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Abstract

Background Moral distress is reported to be a critical force contributing to intensifying rates of anxiety, depression
and burnout experienced by healthcare workers. In this paper, we examine the moral dilemmas and ensuing distress
personally and collectively experienced by healthcare workers while caring for patients during the pandemic.

Methods Data are drawn from free-text responses from a cross-sectional national online survey of Australian
healthcare workers about the patient care challenges they faced.

Results Three themes were derived from qualitative content analysis that illuminated the ways in which moral
dilemmas and distress were relationally experienced by healthcare workers: (1) the moral ambiguity of how to care
well for patients amid a rapidly changing work environment; (2) the distress of witnessing suffering shared between
healthcare workers and patients; and (3) the distress of performing new forms of invisible work in the absence of
institutional recognition. These findings reveal that moral distress was a strongly shared experience.

Conclusions Findings advance understandings of moral distress as a relational experience, collectively felt,

constituted, and experienced by healthcare workers. Considering how to harness collective solidarity in effectively
responding to moral distress experienced across the frontline healthcare workforce is critical.

Keywords Moral distress, Patient care, Frontline healthcare, Burnout, COVID-19

Background

The COVID-19 pandemic provides a unique lens through
which to explore the dimensions of moral dilemma and
moral distress as personally and collectively experienced
by healthcare workers [1]. Moral distress occurs when
a healthcare worker is impeded from engaging in mor-
ally or ethically appropriate actions by internal or exter-
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experiences in the future [6]. Throughout the pandemic,
the moral distress of feeling unable to provide patients
with the care they need has reportedly been one of the
critical forces contributing to escalating rates of anxiety,
depression and burnout experienced by healthcare work-
ers [7-10].

Moral distress is likely to occur in situations where
healthcare workers encounter moral dilemmas or ten-
sions, such as when health policies or protocols are
introduced that constrain patient care, where patients
are experiencing unnecessary suffering, where there
is disruption or conflict in professional relationships,
where healthcare workers feel stuck between institu-
tional requirements and the needs of their patients and
where there is inadequate staffing and limited resources
and support [11-14]. The unpredictability of the virus,
uncertainty about provision of care, feelings of helpless-
ness and fear, disconnectedness from family, and the
chaotic and fast pace of information dissemination, deci-
sion-making and crisis planning, have all created moral
tensions for healthcare workers, and resultant moral dis-
tress during COVID-19 [15]. Infection control mandated
practices and personal protective equipment (PPE) dis-
rupted many important (unspoken) ways of showing care
and compassion (e.g., through touch and facial expres-
sions), with considerable impact on how patients and
healthcare workers experienced care and caring [16—18].
The absence of family to care for patients (due to visitor
restrictions) unsettled person/family-centric approaches
to care [19], placed greater burden on healthcare work-
ers to fill informal care gaps, and produced new kinds
of grief and distress for patients [20], and for healthcare
workers witnessing patient suffering [14, 18, 21].

Research conducted during the pandemic on moral
distress has been mostly quantitative and has primarily
framed moral distress as a personal emotional experience
and occupational hazard [22-23]. Proposed solutions
have focused on developing mental toughness and moral
resilience that help individuals to cope with their distress
(see for example, 24). However, understanding moral dis-
tress and developing effective solutions to the collective
distress experienced across the healthcare workforce,
requires in-depth exploration of how healthcare workers’
moral agency, identity, and responsibilities, have been
disrupted or compromised [7, 25-28]; and how moral
distress is shared with other healthcare workers and
patients [15].

In thinking about moral distress as not solely an experi-
ence of an individual ‘moral agent’ but as arising within a
network of caring relationships, ethics of care scholarship
has utility [29-30]. An ethics of care perspective focuses
attention to the caring relationship including the interde-
pendencies and involvement of multiple actors in nego-
tiating morally distressing situations [29-30], and how
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moral distress can be experienced by all parties in the
care relationships, including patients and health profes-
sionals [31-32]. Moreover, the experience of moral dis-
tress is multidimensional: it can take many forms, arise
in variously morally troubling situations, and be experi-
enced differently across contexts and people [25, 33—34].
Thus, it can be difficult to recognise. Some of the ways in
which moral distress manifests, like anxiety, anger, frus-
tration, sadness, and guilt are more easily perceptible.
Others, like feeling insignificant, worthless, and belit-
tled, are much less noticeable, and may go unrecognised.
A lack of recognition can mean individuals are left to
endure their distress alone, further contributing to feel-
ing devalued, unheard, and uncared for [35].

