescripting of the traumatic 
event, habituation of distressing emotions, 
integration into the autobiographic memory) 
could	be	the	effective	treatment	component(s)	that	
lead to a reduction in post-trauma related guilt 
symptoms	[39].	The	mixed	findings	found	in	this	
review highlight the need for further research, such 
as a study that examines CPT versus PE to better 
understand	effective	treatment	approaches	for	post-
trauma related guilt. 

Post-trauma related shame
Shame is associated with a range of psychological 
difficulties,	including	suicidality	[49],	social	
withdrawal and poor health outcomes [50]. 
Although shame is commonly experienced 
following trauma [51, 52], relatively little is known 
about	effective	treatments	for	reducing	post-
trauma related shame symptoms [53]. Evidence 
from similar studies also suggests that encouraging 
patients to notice and experience shame can be 
a helpful in promoting symptom reduction [54, 
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55].	Consistent	with	this,	the	findings	of	this	
review suggest that exposure-based treatments, 
in	particular	PE,	were	effective	in	reducing	post-
trauma related shame post-treatment [27, 31, 36]. 
PE	may	lead	to	modifications	in	maladaptive	beliefs	
about the patient’s role in the traumatic event 
or allow for recognition of new trauma-related 
information regarding the circumstances of the 
event.	Through	this	exposure	and	reflection	upon	
the trauma memory in PE, patients may be able to 
cognitively	approach	the	trauma	in	a	different	way	
and be more able to process post-trauma related 
shame symptoms. Additionally, this review found 
that	EMDR	significantly	reduced	post-trauma	
related shame, with symptoms being further 
reduced over time [32]. It is argued that EMDR 
desensitises patients to anxiety and allows them 
to be exposed to the trauma memories without 
detailed descriptions or strong psychological 
responses [32]. This distancing from (rather than 
re-living) the event, while rapidly re-establishing 
a secure interpersonal context, may be helpful 
mechanisms leading to shame symptom reduction 
[56]. Finally, we found cognitive-based treatments 
(CPT)	had	mixed	effectiveness	for	reducing	
post-trauma related shame [28]. In light of these 
promising	but	mixed	findings,	there	is	a	pressing	
need to better understand how symptoms of 
post-trauma related shame are developed and 
maintained following trauma exposure, including 
events that are and are not ‘classically’ threatening/
frightening, to better support patients in treatment.

Post-trauma related anger
Anger is a particularly pernicious symptom that 
can decrease a patient’s ability to engage in 
treatment [57]. The present review suggests that 
cognitive-based treatments (CPT, [26, 28, 38]) and 
exposure-based treatments (TMT, [33]) were most 
effective	for	reducing	post-trauma	related	anger,	
with treatment gains being generally maintained 
in the long-term for both approaches [33, 38]. 
CPT treatment includes patients writing about 
the personal meaning of the trauma which may 
help to facilitate the resolution of unprocessed 

emotions,	such	as	anger.	TMT	is	influenced	by	
exposure-based approaches, allowing patients 
to re-experience and process the event, but also 
features group-administered social and emotional 
skills training sessions. Whether this later feature 
improves interpersonal functioning which could 
be a key mechanism that leads to post-trauma 
related anger symptom reduction in military 
samples requires further investigation [33, 58]. It 
is also possible that to enhance patient treatment 
outcomes, it may be useful to address problematic 
post-trauma related anger early in treatment to 
encourage patient engagement and prevent drop-
out, especially those who may be limited in their 
engagement with trauma accounts for fear of anger 
expression.

Translational applications of the findings 
This	is	the	first	systematic	review	to	specifically	
examine	the	effectiveness	of	evidence-based	
trauma treatments on post-trauma related 
guilt, shame and anger following exposure to 
a traumatic event(s). Overall, the 15 included 
studies	examined	a	range	of	different	treatments	
approaches, populations and traumatic events. 
Our	findings	expand	current	knowledge	on	the	
efficacy	of	post-trauma	treatment	approaches,	
allowing for a better understanding of methods 
(e.g. cognitive/exposure-based) that could be 
more	or	less	effective	for	reducing	symptoms	
of post-trauma related guilt, shame and anger. 
Overall,	the	findings	indicate	that	cognitive-
based (CPT), exposure-based (PE, TMT) 
and other treatments (EMDR) can lead to 
symptom reduction post-treatment, with 
benefits	maintained	at	follow	up.	These	findings	
demonstrate that there may be therapeutic 
benefits	to	confronting	and	discussing	the	
traumatic event during therapy, rather than using 
less directive supportive treatments. Nonetheless, 
using these direct approaches is unlikely to be 
safely achievable without suitable preparation 
work to build up emotional regulation strategies, 
which should continue to remain a treatment 
priority to reduce risks of additional distress or 
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drop out from active confrontative treatment 
[59]. As research attention increasingly turns 
towards investigating the impact of other types 
of traumatic events, such as transgressive acts of 
perpetration or betrayal [60], existing manuals 
for cognitive or exposure-based could perhaps be 
revisited to determine how they could be used 
in case of non-fear based trauma. For example, 
the recently updated CPT manual [61] is more 
flexible	and	offers	guidance	on	how	to	determine	
the patient’s actual role in the event. This update 
also includes cases where individuals may have 
symptoms of post-trauma related guilt or shame 
due to perpetration events or moral compromises 
that violated their values. These updates to 
existing manualized treatments may help improve 
clinician	confidence	in	treating	cases	presenting	
with intense post-trauma related shame, guilt and 
anger, such as individuals with moral injury [62]. 
At	this	stage,	firm	conclusions	cannot	be	drawn	

about which treatment approach is likely to be 
the	most	effective	for	all	three	symptoms.	There	
was	also	insufficient	evidence	to	determine	if	
specific	treatments	are	effective	for	all	individuals	
or	if	they	are	more	effective	in	certain	populations	
(e.g. military personnel or civilians). The studies 
included in this review did not typically report the 
treatment	outcomes	by	gender,	making	it	difficult	
to	draw	conclusions	about	treatment	efficacy	
in male and females. Female gender remains a 
risk factor for the development of PTSD and 
other mental disorders [63]. Nonetheless, the 
fair proportion of females (51%) included in this 
review could suggest that treatment approaches 
may	be	similarly	effective	for	both	genders,	
something that should be considered in future 
studies. In addition, information regarding time 
since the event exposure was not consistently 
reported and,  as time since trauma could be 
associated	with	distinct	profiles	of	distress	
[64], future studies should also aim to provide 
more comprehensive data to allow for a better 
understanding	of	treatment	efficacy.	

Strengths & Limitations
The results of this review should be interpreted in 
light of the following limitations. First, both RCT 
and cross-sectional studies were included in this 
review and, while these studies reported good 
levels	of	treatment	fidelity,	a	range	of	different	
treatment approaches and outcome measures were 
used. This heterogeneity across studies did not 
allow for a meta-analytic approach to be used. 
Second,	our	findings	regarding	the	effectiveness	
of exposure-based or cognitive-based treatment 
approaches are largely driven by the larger number 
of PE (n=5) and CPT (n=4) treatment studies, 
while other treatments (e.g. EMDR, NET) were 
used	in	fewer	studies	and	in	specific	populations	
(e.g. military samples). Third, this review is also 
heterogeneous in nature with the inclusion of 
a range of populations exposed to a variety of 
traumatic events. Nonetheless, this diversity does 
allow for a better understanding of the various 
approaches to care. Finally, this review did not 
account for publication bias, and it was beyond 
the scope of this review to include grey literature 
[65], which may have excluded some potentially 
relevant data. 

Conclusions 
This review systematically examined the 
effectiveness	of	a	range	of	treatments	for	reducing	
symptoms post-trauma related guilt, shame and 
anger following a traumatic event(s). Several 
psychological treatments, including both exposure 
and cognitive-based treatments, were found to have 
moderate	to	large	effects	in	reducing	symptoms.	
The included studies were heterogeneous, with 
a variety of index trauma types and patient 
demographic characteristics. At present, while 
it	is	not	possible	to	draw	firm	conclusions	about	
comparative	effectiveness,	this	review	does	suggest	
that both exposure and cognitive-based treatments 
can	be	efficacious	in	reducing	symptoms	of	post-
trauma related guilt, shame and anger following a 
range of traumas in various populations. 
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 Methods 

Study design
Stage 2 was a qualitative study using in-depth, 
semi-structured interviews. The qualitative 
approach utilised allowed for the exploration of 
professionals’ experiences and perceptions of moral 
injury and treatments associated with it. 

Participants
In total, 15 interviews were conducted with UK 
and	US	professionals	working	in	the	field	of	moral	
injury (Table 5). To participate in the interviews, 
participants had to be professionals who had 
experience of either providing clinical treatment, 
other forms of support (e.g. chaplaincy support), 
or have experience of carrying out evidence-based 
moral injury research in order to provide insight 
into the latest developments in moral injury. 
Participants had to be aged 18 years or above, 
English speaking and willing to provide informed 
consent. There were no limitations on eligibility 
according to demographic characteristics (e.g. 
gender, age, geographic location) or professional 
grade,	rank	or	qualification.	

Qualitative interview schedule
The interview schedule was developed based 
on the research questions, the relevant academic 
literature relating to moral injury [9,34] and the 
experiential knowledge of the research team. 
The semi-structured interview questions focused 
on participants’ experiences of working with 
individuals who have experienced moral injury. 
In particular, topics included their experience of 
supporting individuals with moral injury, the core 
psychosocial	difficulties	experienced	by	individuals	
with moral injury, the approaches they used to 
support individuals with moral injury, whether 
existing approaches are feasible to deliver and well 
tolerated, perceived advancements in moral injury 
care, perceptions of existing barriers to care. The 
interview schedule can be found in Appendix 2. 

Procedure
A snowball sampling methodology was employed. 
Professionals were recruited via circulation of 
study advertisements via mailing lists, on social 
media, within organisations that provide mental 
health treatment/psychological care to military/
ex-military	populations,	and	in	veteran-affiliated	

Chapter Four

Stage 2: Perspectives of 
Leading Professionals
In Stage 2, qualitative interviews were conducted with leading professionals with extensive clinical, pastoral 
and research experience in moral injury. The purpose of these interviews was to draw on this expert body 
of knowledge and experience to better understand perceptions of the needs of morally injured patients and 
what	effective	approaches	may	be	helpful.
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newsletters. Participating professionals were also 
be asked to share the study with potentially eligible 
colleagues. 

Interviews were conducted by a researcher who 
had training and experience in qualitative methods 
(VW). All interviews were carried out by telephone 
or online via Microsoft Teams. All participants 
gave audio-recorded verbal informed consent for 
their participation. Prior to the interview, basic 
demographic information was collected from each 
participant. Interviews lasted for 56.3 minutes on 
average (22.5 – 79.2 range). All interviews were 

audio-recorded and transcribed verbatim with 
personally identifying information removed.

Data analysis
Data were analysed using thematic analysis [28]. 
Thematic analysis was utilised as it is an analytical 
strategy used to identify patterns of meaning 
across the data set as a whole, in keeping with the 
study’s aims of exploring professionals’ perceptions 
regarding the presentations of moral injury, care 
approaches and potential barriers to care. Data 
collection and analysis took place simultaneously 

Participants Country Gender Profession Veteran/ Years of 
     Civilian patients experience

P1 US M Clinical Psychologist Veterans 30

P2 UK M Army Chaplain Veterans 25

P3 UK M Psychiatrist Civilians 30

P4 US M Clinical Psychologist/Researcher Veterans 37

P5 US M Clinical Psychologist Veteran /Civilian 25

P6 US M Clinical Psychologist Veterans 20

P7 US M Psychiatrist/ Researcher Veterans 20

P8 US M Psychiatrist Veterans 43

P9 UK M Psychiatrist Veterans 31

P10 UK M Clinical Psychologist Veteran /Civilian 25

P11 UK M Chaplain Veterans 15

P12 US M Clinical Psychologist Veterans 15

P13 US M Clinical Psychologist Veterans 30

P14 US F Clinical Psychologist Veterans 20

P15 UK F Clinical Psychologist Veterans/Civilians 25

Note. M = Male, F = Female

   Table 5: Stage 2 Professional Participants’ Demographic Information 
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to allow emerging topics of interest to be explored 
further in later interviews and to determine 
whether thematic saturation had been reached 
[62]. For clarity, we refer to all individuals who 
participating professionals described treating or 
supporting as ‘patients’.  

The following steps were utilised as described 
by Braun and Clarke [28] - reading and rereading 
the transcripts, producing codes, searching 
for and developing early themes, and revising 
and classifying themes. NVivo V.12 software 
was used to facilitate analysis. An inductive 
analytical approach was used, with initial codes 
and themes proposed by DS. To ensure rigour, 
the coding frame was scrutinised by VW, with 
any disagreements resolved by a thorough re-
examination	of	the	data.	A	reflexive	journal	was	

kept throughout data collection and analysis in an 
effort	to	recognise	the	potential	influence	of	the	
researchers’ prior experiences and assumptions and 
prevent premature and/or biased interpretations of 
the	data	[63].	Peer	debriefing	was	conducted	and	
feedback regarding data interpretation and analysis 
was regularly sought from co-authors NG and DM.

Results
As shown in Table 6, two overarching themes and 
seven	subthemes	emerged	from	the	data,	reflecting	
professionals’ perceptions and experiences of 
providing care to (ex-) serving military and civilian 
patients following exposure to PMIEs. Anonymous 
participant quotations are provided to illustrate our 
findings	and	all	participants	have	been	assigned	a	
pseudonym.

Themes and subthemes

Perceived barriers to effective care for moral injury cases

•	 Lack	of	diagnostic	and	clinical	certainty	

•	 Existing	materials	and	approaches:	Lack	of	flexibility	to	target	the	complexities	of	moral	injury

Recommendations for providing effective care to moral injury patients

•	 An	in-depth	understanding	of	the	patient	

•	 The	importance	of	being	non-judgmental	when	offering	psychological	care

•	 The	need	for	flexibility	in	psychological	care	for	moral	injury

	•	Re-connection

 - (i) Fostering self-compassion in psychological care 

 - (ii) Reconnection with social networks

•	 The	role	of	non-clinicians	in	psychological	care	for	moral	injury

   Table 6. Themes and subthemes following thematic analysis



- 43 -

Perceived barriers to effective care for moral 
injury cases

Lack of diagnostic and clinical certainty
The	lack	of	consensus	regarding	the	definition	
of moral injury and the similarities observed 
in symptoms following a fear-based event and 
a PMIE (e.g. omission, commission, betrayal) 
were considered a major challenge to identify, 
disentangle and treat patients. It was noted by 
many professionals that due to the clear and 
structured	process	of	identification	and	treatment	
of PTSD, the concept of moral injury can be 
neglected in clinical treatment. Notably, clinicians 
argued that identifying moral injury-related 
psychological problems can be a complicated 
process for those who are not familiar with moral 
injury and are thus less experienced in asking 
effective	questions,	identifying	and	working	with	
such complicated and potentially indistinct set of 
symptoms. 

Clinicians are focusing on PTSD, that’s the 
big one. They are focusing on a lot of times the 
consequences of MI, one of which is PTSD but 
also they’re focusing on depression and suicide, 
and these are big things that clinicians have to 
address. The moral injury part, that’s kind of 
optional, so they don’t ask about it, they don’t treat, 
they don’t make attempts really to not knowing 
that it may be driving these comorbid symptoms 
including substance abuse, relationship problems, 
unemployment… – P7 (Psychiatrist, male, US)

Existing materials and approaches: Lack of 
flexibility to target the complexities of moral 
injury
Clinicians reported that patients often struggled to 
define	or	express	their	distress	following	PMIEs.	
This was thought to be potentially due to a lack 
of	vocabulary	or	difficulties	in	making	sense	of	
a situation and expressing it in words, which in 
some cases was a result of a poorer educational 

background or lower literacy level. In many cases, 
clinicians described that existing psychoeducation 
materials (e.g. therapy handouts) are written for 
targeting fear-based symptoms and are not tailored 
to include a wide range of symptoms related to 
moral injury (e.g. guilt and shame). This can 
result in missed opportunities for patients to make 
disclosures, and for clinicians to explore in-depth 
the patient’s understanding and interpretation 
of	the	events.	This	lack	of	a	flexible	and	patient-
centred approach was reported to be a challenge in 
the	development	of	an	effective	moral	injury	care	
plan.

Probably the emotion that people hide the most 
and is least easily disclosed is shame and so you 
need to have your clinical chops about you to be 
looking out for that. People don’t just say, ‘oh I’m 
ashamed’ […] psychoeducation stuff around PTSD 
should include some information on shame. Even 
if people aren’t disclosing there’s a route in and 
one of the things that typically I would do is give 
people physical written information, and then ask 
them to highlight which are the bits that are most 
relevant for them… – P10 (Clinical Psychologist, 
male, UK)

Professionals who work with (ex-) military 
personnel or civilian patients (that have been 
tortured,	trafficked	or	abused	in	a	domestic	setting),	
argued that religion or spirituality in general 
could help to disentangle underlying moral injury 
causes. These professionals highlighted that central 
to moral injury is ethical or moral beliefs which 
stem from one’s cultural or religious experiences. 
Nevertheless, they described that patients’ 
belief systems are not often explored in clinical 
settings, due to the lack of clinician awareness and 
inadequate training on how to broach such topics. 
Clinicians highlighted that not prioritizing patients’ 
worldviews, culture, and self-perception could 
hinder	the	development	of	a	thorough	and	effective	
clinical treatment or care plan.
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…Most of our clinicians seem to be anti-religion; 
not just not religious but against religion. A lot 
of them are uncomfortable… I say this is why 
you need to understand all religions, you are 
going to have Jewish clients, Christian clients, 
Hindu clients, you’ll have atheists. You need to 
understand where they are all coming from so as a 
clinician you can help them the best, particularly 
the moral injury area where it’s all about ethics 
and right and wrong... - P1 (Clinical Psychologist, 
male, US)

Existing evidence-based treatments for PTSD 
(e.g., Prolonged Exposure [PE] or Cognitive 
Processing Therapy [CPT]) were often considered 
by	professionals	as	unable	to	effectively	target	the	
range of distress that patients with moral injury 
presented with, leading to poorer patient outcomes. 
More	specifically,	profound	moral	suffering	
was perceived to increase the complexity of a 
patient’s case and contribute towards a disordered 
relationship with the self, others and the world. 
For example, although intense emotions, such as 
shame, guilt, worthlessness, or anger were thought 
to be common responses after fear-based traumatic 
events, in cases of PMIEs, professionals argued that 
such emotions are based on moral judgment and 
triggered by the violation of one’s moral beliefs and 
ethical standards. Professionals reported that the 
lack	of	flexibility	or	clinician	ability	to	effectively	
adjust standard psychological treatments to the 
unique patients’ needs could be a key barrier to 
recovery for cases of moral injury.

…there are a lot of therapists who are treating 
this in a more scientific tradition, and they’re not 
freed up and authentic to be compassionate and to 
be caring… The work is only going to be effective 
if you start to really get somebody and care for 
them… - P4 (Clinical Psychologist, male, US)

Recommendations for providing effective care to 
moral injury patients.
An in-depth understanding of the patient
With these hurdles in identifying and treating 
moral injury in mind, it was argued that to 

identify	and	effectively	work	with	moral	
injury-related psychological problems, a 
personalised and holistic approach needed to 
be followed. Professionals, who worked with 
diverse populations (e.g. refugees, (ex-) military 
personnel,	victims	of	human	trafficking/abuse)	
stated that more time needed to be allocated at 
the beginning of the treatment/support process in 
order to develop a personalised care plan and gain 
a deeper understanding of the patient’s personal 
meanings, belief systems (including spirituality 
and culture), past experiences, trauma history 
and current life situation (e.g. relationships, 
employment). This, in turn, could facilitate 
rapport building and ensure the use of the most 
appropriate therapeutic techniques. It was 
reported that by allocating more time, patients 
may also have the opportunity to feel more 
comfortable with the professional, which could 
reduce unhelpful beliefs regarding treatment/
psychological care (e.g. the fear of being judged, 
concerns	about	confidentiality)	and	facilitate	the	
disclosure	of	profound	moral	suffering.

…with moral injury you have to tailor so much 
more… with PTSD we think we’ll go in and give 
them this evidence-based psychotherapy and you 
tailor it to some extent but in many ways you are 
sticking to the core and that’s just not the case 
with moral injury […] I think you have to set 
the stage, there is a lot of secrecy and shame and 
withdrawal, it has to be a process where they feel 
comfortable and they’re asked the right questions 
and they feel comfortable answering.. – P14 
(Clinical Psychologist, female, US)

…I’d start at the very human level, ‘tell me what’s 
going on, what you are thinking or feeling about 
what’s going on … just throw it out there’. From 
there, in that hopefully intimate safe space we can 
start to unpack and put together, repack, shape 
things and helping people to see for themselves 
that kind of Rogerian it’s not for me to tell you 
what you need to think but let’s work through 
this together until you find something that works 
for you to put this in its place… - P11 (Chaplain, 
male, UK)
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The importance of being non-judgmental when 
offering psychological care
Employing a non-judgmental approach was 
considered a key fundamental part of clinical 
treatment or psychological care when working 
with moral injury and in particular in cases of 
perpetration-based events or PMIEs which could 
include	disclosure	of	horrific	events	(e.g.	carrying	
out torture, death). The importance of a non-
judgement approach was acknowledged by both 
professionals who work with (ex-) military and 
civilian populations. It was argued that one of 
the	first	steps	of	the	care	should	be	to	explore	the	
patient’s memories and events that occurred before 
and after the PMIEs to increase the understanding 
of what happened and help patients to contextualise 
the PMIEs in a way that would make sense to them. 
Some examples include having discussions about 
the	uncertainty	of	specific	situations	(e.g.	combat	
theatres) and introducing the idea that the PMIE 
may be something that other people could have 
also experienced. In addition, during this process of 
normalisation, professionals reported that patients 
should be encouraged to accept their responsibility 
for what happened in a constructive way, to help 
them move forward.  

…the main way of trying to find out if it’s 
happened is to listen actively and non-
judgmentally and to be curious […] Then if you 
are not shocked by that you may say ‘well these are 
some of the things that I’ve seen in other people’, 
and if you are non-judgmental, if you make it 
clear that you are not going to show them out of the 
room, then they will feel a little bit less unable to 
tell you... - P3 (Psychiatrist, male, UK)

…once you’ve contextualised events, actually there 
can be a better understanding about how it came 
to that point that that event occurred. That’s not to 
absolve the person of responsibility they may hold 
for certain elements of it but that it’s happened in a 
context […] someone has done something bad, and 
they’re worried about it and they feel guilty about 
it that’s probably a good sign in itself as a starting 
point. So, normalising that. - P10 (Clinical 
Psychologist, male, UK)

The need for flexibility in psychological care for 
moral injury
Professionals perceived therapeutic approaches 
which included concepts of acceptance, 
compassion and forgiveness as helpful in 
promoting patient wellbeing holistically. It was 
reported that such approaches would allow 
patients to develop adaptive coping mechanisms 
and resolve or come to terms with their moral 
injury-related symptoms (e.g. guilt or shame). In 
particular, it was reported that using approaches 
that	are	flexible	and	include	a	wide	range	of	
therapeutic approaches was the best way to 
introduce and promote such concepts, tailored 
to patients’ values and self-concept. Some 
examples of treatments that clinician professionals 
recommended include Adaptive Disclosure 
(AD), Compassioned-Focused Therapy (CFT), 
Acceptance & Commitment Therapy (ACT), 
Impact of Killing (IOK) or adapted versions of 
these. Overall, professionals argued that patients 
often feel like they are carrying a burden following 
the PMIE, and this feeling was considered by 
professionals as a barrier for patients to make 
sense of who they have become and to re-build 
meaningful lives. Accepting what has happened 
through a compassionate approach was thought 
by professionals to have the potential to help 
patients to accept events and forgive themselves or 
others. This process of forgiveness was reported to 
have the potential to enhance the healing process 
leading to long-term results. 

…AD is more multifarious, more personalised, 
there are a lot of different routes to behaviour 
change in the world and service of healing and 
repairing and we’ve incorporated loving kindness 
mediation as a vehicle to push to the needle on 
either self-compassion or other compassion or 
both… -P4 (Clinical Psychologist, male, US)

I think the psychotherapeutic notion that comes 
closest is CFT… it does seem to  me to be a way 
of addressing precisely that notion of feeling 
worthless and ashamed which among other things 
makes one more vulnerable to further injury or 
exploitation. - P3 (Psychiatrist, male, UK)
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The need for alternative resources tailored to 
the needs of the patients was also highlighted as 
fundamental part of a personalised moral injury 
care. Although many clinician professionals 
reported that providing tailored psychoeducation 
materials could facilitate patients to express 
themselves, chaplain professionals recommended 
the inclusion of literature, poems, or allegories, 
which	could	provide	different	ways	for	patients	to	
make sense of the PMIEs and help to normalise 
their experience and emotions.

