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ABSTRACT

Background: Moral injury can significantly negatively impact mental health, but currently no
validated treatment for moral injury-related mental health difficulties exists in a UK context.
This study aimed to examine whether the Restore and Rebuild (R&R) treatment was feasible
to deliver, acceptable and well tolerated by UK military veterans with moral injury related
mental health difficulties.

Method: The R&R treatment was delivered to 20 patients who reported distress related to
exposure to a morally injurious event(s) during military service. R&R is a 20-session
psychotherapy with key themes of processing the event, self compassion, connecting with
others and core values. Treatment was delivered online, weekly, one-to-one by a single
therapist. Qualitative interviews with patients and the therapist who delivered R&R were
conducted to explore acceptability and analysed using thematic analysis.

Results: Following treatment, patients experienced a significant reduction in symptoms of
post-traumatic stress disorder, depression, alcohol misuse and moral injury related distress.
R&R was found to be well tolerated by patients and improved their perceived wellbeing.
Conclusions: These results provide preliminary evidence that veterans struggling with moral
injury related mental ill health can benefit from R&R treatment.

Restaurar Y Reconstruir (R&R) — un estudio piloto de viabilidad de una
intervencion codisenada para las dificultades de salud mental
relacionadas con daino moral

Antecedentes: El daflo moral puede tener un impacto negativo significativo en la salud
mental, pero actualmente no existe un tratamiento validado para las dificultades de salud
mental relacionadas con dafhio moral en el contexto del Reino Unido. El objetivo de este
estudio fue examinar si el tratamiento Restaurar y Reconstruir (R&R) era factible de
administrar, aceptable y bien tolerado para los veteranos militares del Reino Unido con
dificultades de salud mental relacionadas con dafio moral.

Método: El tratamiento R&R se administré a 20 pacientes que reportaron angustia relacionada
con la exposicién a evento(s) moralmente danino(s) durante el servicio militar. R&R es una
psicoterapia de 20 sesiones con temas claves de procesamiento del evento, autocompasion,
conexién con los demas y valores fundamentales. El tratamiento se efectué en linea,
semanalmente, en forma individual por un solo terapeuta. Se realizaron entrevistas
cualitativas con los pacientes y el terapeuta que proporciond R&R para explorar la
aceptabilidad y se analizaron mediante analisis temdtico.

Resultados: Después del tratamiento, los pacientes experimentaron una reduccién
significativa en los sintomas de trastorno por estrés postraumdtico, depresién, abuso de
alcohol y angustia relacionada con dafno moral. Se encontré que R&R era bien tolerada por
los pacientes y mejord su bienestar percibido.

Conclusiones: Estos resultados entregan evidencia preliminar de que los veteranos que luchan
con problemas de salud mental relacionados con dafio moral pueden beneficiarse del
tratamiento R&R.
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HIGHLIGHTS

- Evidence before this study:
Moral injury can negatively
impact the mental health
of military veterans.
Currently no validated
treatment for moral injury
related mental health
difficulties exists for UK
military personnel/
veterans.

Added value of this study:
Restore and Rebuild (R&R)
is a co-designed
psychotherapy for moral
injury-related mental
health difficulties. This
study provides the first
evidence that R&R
treatment is associated
with a significant
improvement in patient
symptoms of PTSD,
depression, alcohol misuse
and moral injury related
distress. R&R was feasible
to deliver, acceptable to
patients and well tolerated.
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« Implications of all the
available evidence: These
results provide preliminary
evidence that veterans
struggling with moral injury
related mental ill health can
benefit from R&R
treatment. With further
evaluation, R&R may be
beneficial to other
occupational groups
affected by moral injury.
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1. Introduction