In this paper, our aim is to examine the moral dilem-
mas and ensuing distress healthcare workers reported
while caring for patients during the pandemic. We thus
contribute to understandings of moral distress as a rela-
tional experience, as it is personally and collectively felt,
constituted, and experienced by healthcare workers [36].

Method

Data were drawn from open-ended responses collected
from the Australian COVID-19 Frontline Health Work-
ers Survey (https://covid-19-frontline.com.au/). This
mixed-method nationwide single-point survey was con-
ducted from August to October 2020 coinciding with
Australia’s second wave of the pandemic. The survey
explored the psychosocial effects of COVID-19 on the
Australian frontline health workforce. Further infor-
mation about the overall study design and methods are
reported elsewhere, including quantitative data reporting
on moral distress [37].

Participants who self-identified as frontline health-
care workers, including nurses, doctors, allied health
staff, medical laboratory, and other roles, were recruited
through health organisations, professional associa-
tions or colleges, universities, government contacts,
and national media. After providing informed consent,
participants either directly completed the online survey
or via a purpose-built website. Ethics approval was pro-
vided by [Hospital ethics committee removed for blind
review]. Participants provided consent online. Informa-
tion for participants was provided on the survey website,
indicating that data would be stored securely and would
be anonymised in reporting. As the survey was about the
psychosocial impact of COVID-19, links to mental health
resources were also provided on the survey website. A
total of 7846 complete survey responses were received.
Most participants were female (6344, 81%) and just over
half (4110, 52%) were younger than 40 years. Participants
included nurses (3088, 39%), doctors (2436, 31%), allied
health workers (1314, 17%), and other roles in health
(523, 7%) or administration (485, 6%). They worked in
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primary care or community care roles (1250, 16%), medi-
cal speciality areas (1205, 15%), emergency departments
(1146, 15%), anaesthetics or surgical areas (824, 11%)
or intensive care (745, 10%). Most worked in metro-
politan locations (6373, 81%), while 1473 (19%) worked
in regional or remote areas. Over two-thirds of partici-
pants experienced mental illness symptoms during the
pandemic, including anxiety (60%), burnout (71%) and/
or depression (57%). More than three-quarters reported
that the pandemic had impacted on their relationships
with family, friends and colleagues.

The survey included four free text questions in addition
to quantitative questions and psychometric measures. In
this article, we draw on data from participants’ responses
to the free text questions. We took a qualitative descrip-
tive approach as we wanted to examine participants’
experiences of moral distress in great depth, paying close
attention to the nuances of their experiences, how moral
distress was experienced in relation to other healthcare
professionals, and contingent on work contexts [38]. This
provided an opportunity for participants to reveal addi-
tional insights about their experiences of work and life
during the pandemic. Qualitative data collected through
open-ended survey responses are often critiqued for their
purported inability to capture in-depth data (in contrast
to interview data, for example). However, open-ended
survey questions enable the capture of rich and intricate
data and facilitate access to hard to reach, time poor, and/
or geographically dispersed populations. In responding
to the free text open ended questions, participants were
able to write as little or as much as they wished, in each
free text question. Many participants wrote extensive and
rich accounts of their feelings, perspectives, and experi-
ences. This approach allowed us to capture insights from
a large, diverse, and often extremely time-poor cohort of
health professionals, including diverse groups of health-
care workers (e.g., nurses, allied health staff, doctors,
administrative staff) working in diverse settings (e.g.,
public and private hospitals, primary and community
care) across metropolitan, rural and remote localities
nationwide. This approach [39] maximised opportunities
for all frontline healthcare workers, including those who
are traditionally overlooked or marginalised in research
studies, to participate and share their accounts and have
their voices heard, facilitating the potential to capture
a diversity of experiences [40—41]. The second of the
four free text questions asked: “What did you find to be
the main challenges that you faced during the COVID-
19 pandemic?” and received a total of 6684 participant
responses. Responses for this question form the basis for
our analysis of participants’ patient care experiences and
the moral distress that arose.