…you are not yourself because of moral injury 
and there’s something inside which is not right. 
Things that people often say and they can’t put 
their finger on it, can’t name it […] we have to 
give more than a voice, maybe we actually have 
to give vocabulary. It’s very allegorical as well. 
I think poetry is going to help with this rather 
than just description and narrative, making some 
sort of meaning of it will be really helpful… - P2 
(Chaplain, male, UK)

Alternatives in treatment or support delivery 
was also discussed by professionals. For example, 
the increased use of delivering therapy online or 
via telephone due to COVID-19 was thought to 
be	effective	when	the	process	included	careful	
organisation and clear guidelines. In addition, 
although individual clinical treatment or 
psychological care is what professionals usually see 
in practice for moral injury-related psychological 
problems,	the	potential	benefits	of	a	carefully	
designed group therapy were also reported. A group 
setting with like-minded patients who may share a 
common understanding, similar PMIE experiences 
or values, such as (ex-) military veterans or victims 
of	human	trafficking,	was	reported	to	have	the	
potential to facilitate disclosure and reduce feelings 
of shame. A combination of individual and group 
work was also recommended.

I think that there’s a good therapeutic rationale 
though for doing it as group work. Moral injury 
can be an extremely isolating experience… one 
of the things is withdrawing from other people so 
doing this work in a group… I think it’s one of the 
more restorative experiences and it’s one of the 

challenges with individual psychotherapy… -P12 
(Clinical Psychologist, male, US)

Re-connection
Treatment approaches to foster self-compassion in 
psychological care: 
Professionals reported that understanding 
patients’ perceptions of spirituality, including 
religious beliefs, could make clinical treatment or 
psychological	care	more	beneficial.	In	a	clinical	
context, ACT and IOK were described by some 
professionals as some of the treatment approaches 
which address the concept of spirituality in moral 
injury psychological care. However, professionals 
reported	that	a	meaningful	definition	for	spirituality	
needs to be agreed with the patient early on in 
treatment process. Professionals described that a 
patient’s	definition	of	spirituality	did	not	need	to	
necessarily	include	a	specific	religion	or	include	
a	higher	power.	Patients	could	also	benefit	from	
incorporating	a	non-religion	specific	benevolent	
moral authority or a person the patient trusts, 
respects and admires (e.g. a family member, a 
friend,	a	respected	figure).	Clinical	treatment	or	
psychological care that allowed space and time to 
the patient to think what this benevolent person 
would say to them, or what they would advise this 
person if they were facing similar struggles, was 
viewed	as	beneficial	by	professionals.	This	type	
of technique was described as being used in AD 
and it was thought to help patients become more 
compassionate and increase acceptance of human 
pain, emotions and experiences. Although this 
specific	technique	may	not	be	useful	for	all	patients,	
professionals	described	that	similar	benefits	could	
be achieved through other alternative techniques 
including engagements in social activities and 
amends making, which could be tailored to 
patients’ customs and traditions. 

…the animistic belief is very widely true across 
communities particularly in Nigeria, which 
goes alongside with both their religious beliefs 
and their extensive Western education… I see in 
some victims of trafficking that the effect of the 
witchcraft rituals can be incredibly powerful as a 
form of control… - P3 (Psychiatrist, male, UK)
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Once you have the person describe who this 
benevolent moral authority figure is and what’s 
so great and wonderful about them then all of a 
sudden you put them in a position of saying now 
what would they say back to you… it’s harder for 
them to put those words in that person’s mouth. 
It’s easy for them to beat themselves up […] there’s 
other things that can be helpful and that might 
be more focused on symbolic and actual amend 
making, to begin to chip away at the rigidity and 
toxicity of self as evil conceptualisation… - P5 
(Clinical Psychologist, male, US)

  
Reconnection with social networks: 
Another	potential	beneficial	aspect	of	a	personalised	
moral injury psychological care plan was working 
with patients to target their social functioning to 
help them move towards the person they want to 
become. Professionals stated that the aim of this 
aspect of treatment/care would be to reduce feelings 
of isolation and encourage patients to accept that 
they cannot change the event but must move 
forward, re-build interpersonal relationships, re-
engage	effectively	in	work	and	conduct	everyday	
activities independently. Professionals reported 
that patients should be encouraged to make 
amends, including activities which the patient 
considers healing and restorative (e.g. writing an 
apology letter, volunteering, dedicating time to 
their family). However, this amends making was 
thought by professionals as something that needed 
to be carefully managed. They stated that making 
amends should not be presented in treatment/care 
as a reminder of the patient’s perceived mistakes 
(which could exacerbate feelings of shame or 
guilt); but presented rather as a way to restore the 
disordered relationship with themselves and others 
in a compassionate and meaningful way.

It’s really based on how they feel like they can best 
heal. So again, it’s very personalised for each person 
and so they are able to really focus on what’s in their 
best interests and how we can move forward with 
that. Then we encourage them to follow through 
with that plan because for each person again those 
amends are going to look really different… - P14 
(Clinical Psychologist, female, US)

The role of non-clinicians in psychological care 
for moral injury
The impact that moral injury could have on 
spirituality was perceived as an important 
consideration by both clinician and non-
clinician professionals. Professionals described 
that	chaplains	had	the	potential	to	be	effective	
non-judgmental	figures	who	can	listen	to	a	
patient’s story and potentially make a unique 
contribution to their recovery. This perception of 
the potential role of chaplains was largely reported 
by professionals who work with (ex-) military 
personnel, as militaries often include chaplains 
to support personnel. Nonetheless, professionals 
who work with refugees or victims of torture 
who are religious also highlighted the importance 
of	involving	spiritual	figures	during	clinical	
treatment/psychological care. Collaborative work 
between clinicians and chaplains, recognising 
that both disciplines can contribute towards a 
patient’s recovery, was acknowledged as having 
the	potential	to	be	very	beneficial	for	patients	with	
religious backgrounds not only during treatment 
but in the longer-term.

…one of the things within our mental health 
and chaplaincy programme that we really try 
to do is bring to the table approaches that extend 
beyond what we typically see in evidence-based 
psychotherapy protocols […] if that chaplain can 
be a benevolent, accepting, moral authority … 
just the person of a chaplain being there with an 
open accepting posture can go a long way towards 
starting to maybe restore, maybe rebuild in some 
new kind of way a moral or spiritual foundation 
for a lot of people. – P12 (Clinical Psychologist, 
male, US) 

Some of these people are able to move on because 
of the spiritual restructuring that the particular 
priest in question who is quite experienced in this 
sort of thing seems to be able to facilitate. You work 
with what you have and in some of these people 
their religious belief is one of their remaining 
strengths and so trying to encourage cultivate that 
remaining strength… - P3 (Psychiatrist, male, 
UK)
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Conclusions drawn from Stage 2 with 
Leading Professionals 
This qualitative study provides insights into what 
clinical and non-clinical professionals experience 
when	supporting	individuals	affected	by	MI.	
The	key	themes	identified	were	(i)	the	perceived	
barriers	to	effective	care	that	occur	due	to	the	
lack of empirical experience with MI, the neglect 
of patients’ unique individual needs and lack of 
flexibility	of	existing	manualised	treatments;	and	
(ii)	recommendations	for	providing	effective	care	
to moral injury patients, emphasising the need for 
highly	personalised	and	flexible	approaches	that	are	
open to interdisciplinary collaborations.
The	current	findings	are	in	line	with	previous	

research indicating that moral injury is perceived 
as a highly complex construct caused by events 
that transgressed an individual’s moral code 
and ethics [9,11,34]. For both clinical and non-
clinical professionals, the key to understanding 
and addressing moral injury appears to be 
targeting each patient’s unique appraisal process 
and interpretations not only of the PMIE but the 
context in which it occurred, as well as pre- and 
post-event experiences. This is thought to be 
what determines whether the PMIE will increase 
dissonance with the patient’s worldview and belief 
system and lead to moral injury development 
[64]. In particular, our results suggested that 
patient’s understanding and experiences of the 
PMIE is often only covered at a surface level at the 
beginning of the care process and was considered 
by participating professionals as one of the main 
issues that can later challenge the delivery of 
effective	psychological	care.

Currently, a common response to patients’ 
disclosure to trauma is the use of formal 
questionnaires and further evaluations to screen 
and determine whether they meet the DSM-
5 diagnostic criteria for PTSD, and if they do, 
they are likely to be referred for an evidence-
based, manualized treatment [65]. As research 
into moral injury has expanded, it is now clearer 
that moral injury appears to be a separate and 
distinct aspect of trauma exposure, although it 

is frequently associated with PTSD [45]. These 
somewhat rigid processes following patient 
disclosures of trauma, combined with a lack of 
experience of some clinicians to identify and treat 
moral injury, were considered by participating 
professionals in the present study as a major 
barrier	to	effective	care.	As	both	moral	injury	
and PTSD can stem from similar events (DSM-
5 Criterion A for PTSD), both clinical and 
non-clinical professionals highlighted the need 
to clearly distinguish between moral injury and 
PTSD during clinical treatment/psychological 
care. A recommendation from professionals was 
to allocate more time at the beginning of the 
process to gain an in-depth understanding of the 
patient, beyond a comprehensive trauma history, 
consistent with previous studies [34]. This time 
should include collecting information about 
patients’ developmental experiences, their belief 
systems, culture, spirituality or religion to shed light 
on how they interpret the world and understand 
themselves. Notably, most of these aspects are 
understudied and poorly understood in the context 
of moral injury [64]. A recent article suggested that 
one of the limitations in the conceptualisation of 
moral injury in Western literature is the focus on 
the individuo-centric perspective in a clinic-based 
environment which often excludes the social-
cultural aspect [66]. The article discussed moral 
injury drawing from an Afri-centric perspective 
to indicate the lack of emphasis on the problem 
of violation of Indigenous cultural mores (i.e. 
offences/experiences	that	are	perceived	to	be	
against the acceptable cultural mores and traditions 
of the community) in Euro-centric approaches to 
psychological care.

In addition to culture, spirituality and religion 
are two aspects that were reported to be often 
overlooked at the beginning of the care process, 
leading to a less tailored care plan. Only more 
recently has spirituality and religion gained 
more systematic attention in the moral injury 
literature [9,66]. Although spiritual aspects will 
not necessarily be crucial for all moral injury 
patients, it will be useful for clinicians to bear this 
in mind with cases of moral injury so they can 
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adjust the care plan according to patients’ beliefs 
and needs. Research indicates that individuals 
raised in religious environments may be particularly 
vulnerable	to	moral	conflicts	[67],	while	moral	
compromise can create spiritual dissonance in 
those with or without religious faith by damaging 
foundational assumptions about self and the world 
[67]. One recommendation drawn from the present 
study was to actively encourage interdisciplinary 
collaborations among clinicians and religious 
figures	who	have	a	good	understanding	of	mental	
health (e.g. undertaken mental health training). 
These	findings	are	in	line	with	existing	research	
which recognises spiritual symptoms as a core 
dimension of moral injury [68,69], suggesting 
that	religious	figures	could	potentially	be	ideally	
positioned to address some of these concerns 
because of their role and authority with regard to 
carrying out the “sacrament of reconciliation” (i.e., 
confession	and	forgiveness	for	offenses	committed	
against God) [42]. For example, a recent article 
has discussed the possible value of rituals as a 
resource for healing and reconnection for US 
ex-military	personnel	and	their	families	affected	
by moral injury [70] It was suggested that rituals, 
and overall spiritual care, could help moral injury 
affected	individuals	to	reclaim	the	transformative	
power of hope, reduce the isolation of shame 
and guilt, recognise the need for confession, 
and strengthen familial and communal support. 
Additional research is needed to explore how such 
collaborative work between clinicians and religious 
figures	should	be	structured	to	maximize	potential	
benefits	to	individuals	struggling	with	moral	injury.			

Finally, patients’ educational background, 
was also viewed as an underlying barrier to 
clinical treatment/psychological care. In general, 
poorer educational attainment has been found 
to contribute to higher levels of mental stress 
later in life [71]. There are cases where some 
patients	find	it	challenging	to	understand	complex	
concepts	or	find	the	right	words	to	describe	their	
feelings and thoughts during clinical treatment/
psychological care. It is the clinician’s responsibility 
to build a good rapport with patients and ensure 
they have the necessary tools, such as accessible 

psychoeducation materials, to help facilitate 
PMIE disclosure and co-create a more accurate 
narrative of their experiences. The importance 
of psychoeducation in clinical treatment/
psychological care is well established [72] and 
the present study suggests that tailored moral 
injury psychoeducation, especially regarding 
complex emotions such as guilt and shame, could 
help facilitate PMIE disclosure and normalise 
distress. An additional recommendation from 
participating chaplains was the use of alternative 
psychoeducation materials (e.g. poems, literature) 
– which may not be typically drawn on in 
manualised therapy - to increase the understanding 
and normalisation of the event(s) and facilitate 
therapeutic interaction. Further research is 
needed to better understand how less ‘traditional’ 
psychoeducation materials in the form of poems, 
literature and other sources may contribute towards 
recovery for those struggling following PMIEs.  
The	benefits	of	exploring	these	aspects	in	depth	at	
the beginning of the process were thought to lead to 
a	beneficial	treatment	or	psychological	care	“cycle”.	
In many cases PMIEs include ‘unspeakable’ 
events	(e.g.	death,	suffering,	abuse,	torture)	in	
often volatile contexts, such as war, police work, 
or natural disasters [9]. Disclosure of such events 
can be challenging for patients, who may think 
that they will be judged or misunderstood by 
professionals who may lack similar life experiences 
and occupational backgrounds [47].  Results 
indicated that a less rigid screening assessment 
process could help professionals gain a holistic 
understanding of the patient and thus adopt a non-
judgmental approach which is clear to the patient. 
This, in turn, could enhance rapport building and 
increase the patient’s sense of security.

In line with previous research [9], moral injury 
in this study was considered to have a profound 
impact on an emotional, mental and social level 
(e.g. emotional numbing, inability to enjoy life/
trust others, self-harm/suicide, demoralization, 
social isolation). For this reason, professionals 
highlighted	the	need	for	flexible	approaches	to	
clinical treatment/psychological care, which do 
not only target appraisals of the PMIE(s) but also 
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provide guidance and support so that patients’ 
re-gain	confidence	and	take	charge	of	their	lives.	
The	most	effective	approach	to	clinical	treatment/
psychological care for moral injury remains 
unclear, mainly because most research is targeting 
PTSD symptom reduction [45]. Results from 
other studies indicate the need to modify existing 
manualised treatments or combine alternative 
therapeutic tools/techniques to better address 
symptoms	of	moral	injury.	More	specifically,	
recent studies and reviews also suggest that 
alternative approaches, such as AD, ACT, CFT, 
pastoral care interventions or spiritual/religious 
treatments	may	be	beneficial	by	covering	many	
aspects of patients’ lives [34,45,73]. Notably, 
what	was	believed	to	be	the	key	for	effective	
clinical treatment or psychological care with long-
term	benefits	in	the	present	study	was	the	effort	
made by the professional to adjust therapeutic 
techniques to the patient’s unique needs and way 
of life. This was thought to be achievable through 
discussion and acknowledgment of the past moral 
violations,	self-acceptance,	emotional	flexibility,	
self-forgiveness and making amends. These themes 
are broadly consistent with the previous literature 
regarding secular and non-secular approaches and 
interventions [9,40] 

Strengths & Limitations
A strength of this study is the diverse nature of the 
sample, which included clinical and non-clinical 
professionals who have experience working with 
a range of (ex-) military personnel and civilian 
victims	of	abuse,	torture	or	human	trafficking.	
Additionally, professionals were recruited from 
a number of UK and US mental health services 
offering	an	opportunity	to	observe	similarities	or	
differences	in	the	perceptions	of	moral	injury	and	
clinical and chaplain-delivered support approaches. 
This study adds to the literature by suggesting 
potential therapeutic aspects that professionals 
could focus on at the beginning of the treatment/
support to help them develop a care plan by 

incorporating	individually	specific	factors	such	
as spiritual background, culture, community, and 
educational background. However, as with most 
studies on MI, the professional participants in 
the present study were recruited from a Western 
context, were primarily male, with more experience 
of working with (ex-) military personnel than 
civilians. A larger-scale investigation, involving 
non-western countries and diverse civilian 
samples, would be useful to determine how the 
perspectives of professionals compare across 
settings internationally. Further systematic research 
is also necessary to investigate the potential short- 
and	long-term	benefits	of	pastoral	care	and	the	
consideration of spirituality/religion and culture 
in psychological support (e.g., RCTs comparing 
secular and non-secular care) [66]

Conclusions
This research expands on earlier qualitative 
studies [3,74,75] and provides further insight 
into the experiences of clinical and non-clinical 
professionals who provide care to moral injury 
patients, including civilian and (ex-) military 
populations.	These	findings	highlight	the	range	of	
difficulties	faced	by	such	professionals	including	
the	inflexibility	in	existing	manualised	treatments	
and the limited incorporation of patients’ unique 
individual needs. Recommendations on the 
development of clear guidance on best practice 
for treating moral injury include: incorporating 
additional time to develop an in-depth 
understanding of the patients’ personal, cultural 
and spiritual background and current needs, the 
importance of taking a non-judgmental approach, 
and encouraging the patients to foster self-
compassion and (re)connect with social networks. 
Finally, spirituality and religion are two aspects that 
could be explored, ideally early in the care process, 
which could lead to a more tailored approach that 
includes interdisciplinary collaborations between 
clinicians	and	trained	religious	or	spiritual	figures.
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Methods 

Participants
Between April 2021 – August 2021, eligible 
veteran participants were recruited to the study. 
Eligibility required participants to be aged 18 years 
or more, report having served in the UK Armed 
Forces, and willing to self-report their experiences 
of PMIEs during their Armed Forces service. No 
limits on eligibility were imposed according to 
demographic characteristic (e.g. gender, age, years 
of service).  

We utilized opportunity sampling and recruited 
participants by circulating study information on 
social media, online platforms and via relevant 
mailing lists. The sampling method of ‘snowballing’ 
was also used with participants invited to share 
the study with other possibly eligible individuals. 
Prior to participation, individuals were screened 
for eligibility by a study researcher using the study 
inclusion/exclusion criteria. Participants provided 

informed consent prior to participation and were 
informed that they were under no obligation to take 
part and that they could stop participating at any 
time. Researcher contact details were provided to 
all participants should they have had any questions 
about participating or have any questions about the 
study.  

Participants were 10 male military veterans of 
the British military who were recruited through 
opportunity sampling, ranging in age from 36-
65 years (mean = 51.1). Most veterans had 
served in the Army (n=5), compared to the RAF 
(n=4) and Royal Navy (n=1). Veterans’ years 
in service ranged from 5-38 years (M= 17.8). 
Prior to interviews, veterans also completed two 
moral injury measures - the MORIS [76] and the 
Expressions of Moral Injury Scale- Military version 
[15]. Information about the development and 
validation of the MORIS can be found in Appendix 
6. Demographic information was also collected and 
is presented in Table 7.
  

Chapter Five

Stage 2: Perspectives 
of Veterans who have 
experienced PMIEs
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ID Age Service Years PMIE type indicated Symptoms Score on EMIS Received Received  

 Range  in Service in MORIS of  moral  MH  MH  

     injury  diagnosis Treatment 

     indicated  

     in interview

ID01 30-40 Army 7.5 Commission, omission Yes 61 PTSD Yes 

    and betrayal

ID02 50-60 Navy 23 Commission, omission Yes 77  PTSD Yes 

    and betrayal

ID03 40-50 Army 5 Commission, omission Yes 30 n/a Yes 

    and betrayal

ID04 60-70 Army 28 Commission, omission Yes 47 n/a Yes 

    and betrayal

ID05 60-70 RAF 10 Commission, omission Yes 57 Anxiety,  Yes 

    and betrayal    depression 

ID06 40-50 Army 15 Commission, omission Yes 53 PTSD Yes 

    and betrayal

ID07 60-70 RAF 38 Commission and Unclear 26 n/a No 

    omission

ID08 40-50 Army 27 Betrayal Unclear  36 n/a Yes

ID09 50-60 RAF 16 Omission and Betrayal Unclear 44 n/a Yes

ID10 50-60 RAF 9 Commission, omission Yes 66 PTSD Yes 

    and betrayal

Note. Age Range= age range at time of interview. RAF = Royal Air Force. PMIE = potentially morally injurious events. EMIS = 

Expressions of moral injury scale [15]. 

   Table 7: Demographic and Moral Injury Exposure Information of Stage 2 Veterans 
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Procedures
Interviews were conducted by a researcher with 
experience and training in qualitative methods 
(VW). All participants provided written consent 
prior to participation. The interview schedule was 
informed by the research questions and the existing 
literature related to the impact of moral injury on 
wellbeing and existing treatment approaches [4, 9, 
12, 13, 24]. Prior to the semi-structured interview, 
participants were asked basic demographic 
information. 

As part of the interview, participants were 
shown an outline of a proposed future moral injury 
treatment; information about the design and 
development can be found in [21]. As an overview, 
the proposed treatment was developed following 
a review of the literature on the treatment of the 
core moral injury symptoms (e.g. guilt, shame, 
anger) [25]. Leading international experts in the 
field	of	moral	injury	were	then	interviewed	for	their	
views on treating cases of moral injury and what 
they	felt	would	be	beneficial	to	include	in	future	
treatments. From this, a basic treatment outline 
was developed, including the key components 
of treatment recommended from the interviews 
and the evidence base. The inclusion of these 
recommended	interventions	influenced	length	
of treatment. In addition, moral injury has been 
shown	to	have	significant	positive	association	with	
CPTSD symptom clusters [26], and veterans have 
previously	expressed	finding	shorter	treatments	
less	effective	for	CPTSD	[27]	suggesting	a	short	
treatment	may	not	be	as	effective.	As	mentioned	
above, this treatment outline was shown to 
participants as part of their interview (Appendix 1). 

The interview questions focused on participants’ 
experience of moral injury related mental health 
difficulties,	previous	treatment	for	this	and	what	
had been helpful or unhelpful in previous treatment. 
They were then asked to share their thoughts and 
reflections	on	the	proposed	treatment	outline.
 
Data Collection & analysis 
Participants were interviewed via an online video 
format (duration range 66 -121 minutes, mean= 
89.93 minutes). The interviews were recorded 
and transcribed in full, with potentially identifying 
information removed on transcription. After 
transcription,	audio	files	were	destroyed.	Braun	
and Clarke’s guidance for completing Thematic 
Analysis [28] was followed. The following steps 
were completed to conduct thematic analysis: 
interviews were recorded and transcribed, 
transcriptions were read and re-read, initial ideas 
from this were noted by AB. Data was coded and 
initial themes were generated. All data relevant 
to	these	themes	were	collected,	reviewed,	refined	
and named by AB. To ensure reliability, transcripts 
and development of themes were reviewed by VW 
with further evidence being drawn from the data as 
needed. 

Results
Three	superordinate	themes	were	identified:	
Experiences of previous mental health treatment 
and perceptions of future proposed treatments 
which include six sub-themes (see Table 8). 
Participant quotations have been anonymized and 
included for illustration. 
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   Table 8: Illustrative Quotations Supporting Themes and Subthemes of Thematic Analysis

Theme and Sub-Themes

a) Moral injury- Distress 
Inadequately Targeted by 
Existing Treatments 

b) Experience of Receiving 
(Inadequate) Treatment and 
Support from Military Service 
Providers 

1 What Veterans Found Helpful in Previous Treatments for Moral Injury Related Distress 

2 What Veterans Found Unhelpful or Lacking in Previous Treatments

Quote

“… it was so positive and helpful…I had about six sessions and it was 
really, really good and it helped me identify … flaws in my character 
to do with emotional understanding and awareness and [how my 
parents] manage[d] emotional responses or [didn’t] express it at 
all generally. So, for me that mental health help was really, really 
important and really helpful at that time.” (ID 03, Army)

 “…CBT there are just some bits of that just aren’t relevant. Like, I get 
the fact that it’s not happening now so this whole cyclical thoughts, 
feelings, beliefs – fine, get what you are doing -but that’s not my issue. 
I know it’s not happening now that’s the point.”(ID 01, Army)

“The problem is the guilt end of the spectrum, the guilt, shame 
end of the spectrum, [CBT] doesn’t really deal with that…. CBT 
is great at resolving the issue [of] what am I feeling, why am I 
feeling this, OK just stop, pause, breathe … It’s putting a break into 
the thought process or into the physical process or whatever it is. …
The problem is that doesn’t necessarily address the root cause per 
se in my mind.” (ID 01, Army)

“So our decompression and imagine I’m doing air quotes here. Our 
decompression was we were taken to a closed military base, given 
three cans of beer, enforced overnight sleep and a one hour PowerPoint 
and told to go and collect our vehicles, our hire cars to go home.” (ID 
02, Navy)

“…I just refused to engage with it….I’m angry with him and I’m 
also angry with the [military mental health] system. Why have 
they, in such a situation where people have been blown up and 
shot…why have they put [in] someone who is brand new into the 
mental health world?. … I think what it is, is those people have let 
me down badly… where they should have got it, where they should 
have understood it…they didn’t and it was like that’s awful. 
That’s awful.” (ID 08, Army)
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   Table 8 continued

Theme and Sub-Themes

a) Sessions Focusing on Core 
Values 

b) Perceptions of Letter Writing 
Exercises

c) Inclusion of Close 
Companions 

3. Potentially Helpful Features for Future Moral Injury Treatments

Quote

“…in essence it’s contracting. Contracting with yourself, 
contracting with the spiritual, contracting with the family and 
in fairness the therapist to say this is what I’m talking about, this 
is what we’ve agreed, this is why it’s important, this is what I’m 
going to do about it and how I’m going to do it…” (ID 01, Army)

“People have the Army’s values and standards and that’s drilled 
into you and you don’t really have any options in that. It’s like the 
Army says you will subscribe to these values and standards and…I 
don’t know how many people have given in depth thought as to 
what their own personal moral code might be…” (ID 06, Army)

“She got me to write a letter to him and that actually really helped 
me process the guilt and the grief that was coming off the back of 
that.” (ID 06, Army)

“I wouldn’t do it. And not because I didn’t want to do it I’d just 
find a reason not to do it. Not because necessarily it was too 
painful, just because it was something to do and it would have to 
go on my ‘to do list’ and…is yet another thing I have to do and that 
can actually put me quite out of kilter.” (ID 04, Army)

“I wish that I’d actually had…this in my earlier stages when 
I was still with the family, there is a chance I might still have 
a relationship with them…. early engagement with families is 
essential…we’re chucking all the time and effort at that damaged 
individual and the families are an afterthought… they’re not 
participants, they are spectators…it doesn’t acknowledge the fact 
that the families are suffering just as much… I think is really 
important that they will be involved in the recovery process 
because they are hurting as well” (ID 02, Navy)
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What Veterans Found Helpful in Previous 
Treatments for Moral Injury Related Distress 
Veterans reported receiving a range of 
psychological therapy sessions, delivered by 
both military and non-military services following 
exposure to PMIE. Some veterans reported 
receiving CBT, which for a few veterans was 
experienced as positive. They described how 
the CBT approach helped them to develop a 
greater emotional understanding and awareness 
of themselves and others as outlined in Table 8. 
Similarly, another veteran described how they 

found CBT helpful as it provided space to develop 
a better understanding of their own emotions, and 
how they could communicate their feelings with 
others.