During military service, individuals may be exposed to
potentially morally injurious events (PMIEs). These
events violate an individuals’ existing moral beliefs
of self, world and others and typically involve acts of
omission, commission or betrayal (Bonson et al.,
2023a; King et al., 2023; Williamson, Murphy, Phelps,
Forbes, et al., 2021). Most of the research to date has
focused on moral injury in military context although
moral injury has been reported in several non-military
occupations. As an example of moral injury in a mili-
tary 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 (e.g. Bonson et al,
2023a; Jamieson et al., 2020; Jinkerson, 2016; Molen-
dijk et al.,, 2022; Phelps et al., 2022). Finally, an act
of betrayal may be being provided with faulty or
insufficient equipment. Following exposure to a
PMIE, some individuals develop a moral injury which
is characterised by fundamental changes in relationship
with self, others and the world (Bonson et al., 2023a),
self-blame, difficulties with trust (Barnes et al., 2019)
as well as intense feelings of guilt, shame and anger
(Williamson, Murphy, Stevelink, et al., 2020). Those
experiencing moral injury are at increased risk of post-
traumatic stress disorder (PTSD), depression, alcohol
misuse and suicidality compared to those who have
not experienced PMIEs (Ames et al, 2019; Battles
et al., 2019; Williamson et al., 2018).

Moral injury has been found to have a lasting
impact on not only psychological health, but also spiri-
tual, social, and daily functioning (Bonson et al., 2023a;
Carey & Chaplaincy, 2018; Griffin et al., 2019; Molen-
dijk et al., 2022). Pervasive feelings of guilt, shame and
worthlessness can encourage a veteran with moral
injury to withdraw from others and to not discuss
the PMIE with anyone. This may lead to social discon-
nection and struggling on alone (Bonson et al., 2023a;
Williamson, Murphy, Stevelink, Jones, et al., 2021).

Moral injury can also substantially impact both intra-
personal and interpersonal values, leading to damaged
relationships with both self and others (Atuel et al,
2021 Bonson et al., 2023a; Richardson et al., 2020).
Individuals can come to believe that they do not
deserve a good life after the PMIE, or they do not
deserve to feel better (Litz et al., 2009) and engage in
high levels of self-sabotaging and self-destructive beha-
viours (Currier et al., 2018). This negative impact of
moral injury has been found in both military and
non-military samples, including police, healthcare
workers and journalists (Backholm & Idas, 2015; Car-
tolovni et al., 2021; Feinstein et al., 2018; Komarovs-
kaya et al., 2011; Williamson, Lamb, et al., 2022).

At present, no validated treatment for moral injury-
related mental health difficulties exists in a UK con-
text. A study within the UK found that clinicians
reported feeling a lack of confidence in treating cases
of moral injury, in part, because of this lack of manua-
lised treatment. Clinicians reported delivering treat-
ments drawn from a number of different sources to
find a good fit for morally injured patients (William-
son, Murphy, Stevelink, Allen, et al., 2021). While
moral injury can often co-occur with PTSD (Koenig
et al., 2019) and events can be simultaneously morally
injurious and life threatening (Williamson, Murphy,
Stevelink, et al.,, 2020), moral injury and PTSD are
increasingly recognised as being distinctly different
from each other in presentation (Barnes et al., 2019;
Jordan et al., 2017; Nash & Litz, 2013; Phelps et al,,
2022). Bryan et al. (2018) found military personnel
who reported life-threat trauma were more likely to
present with difficulties relating to flashbacks, exagger-
ated startle response and nightmares. Whereas the
symptom profile of individuals struggling with moral
injury is thought to include higher levels of anger,
guilt, shame, depression, and social withdrawal
(Griffin et al., 2019; Williamson, Murphy, Stevelink,
et al., 2020). Furthermore, studies have found that
different PMIEs (e.g. betrayal, perpetration, omission)
may evoke particular responses; for example, Litz et al.



