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Sign and Symptoms

•Difficulty controlling your emotions
•Feeling very angry or distrustful towards the world
•Constant feelings of emptiness or hopelessness
•Feeling as if you are permanently damaged or worthless (moral injury)
•Feeling as if you are completely different to other people
•Feeling like nobody can understand what happened to you
•Avoiding friendships and relationships, or finding them very difficult
•Often experiencing dissociative symptoms such as depersonalization or 
derealization
•Somatic symptoms, such as headaches, dizziness, chest pains and 
stomach aches
•Regular suicidal feelings.
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• Psychiatrist Judith Herman’s first 
major work, published in 1981

• Literature was sparse prior to this 
publication

• Describes the paucity of 
publications on the subject, 
dispelled the myth that incest was 
rare and the sexist bias of what 
was written (see forward).

Early Work

https://www.amazon.com/Father-Daughter-Incest-Afterword-Judith-Herman/dp/0674002709/ref=sr_1_1?crid=3GY3CY4UP8NGU&keywords=father+daughter+incest&qid=1665537373&qu=eyJxc2MiOiIzLjk3IiwicXNhIjoiMi42MCIsInFzcCI6IjIuMDgifQ%3D%3D&sprefix=father+daughter+incest%2Caps%2C98&sr=8-1


• First described in Trauma and Recovery
by psychiatrist  Judith Herman, M.D. in 
1992

• Differentiated from PTSD by prolonged 
and repeated trauma and some form of 
captivity

• Not recognized in any DSM including 
DSM-IV & DSM-5, who considered but 
struck the Disorders of Extreme Stress 
Not Otherwise Specified (DESNOS) 
alternative

About C-PTSD



• Somatic

• Dissociative

• Affective

• Identity and 
relationships

Judith Herman’s Criteria - 1992



•Childhood abuse, neglect or 
abandonment
•Ongoing domestic violence or abuse
•Repeatedly witnessing violence or 
abuse, combat, child soldiers
•Captivity, being forced or manipulated 
into prostitution (sex trafficking),
torture, kidnapping or slavery, cults

Causes-

Repeated Trauma or Polyvictimization

(multiple Types)



• Abusers/perpetrators control most aspects of 
the victims life for a period of time
• Isolation of the victim from others
• Destroys victim’s sense of autonomy and self-

worth, producing a negative self-concept
• Abusers often are the victim’s source of survival 

and angering the abuser is dangerous

Identity Problems



C-PTSD: Core symptoms of PTSD plus
Disturbances in Self-Organization (DSO)

- Marylene Cloitre, Ph.D.

Negative Self Concept

● Persistent beliefs about self as 
diminished, defeated or 
worthless

● Feelings of guilt and/or shame



• Through intermittent reinforcement, 
even small signs of affection or relief 
contribute to trauma bonding

• Promotes anxious-avoidance 
attachment

• Remaining in abusive 
situations – “sitting duck”

Relationship Problems



Loss of initiative & motivation
The accounts of 
coercive methods given 
by battered women, 
abused children, and 
coerced prostitutes bear 
an uncanny 
resemblance to those 
hostages, political 
prisoners, and survivors 
of concentration camps.

Prolonged confinement 
produces a trauma bond 
between victim and 
persecutor. The field of 
initiative is narrowed 
considerably, dictated by 
the perpetrator. This 
regression to 
“psychological infantilism” 
compels victims to cling to 
the persecutor.

Prolonged captivity 
undermines or destroys 
the ordinary sense of a 
relative safe sphere of 
initiative, in  which there 
is some tolerance for 
trial and error. To the 
chronically traumatized 
person, any 
independent action is 
insubordination, which 
carries the risk of dire 
punishment. 

Herman, J. L. (1992). Complex PTSD: A syndrome in survivors of prolonged 
and repeated trauma. Journal of Traumatic Stress, 5(3), 377–391.  

http://www.myptsd.com/gallery/-pdf/1-90.pdf


C-PTSD: Core symptoms of PTSD plus
Disturbances in Self-Organization (DSO)

- Marylene Cloitre, Ph.D.

