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Definitions

Moral - the patterns of interaction among persons that constitute living well as a community.

The moral life -

Developing and sustaining a conception of goodness
Implementing commitments to what is good and right : ' A

Making moral decisions among competing values

Assessing behavior

Dealing with moral failure

Acquiring morally admirable character traits (virtues)



Historical Context of Morality in Psychiatry



8t Century — The Moral Treatment Period
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19t and 20th Centuries

Morality - as a means of social control

“The commandment, 'Love thy neighbour as thyself', is the strongest defence against human aggressiveness and
an excellent example of the unpsychological [expectations] of the cultural super-ego. The commandment is
Impossible to fulfil...” Civilization and Its Discontents, 1930

- as moralistic, and judgmental

2 £

the “moral asylum™ as “not a free realm of observation, diagnosis, and therapeutics; it 1s a juridical ’ g,

space where one is accused, judged, and condemned." Madness and Civilization, 1965 L e -'"‘ =

- as an outmoded model of mental illness

“modern psychiatry is progressing rapidly toward discovering the anatomic and biochemical
abnormalities that underlie mental illnesses and toward developing pharmacological
methods for treating them.” The Broken Brain: The Biological Revolution in Psychiatry,
1985




20™ and 215t Centuries — Warnings against Moralism

Therapist’s neutrality as non-judgmental equipoise

“When we feel worthless, rejected and unworthy of belonging, we feel shame”




Concerns about the Limits of Acceptance

P Karl
Menninger, M.D.
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Doc Martin and an accepting psychologist father



https://therokuchannel.roku.com/watch/e2370547e3f75ecdb11811409bf25c58?source=google

The Neurobiology of Morality

A complex network of brain Bl e i
regions integrate cognitive,
emotional, and social
processes guides moral
behavior. Key areas
implicated in moral cognition
include the prefrontal cortex,
temporal lobes, cingulate
cortex and default mode
network.
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Philosophical Clarifications

Neutrality: technical vs. moral

Autonomy: freedom from influence vs. self-mastery

“Medical treatment ...... involves a certain vision of what

a

satisfactory human life ought to be like, a way of interpreting

what is ‘wrong’ with clients as deviation from that ‘moral

vision, and a way of treating clients aimed at showing them

H

ways of achieving that moral vision in their own lives.’

Matthews Eric. Moral Vision and the Idea of Mental Illness.
Philosophy, Psychiatry and Psychology, December, 1999

Therapists have a role in cultivating virtues such as self-
love, self-respect, and empathic concern and respect for
others, since attaining these as sufficiently stable states
amounts to positive mental health.

the healing virtues

Neutrality, autonomy and mental
health: A closer look

Leigh Bishop, MD, MA
Allan Josephson, MD
Samuel Thielman, MD, PhD
John Peteet, MD

Clinicians bave traditionally viewed neutrality as the primary means of
promoting patient autonomy, and by extension mental bealth. But
patients also require expert direction, want other values incorporated
into their treatment, and benefit from collaborating with clinicians
toward shared therapeutic objectives. A historical perspective on the
physician-patient relationship reveals an evolving richness in the
concepts of autonomy and neutrality. Formal, or authentic, autonomy
is more descriptive of mental bealth than individual autonomy, and
nurture is a more effective strategy for promoting it than neutrality,
although technical neutrality remains an indispensable tactic. This
model of mental health treatment is comprebensive, relational, and

I 1. (Bulletin of the M Clinic, 712}, 164-178)

Unlike a friend who gives advice, a therapist helps a patient make his or
her own choices. According to this widely held conception, a clinician
promotes a patient’s self-determination, and by implication mental
health, by adopting a stance that is neutral in relation to the patient’s con-
flicts. Neutrality has the therapeutic value of encouraging the patient to
think for himself or herself, and the ethical value of helping to avoid un-
due influence of the patient on the basis of the therapist’s values.

