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Abstract

Purpose of Review The purpose of this review is to describe Trauma-Informed Guilt Reduc-
tion Therapy (TrIGR), the Non-Adaptive Guilt and Shame (NAGS) model that underlies TrIGR,
and the research supporting the use of TrIGR to treat the guilt and shame components of
moral injury. TriGR is a 6-session individual psychotherapy that helps clients consider their
role in the traumatic event and find constructive ways to express important values, so that
they no longer need to express values by suffering through guilt and shame.

Recent Findings A recently completed randomized controlled trial of TrIGR versus sup-
portive care therapy included 144 post-9/11 veterans. TriGR showed greater reductions in
trauma-related guilt, PTSD symptoms, and depression symptoms. Participants in TrIGR had
greater likelihood of losing their PTSD diagnosis and showing clinical meaningful change
in PTSD and depression symptoms. Mean attendance was high; 5.3 out of 6 sessions.
Summary TrIGR is efficacious in reducing guilt that is common to moral injury as well as
PTSD and depression symptoms among combat veterans. The next steps in the program of
research to develop and evaluate TrIGR are studies with diverse trauma types and popula-
tions as well as relative effectiveness studies comparing TrIGR to other evidence-based
treatments for moral injury and PTSD.
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Introduction

The purpose of this review is to describe Trauma-  underlies TrIGR, and the research supporting the use
Informed Guilt Reduction Therapy (TrIGR), the  of TrIGR to treat the guilt and shame components of
Non-Adaptive Guilt and Shame (NAGS) model that  moral injury.

Guilt and shame are hallmark features of moral injury

While there is no one consensus definition of moral injury, it is generally con-
sidered to be the long-term psychological, behavioral, social, and sometimes
spiritual distress that occurs after one experiences an event that violates deeply
held morals and values [1, 2¢]. Two hallmark symptoms of moral injury are guilt
and shame [1, 2¢, 3]. Guilt is a hybrid of negative thoughts and emotions that
arises when people blames themselves for all or part of the negative outcome
of an event (e.g., “I did something bad”) [4]. Shame is when one judges not
just their actions but their entire self negatively (e.g., “I am bad”) [5]. Difficulty
forgiving oneself for the transgression of values is also considered common in
moral injury [6].

Trauma-related guilt such as that seen in moral injury occurs frequently
among trauma survivors [7]. For example, one study of VA enrolled veterans
who had experienced trauma found that over 40% reported that they had experi-
enced guilt in the past month [7]. In addition to being common, trauma-related
guilt is associated with a variety of negative post-traumatic mental health out-
comes. In our research with veterans, we have found that trauma-related guilt
is positively associated with the severity of PTSD and depression symptoms |8,
9], with aggression [10], and with poorer overall psychosocial functioning and
in the specific domains of interpersonal functioning, professional functioning,
and self-care [11]. Extent work shows it is also associated with suicidal ideation,

even when controlling for combat exposure or PTSD symptoms [12, 13].
For people with PTSD, trauma-related guilt is one of the symptoms likely to

linger, even after successful PTSD treatment [14, 15]. Research with clinicians
shows that they find moral injury, and guilt specifically, challenging to treat
and an area where they would like more intervention strategies [16, 17]. Less
is known about trauma-related shame because a measure to assess such shame
was only recently validated and published [18]. However, studies suggest that
trauma-related guilt in the absence of shame is rare and that shame may in fact
explain much of the variance in the associations between guilt and negative out-
comes [10, 19]. Because moral injury and the associated hallmark symptoms of
guilt and shame are common, distressing, debilitating, and challenging to treat,
we developed Trauma-Informed Guilt Reduction Therapy (TrIGR).
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Developing TrIGR

Potentially
morally injurious
and/or traumatic

Guilt is examined
and used to adjust
behavior to be more
consistent with
values

Our study team'’s attention was first drawn to moral injury and specifically
the guilt and shame components in our clinical work with combat veterans
who had served in Iraq and Afghanistan. Many were coming in for mental
health treatment with primary presentation of moral injury, having to live
with something they did or did not do in the context of war that went against
their morals and values, with guilt and shame prominent in their clinical
presentation. Many had PTSD but some did not, so not all were appropriate
for PTSD treatment. Some had completed disorder specific treatment (e.g.,
PTSD, depression) but still had prominent and debilitating guilt. We saw in
our work and in the extent literature [16, 17] that therapists were asking for
more information on how to treat this kind of moral injury based, trauma-
related guilt.