In line with the approach of qualitative description
emphasising staying close to the data [42], qualitative
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content analysis was used to analyse the data [43-44].
Codes were generated both deductively and inductively.
Based on initial reading of the first 100 responses, and
informed by a review of the literature, a code book was
developed by two authors. This code book categorised
responses broadly in terms of personal, work and social
factors, with key codes identified in each (e.g., the code
‘patient care’ was used to code data about caring for
patients and families, including references to moral dis-
tress and/or moral injury (e.g., watching patient suffering
and visitor restrictions). Additional codes were devel-
oped inductively as analysis proceeded. Up to three codes
were applied to each free text response. Codes were dis-
cussed and refined during weekly discussions to establish
inter-rater reliability and consensus. After initial coding
was completed, the data within each code were sorted
and compared identifying patterns and differences in
ideas and concepts to develop themes [45]. A total of 685
responses were coded as patient care. Two authors sys-
tematically analysed the data coded as patient care using
Excel, as this code included all the data related to moral
distress that healthcare workers reported while caring
for patients, the main focus of our research question.
Analysis involved both repeatedly and independently
reading these responses and meeting regularly to discuss
and refine the key ideas and patterns within the data.
Differences in coding and/or contradictions in the data
were discussed through weekly meetings between the
two authors, and any differences in interpretation were
resolved through reaching consensus in these analytic
discussions [46]. Through the analytical process, data
were organised into three descriptive categories about
moral distress: (1) providing ‘good’ care during substan-
tial disruption; (2) watching patients/families suffer; and
(3) invisible and unrecognised work. We then returned
to the literature on moral distress to further refine these
categories and develop substantive themes. The promi-
nent themes that relate to patient care experiences and
the moral distress that arose are presented below. We
have included information about occupation, gender, and
age range in the presentation of the findings.

Results

The data presented encapsulates healthcare workers’
descriptions of their experiences of providing patient
care, and the moral distress they described in doing so.
Three prominent themes were generated through our
analysis. These themes, related to (1) ‘the challenges of
caring well during rapid change’ (2) ‘witnessing suffer-
ing’ and (3) ‘invisible and thankless work; build on each
other to illuminate how moral distress is experienced by
healthcare workers, in relation to each other, and within
intricate healthcare structures [47].
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Caring well during rapid change

Healthcare workers described the moral ambiguities as
they tried to care well for patients while also adhering to
a rapidly changing work environment, with new risks and
risk minimisation protocols. Illustrative of the challenges
of balancing risk management vis-a-vis patient welfare
during high uncertainty and rapid change is the excerpt
below from a hospital-based nurse. She describes the felt
institutional pressure to prioritise the care and wellbeing
of her patients, and how this was in tension with other
important values and responsibilities, such as the protec-
tion of family and her own sense of personal safety. Her
excerpt demonstrates the distress arising when health-
care workers experience conflict between what is in the
best interests of patients, organisations, families, and
themselves. Importantly, she illustrates the interpersonal
dynamics of moral distress as she describes the guilt of
not being able to do more:

The daily changes to the workplace, the uncertainty,
and the anxiety of all our patients who are immuno-
compromised. They were afraid, we can’t tell them it
will be fine, and the anxiety is contagious. We were
being forced to prioritise our patient’s wellbeing over
our own and the pressure and guilt is real. The guilt
over not being able to act up’ and volunteer to be
redeployed to a COVID ward because of my fam-
ily was awful. (Nurse, medical speciality, female,
31-40)

A senior doctor similarly described the division between
hospital executives and clinical staff. Her excerpt reveals
the moral and emotional complexity experienced by
healthcare workers: the struggles of keeping up with con-
stant change and information overload, being unable to
provide patients with good quality care, and the frustra-
tion and disillusionment of not being heard or valued.

There was greater divide between administration/
executive and clinical staff, and this led to frus-
tration, a sense of not being listened to and being
undervalued in the workplace. Difficulty keeping
up with the frequent changes to systems and pro-
cesses (e.g, PPE use as per DHHS and the hospital).
There were too many places to find information and
it was not always very coordinated. [...] It felt like
some patients had delays in appropriate diagnosis
[and] treatment due to being labelled as COVID
or suspected COVID. (Senior doctor, intensive care,
female, aged 31-40)

The sense of personal duty to ‘protect everyone’ was posi-
tioned by participants as an individual moral dilemma
between, on the one hand, work demands and the needs
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of their patients and colleagues, versus on the other hand,
the needs of themselves and their families:

I felt so much responsibility to protect everyone
it was debilitating’ (Nurse, surgical, female, age
20-30).

