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This paper addresses the psychological consequences associated with experiencing 
traumatic events during warfare. The negative aspect of these experiences is discussed, 
which  should be associated with post-traumatic stress syndrome, but also with the 
possibility of “moral injury” that may occur as a result of transgression of ethical and 
cultural norms. The positive aspect of traumatic events is also presented, which is con-
nected with the possibility of increased psychological resilience, as well as  experience 
of “post-traumatic growth” understood as experiencing positive psychological change 
as a result of coping with very diffi  cult life circumstances.
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INTRODUCTION

A traumatic experience should be understood 
as a life-threatening experience that can lead a 
person to a state of great despair [30]. People who 
have experienced this are often overwhelmed by 
a fl ood of uncontrollable emotions, manifest pow-
erlessness, feelings of alienation and misunder-
standing, lack of trust in others and loss of sense of 
security. The psychological state associated with 
traumatic experiences can last for weeks or even 
years, depending on the case. An additional factor 
weighing on a person’s psyche is possible moral 
injuries infl icted on the conscience when a person 
commits, witnesses, or fails to prevent acts that 
violate their religious beliefs, moral values, or ethi-
cal code [24]. The emphasis on the moral dimen-
sion is related to scientifi c observations that moral 
injury exacerbates the possible consequences of 
traumatic stress by possibly manifesting the so-
called complex PTSD syndrome, complicating also 
the temporal aspect of the traumatic stress reac-
tion, as one observes during such an experience 
a destruction of the sense of continuity between 
past and present [43] and, worse, a very short-
ened perspective regarding the future. Traumatic 
experiences are not forgotten, they return again 
and again in the form of images, sounds, memo-
ries, and with time they may take on a distorted, 
indistinct form, but still have a negative impact on 
the psyche. Often an objectively neutral stimulus 
triggers an avalanche of diffi  cult emotions and 
memories because it resembles in some element 
a traumatic event [17]. For example, many soldiers 
who have experienced war show hypersensitivity 
to noises that in some way resemble the sound of 
gunfi re (e.g., the sound of a door closing loudly). 
Trauma, therefore, is not a one-time frightening 
experience but is replayed in the memory many 
times, thus infl uencing the future of the given 
person, their over-sensitivity and problems in 
interpersonal relations. War experiences leave 
a permanent mark on the psyche of soldiers, 
co-create their suff ering and contribute to shap-
ing their psyche, in fact for life. In the context of 
warfare, including hybrid warfare, which involves 
not only antagonized states, but also ethnic and 
social groups, and is carried out with the use of 
various means of combat, with the participation 
of soldiers, but also civilians, and additionally 
takes place in a situation of acute social or ethnic 
confl ict [27,38], it is possible to consider human 
behavior in extreme situations, at least from two 
points of view. The fi rst concerns the so-called 
normal response to an abnormal situation. Thus, 
proponents of this thesis see a lack of normalcy in 

an external situation of a life-threatening nature, 
rather than in a person’s reaction to such an event. 
The second view rejects the thesis that these be-
haviors are normal. On the contrary, it sees the 
consequences of traumatic events as psychiatric 
disorders, including PTSD. For those who perceive 
PTSD as an inevitable outcome of trauma, it is 
necessary to implement therapy aimed at those 
at risk, including pharmacological treatment. Oth-
ers do not see the need because they believe that 
support (e.g., family, social) and understanding for 
the suff erer is suffi  cient [42]. Such views therefore 
do not treat suff ering as a mental dysfunction. 
However, placing boundaries between what is 
normal and what is abnormal always raises many 
questions, both among mental health profession-
als and more broadly among all those who may 
decide a person’s fate (e.g., military personnel, 
politicians). For society is a collective of individu-
als whose functioning and views on various issues 
(including the behavior of soldiers) change over 
the years. What was the norm for society decades 
ago may not be the norm today. Thus, one must 
admit that the view of no need for treatment is op-
timistic. According to it, humans react to traumatic 
events in a specifi c way, but still normal. However, 
this optimism has some basis both in science and 
in the observations of soldiers on the battlefi eld. 
Indeed, it is estimated that between 80% and 87% 
of those suff ering from traumatic experiences 
are able to recover without any therapy. At the 
same time, this optimism comes with a high risk 
because failure to recognize PTSD syndrome can 
be dangerous for the soldier themselves and their 
family, as well as for other soldiers [34, 39].