(2018) found that experiences of perpetration PMIEs
were linked with higher levels of self-blame, re-experi-
encing and guilt compared to threat-based trauma. It
has also been argued that standard PTSD treatments
may not fully address the range of negative sequalae
or distress experienced by individuals with moral
injury (Maguen & Burkman, 2013; Steinmetz &
Gray, 2015) with studies finding that some patients
who received trauma-focused cognitive behavioural
therapy (TF-CBT) did not find this treatment entirely
helpful in addressing their moral injury-related symp-
toms of shame and guilt (Bonson et al., 2023b).
There are some treatments being developed for moral
injury; although, these have only been evaluated with US
military personnel/veterans. One such treatment is
Adaptive Disclosure (Gray et al, 2012), which
encourages emotional processing and examination of
beliefs from traumatic experiences. Another treatment,
The Impact of Killing (IOK) (Maguen et al., 2017) uti-
lises 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. Fur-
thermore, UK and US veterans have different rules of
engagement on deployment and have been shown to
have differences in experiences and responses to trauma
(Sundin et al., 2010; Sundin et al., 2014). Therefore, there
is a need for a treatment for moral injury that considers
the needs and experiences of UK veterans, and which
ideally would be adaptable to other occupational groups.
In order to address this gap, the authors co-
designed a treatment for moral injury in a pilot feasi-
bility study (Williamson, Murphy, et al., 2022). The
Restore and Rebuild (R&R) treatment is a 20-session
psychological therapy that was co-designed with UK
military veterans with lived experience and an inter-
national team of leading professionals in the field of
moral injury. The aim of this mixed methods study
was to examine if it was feasible to deliver R&R to
UK veterans with moral injury-related mental health
difficulties and investigate whether the treatment was
perceived as acceptable and well tolerated by users.

2. Method
2.1 Ethical approval

Ethical approval was granted for this study by Kings
College London Research Ethics Committee (HR-20
\21-20850).

2.2 Treatment development

Medical Research Council (MRC) guidelines for
complex intervention development were followed
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(Skivington et al., 2021) and we used a person-based
co-design approach to develop R&R (Mulvale et al.,
2019). The protocol detailing the design and develop-
ment of R&R has been published previously (William-
son, Murphy, et al., 2022). The R&R treatment was
developed using three stages. This article describes
the procedure and results of Stage 3 (see Williamson,
Murphy, et al., 2022 for a full description).

As a brief outline, 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 (Serfi-
oti et al,, 2022). Exposure-based approaches (e.g. Pro-
longed Exposure, Trauma Management Therapy)
were found to be particularly effective at reducing
shame and anger while cognitive processing therapy
(CPT, Resick et al., 2016) was found to 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.

In Stage 2, qualitative interviews were conducted
with leading professionals with extensive clinical, pas-
toral and research experience in moral injury (Serfioti
et al., 2023). 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. Recommendations from these inter-
views included providing a phase-based treatment in
a non-judgmental environment, providing moral injury
specific psychoeducation (e.g. therapy handouts), while
also actively questioning individuals on their experi-
ence, potentially including a third party (e.g. spiritual
leader) in treatment if appropriate, and focusing on
improving patient’s daily functioning (e.g. sleep, risk
taking) (Serfioti et al., 2023). Interviews also highlighted
the potential utility of approaches such as Acceptance
and Commitment Therapy (ACT) (Gloster et al,
2020) and Compassion Focused Therapy (CFT) (Gil-
bert, 2014) 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. This proposed treatment
outline was included in qualitative interviews con-
ducted with UK veterans who experienced PMIEs
(Bonson et al., 2023b). In these interviews, veterans
reflected on their past experiences of moral injury
treatment, what aspects of previous care were (or
were not) experienced as helpful, potential barriers/
facilitators to moral injury treatment, and their
thoughts on the proposed treatment outline (Bonson
et al., 2023b). Interviews with veterans highlighted
the potential benefits of incorporating sessions focus-
ing on one’s core values and how to live a life
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consistent with these values to address feelings of
being a ‘bad” person post-PMIE; using letter writing
exercises to reflect on and emotionally process the
PMIE; and including a close companion in the therapy
space to share information about moral injury and
their recovery process. Following these veteran inter-
views, the R&R treatment design and content was
further refined and modified where necessary.

The finalised R&R treatment manual consisted of 20
sessions delivered online by a single therapist. This
treatment was piloted in Stage 3 with 20 military veter-
ans, with sessions taking place weekly, with the excep-
tion of the final session which takes place 4 weeks
after Session 19. An outline of the R&R treatment is
presented in Table 1. 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 pro-
blematic 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 PMIE
and resultant moral injury. After these sessions, veter-
ans were invited to share a session with a close compa-
nion, where their understanding of moral injury, their
PMIE experience and future goals could be shared.
The remaining sessions encouraged the patient to con-
sider future directions in relationships with self (includ-
ing forgiveness and self-forgiveness), others and living
in accordance with values.