Interpersonal difficulties

● Persistent difficulties in sustaining 
relationships due to tendency to avoid, 
deride or have little interest others, social 
withdrawal

● Intense relationships with difficulty 
maintaining emotional connectiveness



Research reveals that adverse childhood 
experiences have a differential effect on sensitive 
brain areas, especially within the limbic circuit, 
during specific maturation phases. For instance, 
sensitive periods for the limbic circuit (including 
the amygdala and hippocampus) and areas 
involved in stress regulation (such as the 
prefrontal cortex) are during preadolescence 
(approximately 9–12 years) and early adolescence 
(approximately 13 years). This could contribute to 
the heterogeneity of study results in different PTSD 
populations based primarily on cross-sectional 
diagnoses. 

Developmental vulnerabilities 1

Maercker A, Cloitre M et al (July 2,2022). Complex Post-Traumatic 
Stress Disorder. Lancet, 400, 60-72
Herzog JI, Thome J, Demirakca T, et al. Influence of severity of type and 
timing of retrospectively reported childhood maltreatment on female 
amygdala and hippocampal volume. Sci Rep 2020; 10: 1903. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7002661/


Developmental vulnerabilities 2
A lot of skills to pack into a short time span

There is evidence that trauma exposure creates risk for complex 
PTSD in ways that are sensitive to the developmental epoch in 
which the trauma has occurred. For example, trauma in childhood 
can adversely affect attachment patterns and mental integration 
capabilities. This includes, for instance, an adverse effect during 
adolescence on the formation of one’s own social identity and the 
acquisition of morality and values, and in early adulthood, taking 
responsibility for people and assignments, all of which are 
accompanied by emotion regulation and relationship skills
development.

Maercker A, Cloitre M et al (July 2,2022). Complex Post-Traumatic

Stress Disorder. Lancet, 400, 60-72



Effects of persistent trauma on a child
Living in an unpredictable world interferes with the development of 
object constancy; as a result, they lack verbal and conceptual 
representations of both their inner world and of their surroundings. As a 
consequence, they have little sense of their own contributions to what 
happens to them. Without internal maps to guide them, they act instead 
of plan, show their wishes in their behaviors, rather than discussing what 
they want. They take, rather than ask. Unable to appreciate clearly who 
they, or others are, they do not know how to enlist other people as allies 
on their behalf; people are sources of terror or gratification, but rarely 
fellow-human beings with their own sets of needs and desires. They have 
difficulty appreciating novelty; without a map to compare and contrast, 
anything new is potentially threatening. What is familiar tends to be 
experienced as safer, even if it is a predictable source of terror. 

“Down will come baby, cradle and all: Diagnostic and therapeutic implications 
of chronic trauma on child development” - Annette Streeck-Fischer, Bessel A. 
van der Kolk available from

https://www.cttntraumatraining.org/complex-trauma.html

https://www.cttntraumatraining.org/complex-trauma.html


National Child Traumatic Stress Network Study
• In a large clinician survey of children and adolescents served by the National Child 

Traumatic Stress Network, Dr. Joseph Spinazzola and his colleagues identified five 
difficulties most pervasively faced by youth receiving assessment or treatment services 
due to histories of trauma.

• Four of these difficulties were reported to be relevant to over half of all children and 
adolescents represented by this survey:

1.Affect Dysregulation: problems recognizing, shifting, communicating, and tolerating 
strong feelings and emotions

2.Attentional Dysregulation: difficulty directing attention and sustaining concentration on 
present-focused, goal-directed activities and tasks

3.Negative Self-Image: chronic struggles with low self-esteem, distorted body-image, lack 
of self-worth, self-blame, and self-loathing

4.Impulsivity: difficulty controlling strong urges to engage in risky and potentially harmful 
or self-destructive actions and behaviors

5.Finally, nearly half of the youth covered by this survey also experience significant 
difficulties with aggression.