THE CONCEPT OF PTSD

PTSD can be defi ned as a set of physiological, 
psychological, and behavioral symptoms. Co-oc-
curring impairments in family, social, and occupa-
tional functioning follow exposure to traumatic, 
life-threatening events. In 2013, the American 
Psychiatric Association revised the diagnostic cri-
teria for PTSD in the Fifth Edition (DSM-5), moving 
traumatic disorders from the category of “anxi-
ety disorders” to a new category of “trauma and 
stressor-related disorders” [3]. The DSM-5 classifi es 
symptoms characteristic of PTSD into four groups:
1. An infl ux of distressing memories, thoughts, 

feelings, and emerging fl ashbacks in the form 
of suddenly searing memories of traumatic 
events and fl ashbacks or other long-term psy-
chological problems.
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hand, the therapist prompts patients to make eye 
movements in a specifi c direction as they recall 
traumatic events. The theory is that this leads to 
a situation in which the focus on external stimuli 
registered through saccadic eye movements and 
subsequent fi xations lead to the disintegration 
of the previously established pattern in which 
the recall of a traumatic event from memory is 
accompanied by the appearance of fear and in-
creasing anxiety [36]. EMDR is known as trauma-
focused therapy. It is designed to aid processing 
of unpleasant memories, thoughts, and feelings 
associated with the trauma, and as a result, may 
alleviate the symptoms of PTSD. As for pharma-
cotherapy, mainly antidepressants, e.g. Zoloft 
and Paxil, are used as eff ective treatments. Treat-
ment with selective serotonin reuptake inhibi-
tors (SSRIs) has also been shown to be eff ective 
in some studies [16]. However, it is important to 
remember that this treatment is symptomatic 
and is considered an adjunct to psychotherapy. 

The negative mental health consequences of 
traumatic war events are well documented in the 
current psychological literature. Most studies in 
post-confl ict settings and among war-aff ected 
populations indicate a signifi cant association be-
tween war trauma and the occurrence of various 
mental health disorders. For example, Priebe et 
al. [28] studied psychiatric disorders after war in 
fi ve countries (Bosnia and Herzegovina, Croatia, 
Kosovo, Republic of Macedonia, and Serbia) and 
found that potentially traumatic experiences 
during and after the war were associated with 
higher rates of mood deterioration and anxiety 
disorders. Al-ghzawi et al. [1] reviewed nine stud-
ies on the impact of war and confl ict on mental 
health among populations in Arab countries and 
also confi rmed the signifi cant impact of war trau-
ma on mental health. Furthermore, they found 
that post-traumatic stress disorder (PTSD) was 
one of the most common psychological compli-
cations among war trauma victims. Ayazi et al. [5] 
examined the relationship between exposure to 
traumatic events and anxiety disorders in post-
confl ict South Sudan. They found that exposure 
to trauma was signifi cantly associated with a di-
agnosis of high anxiety. A similar link was found 
by [12] who studied the impact of war-related life 
events on well-being among civilians in south-
ern Lebanon. Recently, Atwoli et al. [4] reviewed 
epidemiological studies of traumatic events and 
found high prevalence rates of PTSD in post-con-
fl ict settings.

2. Avoidance of distressing memories, thoughts, 
feelings, or sensitivity to external stimuli some-
how associated with the traumatic event.

3. Negative mood, blaming oneself for events re-
gardless of objective circumstances, persistent 
negative emotions (e.g., guilt, shame, tenden-
cy to isolate oneself).

4. Aggressive behavior associated with signifi -
cantly elevated arousal levels. 

Some factors are also known to further trigger 
a traumatic response among soldiers. These in-
clude young age, lower military rank, lower edu-
cation, prior psychological problems, insuffi  cient 
support from family, friends, and other soldiers, 
etc. PTSD is also associated with earlier physical 
and mental health deterioration. An interesting 
issue is the diff erences between men and women 
in the prevalence of trauma and PTSD. Research 
suggests that men are more likely to experience 
traumatic events, while women are more likely 
to develop PTSD [40]. The diagnosis of PTSD in 
a soldier is often met with opposition from the 
military community because it is believed that 
there is a risk of stigmatization of the victim (both 
institutional war trauma and self-stigmatization) 
and it is by this fact alone that adverse symptoms 
such as lowering of the soldier’s self-esteem, en-
vironmental ostracism and isolation tendencies 
are exacerbated [31]. The process of diagnosing 
PTSD and the consequences of such a diagno-
sis should also take into account that PTSD is a 
diagnosis of a medical condition that, if left un-
treated, can lead to loss of life [6]. Therefore, it 
seems that the diagnosis of PTSD (despite the 
caveats mentioned above) is nevertheless nec-
essary to start the therapy process, reduce suf-
fering and feelings of harm, as well as comorbid 
symptoms such as cardiovascular abnormalities 
and other psychosomatic symptoms, including 
an increased risk of suicide [29].  

