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Abstract
Moral injury (MI), originally discussed in relationship to transgressing moral beliefs 
and values during wartime among military personnel, has expanded beyond this 
context to include similar emotions experienced by healthcare professionals, first 
responders, and others experiencing moral emotions resulting from actions taken 
or observations made during traumatic events or circumstances. In this article, we 
review the history, definition, measurement, prevalence, distinctiveness, psychologi-
cal consequences, manifestations (in and outside of military settings), and correlates 
of MI in different settings. We also review secular psychological treatments, spir-
itually integrated therapies, and pastoral care approaches (specific for clergy and 
chaplains) used to treat MI and the evidence documenting their efficacy. Finally, we 
examine directions for future research needed to fill the many gaps in our knowledge 
about MI, how it develops, and how to help those suffering from it.
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Brief History

The concept of “moral injury” (MI), most recently, dates back to the work of mili-
tary psychiatrist Shay (1994) when he described a syndrome in Vietnam war Veter-
ans. However, the concept dates much further back than that, at least to the writings 
of Euripides (416 BCE). Euripides had originally described the syndrome using the 
term “miasma,” signifying the ancient Greek concept of moral defilement or pol-
lution, often resulting from unjust killing, but applicable to any transgression of 
moral values, whether applied to the perpetrator, the victim, or even the observer. 
In the Athenian tragedy Herakles (a theater play) authored by Euripides, Herakles 
describes the feeling of miasma as follows:

What can I do? Where can I hide from all this and not be found? What wings 
would take me high enough? How deep a hole would I have to dig? My shame 
for the evil I have done consumes me… I am soaked in blood-guilt, polluted, 
contagious… I am a pollutant, an offense to gods above. (Euripides, 416 BCE)

It was not until Veterans Administration (VA) psychologist Litz et  al., (2009) 
published a paper on MI in war Veterans, however, that the topic began to receive 
more widespread attention in the clinical and academic psychology world.

Definition

In that seminal paper by Litz et al., (2009), they defined MI as resulting from “an 
act of transgression that creates dissonance and conflict because it violates assump-
tions and beliefs about right and wrong and personal goodness…”. Following up 
on that, Brock and Letitini (2012) described MI as “a deep sense of transgression 
including feelings of shame, grief, meaninglessness, and remorse from having vio-
lated core moral beliefs” (p xiv). Transgressive and betrayal-based MI as described 
above is closely related to the term “moral distress”; MI occurs when moral distress 
is experienced repeatedly and the effects are long-lasting. More recently, Jinkerson 
(2016) updated the definition to emphasize the empirically and theoretically recog-
nized symptoms of guilt, shame, spiritual/existential conflict, and loss of trust, with 
secondary symptoms of depression, anxiety, anger, self-harm, and social problems 
resulting from it. However, there remains considerable disagreement and lack of 
consensus regarding what falls under the category of “moral injury” (Hodgson & 
Carey, 2017). For example, some experts have included spiritual symptoms as a core 
dimension of MI (Drescher et al., 2011; Carey et al., 2016; Jinkerson, 2016; Kopacz 
et al., 2016; Frankfurt & Frazier, 2016; Hodgson & Carey, 2017), arguing that chap-
lains/clergy may be ideally positioned to address these issues, whereas other experts 
have largely  minimized the spiritual, at least in terms of measurement  [which 
reflects these researchers’ definition of moral injury] (Currier et al., 2015a, 2015b; 
Litz et al., 2009; Nash et al., 2013).
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Measurement

Once researchers defined the syndrome (albeit idiosyncratically), they began to 
focus on ways to identify MI. The first of these efforts was the work of military psy-
chiatrist William Nash and colleagues who developed the Moral Injury Events Scale 
(MIES) based on work in active duty US Marines (Nash et al., 2013). This was fol-
lowed by Joseph Currier and colleagues in their studies of US Veterans, develop-
ing the Moral Injury Questionnaire-Military version (MIQ-M) (Currier et al., 2015a, 
2015b). These scales assessed both MI symptoms and events, which while useful in 
identifying those with MI, were  less helpful in determining severity of symptoms 
and tracking change in symptoms over time in response to treatment. Since morally 
injurious events were in the past and could not be altered, including them together 
with symptoms reduced the sensitivity of these scales (see Koenig et  al., 2019a). 
These scales were then followed by the development of “pure” MI symptom meas-
ures to assess the severity of symptoms and to track their change in response to treat-
ment. Initially published online in the Journal of Religion and Health in December 
of 2017, the first such scale was the 45-item Moral Injury Symptom Scale-Military 
Version-Long Form (MISS-M-LF) (Koenig et al., 2018a). This was quickly followed 
by publication of the 17-item Expressions of Moral Injury Scale-Military Version 
(EMIS-M) (Currier et al., 2018), the 10-item Moral Injury Symptom Scale-Military 
Version-Short Form (MISS-M-SF; Table 1) (Koenig et al., 2018b), and the 4-item 
version of the EMIS-M (Currier et al., 2020). These scales typically assessed self-
directed symptoms of MI (guilt, shame, self-condemnation) and “other-directed” 
symptoms (anger toward others, feelings of betrayal). Unique among the scales 
above, however, was the MISS-M-LF and MISS-M-SF, which included assessment 
of religious symptoms of MI such as religious struggles and loss of religious faith. 
(None of the other scales noted above contain religious or spiritual items.)