What Veterans Found Unhelpful or Lacking in 
Previous Treatments
Moral Injury-Distress Inadequately Targeted by 
Existing Treatments. On the other hand, CBT 
was	not	universally	experienced	as	effective.	One	
veteran	described	how	they	did	not	find	all	aspects	
of their CBT treatment helpful, particularly the 

   Table 8 continued

Theme and Sub-Themes

d) Strong Rapport is Key in 
Cases of Moral Injury 

Quote

“I think there are two reasons why it’s a good thing. 1) I think 
it would help the person. 2) I think it would help the significant 
other because I think often… if somebody goes seeking help, getting 
help for their partner [too]… is almost impossible. It’s focused 
on the individual. … Now God there are some dangers involved 
though aren’t there. [She could say] “You never told me about 
that…why wouldn’t you tell…don’t you care…And well what else 
is he keeping?”. … So my overarching [sense] is yes if you make it 
happen I think it would be a really good thing for both people but 
beware unintended consequences.”(ID 04, Army)

“that first impression is…the most important thing that you can 
do in the first couple of sessions… If you’ve got a moral injury, you 
just won’t go back because you’ve got such badly damaged trust 
mechanisms anyway…that you are already sceptical before you 
even go in there.”(ID 06, Army)

Note. MI = moral injury. CBT= Cognitive Behavioural Therapy. EMDR= Eye Movement Desensitisation and Reprocessing   
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sessions which focused on managing feelings of 
current threat as these were not issues that were 
particularly troubling to them following the PMIE, 
highlighting a potential distinction between PTSD 
re-living symptoms which CBT treatment aims to 
target,	while	other	moral	injury-related	difficulties	
were not felt to be particularly well addressed. 

Similarly, other veterans described how their 
CBT treatment focused on making regular changes 
to their day-to-day activities. However, these 
suggested behavior changes were not felt to be 
effective	in	resolving	their	ongoing	inner	moral	
injury-related	conflict	and	feelings	of	guilt.	Other	
veterans	reflected	on	the	limited	effect	of	cognitive	
strategies suggested in therapy. While some 
veterans described how this allowed space for them 
to see, logically, that there was no reason to feel 
guilty or ashamed, this treatment approach was not 
effective	at	helping	to	reduce	these	feelings.

EMDR was another treatment that veterans 
did	not	experience	as	very	beneficial	following	
PMIEs. While some veterans reported that EMDR 
was	effective	at	helping	them	process	key	traumas	
or	“big	ticket	items”,	others	found	it	ineffective.	
Veterans described that they did not disclose the 
PMIE in EMDR sessions due to feelings of shame. 
Others reported how after EMDR their PTSD 
symptoms reduced but EMDR did not allow 
an opportunity to address other psychological 
symptoms. 

Experience of Receiving (inadequate) Treatment 
and Support from Military Service Providers
While a small number of veterans spoke positively 
about their experience of mental health treatment 
from the military, the majority of those who had 
received military mental health support described it 
negatively. In the time after a PMIE, some veterans 
described a lack of information or opportunity to 
access support from military mental health services. 
Others	reflected	on	a	lack	of	appropriate	debriefing	
and immediate support following a PMIE.

 Those who did seek support for mental health 
difficulties	from	the	military	described	feeling	

that	the	mental	health	staff	seen	during	service	
did not seem to understand their needs. Issues 
surrounding rank and seniority could also hinder 
the	effectiveness	of	treatment,	leaving	veteran	
patients feeling let down by the military.

Potentially Helpful Features for Future Moral Injury 
Treatments
Sessions Focusing on Core Values. Veterans described 
that following a PMIE, they often felt like a ‘bad’ 
person. Treatment helping to address this sense of 
being ‘bad’ was thought to be helpful. Treatment 
that included sessions on one’s core values and how 
one could live a life consistent with those values 
was considered extremely positive. This focus on 
values was considered worthwhile for veterans who, 
in subscribing to military values, may not know 
their own personal values after leaving service. 

Perception of Letter Writing Exercises. Veterans were 
asked about their perceptions of letter writing about 
the PMIE, as many treatments such as CPT and 
adaptive disclosure include letter writing aspects. 
Veterans	identified	potential	barriers	to	engaging	
with	this	task	being	reading	and	writing	difficulties,	
which they suggested could be overcome using 
audio/visual recording (e.g. speech to text 
software). Veterans described that letter writing 
exercises	could	be	beneficial	in	facilitating	their	
emotional processing.
However,	when	reflecting	on	writing	letters,	

one veteran stated outright that he would not 
feel able to do this treatment exercise and would 
find	ways	of	procrastinating	to	avoid	this.	The	
veteran goes on to say that he may be able to 
complete the assignment orally via Dictaphone but 
acknowledges that “I think because I’ve read it 
there as letter writing exercise that’s what’s put me 
off.”	This	provided	helpful	feedback	in	how	many	
veterans	may	find	writing	exercises	intimidating	to	
complete in moral injury treatment, therefore the 
way that it is introduced in sessions would need to 
be carefully managed. 
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Inclusion of Close Companions. 
During the interview, many veterans described the 
negative impact of their mental health changes on 
their family life and close personal relationships. 
Veterans were asked about their views on a future 
moral injury treatment featuring session where a 
close companion (e.g. spouse, close friend) would 
be invited into the therapy space and the veteran 
could share their experiences of moral injury and 
treatment. The majority of veterans considered 
this to be a potentially positive moral injury 
treatment feature with various therapeutic uses, 
including: informing their companion about the 
PMIE, providing psychoeducation about moral 
injury, engaging this other person in their recovery 
processes and enhancing communication in the 
relationship.

Nonetheless, veterans reported that key factors 
in a successful session with a close companion 
was having the session be carefully facilitated 
and the close companion reacting to the veteran 
in an understanding manner. This underlines 
that should future moral injury treatments 
incorporate a session with close companions, it 
will be important that both therapist and veteran 
carefully plan and prepare the session to try and 
prevent negative reactions or discussions which 
may cause harm. 

Strong Rapport is Key in Cases of Moral Injury. 
Finally, all veterans stated the importance of the 
relationship with the therapist. A strong rapport 
was	seen	as	a	key	to	treatment	effectiveness	and	
taking time building this rapport in the early 
treatment sessions was felt to be worthwhile. 
Veterans expressed that given the nature of the 
PMIEs and their resulting feelings of intense guilt, 
disgust and shame, it would be imperative that 
a moral injury therapist is overtly empathic and 
non-judgmental in order for them to feel able 
to disclose their PMIE and discuss their mental 
health.

Conclusions drawn from Stage 2 with 
Veterans 
This Stage 2 study aimed to gather in-depth data 
about veterans’ experiences of existing mental 
health treatments; the aspects of treatments that 
were experienced as (un)helpful in managing moral 
injury-related distress; and the key components 
that future moral injury treatments should 
incorporate. We found that several features of 
existing treatments were experienced as helpful, 
as well as several which were unhelpful. We also 
found a number of treatment features that were 
considered	to	be	beneficial	for	future	moral	injury	
treatments, including focusing on core values, 
written	reflections	through	letter	writing,	sharing	
a session with a close companion, and building a 
strong therapeutic alliance with the therapist.  It 
is	worth	noting,	in	consideration	of	these	findings,	
that the small sample size and mixed degrees 
of exposure and treatment in this sample limits 
generalisability and as such, the sample may not be 
considered representative of the wider experience 
of veterans with moral injury. However, the 
themes discussed here demonstrate a considerable 
consistency	with	existing	findings	in	previous	
literature,	adding	to	the	findings	included	below.	

Veterans interviewed described that a notably 
unhelpful aspect of existing standardised treatments 
(e.g. CBT, EMDR) was their reported inadequacy 
in addressing feelings of guilt and shame following 
PMIEs. Veterans described feeling treatment was 
limited	in	effectiveness	in	treating	key	features	of	
moral injury. This is consistent with the existing 
literature which argues that guilt and shame are 
not often central targets in traditional PTSD 
treatments,	but	that	to	effectively	treat	moral	injury,	
feelings of guilt and shame need to be addressed 
[10]. Previous moral injury treatment models 
have highlighted a need to modify both cognitive 
and	behavioral	interventions	to	effectively	meet	
the needs of those with moral injury, which 
seems	to	also	be	reflected	in	interviews	with	
veterans in this research [1]. In addition, the 
effectiveness	of	EMDR	for	combat	veterans	has	
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been unclear in previous literature [29], this has 
also been consistent with the comments made by 
veterans in this research. From the descriptions 
veterans provided in these interviews, using 
EMDR following PMIE may lead patients to 
feel that discussion of the event and associated 
affect	is	limited,	meaning	feelings	of	shame	and	
guilt	may	be	exacerbated.	Previous	findings	
have indicated that treatment for PTSD which 
draws on self-compassion has been shown to have 
better outcomes, helping individuals overcome 
avoidance associated with fear and self-judgment 
[30]. This would suggest that incorporating other 
treatment approaches targeting development 
of compassion may be helpful in moral injury 
treatment.  However, some of the veterans who 
were	interviewed	in	the	present	study	reflected	
on positive experiences with existing standard 
treatments, and this should not be overlooked. 
While	findings	detailed	above	may	support	the	
reflections	of	some	of	the	veterans	interviewed	who	
had	negative	experiences,	it	is	difficult	to	ascertain	
the quality of the therapy that the participants 
received, therefore important factors such as 
therapist	skill	and	training	could	be	of	great	benefit	
in	adapting	existing	treatment	and	influencing	
patient experience and outcome. This would be 
a vital direction for future research in review of 
existing moral injury treatments.  
This	study	also	supports	previous	findings	that	

indicate features of future moral injury treatments 
that	could	be	beneficial.		Values,	consideration	
of goals and use of letters were viewed favorably 
among this sample. Veterans frequently mentioned 
the military’s core values , which may highlight a 
potential loss of connection with their own personal 
values; this would support previous research that 
suggests exploring patients’ personal values would 
be worthwhile for clinicians in the treatment of 
moral injury [31]. Other studies of veterans with 
moral	injury	also	support	our	finding	that	the	use	
of letters in sessions can be highly therapeutic [23]. 
Narrative writing exercises are used in Cognitive 
Processing Therapy (CPT) alongside cognitive 

re-appraisal and exploration of patient beliefs [32]. 
CPT has been found to be helpful in processing 
cognitions and emotions around guilt and shame 
[33]	and	has	been	a	key	influence	in	CPT	
treatment development.  The veterans participating 
in the present study also saw the therapeutic 
benefit	of	writing	exercises,	although	how	it	should	
be introduced by clinicians should be carefully 
considered. Veterans in this study also frequently 
commented on therapeutic rapport being key 
to treatment success. Veterans highlighted that 
empathy, understanding, and no judgment need to 
be clearly communicated from the therapist. This 
has been found in previous research as good rapport 
is often advocated as important in the successful 
delivery of many types of treatments [34] and 
may therefore be an important feature in guidance 
given to clinicians working with cases of MI. One 
could predict that if this need is met, the rapport 
between therapist and veteran could facilitate a 
relationship where the veteran feels safe to share 
what may feel shameful, which in itself will be a 
core therapeutic intervention. This therapeutic 
rapport will also be essential in helping the clinician 
to be discerning about the reality of the patient’s 
sense of responsibility in the event: it has been 
suggested that one’s interpretation of harm in an 
event may be more crucial in the development 
of moral injury than the degree of actual harm 
caused	[35].	Furthermore,	inflated	perceptions	
of responsibility or overlooking of key contextual 
information can be observed by the therapist and 
used to help the patient challenge morally-injurious 
appraisals [36]. These interviews have provided 
a vital source of discussion and experience in 
the development of a novel treatment for MI, as 
despite	limitations	in	this	sample,	findings	appear	
to overlap strongly with existing literature. Taking 
a co-design approach where veterans are included 
in treatment development provides a key indication 
that the treatment will be tolerated and acceptable, 
increasing chances of treatment adherence by other 
veterans who may have had similar experiences of 
barriers to treatment.
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Strengths and limitations
This Stage 2 study has several strengths and 
weaknesses. Amongst the strengths was the use of 
qualitative methods to explore the lived subjective 
experiences of veterans with MI. The sample size 
(n=10) allowed for in-depth data analysis to occur. 
Amongst the weaknesses is the opportunistic nature 
of the sample and it is possible that individuals who 
participated in this study had especially salient 
experiences to discuss. Another weakness is the 
limited diversity of the sample as, while all Armed 
Forces branches were represented, only males 
were successfully recruited, and the experiences of 
women veterans and their experiences of treatment 
and perceived treatment needs should be examined 
in future studies. Furthermore, it was unclear from 
some interviews whether veterans had previously 
had treatment that was PMIE targeted, ‘mixed 
event’ targeted or targeted at other traumatic 
events. 

Conclusions
Overall, the qualitative data within this study 
provided a helpful source of information for the 
development of our treatment. By understanding 
the participating veterans’ previous experiences of 
treatment, we were able to identify what was seen 
as	having	been	effective	or	ineffective	for	helping	
with	specific	features	of	moral	injury.	By	gaining	
feedback on our treatment outline, we better 
understand veteran’s reactions to key interventions, 
techniques and terminology, which can be applied 
in therapy sessions. More broadly, the research 
highlights the value of good therapeutic rapport 
when working to treat symptoms of moral injury, 
the meaning that the events can hold, and what 
can be experienced when this therapeutic rapport 
is	broken.	In	addition,	the	findings	provide	an	
important insight into how current treatment 
approaches to moral injury may be experienced by 
patients and provides a useful commentary on how 
this may be adapted to best meet the needs of this 
population. 
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Methods

Design
The	finalised	R&R	treatment	manual	consisted	of	
20 sessions delivered online by a single therapist. 
The treatment was piloted in Stage 3 with n=20 
military veterans, with sessions taking place 
weekly,	with	the	exception	of	the	final	session	
which took place 4 weeks after Session 19. An 
outline of the R&R treatment is presented in Table 
9. Early treatment sessions focused on formulation, 
review of life experiences including PMIE(s), 
providing psychoeducation on moral injury and 
emotional regulation, and recounting the PMIE(s). 
The sessions then went on to focus on identifying 
problematic appraisals and thinking patterns  

and exploring personal values. Following this, 
the sessions then aimed to help veterans reframe 
significant	belief	system	changes	brought	on	(or	
further	influenced)	by	a	PMIE(s)	and	resultant	
moral injury. After these sessions, veterans were 
invited to share a session with a close companion, 
where their understanding of moral injury, their 
PMIE experience and their future goals could be 
shared. The remaining sessions encouraged the 
patient to consider future directions in relationships 
with self (including forgiveness and self-
forgiveness), relationships with others, and living in 
accordance with core values.  
 

Chapter Six

Stage 3 - Piloting R&R 
with veteran patients at 
Combat Stress

   Table 9: R&R treatment session outline 

Session 1-2 

Session 3-8

Session 9-12

Resource building

Focusing on the event

Moving on from the event

Formulation and emotional regulation strategies 

focused on building self-compassion.

Recounting the PMIE through narrative exposure, 

evaluating response to the event and identifying stuck 

points.

Cognitive re-structuring of core beliefs about self and 

others through exploration of key themes such as 

power and control, and trust. 
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Recruitment
Participants in Stage 3 were recruited through a 
UK wide veterans mental health charity (Combat 
Stress) between September 2021 – December 
2022. Veterans who had contacted the charity for 
support completed a full clinical assessment with 
a clinician which was then presented at a local 
interdisciplinary team meeting where treatment 
pathways are decided. At this point, potential moral 
injury	treatment	needs	were	identified.	If	moral	
injury appeared to be the main presenting problem, 
the assessment information was sent to the pilot’s 
research therapist (AB), who screened assessment 
notes. If a veteran patient was potentially eligible, 
the research therapist made contact with them for a 
brief screening telephone call. During this call, they 
also provided the veteran with an outline of moral 
injury, what the R&R treatment pilot entailed and 
discussed with the veteran whether R&R seemed 
to be the most appropriate course of treatment. The 
research	therapist	was	able	to	confirm	treatment	
suitability through this screening call and identify 
any potential treatment barriers. 

Inclusion and Exclusion Criteria
To be eligible to participate in the R&R treatment 
pilot, patients had to be a UK Armed Forces 

veterans, aged 18 years or more, currently receiving 
psychological treatment. In addition, it had to be 
determined by a clinician that moral injury-related 
mental	ill-health	was	the	main	presenting	difficulty;	
this was ascertained by asking the veteran for a 
brief	overview	of	their	main	difficulties,	the	type	
of	event(s)	the	veteran	felt	led	to	this	difficulty,	
and what they were hoping to achieve through 
treatment. Questions were guided by existing 
measures of moral injury (e.g. [77]) where needed. 

Individuals were excluded from the treatment 
pilot	if	they	experienced	significant	speech	
or	hearing	difficulties,	significant	cognitive	
impairment, severe psychotic disorder, dissociative 
identity,	severe	mental	health	difficulty	or	
significant	current	life	stressors	which	would	
impede treatment engagement. Veterans who were 
actively deliberately self-harming or expressing 
significant	suicidal	ideation	where	they	were	
at active risk of harm to themselves were also 
excluded, as well as veterans with ongoing alcohol 
or drug use disorder. Veterans were also excluded if 
they were unwilling to provide informed consent, 
had begun new trauma-focused individual therapy 
within the last three months, or had planned 
concurrent treatment. Finally, if it was determined 
by clinician during screening that no moral injury 

   Table 9 continued

Session 13-18

Session 19-20

Rebuilding connections

Ending

Overcoming shame through sharing of PMIE 

narrative. Developing values-based goals to help 

re-build a valued life and improve connections with 

others. Exploration of barriers to recovery. Integrating 

self-compassion into daily life.

Reviewing progress, maintaining gains and 
future plan, signposting if further needs are 
identified.
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was present, or if this was not the main presenting 
problem for the veteran, they would not be eligible 
for the treatment pilot. Ineligible veterans for 
this pilot trial were signposted and supported to 
access alternative support within the mental health 
service. 

Materials
Psychological outcome measures. Veteran patients 
were asked to complete self-report measures at 
baseline prior to starting R&R treatment sessions, 
post-treatment, one month and three months 
after treatment was completed. Demographic 
information (e.g. age, gender, years of military 
service, ethnicity, etc) were also collected at 
baseline. 

Choice of primary measure. A measure of PTSD 
and moral injury were chosen as the primary 
outcome measures to explore if R&R was well 
tolerated. To measure PTSD, the PTSD Checklist 
for DSM-5 (PCL-5) was used [78,79]). This 
is a validated 20-item measure that assesses the 
DSM-5 symptoms of PTSD and is widely used 
in trauma exposed populations internationally 
[80].	Items	are	scored	on	a	five-point	Likert	scale	
and	scores	range	between	0	and	80	with	a	cut	off	
score of 38 used to indicate likely PTSD caseness. 
Moral injury related distress was assessed via the 
Moral Injury Scale (MORIS, [8]). The MORIS 
is 21 item questionnaire that has been validated 
for use in UK populations. The MORIS consists 
of four subscales which measure PMIE exposure, 
time since event, moral injury related distress, and 
potential risk and protective factors. Data from the 
MORIS moral injury related distress subscale were 
used in the present study. The moral injury related 
distress subscale consists of 8 items, rated on a 
5-point Likert scale (0 = not at all) (4 = very much) 

and	a	cut	off	score	of	12	has	been	suggested	as	an	
indicator of likely moral injury related distress. 
More information about the design and validation 
of the MORIS can be found in Appendix 6. 

Other measures utilised included the Alcohol 
Use	Disorders	Identification	Test	(AUDIT)	[81]	
which was used to measure likely alcohol misuse. 
The	AUDIT	is	a	10-item	measure	and	a	cut	off	
score of 16 or more was used to indicate likely 
alcohol misuse. Patient depression was assessed 
using the Patient Health Questionnaire (PHQ-
9) [82], a nine-item measure (possible total score 
0-27) which uses a Likert scale of 0 (not at all) to 
3	(nearly	every	day).	A	cut	off	score	of	ten	or	more	
was used to indicate likely depression [83]. The 
Expressions of Moral Injury Scale- Military Version 
(EMIS-M) [15] was used to assess moral injury 
related distress. The EMIS is a 17-item scale for 
assessing beliefs and behaviours following PMIEs in 
a military context. Items are measured on a Likert 
scale (1= strongly disagree, 5= strongly agree) and 
the total possible score ranges from 17 to 85. While 
there	is	no	recommended	cut	off	score,	higher	
scores are taken to indicate worse outcomes and 
maladaptive responses related to PMIEs. 

Treatment delivery information
Data were collected regarding the number of R&R 
sessions patients attended, the number and nature 
of serious adverse events, the number of patients 
who	dropped	out	after	the	first	R&R	session	and	
any patients who were lost to follow up. Serious 
adverse	events	were	defined	according	to	the	
National Research Ethics Service Guidelines [84] 

Qualitative interviews. To gain an in-depth 
understanding of whether R&R was acceptable 
and well tolerated, all veterans taking part in 
the treatment pilot were invited to interview at 
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one point during their treatment by VW. Prior 
to interviews, veterans were informed that their 
interviews would be anonymised with identifying 
information removed on transcription and their 
participation in the interview would not adversely 
impact the care they receive from Combat Stress 
or other services. The one-to-one qualitative 
interviews were staggered, with interviews 
conducted after Session 5, 10, 15 or 20 to gather 
information on veteran’s experience of treatment so 
far, what they had found helpful and what they had 
found challenging. The therapist for the treatment 
pilot	was	also	interviewed	within	the	first	six	
months of delivering the treatment to understand 
their experience of treatment delivery. Interview 
schedules can be found in Appendices 4 & 5. 

The interview schedule was informed by the 
research questions, the broader moral injury 
literature and previous qualitative studies of 
experiences of psychological treatment post-trauma 
[14,33,40,85,86]. Interviews focused on veterans’ 
experiences of accessing treatment at Combat 
Stress,	their	perceptions	of	being	offered	a	novel	
treatment for MI, their experience of receiving 
R&R, aspects of the R&R treatment that did/did 
not work well for them individually, the impact 
of R&R on their daily functioning and wellbeing, 
what they felt were barriers and facilitators to 
treatment, and their perceptions of any outstanding 
support needs. Interview questions were open 
ended, inviting participants to reply in their own 
words.  Interviews were conducted by telephone 
or MS teams and audio-recorded with consent. 
Interviews were transcribed verbatim, with audio 
recordings destroyed following transcription.

Data Analysis 
Quantitative Data Analysis.  STATA 17 was 
used for data analysis. Descriptive statistics were 

calculated for baseline, follow up and change scores 
for outcome measures with paired t-tests used to 
test	for	significant	changes	in	scores	from	baseline.	
Descriptive statistics were also used to examine 
the treatment delivery information to evaluate 
feasibility. 

