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Who am I?   Twitter: @Profngreenberg
● Professor at King’s College London

● Served in the Royal Navy for 23+ years

● Managing Director of March on Stress Ltd

● Trustee for Society and Faculty of Occupational Medicine

● Led on World Psychiatric Association Position Statement on Mental 
Health at Work

● Member of NHS England Expert Advisory Group on Staff Wellbeing

● Clinician – mainly occupational mental health



Moral Injury?

Profound distress following a ‘transgressive act’ that violates one’s moral or ethical code



Potential Morally Injurious Events
● Commission 

○ I did things I should not have done

○ I am a monster

○ My team did things they should never have done

● Omission 

○ I froze and people died

○ I just let it happen

● Betrayal [often, but not always, by a higher authority]



Roots of moral injury
Miasma: Ancient Greek concept of moral 

defilement or pollution, often resulting from unjust 

killing

— Homer, The Illiad, 762 B.C



What is missed by current conceptions of PTSD



Complex PTSD
● ICD11 – PTSD and….disturbances in self-organisation (DSO)

● The domains of DSO include

● Emotional dysregulation

● Negative self-concept

● Interpersonal difficulties

● And…tentative evidence that DSO is strongly related to Moral Injury (and thus 

CPTSD) (Currier, Murphy et al, 2021)



Problems with the moral injury concept
● “it’s just a sort of PTSD isn’t it”?

● What’s the threshold for what a PMIE might be?

● It’s not a diagnosis, so why bother with it?

● We don’t have any treatments or interventions for it anyhow?



Why investigate moral injury?



Impact on mental 
health

Meta-analysis:  Associated with 

poor mental health outcomes

Majority of research US based

Linked to PTSD, depression 

and suicidality (?co-morbidity 

or risk factor)
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UK veterans appear to benefit less from PTSD treatments

Some evidence that exposure-
based treatments (e.g. prolonged 
exposure) may cause harm in 
those presenting with moral injury 
related PTSD (Maguen & 
Burkman, 2013)



Overview of relevant MI research



Types of moral injury and MH disorders in HCWs

Commission                            Omission                                  Betrayal



IMAGINE Study

Qualitative interviews:

● Military veterans (n=30) 

● Clinicians (n=15)

Online questionnaire:

● Military veterans (n=204)



Key findings

Moral injury experienced by 

UK veterans alongside ‘classic 

trauma’

“You are in the middle of a 
riot...and you are trying to deal 
with 250 [people] who are all 
throwing bottles, bricks and 
everything else at you… The only 
time I hit a woman was in 
Northern Ireland… I’m not proud 
of that, it was just one of those 
things.”



Moral injury and ‘mixed’ 

events associated with:

• PTSD

• Anxiety disorders

• Suicidal ideation*

Mental health outcomes



- Clinician perspective

No standard way of treating MI 

associated MH problems

Not always clear whether to ask 

about MI and how to do so?

Challenges in treatment



Challenges in treatment

Managing patient disclosures

Challenging symptoms

Impact on clinician wellbeing 

Accessible resources & training



- Veteran perspective

Existing treatments have not 

helped with shame & guilt 

Difficulty disclosing event 

Rapport with therapist is key

 

“You can tell me all those things 

until you are a blue in the face. I 

made a decision, on the ground with 

the best information I had, and it 

went wrong. And that’s a fact…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 [is] fine, [I] get what you are 

doing, but that’s not my issue. . it’s 

more deep, it’s more rooted in my 

psyche.”

Challenges in treatment



Key points
1. Moral injury provides an insight into causes of poor mental MH over & above classic 

‘trauma’ especially relevant over the last two years

2. Challenging to treat MI associated mental health problems (esp impt in some 

occupations) and clinicians need to know about the concept so they don’t miss it

3. Some challenges for clinicians in terms of their MH and decision making

4. Prevention/management (rather than treatment) different to ‘classic trauma)

5. ICD12 and DSM-6????



What can be done about moral injury?