Prevalence

Using the MISS-M-LF, we have documented the prevalence of MI in 476 U.S. Vet-
erans and active duty military found that over 90% of 373 Veterans reported high 
levels (9 or 10 on a 1–10 severity scale) of at least one MI symptom and 59% report-
ing five symptoms or more at this severity level (Koenig et al., 2018c). Likewise, in 
a study of 103 active duty military with PTSD symptoms, we found that over 80% 
had at least one symptom of MI of high severity (i.e., rated a 9 or 10 on a sever-
ity scale from 1 to 10) and 52% had four or more such symptoms (Volk & Koenig, 
2019).

Research indicates that MI is also common among the active duty armed forces 
of other countries as well (Battaglia et al., 2019; Ferrajão & Aragão Oliveira, 2016; 
Levi-Belz et al., 2020; Williamson et al., 2021). For example, Hodgson et al. (2021) 
note the high prevalence of potentially morally injurious events (PMIEs) in a quali-
tative study of ten Australian Veterans, identifying seven common themes giving 
rise to MI symptoms: immoral acts (witnessed and perpetrated), death and injury 
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(witnessed and perpetrated), betrayal (by others and self), ethical dilemmas (humani-
zation/dehumanization and decision-making), disproportionate violence, retribution, 
and religious/spiritual issues. Given the nature of these PMIEs, the investigators 
underscore the role of Australian military chaplains in identifying and addressing 
these experiences that often underlie MI symptoms.

Distinction from PTSD

Although MI often occurs in the setting of severe trauma, it can be distinguished 
from PTSD (Brock & Lettini, 2012; Litz et al., 2009; Shay, 2014). MI is considered 
a separate syndrome from PTSD, but with some definitional overlap (Fig. 1). This 
overlap is largely limited to the affective domain (cluster D of the DSM-5 diagnostic 
criteria for PTSD; American Psychological Association, 2013). MI may occur either 
in the presence of PTSD or in its absence. PTSD is diagnosed when a severe trau-
matic stressor is present (Criterion A; exposure to death, threatened death, actual 
or threatened serious injury, actual or threatened sexual violence) along with four 

Moral Injury DSM-5 PTSD
Symptom Clusters

Criterion D
(Cogni�ons/Mood)

Criterion B
(Intrusions)

Criterion E
(Hypervigilance)

Criterion C
(Avoidance)

Guilt

Shame

Moral Concerns

Betrayal

Loss of Trust

Difficulty Forgiving

Loss of Meaning

Self-Condemna�on

Religious Struggles

Loss of Religious Faith/Hope

Fig. 1   Symptom overlap between moral injury and PTSD (from Koenig et al., 2020; used with permis-
sion). Criterion B cluster symptoms include intrusive unwanted upsetting memories, nightmares, flash-
backs, emotional distress after exposure to traumatic reminders, and physical reactivity after exposure 
to traumatic reminders; Criterion C symptoms include avoidance of trauma-related thoughts, feelings, or 
external reminders of the trauma; Criterion D symptoms include negative thoughts or feelings related to 
the trauma, such as being unable to recall key features of the trauma, having overly negative thoughts and 
assumptions about oneself or the world, engaging in exaggerated blame of self or others, negative affect, 
difficulty experiencing positive affect, decreased interest in activities, and feeling isolated; and, finally, 
Criterion E symptoms include those of increased arousal or reactivity, such as feeling irritable or aggres-
sive, engagement in risky or destructive behavior, hypervigilance, heightened startle reaction, difficulty 
concentrating, and difficulty sleeping
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major fear and trauma-based symptom clusters that adversely affect functioning in 
daily life: intrusive nightmares and flashbacks (Criterion B), avoidance (Criterion 
C), emotional negativity and numbing (Criterion D), and hyperarousal and irritabil-
ity (Criterion E). MI, in contrast, develops when transgressions of moral beliefs or 
values are committed, observed, or learned about (Litz et  al., 2009), with conse-
quent feelings of guilt, shame, feelings of betrayal, moral concerns, difficulty forgiv-
ing, loss of meaning, loss of trust, self-condemnation, spiritual struggles, and loss of 
religious faith as a result of those moral transgressions (Koenig et al., 2018a). For 
some, transgressing moral beliefs or values in high stakes situations may be severely 
distressing affecting the ability to function in daily life, whereas for others, these 
events may be disturbing yet do not disrupt functioning.