Qualitative Analysis. Two approaches were taken 
for data analysis: ‘fast and direct’ and ‘slow and 
in-depth’ [87].  The ‘fast and direct’ approach 
involved researchers taking notes of any key 
observations during the interviews, with notes 
collated and shared with the broader research team 
and, where necessary, used to rapidly alter the 
R&R treatment procedures. An example of a rapid 
alteration made included the revision of a title of 
a worksheet where veteran feedback suggested it 
could be framed more positively. The ‘slow and 
in-depth approach’ utilised thematic analysis as 
recommended by Braun and Clarke [28]. This 
analytic	approach	first	required	researchers	to	
be familiar with the data, re-reading transcripts 
several times. The primary author (VW) then used 
an inductive approach to generate initial codes, 
searched	for	and	created	early	themes,	and	finally	
revised the themes. Data collection and both forms 
of analysis took place at the same time, allowing 
developing topics of interest to be explored in 
subsequent interviews and to determine if thematic 
saturation	had	been	reached	[62].	Peer	debriefing	
was regularly used, with feedback sought from 
co-authors (DM & NG) who have several years 
of expertise in moral injury and clinical treatment. 
To	ensure	reflexivity,	a	reflexive	journal	was	kept	
by	the	primary	author	(VW)	to	note	the	influence	
of their own beliefs, expectations, assumptions 
and experiences and prevent premature or biased 
interpretation of the data [88].  
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Results

Quantitative findings 
The 20 participants were 45 years old on average 
(SD 9.2) and the majority (90%, n=18) were 
male (broadly consistent with the make up of the 
UK Armed Forces). All were White British and 
served in the Armed Forces, across branches, for 
an average of 13 years (SD 6.12). Demographic 
information can be found in Table 10. 
Veteran	participants	experienced	a	significant	 

 
 
 
mean improvement for all total scores on the 
primary outcome measures, apart from the 
EMIS. The mean change for each of the primary 
outcomes is presented in Table 11. None of the 20 
participants who enrolled in the R&R treatment 
dropped out of sessions (see Table 12) and all 
patients attended all 20 of the R&R treatment 
sessions, with only one participant lost to follow up. 

Index Total sample (n=20)

Mean age, M (SD) 45.15 (9.17)

Male, n(%) 18 (90%)

Marital status, n(%) 

 Single 2 (10%)

 Married/living with a partner 15 (75%) 

 Divorced/separated  3 (15%)

Education attainment, n(%) 

	 School	≥18	years	 3	(15%)

 Further education 11 (55%)

 Higher education (BSc) 3 (15%)

 Masters/doctoral degree 3 (15%)

Branch, n(%) 

 British Army 14 (70%)

 Royal Airforce 2 (10%)

 Royal Marines/ Royal Navy 4 (20%)

Length of service, M(SD) 12.65 (6.12)

Number of times deployed, M(SD) 4.55 (2.25) 

Years since left the military, M(SD) 13.5 (10.69)

   Table 10: Stage 3. R&R patient demographic information
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Baseline Met case criteria, n(%) Mean score (SD) Mean change from t-test P  
    baseline (95% CI)  value 

PTSD 19 (95.0%) 69.5 (15.3) - -

Alcohol misusea 17 (100.0%) 21.8 (2.7) - -

Depression  20 (100.0%) 23.65 (6.70) - -

MORISb 15 (83.3) 17.6 (6.7) - -

EMISc n/a 56.6 (12.6) - -

1-month follow up    

PTSD 10 (50.0%) 34.85 (19.07) 34.65 (23.6 – 45.71) <0.001

Alcohol misuseb 8 (44.4%) 12.11 (8.07) 9.07 (4.88- 13.25) 0.001

Depression  13 (65.0%) 11.30 (7.36) 12.35 (7.85-16.85) <0.001

MORIS 8 (40%) 9.35 (5.96) 8.26 (4.10 12.42) 0.001

EMISb n/a 50.0 (11.47) 6.63 (-1.42 -14.68) 0.10 

3-month follow upc    

PTSDc 4 (21.1%) 30.63 (16.70) 38.87 (28.5 – 49.25)  <0.001

Alcohol misuseb 4 (22.2%) 8.66 (7.52) 12.51(8.58 – 16.44) <0.001

Depressionc 8 (42.11%) 8.84 (5.04) 14.81 (10.95-18.67) <0.001

MORISd 4 (25.0%) 8.56 (5.18) 9.05 (4.83 – 13.26) 0.001

EMISc n/a 52.63 (12.34) 4.0 (-4.19 -12.2) 0.33 

Note. a= data missing for 3 participants.  b= data missing for 2 participants.   c=  data missing for 1 participant. d = data missing for 4 

participants. n/a = not applicable. PTSD = measured via PCL-5 [89]. Depression = measured by PHQ-9 [82]. Alcohol misuse = measured 

via AUDIT [81]. MORIS = Moral Injury Scale (Williamson et al., under review). EMIS = Expressions of Moral Injury Scale [15]. 

   Table 11: Stage 3 patient outcomes at baseline, 1-month and 3-months post treatment 
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Qualitative findings 
Four core themes and several sub-themes were 
developed.	These	themes	reflected	how	veteran	
patients experienced (i) seeking psychological 
treatment following a PMIEs, (ii) their experiences 
of	being	offered	R&R,	(iii)	their	feelings	and	
responses to R&R therapy, (iv) and their 
perceptions of adaptations needed to R&R to 
improve acceptability. 

Reaching out for treatment 
Veterans who received R&R often described a 
decision to seek treatment from the mental health 
charity when a ‘breaking’ point had been reached, 
often when a spouse or family member insisted 
that they seek formal help. Presenting veterans 
described	that	they	had	had	significant	difficulties	
with feelings of intense shame, anger and guilt 
surrounding the PMIE, with these feelings easily 
triggered by other perceived transgressions they 
encountered later (e.g. feeling extremely guilty 
when running late for a meeting). Veterans reported 
often ruminating or thinking about the PMIE 
and their, and others’, role and responses to the 
event.	Many	veterans	described	having	difficulties	

with how they saw themselves or others – often 
seeing themselves as a bad person and others as 
untrustworthy.	Many	veterans	described	significant	
difficulties	with	sleep,	reactivity	to	loud	noises	(e.g.	
passing helicopters, balloons popping), being quick 
to anger, trouble empathising with others, as well as 
a history of suicidal ideation. 

Veteran: I started getting more stroppy and finding 
myself quite anxious and remembering things…
and wishing I’d done more about that…[and] some 
of the stuff I’d been put through at work it just 
made it worse…because I started doubting myself 
… I was thinking maybe I could have done more 
then, maybe it is me that’s at fault and maybe it 
was my fault and this, that and the other…I’d go 
round and round. (Male) 

Veteran: My wife…said you’ve totally changed 
because …I was drinking heavily, I was just 
shutting things out, I was getting irritable really 
quickly. My mood was up and down but quite 
severely. She said you are not the person you used 
to be. I said well I’m not sleeping. I can’t sleep… It’s 
only when my wife said you need to do something 
because this is having an effect on the marriage 
and the kids can see it Male). 

Outcome N(%)

Drop	out	after	first	session	 0	(0.0%)

Number of R&R sessions attended 20 (100.0%)

3-month follow up attenders  19 (95.0%) 

Adverse events 0 (0.0%)

Note. Number of R&R sessions attended = there are 20 sessions in the R&R treatment manual.

   Table 12: Stage 3 Patient treatment attendance information 
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Experiences of being offered a pilot treatment for 
moral injury 
Many veterans reported receiving treatment for 
their	psychological	difficulties	in	the	past.	However,	
for veteran patients in the present study, being 
offered	the	R&R	treatment	was	often	the	first	
time they had encountered the concept of moral 
injury which was described as resonating with their 
psychological	difficulties	–	a	‘light	bulb’	moment	
for some veterans who described experiencing 
relief	at	finally	having	a	name	for	the	collection	
of symptoms they were experiencing. Veterans 
described that their previous treatments, often 
for PTSD, did not address the root cause of their 
difficulties	or	their	feelings	of	shame,	anger,	or	guilt.	
In some cases, veterans described how previous 
treatments had exacerbated their symptoms and 
following the prescribed number of sessions, little 
additional help had been available for their ongoing 
psychological problems. 

Veteran: They talked about moral injury, and 
something just clicked…I thought, my goodness, 
of course! If you treat the [PTSD] symptoms that’s 
fine… because at least now when bangs happen, 
and helicopters go over I don’t completely freak out 
so that’s much better. But I still haven’t addressed 
the moral injury side of how I feel about the world 
and that keeps coming round. (Male)

Several veterans reported that it was exciting 
or novel to be part of a treatment trial for moral 
injury and considered participating and providing 
feedback as an opportunity to help other veterans 
facing similar struggles. A key factor to engaging in 
the R&R treatment was reportedly a ‘readiness’ for 
treatment, being at a stage in their recovery journey 
where they felt willing to try anything, to devote 
their energy and time to sessions, and continue 
with treatment despite the need to revisit and 
encounter	difficult	emotions	and	memories.	

Veteran: Everything was just in that downward 
spiral where everything that I took from my 
previous [treatment] sessions just wasn’t working. 
…I feel like I’m at the stage where I wanted to give 
it a go and really have a go at it, where other times 
I’ve felt I’d tried it out of necessity of saying well I 
need to do something, this is there I’ll try this. This 
time I thought no, I want to focus on it and really 
get into it and really give it a go, listen a bit more, 
be a bit more engaged in it and give it a real go and 
see if it has some beneficial effects on me. (Male)

Experiences of receiving R&R treatment 

Re-evaluation of the event, in context and one’s role
During the course of R&R treatment, veterans 
were invited to recount the PMIE and other 
challenging events in discussions with the therapist, 
a timeline and letter writing exercises. Veterans 
described that these sessions and exercises provided 
the opportunity to be fully honest about their 
experience, helping them to remember aspects 
that they had forgotten or overlooked, and to 
look at the event from a more compassionate 
‘outsider’ perspective. Treatment that incorporated 
processing of the PMIE memory from an outsider 
or allocentric perspective was considered a key 
therapeutic approach by the interviewed therapist, 
especially if veteran patients had previously 
received PTSD treatment that had included 
reliving sessions. 

Veteran: It’s about being invested in the treatment 
I think… You have to be truthful in writing this 
stuff down because otherwise what’s the point? If 
[you] want it to be effective, so that letter writing 
thing for me was me getting a grip of myself and 
writing down stuff that I really didn’t want to 
write down. I really didn’t want [the therapist] 
or other people to hear about this because I was 
horrified about my own thoughts and feelings at 
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that time. But I want to get better, so you have 
to, it’s just a hurdle to get over isn’t it. I knew 
this treatment wasn’t going to be easy, it was 
just like you know what [the event happened], 
I’ve unlocked it, it gets written down. It was by 
far probably the most effective thing… of all the 
exercises that I’ve done so far. (Male) 

Therapist: I think there is something really 
important…about allocentric versus egocentric 
memory processing with moral injury…. 
Especially if you’ve got a veteran that has gone 
through loads of reliving [PTSD treatment] 
before…There is something… so helpful - rather 
than having that memory of…I was directing the 
drone and this is what I could smell and…see - …
Being able to look at it from an outside perspective 
and see the way that guy was being treated and 
see the way that guy was having to make a quick 
decision. There is something really important [in 
that] … and it’s what the veterans keep saying 
as well, especially the ones that have had PTSD 
treatment before, there has been something 
about being able to look at it from…an outsider 
perspective it’s been really helpful. 

Revisiting the memory of the event in this R&R 
treatment	process	was	experienced	as	difficult	but	
very cathartic, with many veterans describing a 
reduction in their feelings of self-blame and guilt 
as well as reporting reduced rumination. The 
written letters and timeline exercises were materials 
veterans reported that they would return to and 
reflect	on	their	progress	should	they	experience	
difficulties	in	the	future.	Several	veterans	reported	
that the disclosure of the PMIE to the therapist was 
often	the	first	time	that	they	had	told	anyone	of	
the event or their reactions to it and disclosure was 
often a relief. 

Veteran: I told [the therapist] something that I’ve 
never told anyone else, which was quite amazing. 
Hard work though…. It hurts at the time…But 
when you look back, it’s a relief to actually share it 
with someone. (Male)

Veteran: I realise my health is getting worse and 
worse and we all die sometimes and I know it’s 
heading in that direction so…[by doing this] it’s 

wanting…[to] come to peace or…being able to face 
up to things, being able to face the demons…[to] 
put names to them, put faces to them, be no longer 
terrified by them….But I’ll not go… to my grave 
with a part unexpressed, so yes [it’s] been really, 
really, really important. (Male). 

Veteran: The memories will still be in my mind 
but I’ve accepted it now and know how to deal 
with it as far as I’m concerned. …Because they 
happened, simple as that, but …it’s just horrible 
pictures that you keep in your mind. I just blame 
myself for, well I did, I don’t anymore. (Male)

Increased self-compassion and use of adaptive 
coping strategies
Another aspect of treatment veterans described as 
being	extremely	beneficial	was	the	ongoing	self-
compassionate focus of sessions. Veterans reported 
finding	it	helpful	to	receive	encouragement	
and support to incorporate dedicated time for 
themselves in the week (e.g. to meditate, to practice 
a hobby, exercise) as well as making compassionate 
lifestyle changes, including reducing long working 
hours to be more manageable, setting boundaries, 
and revisiting the division of family responsibilities 
so they are not constantly overwhelmed. 

Veteran: We talked a lot about perfectionism and 
that fear of failure…I feel less stressed [now]…I 
have also changed my hours… so I give myself 
more time… it’s partly to do with the way that 
you think about things, but partly to do with 
the recognition of actually it’s acceptable to give 
yourself time and therefore I could change my 
days. It doesn’t have to be me who is back to get the 
kids. My husband can do it on a certain day, so let 
him do it. I don’t feel like I have to do everything 
all the time. (Female). 

Veterans described that they found a number of 
the coping strategies for emotional self-regulation 
taught during the course of R&R to be helpful 
in managing their distress, including breathing 
techniques. Through treatment, veterans reported 
experiencing greater self-compassion and were less 
harsh or punishing towards themselves. Veterans 
described how they had become to feel more 
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accepting	of	difficult	emotions,	such	as	anger	or	
anxiety, when these arose and reported being 
better	able	to	reflect	on	their	thoughts,	feelings	
and behaviours to understand and manage these 
feelings.  

Veteran: [the therapist] went through [my] 
average days and…[asked] when I take time for 
myself [for] reading which I enjoy doing. I like[to] 
paint, I like doing all sorts of different things, but 
I never fitted them in. [The therapist] was like 
try and fit them in. Start with 15 minutes, 20 
minutes, half an hour… She was just encouraging 
me to think of myself and don’t be too hard on 
myself. If I’ve had a hard day there’s nothing 
wrong with being quiet and relaxing and not 
doing anything, taking that time to rest and chill 
out and what have you. I don’t have to be actively 
doing stuff with the kids all the time. It was just 
some really good advice throughout to be fair that 
I’ve never really thought about. (Male)

Veteran: I’ll go and sit in the woods for 20 minutes 
and the dogs are running around and just try and 
switch it off, just be a little bit with nature and 
just try and take a little bit of time for myself… 
there’s quite a lot of reflection really. You have 
to within this [treatment] process, it does make 
you think about things a little bit more even if 
you don’t want to, it kind of just trickles in even 
subconsciously, it’s kind of there. But that shows 
it’s working as well if that makes sense…. I can 
pull some stuff out on a daily basis already and say 
‘yes, you are feeling that’. Some of it is linked to 
lack of sleep, disability and nightmares and stuff 
but it’s given me the ability to just pull stuff out 
from it and say ‘OK cool you are feeling that today 
because of that’. (Male) 

Experiencing improved social connections
Towards the end of treatment, one of the 
R&R sessions included the option of having a 
close companion (e.g. spouse, parent, trusted 
friend) attend. Veterans described how, prior 
to this session, they and the therapist carefully 
discussed what goals the veteran had for the 
session, including what information they did 
and did not want to discuss with their close 

companion and how they wanted to share it. Many 
veterans	reported	finding	this	close	companion	
session extremely helpful as it was considered 
an opportunity to discuss the PMIE and their 
psychological	distress	with	a	significant	other	in	
a safe, structured way and this session reportedly 
improved their companion’s understanding of MI, 
R&R	treatment	and	the	difficulties	they	had	been	
facing. 

Veteran: I think [the companion session] sits 
perfectly, you are beyond halfway through the 
course so obviously I’m confident by that stage 
with talking to [the therapist], I’ve got trust in 
her … I was comfortable with it, and I think the 
way that it was structured, the way that me and 
[the therapist] built a plan before we came into 
[the session]… so I knew how things were going 
and I think it worked well. The only thing I was 
nervous about was just reactions from my wife 
because there’s stuff that I’ve told nobody before 
or there’s parts of my work that…I’ve not really 
spoken about. So I’ve opened up a lot more… and 
just talk more in depth. Obviously, she knows 
what I did in the military but just to talk more in 
depth over the things that I think have affected me 
and why they’ve affected me. (Male)

Veteran: My partner…she was able to come along 
and be part of the accompanied session, which 
again was very, very beneficial for her because 
I was able to open up and speak to her about 
particular incidents because she’s had no exposure 
to the military whatsoever prior to us meeting 
and obviously us trying to build a life together 
she wanted to know about how it affected me 
and what had happened so that she was able to 
best support me in the future. So again that was 
beneficial as difficult as it was and as emotional 
as it was that particular session it definitely 
helped her to have a better grasp of what I’ve gone 
through and for her to find out that there was a 
period last year that I didn’t want to be around 
anymore. (Male).

Similarly, the therapist described how this session 
provided veterans with the opportunity to practice 
discussing the PMIE with others in a contained 
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way	–	as	many	veteran	patients	had	difficulties	
sharing their PMIE experience - and a supportive 
response from a close companion was very 
therapeutic and de-shaming for the veteran. Several 
veterans described how, following this session, 
they went on to have more open discussions with 
their companion outside of treatment about their 
difficulties	and	felt	more	able	to	approach	their	
companion for support when needed. Six veterans 
who chose not to include a close companion 
(i.e.	due	to	relationship	breakdowns,	difficulties	
arranging a time where the companion could 
attend), instead used the session to describe what 
they would say to a companion about their moral 
injury and reported that this was also experienced 
as	cathartic	and	beneficial.	

Therapist: What we did instead [of having a 
companion attend] was we used the session to 
write a…letter…[the veteran] had children…
and they were saying ‘well if my children ask me 
about moral injury or my sessions in the future 
what would I want to tell them?’ So that’s what 
we covered in the session, and it was…a bit of 
an outline…of what you’d want to include in 
the letter, what you wouldn’t want to include…
how you want to explain what we’ve covered 
in the therapy. It was…almost like having the 
close companion there, but it was just having 
it in written format instead…I think the close 
companion session is important because it gives 
someone the tools to be able to explain it to someone 
else if they want to in a containable way.

Beyond the inclusion of a close companion, 
veterans described experiencing improvements 
in social connectedness in other ways. Several 
veterans described that due to their past PMIEs, 
they	identified	as	‘perfectionists’	with	a	deep	fear	of	
failure and situations where they felt out of control. 
Veterans described receiving support during 
R&R to try small experiments (e.g. to not plan a 
weekend in advance, to try a new hobby, to try a 
different	childcare	routine)	and	to	reflect	on	this	
experience and their feelings. This was reportedly 
very	beneficial	in	building	their	confidence	but	
also their connections with others. As detailed in 
the previous theme, as veterans reported feeling 

more	accepting	of	difficult	feelings	and	developing	
adaptive coping strategies, they also described how 
their relationships with friends and family members 
had improved over the course of R&R treatment; 
they spent more quality time together and they felt 
more able to share how they were feeling. 

Veteran: [I’m] talking loads more with my wife 
about it. I’ve become quite passive, quite calm 
within stuff, I’m reacting to the children a little 
bit less… I am able to put that on to conversations 
with the kids and open up a little bit more and 
just be a little bit kinder to myself. I think they 
can see a softness within me. My daughter came 
up and gave me a hug yesterday and just said 
‘you alright, how did treatment go today’…So, 
conversations are getting better, softer and more 
understanding since starting this [treatment], 
which is fantastic. (Male)

Re-evaluation of values
Throughout treatment, veterans were encouraged 
to evaluate their core values. Veterans described 
how they examined their pre-PMIE values, which 
were often values instilled during military service, 
and whether these values were still meaningful to 
them now or whether amendments were needed. 
Examining one’s current values was reported by 
veterans as an important part of being more self-
aware. Carefully considering one’s core values also 
helped veterans to think about their future in a 
more	positive	way	by	actively	reflecting	on	ways	
to behave and respond to others in line with their 
values. They described how using their present 
core values helped to guide their decision making, 
and this values-based work also served to increase 
empathy as they were more able to consider how 
others	may	hold	different	values	which	shape	their	
actions/responses.  

Veteran: To me it’s all about making, I wouldn’t 
say a better me but getting myself to a place I want 
to be… my values standards have pretty much 
been set by the Army… To then go completely 
against your values for five years, that [values] 
session was probably one of the strongest and 
most important for me especially to learn…to 
look at what these values and standards mean in 
everyday life and to be able to say ‘well actually I 
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don’t need that value anymore’ … and to actually 
pick ones that you wanted to move forward with 
… and look at what I need now to be happy. 
(Male). 

Veteran: Because you’ve got to think about what 
your value was …I think is quite a powerful tool 
[to think] why you are behaving the way and 
which direction you are going in and what things 
would be beneficial for you later on... And realise 
that other people’s values are different and that’s 
why they behave in a different way. (Female) 

Aspects of R&R that could be improved or altered
Most veterans described that they felt that 20 
was the right number of sessions as it provided 
enough time to discuss and address their PMIE 
and moral injury-related symptoms in detail. They 
also reported that while therapy face-to-face in a 
clinic may allow for more social cues to be picked 
up, many felt that therapy delivered online allowed 
them to be more vulnerable and open than in 
person and online treatment meant they did not 
have	to	take	time	off	work	or	travel	long	distances.	

Veteran: [Online] it’s convenient really…some 
people might find it’s not as personable but I think 
it is having that person up on the screen is just 
as effective as being sat there face to face. I think 
I’d find the sessions a little bit harder maybe in 
person because I’d be a little bit more guarded. You 
potentially wouldn’t [open] up as much because of 
this person that I am, the person that I profess to 
be… and I should be not breaking down in front 
of people. Whereas over Teams… I’ve been able to 
open up a little bit more than I would have been 
able to do face to face (Male)

Veterans also described the importance of the 
time taken by the therapist in the early sessions to 
build rapport and trust. While veterans reported 
that they preferred the one-to-one nature of the 
R&R treatment, they did describe how they would 
have valued additional opportunities to receive 
peer support, with several veterans going on to 
access the peer support programmes available at 
the	mental	health	charity	after	finishing	treatment.	
Veterans suggested that future trials could include 
more information about how R&R had been co-

designed with military veterans - as this would 
foster	confidence	and	trust	in	the	therapy	-	and	
the inclusion of information about the treatment 
appropriate for families. It was also suggested 
that future trials could provide information and 
worksheets in alternative formats to be more 
accessible to individuals with special educational 
needs (e.g., including more infographics or audio 
recordings of text). Finally, the therapist and a 
small number of veterans described how despite 
experiencing	significant	improvements	in	their	
PMIE	difficulties	and	reductions	in	feelings	of	
shame, anger and guilt, these veterans did have 
some	non-	moral	injury	related	difficulties	following	
R&R treatment – such as fears of loud noises or 
being in crowded places – which would require 
further support from other services available at the 
mental health charity.  

Veteran: I don’t know whether there could have 
been just a bespoke [information sheet]…because 
when all the information is written down, it’s 
directed at me whereas…it would be good to have 
a little guide that explains to them…about moral 
injury and explains about the treatment process 
and then also maybe how they can support during 
the treatment and look after themselves as well 
because people seem to forget that they are right 
there and they get a lot of the brunt and go through 
everything and he is trying to Google stuff to find 
out what best to do but Google isn’t really a very 
reliable resource. Whereas if he had a resource 
that was from yourselves, and it was specific to the 
[R&R] course then that might be helpful. (Female)

Therapist: For one [veteran]… I will get to the 
end of sessions and I’ll go, oh he’s doing really 
well, the moral injury events processing them… 
but he’s still really anxious about going out in 
crowds… I’m like well actually we’ve done our job 
here… crowds are nothing to do with moral injury 
events, it’s to do with other military experiences. 
So, I think in terms of working with the moral 
injury itself, I haven’t come across anything yet 
[in R&R] which has been left out but realistically 
working with a veteran population [they] have 
multiple other PTSD events that aren’t morally 
injurious and they sometimes need help with those 
bits afterwards.  
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Conclusions drawn from the Stage 3 
Pilot with Veteran Patients at  
Combat Stress

The aim of this study was to examine how the 
co-designed R&R treatment was experienced by 
patients, whether it was perceived as acceptable, 
well	tolerated	and	feasible.	Three	key	findings	
were observed. First, all patients attended all 
R&R treatment sessions with no dropouts and 
no serious adverse events. Second, statistically 
significant	reductions	in	PTSD,	depression,	
moral injury-related distress and alcohol misuse 
were observed at 1-month and 3-months post-
treatment compared to pre-treatment baseline. 
Third, patients told us that they experienced 
R&R	as	beneficial	and	reported	positive	changes	
in their perceptions of the PMIE, increased self-
compassion, improved social connections and 
greater use of adaptive coping strategies. 

A common challenge faced by trauma-focused 
treatment trials for military personnel/veterans is 
the high rates of treatment dropout, which are often 
higher than civilian trials [29,30]. The published 
literature highlights that military veterans report 
dropout of treatment because of perceived PTSD 
treatment	ineffectiveness,	work	interference,	
confidentiality	concerns,	insufficient	time	with	a	
therapist and stigma related concerns [29]. Previous 
studies have also found that veterans with moral 
injury can experience manualised trauma-focused 
PTSD treatments as inadequate as these treatments 
do not fully address their distress following PMIEs 
[90]. No participants dropped out of this treatment, 
and only one participant was lost to follow up in 
this pilot feasibility study which suggests that R&R 
is feasible for delivery in its current format. It is also 
considered acceptable and well tolerated by veteran 
patients. That no adverse events were reported 
suggested that R&R is unlikely to cause harm. 
Additional research is needed to compare patient 
engagement with R&R and ‘treatment as usual’ 
for	moral	injury-related	mental	health	difficulties,	
to better understand how patients engage with and 

tolerate R&R and whether R&R may be a superior 
treatment option for those with moral injuries. 