2.3 Recruitment

Participants in Stage 3 were recruited through a UK
wide veterans mental health charity between Septem-
ber 2021-December 2022. Veterans who had con-
tacted the charity for support completed a full

Table 1. R&R treatment session outline.

Session 1-2 Resource Formulation and emotional
building regulation strategies focused on
building self-compassion.
Session 3-8 Focusing on the  Recounting the PMIE through
event narrative exposure, evaluating
response to the event and
identifying stuck points.
Session 9-12  Moving on from  Cognitive re-structuring of core
the event beliefs about self and others
through exploration of key
themes such as power and
control, and trust.
Session 13-18  Rebuilding Overcoming shame through sharing

connections 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.

Session 19-20 Ending

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 ident-
ified. If moral injury appeared to be the main present-
ing 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 contacted them for a
brief screening telephone call. During this call, they
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.

2.3.1 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 psychologi-
cal treatment. In addition, it had to be determined by a
clinician that moral injury-related mental ill-health
was the main presenting difficulty which was ascer-
tained 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. A definition of moral
injury was provided to veterans screened (Litz et al.,
2009) so that they were better able to understand the
terminology used and how their experiences were in
line with moral injury symptoms. Clinical assessment
questions were guided by clinical expertise as well as
existing measures of moral injury (e.g. Currier et al.,
2015) where needed and the study team asked about
both fear/threat based trauma as well as aspects of
experiences which might indicate the potential to
cause moral injury.

Individuals were excluded from the treatment pilot if
they experienced significant speech or hearing difficul-
ties, 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, began 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 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 provided with support to access
alternative care within the mental health service.

2.4 Materials

2.4.1 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 infor-
mation (e.g. age, gender, years of military service, eth-
nicity, etc.) were also collected at baseline.

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 (Bovin et al.,
2016; Weathers et al., 1993). This is a validated 20-
item measure that assesses the DSM-5 symptoms of
PTSD and is widely used in trauma exposed popu-
lations internationally (Forkus et al., 2022). 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. Previous studies show
that the PCL-5 is a psychometrically sound measure
of PTSD symptoms (Blevins et al., 2015).

Moral injury related distress was assessed via the
Moral Injury Scale (MORIS, Williamson et al., under
review). The MORIS is 21 item self-report question-
naire that has been validated for use in UK popu-
lations. There was no overlap between the present
sample and the samples used to validate the MORIS.
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).
Items on the subscale relate to post-PMIE experiences
of personal change, guilt, shame, and anger, including
items such as ‘I often think about how the event(s)
could or should have happened differently’ and
‘When I think about what happened, I want to harm
or punish myself.” The moral injury related distress
subscale has been found to have strong internal con-
sistency (a=0.87). A cut off score of 12 has been
suggested as an indicator of likely moral injury related
distress.

Other measures utilised included the Alcohol Use
Disorders Identification Test (AUDIT) (Babor et al,,
2001) which is a well validated scale (de Meneses-
Gaya et al., 2009) used to measure likely alcohol mis-
use. 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) (Kroenke
et al., 2001), a nine-item measure (possible total
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score 0-27) which uses a Likert scale of 0 (not at all)
to 3 (nearly every day). The PHQ-9 has been found
to have good validity and reliability (Cameron et al.,
2008; Kroenke et al., 2001; Wu et al., 2020) and a
cut off score of ten or more was used to indicate likely
depression (Manea et al.,, 2012). The Expressions of
Moral Injury Scale- Military Version (EMIS-M)
(Currier et al., 2018) was used to assess moral injury
related distress. The EMIS is a 17-item scale for asses-
sing 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. The EMIS has been vali-
dated for use in US military samples (Currier et al,,
2015)and has been used in previous studies of moral
injury in UK military veterans (Currier et al., 2021;
Williamson, Greenberg, and Murphy, 2021).