Yet there are reasons to think critically about neutrality as a guiding.

strategy for psychotherapy. Therapists inevitably incorporate profes-
sional if not personal values into their work. Patients sometimes have a
legitimate need for expert direction and collaboration toward explicitly
shared therapeutic goals. Many patients want their treatment to take

164 Bulletin of the Menninger Clinic
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PERSON-CENTERED
CARE IN PSYCHIATRY

GERRIT GLAS



Positive Psychology

In 1998 Martin Seligman, considered the father of the positive
psychology movement, chose it as his theme for his term as president of
the American Psychological Association (APA)

“the main purpose of positive psychology is to measure, understand
and then build the human strengths and the civic virtues”
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PSYCHOTHERAPY

Editor: Shelly F. Greenfield, MD, MPH

A Fourth Wave of Psychotherapies: Moving Beyond
Recovery Toward We]LBeing

John R. Peteet, MD

| [eywulh: posithve peychology, paychotherapy, recovery, values, worldview |

authors have recently distinguished three waves

of approaches, based on historical, theoretical
and practical comsiderations.” Firs-wave therapies, which
include psychodynarmic therapy, aim at enhancing auton-
oy and mastery through insight, and rely on the therapist
asexpert. A second wave of therapies, including cognitive-
behavioral therapy (CBT), gestalt therapy, and family sys-
tems theory, are more present and problem focused. They
are also maore theory driven than third-wave therapies,
which focus more on solutions and conscious action, and
are heterogeneous in technigue. Third-wave approaches in-
clude acceptance and commitment therapy, dialectical be-
havior therapy, behavioml activation, schema therapy, and
mindfulness- CET.

These three waves, whilk often enhancing resilience
through learning social and emotional skills, are primarily
directed at correcting deficits responsible for dysfunction.
By comparison, many of the newest and most novel mental
health interventions can productively be characterized as a
fourth wave. This group of appmaches, built on the legacy
of existential psychotherapy and retated hursanistic appmaches,
aims beyond insight, mastery, and problem solving toward the
achievement of positive well-being These value- and vimue-
ariented approaches include positive paychology interven tions,
lovingkindness and compassion medimtion, and dignity-and-
gratiude-promoting, meaning-centered, forgiveness-oriented,
and spirially informed therapies. They overlap with tra-
ditional religious/spirimal practices that wtilize prayer,
scripture study, sacraments, and supportive communities
to help individuals achieve valued ideals and ro fourish.
Although the diverse group of approaches categorized
here as fourth wave raise challenging conceprual, as well
as practical and ethical, questions for clinicians regarding

ﬁ- s psychotherapies have proliferated, a number of
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howand when to implement them, their proposed addition o
the already defined three-wave model could help clarify the
continually expanding and often fi ting field of mental
health interventions.

This fourth wave of approaches has emerged alongside
other, elited developments The increasingly technical and
specialized nature of scientific medicine has led to warnings
1o recognize the social® and moral® context of whole-person
care, which can be endangered by a purely technical, scientific
approach. Critics of contemparary end-of-life care have called
on phymms?‘n& their focus from weating illness o pro-
mm.q;ud.l-hmg, and the specialty of palliative medicine,
which includes spirinnal care among its goak, continues to
grow at least in part in to this call. In reaction to
psychiatry’s traditional e{m‘:m pathology, complemen-

tary (alternative, integrative) therapies have proliferated, and
rha positive psychology movement begun by Martin Seligman
and colleagues has established the evidence for strength-based
approaches” Poamodern conatructivist approaches such as
collabarative therapy® and narrative therapy,” rooted in phe-
nomenological and linguistic radiions, have emphasized
parmering rather than reliance on expertise. Twelve-ste p pro-
grams, which have a spirital core, have stressed the impaor-
tance of altruism and pemonal trnsformation. And mther
than being defined in terms of a set outcome, recovery in
psychiatric reha hilitation has come to be seen as a journey
toward wellness marked by empowerment, supportive rela-
tionships, and personal meaning,®

FOURTH-WAVE PSY CHOTHERAPIES
The origins of meaning-centered therapy can be raced o
European schools of existential psychatherapy that aimed
to help individuals courageously confront the givens of ex-
istence in order to choose how they will live, Trvin Yalom's
1980 book, Existential Psychotherapy, is the best-known
summary of this approach. Yalom and others such as Paul
Wong have since contributed to meaning-centered therapy,
based on the philosophy of Victor Frankl, for which William
Bm:han}ﬂs&ammmiefﬁmqasagmupmmmm in
patients with advanced illness”