• These five difficulties were followed by a host of others each occurring in a subset of 
traumatized youth, including somatic symptoms, attachment difficulties, conduct and 
sexualized behavior problems, dissociation, and finally PTSD.

https://www.complextrauma.org/glossary/dysregulation/
https://www.complextrauma.org/glossary/dissociation/


C-PTSD: Core symptoms of PTSD plus
Disturbances in Self-Organization (DSO)

- Marylene Cloitre, Ph.D.

Emotional dysregulation

● Heightened emotional reactivity
● Violent outbursts
● Reckless or self-destructive 

behavior
● Dissociates under stress



Somatization –
physical complaints

Chronically traumatized 

people are hypervigilant, 

anxious and agitated, 

without any recognizable 

baseline state of calm or 

comfort.

Hilberman, E. “Overview: the "wife-beater's wife" 
reconsidered.” The American journal of psychiatry vol. 
137,11 (1980): 1336-47.



• Hypervigilance
• Anxious/angry
• Easily startled
• Insomnia
• Back pain, pelvic pain, 

headaches, GI distress
• Choking/smothering 

sensations/panic attacks

Symptoms



“People in captivity become adept practitioners of the 
arts of altered consciousness. Through the practice of 

dissociation, voluntary thought suppression, 
minimization and outright denial, they learn to alter an 

unbearable reality.”
- Judith Herman

.



“Disturbances in time sense, memory and 
concentration are almost universally reported. 

Alterations in time sense begin with the 
obliteration of the future and eventually progress 

to the obliteration of the past.”
- Judith Herman

.



Affective Changes

Bitterness of feeling abandoned by man and God are 
extremely common, leading to chronic and often 
severe depression as well as moral injury.
Hyperarousal and intrusion symptoms fuse with 
vegetative symptoms of depression forming the 
“survivor triad” of nightmares, insomnia and 
psychosomatic symptoms.
Humiliated rage adds to the depression which is often 
suppressed while captive to ensure survival. 



• Outwardly expressed –
verbal and physical 
abuse to others

• Inward bound – suicidal
ideation, self-mutilation,
substance abuse

Anger and rage:



Compassion Fatigue &
Secondary Trauma

The compassion fatigue resilience (CFR) model is the latest iteration in successive 

models that attempt to account for the variance in CFR (higher resilience resulting in 

lower compassion fatigue). The model helps account for why some people experience 

little to no compassion stress whereas others do, despite the same levels of exposure 

and competence when working with the traumatized. This multidimensional model of 

resilience provides the best estimate yet in depicting STS reactions that account for 

the increase/decrease of STS. This model has the potential for guiding both research 

and practice, and teaching trauma survivors and future trauma-exposed professionals 

how to build up their secondary stress resilience and become more effective in 

managing secondary stress when their “hearts go out” to the suffering.

Ludick, M., & Figley, C. R. (2017). Toward a mechanism for secondary trauma induction 

and reduction: Reimagining a theory of secondary traumatic stress. Traumatology, 23(1), 
112.



C-PTSD: Core symptoms of PTSD plus
Disturbances in Self-Organization (DSO)

- Marylene Cloitre, Ph.D.
Negative Self Concept
● Persistent beliefs about self as diminished, defeated or worthless
● Feelings of guilt and/or shame

Emotional dysregulation
● Heightened emotional reactivity
● Violent outbursts
● Reckless or self-destructive behavior
● Dissociates under stress

Interpersonal difficulties
● Persistent difficulties in sustaining relationships due to tendency to avoid, 

deride or have little interest others, social withdrawal
● Intense relationships with difficulty maintaining emotional connectiveness



CPTSD. A diagnosis of CPTSD requires the endorsement of one 

of two symptoms from each of the three PTSD symptoms clusters 

(re-experiencing in the here and now, avoidance, and sense of 

current threat) and one of two symptoms from each of the three 

Disturbances in Self-Organization (DSO) clusters: (1) affective 

dysregulation, (2) negative self-concept, and (3) disturbances in 

relationships. Functional impairment must be identified where at 

least one indicator of functional impairment is endorsed related to 

the PTSD symptoms and one indicator of functional impairment is 

endorsed related to the DSO symptoms. Endorsement of a 

symptom or functional impairment item is defined as a score > 2. 