2.5 Treatment delivery information

Data were collected regarding the number of R&R ses-
sions 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 (Hull and East
Yorkshire Hospitals NHS Trust, 2015).

2.5.1 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
once during their treatment by VW. Prior to inter-
views, 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 the mental health charity other ser-
vices. The one-to-one qualitative interviews were stag-
gered, 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 under-
stand their experience of treatment delivery.

The interview schedule (Supplementary Material 1)
was informed by the research questions, the broader
moral injury literature and previous qualitative studies
of experiences of psychological treatment post-trauma
(Litz et al., 2009; Nash & Litz, 2013; Purcell et al., 2018;
Schorr et al., 2018; Williamson, Murphy, Stevelink,
et al., 2020). Interviews focused on veterans’
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experiences of accessing treatment, their perceptions
of being offered a novel treatment for moral injury,
their experience of receiving R&R, aspects of the
R&R treatment that did/did not work well, the impact
of R&R on their daily functioning and wellbeing, bar-
riers and facilitators to treatment and perceptions of
any outstanding support needs. Interview questions
were open ended, inviting participants to reply in
their own words. Interviews were conducted by tele-
phone or MS teams and audio-recorded with consent.
Interviews were transcribed verbatim, with audio
recordings destroyed following transcription.

2.6 Data analysis

2.6.1 Quantitative data analysis

STATA 17 was used for data analysis. Descriptive stat-
istics 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 (e.g.
number of sessions attended, drop out, etc.) to evalu-
ate feasibility.

2.6.2 Qualitative analysis

Two approaches were taken for data analysis: ‘fast and
direct’ and ‘slow and in-depth’ (Williamson, Larkin,
Reardon, Pearcey, et al., 2021). The ‘fast and direct’
approach involved researchers taking notes of any
key observations during the interviews, with notes col-
lated and shared with the broader research team and,
where necessary, used to rapidly alter the R&R treat-
ment 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’ uti-
lised thematic analysis as recommended by Braun and
Clarke (Braun & Clarke, 2006). 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 gen-
erate initial codes, searched for and created early
themes, and finally revised 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 (Hennink
et al., 2017). Peer debriefing was regularly used, with
feedback sought from co-authors (DM, VA & NG)
who have several years of expertise in moral injury
and clinical treatment. To ensure reflexivity, a reflex-
ive journal was kept by the primary author (VW) to
note the influence of their own views, assumptions
and experiences to prevent premature or biased data
interpretation (Campbell et al., 2021).

3. Results
3.1 Quantitative findings

The 20 participants were 45 years old on average (SD
9.2) and the majority (90%, n=18) were male. 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 2.

None of the 20 participants who enrolled in the
R&R treatment dropped out of sessions (see Table 3)
and all patients attended all 20 of the R&R treatment
sessions, with only one participant lost to follow up.
Veteran participants experienced a significant mean
improvement for all total scores on the primary out-
come measures, apart from the EMIS. The mean
change for each of the primary outcomes is presented
in Table 4.

3.2 Qualitative findings

Two core themes and several sub-themes are reported
here. These themes reflected how veteran patients
experienced (i) their feelings and responses to R&R
therapy, and (ii) their perceptions of adaptations
needed to R&R to improve acceptability. Anonymised
quotes are provided in Table 5 to illustrate findings.

3.3 Experiences of receiving R&R treatment

3.3.1 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 over-
looked, and to look at the event from a more compas-
sionate  ‘outsider’ perspective. Treatment that
incorporated processing of the PMIE memory from
outsider, or allocentric, perspective was considered a
key therapeutic approach by the interviewed therapist.
Revisiting the memory of the event in this R&R
treatment process was experienced as difficult but
cathartic, with many veterans describing a reduction
in their feelings of self-blame, guilt and 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 in therapy was the
first time that they had told anyone of the event or
their reactions to it and disclosure was a relief.



Table 2. Participant demographic information.

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 5 (75%)
Divorced/separated 3 (15%)
Education attainment, n(%)
School until 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 3. Patient treatment attendance information.