Dignity (-conserving) therapy, developed by Harvey Cho-
chinov, invites terminally il patients 1o discuss issues that

wewrw hanvarndeviewolpsydh aipog 1
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Fourth Wave Psychotherapies

Lovingkindnessand

Dignity

Compassion
Meditation

Existential Promoting

Spiritually
Informed Grattude

Psychotherapy

Forgiveness
Promating

Positive Psychology

Interventions

A positive psychology intervention to promote health
outcomes in hematopoietic stem cell transplantation:
the PATH proof-of-concept trial

*Hermioni L. Amonoo, Areej El-Jawahri, Christopher M.
Celano, Lydia A. Brown, Lauren E. Harnedy, Regina M.
Longley, Henry K. Onyeaka, Brian C. Healy, Corey S.
Cutler, William F. Pirl, Stephanie J. Lee & Jeff C.
Huffman Bone MarrowTransplantation 56, pages2276—
2279 (2021)
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Important Virtues for The
a Psychiatrist VIRTUOUS

PSYCHIATRIST

Character Exhics in Psychaatie Paacoioe

Empathy and compassion

Warmth Unselfing
Self-knowledge Realism

Self-unity Wholeheartedness
Integrity Phronesis
Emotional intelligence Sincerity

Authenticity




The Virtues in Psychiatric Practice

Part lll: Virtues of Intelligence

Introduction: Historical and Clinical Chapter 7: Defiance
Context Nancy Nyquist Potter
John R. Peteet Chapter 8: Phronesis (Practical
Part I: Virtues of Self-control Wisdom)
Chapter 1: Accountability Part IV: Virtues of Positivity
Charlotte Witvliet and John R. Peteet Jerome Kroll and Perry C. Mason
j §  Chapter2: Humility Chapter 9: Gratitude
The Vlrtues in: \ Nicholas D. Cova{es/« Lilian Jans-Beken
Psychlatnc Pl‘aCthC Chapter 3: Equanimity Chapter 10: Self-Transcendence
vt o R s & Michael R. Tom and David R. Vago C. Robert Cloninger and Kevin
/p ‘ T \ ; Part ll: Virtues pf Benevolence M. Cloninger
Chapter 4: Forgiveness Chapter 11: Hope (Optimism,
Everett L. Worthington Resilience)
Chapter 5: Compassion Warren Kinghorn
Paul Gilbert Future Directions
Chapter 6: Love Chapter 12: The Science of Human
John R. Peteet Flourishing
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ACGME's Six Core Competencies: Professionalism

Respect for Patient Privacy and Autonomy:

Residents must maintain confidentiality, obtain informed consent before any procedures, and respect patient decisions
regarding their care.

Ethical Conduct:

Residents must adhere to ethical principles, such as honesty, integrity, and fairness, in all their interactions.
Accountability:

Residents are responsible for their actions and must take ownership of their mistakes and seek help when needed.
Avoiding Unprofessional Conduct:

This includes avoiding actions like dishonesty, rudeness, abuse of power, and disregard for rules and policies.

Respectful and Courteous Behavior:

Residents should treat all patients and colleagues with respect and courtesy, even when dealing with challenging
situations.



The Moral Impact of Trauma

A therapist may need to provide “a context that is at once cognitive, emotional, and moral” in order to help the
survivor reconstruct a coherent system of meaning and belief that encompasses the story of the trauma.

Judith Herman, Trauma and Recovery, 1999

Jonathan Shea coined the term “moral injury” as distinct from PTSD after working with veterans.