To develop TrIGR, we first conceived a model of how trauma-related guilt
and shame affect mental health which we called the Non-Adaptive Guilt and
Shame (NAGS) model (Fig. 1) [9, 20]. According to the NAGS model, some
people experience guilt after a traumatic event, while some do not. Among
those who do experience guilt, some use the negative feelings of guilt as an
opportunity to assess what values were violated (e.g., “What did I do that
makes me feel so awful? How do I avoid feeling this way again?”). In such
cases, guilt may help people make choices that are more in line with their
values. However, sometimes people avoid thinking about the event and guilt
feelings. Or their guilt stems from an event where there was no good choice
and any choice would have led to a negative outcome (e.g., certain combat
situations). The negative feeling of guilt may be seen as evidence that some-
one did something wrong, and the sense that someone did something wrong
may lead to further negative feelings, creating a cycle of feeling more guilt and
more guilty. The guilt becomes shame if the person comes to believe that not
only did they do something bad, but that they are bad because of what they
did. This cycle of negative thoughts and affect contributes to the severity of
symptoms of common posttraumatic mental health problems such as PTSD

Negative
feelings of

guilt and Related to more
shame severe:

PTSD symptoms,
depression
symptoms,

substance use,
suicide risk,

Beliefs that risky behaviors

one did
something
bad or is
bad

Fig. 1 Non-adaptive guilt and shame (NAGS) model.
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and depression. This cycle can also contribute to self-destructive behaviors
such as substance use, suicide risk, and high-risk behaviors. It may also con-
tribute to poor or ambivalent engagement in treatment because people may
come to believe that they do not deserve to feel good or do well.

We mapped the TrIGR intervention onto the NAGS model to end the
cycle of guilt and shame that contributes to the severity of mental health
problems and high-risk behaviors [9, 20]. The goal is to target guilt and
shame to reduce some of the psychological, behavioral, social, and sometimes
spiritual distress of moral injury. The overarching objective of TrIGR is to
help clients consider their role in the traumatic event more comprehensively
than they have previously and to help them find constructive ways to express
important values, so that they no longer need to express values through suf-
fering and high-risk behaviors (e.g., “I did something awful so now I deserve
to suffer).” To help clients appraise their role in the trauma, the therapist
guides the client through evaluation of four types of cognitions identified
by Kubany and colleagues [4, 21]. Hindsight bias (e.g., “1 knew exactly how
things would turn out that day”) is challenged by helping clients remember
what they really knew and had the power to do at the time. The therapist and
client then examine what options the client had during at the time and how
each option may have played out. Clients often come to terms during this
exercise with the idea that there were no good options available at the time,
and that all options would have led to some bad outcome. We then help
people consider the full context of what happened and the many factors that
contributed to the outcome. Finally, we help people consider whether they
purposely intended the bad outcome that occurred. In the last module of
TrIGR, the therapist helps the client find ways to express their values in more
positive ways than by feeling guilt and shame, and helps people make plan
to spend time doing activities that are meaningful to them and consistent
with their values.

In terms of logistics, TriGR is a 6-session individual manualized interven-
tion. The first two sessions of TriGR cover psychoeducation about trauma-
related guilt and shame and the NAGS model. The second two sessions focus
on processing the trauma and guilt and shame by debriefing the four com-
mon cognitions. The final two sessions focus on understanding what values
were violated during the trauma, identifying important values, and creating a
plan for how to live more in-line with important values. Clients are assigned
homework after each session which includes reading psychoeducational
materials about guilt, listening to a recording of the session, and keeping a
log of cognitions that cause feelings of guilt and shame (e.g., “I should have
known better than to...”). Clients track their activities leading into the values
portion of the treatment (i.e., the final two sessions) to help identify ways to
build more value-driven activities into their schedule. TrIGR can be delivered
in person or through video conferencing.