In terms of therapeutic methods, cognitive-
behavioral therapy ( CBT) and eye movement de-
sensitization and reprocessing therapy (EMDR) 
are currently favored  . CBT teaches how to evalu-
ate and reinterpret unpleasant thoughts and 
misinterpretations of traumatic events and their 
consequences. CBT therapy involves, among 
other things, considering other, not exclusively 
negative, ways of thinking about the situation 
and possibly adopting a new perspective. It is 
meant to give new meaning to life and is directed 
towards the positive aspects of a person’s exist-
ence in the future. [11]. In EMDR, on the other 
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medical diagnosis according to DSM-V and ICD-10 
criteria? However, it is believed to cause negative 
emotional reactions and mental dysfunction that 
result in long-term psychiatric disorders [10]. So 
what distinguishes moral injury from PTSD? Above 
all, moral injury is a multidimensional problem, 
involving a number of important aspects of life, 
mainly related to behaviors that are not accepted 
or rejected by society. It seems that establishing 
diagnostic criteria for moral injury, along the lines 
of PTSD, is very diffi  cult because it touches on is-
sues that remain at the intersection of religion, 
philosophy, ethics, psychology, and psychiatry. 
The very reference of “moral injury” co-occurs and 
sometimes precedes PTSD, especially in the con-
text of military operations and now in the health 
care system. It can be hypothesized that moral 
injury catalyzes the onset of PTSD and, therefore, 
ensuring the moral and ethical “purity” of warfare 
can be viewed as a prophylaxis for PTSD. However, 
such a task is extremely diffi  cult, if not impossi-
ble. Because wherever there is an intentional at-
tack on the life of another person, there must also 
be moral doubts about the legitimacy of the act. 
It must also be stated that wherever soldiers de-
fend their Homeland, their families and their fel-
low citizens, the occurrence of moral injury must 
be considered unlikely. Currently, moral injury is 
not considered a disorder and no formal psychi-
atric diagnosis is made [24]. However, it is worth 
considering the origins of this phenomenon in 
relation to PTSD. A diagnosis of PTSD begins with 
determining whether a traumatic experience has 
occurred, whereas moral injury rather results from 
circumstances and events that may violate a sol-
dier’s (including another person’s) beliefs about 
right and wrong. Shaw [33] suggests that morally 
damaging events are those that involve a betrayal 
of what a person believes to be right, are commit-
ted by people who have power, and involve mat-
ters of high responsibility, including making deci-
sions about the risk of other people’s lives. While 
victims of PTSD view the world through the lens 
of extremely dangerous events, victims of moral 
injury view the world as unworthy and devoid 
of value and social good.  Worse, people can be-
come evil as a consequence of their own behavior, 
which not only causes harm to other people but 
exacerbates destructive tendencies in themselves. 
Restoring psychological well-being after a moral 
injury is diffi  cult. It is also diffi  cult to talk about ef-
fective therapeutic methods [25].

 Soldiers who suff er moral injury must accept 
the past, even if they still cannot come to terms 

THE CONCEPT OF MORAL INJURY

In the military, the term “soldier morale” is used 
but this term is completely removed from the 
moral dimension of trauma. Rather, it is used to 
describe the state of positively motivating a sol-
dier to take up and continue the fi ght against the 
enemy. It also refers to a group of soldiers willing 
to make a concerted eff ort to achieve a common 
goal. The most important factors that preserve 
“morale” are belief in a common goal, confi dence 
in the leadership, belief in each other, adequate 
health, and balance of military service in relation 
to leisure and recreation [14].

Moral injuries are manifested as a person’s pro-
found psychological suff ering, which may be an 
expression of negative psychological reactions 
in response to traumatic events that cross the 
boundaries of accepted ethical code and cultural 
norms. They include such things as betrayal, fail-
ing to help those in need, intentionally contribut-
ing to the death of innocent people, and can also 
be the result of a perceived disgust with another 
person or in violent bouts of uncontrollable anger 
and disgust. This phenomenon has been recog-
nized primarily in military settings but studies are 
now being conducted in other settings as well, 
such as among health care workers struggling 
with the COVID-19 pandemic [32].  Before the pan-
demic, the moral dimensions of traumatic events 
were rarely related to the workplace. However, the 
term “moral injury in the workplace” is now begin-
ning to be used, emphasizing the occupational 
aspect of violating moral norms. The Covid-19 
pandemic brought an entirely new and unprec-
edented experience, potentially carrying the risk 
of moral injury to medical personnel that may re-
sult from taking (including failing to take) actions 
that violate ethical principles with sick people or 
subordinate medical personnel.  This may be the 
result of excessive work responsibilities and stress 
burdens resulting from the profusion of incoming 
patients and the lack of resources (medical and 
logistical) to provide the best care [15] or even to 
provide conditions for a “dignifi ed death” for ter-
minally ill people.