QOutcome N (%)
Drop out after first session 0 (0.0%)
Number of R&R sessions attended 20 (100.0%)
1-month follow up attenders 0 (100.0%)
3-month follow up attenders 9 (95.0%)
Adverse events 0 (0.0%)

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

3.3.2 Increased self-compassion and use of
adaptive coping strategies
Another aspect of treatment veterans described as being
extremely beneficial was the ongoing self-compassio-
nate focus of sessions. It was helpful to receive encour-
agement 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 life-
style changes, including reducing long working hours
to be more manageable, setting boundaries, and revisit-
ing the division of family responsibilities.

Veterans described that they found a number of the
coping strategies for emotional self-regulation taught
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in R&R to be helpful in managing their distress,
including breathing techniques. Through treatment,
veterans reported experiencing greater self-com-
passion and were less harsh or punishing towards
themselves. Veterans described how they had become
to feel more 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.

3.3.3 Experiencing improved social connections
Towards the end of treatment, an R&R session
includes 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 they had for
the session, including what information they did/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 signifi-
cant other in a safe, structured way and this session
reportedly improved their companion’s understand-
ing of moral injury, R&R treatment and the difficulties
they had been facing.

Similarly, the therapist described how this session
provided veterans with the opportunity to practice dis-
cussing the PMIE with others in a contained 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.
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 compa-
nion for support when needed. Six veterans who chose

Table 4. Sample outcomes at baseline, 1-month and 3-months post treatment.

Baseline Met case criteria, n(%) Mean score (SD) Mean change from baseline (95% Cl) t-test P value
PTSD 19 (95.0%) 69.5 (15.3) - -
Alcohol misuse? 7 (100.0%) 21.8 (2.7 - -
Depression 20 (100.0%) 23.65 (6.70 - -
MORIS® 5(83.3) 17.6 (6.7 - -
EMIS® 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
EMISP n/a 50.0 (11.47) 6.63 (—1.42 to 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
EMISC n/a 52.63 (12.34) 0 (—4.19 to 12.2) 0.33

Note: Total N = 20. a = data missing for 3 participants. b = data missing for 2 participants. ¢ = data missing for 1 participant. d = data missing for 4 par-
ticipants. n/a = not applicable. PTSD = measured via PCL-5 (Weathers et al., 1993). Depression = measured by PHQ-9 (Kroenke et al., 2001). Alcohol mis-
use = measured via AUDIT (Babor et al., 2001). MORIS = Moral Injury Scale (Williamson et al., under review). EMIS = Expressions of Moral Injury Scale

(Currier et al.,, 2015).
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Table 5. lllustrative quotations supporting themes and subthemes of thematic analysis.
Theme & sub-themes Quote

Experiences of receiving R&R treatment
Re-evaluation of the event, in context and Veteran: That letter writing thing for me was me getting a grip of myself and writing down stuff that |
one’s role really didn’t want to write down. | really didn’t want [the therapist] or other people to hear about this
because | was horrified about my own thoughts and feelings at that time. But | want to get better, so you
have to, it's just a hurdle to get over isn't it. | 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 005)

Therapist: | think there is something really important ... about allocentric versus egocentric memory
processing with moral injury ... . There is something ... so helpful, rather than having that memory of
... I'was directing the drone, and this is what | could smell and ... see’ ... Being able to look at it from an
outside perspective and see the way that guy was being treated and ... having to make a quick decision.
There is something really important ... about being able to look at it from ... an outsider perspective it's
been really helpful.

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 | did, | don’t anymore. (Male, 017)

Increased self-compassion and use of Veteran: We talked a lot about perfectionism and that fear of failure ... | feel less stressed [now] ... | have

adaptive coping strategies. also changed my hours ... so | 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 | 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. | don't feel like | have to do everything all the time. (Female, 015).