Patients who received R&R treatment reported 
a	significant	reduction	in	their	symptoms	of	
PTSD, depression, and alcohol misuse. A 
statistically	significant	reduction	in	moral	injury-
related distress as measured by the MORIS, a 
moral injury screening tool validated for use in 
UK samples (Williamson et al., under review), 
was also found. However, no statistically 
significant	changes	were	observed	in	patient	
expressions of moral distress post-treatment as 
measured by the EMIS [15]. There have been 
some noted methodological problems with the 
EMIS as several EMIS items measure both 
transgressive	acts	and	effects	(i.e.	‘I	sometimes	
lash out at others because I feel bad about things I 
did/saw in the military’). Assessing both the cause 
and	effect	in	the	same	item	suggests	a	connection	
between the two that may not be present [68]. 
The MORIS assesses event exposure separately 
from moral injury-related distress. Further, the 
EMIS was developed to understand expressions of 
moral injury related distress, rather than explicitly 
targeting moral injury. It is also possible that a lack 
of	significant	change	in	EMIS	scores	indicates	
that some patients continued to experience some 
PMIE-related distress post-treatment, although 
the	qualitative	findings	suggested	that	ongoing	
psychological	difficulties	post-treatment	largely	
related to re-experiencing symptoms. It may be 
useful	to	include	validated	measures	specifically	
designed to assess symptoms of shame, guilt 
and anger post-trauma (e.g. Trauma-related 
Guilt Inventory, [91]) to better understand 
patient outcomes in future evaluations of R&R. 
However,	the	benefit	of	this	must	be	balanced	
against the need to not overburden patients with 
lengthy questionnaires. Nonetheless, that patients 
consistently	reported	a	significant	reduction	in	
PTSD, depression and alcohol misuse symptoms 
following treatment via R&R is extremely 
promising and indicates that R&R may be an 
effective	treatment	with	benefits	of	the	therapy	
maintained three months post-treatment. 
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 The qualitative results of this study highlight 
that patient experiences of the R&R treatment 
were largely positive. Previous studies have found 
that individuals who experience moral injury often 
struggle with intense feelings of guilt, shame and 
anger, report a breaking down in their relationships 
with others, and engage in self-punishing and risk-
taking behaviours to cope with their distress [11]. 
That veterans described an improvement in areas 
that have been conceptualised to be important in 
moral injury recovery [14,22,32,33] – namely, their 
moral injury-related symptoms, improvements in 
social connectedness, greater self-compassion and 
use of adaptive coping strategies – suggests that 
R&R was helpful and acceptable to patients. A key 
challenge found in previous studies investigating 
the treatment of patients with moral injury has been 
that	patients	experience	difficulties	disclosing	the	
PMIE and their associated distress during therapy 
[34]. That patients who received R&R reported 
feeling able to disclose the event and their feelings 
to the therapist, and to a close companion in some 
cases,	and	the	experience	of	disclosure	as	beneficial	
is also promising. As this study was run during the 
social distancing restrictions of COVID-19, online 
treatment	of	R&R	was	offered	and	experienced	
positively by patients (i.e. more convenient than 
face-to-face, patients felt more able to disclose 
difficult	feelings),	whether	there	may	be	added	
benefits	to	delivering	R&R	face-to-face	is	unknown	
at	this	stage.	Furthermore,	patients	identified	
several areas of the R&R treatment process that 
could be improved (i.e. using infographics). These 
recommendations may not only increase the 
acceptability of R&R in future evaluations but may 
also be useful for other studies aiming to develop 
acceptable treatments for trauma-exposed samples.  

Strengths and limitations
This study has a number of strengths and 
limitations. First, the study included both male 
and female veterans from all branches of the UK 
military. Second, we assessed veteran outcomes 
at a number of points (i.e. one month and three 
months post-treatment) and included qualitative 

interviews to better understand veteran patients’ 
lived experiences of receiving treatment. A 
limitation of the present study is that, despite 
evidence that patient symptoms improved post-
treatment, without a control or comparison 
group it is not possible to determine at this stage 
how much of a reduction in symptoms is due to 
R&R. Further, given the design of the current 
trial,	it	was	not	powered	to	detect	significant	
reductions in health outcomes, but rather to 
explore	the	feasibility	of	offering	R&R.		As	a	
pilot feasibility study, it was beyond the scope 
of this study to include a control or comparison 
group. A randomised control trial is needed 
to compare R&R to the treatments currently 
offered	to	veterans	with	moral	injury	related	
mental	health	difficulties	to	better	understand	
R&R’s	efficacy.	Future	studies	should	also	utilise	
diagnostic interviews which are the gold standard, 
rather than self-report measures of mental health 
outcomes that were used in the present study. 

Conclusions

This	study	presents	some	of	the	first	evidence	
of an acceptable, well tolerated treatment for 
moral	injury-related	mental	health	difficulties	
for UK military veterans. Patients who received 
the R&R treatment, delivered one-to-one 
online,	reported	a	significant	reduction	in	
PTSD, depression, alcohol misuse and moral 
injury-related symptoms compared to baseline. 
Given that patients found the treatment 
acceptable, helpful and feasible, once R&R 
is further evaluated, it may be possible to 
recommend this treatment to UK veterans 
who have experienced PMIEs during military 
service	and	are	suffering	with	moral	injury.	
Whether	R&R	may	be	beneficial	to	other	non-
military groups who struggle with moral injury 
should be investigated. 
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Appendix 1 

The visual representation of R&R’s proposed components shown to Veterans in Stage 2

  

Section 1

Section 2

Section 3,4,5

Section 6,7,8

Section 9,10,11,12

Section 13,14

Formulation & 
treatment planning

Rapport & resource 
building

Recounting the event

Evaluating response 
to an event

Resource building

Raising self 
compassion

Developing rapport/trust. Establishing limits of 
confidentiality.	Teaching	adaptive	coping	skills.

Developing rapport/trust. Providing psycho-
education about moral injury and its impact, discuss 
common issues that might arise in therapy, make 
referrals to necessary support, and teaching adaptive 
coping skills (e.g. relaxation, meditation skills).

Providing account of the event, the meaning and its 
impact. Discuss current understanding of the event, its 
impact on one’s beliefs. Begin a letter writing exercise 
about the event. Encourage practice of adaptive 
coping strategies.

In-depth review of account of the event. Examine 
feelings of grief, guilt, shame, anger, betrayal, and trust 
and how these can be addressed. Begin to examine 
definitions	of,	and	barriers	to,	forgiveness.	Continue	
the letter writing exercises about the event and its 
impact. 

Explore	and	reconstruct	difficulties	faced	in	how	
one relates to one’s self and others (e.g. trust, power, 
esteem issues) related to the event. Begin to evaluate 
the values one held pre-event and identify core values. 
Engage in activities that are meaningful in life and 
consistent with core values. 

Restoring or increasing self compassion by exploring 
and expressing self compassion and forgiveness of 
self/others. Provide compassion-focused therapy 
psycho-education, begin to challenge self-criticism 
and develop the compassionate self, carry out mindful 
exercises. Letter writing focused on what would help 
you to move on and whether it’s possible to forgive 
and have compassion.
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Section 15,16 

Section 17,18,19

Section 20

Section 21

Restoring 
relationships

Renewal & 
reconnection

Check in - 1 month

Check in - 3 months

Engaging in reconnection with friends, family 
members or community. Examine whether 
relationship breakdowns have occured, how and if 
these	can	be	repaired.	Have	a	significant	other	bear	
witness to a (therapist supported) recounting of event. 
Provide psycho-education to the companion.

Engaging in activities to meet value-based goals, 
making a longer term plan for life course that is 
consistent with the best parts of the self. Letter writing 
exercise that focuses on how one thinks about the 
event	and	its	impact	now.	Reflect	on	progess	made	
in treatment, highlighting meaningful changes or 
developments. Continued work on values and making 
a plan to live according to those values. Develop a 
plan if setbacks are experienced and how to reestablish 
more adaptive coping strategies. 

Top up session, check in how patient is going, 
reinforce	or	support	any	aspects	they	are	finding	hard.	
Make referrals if necessary.

Follow up.
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Professionals Interview Schedule 

•		Have	you	provided	ongoing	care,	support	or	
research with patients [or participants] who were 
exposed to morally injurious events? 

•		What	might	lead	you	to	consider	that	a	patient	
might be experiencing a moral injury?
•		What	symptoms	would	you	look	for?	

•		What	do	you	consider	is	different	about	patients	
presenting with moral injury related ill-health 
to those presenting with other mental health 
conditions?

•		Has	their	morally	injurious	experience	changed	
their daily functioning?
•		Has	their	morally	injurious	experience	changed	

how they view themselves as a person? Why or 
why not?

•	 Has	the	event	impacted	how	patients	make	
sense of life and its meaning?

•	 Has	it	affected	their	spirituality	or	religious	
beliefs?

•	 Has	the	event	affected	their	relationships	with	
others?

•	 Has	the	event	had	any	impact	on	their	work?
•	 Has	the	event	impacted	how	theirs	views	of	and	
their	relationship	with	authority	figures?

•	 Has	their	experience	changed	how	they	care	for	
themselves? 

•	 Has	it	impacted	on	the	lives	of	their	family	and	
friends?

•		How	have	you	approached	working	with	patients	
to address these issues?

•		How	does	this	approach	compare	to	treatment	for	
individuals with other trauma types?
•		What	are	the	pros	and	cons	of	the	approaches	

you have used? 

•		In	your	view,	what	advances	have	been	made	
in our understanding of moral injury in recent 
years? 
•		What	research/literature/resource	has	been	

most helpful to you? 

•		What	ways	of	treating	moral	injury-related	ill-
health are you aware of? 
•		What	are	your	views	of	these	treatments?	
•		Are	these	treatments	well	tolerated	by	patients?	

Why or why not?
•		Would	it	matter	if	treatment	was	delivered	face	

to face or not? What might work best?

•		What	are	some	of	the	major	challenges	of	
working with patients to address symptoms 
following moral injury?
•		Typically,	how	many	treatment	sessions	do	

they need? How does this compare to non-
morally injured patients? 

•		Which	moral	injury	related	symptoms	are	
particularly challenging to treat? How do you 
address these?

•		What	is	it	like	for	you	to	provide	treatment	in	
cases for moral injury?
•		Is	there	any	other	support	or	training	you	would	
find	helpful?	

Appendix 2 

Interview guide used with Stage 2 Leading Professionals 
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Veteran Interview Schedule 

•	 During	your	military	service,	did	you	ever	
experience an event(s) that challenged your belief 
of who you are, of the world we live in, or your 
sense of right and wrong?
•	 If	multiple	events,	which	experience	did	you	
find	most	distressing?

•	 Can	you	briefly	describe	this	experience?
•	What	happened?
•	What	were	your	reactions	at	the	time?

•	 How	often	do	you	think	about	the	event	now?
•	 Are	there	any	thoughts	or	feelings	you	have	
found	difficult	to	cope	with?	

•	 Has	this	event	changed	the	way	you	see	yourself	
as a person?

•	 Has	this	event	affected	the	way	you	interact	with	
others?

•	 Has	the	event	had	any	impact	on	your	mental	
health or how you feel emotionally?

•	 Have	you	had	formal	mental	health	treatment	or	
support	for	these	difficulties?	
•	When	did	you	get	treatment?	
•	 How	long	after	the	event?	
•	What	led	to	you	seeking	treatment	for	this	

problem?
•	What	was	the	treatment	like	for	you?
•	 Do	you	think	the	treatment	was	effective?	
•	 How	satisfied	were	you	with	this	support?	
•	 Looking	back,	is	there	any	advice,	care	or	

support that would’ve been helpful?
•	 How	did	you	hear	about	the	service	(e.g.	

referral)?

•	What	do	you	think	are	important	features	for	
psychological treatment following challenging 
military events?
•	 Should	treatment	be	face-to-face,	or	can	it	be	

delivered online?
•	What	key	issues	should	treatment	address?	
•	What	treatments	are	you	aware	of	that	

currently exist?
•	Do	you	think	such	treatments	are	effective?	

Why or why not? 

Participant is shown R&R draft outline and given 
time to read it and ask questions. 

•	What	do	you	think	about	the	proposed	manual?	
•	What	were	your	initial	thoughts	on	reading	it?	

•	 How	does	it	compare	to	the	treatment	you	
received or other treatments you are aware of? 
•	What	features	are	similar/different?	

•	 Do	you	think	there	are	any	aspects	missing	from	
the manual?
•	 Could	any	issues	experienced	by	veterans	go	

unaddressed? 

•	 Are	there	any	changes	to	the	manual	you	think	
would be helpful? 
•	What	features	would	you	alter?	Why?	

•	 How	do	you	think	patients	who	receive	this	type	
of treatment will respond?
•	Will	their	symptoms	improve?	Why	or	why	

not? 

•	What	do	you	think	about	the	length/number	of	
treatments patients will receive?
•	 Should	more/fewer	sessions	be	offered?	

•	 Are	there	any	other	aspects	of	the	manual	you	
feel researchers ought to be aware of? 

Appendix 3

Interview guide used with Stage 2 Veterans who reported experiencing PMIEs   
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Indicative guide for in-depth interviews with R&R 
patients

•	 How	have	you	found	getting	mental	health	
treatment from Combat Stress so far?
•	What	made	you	want	to	seek	help?	
•	Were	there	any	issues	or	concerns	you	were	

hoping treatment would help with?
 

•	 How	did	you	find	being	offered	the	new	
treatment at CS? 
•	What	did	you	think	about	the	treatment	when	
the	therapist	first	explained	it	to	you?	

•	What	did	you	hope	to	get	out	of	taking	part	in	
this treatment? 

•	 Did	you	have	any	concerns	at	this	stage?	
•	Was	there	anything	you	think	could	have	been	

done to encourage you/others to get involved? 
•	Was	there	any	more	information	you	would	

have liked to have had? 

•	 How	did	you	get	on	with	the	initial	
questionnaires and consent forms?
•	Was	there	anything	that	you	found	difficult	in	
filling	in	the	questionnaires/consent	forms?	

•	Was	there	anything	that	could’ve	been	made	
easier for you here? 

•	Was	there	anything	you	feel	you	gained	or	
learnt	from	filling	in	the	questionnaires?

•	What	did	you	think	about	everything	being	
online/remote? 
•	 How	do	you	think	this	compares	to	a	F2F	

treatment? 
 
•	What	aspects	of	treatment	have	gone	well?	

•	When	do	you	find	time	to	work	through	your	
homework?
•	What	things	help	you	to	engage?	What	things	

can get in the way?

 

•	 Are	there	any	changes	to	the	manual	you	think	
would be helpful? 
•	What	features	would	you	alter?	Why?	

•	 How	do	you	feel	about	managing	your	
emotional/psychological	difficulties	having	
started/done treatment? 
•	 Has	your	knowledge	or	confidence	changed	

since accessing treatment? 
•	 Has	there	been	any	change	in	your	family	life	

since taking up the treatment? 
•	 Have	you	become	aware	of	any	new	sources	

of support as a result of being part of the 
treatment? 

•	 How	does	this	treatment	compare	to	treatments	
you have had previously or other treatments you 
are aware of? 

•	 How	do	you	feel	about	the	number	or	length	of	
sessions? Are there not enough or too many or 
just right? 
•	 How	have	you	found	the	1	month	break?	OR	

How do you feel about there being a 1 month 
break? 

•	 In	an	ideal	world,	is	there	any	other	support	or	
help you would’ve liked to receive?  
•	 Could	anything	have	been	made	easier	for	you/

others to keep engaging with treatment? 

•	 Have	you	spoken	with	other	people	about	the	
treatment you’ve received? 

•	 Is	there	anything	we	can	do	to	make	sure	the	
treatments works well for other veterans in 
future? 

 

Appendix 4 

Interview guide used with Stage 3 veteran patients receiving R&R at Combat Stress   
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Therapist Interview Schedule 

•	 Can	you	describe	the	care	you	have	delivered	to	
veterans who were exposed to morally injurious 
events? 

•	What	might	lead	you	to	consider	that	a	veteran	
might be experiencing a moral injury?
 What symptoms would you look for? 
•	 How	do	you	determine	whether	a	patient	is	

improving with treatment? 

•	What	are	some	of	the	major	challenges	of	
working with veterans to address symptoms 
following moral injury?

•	 How	did	you	feel	about	delivering	the	R&R	
treatment manual to veterans who had 
experienced moral injury? 
•	Were	there	any	initial	concerns/questions	you	

had about the feasibility study? 
•	Were	these	concerns/questions	addressed?	

•	What	did	you	initially	think	about	the	R&R	
manual? 
•	What	were	your	initial	thoughts	on	delivering	

it? 

•	 How	does	it	compare	to	the	support	or	treatment	
you delivered in the past or other support/
treatments you are aware of? 
•	What	features	are	similar/different?	

•	 Do	you	think	there	are	any	aspects	missing	from	
the manual?
•	 Are	any	issues	experienced	by	morally	injured	

veterans unaddressed? 
•	 Are	any	alternations	needed	to	better	fit	

veteran’s needs? 
•	 Does	the	module	address	difficulties	faced	in	

veteran’s personal and working lives? Why or 
why not? 

 

•	 Are	there	any	changes	to	the	manual	you	think	
would be helpful? 
•	What	features	would	you	alter?	Why?	

•	 Are	there	any	particularly	positive	features	to	the	
manual?
•	Why	do	you	like	this	aspect?	
•	 Could	this	feature	improve	veteran’s	recovery?	

•	 How	have	patients	who	receive	this	treatment	
module responded?
•	 Have	their	symptoms	improved?	Why	or	why	

not? 

•	What	do	you	think	about	the	length/number	of	
treatments patients receive as part of this manual?
•	 Should	more/fewer	sessions	be	offered?	Why?	

•	What	training	or	support	did	you	have	to	deliver	
this manual?
•	Was	there	any	other	training	or	support	you	

would have liked to receive?  

•	 Are	there	any	other	aspects	of	the	manual	you	
feel researchers ought to be aware of? 

•	What	is	it	like	for	you	to	provide	R&R	treatment	
in cases for moral injury?
•	 Is	there	any	other	support	or	training	you	would	
find	helpful?	

 

Appendix 5

Interview guide used with Stage 3 therapist delivering R&R treatment at Combat Stress
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Abstract 
Objectives: Studies have found that moral injury 
(MI) can be easily missed in clinical assessments 
and most measures of MI have been developed 
for and with US military samples. As MI is 
increasingly recognised in non-military samples, 
existing scales may not be appropriate to civilian 
experiences. 
Design: To design and validate the Moral Injury 
Scale (MORIS), a self-report measure of exposure 
to potentially morally injurious events (PMIEs), 
MI-related distress and risk/protective factors, in 
the UK general population using exploratory and 
confirmatory	factor	analysis.	
Setting: UK general population. 
Participants: We administered an initial set of 
47 items to 670 participants and conducted 
exploratory factor analysis. The reduced MORIS 
was administered to an independent sample of 407 
participants	and	confirmatory	factor	analysis	was	
conducted. 
Primary outcome measures: The validity and 
performance characteristics of the MORIS were 
assessed against validated measures of mental ill 
health. Receiver operating characteristic (ROC) 
curves	were	used	to	calculate	a	likely	cut	off	score	
for detecting conditions that are associated with 
moral injury.  
Results: Analysis yielded factors for assessing 
exposure to PMIEs; time since event; MI-related 
distress; and risk and protective factors. Good 
convergent validity was evidenced against the 
measure of MI and mental health symptoms. 
Confirmatory	factor	analysis	demonstrated	a	good	
fit	for	the	model.	ROC	analysis	showed	a	cut	off	
score	of	≥12	(ROC	0.77;	95%	CI	0.70	-	0.85)	
could be indicative of MI. 

Appendix 6

The design and validation of the Moral Injury Scale in the UK general population: MORIS
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Conclusions: This study found that the MORIS 
is a valid assessment of MI and could be used to 
explore the severity of MI-related distress in the 
aftermath of trauma.
Data set information: please see data availability 
statement. 
Trial registration number: N/A

Strengths and limitations
•	 This	study	included	two	large,	independent	

samples representative of the UK general public 
to evaluate the MORIS. 

•	 Given	the	recruitment	approach	used,	it	is	
possible there may be biases associated with 
a population that responds to studies hosted 
on recruitment platforms rather than random 
selection.

•	 It	was	beyond	the	scope	of	this	study	to	translate	
the MORIS into non-English languages so the 
findings	of	this	study	cannot	necessarily	be	
generalised to non-English speaking UK samples.

Moral injury is increasingly recognised as a public 
health	concern,	affecting	a	range	of	professionals	
from healthcare workers, military personnel, 
veterinarians	to	first	responders.	Moral	injury	
describes the intense negative reactions and distress 
experienced after actions, or the lack of them, 
which violate one’s moral or ethical code (1,2). 
Potentially morally injurious events (PMIEs) are 
categorised as: acts of commission (e.g., such as 
a	police	officer	unintentionally	injuring/killing	a	
civilian during an arrest); omission (e.g., military 
personnel being unable to help locals due to rules 
of engagement); and betrayal by trusted others 
(e.g., a healthcare worker being provided poor-
quality safety equipment) (3). While most moral 
injury research conducted has been carried out in 
military samples, moral injury is not unique to any 
particular profession or occupation and has been 
found to be experienced by a range of populations 
(4–6).

Experiencing a moral injury can profoundly 
affect	an	individual’s	view	of	themselves,	others	
and the world around them (2). Following PMIE 
exposure, individuals report experiencing intense 
feelings of shame, guilt & anger, as well as sadness, 
anxiety and disgust (1,7). Individuals also report 
a negative change in their own thoughts and 

beliefs (e.g. “I am a monster”), and often employ 
maladaptive	coping	strategies	in	an	effort	to	manage	
their distress (e.g. self-harm, risk taking, substance 
misuse) (8). Moral injury itself is not a disorder or 
diagnosable, but these pernicious changes in beliefs 
& behaviours can lead to the development of moral 
injury-related mental disorders. Exposure to PMIEs 
has	been	found	to	be	significantly	associated	
with symptoms of post-traumatic stress disorder 
(PTSD), depression, anxiety, suicidality & alcohol 
misuse (4,9–11). 

Despite the focus of the research community into 
moral injury in recent years (12), how moral injury 
and PMIEs are conceptually distinct from PTSD 
and criterion A events (i.e., ‘exposure to actual or 
threatened death, serious injury, or sexual violence’ 
(13)) remains subject to debate. Individuals who 
experience ‘classically’ traumatic events, involving 
threats to self or others, can present with symptoms 
of PTSD; however, it is not uncommon for them 
also to report symptoms characteristic of moral 
injury (i.e., shame, guilt, anger, worthlessness). 
It has been argued that there are some clear 
distinctions between PTSD and moral injury 
(1,14,15). Those experiencing symptoms following 
PMIEs often have increased negative cognitions 
relating to self, self-blame, sadness & increased 
re-experiencing symptoms compared to those who 
have experienced life-threat traumas (16). Those 
exposed to PMIEs also have increased suicidality 
and rumination (17,18). Large representative 
studies	of	US	veterans	find,	after	controlling	for	
trauma history, psychiatric history & demographic 
characteristics, that people exposed to PMIEs are at 
increased risk of psychiatric symptoms than those 
not exposed (19).

Cases of moral injury have been found to be 
particularly challenging for clinicians to treat (20). 
Currently, no validated treatment for moral injury 
mental	health	difficulties	exists	and	it	is	argued	that	
existing trauma treatments may not adequately 
address	the	negative	sequalae	of	those	affected	
by PMIEs (21). Importantly, clinicians report 
that moral injury can be easily missed in clinical 
assessments (20) which can lead to inappropriate 
treatments	being	offered	and	poorer	patient	
outcomes. 

The majority of measures of moral injury have 
been developed for and with US military samples 
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(e.g. (22,23)). Several of these scales have then 
been later adapted for use in non-military samples 
(24,25). For example, the original military-focused 
Expressions of Moral Injury Scale (EMIS) was 
adapted for civilian use (EMIS-C) by generalising 
the language of included items (e.g. EMIS item 
‘My military experiences have taught me that it 
is only a matter of time before people will betray 
my trust’ was replaced with ‘My experiences have 
taught me that it is only a matter of time before 
people will betray my trust’) (26,27).

Although the suitability of these adapted 
measures for measuring experiences and 
expressions of moral injury in civilian samples 
remains unclear. As moral injury is increasingly 
recognised in non-military samples, given the 
considerable	differences	that	can	exist	between	
civilians and military personnel when considering 
PMIEs (e.g. the nature/frequency of challenging 
events they may be exposed to; the training 
received; responses to events; the psychological 
care available; etc), it is possible that existing scales 
may not be appropriate to civilian experiences 
(28).	Moreover,	existing	scales	often	suffer	from	
methodological problems, with single items 
asking about both exposure to PMIEs and the 
psychological impact of exposure which may 
conflate	exposure	with	impact	and	introduce	bias	
(29). 