Achilles in Vietham: Combat Trauma and the Undoing of Character, 1994

The moral outrage and
pain over national and
world events that our
el b ! otV patients bring tO US, and
that we ourselves feel



A New Z Code for Moral Problems in the DSM

Approved by the APA Board of Trustees, January 2025



/-Codes

Not disorders, but “conditions that may be a focus of clinical attention”
Reflect social determinants of mental health
Emerged from V-Codes in DSM-5 with the publication of ICD-10

V-Code for Religious or Spiritual Problem introduced in DSM-1V in 1994,
proposed by David Lukoff and Francis Lu (Turner et al., 1995) "Examples include
distressing experiences that involve loss or questioning of faith, problems
associated with conversion to a new faith, or questioning of other spiritual values
that may not necessarily be related to an organized church or religious institution.”



New Z Code Addition

/65.8: Moral, Religious or Spiritual Problem

This category can be used when the focus of clinical attention is a
moral, religious, or spiritual problem. Moral problems include
experiences that disrupt one’s understanding of right and wrong, or
sense of goodness of oneself, others or institutions. Religious or
spiritual problems include distressing experiences that involve loss
or questioning of faith, problems associated with conversion to a
new faith, or questioning of spiritual values that may not

necessarily be related to an organized church or religious
Institution.



New Z Code for Moral Problems

Moral problems include moral dilemmas, moral distresses or moral
injuries related to an experience that disrupts one’s understanding of right
and wrong or one’s sense of the goodness of oneself, others, or
institutions.

Moral distress is historically defined as a situation in which an individual is prevented from acting ethically due to external constraining factors,
leading to distress.

Moral injury is the combination of exposure to a potentially morally injurious event and the subsequent sequelae of guilt, shame, self-
condemnation, and difficulty forgiving (anger).

Moral dilemmas involve difficult decisions due to competing ethical values.

Moral dilemmas, moral distress, and moral injury overlap in that the individual’s moral intuitions regarding what is right or wrong are
guestioned, challenged, or outright contradicted, leading to varying levels of distress most often in the form of guilt, shame, and%or blame

towards the self and others.



Clinical Conditions

Moral injury and distress
Addiction

Medical mistrust
Demoralization

Depression

Narcissism and Psychopathy

Moral dilemmas



Moral Distress and Injury

Moral distress is historically defined as a situation in which an
individual is prevented from acting ethically due to external
constraining factors, leading to distress.

Moral injury is the combination of exposure to a potentially morally
injurious event (PMIE) and the subsequent sequelae of guilt, shame,
self-condemnation, and difficulty forgiving (anger).

The PMIE is some act of transgression (perpetrated, witnessed, or
experienced during an act of betrayal) which violates deeply held
assumptions and beliefs about right and wrong and personal
goodness



Continuum of moral harms and outcomes

Person is agent or casualty/victim

Alarming, focal, episodic, self-referential

potentially injurious moral stressors
(e.g., failure to protect others, medical
errors, bigotry, high-stakes betrayal).
Moral emotions/distress are pressing
and intrusively affect behavior,

well-being, and functioning. Resentment

and regret are readily triggered/cued.

Social standing, trust, and social resources

may be substantially threatened.

Moral stressors
lead to moral

Indicated prev

Moderate

Considerable

Alarming, focal, episodic,
self-referential injurious events

(e.g., cruel and degrading treatment,
observing brutality/grave injustice,
being cruel, harming others). Other
condemning/self-conscious moral
emotions are severe, dominate
consciousness, and intrusively and
intensely affect behavior, well-being,
and functioning. Intense disgust,
distrust, contempt, and shame are
readily triggered/cued. Social
standing, trust, and social resources
are severely threatened and
otentially lost.

Extreme

Degree of psychological, social, biological, and spiritual harm, functional impairment, and risk of clinical problems

Agency is distal

= Nonfocal, nonepisodic, distally

i) self-referential moral challenges

c (e.g., global warming, not

o ; , :

9 meeting others’ expectations).
Moral emotions are minimal and
not pressing.
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A dimensional model of moral stressors and outcomes. Moral harms and outcomes lie on a continuum from (/eft) nonepisodic moral
challenges that may be morally frustrating to (center) focal, episodic moral stressors that may lead to acute moral distress to (right) even
higher-magnitude but less prevalent morally injurious stressors that may lead to the clinical syndrome of moral injury.