TrIGR was designed to be easy to learn and implement by therapists familiar
with cognitive behavioral therapy models. In our research studies, therapists
have included clinical psychology pre- and post-doctoral trainees and licensed
psychologists and social workers. Therapists new to TrIGR can learn the inter-
vention through the manual and workbook which are published together in
one book [20]. The treatment manual walks therapists through delivering the



Trauma-Informed Guilt Reduction Therapy: Overview of the Treatment and Research Norman

intervention session by session with clinical examples based on different kinds
of traumas. The workbook includes client psychoeducational materials and
assignments. The book also includes chapters on preparing clients for TrIGR,
troubleshooting clinical situations that may arise, and therapist self-care.

TrIGR is one of several interventions that was developed to address one or
more aspects of moral injury. Others include Adaptive Disclosure [22] which
focuses on strategies that are consistent with military culture to promote self-
forgiveness and reparative action. The therapy is also designed to help with
anger and grief from moral injury if they are present. Impact of Killing is a
cognitive behavioral intervention focused on moral injury from killing others
in combat [23]. The therapy discusses physiology of killing responses, self-for-
giveness, spirituality, making amends, and maintaining functional gains. Build-
ing Spiritual Strength [24] addresses the spiritual strain of moral injury and
works to enhance religious meaning making. The Self-Forgiveness Workbook is
a 6-h self-guided intervention designed to facilitate self-forgiveness and reduce
self-condemnation among people who perpetrated of interpersonal offenses
[25]. TrIGR is best suited when guilt and shame are present and prominent in
a client’s presentation. If a client prefers to take a more spiritual focus to their
guilt and shame, Building Spiritual Strength may be a better choice. If a client’s
moral injury presents most strongly as anger or loss, Adaptive Disclosure may
be the better choice. For someone who prefers self-help, the Self-Forgiveness
Workbook may be a good starting point. It is likely that for some clients there is
no one right choice. For example, someone who has guilt from killing in combat
may benefit from TrIGR or Impact of Killing, If these are both available, shared
decision making with the therapist and client may be a good method by which
to decide on a treatment direction.

TrIGR research

We set out to evaluate TrIGR using Onken's stages of behavioral treatment devel-
opment [26]. In summary, stage I is development and preliminary testing of the
intervention, usually focused on gathering feasibility and pilot data. Studies at
this stage often use single condition pre-post designs. Stage II is efficacy testing
in a research setting. Randomized controlled trials are the most common design
used for stage II studies. Stage III continues efficacy work while introducing ele-
ments of “real world” effectiveness such as conducting the trial in community
settings or with community-based providers but maintaining a high level of
control to maintain high internal validity. Stage IV moves further into effective-
ness and stage V focuses on dissemination and implementation.

First pilot and feasibility study
- 000001

Our first pilot trial of TrIGR (stage I) was a pre-post study with thirteen vet-
erans who served in Iraq or Afghanistan, had guilt from a combat trauma,
and met diagnostic criteria for PTSD [9]. Ten completed the intervention.
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We measured trauma-related guilt, PTSD symptoms and depression. Results
showed pre to post reductions in all three outcomes. Overall trauma-related
guilt distress (from 3.0, SD = .48 to 2.4, SD = .89, Cohen’s d = 1.37) and
trauma-related cognitions (from 2.1, SD = .99 to 1.3, SD = .75, Cohen’s d
= 1.53) as measured by the Trauma-Related Guilt Inventory [27] reduced
significantly.