However, the moral dimension of trauma is 
most often considered extremely important in the 
context of warfare. Shaw [33] describes moral in-
jury as “injuring the soul by doing something that 
violates the ethics, ideals, or principles to which 
a person is committed (p.5). This type of psycho-
logical trauma is not included in the diagnostic cri-
teria for PTSD, because how should these criteria 
describe, for example, an extreme adversity that 
can potentially harm a person greatly but escapes 
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cipline. Literally it can mean: elasticity, resistance, 
regenerative capacity. Lepore and Revenson [23] 
analyzed the term resilience from a post-traumat-
ic growth (PTG) perspective, focusing on three 
possible forms: correction, resilience, and recon-
fi guration. To illustrate the diff erence between 
these concepts, the authors used the analogy of 
a tree bending in the wind. Human behavior af-
ter a traumatic event is supposed to resemble the 
bending of a tree, and when the wind ceases, the 
tree “corrects itself” and returns to its original po-
sition. This form of psychological fl exibility can be 
understood as the yielding of the human psyche 
under the infl uence of a stressor but with the pos-
sibility of returning to the previous mental state.  
Resilience is in turn expressed in comparison with 
a tree subjected to the infl uence of wind, which 
does not bend but resists and still remains in 
the same position. This type of resilience should 
be understood as an expression of great mental 
strength and lack of vulnerability to the stressor. 
And fi nally, the notion of reconfi guration evokes 
the comparison to a tree that bends but, because 
the wind repeats its gusts, changes its shape and 
behavior to suit the current situation. It seems that 
it is the dimension of behavioral reconfi guration 
and plasticity of the human psyche in response to 
trauma that carries the most interesting theoreti-
cal and practical implications. Relatively recently, 
the psychological literature has begun to address 
this possibility in relation to traumatized soldiers 
who may be experiencing positive mental chang-
es. It has been noted, for example, that a soldier’s 
reactions to trauma, which mental health pro-
fessionals refer to as “symptoms,” but which can 
actually wreak havoc on a soldier’s psyche when 
they return home from war, is an essential surviv-
al skill in a war zone [18]. This provides a clue to 
building the soldier’s specifi c resilience and a ba-
sis for making sense of those experiences that can 
serve to build both resilience and positive growth. 
An important factor shaping the resilience of an 
individual soldier is group cohesion, i.e. a military 
subunit jointly executing combat tasks. Greater 
unit cohesion was also found to be associated 
with fewer symptoms (PTSD). Better psychologi-
cal well-being is related to overall social support 
and results in fewer mental health consequences 
after combat [21].

Over the course of a lifetime, a person is very 
likely to experience at least one or more traumatic 
events.  Only 20-40% of people [7] may suff er se-
vere psychological distress as a result and manifest 
a permanent reduction in social and occupational 
functioning. This means that most will go through 

with it. This should be viewed as some sort of 
process that does not necessarily end in being 
“cured.” Rather, it should be assumed that this pro-
cess should seek to moderate the usually uncom-
promising attitude characterized by drawing a 
sharp line between right and wrong. Thus, eff orts 
should be made to accept the ambiguity in moral 
dilemmas concerning much of human behavior, 
not just war-related. 

THE CONCEPT OF RESILIENCE AND 

POST-TRAUMATIC GROWTH

Resilience is defi ned as the process of adapta-
tion in the face of adversity, trauma, and even sig-
nifi cant threats to human life [2]. It should be con-
sidered as a combination of genetic, psychologi-
cal, biological and social factors [26]. One may also 
come across a view that it is something unique, 
which happens only exceptionally, and people 
with such a psychological profi le are predisposed 
to act in extremely diffi  cult conditions, including 
those of war [22]. However, it is now thought that 
such manifested immunity is not at all rare, on the 
contrary quite common. In contrast, an important 
issue is the ability to improve this resilience. The 
key is to be able to use the state of stress to the 
advantage of the person experiencing it. While no 
single gene or gene variation explains resilience, 
genetic factors play an important role in deter-
mining how an individual responds to traumatic 
events, particularly the hypothalamus-pituitary-
adrenal axis infl uence the strength of our bio-
logical response. Other psychological factors that 
contribute to the formation of resilience include 
the ability to expand contacts with people with 
personality profi les that demonstrate high cop-
ing skills and the ability to face one’s fears [19]. It 
is also known that people subjected to high stress 
loads are less eff ective in seeking alternative solu-
tions to the situation they fi nd themselves in [37]. 
Thus, educational issues and training strategies 
such as stress implantation training [20] become 
important for coping processes in this context. Re-
silience is defi ned as a phenomenon that is char-
acterized by the ability to adapt positively when 
faced with signifi cant adversity and high levels of 
risk. Walsh [41], on the other hand, defi ned it as the 
ability to regenerate one’s psychological strength 
following a traumatic event in such a way that 
one emerges from the experience strengthened 
or at least in a similar psychological condition as 
before the event.  There is no clear translation of 
the English term resilience. It is understood diff er-
ently depending on the context and scientifi c dis-
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are suff ering from some kind of medical condi-
tion as a result of the impact of the trauma. In this 
case, the coping strategy is completely ineff ective 
and a period of some improvement is followed by 
a worsening of symptoms in both the short and 
long term.  