One might expect that regions of the brain that control moral processing would be 
more active among those with MI compared to those without, although this remains 
largely speculative at this time. Fear-based neural networks involved in PTSD, how-
ever, appear to be located in different areas of the brain than those involved with 
moral processing. Research suggests that MI and PTSD, while frequently co-occur-
ring, are mechanistically different in terms of their neurophysiological basis (Barnes 
et  al., 2019). There is evidence that resting-state brain fluctuation and functional 
conductivity are distinct in those with MI compared to those with PTSD, again pro-
viding support for the hypothesis that MI and PTSD are two different syndromes, 
each having dissociable neural underpinnings (Sun et  al., 2019). Recent attempts 
using functional magnetic resonance imaging (fMRI) have been made to identify 
the neural correlates of recalling a morally injurious event among those with mili-
tary or safety-related (first-responder) PTSD compared to civilian MI-exposed con-
trols (Lloyd et al., 2021). These researchers found increased activation of brain areas 
involved in viscero-sensory processing and hyperarousal, brain regions involved in 
defensive responding and in top-down cognitive control of emotions. These findings 
suggest that MI event processing is altered in those with PTSD, compared to MI-
exposed civilian controls without PTSD.

Psychological Consequences

Research indicates that MI is not a benign syndrome. MI in Veterans and active duty 
military has been associated with numerous adverse mental health outcomes, includ-
ing greater severity of PTSD (Bryan et al., 2016; Koenig et al., 2018a; Nash et al., 
2013), depression and anxiety (Currier et al., 2018; Evans et al., 2018; Koenig et al., 
2018a, 2018b; Volk & Koenig, 2019) and increased risk of suicide (Ames et  al., 
2019; Bryan et al., 2013, 2014, 2015; Nieuwsma et al., 2021). Even after controlling 
for PTSD symptom severity, the presence of MI remains a significant risk factor for 
depression, anxiety, and suicide (Bryan et al., 2013, 2014, 2015; Nash et al., 2010, 
2013), further justifying the claim that this condition is a distinct syndrome separate 
from PTSD. Veterans who utilize negative forms of religious coping (spiritual strug-
gles) may be at particular risk for suicide (Currier et al., 2017).
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Moral Injury Outside of Military Settings

Symptoms of MI may also be experienced by those outside of the military. The 
perceived transgression of moral values is common in healthcare professionals and 
first responders (police, firemen, emergency medical personnel) exposed to severe 
trauma, as well as among individuals experiencing any type of physical or severe 
emotional/physical trauma (rape, abortion, automobile accidents, other accidents, 
etc.). Such traumatized individuals often obsess about what they might have done 
differently to avoid the negative experience, and believe they carry personal respon-
sibility for the event (because they did not do something to prevent it). Indeed, trans-
gression of moral values is widespread among humans in general. The Christian 
scriptures say: “For all have sinned, and come short of the glory of God” (Roman 
3:23, KJV), while later affirming that “if thou shalt confess with thy mouth the Lord 
Jesus, and shalt believe in thine heart that God hath raised Him from the dead, thou 
shalt be saved” (Romans 10:9, KJV). The Qur’an states: “But if you avoid the great 
sins you have been forbidden, We shall wipe out your minor misdeeds and let you 
in through the entrance of honor [into Paradise]” (Qur’an 4:31), implying that all 
persons transgress their moral code at some time or another. We now examine MI as 
it may occur in healthcare professionals, first responders, and civilians in high-stress 
circumstances.

Healthcare Professionals

Much of the recent work on MI in healthcare professionals (HCPs) has been done by 
a research group at Duke University and by work done with collaborators in China. 
Healthcare professionals often find themselves in  situations (particularly during 
the COVID-19 pandemic) where they must make medical decisions that determine 
whether a person lives or dies, often in high-stress situations (e.g., placing a patient 
on a ventilator, when ventilators are in short supply; writing a do not resuscitate 
[DNR] order or equivalent; allowing for a natural death; and so forth). There are 
times when decisions must be made (or errors in judgment) that may lead to loss of 
life and legal ramifications over which there can be much remorse. Researchers at 
Duke University have adapted the ten-item MISS-M-SF for HCPs, specifically phy-
sicians and nurses, and psychometrically validated the measure in this population 
(Mantri et al., 2020). That measure has also been translated into Chinese and psy-
chometrically validated in a large sample of physicians and nurses in China (Wang 
et al., 2020). When HCPs experience “burnout,” as is so common today, MI may be 
the actual underlying cause (Kopacz et  al., 2019; Talbot & Dean, 2018). Further-
more, MI has been associated with increased medical errors among HCPs during the 
COVID-19 pandemic (Mantri et al., 2021a; Wang et al., 2021). It may be difficult, 
however, to determine whether such medical errors are the result of MI or its cause 
(Curlin 2005; Stovall et al., 2020).
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First Responders

Research indicates that police (Papazoglou & Chopko, 2017; Papazoglou et  al., 
2020), paramedics and emergency medical technicians (Murray, 2019), firemen and 
other first responders (Joannou et al., 2017; Lentz et al., 2021) are at increased risk 
of MI because of their repeated exposure to violence, trauma, and severe injuries as 
part of their daily work. There are times when decision must be made (or errors in 
judgment) that may lead to loss of life, over which there is much remorse.