Moreover, existing measures of PTSD may 
not fully encapsulate the various types of PMIEs 
reported (e.g. perpetration, omission or betrayal 
events) or adequately assess guilt, shame, anger 
and other symptoms characteristic of moral injury. 
Finally, with many measures being developed 
in a US (military) context, whether they are 
acceptable and relevant to non-US populations is 
also unknown. In order to conduct high quality 
research into the experience and impact of moral 
injury, there is a need for reliable, valid assessments 
that measure both PMIE exposure and impact. 
Reliable assessment of PMIE exposure and 
associated psychological responses could help 
further our understanding of the development 
and maintenance of moral injury-related mental 
health	difficulties	and	identify	incident	specific	
intervention targets. 

Method
The authors assert that all procedures contributing 
to this work comply with the ethical standards of 
the relevant national and institutional committees 
on human experimentation and with the Helsinki 
Declaration of 1975, as revised in 2008. This study 
received ethical approval from King’s College 
London Research Ethics Committee (HR-20/21-
22837).

Participants 
Participants were recruited from an online 
recruitment	platform,	Prolific	(www.prolific.
com),	between	January	-	August	2022.	Prolific	
provides the option to recruit a sample nationally 
representative	of	the	UK	which	is	stratified	by	
age, sex and ethnicity based on census data (see 
https://researcher-help.prolific.co/hc/en-gb/
articles/360019236753-Representative-samples). 
Participation took on average nine minutes and 
participants were paid up to £8.83. Prior to 
participation, potential participants were provided 
with an information sheet which explained 
the aim of the study, what participating would 
involve, and research contact details should they 
have further questions. Given the sensitivity of 
the study, participants were not asked to provide 
any personally identifying information to take 
part. As such, written informed consent was not 
obtained to preserve anonymity. Participants were 
informed	that	as	they	were	not	identifiable	from	
their responses, their data could not be withdrawn 
following participation. Participants were advised 
that they could stop participating at any time by 
closing their internet browser. Participants had to 
complete the following screening items: 
•	 “I	live	in	the	UK”;	
•	 “I	am	aged	18	years	or	over”;	
•	 “I	had	a	distressing	experience	(acting	or	

witnessing) that has caused me to question the 
kind of person I am or the kind of world we live 
in.” 

These screening questions have been successfully 
used in previous studies of moral injury in UK 
military and non-military samples (6,9,30). 
Participants were recruited in two separate samples 
to conduct the exploratory and subsequent 
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confirmatory	analyses	which,	for	clarity,	we	
refer to as Study 1 and Study 2. In Study 1, 
670 participants were recruited. In Study 2, 
413 participants were recruited. Participants in 

Study1 were not able to participate in Study 2 to 
ensure the samples were independent. Participant 
demographic information is provided in Table 1.  

Characteristic Study 1 (N = 670) Study 2 (N = 413)

Age, M (SD) 37.5 (12.2) 45.8 (16.1)

Female gender, n (%) 517 (77.7) 212 (52.0)

Education attainmenta  

School until 18 years 133 (19.9) 102 (25.2)

Further education 106 (15.8) 51 (12.6)

Higher education (BSc) 271 (40.5) 170 (42.0)

Masters/doctoral degree 160 (23.9) 82 (20.2)

Marital status  

Married/long term relationshipb 467 (70.0) 278 (68.8)

Served in the Armed Forces (%) 10 (1.5) 5 (1.2)

Time since PMIE eventc  

Less than 12 weeks ago 19 (2.8) 21 (5.3) 

Less than 1 year ago 77 (11.5) 56 (14.1)

Between 2-5 years ago 221 (33.0) 125 (31.5)

More than 5 years ago 353 (52.7) 195 (49.1)

MIES score (M, SD) 29.7 (10.3) 31.0 (9.5)

Met likely diagnostic criteria n(%)  

PTSD  186 (27.8) 28 (6.9)

CMD 556 (83.2) 114 (28.2)

Alcohol misuse 232 (43.2) 146 (37.2)

Anger 261 (39.0) 78 (19.3)

Any disorder 489 (91.2) 271 (67.8)

Note. Any disorder = meets case criteria for likely PTSD, CMD, alcohol misuse and/or anger difficulties. PTSD = measured by PCL-6. 
CMD = common mental disorder, measured by the PHQ-4. Alcohol misuse = measured by AUDIT-C. Anger = measured by DAR-5. a 
= data available for n=405 participants in Study 2. b = data available for n=667 participants in Study 1.  c = data available for n=397 
participants in Study 2.

   Table 1: Participant demographic characteristics.  



- 98 -

Development of the MORIS
The initial list of MORIS items were generated 
by reviewing both qualitative and quantitative 
moral injury literature (e.g. (9,30–34)), theoretical 
models of moral injury (e.g. (1,14,35,36)), existing 
measures of moral injury (e.g. (22,23,37–40)) 
and existing measures of post-trauma cognitions 
(e.g. (41,42)). This list was then subject to expert 
review. As the original item set (see Supplementary 
Material 1) was designed to be inclusive of a 
range of PMIEs and potential appraisals, the 
expert review primarily focused on consensus that 
appropriate items had been covered and that there 
was no avoidable repetition.

Item format
The original set of 47 items was divided into four 
sections: Section 1- exposure to PMIEs; Section 
2 - perceived wrongness of and time since event; 
Section 3 - changes in psychological appraisals; 
Section	4	-	risk/protective	factors.	The	first	
exposure section consisted of 17 items, 16 of 
which were rated on a 2-point scale (1 – this has 
happened to me; 2 – this event still bothers me a lot 
now). Item 17 in Section 1 was an open response 
for “other challenging event not listed above”. 

In Section 2, perceived wrongness was measured 
with two items: ‘How wrong do you think the 
event was?’ with a 4-point Likert scale (1 – a little 
wrong; 2 – somewhat wrong; 3 – really wrong; 4 – 
completely	wrong)	and	‘When	did	you	first	begin	
to feel that this event was wrong?; (1 – as it was 
happening; 2 – in the hours afterwards; 3 – over 
the	first	few	days	or	weeks;	4	–	months	or	more	
afterwards). In Section 2, time since event was 
rated on a 4-point Likert scale (1 – less than 12 
weeks ago; 2 – less than 1 year ago; 3 – 2-5 years 
ago; 4 – more than 5 years ago). 

In Section 3, changes in psychological appraisals 
consisted of 20 items, rated on a 5-point Likert 
scale (0 – Not at all; 1 – A little; 2 – Somewhat; 3 – 
A lot; 4 – Very much). 

Section 4 contained 5 items relating to risk/
protective factors and was measured on a 
5-point Likert scale (0 – Not at all; 1 – A little; 
2 – Somewhat; 3 – A lot ; 4 – Very much). 
Risk and protective items included those that 
could be considered adaptive (e.g. ‘I felt able to 
talk to someone about how I felt following this 

experience(s)’) and maladaptive (e.g. ‘Experiences 
in my childhood (e.g. abuse, neglect) made the 
event harder to cope with’). 

Patient and Public Involvement: Patients and the 
public were not directly involved in the design or 
delivery of the MORIS or this study. 

Validity measures
In addition to the MORIS, we administered other 
measures to assess convergent and criterion validity.

Moral Injury Event Scale (MIES). Exposure to 
PMIEs	was	also	measured	using	a	modified	version	
of the 9-item Moral Injury Event Scale (MIES) 
(possible score range 9–54); with higher scores 
indicative of more event exposure (23). The MIES 
includes items relating to acts of perpetration, 
perceived transgressive acts of others, and betrayal 
by trusted others. While the MIES originally was 
designed	for	military	samples,	a	modified	version	
of MIES has been used previously in non-military 
samples	(39,43).	The	modified	MIES	is	identical	
to the version used in military samples except terms 
relating to ‘fellow service members’ are replaced 
with ‘co-workers’ and mention of the ‘US military’ 
is omitted. Previous studies have found the MIES 
to have suitable psychometric properties, with good 
internal consistency (3,44).

Probable PTSD. Probable PTSD was assessed via 
the PTSD checklist (PCL-6) (45). The PCL-6 
is a well-established, six item measure with good 
psychometric properties (46). Participants were 
asked rate the degree to which they were bothered 
by symptoms related to a challenging/stressful 
experience in the past month on a 5-point (1 – Not 
at	all,	to	5	–	Extremely)	Likert	scale.	A	cut	off	score	
on the PCL-6 of 17 or greater was used to indicate 
probable PTSD (47,48).

Common mental disorders (CMD). CMD (e.g. 
depression, anxiety) were assessed using the four 
item Patient Health Questionnaire (PHQ-4) (49). 
CMD were categorised as 0–2 (not present), 3–5 
(mild),	and	≥6	(moderate	to	severe)	points.	The	
PHQ-4 asks the following questions, over the last 
two weeks if one has been: (1) ‘Feeling nervous, 
anxious or on edge?’, (2) ‘Not being able to stop or 
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control worrying?’, (3) ‘Feeling down, depressed 
or hopeless?’, and (4) ‘Little interest or pleasure in 
doing things?’. Questions were scored from 0 (Not 
at all) to 4 (Nearly every day). The PHQ-4 has 
strong reliability and internal reliability (50).

Alcohol misuse. Probable alcohol misuse was 
assessed using the AUDIT-C (51).The AUDIT-C 
has three items which are scored between 0 and 
4, with a maximum total possible score of 12. For 
the AUDIT-C, the following cut points were used: 
non-drinking (score 0); low-level drinking (score 
1 to 3); moderate-level drinking (score 4 to 7), 
and high-level drinking (score 8 to 12). A score 
of	five	or	more	for	men	and	women	is	taken	to	
indicate higher risk drinking (52). The AUDIT-C 
also has good psychometric properties and internal 
consistency (53,54).

Anger. We used the validated Dimension of Anger 
Reactions (DAR-5; (55,56)) to assess likely anger 
problems over the last four weeks. The DAR-5 
scale	is	a	five-item	Likert	scale	ranging	from	0	‘not	
at all’ to 4 ‘very much’ (possible score range=0-20). 
A	cut-off	score	of	12	or	more	was	used	to	indicate	
likely anger problems. The DAR-5 has been found 
to have sound psychometric properties(57,58).

Functioning. In Study 2, the short Warwick-
Edinburgh Mental Wellbeing Scale (SWEMWBS) 
was administered. The seven-item scale (items 
scores from 1 to 5) measures general mental 
wellbeing over the last two weeks. Scores range 
between 7-35 with higher scores indicative of more 
positive wellbeing. Raw SWEMWBS item-scores 
were summed and then converted to metric total 
score using the SWEMWBS conversion table (59). 
The SWEMWBS has been widely used and has 
good internal consistency (60,61).

Analysis
Descriptive statistics were reported as frequencies 
and percentages, means and standard deviations, or 
medians and interquartile ranges (IQR). 

In Study 1, we excluded participants who 
completed the questionnaire too quickly (<180 
seconds as median participation time was eight 
minutes) (n=126) and those with missing data 
on half or more of each section the MORIS 

(n=6). Participants with any missing data on the 
psychometric measures (e.g., PCL, DAR-5, etc) 
were also dropped (n=37). We did not input any 
missing data. 

In Study 2, a similar process was followed. 
Participants who completed quickly (n=81) or had 
missing data on psychometric measures (MIES, 
PCL-6, DAR-5, PHQ-4) (n=32) were dropped. A 
proportion of data was missing on the AUDIT-C, 
possibly	as	this	was	a	final	measure	of	questionnaire	
set, and if participants completed item 1 of the 
AUDIT-C, the lowest possible score (‘0’) was 
imputed for items 2 and 3 of the scale (n=71) 
(AUDIT-C items are (1) ‘how often do you have a 
drink containing alcohol’; 2) ‘How many units of 
alcohol do you drink on a typical day when you are 
drinking?’; 3) ‘How often have you had 6 or more 
units if female, or 8 or more if male, on a single 
occasion in the last year?’)

Study 1. We used factor analysis to reduce the 
number of items and explore the latent factor 
structure of the MORIS. A priori, we decided to 
conduct factor analysis separately on each of the 
four MORIS sections to index each separately as 
the sections measure distinct aspects of moral injury 
and PMIEs (e.g. 1. event, 2. perceived wrongness 
and time since event, 3. psychological impact, 4. 
risk/protective	factors)	and	the	response	set	differs	
across the sections (e.g. items have a 2-point scale 
in Section 1; a 4-point scale in Section 3, etc).   

Item 17 (‘Other challenging or upsetting event 
not listed above, if you marked ‘other’ please 
specify:’) in Section 1 was removed from the 
analysis a priori as responses to this item were free 
text rather than ‘this has happened to me’ or ‘this 
event still bothers me a lot now.’ 

An exploratory factor analysis (EFA) using 
principal axis factoring (PAF) was carried out to 
define	the	underlying	latent	factors	(62–64).	To	
confirm	the	appropriateness	and	feasibility	of	the	
analysis, Kaiser-Meyer-Olkin (KMO) measure was 
used as an indicator of sampling adequacy with 
index ranges greater than 0.5 considered suitable 
for	analysis)	and	a	signficant	(p<0.05)	Bartlett’s	
test of sphericity was used to determine whether 
correlations between the included items were 
sufficiently	large	to	use	factor	analysis	(65).

The number of factors to retain was based on 
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several criteria: (a) a visual examination of the 
scree plot; (b) the parallel analysis approach; 
(c) considerations regarding the meaning and 
interpretability of the factor model. Items that 
loaded more than 0.5 on a primary factor and 
less than 0.3 on remaining factors were retained 
(66). Items that did not load more than 0.5 on a 
primary factor could be retained provided there 
was adequate discrepancy between primary 
and secondary factor loadings (66). These items 
required loadings of less than 0.3 on secondary 
factors and their inclusion had to improve the 
internal consistency and interpretability of the 
subscales. We also assessed individual items for 
face validity. Items that loaded onto a factor had to 
share conceptual meaning and items that loaded on 
different	factors	had	to	appear	to	measure	different	
concepts (64,67). 

The internal consistency of items for each factor 
was examined using Cronbach’s Alpha, with 
the threshold of 0.6 used to signify acceptable 
reliability (68,69). Validity was examined based on 
MIES and psychometric data, using correlations 
to examine associations. Convergent validity was 
determined by examining correlations between 
the MORIS factors and MIES scores (n = 664). 
Criterion validity was examined by testing for 
correlations with PTSD, CMD and alcohol misuse 
symptoms.  

Study 2. Following the reduction of the MORIS 
items following the steps above, we redistributed 
the shortened MORIS to a second, independent 
sample of participants representative of the UK 
general population. Psychometric data (e.g. PTSD, 
CMD, alcohol misuse) and MIES responses 
were	also	collected.	We	carried	out	confirmatory	
factor analysis (CFA) to verify the MORIS’ latent 
structure.	The	best	fitting	model	from	the	Study	
1 EFA (after the removal of poorly loaded items) 
were subsequently tested using CFA. 
Several	measurements	of	goodness	of	fit	were	

used	to	assess	how	well	the	proposed	model	fits	
the data. The Chi-squared statistic was used as a 
measure	of	fit	between	fitted	covariance	matrices	
and	the	sample	covariance	(70).	A	non-significant	
Chi-squared indicates that the observed and 
reproduced	covariance	matrices	do	not	differ	
and	therefore	indicates	little	evidence	of	poor	fit.	

Additionally,	the	comparative	fit	index	(CFI)	and	
the Tucker Lewis index (TLI) were used, with 
values	>0.95	used	to	indicate	a	reasonably	good	fit	
between the model and the data. The standardized 
root mean square residual (SRMR) was used 
to	reflect	to	discrepancy	between	observed	and	
predicted covariances, with values <0.08 used to 
indicate	good	fit.	Finally,	the	root	mean	square	
error of the approximation (RMSEA) (70) was 
used, with RMSEA values <0.05 taken to indicate 
a	good	model	fit	(71).	

Examining efficiency of the MORIS for identifying 
likely moral injury
When a new measure is created, questions often 
arise about the level of agreement or concordance 
between the new and older scales. For example, is 
the prevalence of the condition the same regardless 
of the scale used? Is the level of association with 
other health conditions or symptoms the same? 
This matter is especially pressing as moral injury is 
not presently a diagnosable mental health disorder 
and existing scales, including the EMIS (22)and 
MIES	(23),	do	not	have	an	agreed	‘cut	off’	score	
which indicates the presence or absence of moral 
injury. A score that supports decision making of 
clinicians and researchers in determining whether 
an individual is likely to be experiencing a moral 
injury would be very helpful in future treatment 
efforts.	

Whether the shortened MORIS used in Study 
2 would be as good at predicting caseness of likely 
mental	disorders	was	examined.	Specifically,	with	
this	final	step	of	analysis,	we	aimed	to	compare	the	
association of ‘morally injured’ case status on the 
shortened MORIS and MIES with symptoms of 
PTSD, common mental disorders, anger problems 
and alcohol misuse. Section 1 and Section 4 
subscales of the MORIS were excluded from 
this predictive analysis as ‘moral injury’ refers to 
the distress experienced after PMIEs rather than 
exposure to events or risk/protective factors. 
An	optimal	cut	off	score	for	the	MORIS	was	

calculated using the ‘cutpt’ Stata package (72) 
which	enables	cut-off	point	determination	in	line	
with the Youden index, closest-to-(0,1) criterion, 
and Liu’s method (73). Using this approach, an 
optimal	cut	off	point	for	the	MORIS	was	estimated	
as	this	test	finds	the	decision	point	on	the	ROC	
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curve	closest	to	sensitivity	and	specificity	=	1.	As	
there	is	no	formal	cut	off	score	for	the	MIES	(rather	
a binary estimate has been used in previous studies 
(e.g.(74)), the cutpt package was run to estimate an 
optimal	MORIS	cut	off	score	against	the	PCL-6	
and PHQ-4 caseness as PTSD and CMD are most 
strongly and consistently associated with moral 
injury in previous studies (4,6,19,75). 
To	determine	an	appropriate	cut	off	value,		the	

MORIS	was	quantified	using	as	criteria	the	area	
under the receiver operator characteristic (ROC) 
curve	(AUC),	sensitivity,	specificity,	positive	and	
negative	likelihood	ratios	and	overall	efficiency	
(proportion	correctly	classified).	Prevalence	of	
probable moral injury using a variety of cut-
off	scores	on	either	scale	was	calculated	and	
mismatches examined. Univariable logistic 
regression was used to assess the association 
between moral injury case status [predictor] and 
other mental disorders [outcome] (reporting odds 
ratios (ORs)). All analyses were carried out in 
STATA version 17.0.

Results
PAF: Factor analysis and item retention 
Section 1 – PMIE exposure. The PMIE event 
exposure items were submitted to an exploratory 
factor analysis (EFA) (see Table 2). The Kaiser–
Meyer–Olkin (KMO) measure illustrated the 
sampling adequacy for the analysis (KMO = .79) 
and	Bartlett’s	test	of	sphericity	[☆	2(120)	=	1228.2,	
p < .001] indicated that correlations between items 
were	suitably	large,	confirming	the	appropriateness	
of the analysis. 

An examination of the scree plot and parallel 
analysis suggested that Section 1 of the MORIS 
(PMIE	exposure)	best	fit	a	two-factor	solution.	
From items 1-16, eight were removed due to 
poor factor loadings. Four items (1, 5, 7, 12) were 
retained, although they had a primary factor 
loading of .4, as they had a loading of less than .3 
on secondary factors and their retention improved 
the internal consistency and interpretability of 
the	subscale.	The	EFA	was	rerun	with	the	final	
seven	items.	The	first	factor	explained	21.0%	of	

Item Acts of omission/ Acts of betrayal
  commission

1.  The decisions I made, or did not make, led to other  

 people/animals being killed or seriously injured 0.48 

5.  I was told to behave in a way that I believed was wrong  0.44

7.  I failed to do something important or make a decision  

 and someone or an animal was harmed or killed as a result 0.48 

12.  I did not have the supplies/equipment needed to get  

 my job done safely  0.48

13.  I was not able to ask those in authority/leaders for help  

 if I had a problem/concern  0.63

14. I was not valued by more senior people in my organization  0.60

16.  I have been betrayed or let down by colleagues/authority  

	 figure	I	once	trusted			 	 0.51

Note. Factor loadings less than 0.3 are suppressed.

   Table 2: PAF loadings of MORIS Section 1 PMIE exposure scale 
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the variance, with an additional 6.7% explained 
by the second. An examination of items loading 
on the factors indicated that the factors represent 
i. acts of commission/omission and ii. acts of 
betrayal.	Internal	consistency	was	low	in	the	first	
factor	–	potentially	due	to	insufficient	items	-	and	
acceptable	in	the	second	(Cronbach’s	☆	=	0.52	and	
0.64, respectively). 

Section 2 - Perceived wrongness of and time since 
event. The perceived wrongness items were 
submitted to an EFA. The KMO (0.54) and 
Bartlett’s	test	[☆	2(3)	=	17.74,	p	<	.001]	suggested	
these items were unrelated and not suitable for 
factor analysis. As no currently existing scales of 
moral injury include an item measuring time since 
event (e.g. Currier et al., 2018; Nash et al., 2015), 
the decision was made to retain item 20 (‘When 
did this event occur?’).

Section 3 – Psychological impact.  The psychological 
impact items were submitted to a PAF. The KMO 
(0.93)	and	Bartlett’s	test	[☆	2(210)	=	6466.6,	p	<	
.001]	confirmed	the	suitability	of	the	data	for	EFA.	
A visual examination of the scree plot and parallel 
analysis suggested a single factor solution.  Of 
the 20 items of the MORIS psychological impact 
subscale, ten were removed due to poor factor 
loadings and the EFA was re-run with these items 
removed.	The	final	ten	item	scale	was	found	to	
account for 43.0% of the total variance. The factor 
encompassed items relating to the constellation of 
symptoms characteristic of moral injury, including 
items of spiritual change, guilt, shame and anger, 
suggesting that this factor represents moral 
injury related distress (see Table 3). The internal 
consistency was strong (a=0.87). 
 

Item Moral injury related  
  distress

22. What happened has made me feel emotionally numb or dead inside  0.68

23. What happened has made me question my faith in my spiritual beliefs  0.50

24. Because of what happened, I don’t know who I am anymore 0.77

28. Because of what happened, I doubt my ability to make right decisions again 0.66

29.	I	often	think	about	how	the	event(s)	could	or	should	have	happened	differently	 0.60

32. I am angry at myself  0.70

33. I get angry with others more easily since the event  0.63

35. When I think about what happened, I want to harm or punish myself 0.71

38. I feel so bad about what happened that sometimes I hide or withdraw from others  0.80

39. I feel I can never tell anyone what happened  0.51

Note. Factor loadings less than 0.3 are suppressed. 

   Table 3: PAF loadings of MORIS Section 3 psychological impact scale
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Section 4 – Risk and protective factors. The risk and 
protective factor items were submitted to an EFA. 
The KMO (0.72) and Bartlett’s test [χ 2(15) = 
346.4,	p	<	.001])	confirmed	the	appropriateness	
of EFA. Visual examination of the scree plot and 
parallel analysis suggested a two-factor solution. 
Of the six items, no items required removal due 
to	poor	factor	loadings	(see	Table	4).	The	first	of	

the two factors accounted for 37.5% of the total 
variance, with 9.3% accounted for by the second 
factor. Examination of items loading on each factor 
suggested that the factors represent i. adequate 
support and ii. added stressors. Internal consistency 
was	acceptable	for	the	first	factor	but	low	for	the	
second, again potentially due to limited factor items 
(α = 0.81 and 0.55, respectively). 

Item Adequate support Added stressors

42.  I received appropriate training for the role(s) I was expected  0.83 

 to carry out   

43.  I was accurately informed about the role(s) I was expected  0.83 

 to carry out  

44.  I felt able to talk to someone about how I felt following this  0.58 

 experience(s)   

45.  I felt adequately prepared for how certain experiences in  0.71 

 my role may make me feel   

46.  Experiences in my childhood (e.g. abuse, neglect) made   0.53 

 the event harder to cope with  

47.  I have had an additional stressful experience(s) since the   0.52 

 event(s) that I found hard to cope with (e.g. serious illness,  

 loss of loved one)   

Note. Factor loadings less than 0.3 are suppressed.

   Table 4: PAF loadings of MORIS Section 4 risk and protective factors scale
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Study 1 - convergent and criterion validity 
 Convergent validity of the MORIS was assessed 
against a measure of moral injury exposure (MIES). 
The correlation matrix is presented in Table 5. 
The	total	score	on	the	MIES	was	significantly	
associated with the MORIS subscale factors, 
with the strongest associations found between the 
MIES and the Section 1 Betrayal subscale (r=0.41, 
p<0.001) and Section 3 Distress subscale (r=0.45, 
p<0.001). There was a negative association found 
between the MIES and Section 4 Adequate 
Support subscale (r=-0.27, p<0.001) which could 
possibly suggest a protective role of experiencing 
adequate support (e.g. appropriate training, social 
support)	against	moral	injury.	No	significant	

association was found between the MIES and 
MORIS Section 2 Time Since Event (r=0.002, 
p>0.05).  