Litz BT, Walker HE. Moral Injury: An Overview of Conceptual, Definitional, Assessment, and Treatment
Issues. Annu Rev Clin Psychol. 2025 May;21(1):251-277



I’'ve been a good person — why is
this happening to me?

“l can’t live with what I did.”
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“Ilwish | could un-see what | saw them do.”




Literature on Moral Injury and Distress

In a study of veterans and active-duty military, over 90% of 373 U.S. Veterans reported high levels (9 or 10 on
1-10 severity scale) of at least one moral injury symptom, and 59% reported 5 or more symptoms

Of the 25 peer reviewed studies of U.S. healthcare professionals, one with an N of 1,945 found that 40% of
individuals were experiencing moderate to severe distress from moral injury. Other populations studied
include law enforcement, aid workers, and refugees

In a study of clinicians during COVID only 8% of respondents reported never having experienced moral
distress during the pandemic (Kok et al., 2021)

Dozens of published scales exist for measuring MI, with the Moral Trauma Assessment among the most
promising.

Multiple interventions, include Acceptance and Commitment Therapy (ACT), CPT, Spiritually integrated CPT,
Healing through Forgiveness, Eye Movement Desensitization and Reprocessing (EMDR), and various pastoral
care techniques aimed at fostering self-forgiveness and social reengagement



Case Example One

A man in his early 20s completing inpatient detox from alcohol
revealed that he began to drink to deal with childhood sexual abuse
by an authority in his faith community.



Case Example Two

A patient in treatment for cancer told his therapist he was more
distressed by ongoing events in the news than by his cancer.



ety

&2 4 -a 34
i Tl

baure 1
empnwermen’r

Medical Mistrust and

Trauma-Informed Treatment
Safety:

En?uring both physical andc??”uotional safet isgfaramount. This includes creating a
welcoming environment and fostering a sense of security.

Trustworthiness:

Building trust is cdrucial, which can be achieved through clear communication, consistent
oundaries, and transparent practices.

Choice:

Individuals should I}ave the opportunity to make choices about their care and treatment,
ostering a sense of control and agency.

Collaboration:

A collabagrative %p roach involves working to%ether with,in?ivjdualls, valuiﬂg,their ,
perspectives and experiences, and ensuring they are actively involved in théir own healing.

Empowerment:

Empowerjng individuals to build on their }rquths, develoq oping skills, and take
owners |8 of their recovery is essential for long-term well-being.



Addiction
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The Iwelve Steps

OF ALCOHOLICS ANONYMOUS

WE ADMITTED WE WERE POWERLESS OVER ALCOHOL - THAT
OUR LIVES HAD BECOME UNMANAGEABLE.

CAME TO BELIEVE THAT A POWER GREATER THAN OURSELVES
COULD RESTORE US TO SANITY.

MADE A DECISION TO TURN OUR WILL AND OUR LIVES DVER
TO THE CARE OF GOD AS WE UNDERSTOOD HIM...

MADE A SEARCHING AND FEARLESS MORAL INVENTORY OF
OURSELVES.

ADMITTED TO GOD, TO OURSELVES, AND TO ANOTHER HUMAN
BEING THE EXACT NATURE OF OUR WRONGS.

WERE ENTIRELY READY TO HAVE GOD REMOVE ALL THESE
DEFECTS OF CHARACTER.

HUMBLY ASKED HIM TO REMOVE OUR SHORTCOMINGS.

MADE A LIST OF ALL PERSONS WE HAD HARMED, AND BECAME
WILLING TO MAKE AMENDS TO THEM ALL.

MADE DIRECT AMENDS TO SUCH PEOPLE WHEREVER POSSIBLE,
EXCEPT WHEN TO DO SO WOULD INJURE THEM OR OTHERS.

CONTINUED TO TAKE PERSONAL INVENTORY AND WHEN WE
WERE WRONG PROMPTLY ADMITTED IT.

SOUGHT THROUGH PRAYER AND MEDITATION TO IMPROVE
OUR CONSCIOUS CONTACT WITH GOD AS WE UNDERSTOOD
HIM — PRAYING ONLY FOR KNOWLEDGE OF HiS WILL FOR US
AND THE POWER TO CARRY THAT OUT.