[The] dilemma of having to choose work i.e., client/
patient/colleague needs versus personal and fam-
ily needs and safety. (Psychologist, community care,
male, age 31-40).

Their distress was compounded by feeling unsupported
by their organisation in making decisions about patient
care, and fear of being held personally accountable for
any possible adverse patient outcomes. The follow-
ing quotes from community and hospital-based nurses
and a paramedic capture many of the moral elements of
distress — guilt, fear of judgement and blame, and even
belittlement:

This pandemic has changed the way we practise
holistic primary healthcare. It has depersonalised
it. [...] being overwhelmed with dread that you may
have just exposed yourself, your colleagues, your
other patients, and your community to a deadly
virus causes insurmountable stress, judgement and
lack of certainty that is hard to buffer in every day.
Suddenly healthcare staff who are used to working
in environments of unknown certainty are thrown
into an intolerable environment. This environment is
risky, thankless, messy, uncomfortable, and worst of
all vilified publicly when we make an error. (Nurse,
primary care, female, age 31-40)

When you make the decision to see a patient, you are
making the decision alone as the managers above
you are not clinically trained. It has been really hard
to weigh up the risks at times and feel guilty that you
can'’t service these patients as you normally would,
and yet the hospital holds you responsible if some-
thing goes wrong. (Nurse, community care, female,
age 41-50)

..lack of support from my employer feeling alone
and abandoned, if I make a mistake you're chastised
and made an example of in front of others, belittled,
you're left feeling worthless. (Paramedic, male, age
41-50)

A reported ‘culture of blame” within some organisations
toward healthcare workers who became infected posed
an additional threat to some participants’ moral integrity:

... blaming healthcare workers who become positive
rather than supporting them, assuming they got it
from community transmission despite them work-
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ing on HOT wards 4 days a week. (Nurse, rotational
pool, female, age 20-30)

In the perceived absence of institutional leadership and
resources, participants’ sense of personal responsibility
was often accompanied by stress, guilt, and helplessness
about ‘not doing enough’ or ‘letting others down, fur-
ther indicating their feeling of constrained moral agency,
as they recounted the main challenges posed by the
pandemic.

Increased demand for mental health services that
are not adequately funded and feeling helpless and
unable to do anything for these patients. (Junior doc-
tor, emergency department, female, age 20-30)

Not being able to provide patients with the quality
and intensity of care that they need. Fear of decline
and deterioration in patients because we can’t assess
or care for them in the same way (i.e., telehealth
less effective, can’t offer home visits, services being
unavailable - such as exercise groups, hydro, spe-
cialised clinics being shut or running less frequently).
Fast tracking of patient discharge from hospital
due to demand for beds or patients’ mental health
in hospital (lack of visitors, fear of getting COVID)
meant patients were less prepared to cope at home
and families did not have the training or resources to
support them - this meant we were put under more
stress to try to keep them safe at home when we are
already lacking resources. (Physiotherapist, commu-
nity care, female, age 31-40)

Not feeling that I am able to do my job properly
and watching clients who are vulnerable suffer as
a result. (Physiotherapist, community care, female,
age 51-64)

Not being able to fulfil my full role due to only being
able to see high priority clients (Occupational thera-
pist, community care, female, age 20-30).

Participants described feeling belittled, unimportant, and
condemned by their organisation. Some of the less visible
manifestations of moral distress are illustrated in the fol-
lowing extract from a radiographer who described trying
to keep up with rapidly changing protocols and provide
good patient care with limited organisational support as
demoralising.

Rapidly changing protocols, inconsistency across
different areas of the hospital - nurses are based in
one ward but we [radiographers] go across ED, ICU,
COVID wards, non-COVID wards and the processes
are different everywhere we go. It's demoralising and
scary to be told youre not safe when you're doing
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exactly what you did for the last patient. (Radiogra-
pher, female, age 31-40)

And, as the extract below from a respiratory scientist
highlights, not only was there the moral distress associ-
ated with feeling devalued and unheard, but the distress
they experienced occurred alongside the distress experi-
enced by the patients being cared for.