International Trauma Questionnaire



https://www.traumameasuresglobal.com/itq

International Trauma Questionnaire 
Instructions: Please identify the experience that troubles you most and answer the questions 

in relation to this experience. 

Brief description of the experience 

_______________________________________________ 

When did the experience occur? (circle one) 

a. less than 6 months ago 

b. 6 to 12 months ago 

c. 1 to 5 years ago 

d. 5 to 10 years ago 

e. 10 to 20 years ago 

f. more than 20 years ago 

https://www.traumameasuresglobal.com/itq




C-PTSD 
Questions



Scoring

DSO – Disturbances 
in Self-Organization

1. Diagnostic scoring for PTSD and CPTSD 

PTSD 

If P1 or P2 > 2 criteria for Re-experiencing in the here and now (Re_dx) met 

If P3 or P4 > 2 criteria for Avoidance (Av_dx) met 

If P5 or P6 > 2 criteria for Sense of current threat (Th_dx) met 

AND 

At least one of P7, P8, or P9 > 2 meets criteria for PTSD functional impairment (PTSDFI) 

If criteria for ‘Re_dx’ AND ‘Av_dx’ AND ‘Th_dx’ AND ‘PTSDFI’ are met, the criteria for PTSD are met. 

CPTSD 

If C1 or C2 > 2 criteria for Affective dysregulation (AD_dx) met 

If C3 or C4 > 2 criteria for Negative self-concept (NSC_dx) met 

If C5 or C6 > 2 criteria for Disturbances in relationships (DR_dx) met 

AND 

At least one of C7, C8, or C9 > 2 meets criteria for DSO functional impairment (DSOFI) 

If criteria for ‘AD_dx’ AND ‘NSC_dx’ AND ‘DR_dx’, and ‘DSOFI’ are met, the criteria for DSO are met. 

PTSD is diagnosed if the criteria for PTSD are met but NOT for DSO. 

CPTSD is diagnosed if the criteria for PTSD are met AND criteria for DSO are met. 

Not meeting the criteria for PTSD or meeting only the criteria for DSO results in no diagnosis. 

2. Dimensional scoring for PTSD and CPTSD. 

Scores can be calculated for each PTSD and DSO symptom cluster and summed to produce PTSD and DSO scores. 

PTSD 

Sum of Likert scores for P1 and P2 = Re-experiencing in the here and now score (Re) 

Sum of Likert scores for P3 and P4 = Avoidance score (Av) 

Sum of Likert scores for P5 and P6 = Sense of current threat (Th) 

PTSD score = Sum of Re, Av, and Th 

DSO 

Sum of Likert scores for C1 and C2 = Affective dysregulation (AD) 

Sum of Likert scores for C3 and C4 = Negative self-concept (NSC) 

Sum of Likert scores for C5 and C6 = Disturbances in relationships (DR) 

DSO score = Sum of AD, NSC, and DR 



Rating Scales

https://www.mdapp.co/ptsd-checklist-calculator-549/

https://www.mdapp.co/ptsd-checklist-calculator-549/


PCL-5

Arousal



Further Work 2015

A pioneer in trauma research 
and the effects on the brain 
and the body.
“Being able to feel safe with 
other people is probably the 
single most important aspect 
of mental health; safe 
connections are fundamental 
to meaningful and satisfying 
lives.”



Controversies 
of 
Complex PTSD 
Category

“To err is human, but to really 
screw things up requires a design 
committee of bureaucrats.”

— Henry Spencer

https://quotefancy.com/henry-spencer-quotes


Ford, J. D., & Courtois, C. A. (2020). Treating 

complex traumatic stress disorders in adults : 

Scientific foundations and therapeutic models (J. 