HAVING HAD A SPIRITUAL AWAKENING AS THE RESULT OF
THESE STEPS WE TRIED TO CARRY THIS MESSAGE TO
ALCOHOLICS, AND TO PRACTICE THESE PRINCIPLES IN ALL

- OUR AFFAIRS.

Regrmted wih pormeson
of AAWS n

A




Demoralization

Use of a psychodynamic life
narrative in the treatment of
depression in the physically ill

Milton Viederman M.D. and Samuel W. Perry Ill M.D.
General Hospital Psychiatry 2: 1980, 177-185

“The life narrative by its very nature conveys to the
patient that he is worth understanding and by
implication is therefore worthy.”




Depression

“feelings of worthlessness or excessive or inappropriate guilt
nearly every day” -  DSM-5 criterion for MDD

Realistic, or “true” guilt
Internalized shame and guilt from coercion and abuse
Complex PTSD symptoms mediated by Ml and shame

Moral reassessment, insight and growth



Narcissism and Psychopathy

Typically cause others more distress

Begin with stunted conceptions of goodness, missing concern for
others through a lack of empathy and compassion

Show a deficit in prosocial virtues

Need consequences and support for change



Moral Dilemmas

Literature on moral dilemmas in various settings documents associations with
anxiety, depression and burnout.

Patients may present for treatment with distressing dilemmas with a prominent
moral component: such as whether it is right to divorce, how much to sacrifice
for an aging parent, or whether to forgive a childhood abuser.

Individuals’ moral commitments often have roots in their faith, their ways of
dealing with moral failure are often shaped by religious beliefs and practices,
and their development in virtue is often supported by their faith community.



Case Example Three

A woman in her 20s with OCD and pervasive anxiety felt “like a
horrible person” because of having to live with, and depend
financially on her family.



Therapeutic Approaches



Validate the Importance of Moral Concerns

WHAT REALLY PITITH L MENUA, WD
MATTERS *

TEUTH AND
REPAIR

O TRAREL NEFMREE

“ARTHUR KLEINMAN




Engage Both Moral and Psychological Aspects

A “dual track” approach to the treatment of traumatic illness -
addressing in addition to dysregulation of fear and memory systems,
disturbances in value and character domains, e.g. “through reflection,
self-forgiveness, repentance and restoration” (Barr et al., 2022)

A “Yes, ...and” rather than a “Yes,... but” approach, going beyond
traditional behavioral approaches such as CBT that assume a normally
operating conscience and address distorted beliefs associated with guilt
and shame through contextualization, to suggest that therapists may

also need to deal directly with issues of guilt, forgiveness, and making
amends. (Litz, 2023)



|dentify Resources for Functioning Morally

Engaging:

the patient’s values (cf. ACT)
the ultimate ground of their ideals
the virtues preferred by their particular tradition

the role of faith communities in supporting them
Spiritually Integrated Cognitive Processing Therapy (Pearce, 2018)

SPIRIT (spiritual psychotherapy for inpatient, residential, and intensive treatment) David Rosmarin,
MclLean



Forgiveness Interventions

Akhtar S, Barlow J.
Forgiveness therapy for :
the promotion of mental  NRUSUALZLIAN
well-being: A systematic
review and meta-analysis.
Trauma, Violence, &
Abuse. 2018 |
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AA facilitation: honoring
and integrating
reparative stepsinto
other change agents

Letter writing to victims

or perpetratorsand to a
compassionate, unconditionally Compassion and
supportive moral mindfulnesstraining
authority to get feedback and practice

and motivate corrective
prosocial acts Creating/expanding
corrective/countering
valued and valuing
activitiesand kindred
attachments:
doing good and/or allowing/taking in
goodness; creating or
expanding “Us” groups;
narrowing and humanizing
“Others” Cognitive therapy:
promoting behavioral
experimentsto modify
overaccommodated
beliefsabout the
worthiness of the self or
the worthiness of others

In vivo exposure to target
avoidance of corrective
functional contexts;
behavioral contracting to
do and allow prosocial
action and activities

Helping to maximize and
reinforce recovery-
promoting faith- or

spirituality-based
activities, especially
community engagement

Figure 2

Example of atreatment plan to treat moral injury using cross-cutting change agents (blue hexagans). Various
intervention strategies that fit a given case should be used flexibly in athematically integrated fashion to
promote valued and valuing prosocial experiences and attachments. Abbreviation: AA, Alcoholics
Anonymous.