Civilians

Likewise, refugees (Nickerson et al., 2015), news journalists covering the refugee 
and migration crisis in Europe (Feinstein et al., 2018), and even teachers in public 
schools may experience MI (Currier et al., 2015b; Sugrue, 2020). Civilians expe-
riencing the trauma of rape (Miller, 2009), abortion (Bernstein & Manata, 2019), 
physical assault or severe automobile accidents (where they may have been at 
fault or at least perceive they were) (Haight et  al., 2016, 2020), or exposure to 
such accidents (Hoffman & Nickerson, 2021), all are at risk for MI. Even clergy, 
particularly during the recent COVID-19 pandemic, have not been immune to MI 
(Greene et  al., 2020). One thing is clear. MI is not limited to those experienc-
ing wartime trauma, since “combat” comes in many different forms—from efforts 
to provide healthcare, to providing help during emergency situations, to news 
reporters covering those severely traumatized, to educators in high-stress envi-
ronments, to those experiencing the “slings and arrows of outrageous fortune” as 
part of routine (and sometimes not so routine) life. A ten-item measure of MI has 
been developed for use in civilians populations, again based on the MISS-M-SF 
(Koenig et al., 2019b, pp. 313–315).

Correlates, Predictors, and Moderators

A number of personal, behavioral, and situational characteristics may increase the 
risk of experiencing MI, depending on the particular situation in which a trau-
matic experience and/or moral transgression occurs. Some of these characteristics 
may (a) simply be correlated with MI, (b) lie along the pathway that leads to MI, 
(c) serve to maintain MI, or (d) moderate its severity. Unfortunately, there are few 
if any prospective studies or randomized controlled trials conducted to date that 
may help to establish causality among correlates of MI, as almost all research 
thus far has been cross-sectional in design.
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War and Combat

The following have been found to be associated with MI in current or former 
members of the military: younger age (Koenig et  al., 2018c; Volk & Koenig, 
2019), white race (Koenig et  al., 2018c; Wisco et  al., 2017), lower education 
(Volk & Koenig, 2019; Wisco et  al., 2017), less income/unemployed (Wisco 
et  al., 2017), low social support or poor quality of relationships (Koenig et  al., 
2018c; Nash et  al., 2013; Volk & Koenig, 2019), lower religiosity (particularly 
among those with more severe PTSD; Koenig et  al., 2018c), greater combat 
exposure or aftermath violence (Currier et al., 2018; Wisco et al., 2017), multi-
ple deployments (Wisco et al., 2017), greater physical disability or chronic pain 
(Koenig et al., 2018a), alcohol and drug abuse (Nieuwsma et al., 2021), and ser-
vice branch (Army; Wisco et al., 2017). As noted above, depression and anxiety 
are strongly correlated with MI in almost all of these studies.

Healthcare Settings

There are also several personal, behavioral, and situational factors that characterize 
the presence of MI in healthcare professionals. These include younger age (Mantri 
et al., 2021b; Wang et al., 2021), female gender (Wang et al., 2021), the unmarried 
(Wang et al., 2021), the divorced (Mantri et al., 2021b), those with lower religiosity 
(Mantri et  al., 2021a, 2021b), Buddhist or Taoist religion (vs. no religion) (Wang 
et al., 2021), involvement in the care of COVID-19 patients (Mantri et al., 2021b; 
Wang et al., 2021), nurses (vs. physicians) (Mantri et al., 2021b), higher levels of 
burnout or emotional exhaustion (Mantri et  al., 2021a, 2021b; Wang et  al., 2020, 
2021), and exposure to workplace violence (Wang et al., 2020, 2021). As in stud-
ies of military personnel, depression and anxiety symptoms have been significantly 
correlated with MI in each of the studies above (except when controlling for HCP 
burnout).