Higher symptom scores for PTSD, CMD and 
anger	were	also	significantly	positively	associated	
with higher levels of event exposure and distress on 
the MORIS. The MORIS subscale of Adequate 
Support	(Section	4)	was	significantly	negatively	
associated with PTSD (r=-0.14, p<0.05) and anger 
(r=-0.13, p<0.05) but not CMD or alcohol misuse. 
The subscale of Added Stressors (Section 4) was 
significantly	positively	associated	with	PTSD	
(r=0.48, p<0.001), CMD (r=0.16, p<0.01) and 
anger (r=0.17, p<0.01) (see Table 5).  

  1 2 3 4 5 6 7 8 9 10

1.  MORIS Section 1 –  - 

 Commission/ Omission     

2.  MORIS Section 1 –  .08* 

 Betrayal    

3.  MORIS Section 2 –  -0.02 -0.08 

 Time since event    

4.  MORIS Section 3 –  0.22*** 0.27*** 0.02 

 Distress     

5.   MORIS Section 4 –  -0.05 -0.24*** 0.01 -0.15** 

 Adequate support   

6.  MORIS Section 4 –  0.13* 0.15* 0.13* 0.52*** -0.08 

 Added stressors      

7.  MIES  0.14*** 0.41*** 0.002 0.45*** -0.27*** 0.28***  

8.  PTSD  0.15*** 0.24*** -0.11** 0.69*** -0.14* 0.48*** 0.32***  

9.  PHQ  0.10* 0.15** -0.10* 0.37*** -0.09 0.16** 0.21*** 0.44***  

10.  AUDIT 0.09* 0.07 -0.02 0.10* -0.09 0.03 0.11* 0.10* -0.01 

11. DAR-5  0.10** 0.17*** -.11** 0.42*** -0.13* 0.17** 0.28*** 0.48*** 0.39*** 0.10*

Note. MIES, PTSD. PHQ, AUDIT, DAR-5 = reflects total scores on measures. ***=p<0.001; **=p<0.01; *=p<0.05. 

   Table 5: Bivariate correlations between MORIS subscales, MIES and psychometric outputs
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Study 2 - CFA
CFA was carried out on the Study 2 data set. 
Similar to the EFA, CFA was conducted separately 
on each of the MORIS subscales. The ‘Acts of 
omission/commission’ and ‘Added stressors’ factors 
were excluded from the CFA model a priori as they 
consisted of only 2 items each. This decision was 
made	to	avoid	empirical	under-identification	(e.g.,	
where the software will fail to yield a solution or 
will provide an improper solution) and is consistent 
with guidance that latent variables should be 
defined	by	a	minimum	of	three	indicators	(71).	
Four items were ultimately excluded from the 
CFA due to poor loading – M14 (‘I was not valued 
by more senior people in my organization’), M23 
(‘What happened has made me question my faith 
in my spiritual beliefs’), M32 (‘I am angry at 

myself’), and M44 (‘I felt able to talk to someone 
about how I felt following this experience(s)’). This 
decision was made to exclude poor loading items as 
a core objective of the MORIS factor analysis was 
to produce to brief scale with good validity.
The	three-factor	model	with	sufficient	variables	

(‘Distress’, ‘Betrayal’ and ‘Adequate support’) 
was then evaluated using maximum likelihood 
estimation CFA (factor loadings reported in Figure 
1).	This	model	demonstrated	good	fit	to	the	data	as	
supported	by	the	fit	indices	(see	Table	6).	

Distress and Betrayal subscales were positively 
associated (r=0.20), as were Betrayal and Support 
subscale (r=0.09) although these associations were 
small. The Distress and Support subscale were also 
negatively associated (r=-0.03). 

Model χ2 df p CFI TLI RMSEA SRMR 

Three Factor Model 126.36 90 0.007 0.98 0.97 0.032 0.06

Note. χ2 – Chi-squared statistic. df – degrees of freedom. CFI = comparative fit index. TLI = Tucker Lewis Index. RMSEA = root mean 

square error of the approximation. SRMR = standardized root mean square residual. 

   Table 6: Summary of the CFA results

   Figure 1: Final Confirmatory Factor Analysis MORIS Model
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The eight items of the MORIS Distress subscale 
were	summed	to	create	a	total	score	reflecting	
moral injury distress (possible score range = 0-32). 
The relationship between the total scores on the 
MORIS Distress subscale, MIES and PCL-6, 
PHQ-4, SWEMBAS, AUDIT-C & DAR-5 were 
examined.	Correlation	coefficients	and	odds	ratios	
(logistic regression) (see Table 7 & 8) indicate the 
MORIS Distress scale was more strongly associated 
with mental health and functional impairment 
outcomes compared to the MIES. Alcohol misuse 
was	not	significantly	associated	with	either	scale.

Predicting moral injury ‘caseness’
To	calculate	potential	cut	off	scores,	using	the	cutpt	
Stata	package,	an	optimal	cut	off	point	for	the	
MORIS was estimated. The cutpt package was run 

to	estimate	an	optimal	MORIS	cut	off	score	against	
the PCL-6 and PHQ-4 caseness. Against PCL-
6	caseness,	a	MORIS	cut	off	score	of	12.5	was	
recommended,	while	against	the	PHQ-4	a	cut	off	
score of 9.5 was recommended. Table 9 presents an 
abridged set of diagnostic accuracy data with the 
references PCL6 and PHQ-4 for the MORIS cut 
off	scores	of	6,	9,	12	and	21.	MORIS	scores	of	12	
and	21	demonstrated	the	best	sensitivity,	specificity	
and	correctly	classified	cases	when	referenced	
against the PCL6 and PHQ-4. The AUC was 
strongest for a MORIS score of 12 when referenced 
against the PCL-6 (AUC 0.77), suggesting that 
a score of 12 or more may be indicative of moral 
injury. However, the AUC for these analyses were 
generally low.

   Figure 1 continued
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 1 2 3 4 5 6

1. MIES -     

2. MORIS Distress 0.45***     

3. PTSD  0.33*** 0.65***    

4. PHQ  0.27*** 0.53*** 0.67***   

5. AUDIT -0.03 0.09 0.13** 0.08  

6. DAR-5  0.32*** 0.51*** 0.64*** 0.54*** 0.12* 

7. SWEMBAS -0.25*** -0.41*** -0.49*** -0.61*** -0.05 -0.48***

Note. MIES, PTSD. PHQ, AUDIT, DAR-5, SWEMBAS= reflects total scores on measures. ***=p<0.001; **=p<0.01; *=p<0.05. MORIS 

distress = reflects total score on subscale.

   Table 7: Bivariate correlations between MIES total score, MORIS Distress scale and psychometric outputs 

Moral injury scale PTSD case CMD case Alcohol misuse case Anger  
  (95% CI)  (95% CI) (95% CI) (95% CI)

MORIS Distress AOR 4.36 (2.68; 7.08)  2.22 (1.70; 2.90)  1.20 (0.96; 1.51)  2.48 (1.83; 3.36)  

  p<0.001  p<0.001 p=0.12 p<0.001

MIES AOR 0.77 (0.48, 1.26)  0.92 (0.71; 1.20)  0.88 (0.70, 1.12)  1.40 (1.02; 1.92)  

  p=0.30 p=0.54 p=0.30 p=0.39

Note. Anger = cut off score for DAR-5. CI = confidence intervals. AOR = adjusted odds ratio; scores standardised by dividing scores by scale 
standard deviation. MORIS Distress and MIES= reflects total scores on measures.

   Table 8: Examining the relationship between mental health symptom cut off scores and the MORIS and MIES 
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Discussion
A lack of empirically validated measurement 
tools has hampered robust conclusions about the 
experience and impact of moral injury in UK 
populations. In the current study we developed and 
validated the MORIS which includes subscales 
covering PMIE exposure, time since event, moral 
injury-related distress, and risk and protective 
factors. Our results indicate that the MORIS is a 
potentially valid measure for detecting moral injury 
in a UK population. 

A 21-item scale, with four sections, was 
supported by factor analysis. Overall, the MORIS 
showed acceptable internal consistency and 
sections correlated with a standard measure 
of PMIE exposure on the MIES as well as 
psychometric measures of PTSD, CMD, and 
anger. This supports the suitability of the MORIS 
as this pattern is consistent with a growing body 
of international evidence which has also found 

a	significant	relationship	between	PMIEs	and	
the	development	of	mental	health	difficulties	in	
a range of samples, including military personnel, 
healthcare workers, police, social workers and 
veterinarians	(6,37,76–78).	Statistically	significant	
associations between the MIES and MORIS 
subscales and likely alcohol misuse were not 
consistently observed in the present study, with 
only the MORIS Section 1 subscale of commission 
or	omission	events	significantly	associated	with	
greater alcohol misuse (Table 5). Several US 
studies have reported strong links between PMIE 
exposure and alcohol misuse (76,78); however, UK 
studies which used the EMIS (22) or the MIES 
(23) have not consistently observed this association 
(6,74,75). Additional studies are needed to clarify 
the relationship between experiencing moral 
injury and alcohol misuse to better understand 
this association and develop tailored support if 
necessary. 

   Table 9: Properties of the MORIS for predicting probable PTSD and CMD 

Probable moral injury identified by MORIS

  AUC (95% CI)  Sensitivity  Specificity Correctly classified

Probable	PTSD	identified	by	PCL6

≥6		 0.64	(0.60	-	0.68)	 96.30%									 31.87%								 36.32%					

≥9		 0.	73	(0.68-	0.79)	 92.59%									 53.85%								 56.52%						

≥12	 0.77	(0.70	-	0.85)	 81.48%									 73.08%								 73.66%					

≥21	 0.64	(0.55	-	0.72)	 29.63%									 97.53%								 92.84%						

Probable	CMD	identified	by	PHQ-4

≥6		 0.60	(0.56	-	0.65)	 84.55%									 35.84%								 49.61%				

≥9		 0.65	(0.60	-		0.70)	 70.91%									 58.78%								 62.21%							

≥12	 0.66	(0.61	-	0.71)	 53.64%									 78.14%								 71.21%						

≥21	 0.53	(0.50	-	0.56)	 9.09%									 97.49%								 72.49%							

a. AUC = area under the curve. 
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Analysis of Section three of the MORIS 
generated	one	subscale	(Distress)	reflecting	
symptoms characteristic of moral injury 
including guilt, shame, and anger. This subscale 
demonstrated good internal consistency. The 
MORIS Distress subscale was more strongly 
associated mental health outcomes of PTSD, CMD 
and anger compared to the MIES. This suggests 
that the MORIS is a more sensitive than the MIES 
when measuring moral injury-related mental health 
difficulties	in	a	UK	population.	
We	also	examined	potential	cut	off	scores	that	

could be used to indicate likely moral injury 
‘caseness’.	Our	findings	suggest	that	scores	on	the	
MORIS	Distress	subscale	≥12	could	be	indicative	
of moral injury. This is consistent with a recent 
study	of	treatment	seeking	UK	veterans	(identified	
as having experienced moral injury by clinical 
care teams) who reported a mean of 17.6 (SD= 
6.7) on the MORIS Distress subscale (Williamson 
et al., in prep). That said, this suggested MORIS 
Distress	cut	off	score	must	be	interpreted	with	
caution given the modest AUC. Future evaluations 
of the MORIS are needed with larger samples of 
participants	who	have	been	identified	as	having	
(and not having) likely moral injury to determine 
a	single	best	cut	off	value	with	high	sensitivity,	
specificity	and	efficiency.	It	is	possible	that	future	
studies could utilise the MORIS to explore the 
severity of moral injury-related distress as well 
prospective studies to examine the development of 
moral injury-related distress over time. 

Our study has a number of limitations which 
should be considered. The associations between 
the MORIS subscales and psychometric measures 
supports the validity of the MORIS; however, 
using self-report to measure likely mental disorder 
caseness, rather than clinical interviews which 
are the gold standard, may have introduced bias. 
As current measures of moral injury (e.g. EMIS 
(22); MIES (23)) do not currently have an agreed 
cut	off	point,	it	was	not	possible	to	utilise	these	
when	determining	a	possible	MORIS	cut	off	score	
in the present study, instead measures of PTSD 
and CMD (strongly associated with post-PMIE 
outcomes (4,76)) were used.  Additional research 

is needed which incorporates clinical assessment 
of the presence/absence of moral injury as well as 
likely mental disorders in future evaluations of the 
MORIS. Second, given the recruitment approach 
used, it is possible there may be biases associated 
with a population that responds to studies hosted 
on	recruitment	platforms	such	as	Prolific	rather	
than random selection. Third, despite using the 
same recruitment approach, the rates of likely 
mental disorders were considerably higher in Study 
1 than Study 2. Nonetheless, the prevalence of 
likely mental disorders in Study 2 was broadly 
consistent with previous studies of mental disorder 
prevalence in the UK general population (79). 
Fourth, it should be noted that some factors – such 
as the Acts of Omission/Commission subscale 
(Section 1) - only included a small number of items 
and accounted for a small proportion of variance. 
As	research	in	the	field	of	moral	injury	expands,	it	
is	possible	that	other	key	concepts	are	identified	
which should be considered in future assessments.  
Finally, it was beyond the scope of this study to 
translate the MORIS into non-English languages 
so	these	findings	of	this	study	cannot	necessarily	be	
generalised to non-English speaking UK samples. 

Conclusions
Despite	these	limitations,	the	findings	of	the	present	
study indicate the utility of using the MORIS 
to measure moral injury. This study found that 
the MORIS is a reliable and valid assessment of 
moral injury. The MORIS captures a range of 
key components essential when considering the 
development and maintenance of moral injury 
regarding exposure to various PMIEs, moral 
injury-related distress symptoms and potential risk 
and protective factors. The MORIS can also be 
used to explore the severity of moral injury related 
distress and there is tentative evidence that a cut 
off	score	of	12	or	greater	could	be	used	to	suggest	
the presence of moral injury. In sum, the use of the 
MORIS may allow for a more robust exploration 
of how and when moral injury may develop in the 
aftermath of trauma. 
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Abstract
Background: Experiencing potentially morally 
injurious events (PMIEs) has been found to be 
significantly	associated	with	poor	mental	health	
outcomes in military personnel/veterans. Currently 
no manualised treatment for moral injury-related 
mental	health	difficulties	for	UK	veterans	exists.	
This article describes the design, methods and 
expected data collection of the Restore & Rebuild 
(R&R) protocol, which aims to develop procedures 
to treat moral injury related mental health informed 
by a codesign approach.

Methods: The study consists of three main stages. 
First, a systematic review will be conducted 
to understand the best treatments for the 
symptoms central to moral injury-related mental 
ill health (stage 1). Then the R&R manual will 
be co-designed with the support of UK veteran 
participants with lived experience of PMIEs as 
well as key stakeholders who have experience of 
supporting	moral	injury	affected	individuals	(stage	
2).	The	final	stage	of	this	study	is	to	conduct	a	pilot	
study to explore the feasibility and acceptability of 
the R&R manual (stage 3). 

Results: Qualitative data will be analysed using 

thematic analysis.

Conclusions: This study was approved by the King’s 
College London’s Research Ethics Committee 
(HR-20/21-20850).	The	findings	will	be	
disseminated in several ways, including publication 
in academic journals, a free training event 
and presentation at conferences. By providing 
information on veteran, stakeholder and clinician 
experiences,	we	anticipate	that	the	findings	will	
not only inform the development of an acceptable 
evidence-based approach for treating moral injury-
related mental health problems, but they may also 
help to inform broader approaches to providing care 
to trauma exposed military veterans.  

Highlights
No manualised treatment for UK veterans with 
moral	injury-related	mental	health	difficulties	
currently exists.

This protocol outlines the co-design process of 
the Restore & Rebuild (R&R) treatment.

R&R will be informed by a comprehensive 
review of existing research, interviews with 
international stakeholders, interviews with UK 
veterans & feedback from veteran patients who 
receive R&R. 

Introduction
Moral injury may follow events which greatly 
transgress from one’s deeply held moral and ethical 
belief systems and frequently comprises of feelings 
of guilt, shame, disillusionment and anger [12,37]. 
Potentially morally injurious events (PMIEs) can 
be categorised into three distinct event types: acts 
of commission, omission or betrayal by a trusted 
other [1]. While it has been recognised that moral 
injury is experienced in civilian settings, currently 
the majority of literature on moral injury stems 
from experiences of military personnel [9,38]. In 
military personnel and veterans, an example of 
an act of commission could be guiding a bomb 
to a location which unintentionally leads to the 

Appendix 7

Development of an intervention for moral injury-related mental health difficulties in UK military veterans: 
a feasibility pilot study protocol
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wounding or killing of civilians in combat; or 
having to make clinical decisions with limited 
resources in a deployment theatre which leads to 
some patients dying who could have otherwise 
survived. An act of omission in a military context 
may be not being able to feed starving local 
children or protect them from violence due to rules 
of engagement. Finally, a PMIE involving betrayal 
may be experienced when a veteran perceives their 
injury results from being provided with inadequate 
battlefield	safety	equipment	or	has	been	mistreated	
historically under policies that have now changed, 
such as being discharged for being gay or pregnant.
Moral	injury	may	have	profound	effects	on	

an individual’s view of themselves and others, 
commonly describing a loss of identity or sense 
of self, as well as a mistrust of others, with a 
worldview they can no longer make sense of [4,39] 
After experiencing PMIEs, people may question 
their identity in relation to previously held ‘just-
world’ beliefs about good and bad people and 
how	they	define	themselves	within	these	measures	
[4,39]. The emotions described most frequently 
by veterans and other professionals are shame, 
guilt and anger as well as sadness, anxiety and 
disgust [3,40]. Moral injury has subsequently been 
significantly	associated	with	symptoms	of	PTSD,	
depression, anxiety, [38,41] increased suicidality 
[7,38,42] and alcohol misuse [6,10]. Furthermore, 
exposure	to	PMIE	can	significantly	impact	the	
family of the veteran and their occupational 
functioning; veterans describe withdrawal from 
loved ones, avoidance of disclosing the event, 
increased risk-taking behaviours and distrust of 
authority	leading	to	wider	social	difficulties	such	
as workplace relationships [2].  Here, veterans 
described feelings of shame as being a barrier 
to relationships with their loved ones as well as 
feelings of guilt connecting with their family who 
are safe and healthy after witnessing devastation of 
families during deployment [2]. 

While individuals who experience what appear 
to be classically traumatic events, involving threats 
to self or others, may present with symptoms of 
posttraumatic stress disorder (PTSD), it is not 
uncommon for them also to report symptoms 
characteristic of moral injury (ie shame, guilt, 
worthlessness) if clinicians ask about them [34]. 
However, there are some clear distinctions between 

PTSD and moral injury [43]. Those experiencing 
symptoms of moral-injury related trauma tend to 
have increased negative cognitions relating to self, 
self-blame, sadness and increased re-experiencing 
symptoms compared to those who have 
experienced life-threat traumas [44,45]. Those 
who have been exposed to PMIEs also have been 
found to have increased suicidality and rumination 
[6] in comparison to veterans without PMIE 
exposure. Moreover, large national studies of US 
veterans	find,	after	controlling	for	trauma	history,	
psychiatric history & demographic characteristics, 
those exposed to PMIEs are at increased risk of 
psychiatric symptoms than those not exposed [46].

Cases of mental illness associated with moral 
injury can be challenging for clinical care teams 
to treat. Currently no manualised treatment for 
moral	injury-related	mental	health	difficulties	
exists and clinicians have reported considerable 
uncertainty about the best approach for managing 
patient symptoms [34,47,48]. For example, 
it has been argued that when exposure-based 
PTSD treatments are applied to those who have 
experienced PMIEs, it may be unhelpful – or 
even	harmful	–	if	insufficient	attention	is	paid	to	
the emotional processing of patient’s symptoms of 
shame and guilt [49,50].  Equally, many evidence-
based approaches for PTSD (e.g. trauma-focused 
CBT) utilise cognitive restructuring to update 
a patient’s erroneous, maladaptive or distorted 
appraisals and replace them with more adaptive 
beliefs about the self or event. However, this may 
not	be	effective	or	appropriate	in	cases	of	moral	
injury where a patient’s distress arises from PMIEs, 
including acts of perpetration, where appraisals of 
blame may be accurate or appropriate [50]. Finally, 
recent studies have found evidence of increased 
moral-injury	related	difficulties	(e.g.	shame,	guilt,	
anger) amongst those who met criteria for Complex 
PTSD (CPTSD) exposed to PMIEs [5], with 
CPTSD presentations being associated with poorer 
treatment outcomes [51]. Taken together, these 
findings	highlight	a	clinical	need	for	a	manualised	
treatment that has been developed for the distinct 
needs of those who have experienced PMIEs, 
which may not currently be being met through 
existing PTSD treatment approaches. 

The lack of a manualised treatment, lower 
clinician	confidence	in	treating	cases	of	moral	
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injury	[32,34,52]	and	the	significant	associations	
found between PMIE exposure and suicidality 
suggests that moral injury may represent an 
important public health concern. Whilst there is 
some early evidence of potential treatments for 
moral	injury	related	mental	health	difficulties	
in the USA, such as ‘The Impact of Killing’ 
treatment [22,40]. This treatment is thought to 
be	beneficial	by	helping	veterans	to	acknowledge	
their distress and increase feelings of acceptance 
and forgiveness, whilst also addressing spiritual 
dimensions [22,40]. However, “Impact of Killing” 
focuses primarily on acts of perpetration (i.e. killing 
in war) and wouldn’t target the range of PMIEs 
that UK veterans have been found to be exposed 
to (i.e. acts of omission or betrayal). Another 
proposed treatment, Adaptive Disclosure [53] has 
also been developed to treat moral injury in US 
veterans which considers a wider range of PMIEs.  
Evidence suggests that Adaptive Disclosure can 
be	effective	for	those	who	suffer	from	MI-related	
difficulties	[54],	but	this	treatment	was	developed	
for, and currently has only been delivered to small 
numbers of US military populations [21]. Studies 
have	shown	there	are	key	differences	in	trauma	
exposure	and	resultant	mental	health	difficulties	
between UK and US militaries [23,55–57]. US and 
UK	troops	can	have	different	approaches	to	how	
they conduct themselves on deployment [23,56] 
making translating a US approach to a UK context 
challenging, suggesting that a treatment which 
considers the needs of UK personnel/veterans 
could	be	beneficial.		

Developing a treatment for UK veterans who 
have experienced moral injury that is acceptable 
and well tolerated represents a number of 
challenges. First, the very nature of PMIEs and 
resulting symptoms of shame and guilt may make 
accessing and engaging in treatment particularly 
challenging for patients. UK veterans also 
have higher rates of treatment drop out, lower 
engagement and higher rates of relapse compared 
to the general population rates [24] . A frequently 
reported reason for veteran treatment drop-out is 
a belief that their unique military experiences and 
trauma exposure cannot be understood by a civilian 
treatment centre [31] . 

One approach often used in healthcare service 
design and development is ‘codesign’, where the 

lived experiences and knowledge of service users 
themselves are incorporated to enhance the quality 
and experiences of care. Codesign aims to develop 
a detailed understanding of how key stakeholders 
and service users perceive and experience the look, 
feel, processes and structures of a service [25,26]. 
By engaging stakeholders and service users in 
codesigning a service, this is argued to result in 
better care and improved service performance by 
emphasising individual’s subjective experiences at 
various stages in the care pathway which, in turn, 
may lead to improvements in health outcomes and 
more	efficient	use	of	limited	healthcare	resources	
[25,26]. Given the increased awareness of the 
exposure and deleterious impact experiences 
of PMIE can have on veteran wellbeing, an 
acceptable treatment that helps veterans process 
and manage symptoms characteristic of moral 
injury, improves daily functioning and repairs 
veterans’ relationships with themselves and others 
is urgently needed. The Rebuild and Restore 
(R&R) study will develop procedures to treat moral 
injury related mental health informed by a codesign 
approach. This article describes the R&R codesign 
protocol. Data collection for this study will take 
place between October 2021 and November 2022. 
The codesigned procedures will be evaluated in a 
subsequent feasibility pilot study and, if indicated, 
a randomised control trial. 

Method
This protocol and its associated procedures were 
approved by the King’s College London Research 
Ethics Committee (HR-20/21-20850). 

Study design 
The purpose of this project will be to develop a 
manualised treatment for UK veterans experiencing 
moral injury-related mental ill health characterised 
as a ‘moral injury’ following exposure to a PMIE.  
The project will have three main stages.  The 
first	of	these	is	to	conduct	a	systematic	review	to	
understand the best treatments for the symptoms 
central to moral injury-related mental ill health.  
The second stage is to co-design the intervention 
with the support of veteran participants with lived 
experience of PMIEs as well as key stakeholders, 
including clinicians and members of the clergy 
who have been involved with supporting moral 
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injury	affected	individuals.	The	final	stage	of	this	
study will be to conduct a pilot study to explore the 
feasibility and acceptability of the intervention we 
developed (see Figure 1). 