Ford, and C. Courtois (Eds.), 2nd ed.). New York: 

Guilford Press. 

https://www.amazon.com/Treating-Complex-Traumatic-Stress-Disorders/dp/1462543626/ref=sr_1_1?crid=2VPXJ3KPB9G4S&keywords=treating+complex+traumatic+stress+disorders+in+adults&qid=1664247812&qu=eyJxc2MiOiIwLjg5IiwicXNhIjoiMC42NCIsInFzcCI6IjAuMzgifQ%3D%3D&sprefix=treating+comp%2Caps%2C92&sr=8-1&ufe=app_do%3Aamzn1.fos.18ed3cb5-28d5-4975-8bc7-93deae8f9840&asin=1462543626&revisionId=&format=4&depth=1


Pai A, Suris AM, North CS. Posttraumatic Stress Disorder in the DSM-5: Controversy, 

Change, and Conceptual Considerations. Behavioral Sciences. 2017; 7(1):7.

C-PTSD

Moral 

Injury



Barbano AC et al 
(2018).
Clinical implications of 
the proposed ICD-11
PTSD diagnostic 
criteria. Psychological
Medicine 49, 483–490.



https://www.medscape.com/viewarticle/896584?ecd=ppc_google_rlsa-traf_mscp_news-perspectives_t1-psych_us



Final Version of ICD-11 
● Unlike the DSM-5, with the 

final ICD-11 revision the 

lumping of both PTSD and C-

PTSD was discontinued and 

the two were given separate 

and distinct diagnostic 

entities:

● PTSD code 6B40

● C-PTSD code 6B41 



Is C-PTSD just PTSD with Comorbid
Borderline Personality Disorder?  No

C-PTSD
• Severe but stable negative self-

concept

• Avoids and has difficulty maintaining 
relationships

• Lower incidence of suicide attempts 
and self-mutilation

• No significant fear of abandonment

Borderline Personality Disorder
• Shifting self-concept vacillating 

between negative and positives

• Rapid engagement but with 
idealization and devaluation

• Often suicidal and self-injurious 
behaviors exist 

• Fear of abandonment

Cloitre, M. (2020). ICD-11 complex post-traumatic stress disorder: Simplifying 
diagnosis in trauma populations. The British Journal of Psychiatry, 216(3), 129-

131. doi:10.1192/bjp.2020.43

https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/icd11-complex-posttraumatic-stress-disorder-simplifying-diagnosis-in-trauma-populations/E53B8CD7CF9B725FE651720EE58E93A4


Controversies of 
C- PTSD 
Therapy



Paradigm Shifts

Quicker is better?

Newer treatments 
have a different point 
of view



Traditional Stages of Psychotherapy/Healing

1. Establishment of a therapeutic alliance and safety/stabilization –
therapist must empower the person, adopt a stance that what 
happened to the victim was wrong and immoral yet remain neutral 
in other ways. Teach self-nurturing and self-soothing and help 
decrease fight-flight symptoms, nightmares, flashbacks.

2. Remembrance and mourning for what was lost – recall of traumatic 
memories and dealing with them. Grieving the losses due to the 
trauma, expressing emotions that have been repressed. 

3. Reconnecting with the self, community and society – accepting 
what happened but no longer letting it define the self as victim



7 Criteria for Resolution of Trauma
1. Physiological symptoms must be brought into manageable 

limits
2. The person must be able to bear the feelings associated with 

traumatic memories
3. Mastery over the memories with the ability to both remember 

the trauma and to put memory aside
4. The memory of the event is a cohesive narrative linked with 

feelings
5. Restoration of the damaged self-esteem
6. Important relationships have been reestablished
7. The person has reconstructed a coherent system of meaning 

and belief that encompasses the story of the trauma

Mary Harvey, An ecological view of psychological trauma, unpublished. In Trauma and Recovery, 
Judith Herman, 1997, p. 213





Meta-analysis doesn’t support 
stabilization phase 

As reviewed in this paper, the research supporting the need for phase-
based treatment for individuals with C-PTSD is methodologically 
limited. Further, there is no rigorous research to support the views that: 
(1) a phase-based approach is necessary for positive treatment outcomes 
for adults with C-PTSD, (2) front-line trauma-focused treatments have 
unacceptable risks or that adults with C-PTSD do not respond to them, 
and (3) adults with C-PTSD profit significantly more from trauma-
focused treatments when preceded by a stabilization phase. The current 
treatment guidelines for C-PTSD may therefore be too conservative, 
risking that patients are denied or delayed in receiving conventional 
evidence-based treatments from which they might profit.