Other Settings

Little is known about the predictors and correlates of MI experienced in settings 
other than war/combat and healthcare, including among religious persons with high 
moral standards that they may frequently find themselves transgressing (or observe 
close friends or family members transgressing). This is due at least in part to the 
lack of psychometrically valid measures to assess MI symptoms in civilian settings. 
This is clearly an area were further research is needed in order to fill this research 
gap.
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Personality, Prior Trauma, and Culture

There is little doubt that personality, temperament (based on genetic influences), 
and developmental experiences play important roles in predisposing individuals to 
MI, although little if any research has been done to document this. For example, the 
emotionally and morally sensitive individual is probably more likely to experience 
MI than the individual with an antisocial personality disorder or with psychopathy. 
For example, the psychopath whose moral compass is altered, may feel no remorse 
after harmful actions toward others that would cause extreme guilt or shame in most 
individuals. Likewise, prior life trauma—particularly adverse childhood experi-
ences—almost certainly play a role in the development and maintenance of MI, as 
such experiences alter the stress response system (Battaglia et  al., 2019). Cultural 
factors also play a role (e.g., the propensity to experience shame in Asian countries), 
although these are likewise understudied and poorly understood.

Treatments for Moral Injury

Both secular and spiritual/religious interventions have been described for the treat-
ment of MI (Table 2). Some of these interventions have been examined for efficacy 
in randomized controlled trials (RCTs), are currently being examined in RCTs, 
or there are plans in place to do so. Other interventions have had their efficacy 
described in qualitative or case studies.

Secular Treatments

These include adaptive disclosure therapy, acceptance and commitment therapy, 
cognitive behavioral therapy, cognitive processing therapy, prolonged exposure, and 
healing through forgiveness. Although largely secular in approach, some of these 
may have spiritual components. Many were originally developed for the treatment 
of PTSD.

Adaptive Disclosure Therapy (ADT) is a manualized therapy designed to help 
Veterans and active duty military to integrate and resolve moral injuries experienced 
during wartime using emotion-focused cognitive behavioral strategies (Litz et  al., 
2017). This method involves discussing and processing of wartime memories and 
experiences, while at the same time challenging dysfunctional cognitions related 
memories of the trauma and moral transgressions. The treatment consists of six 
90-min one-on-one treatment sessions.

Acceptance and Commitment Therapy (ACT) is a largely secular approach to 
MI that focuses on improving adaptation and quality of life in those suffering from 
moral transgressions. There is a strong emphasis in ACT on mindfulness, a core 
principle in Buddhism, which is the seventh step in the eightfold path. Thus, this 
treatment could be described as a secular technique with a spiritual component. 
ACT can be administered in one-on-one individual sessions or in a group therapy 
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format. There is no set number of therapy sessions; rather, this is dependent on the 
needs of the individual. The basis for this approach is the notion that psychologi-
cal rigidity is the primary cause for many emotional problems, including MI. ACT 
is thought to reduce MI symptoms by increasing flexibility and adaptive behaviors 
as they apply to moral concerns. There are six core therapeutic processes involved 
in ACT: clarification, committed action, acceptance, defusion, present moment, and 
self-as-context. The goal is to help the individual live an increasingly mindful and 
value-based life (see Hayes et al., 2011, for an in-depth description of each process). 
Nieuwsma et al., (2015) and Kopacz et al., (2016) have emphasized the usefulness 
of ACT in helping individuals to accept difficult emotional experiences and to lead a 
mindful life committed to action in light of one’s values.

Cognitive Behavioral Therapy (CBT) Cognitive behavioral strategies are fre-
quently utilized in therapies for treating MI and the PTSD that often accompanies it. 
ADT (and ACT to some extent) is based on CBT principles. Another CBT approach 
to MI is based on “mode” theory, a model that organizes and conceptualizes risk 
and protective factors for MI (Rozek & Bryan, 2021). Mode theory emphasizes pre-
dispositions, activating events, and acute modes that influence the development and 
maintenance of MI, utilizing a cognitive behavioral framework to understand MI, its 
causes, and treatment. Impact of killing (IOK) in war is another one-on-one cogni-
tive behavioral approach to relieving the guilt and shame that current and former 
military personnel experience from killing others or from feeling responsible for 
the deaths of others during war (Maguen & Burkman, 2013; Maguen et al., 2017; 
Purcell et  al., 2018). The goals of IOK are to help individuals forgive themselves 
and make amends for their actions. Cognitive restructuring is used to identify and 
challenge dysfunctional beliefs caused by feeling responsible for the death of others. 
Acceptance and grief work are other components of this therapy. While primarily 
a secular form of therapy, IOK includes a spiritual component as well, in that it 
addresses the spiritual concerns about killing and seeks to resolve these by recon-
necting to a spiritual community and making amends in that setting.