Several of the key elements of the treatment 
will	be	specified	in	advance	of	the	codesign	work	
based on the existing empirical literature on moral 
injury and consultation with clinicians working 
at a national mental health charity in the UK 
that provides clinical services to veterans with 
complex mental health needs (Combat Stress 
[58]).	Specifically,	it	was	pre-specified	that	veteran	
exposure to PMIE would be assessed by screening 
questionnaires and by clinicians conducting the 
veteran patient’s initial assessment, which takes 
place when a patient is referred for psychological 
support. As the trial will be run during the course 
of COVID-19 social distancing restrictions, it was 
prespecified	that	treatment	would	take	place	with	
a therapist on a one-to-one basis using an online 
video consultation platform (i.e. MS Teams). The 
one-to-one online method of delivery was agreed 
as it has the potential to overcome many of the 
barriers to care detailed above, such as veterans’ 
feelings of shame and guilt surrounding the PMIE 
which might potentially prevent disclosure and 
discussion in a group therapy setting. It was also 
prespecified	that	the	therapist	will	be	a	CBT	
practitioner. CBT practitioners are postgraduate 
psychological therapists who have received 
specific	(12	months)	training	in	the	delivery	of	
psychological therapies to patients who have 
difficulties	with	anxiety,	depression,	PTSD	and	
suicidality. The therapist will be based within 
a mental health setting (Combat Stress) where 
they	can	offer	rapid	access	to	other	manualised	
psychological therapies and have access to an 
interdisciplinary team, should the developed R&R 
manual	prove	ineffective.		Participants	will	then	
be followed up three months after completing 
treatment to monitor treatment outcomes.

In parallel to this research, we are working on 
refining	a	measure	for	screening	for	moral	injury	
event exposure and event-related distress (Moral 
Injury scale [MORIS], [8] In the interim, to screen 
veteran patients for PMIE exposure and associated 
distress, exposure will be determined via clinician 
rating during the patient’s initial assessment for 
treatment at Combat Stress. Following a detailed 

clinical assessment, the details of veterans who 
express symptoms of moral injury related mental 
health	difficulties	will	be	forwarded	onto	treatment	
therapist for review. Following review of the 
completed assessment, the therapist will contact 
the veteran to discuss the pilot and through 
discussion	of	moral	injury,	will	obtain	confirmation	
from the veteran that moral injury appears to be 
their	main	presenting	difficulty.	Following	this	
screening outcome measures will be sent to the 
veteran including validated questionnaire measure 
of military moral injury (Expressions of Moral 
Injury measure (EMIS, [77]). This approach was 
based on feedback from Combat Stress that the 
use of questionnaires and clinician assessment is 
standard practice on referral to Combat Stress and 
would	fit	well	with	their	existing	procedures.	

We will use a mixed-method codesign process to 
determine what aspects the intervention treatment 
manual should include, how the treatment should 
be presented to prospective patients, and by whom, 
and to address any important considerations to 
optimise accessibility of, and engagement with the 
treatment. 

The codesign process of the treatment manual 
will consist of three stages (see Figure 1). Stage 
1 will involve an initial systematic review of 
the	existing	literature	about	effective	treatment	
approaches for managing core symptoms thought 
to be associated with PMIE exposure, namely guilt, 
shame and anger (Seforti et al., under review). 
This review will be followed by scoping interviews 
with leading world expert stakeholders to explore 
their experience and beliefs about treating moral 
injury-related distress (Stage 2). The stakeholder 
interviews, coupled with the results of the 
systematic review, will inform the development of 
the initial core features of the manual (Stage 2). 
Interviews will also be conducted with UK veterans 
who experienced PMIEs, with their feedback 
sought on the proposed core features of the manual 
and how it compares to their previous experiences 
of treatment (Stage 2). The manual will be further 
revised	and	refined	following	veterans’	feedback	
(Stage 2) and then delivered to veteran patients 
who are experiencing moral injury-related distress 
at Combat Stress (Stage 3). Psychological outcome 
measures will be administered pre/post treatment, 
as well as at multiple time points throughout 
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the	treatment,	to	assess	the	effectiveness	of	the	
developed treatment manual in reducing veteran 
symptoms of PTSD, depression, alcohol misuse 
and expressions of moral injury (e.g. symptoms of 
guilt, shame, anger). These veteran patients will 
also be invited to provide their feedback on their 
experience of receiving the developed treatment 
with further amendments made to the manual 
where necessary (Stage 3). Feedback from any 
veteran patients who drop out of treatment will also 
be sought to ensure any barriers to engagement are 
captured (Stage 3). The therapist who delivers the 
treatment manual will also be interviewed about 
their	views	of	the	manual	in	the	first	six	months	of	
the trial and on trial completion (Stage 3). 

Patient and Public Involvement and Engagement 
(PPIE) 
Involvement from veterans, clinicians, leading 
experts	in	the	field	of	moral	injury	and	wider	
stakeholders informed the development of this 
protocol,	the	prespecified	elements	of	the	pathway,	
and will contribute throughout the delivery of the 
codesign project. At the protocol development 
stage, consultation was carried out with veterans 
with lived experience, leading experts and 
representatives from key policy and practitioner 
organisations. Examples of decisions that were 
made on the basis of this consultation include 
specifically	focusing	recruitment	on	veterans	who	
were seeking psychological treatment from Combat 

Stress on the basis that Combat Stress is a well-
established organisation for providing mental health 
treatment to trauma exposed veterans, and this 
setting will allow for rapid delivery of alternative 
validated treatments should the developed 
treatment be poorly tolerated by patients. 

Throughout the codesign process, we will 
conduct PPIE and consult with external 
stakeholders	in	the	following	ways:	(1)	five	clinical	
psychologists and one psychiatrist with experience 
of treating military and civilian patients exposed 
to PMIEs, and two chaplains who provide pastoral 
support to the UK AF, who are independent from 
the research team will contribute to the manual 
development decisions made at a strategic level. 
(2) This dedicated stakeholder group will meet 
regularly to review manual procedures data and to 
make decisions to address how to solve key issues 
and	manage	potentially	conflicting	points	of	view	
that have emerged through the codesign process.  

Codesign participants
Participants will include leading professional 
stakeholders	in	the	field	of	moral	injury	(Stage	
2), UK AF veteran participants (Stage 2), and 
veteran patients who will receive the developed 
treatment from Combat Stress (Stage 3). Expected 
recruitment numbers for each group are detailed 
in	Table	1	and	final	numbers	will	be	informed	by	
assessing the range of views represented in the 
sample and the data provided by participants. 

  Expert professional Veteran Veteran Therapist
  stakeholders participants patients

Stage 1. Exploration of existing  

 evidence    

Stage	2.	 Development	and	refinement	 

 of core treatment features 15 20  

Stage 3. Evaluating the treatment  

 and treatment acceptability   20 1

Note. The veteran participants are participants who were interviewed about their views on the treatment features that had been 
developed in Stage 2. These participants will not be offered the developed treatment from Combat Stress (Stage 3).  

   Table 1. Recruitment estimates 
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Participant recruitment and inclusion/exclusion 
criteria
Stage One. As Stage one consists of a systematic 
review, no participants will be recruited for this 
stage of the project. 

Stage Two. To recruit expert professional 
stakeholders with a wide range of perspectives to 
Stage two, we will circulate study advertisements 
within organisations that provide mental health 
treatment to UK AF personnel/veterans, as well 
as via mailing lists and social media. Contact 
details	of	leading	professionals	in	the	field	of	
moral injury will be sought from relevant moral 
injury publications, with emails sent inviting the 
individual for an interview. Participating expert 
professional stakeholders will also be asked to 
share the study with potentially eligible colleagues. 
The 15 expert professional stakeholders will be 
eligible to participate if they have experience of 
either providing clinical treatment or another 
form of support (e.g. chaplaincy support) to 
service personnel, veterans or civilians who have 
experienced moral injury. Alternatively, expert 
professional stakeholders must have experience of 
carrying out evidence-based moral injury research 
published in academic journals. No limitation on 
expert professional stakeholder eligibility will be 
imposed according to demographic characteristics 
(e.g. gender, age, etc.) or professional grade, rank 
or	qualification	(e.g.	PhD,	clinical	psychologist,	
psychiatrist, etc.) will be imposed. This inclusive 
strategy will ensure we collect rich data from a 
range of professionals with diverse knowledge of 
moral injury and military mental health. 

To recruit UK AF veterans to Stage two 
interviews, a similar process will be followed 
in that study advertisements will be shared via 
mailing	lists,	social	media	and	in	veteran-affiliated	
newsletters. Participating veterans in Stage two will 
also be asked to share the study with potentially 
eligible veterans. Veterans will be eligible to 
participate if they are UK AF veterans, with 
self-report questions administered in an attempt 
to ensure this is the case. Self-report questions 
will also be issued to examine whether UK AF 
veterans experienced military-related moral injury 
(e.g. “during your military service, did you ever 
experience an event that was a serious challenge to 

your sense of who you are, your sense of the world, 
or your sense of right and wrong?”) as well as a 
standardised questionnaire measure of moral injury 
(see psychometric assessments section below). The 
inclusion of veterans who self-report experiencing 
a moral injury will ensure that the information they 
provide will meaningfully inform the moral injury 
treatment manual development.  Participants will 
not be excluded by self-reported demographic 
characteristics (e.g. gender, age, rank). Further, 
we will not restrict participation by self-reported 
deployment location or AF service branch. We will 
exclude veteran participants who are not aged 18 
years or more, who do not self-report experiencing 
a	moral	injury;	have	speech	or	hearing	difficulties	or	
are unwilling to provide informed consent.

All participants in Stage two will be required to 
give verbal (audio-recorded) consent. 

Stage Three. To recruit veteran patients (Stage 
three) to the pilot of the treatment manual, veterans 
who have expressed moral injury as their main 
presenting	difficulty	during	their	clinical	assessment	
will have their details forwarded onto the pilot 
therapist for further screening. Following the 
screening of assessment notes, the therapist will 
conduct a screening call with the veteran to discuss 
moral	injury,	the	veterans’	current	difficulties	and	
the	treatment	pilot.	In	doing	so,	confirmation	of	
treatment suitability can be obtained and initial 
potential barriers to treatment can be addressed. A 
minimum of 20 veteran patients will be recruited 
to receive the developed treatment manual. To 
receive the treatment, participants must be UK 
AF veterans who are engaged with the mental 
health charity for treatment. Participant moral 
injury will be determined via clinician rating as 
well as a questionnaire measure of moral injury 
(EMIS; [77]). In line with inclusion/exclusion 
criteria for veterans in Stage two, veteran patients 
in Stage three will not be excluded by self-reported 
demographic criteria (e.g. gender, rank, age), AF 
branch or deployment location. Veteran patients 
will be excluded if they are not aged 18 years or 
more; do not have moral injury-related mental 
health problems as determined by their assessing 
clinician;	have	speech	or	hearing	difficulties;	
are	not	proficient	in	English;	or	are	unwilling	to	
provide informed consent. Veteran patients will 
also be excluded if they have active self-harm or 
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suicidal ideation; if they completed an alternative 
treatment within the last three months; if they 
have planned concurrent additional treatment; 
severe psychotic disorder, dissociative identity or 
other	severe	mental	health	disorder	(identified	by	
previous diagnosis); serious cognitive impairment; 
concurrent	significant	life	stressors	that	impairs	
ability to engage in therapy at this time (i.e. 
homelessness, currently in court case etc.); or 
current alcohol or drug abuse disorder. 

To recruit veteran patients to the acceptability 
interviews (Stage three), veteran patients will be 
contacted at various stages of the treatment process 
and invited to an interview about their experiences 
of treatment. For example, up to 10 patients will 
be	recruited	to	interviews	within	their	first	ten	
sessions of treatment. Veteran patients will be 
interviewed by a member of the research team not 
affiliated	with	Combat	Stress	and	informed	that	the	
information	they	provide	will	be	held	confidentially	
and will not be reported back to the Combat Stress 
therapist unless the patient disclosed a risk of 
harming themselves or others. All veteran patients 
will provide written consent prior to participation 
in the trial and study interviews. 

Procedure 
We will collect data and analyse at three stages to 
inform the treatment manual development. We will 
follow the Medical Research Council’s guidance on 
the development of complex interventions [59,60].

Stage One. In line with MRC guidance for 
complex intervention development [59,60]
we will begin by reviewing published evidence 
to identify existing interventions for the core 
symptoms associated with experiences of PMIEs, 
specifically	guilt,	shame	and	anger.	This	will	
offer	insight	into	existing	effective	–	as	well	as	
ineffective	–	interventions.	The	review	will	provide	
an understanding of what causal factors or existing 
intervention components that have the greatest 
scope for producing patient symptom change 
and provide an evidence base for intervention 
components that may be included in the developed 
treatment manual [60]. 

Stage Two. Building on the results of the Stage 
1 systematic review, we will conduct one-to-one 
interviews with leading professional stakeholders 
in	the	field	of	moral	injury.	These	interviews	will	

generate insight about the content, format and 
delivery of the treatment manual. Interviews 
will explore participants views about: the core 
challenges faced in providing support or treatment 
to individuals with moral injury-related mental 
health problems; the support or treatments 
currently available in cases of moral injury; and 
features of existing support or treatments that may 
help or hinder psychological recovery. Interviews 
will be conducted remotely via telephone or video 
conferencing (e.g. MS Teams), audio-recorded 
and subsequently transcribed verbatim. These data 
will be used to develop a detailed prototype of the 
manual to be developed further and tested. 

One-to-one in-depth interviews will also be 
conducted with veterans who have experienced 
military-related PMIEs. Interview questions will 
draw on questioning techniques informed by 
the Critical Incident Approach [61] to explore 
veterans’ perceptions of the psychological 
difficulties	faced	by	those	who	experience	PMIEs;	
features of previous treatments that have helped/
hindered their recovery; and aspects of the 
developed manual that may facilitate or inhibit 
a positive experience or which might have been 
overlooked by the research team altogether. During 
the interview, veteran participants will be shown 
a	visual	representation	of	different	aspects	of	the	
manual’s proposed core components, developed 
from	the	findings	of	Stage	1	and	the	interviews	
conducted with professional stakeholders. 
Veteran participants will be asked to discuss their 
thoughts, feelings and concerns with questions 
including ‘What would be the best way to do 
this?’, ‘What might need to be done to support 
this part happening?’, ‘and ‘Do you have any 
concerns about this part of the treatment?’. Visual 
representations of the manual aspects will be shown 
to participants via screenshare (e.g. MS Teams) 
or sent via email/post for telephone interviews. 
Interviews will be audio-recorded and transcribed 
verbatim. Following an iterative process, these 
data	will	be	used	to	refine	and	optimise	the	initial	
manual prototype. The dedicated stakeholder 
group (see PPIE section above) will be consulted 
at key decision-making points in the process 
to generate solutions to problems raised or 
inconsistent messages elicited from the Stage two 
interviews.
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Stage Three. The CBT therapist will receive 
training in the concept of moral injury, PMIEs 
and delivering the treatment manual prototype 
developed across Stages one and two. The manual 
will be delivered to eligible veterans seeking mental 
health treatment following PMIEs at Combat 
Stress. The therapist will coordinate recruitment 
efforts,	such	as	circulating	study	information	at	
weekly Combat Stress Inter-disciplinary Team 
(MDT) meetings. Treatment delivery will be 
closely monitored for manual adherence during 
clinical supervision.

Psychometric assessments. During Stage three, 
we will quantitatively examine manual treatment 
outcomes, including the proportion of veteran 
patients who screen as eligible for the treatment, 
the number of eligible veteran patients who take 
up the treatment, the number of veteran patients 
who withdraw and symptom improvement rates. 
Therapist time required for treatment sessions will 
also	be	measured	for	cost	effectiveness.		
To	measure	if	treatment	benefits	are	maintained	

over time, patients will be followed up at three-
months post-treatment.  To ensure no patient gets 
significantly	worse	during	the	treatment,	we	will	
record patient scores on the Short-Form PCL-5 
[138] and the Clinical Global Impression rating 

[139] at the start of every session. Patients will also 
be asked to complete the PCL-5 [138] measuring 
symptoms of PTSD, the AUDIT [81] measuring 
alcohol intake, the MORIS [8] and EMIS[77] 
measuring moral injury exposure and related 
symptoms and the PHQ-9 [82] (see Table 2).

Qualitative assessments. To understand how 
acceptable and well tolerated the administered 
treatment manual is, qualitative interviews will be 
conducted with veteran patients and the therapist. 
We will carry out interviews with participating 
veteran patients who engaged with and completed 
the treatment sessions, and with any patients who 
withdraw. Veteran patients will be interviewed at 
varying points of treatment, with some interviewed 
early on during the treatment process, others 
midway through or at the end of treatment, others 
post-treatment at the three month follow up. 
Interviews will focus on how the treatment was 
experienced, what aspects work well, and what 
patients found both helpful and challenging. The 
therapist will be interviewed about their experience 
of	delivering	the	manual	in	the	first	six	months	of	
manual delivery, as well as at the end of treatment. 
These data will provide an in-depth understanding 
of the context in which the manual will operate, 

   Table 2: Pre/post treatment psychometric measures 

 Measures Baseline Session 19 Post- 3-months Every 
    treatment post-treatment session

PCL-5 X X X X 

AUDIT X  X X 

MORIS X  X X 

EMIS X  X X 

PHQ-9 X X X X 

Short-Form PCL-5     X

CGI     X

Note. PCL-5= PTSD Checklist for DSM-5 (PCL-5) with Criterion A [138] , AUDIT= Alcohol Use Disorders Identification Test [81] , 

MORIS= Moral Injury Scale [8] EMIS = expressions of moral injury [77], PHQ-9= Patient Health Questionnaire [140], CGI= Clinical 

Global Impressions rating [139] 
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the needs which have been met (or not) by 
the developed manual prototype, as well any 
unintended consequences or potential harms, and 
will	be	used	to	further	refine	the	manual.	

Data analysis
Quantitative data analysis.  In Stage three, 
demographic characteristics and military history 
will be explored.  Random slope non-linear growth 
models	with	a	fixed	coefficient	of	time	squared	
will	be	fitted	to	explore	the	longitudinal	health	
and functional impairment data collected at pre-
treatment, end of treatment and three-month 
follow-up.  These analyses will be repeated and 
adjusted for socio-demographic characteristics.  
The	final	stage	of	the	analysis	assessed	whether	
the secondary outcomes collected at pre-treatment 
are predictors of PTSD (PCL-5) [138]and moral 
injury (EMIS) [77] severity scores at three-month 
follow-up.		This	will	be	done	by	fitting	multivariate	
linear regression models to assess for predictors in 
changes between pre-treatment and three-month 
follow-up PCL-5 and EMIS scores.

Qualitative data analysis. Interviews (Stages 2 
and 3) will be analysed using two procedures: ‘fast 
and direct’ and ‘in-depth and detailed’. The ‘fast 
and direct’ analysis will use written summaries of 
the interviews to collate core themes and provide 
readily understandable feedback about the manual. 
This approach will provide immediate feedback 
about the manual. The ‘in-depth and detailed’ 
analysis will utilise a thematic analysis approach 
[28]where interview data are preliminary coded 
using an inductive ‘bottom up’ approach. The 
‘in-depth and detailed’ analysis process will 
provide nuanced feedback about the acceptability 
and	feasibility	of	the	manual	to	fine-tune	the	
final	iteration.	This	analysis	will	capture	areas	of	
disagreement that may be missed in the ‘fast and 
direct’ analysis. Credibility will be checked via 
analytic	triangulation	using	reflective	discussions	
with co-authors.

Ethics and dissemination
This study has received ethical approval 
from King’s College London Research Ethics 
Committee (HR-20/21-20850). There are 
a number of ethical concerns that have been 
considered when developing the study protocol. 

Firstly, the potential for this novel treatment 
to cause further psychological distress and a 
worsening of symptoms. During treatment sessions 
participants will be required to recount and 
focus on PMIEs from their time in the military. 
Finding ways to successfully approach these 
events and manage the associated distress is a 
key feature of the protocol, but this could also 
potentially be detrimental for participants [49]. 
Whilst the treatment manual has been developed 
collaboratively with experts, veterans and taking 
into	account	previous	research	and	findings,	it	
has not been previously delivered to a clinical 
population. To address this concern, throughout the 
delivery of the R&R treatment, the emerging data 
will be closely monitored by the study team. The 
therapist will also receive close clinical supervision 
and have the support of a multi-disciplinary team 
of clinicians, experienced in working with military 
veterans, who can quickly provide alternative 
treatment options if necessary. 

There is also the possibility that participants may 
disclose events that are illegal or violate the military 
rules of engagement. In such circumstances these 
events	may	require	confidentiality	to	be	breached	
and events reported accordingly to the relevant 
authorities. To mitigate against any potential harm 
or distress this could cause, all participants will be 
fully informed of the therapist’s need to disclose 
any illegality prior to participating. The therapist 
will also have full access to an experienced clinical 
team and supervisor to discuss any potential 
disclosures [47]. 

The results of the study are expected to have 
national and international interest for researchers, 
professionals and clinicians who work with veterans 
and other groups known to be vulnerable to moral 
injury.	The	findings	will	be	disseminated	via	a	
free event which will be made available to all 
relevant stakeholders and UK clinicians delivering 
trauma-related psychological treatment. This event 
will be delivered in collaboration with the UK 
Psychological Trauma Society (UK PTS). The 
study may also lead to a further randomised control 
trial,	should	this	be	indicated	by	the	findings.	

Discussion 
It	has	been	identified	that	exposure	to	PMIEs	
can have a profound impact on mental health 
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[9,36]. The cost of moral injury is often seen in 
the impact it has not only on veterans, but also on 
the wider family unit, as occupational functioning 
declines and observable increased risk-taking and 
wider	social	difficulties	are	evident	[2,3].	Those	
with a moral injury may present with changes to 
how they view themselves, the world and others, 
and report intense emotions such as shame, guilt, 
anger, sadness, and disgust [4]. Developing moral 
injuries	is	significantly	associated	with	psychiatric	
comorbidities including PTSD, depression, anxiety, 
increased suicidality and alcohol misuse [5–7]. It 
therefore presents as an important public health 
concern. 

Currently there is no manualised treatment 
for moral injury and its related mental health 
difficulties.	Clinicians	working	in	the	field	report	
a	lack	of	confidence	and	uncertainty	in	treating	
individuals with this presentation [34,50]. It is 
unclear whether existing treatments for PTSD, 
which commonly draw on CBT principles and 
techniques,	are	effective;	particularly	where	the	
PMIE is an act of perpetration and appraisals 
of blame may be accurate [50] . Recent studies 
found evidence for increased moral injury-related 
symptoms in those with CPTSD, a clinical group 
associated with poorer treatment outcomes [5], 
which	may	help	to	further	explain	the	difficulty	
care teams report when applying existing 
therapeutic methods. Where the needs of veterans 
presenting with moral injury may not be being met 
through existing PTSD treatment approaches, an 
effective	manualised	treatment	for	moral	injury	is	
clearly needed. 

To address this gap, the aim of the present 
article is to detail the protocol for the development 
of a manualised treatment for UK veterans with 
psychological distress characterised as moral 
injury. Previously developed treatments for moral 
injury have focused on US military populations 
[22,54]	which	have	been	shown	to	differ	from	
UK personnel in terms of trauma exposure and 
resulting mental health problems [23], highlighting 
the	potential	benefit	of	developing	a	treatment	
specifically	with	UK	personnel/veterans.	The	
codesign approach to this study is a strength that 
will allow for a detailed understanding of the 
presenting	difficulties	of	UK	veterans,	who	are	
experiencing mental health problems because of 

PMIEs, to be incorporated into the development 
and delivery of the treatment. This may help to 
reduce	the	associated	difficulties	this	population	
face when trying to engage with mental health 
treatment, that commonly results in lower 
engagement and high drop-out rates [24,31]. 
The study will lead to the development of the 
first	manualised	moral	injury	treatment	for	a	UK	
veteran population that has been codesigned with 
the intended clinical population and stakeholders in 
an	effort	to	overcome	these	barriers.	

There are several limitations to this study 
protocol which need to be considered. Most 
prominent	is	the	difficulty	that	is	widely	faced	
when assessing for and measuring moral injury. 
Currently there is no validated screening measure 
for moral injury related distress and/or associated 
cut	off	scores	for	clinical	presentations	for	UK	
military veterans. This study will therefore rely 
on the clinical judgement of both the assessing 
clinician and treating therapist to determine that 
moral	injury	is	the	primary	presenting	difficulty.	
This may impact on the reliability during the pilot 
phase of the study. 

The sample will be recruited from a national 
mental health charity in the UK and participants 
are required to volunteer to this novel study and 
‘opt in’ to provide consent. As such, the views of a 
more diverse population may not be captured, and 
the sample may not be representative of all veterans 
who have a moral injury related mental health 
difficulty.	This	could	limit	the	generalisability	of	
the	findings.	Recruiting	through	a	mental	health	
charity	does	however	bring	with	it	the	benefit	
of being able to validate the mental health status 
of participants. All participants will have been 
assessed	by	experienced	clinicians	in	the	field	
of veteran mental health and considered to have 
mental	health	difficulties	pertaining	to	experiences	
during their military service which will improve the 
validity of the sample. 
A	final	consideration	is	the	method	of	treatment	

delivery. Delivering the treatment through an online 
video consultation platform may inadvertently 
exclude individuals who would have otherwise 
taken part. Whilst this decision is preferable during 
the COVID-19 pandemic and social distancing 
restrictions, individuals without internet access 
and a method of conducting video calls may not 
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be able to take part due to the method of delivery. 
With these potential limitations in mind, it is our 
intention that this study will collaboratively create 
a manualised treatment to care for veterans who 
have psychological problems following experiences 
of military related PMIEs, informed by veterans 
themselves, clinicians, chaplains and other 
stakeholders, that will ultimately improve access to 
effective	treatment	and	support.
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