Litz BT, Walker HE. Moral Injury: An Overview of Conceptual, Definitional, Assessment,

and Treatment Issues. Annu Rev Clin Psychol. 2025 May;21(1):251-277

Kevin Majores, M.D.



ASSESSMENT How did this [illness, loss, trauma] affect you?
How did you respond?

[Ascertain Which Categor:
Best Fits the Pz

Problem-Solving &

Goal-Seeking <) Relational Coping « Attachment
e Pathways-Thinking / Relationship
e Agency-Thinking . Colnfldmgh
Relationshi
Emotion Regulation Activatl o Embracing Eamilv
e Stressor Reduction fvating a !
¢ Management of Core Identity Team, or Work
Attrition Stressor: * Personal Identity Group Role
« Adopting Emotiorl  Family, Team, or ® Social Network
Regulation Practic Work Group * Modeling or
(e.g., yoga, spiritua! léjel:"t.':? dentit :l?:tti?)::ﬁip
i ; s Collective Identity
practices, exercise) e Altruistic

¢ Associated Hope-Builo®
Strategies
(e.g. Problem-Solving,
Relational Coping,
Activating Core Identity
to Achieve Emaotion
Regulation)

Relationship

1) Does the patient have a signature strength for mobilizing hope when stressed?

2) Which category appears to represent the patient’s “strong suit” for mobilizing hope?

3) What hope practices from this category have been available in the past? Are they
available now? If not, what are the obstacles?

4) Based upon these observations, what strategy for mobilizing hope has the best
likelihood for success? What objective should be given first priority?

FORMULATION

INTERVENTION 1) Intensify use or expand scope of signature strength(s) for hope-building.
2) Strategize how to overcome obstacles to accessing hope practices that had been
available in the past.
3) Resurrect hope practices that have fallen into disuse due to demoralization.
4) Add novel hope practices, preferably from category that is patient’s strong suit for
hope-building.

Fig. 1 Hope modules assessment, formulation, and intervention
Published in Academic Psychiatry 2017

Hope Modules: Brief Psychotherapeutic Interventions to Counter Demoralization from Daily Stressors of Chronic lliness
James L Griffith



https://www.semanticscholar.org/paper/Hope-Modules%3A-Brief-Psychotherapeutic-Interventions-Griffith/ba03148c9d679da03d8e02c7df1932338f5b9fd0

Case Example One

A man in his early 20s completing inpatient detox from alcohol
revealed that he began to drink to deal with childhood sexual abuse
by an authority in his faith community.

In addition to approaches directed toward PTSD and AUD, one
would want to identify moral emotions (e.g. of betrayal, shame) for
evidence of potential injury, and available resources for restoring
his sense of goodness of himself and others, including God. Was
justice done or accountability achieved?



Case Example Two

A patient in treatment for cancer told his therapist he was more
distressed by ongoing events in the news than by his cancer.

One would want to validate the distress of witnessing morally
Injurious events, offer strategies for limiting toxic exposure, and
explore options for acting in solidarity with others



Case Example Three

A woman in her 20s with OCD and pervasive anxiety felt “like a
horrible person” because of having to live with, and depend
financially on her family.

In addition to treating her anxiety, one would want to acknowledge
her concern, help her put it into context and explore options such
as disability for repairing her sense of goodness.



Complex PTSD

A late life seminary graduate in her 60s with an abusive childhood
and marriage was hospitalized for worsening depression with
suicidal ideation. She described chronic dysphoria, irritability,

sensitivity to rejection and difficulty continuing to believe in “a God
who could create me so damaged”.