Possible ‘targets’ of intervention
● Reduce exposure

● Reduce impact (primary prevention)

● Early intervention (secondary prevention)

● Effective treatment (tertiary prevention)

● BREAKOUT



Early intervention
● ‘Reflective practice’ and Schwarz Rounds

○ FINE (facts, Impact, functioning Now, Education)

● But team-led could be problematic as betrayal often ‘higher up’

● Town halls (‘Ask the CEO/CNO/CMO’) may be a balance of fact and politics

● So….can we do an organisational RP?

● BREAKOUT (what are the potential pitfalls?)



DEVELOPING A TREATMENT FOR
MORAL INJURY



DEVELOPING A TREATMENT FOR MORAL INJURY ASSOCIATED MENTAL 
ILL HEALTH

Stage Two

Module Development

Stage One

Review current 
treatments

Stage Three

Module pilot

Developing and evaluating 
complex interventions



Stage 1: Review of Current Treatments 

Stage One

Review current 
treatments

Developing and evaluating 
complex interventions

1
Re-examination of data 

from veterans and 
clinicians 

3
Literature review of 
current approached

2
Consultation with leading 

professionals & service 
users

Allows for strong theoretical underpinning to manual design

Co-production to support feasibility & engagement

Literature review:                     Guilt  (CPT)
   Shame  (CF-Therapy) 
   Value/Reconnecting  (ACT) 
  



Stage 2. Rebuilding and Reconnecting: Psychological Treatment 
After Challenging Events (R&R)●

Sessions 1-2 Sessions 3-8 Sessions 9-12 Sessions 13-18 Sessions 19-20

Resource building Focusing 
on the event(s)

Moving on 
from the event(s)

Rebuilding 
connections

Ending

RB1
Formulation & 
treatment

FE3-5
Recounting the event

MO9-10
Core values & pre-
event self

RC13-14
Raising self-
compassion

E19
Tying it 
together

RB2
Emotional regulation

FE6-8
Evaluating the 
response to event

MO11-12
Reviewing changes

RC15-16
Restoring relationships

E20
Reviewing 
progress

RC17-18
Renewal & 
reconnection



STAGE THREE: R&R PILOT STUDY

Module delivered to
20 veterans 

with Moral Injury
at Combat Stress

Severity of Moral 
Injury-related 

symptoms assessed 
pre/post treatment

Patients followed up
at 3 months

post-treatment

Clinician and veterans 
interviewed about 

their views of module

●Benefits of this approach
• Evidence of acceptability of the manual
• Tentative evidence for treatment 

outcomes
• Primary outcomes PTSD and Moral Injury



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 ³18 years 3 (15%)
Further education 11 (55%)
Higher education (BSc) 3 (15%)
Masters/doctoral degree 3 (15%)

Branch, n(%)

British Army 14 (70%)
Royal Air Force 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)

R&R patient demographic information



Baseline Met case criteria, n(%) Mean score (SD) Mean change from 
baseline (95% CI)

t-test P value 

PTSD (PCL-5) 19 (95.0%) 69.5 (15.3) - -
Alcohol misuse (AUDIT) 17 (100.0%) 21.8 (2.7) - -

Depression (PHQ-9) 20 (100.0%) 23.65 (6.70) - -
MORIS (Moral Injury Scale) 15 (83.3) 17.6 (6.7) - -
EMIS (Expressions of Moral 
Injury Scale)

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 misuse 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

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

3-month follow up
PTSD 4 (21.1%) 30.63 (16.70) 38.87 (28.5 –

49.25) 
<0.001

Alcohol misuse 4 (22.2%) 8.66 (7.52) 12.51(8.58 –
16.44)

<0.001

Depression 8 (42.11%) 8.84 (5.04) 14.81 (10.95-
18.67)

<0.001

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

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





R&R next steps
● RCT with military veterans underway

● Looking to expand to non military occupations

● Deconstructing to find out what the key elements are (and shorten the therapy if 

possible)

● Working out a training regime if the RCT is successful



Conclusions
● MI is a problem for many organisations including HCWs

● Intervention may be useful; reduction in exposure is ideal

● Need to think from a systems point of view especially in early intervention

● Watch this space for some results in due course



Any Questions?- Fire Away!

Neil.greenberg@kcl.ac.uk
Twitter: @profngreenberg
www.kcmhr.org
http://epr.hpru.nihr.ac.uk/
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