Veteran: [The therapist] went through [my] average days and ... [asked] when | take time for myself [for]
reading which | enjoy doing. | like[to] paint, | like doing all sorts of different things, but | never fitted them
in. [The therapist] was like try and fit them in. Start with 15, 20 min, 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 ... taking that time to rest ... It was just some really good advice throughout to be fair that
I've never really thought about. (Male, 020)

Experiencing improved social connections Veteran: | 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 ... | was
comfortable with it, and | think the way that it was structured, the way that me and [the therapist] built a
plan before we came into [the session] ... so | knew how things were going and | think it worked well.
The only thing | was nervous about was just reactions from my wife because there’s stuff that I've told
nobody before ... So I've opened up a lot more ... and just talk more in depth ... over the things that |
think have affected me and why they've affected me. (Male 010)

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 | want to tell them?’ So that’s what we covered in the
session, and it was ... 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 ... | 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.

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 ... | 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. | think they can see a softness within me
..... Conversations are getting better, softer and more understanding since starting this [treatment],
which is fantastic.

Re-evaluation of values. Veteran: To me it’s all about making, | wouldn't say a better me but getting myself to a place | want to be
... my values standards have pretty much been set by the Army ... [So] 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 | don’t need that value
anymore’ ... and to actually pick ones that you wanted to move forward with ... and look at what | need
now to be happy. (Male 010).

Aspects of R&R that could be improved or altered.

Veteran: [Online] it's convenient really ... some people might find it's not as personable, but | think it is
having that person up on the screen is just as effective as being sat there face to face. | 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 | am, the person that | profess to be ... and |
should be not breaking down in front of people. Whereas over Teams ... I've been able to open up a little
bit more (Male, 005)

Veteran: | 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 [partners] ... about moral injury and explains about the treatment process and then also
maybe how they can support during the treatment and look after themselves ... 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, 003)

Veteran: So, the one thing that | have struggled with is some of the paperwork ... I'm slightly dyslexic and
... If I wanted to do this course in the future it would be amazing if you've got some kind of [materials]
... that somebody can click on a link and you've actually got the voice of your therapist. (Male 009)

Therapist: I think in terms of working with the moral injury itself | haven’t come across anything yet which
has been left out but, realistically, working with a veteran population in particular — a lot of the veterans
I’'m working with have multiple other PTSD events that aren’t morally injurious and they sometimes need
help with those bits afterwards ... So yes, there have been bits that have been left over but they've been
from the PTSD ... presentations rather than the moral injury side of things themselves.




not to include a close companion (i.e. due to relation-
ship 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 PMIE and reported that this was also cath-
artic and helpful.

Beyond the inclusion of a close companion, veter-
ans 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 situ-
ations 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) and reflecting 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.

3.3.4 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
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.

3.3.5 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. Many also 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 of work or
travel long distances.

Veterans described the importance of the time
taken by the therapist in the early sessions to build
rapport and trust. While veterans reported that they
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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 sup-
port programmes available at the mental health
charity after finishing R&R treatment. Veterans
suggested that future trials could include more infor-
mation about how R&R had been co-designed with
military veterans — as this would foster confidence
and trust in the therapy - the inclusion of information
about the R&R treatment appropriate for families. It
was also suggested that future trials could provide
information and materials in alternative formats to
be more accessible to individuals with special edu-
cational 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 difficul-
ties following R&R treatment — such as fears of loud
noises — which were not considered to be necessarily
linked to the PMIE specifically but other non-morally
injurious traumatic events. It was described that these
difficulties would likely require further support from
other services available at the mental health charity.

4, Discussion

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 per-
ceptions of the PMIE, increased self-compassion,
improved social connections and greater use of adap-
tive coping strategies.