Treatment Course

Medication and CBT were unhelpful
Over years, she came to trust a generally supportive therapist

Eventually she was able to participate in a small congregation
where she felt known and loved, and able to recover faith in

goodness.



“Co-dependency”

Awoman in her 20's presents with anxiety, sleeplessness and the
use of prescribed narcotics to cope. She is clearly distressed about
being unable to get her husband to stop drinking, and to stop
covering for her brother's shady business practices. Her history
Includes serving in the role of family mediator before her parents

divorced when she was 13. After reading a popular book, she has
decided that she suffers from "co-dependency."



Integrative Treatment

A therapist would try to help her clarify her standards and reasoning:

To what extent has she felt obligated to help others even at her own
expense?

How did her view of herself as the family caretaker develop?

How does she understand and weigh her duties toward her

nusband, her brother and herself?




Going Further

Does she also need help to reassess her standards?

Has her role as family peacemaker shaped her genuine moral commitments,
or distorted her ability to weigh her own interests?

Does she need help to make her goals more achievable, or realistic?

What resources or role models can guide her in making these decisions?



“Behaving Like a Jerk”

A successful salesman is brought by his wife who has threatened
separation because he remains sarcastic and verbally abusive to
her after twenty years of marriage. Although he admits he is "not
proud of behaving like a jerk at times', he does not seem to be

distressed enough about his behavior, nor to understand that his
wife is about to leave him.



Integrative Treatment

Does he need someone to enhance his capacity for empathy, which
would then have a bearing on his capacity to experience guilt, and
recognize moral failure?

Does he also need help addressing what interferes with his failures
to live up to his ideals (e.g., insecurities, habits, marital dynamics)?



Clinical and Ethical Challenges

How can a clinician remain aware of, and best weigh the patient’s,
and the clinician’s personal, tradition specific, and professional

values?

How can a clinician avoid exerting undue influence?

How can one deal authentically with differences between the
patient’s and the clinician’s values?



Current and Proposed Approaches to Dialogue Regarding Religion

Curlin and Hall, Strangers or friends? A proposal for a new spirituality-in-medicine ethic. J Gen Internal Med, 2005

Current Approach

|deal Question
Competence Are physicians competent to engage
patients in dialogue regarding
religious concerns?

Autonomy Is patient autonomy threatened
when a physician engages a patient
regarding religion?

Neutrality Is it possible for physicians to
dialogue with patients regarding
religion while maintaining the
neutrality that their professional
position requires?

Proposed Approach

|deal Question

Wisdom How might a physician learn to wisely
navigate discourse regarding religion?

Respect = How might a physician engage in
discourse which seeks to clarify and
promote the patient’s flourishing while
demonstrating deep respect for the
patient?

Candor How should a responsible physician
address genuine disagreements
regarding religious matters in such a way
that he and the patient can respectfully
negotiate a mutually acceptable
accommodation?



What Have We Been Learning?

Psychiatry is a scientific discipline in investigating disease and humanistic in

investigating the experience of the patient.

It is moral in being altruistically committed to patients' best interests and

flourishing.

Psychiatry encourages health related values and virtues such as care, respect

and responsibility.
It depends on the clinician's moral character.

Good psychiatry is concerned with the patient as a whole person, including

her moral functioning.



Future Directions

Moral Injury Disorder in DSM?
Neuromodulation of moral emotions?
Coordination with Chaplains?

Learning clinical ethics as moral capacities?

/ K

The Clinician’s Voice

Stephen Scher
asia Kozlowska

Foreword by
Anthony Korner




Resources

CENTER FOR
HMS Center for Bioethics BIOETHICS
HARVARD MEDICAL SCHOOL
Edmond & Lily Safra Center for Ethics ALEis | EDMOND & LILY SAFRA
Human Flourishing Program at Harvard Human
Flourishing (& s 8
Program -
Hippocratic Society z ‘
Association for the Advancement of Philosophy and Psychiatry b i
Conference on Medicine and Religion Med!CI.ne
Religion

‘ Spirituality and Mental
SPIRIT program e Health Laboratory
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Thank You!
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