Eye-movement based rapid therapies

•EMDR/Eye Movement 
Desensitization and 
Reprocessing

•ART/Accelerated 
resolution therapy





“Pain is inevitable. 
Suffering is optional.”

This quote has been 
attributed to Buddha, the 

Dalai Lama, Japanese author 
Haruki Murakami, and 
Canadian politician

Kathleen Casey.



Diagnosis
Ensure the correct one is 
C-PTSD and not another 
disorder. Often comorbid 
with substance use 
disorder and others. 
ALWAYS ask about 
trauma, especially in 
depression

Treatment and Medication

Medications
Unfortunately with 
few exceptions such 
as prazosin and 
others for nightmares 
and antidepressants, 
meds are less 
important than 
psychotherapy

Inpatient and Crises
Often arise, suicidal 
ideation, substance use 
disorders, psychosis 
require a higher level 
of care



Karatzias, T., et al. (2019). Psychological 
interventions for ICD-11 complex PTSD symptoms: 
Systematic review and meta-analysis.
Psychological Medicine, 49(11), 1761-1775. 



Symptomatic treatment of the disorder

Depression

SSRI’s, SNRI’s

Flashbacks
Various meds 
including 
prazosin Nightmares

Prazosin

Clonidine

Guanfacine

Cyproheptadine

Topiramate

Avoid Benzos and Antipsychotics
Scarff J. Think Beyond Prazosin when treating 

nightmares in PTSD. Current Psychiatry. 2015 
December;14(12):56-57



Scarff J, Current 
Psychiatry. 2015 
December;14(12):56-57

Think beyond 

prazosin when 

treating 

nightmares in 

PTSD | MDedge

Psychiatry

Link:

https://www.mdedge.com/psychiatry/article/104676/ptsd/think-beyond-prazosin-when-treating-nightmares-ptsd




The Knock on Prazosin

1. Although widely used throughout the U.S. for PTSD-associated 

nightmares, prazosin failed to work in a recent controlled trial, which was 

the largest to date, but that trial had a few flaws. The placebo rate was 

unusually high, and the investigators may have enriched their sample with 

patients who were less likely to respond to prazosin.

2. This was a VA study, which limits the pool of potential prazosin 

responders because the medication is already widely used there for 

PTSD. They also excluded patients who responded to trazodone, which 

has adrenergic effects that are similar to prazosin’s. I don’t think this study 

refutes prazosin’s benefits for nightmares, but it does remind us that 

PTSD is a complex illness that affects many types of patients.

1. The Carlat Psychiatry Report, April 2019; 2-3

2. Raskind MA et al, N Engl J Med 2018;378:507–517

1,2

https://www.thecarlatreport.com/the-carlat-psychiatry-report/sleep-and-ptsd/the-carlat-psychiatry-report


Antidepressants -SSRI’s and SNRI’s

• Both sertraline/Zoloft and 
paroxetine/Paxil have FDA 
approval for PTSD but 
other SSRI’s and SNRI’s 
have similar mechanisms 
of action and effectiveness. 

• Benefits include decrease 
in hyperarousal, 
improvement in depressive 
and anxiety symptoms, 
anti-ruminative effects.



Current and Future Directions

Dissociatives and Hallucinogens
Ketamine and esketamine/Spravato are 
currently used legally and off-label for PTSD 
with varying results

The r-isomer of ketamine is in clinical trials for 
depression and is interesting for its lack of 
dissociation yet appears to be just as effective 
as the racemic ketamine and s-ketamine 

Hallucinogens as psilocyin, MDMA are being 
studied in ongoing research and large 
companies have been doing courses and 
presentations for therapists and 
psychiatrists/NP’s if and when the FDA and 
DEA will allow use of them in clinical settings. 