In addition to examining if pre- to post-treatment change in PTSD and
depression symptoms was statistically significant, we examined if change in
PTSD symptoms was clinically noticeable (computed in previous studies to
be a 10-point decrease on the Clinician Administered PTSD Scale for DSM-IV
[CAPS] [28]; defined as representing a meaningful improvement in the life
of someone with chronic PTSD [29, 30, 31]; and if change in depression was
clinically significant (computed in a previous study to be 5-point decrease on
the Physician Health Questionnaire-9 [PHQ-9] [32, 33]. Specifically, a 5-point
change on the PHQ-9 has been shown to correspond with a moderate effect
size on multiple domains of health-related quality of life and functional sta-
tus [33]. Scores on the CAPS showed clinically meaningful change of over 18
points, from M = 81.4 (SD = 20.3) to M = 62.0 (SD = 36.5). Depression symp-
tom change was also clinically meaningful going from M = 14.2 (SD = 6.4)
t0 9.3 (SD = 8.04) on the PHQ-9. Both PTSD and depression change showed
large effect sizes (Cohen’s D = 1.98 and 1.44, respectively). Participants were
highly satisfied with the intervention, with a mean of over 28 out of 30 on
The Client Satisfaction Questionnaire [34], our measure of treatment satisfac-
tion. These preliminary findings suggested to us that further study of TrIGR
using a rigorous randomized controlled trial design (stage I1) was warranted.

First randomized controlled trial

We recently completed the first stage I, randomized controlled trial of TriGR
[35°]. We randomized 144 Veterans who served in the conflicts in Iraq or
Afghanistan and had guilt from a trauma that occurred on a deployment.
Veterans were recruited from two sites, the San Diego and Providence VAs,
and were randomized to receive either TrIGR or supportive care therapy [36].
In supportive care therapy, clients choose the topics that are discussed in
therapy and therapists respond with positive regard and support, but do not
offer skills or strategies [36]. Supportive care therapy is similar to Present
Centered Therapy but without the active elements of problem solving. There
is no homework in this therapy. It was selected as the control condition
because it has all of the non-specific elements of good therapy without active
intervention strategies. This kind of passive control is appropriate for stage
IT behavioral intervention studies [26]. Both therapies were delivered in six
individual weekly sessions. Therapists delivered both treatments with careful
fidelity monitoring for both therapies which included weekly supervision and
having supervisors and fidelity raters listen to audio recordings of sessions.
Results using intent-to-treat analyses showed TriGR was more effective
than supportive care therapy in reducing trauma-related guilt (treatment x
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time, —-0.22; F (1, 455.2) = 18.49, p =.001; d = 0.92) and PTSD (treatment x
time, -2.26; F (1, 468.3) = 6.76, p = .010; d = 0.81) and depression symptoms
(treatment x time, -1.28; F (1, 454.6) = 7.51, p = .006; d = 0.43). Surprisingly,
50% of people in TrIGR lost their PTSD diagnosis between baseline and 6
months (compared to 14% in supportive care therapy; OR [95% CI| = 6.21
[2.23-17.29], p = .001), 67% showed clinically meaningful PTSD symptom
reduction (compared to 40% in supportive care therapy; defined as a > 10
point improvement in CAPS-5 severity [37]; odds ratio [OR] [95% confidence
interval {CI}] = 3.00 [1.32-6.84], p = .015), and 54% had clinically mean-
ingful depression symptom reduction (compared to 27% in supportive care
therapy; defined as >5 on the PHQ-9, [38]; OR [95% CI| = 3.05 [1.27-7.34],
p =.023). These findings suggests that for those with PTSD and/or depression
who have high trauma-related guilt, a treatment that is brief but targets the
guilt can be effective in treating PTSD and depression symptoms.

We also measured general distress using the Brief Symptom Inventory-18
(BSI-18) [39] and quality of life using the World Health Organization Quality
of Life measure [40]. We did not find differences between TrIGR and support-
ive care therapy. We speculated that the BSI-18, which has heavy emphasis on
anxiety and somatization, may not capture the type of distress experienced by
our high-guilt sample. Regarding quality of life, it was not clear if the treat-
ments did not improve this outcome, or if this measure, which has not been
validated with PTSD samples, did not capture change that may have occurred.
We look forward to using more robust measures of quality of life in future
studies to try to answer this question.