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 (Edwards-Stewart et al.,
2021; Hoge et al., 2014). The published literature high-
lights that military veterans report dropping out of
treatment because of perceived PTSD treatment
ineffectiveness, work interference, confidentiality con-
cerns, insufficient time with a therapist, and stigma
related concerns (Hoge et al., 2014). Previous studies
have also found that some veterans with moral injury
can experience manualised trauma-focused PTSD
treatments as inadequate as these treatments do not
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fully address their distress following PMIEs (Bonson
et al., 2023b). No participants dropped out of treat-
ment, 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. At
present, health services in the UK typically offer
between 8 and 12 trauma focused sessions for PTSD
(National Institute for Clinical Excellence (NICE),
2018), with additional sessions provided in cases of
multiple or complex trauma (Brewin, 2020; Karatzias
et al.,, 2017; Karatzias et al., 2019). The number of
R&R sessions is consistent with existing approaches
for treating Complex PTSD (Brewin, 2020; Brewin
et al., 2017; Dufty & Ehlers, 2023). Qualitative inter-
views indicate that R&R was also considered accepta-
ble 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 treat-
ment 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 signifi-
cant reduction in moral injury-related distress as
measured by the MORIS, a moral injury screening
tool developed for use in UK samples (Williamson
et al., under review), was also found. However, no stat-
istically significant changes were observed in patient
expressions of moral distress post-treatment as
measured by the EMIS (Currier et al., 2018). 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 (Frankfurt & Frazier,
2016). The MORIS assesses event exposure separately
from moral injury related distress. Further, the EMIS
was developed to understand the ways in which
moral injury symptoms are expressed, rather than
explicitly measuring reductions in symptoms of
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, Kubany et al. (1996)) to better

understand patient outcomes in future evaluations of
R&R. Nonetheless, that patients consistently reported
a significant reduction in PTSD, depression and alco-
hol misuse symptoms following treatment via R&R 1is
promising and indicates that R&R may be an effective
treatment with benefits of the therapy maintained
three months post-treatment.

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 beha-
viours to cope with their distress (Bonson et al.,
2023a). That veterans described an improvement in
areas that have been conceptualised to be important
in moral injury recovery (Litz et al., 2009; Maguen
et al., 2017; Nash & Litz, 2013; Phelps et al., 2022) -
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 (Williamson, Murphy, Stevelink,
Allen, et al., 2021). 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 ben-
eficial is also promising. Furthermore, patients ident-
ified several areas of the R&R treatment process that
could be improved (i.e. using infographics, audio
recordings of text). These recommendations would
be straightforward to accommodate (i.e. including
more infographics in future information sheets) and
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.

4.1 Strengths and limitations

This study has a number of strengths and limitations.
First, the study included both male and female veter-
ans from all branches of the UK military. The demo-
graphic characteristics of this study’s participants are
broadly consistent with previous studies of UK treat-
ment seeking veterans with complex needs (Murphy
et al., 2021; Murphy & Busuttil, 2019; Williamson,
Baumann, et al, 2022; Williamson, Greenberg, &
Murphy, 2021). 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 patient’s lived
experiences of receiving treatment. Nonetheless,
future evaluations of R&R should include longer fol-
low up to ensure that treatment outcomes are main-
tained and examine whether patients go on to
require any additional support.

A limitation of the present study is, despite evi-
dence that patient symptoms improved post-treat-
ment, 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. Second,
given the design of the current trial, it was not pow-
ered to detect significant reductions in health out-
comes, but rather to explore the feasibility of
offering R&R. As a phase 1 pilot feasibility study, it
was beyond the scope of this study to include a con-
trol or comparison group. A randomised control trial
is needed to compare R&R to the treatments cur-
rently offered to veterans with moral injury related
mental health difficulties to better understand
R&R’s efficacy. Third, it was also beyond the scope
of this preliminary, exploratory study to include
veteran patients reporting suicidal ideation or active
self-harm. As experiences of PMIEs have been linked
to suicidality (Ames et al., 2019; Williamson et al,,
2018), whether R&R may be beneficial in future to
patients presenting with suicidal ideation/self-harm
is another factor which requires consideration in
future evaluations. Fourth, some treatments devel-
oped for moral injury use a group-based model
(e.g. IOK Maguen et al.,, 2017) or include support
from a spiritual leader (Cenkner et al., 2021).
Whether it is possible to adapt R&R for a group for-
mat or include the option to involve a spiritual leader
in future warrants further exploration. Finally, 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.

5. 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 suffer with moral injury.
Whether R&R may be beneficial to other non-mili-
tary groups who struggle with moral injury should
be investigated.
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