Cognitive Processing Therapy (CPT) CPT evolved out of cognitive behavioral 
therapy in order to address the particular psychological conflicts involved in PTSD. 
CPT is one of the two most widely used therapies for PTSD in military settings, 
together with prolonged exposure (PE) (VA/DoD, 2017; Hoge & Chard, 2018). CPT 
involves a combination of PE and CBT that focuses on processing negative thoughts 
related to the trauma or moral transgression by identifying and challenging those 
thoughts in order to achieve more adaptive thinking and accompanying behavior 
(Resick et al., 2017). CPT seeks to identify “stuck points” that prevent individuals 
from moving beyond obsessing about moral transgressions/traumatic memories by 
emotionally processing those stuck points. In the latest version of CPT, attention is 
paid to addressing the symptoms of MI including guilt over transgressions, difficulty 
forgiving self and others, condemning self, and resolving religious struggles (Resick 
et al., 2017, pp 285–287.

Prolonged Exposure (PE) PE has also been used to treat MI (Paul et al., 2014). 
Initially developed as a treatment for PTSD, PE involves repeatedly exposing the 
person to their traumatic memories through imagining the trauma or to real-life situ-
ations similar to the trauma (in vivo exposure). Repeated exposure of this type is 
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conducted until habituation develops and the event no longer elicits distress. This 
can also be done for morally compromising situations that cause symptoms of MI. 
PE for MI typically consists of nine 45-min weekly one-on-one sessions that focus 
on this imaginal or in vivo exposure. To our knowledge, only a few case reports have 
been published to support the efficacy of PE for MI, although the effectiveness of 
this approach makes sense (Held et al., 2018; Paul et al., 2014).

Healing through Forgiveness (HTF) HTF is a 12-session 12-week program that 
largely utilizes CBT and PE strategies to not only focus upon the Veterans but 
actively includes family members (mostly the spouse) throughout most sessions 
(Grimsley & Grimsley, 2017). While largely secular in nature, HTF has a spiritual 
component. The sessions include (1) introduction and overview including pre-test 
MIQ-M assessment (veteran only), (2) remembering how to remember, (3) the con-
scious/unconscious PTSD and MI, (4) dealing with guilt, (5) dealing with shame, 
(6) MI and the subconscious, (7) forgiveness and fear as trigger for anger and PTSD, 
(8) integration of spouses and significant others, (9) the family and PTSD, (10) les-
sons for living life together, (11) summarizing PTSD and traumatization exercises, 
and (12) spiritual disciplines of forgiveness. There is a six-month follow-up and 
post-session questionnaire. HTF does not exclusively focus upon MI but co-jointly 
considers PTSD as well.

Other Therapies Eye movement desensitization and reprocessing (EMDR) has 
also been used with at least some level of success in Veterans struggling with the 
combination of MI and PTSD symptoms, (Hurley, 2018; Shapiro & Laliotis, 2015).

Spiritual/Religious Treatments

Since all major religious traditions have dealt with issues related to MI for centu-
ries, if not millennia (where transgressions of moral values have been called “sin” or 
“missing the mark”), it should not be surprising that spiritual/religious approaches 
to MI have been proposed (Koenig et al., 2019b, pp. 82–109). Indeed, the moral val-
ues that have been transgressed in MI are frequently based on the religious beliefs 
of the individual or the cultural environment in which those individuals were raised. 
Some of these approaches have been tested for efficacy in RCTs, whereas others are 
in the midst of such clinical trials. These include building spiritual strengths (Harris 
et al., 2011, 2018), and spiritually integrated cognitive processing therapy (SICPT) 
(Koenig et al., 2017; Pearce et al., 2018; Wade, 2016).

Building Spiritual Strengths (BSS) The efficacy of BSS has now been demon-
strated in two RCTs (Harris et al., 2011, 2018). This is a manual-based group ther-
apy that is intended to be delivered in faith community settings. BSS was designed 
to relieve the MI/spiritual distress associated with PTSD. The intervention is admin-
istered by either a mental health provider (counselor, psychologist, or social worker) 
with training in spiritually integrated care, or by a chaplain/clergyperson with men-
tal health training or clinical pastoral education (CPE). The BSS manual may be 
obtained by contacting J. Irene Harris, Ph.D. (jeanette.harris2@va.gov).

Spiritually integrated CPT (SICPT) SICPT, which is typically administered by a 
licensed professional counselor or psychologist, is a spiritually/religiously integrated 
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treatment for MI in the setting of PTSD. This is a manualized, structured, one-
on-one intervention that is delivered in twelve 50-min sessions once or twice per 
week over 6–12 weeks (Koenig et al., 2017; Pearce et al., 2017, 2018). Based on a 
cognitive processing therapy (CPT) framework, SICPT uses the patient’s spiritual/
religious beliefs to process traumatic events and dysfunctional cognitions. SICPT 
is now being tested in an RCT being conducted at the Greater Los Angeles VA 
Health System, where it is being compared to standard CPT and a structured pas-
toral care intervention (see below) in a 3-arm trial (Ames et al., 2018a). SICPT is 
also now being examined for efficacy in a single-group experimental study at Duke 
University Health System, with initial results that are quite promising (O’Garo & 
Koenig, 2018). The therapist manual, materials manual, and religion-specific appen-
dices (Christian, Jewish, Muslim, Buddhist, and Hindu) are available on request 
(Michelle.Pearce@umaryland.edu or Harold.Koenig@duke.edu).