One surprising result was the high session attendance across both thera-
pies (M =5.3, SD = 1.6, in TrIGR and also 5.3, SD = 1.8, t (143) = 0.15, p =
.88] in supportive care therapy, out of six sessions in both cases). Rates of
treatment completion, a priori defined as attending four or more of six ses-
sions, were also high and did not differ between treatment conditions [TrIGR
n = 63; 85.1%; SCT n = 61; 85.9%), x2 (1, N = 145) = 0.02, p = .90]. Such
high attendance is unusual in any PTSD study but in particular in a sample
of Iraq and Afghanistan veterans who have shown low attendance and high
attrition across PTSD treatment trials [41, 42, 43]. We speculated that this may
be because TrIGR is shorter than many PTSD treatments or that the focus on
guilt felt more germane to the sample we recruited, and thus they continued
to attend therapy.

COVID-19 pandemic study
- ____00000__0_00_____00__]

We have a small stage I1-11I trial in progress to evaluate TrIGR for guilt from
COVID-19 pandemic related events. The pandemic created ethically diffi-
cult scenarios for many people where they may have felt like they could not
do enough or live up to their own standards [44¢]. Examples include not
being able to be with a loved who was very ill or dying, exposing someone
to infection, or not being able to provide for family financially because
of loss of a job or income. Our goal is to see if TrIGR may help reduce
guilt from these kinds of ethically difficult, potentially morally injurious
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scenarios. We are in the process of randomizing 72 veterans who deployed
in service of Iraq or Afghanistan who have guilt from an event that occurred
during the pandemic or guilt that got worse due to the pandemic. The goal
was to conduct this study quickly during the pandemic; thus, sample size
was based on feasibility of recruitment in the study time frame. Participants
are recruited to one of three sites — the Boston, Providence or San Diego
VA, and randomized to TrIGR or supportive care therapy. This study is
allowing us to stretch our understanding of the applicability of TrIGR in
several important ways. This study is the first evaluation of TriGR to treat
guilt from incidents that may be morally distressing and cause guilt but
are do not necessarily meet Criterion A for PTSD. In our previous research,
guilt had to stem from a trauma that would meet criterion A. Examples that
would not meet criterion A are guilt over parenting or relationship behavior
during the pandemic, or not being able to support one’s family because of
loss of income. It is also our first evaluation of TriGR for non-warzone and
non-military events. Also, in our previous studies the events that caused
guilt generally occurred years before study entry, whereas in the pandemic
study, events often occurred just months before participants entered the
study. Thus, results of the trial will help inform if TrIGR can be efficacious
to reduce guilt and related symptoms from recent morally distressing events
and from non-military events.

Next steps in research

Our goal for the next steps of studying TrIGR is to understand how broadly
applicable the treatment may be as the data we have so far are from a specific
era of veterans with guilt from a specific type of trauma. This will move us
further into stage III and IV research. Specifically, next steps are to evaluate
TrIGR's ability to reduce guilt and related symptoms from any type of trauma
(e.g., car accidents, assaults) or morally challenging life events, to evaluate its
efficacy with people who are not veterans and with veterans from any service
era (thus far, our research has been with post-9/11 veterans). We also appreci-
ate that there are several efficacious treatment options for moral injury and for
PTSD and believe it is important to understand TrIGR’s effectiveness relative
to these other treatments. This will allow clients to make informed decisions
when presented with treatment options. Thus, another goal is to conduct
studies comparing TrIGR to other effective treatments for moral injury and
for common co-occurring problems such as PTSD.

We often get asked if there is the ideal time for someone to receive TrIGR
relative to other treatments; that is, should it be a first line treatment, should
it be offered after a diagnosis specific treatment when there is residual guilt,
or should multiple treatments occur concurrently. It is likely that the answer
to this question varies person to person based on clinical presentation and
client preference, but we also see this as an empirical question that we would
like to research in future studies.
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Conclusions

TrIGR is a brief intervention focused on the guilt and shame components of
moral injury and/or trauma. Evidence thus far suggests it is effective in reduc-
ing trauma-related guilt as well as symptoms of PTSD and depression. Future
studies will assess its effectiveness with non-veterans, veterans of all eras of
service, and with a broad range of traumas and stressors that violate deeply
held moral beliefs and values.
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