Yang, C., Shirayama, Y., Zhang, Jc. et al. R-
ketamine: a rapid-onset and sustained 
antidepressant without psychotomimetic 
side effects. Transl Psychiatry 5, e632 
(2015).



www.sanasymposium.com

Clinicians  may  enroll in these courses now and in the future



“A flower blooming in the 
desert proves to the world 
that adversity, no matter 
how great, can be overcome.”
- Matshona Dhliwayo



Thanks for helping people 



Thanks for helping people 
out of darkness 
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sustained antidepressant without psychotomimetic side effects. Transl

Psychiatry 5, e632 (2015).



https://www.ptsd.va.gov/



No hypervigilance



Moral 
Injury

What is it? 

How do we differentiate it?

How do we treat it?



Possibly uncomfortable topics
● Sexual Assault
● Combat
● Injuries
● No specific details, just general topics



“To violate your 
conscience is to 
commit moral 
suicide.” (Rev. 
Herman Keizer, 
Colonel and 
Chaplain, U.S. Army, 
Ret., quoted in Brock 
and Lettini, 2012)



Moral Injury 
Definition
“Moral injury has been defined 
as perpetrating, failing to 
prevent, bearing witness to, or 
learning about acts that 
transgress deeply held moral 
beliefs and expectations.” 

Litz, Brett T et al. “Moral injury and moral repair in 

war veterans: a preliminary model and intervention 

strategy.” Clinical psychology review vol. 29,8 

(2009): 695-706



Historical Background
Euripides (416 BCE) originally used the “miasma” 

signifying the ancient Greek concept of moral 
defilement or pollution . . . Applicable to any 
transgression of moral values, whether applied to 
the perpetrator, the victim, or even the observer. In 
one of his plays, the character Herakles describes the 
feeling of miasmas 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.” 

Koenig, Harold G, and Faten Al Zaben. “Moral Injury: An Increasingly 

Recognized and Widespread Syndrome.” Journal of religion and 

health vol. 60,5 (2021): 2989-3011. doi:10.1007/s10943-021-01328-0

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8270769/


Military
Health Care Workers
Victims of Abuse
Police Officers
Journalists
Social Workers 

Who can have 
moral injury?



Examples
•Perpetrating
•Witnessing
•Failing to Prevent
•Learning About



Historical 
Background
Homer (8th century, BCE?): 

the character of 

Achilles in 

the Iliad

Shay, Jonathan M.D., Achilles in 

Vietnam: Combat Trauma and the 

Undoing of Trauma. New York: 

Atheneum, 1994.
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Figure 1. Model of dynamics involved in moral injury (adapted from 

Koenig et al, 2017).29

https://doi.org/10.1093/milmed/usy017


Used with permission from author
Chaplain Wes Fleming DMin BCC

Syracuse VAMC

Fleming, W.H. The Moral Injury Experience Wheel: An 

Instrument for Identifying Moral Emotions and Conceptualizing 

the Mechanisms of Moral Injury. J Relig Health (2022).



“PTSD is a mental disorder that requires a 
diagnosis. Moral injury is a dimensional problem –
there is no threshold for the presence of moral 
injury, rather, at a given point in time, a Veteran 
may have none, or mild to extreme 
manifestations.

Transgression is not necessary for PTSD to 
develop nor does PTSD diagnosis sufficiently 
capture moral injury.

It is important to assess mental health symptoms 
and moral injury as separate manifestations of 
war trauma to form a comprehensive clinical 
picture and provide the most relevant treatment.”

National Center for PTSD



Overlapping Symptoms and Definitions

No hypervigilance





William P. Nash, MC USN (Ret.), Teresa L. Marino Carper, PhD, Mary Alice Mills, PhD, 
Teresa Au, PhD, Abigail Goldsmith, PhD, Brett T. Litz, PhD, Psychometric Evaluation of 
the Moral Injury Events Scale, Military Medicine, Volume 178, Issue 6, June 2013, Pages 
646–652, https://doi.org/10.7205/MILMED-D-13-00017

https://academic.oup.com/milmed/article/178/6/646/4320207


Desmond and 
Mpho Tutu:
The Fourfold Path 
for Forgiveness and 
Healing



Desmond and

Mpho Tutu:

The Fourfold Path for 
Forgiveness and 

Healing

1. Telling the story

2. Naming the hurt

3. Granting forgiveness

4. Renewing or releasing    

the relationship



● Ehlers and Clark’s (2000) cognitive 
model of PTSD forms the basis of 
cognitive therapy for PTSD (CT-PTSD).