Religiously Integrated Cognitive Behavioral Therapy (RCBT) Although RCBT 
does not specifically address MI or PTSD, it does focus on depression, which is 
often comorbid with MI. This treatment addresses the dysfunctional cognitions, 
maladaptive assumptions, and negative behaviors that often drive depression. RCBT 
has been tested in a randomized controlled trial against conventional CBT (CCBT), 
and found to be similarly effective, with both treatments producing a large effect size 
(Cohen’s d = − 3.02 for RCBT; d = − 2.39 for CCBT) (Koenig et  al., 2015; Pearce 
et  al., 2015). Similar to SICPT, RCBT is available in Jewish, Christian, Muslim, 
Hindu, and Buddhist versions, and both therapist manuals and patient workbooks 
are available for download without cost at Duke University’s Center for Spirituality, 
Theology and Health website (CSTH, 2021).

Pastoral Care Interventions

Clergy with mental health training and chaplains are ideally positioned to address 
concerns about moral transgressions and help individuals to resolve symptoms of 
MI. Chaplains serve many roles including counseling, providing support, education, 
and performing sacraments and rituals, all of which may be relevant in the treatment 
of MI and in the rehabilitation of individuals with it (Carey et  al., 2016). Several 
treatment approaches/therapies have been developed specifically for use by religious 
professionals.

Pastoral Narrative Disclosure (PND) Carey and Hodgson (2018) argue that the 
sacrament of penance has long been utilized within religious traditions to acknowl-
edge the moral pain that military personnel experience after returning from com-
bat, thereby allowing for absolution, forgiveness, and cleansing. Because of their 
role and authority with regard to carrying out the sacrament of penance, clergy/
chaplains play a unique role in bringing about the healing of MI through this sac-
rament. Bearing this in mind, Carey and Hodgson (2018) have developed a one-
on-one intervention called pastoral narrative disclosure (PND). PND was designed 
for use by mental health-trained clergy, CPE  trained  health care chaplains  and/or 
military trained chaplains and is based on the liturgical confessional model for the 
moral treatment of warriors returning from battle (Verkamp, 2006). Each word in 
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the title of this intervention represents a key component of the treatment: “pasto-
ral” signifies the embracing of the individual holistically; “narrative” emphasizes 
the individual’s story as a unique experience; and “disclosure” reflects the modern 
terminology for confession (which might also involve the atonement for sins com-
mitted, whether real or perceived). Atonement appears to be absolutely essential for 
complete healing in those experiencing MI from having hurt others by transgress-
ing moral boundaries. The eight steps of PND, which is characterized as a spiritual 
counseling, guidance and educational intervention, are rapport, reflection, review, 
reconstruction, restoration, ritual, renewal, and reconnection (see Carey & Hodgson, 
2018, for a detailed description of each step). PND is not a stand-alone treatment, 
but rather is viewed as part of a multi-disciplinary approach to MI rehabilitation. 
PND is a pastoral modification of adaptive disclosure and the sacrament of penance, 
but which has neutralized the confessional terminology by using secular locutions, 
“enabling it to be more suitable for those of all faiths and none.”

Moral Injury Reconciliation Therapy (MIRT) Similar to Carey and Hodgson’s 
PND model, MIRT consists of five sessions: (1) recognition/awareness of moral 
injury/trauma, (2) reply/lament and confession, (3) response through one’s own 
meaning making system, (4) remedy/forgiveness, grief facilitation, identity and 
humanity considerations, and (5) reconciliation involving the development of spir-
itual discipline/habit training (Lee, 2018). While it is not as in-depth as PND (which 
considers acts of restoration and community reconnection), MIRT also takes into 
account PTSD and sexual trauma.

Moral Injury Group (MIG) MIG is a 12-week 90-min group intervention that uti-
lizes a psychologist and a chaplain to address the psychological, moral, and spiritual 
distress associated with MI as a result of transgressions occurring during military 
service (Cenkner et al., 2021). The weekly group sessions provide information about 
MI; explore related topics such as moral emotions, moral values, moral dilemmas 
in moral disengagement (including spiritual struggles) and provide an opportunity 
for participants to explore spiritual disciplines and reflect on the religious/spiritual 
dimensions of their military experiences. The objective is to normalize moral pain 
from combat and to help participants recognize that the onus of warfare does not lie 
entirely with the Veteran but also with the community, those whom the Veteran has 
been defending. The intervention ends a community healing ceremony held at a VA 
chapel that is attended by family, friends, and members of the public. In a small pilot 
trial (n = 32), this treatment was shown to result in small to medium reductions in 
psychological symptoms and spiritual struggles (Cenkner et al., 2021). There is at 
least one other structured group intervention for MI that involves the teaming up of a 
chaplain and a psychologist developed at the San Antonio VA (Pernicano & Haynes, 
2021).