CONCLUSIONS

Suff ering a moral injury results in what is known 
as moral disorientation, which is linked to feelings 
of guilt that manifest in both the short and long 
term. The process of healing moral trauma is ex-
tremely diffi  cult, whereas it should be noted that 
victims should engage in what is known as ethi-
cal dialogue. For this to happen, moral reactions 
must be recognized as existing facts. Without it, 
soldiers will be alone with their memory of trau-
matic events. It is also necessary to strive for fur-
ther understanding of the conditions that must be 
met in order to talk about the formation of psy-
chological resilience, also in the context of moral 
injury. Building mental resilience is important not 
only in times of war but also in times of peace. 
The wars in Iraq and Afghanistan have intensifi ed 
interest in the concepts of building a soldier’s re-
silience or mitigating the eff ects of post-traumatic 
stress. It seems that it is still not fully understood 
why some soldiers suff er from PTSD while others 
do not experience such problems. Furthermore, it 
is possible to hypothesize that soldiers may, for ex-
ample, perform well in their military duties and at 
the same time exhibit deterioration in family and 
social functioning associated with PTSD symp-
toms.  The main factor shaping resilience is the 
ability to draw on existing internal (own) and ex-
ternal resources (which involves receiving support 
from other people) during a crisis. So we need to 
develop work to better understand, as well as de-
fi ne, the concept of “resilience.” It should also be 
emphasized that the process of resilience forma-
tion, which is variable depending on the moment 
in time in which it is analyzed, and the individual 
traits of the soldier’s personality, which may in-
deed contribute to resilience to trauma but do not 
constitute a holistic picture of the formation of 
this process are two diff erent things.

this kind of experience without serious conse-
quences. This fi nding opens an interesting space 
for further scientifi c research focusing on poten-
tial determinants of human immunity. Bonanno et 
al. [7] conducted a study of US military personnel 
deployed to Iraq and Afghanistan.  They showed 
that 83% of the soldiers demonstrated resilience, 
despite the impact of severe stress factors. Factors 
contributing to the development of resilience in-
clude the ability to maintain an optimistic outlook 
on life, the development of positive social support 
through a peer network, and the functioning of 
leaders who are viewed as personal role models. 
Resilient soldiers develop and live by their own 
designated rules, pay great attention to physical 
fi tness and do not tend to withdraw from con-
tact with other people. They are able to actively 
solve problems, fi nd something positive even in 
adverse situations, and experience post-traumatic 
growth. PTG is also a response to traumatic events 
that result in the deterioration of the injured per-
son’s mental state. This manifests itself in the need 
to constantly think about the experience, accom-
panied by an increased level of anxiety. However, 
over an indefi nite period of time, these symptoms 
naturally subside and are replaced by positive 
thoughts concerning some refl ection on one’s life. 
People become better and stronger mentally, care 
about improving relationships with other people. 
They change their philosophy of life, by setting 
new priorities in life, they also pay more attention 
to spiritual and religious issues. According to such 
assumptions, more resilient soldiers are those who 
naturally employ positive coping mechanisms, 
making them more likely to come to terms with 
their new reality and process traumatic events 
eff ectively. Thus, this resembles the concept of 
“reconfi guration,” but in this case “psychological 
growth” occurs after the event, and only the sol-
dier’s individual coping abilities determine how 
quickly this occurs. PTG may also contribute to a 
secondary increase in psychological resilience [35].

However, the phenomenon of positive growth 
should be approached with great caution, as there 
is a risk that positive growth can be mistaken for 
the illusion of positive growth. The illusion in such 
a case is nothing more than a defense mechanism 
to block the thoughts that arise that perhaps we 
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