○ Trauma-focused cognitive 
behavioral therapy

○ Treatment usually consists of up to 
12 weekly sessions of up to 90 
minutes

○ Up to three monthly follow-up 
sessions if patients reexperience a 
limited number of traumas

○ More sessions may be needed if 
multiple traumatic events are 
reexperienced.

Cognitive 
Therapy for 
Moral Injury?

Ehlers, A. , & Clark, D. M. (2000). A cognitive model of posttraumatic 

stress disorder. Behaviour Research and Therapy, 38, 319–345.



Aims of CT-PTSD 
with Moral Injury

● To modify threatening appraisals (personal 
meanings) of the trauma and its sequelae.

● To reduce re-experiencing by elaboration of 
the trauma memories and by ‘breaking the 
link’ between everyday stimuli and trauma 
memories (‘then versus now’ trigger 
discrimination training).

● To reduce cognitive strategies and behaviors 
that maintain a sense of current threat.

Murray, H., & Ehlers, A. (2021). Cognitive therapy for moral injury in post-
traumatic stress disorder. The Cognitive Behaviour Therapist, 14, E8. 
doi:10.1017/S1754470X21000040

https://www.cambridge.org/core/journals/the-cognitive-behaviour-therapist/article/cognitive-therapy-for-moral-injury-in-posttraumatic-stress-disorder/4B1CDD8F02D155FDF05BE7F746BC71F7


Psychoeducation 
and normalization

● Include 
psychoeducation on 
moral injury

● Normalize full range of 
peri-traumatic 
experiences

● Read others’ accounts 
of similar experiences 
and use these as part 
of Socratic dialogue



Individualized case formulation

Formulate role of peri-traumatic numbing and/or dissociation in 
inhibiting memory processing

Formulate

Discuss role of mental defeat in affecting view of self if 
applicableDiscuss

Explore appraisals and role of previous beliefs and experiencesExplore



Reclaiming 
your life

● Incorporate reclaiming of 
values, self-identity and 
connections with others, 
self-care

● Address blocking beliefs, 
e.g. “I don’t deserve to be 
happy”



Generate updating information, e.g., context 
of traumatic situation (e.g., circumstances, 
own physical and psychological state, role of 
others)

Introduce updates to trauma memory as 
soon as possible

Initial work on important meanings leading 
to shame and guilt before accessing the 
trauma memory in detail if indicated, e.g., 
the patient is reluctant to discuss it or is at 
risk of drop-out



Working on meanings of 
the moral injury and/or 
trauma and its aftermath

Identify and address 
distorted appraisals using 

guided discovery, 
responsibility pie charts, 

contextualization, surveys, 
addressing thinking errors, 

psychoeducation, and 
seeking opinions of others

Accept 
responsibility for 

genuine fault

Consider costs 
and benefits of 
ongoing self-
punishment 
and/or angry 
rumination

Work on moving 
forward through 

making amends via 
apologies and 

restitution, including 
in imagery



• Review re-experiencing to 
identify triggers, including 
‘affect without recollection’

• Learn and practice ‘then 
versus now’ discrimination

Trigger Discrimination



SITE VISITS

● Consider earlier use if patients 
were dissociated at time of 
trauma or in a professional role

● Encourage patients to drop 
occupational role focus on visit

● Plan the visit ahead, particularly 
if it includes the patient’s 
workplace

● Use virtual site visits where 
returning is impractical



ADDRESS MAINTAINING 
BEHAVIORS/COGNITIVE 
STRATEGIES

Explore costs 
and benefits of 
strategies and 

experiment 
with dropping 

them

Prioritize self-
punishing 

behaviors and 
revenge 

rumination if 
presenting a 

risk

Address 
substance use
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