Structured Pastoral Care (SPC) SPC is a structured, manualized chaplain inter-
vention designed for the treatment of MI among Veterans with significant PTSD 
symptoms (Ames et al., 2018b). This one-on-one treatment is administered in twelve 
50-min sessions delivered once or twice per week over 6–12 weeks. SPC is a reli-
gion-specific intervention with Christian, Jewish, Muslim, Buddhist, and Hindu 
versions now available. The intervention relies on the original scriptures in each of 
these five major religious traditions to address each of the ten major symptoms of 
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MI (guilt, shame, moral concerns, feelings of betrayal, lack of trust, lack of mean-
ing, difficulty forgiving, self-condemnation, religious struggles, and loss of religious 
faith). Beginning with the MI symptom that is least distressing to the individual, the 
chaplain addresses each of symptom using the following eight treatment modules: 
conviction, lamentation, repentance, confession, forgiveness, reconciliation, atone-
ment, recovery and resiliency (with an additional anger module if needed). A small 
pilot study involving two case reports has found that SPC delivered by chaplains is 
effective not only in reducing MI symptoms but also improving PTSD symptoms as 
well (Ames et al., 2021).

Future Directions

Most of the research on MI has taken place in the USA or other Western countries. 
To our knowledge, no studies of MI have been conducted among those in military or 
non-military settings in the Middle East; North, Central, South, or Far East Asia; or 
Central or South America. This represents a huge research gap, as almost nothing is 
known about the prevalence or correlates of MI among current or former members 
of the military in these countries, or among healthcare professionals (other than in 
China) or first responders, or among civilians experiencing trauma from exposure to 
assault, robbery, accidents, or rape. Even in Western countries, there has been little 
systematic research on MI in non-military or non-healthcare settings.

Furthermore, almost all studies done thus far have been cross-sectional in nature, 
making it difficult to determine individual characteristics that may affect the devel-
opment or course of MI. As a result, prospective studies are needed that follow indi-
viduals prior to the development of MI and for extended periods afterward to deter-
mine factors related to the development and time course of MI symptoms, with or 
without treatment. In terms of establishing causality, for both practical and ethical 
reasons, it is unlikely that RCTs will be able to randomize individuals to either mor-
ally injurious events or to a control group. This consideration further underscores 
the importance of well-designed prospective studies that will be able to contribute to 
causal inference.

In terms of treatment, more research is needed that systematically examines effi-
cacy of spiritually integrated psychological interventions and pastoral care interven-
tions in RCTs, comparing these to standard secular treatments for MI. There are also 
a number of community-church programs, e.g., Rita Brock’s ecclesiastical work on 
MI in the USA, but also local church and community-based programs of this type 
in other countries as well, such as the Warrior Welcome Home program at Christ 
Church Cathedral, Darwin, in Australia (West, 2017). Future research efforts should 
test the efficacy of such programs, comparing them to other spiritual/religious, pas-
toral care, and secular treatments.

Finally, given the psychological comorbidity that is often present in those with 
MI (e.g., depression, anxiety, substance use disorders), research is needed to deter-
mine whether pharmacological treatments may be helpful in relieving MI symp-
toms and/or associated comorbidity. Likewise, research is needed on the efficacy of 
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combining medications with psychological, spiritual, or pastoral care interventions 
for MI.

Conclusions

MI is a recently acknowledged syndrome within psychology, but in reality, is a very 
old syndrome that has existed as long as humans have had moral and ethical beliefs 
and values that can be transgressed. These moral concerns following war or other 
forms of severe trauma have historically been addressed and treated by various ritu-
als and other religious/spiritual approaches, often administered by clergy. We review 
here the challenges in terms of establishing a consensus on definition, the measure-
ment, prevalence, correlates, and consequences of MI. We have focused here on the 
research conducted among current or former members of the military and in health-
care professionals facing moral dilemmas during the COVID-19 pandemic. We have 
also noted that MI occurs in first responders and others exposed to severe trauma 
that may have involved actions that transgressed moral beliefs or values, although 
regrettably, little research has been done in this regard. We also explored secular, 
spiritually integrated psychological, and pastoral care interventions for the treat-
ment of MI, and discussed directions for future research needed to fill many gaps 
in knowledge about this syndrome. We conclude that MI is a common and poten-
tially devastating emotional/behavioral condition that often develops in those expe-
riencing severe trauma, one that is often ignored by clinicians. This article provides 
an update on what is known about MI and what needs to be known to expand our 
understanding of this common syndrome that causes lifelong suffering for many, as 
well as disconnects individuals from themselves, loved ones, and even from their 
God.
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