Beginning of COVID was managerial incompetence
and dismissal of respiratory scientists’ genuine con-
cern about exposure and our general welfare. This
‘business as usual’ mentality was frightening and
frankly disgusting. We felt unsupported, dismissed,
ill equipped and uninformed in the most dangerous
experience of our professional lives. We did not sign
up for this. In general living, it felt like the goal posts
of daily life kept moving, sometimes dramatically
each day, with more restrictions. It was difficult to
keep track of what we could and should do / not do
everyday. It was draining, exhausting, and frighten-
ing. I'm sad for our patients who are extremely anx-
ious, as part of the most at risk and vulnerable in the
community. Many patients, and their families, have
been deprived of face to face or physical contact with
their loved ones in their dying days. I'm sad for these
patients and concerned about their loved ones now
and going forward. (Respiratory scientist, female,
age 31-40)

Others wrote about their fear that trauma and burnout
would have an enduring impact on their core profes-
sional identities and values, including their capacity for
empathic and compassionate care.

I'm scared of the long terms effect of COVID-19 on
my mental health and professional identity as a
nurse. I'm finding it hard to distinguish burn out
with PTSD symptoms and fear that the long jour-
ney in recovering from Covid will impact my mental
health more negatively. (Nurse, emergency, female,
age 20-30)

The impact of COVID has affected my empathy and
burnout, I feel like best practice is unachievable
and that there are so many barriers to providing
care. (Physiotherapist, general medicine, female, age
31-40)

Witnessing suffering

Another prominent theme generated was that moral
distress emanated from being a bystander to the pain
and suffering of others — patients, family members,
hospital visitors, and colleagues. This distress was not
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experienced by healthcare workers in isolation from each
other but collectively experienced across a network of
professional and patient relationships. Many participants
wrote about the distress of being unable to provide com-
fort and reassurance to patients. Distress was intensified
when patients were frail or otherwise vulnerable.

Not being able to touch the patients or smile or hold
their hands or sit with them or reassure them with a
kind face - That is VERY difficult for me and one day
soon I HOPE this will change. (Nurse, emergency
department, female, age 51-64)

Watching patients suffer, unable to breathe with lit-
tle comfort measures in place. (Nurse, hospital aged
care, female, age 51-64)

...seeing deteriorating patients and being unable to
help. (Junior doctor, emergency department, female,
age 20-30).

The distress of dealing with isolated frail aged clients
who are experiencing significant decline in func-
tion with loss of opportunity for incidental contact
with people and exercise. (Allied health practitioner,
community care, female, age 65—70)

Witnessing the distress, grief, and loneliness of critically
unwell or dying patients being separated from their fami-
lies was particularly morally troubling for those working
in intensive and palliative care. The moral distress cir-
culating between healthcare workers and patients was
most evident in end-of-life situations, where healthcare
workers felt the heightened moral duty and burden of
caring for patients dying alone, and where patients were
unable to act in accordance with their core values about
how they wished to die [15]. The excerpts below show the
interconnectedness of moral distress in patient-profes-
sional relationships.

The absence of loved ones has been professionally
really hard and feels wrong and in my opinion is
wrong and the benefit far outweighs the risk in so
many instances when there has not been COVID
cases or high suspicion of any in the Unit. The men-
tal health effects on ICU or ward patients is huge
and may not be felt for some time. (Nurse, intensive
care, female, age 51-64)

Palliation of patients under COVID precautions. We
expect a high mortality rate in ICU but being unable
to have family present and unable to hold a patient’s
hand directly has been very distressing. (Junior doc-
tor, intensive care, female, aged 41-50)

Not letting family members see their loved ones has
taken a significant toll on me. I cry for those families
every day. (Administrative staff, medical speciality,
female, age 31-40)
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The emotional stress caused by family members
not being able to visit critically unwell or pallia-
tive patients has been distressing, both due to the
emotions caused by such a situation but then also
the aggression at times by family members. (Nurse,
emergency, female, age 20-30)

Hlustrative of how moral distress was situational, the
moral distress of preventing dying patients from seeing
their families was experienced by the following partici-
pant, working in hospital administration, in relation to
her own experience of having no contact with her dying
father due to her high risk of transmitting the virus:

Because I am a healthcare worker, I was unable to
visit my dying father. Now, every day, I am telling
family members they can’t visit their loved ones. 1
am concerned events like this will create irreparable
trauma to people on one scale or another |[...] I feel
stress now at a constant and high level and I'm not
sure how this will affect me. (Administrative staff,
female, age 31-40)

A nurse in residential aged care similarly wrote about
the morality of institutionally enforced ‘COVID solitary
confinement’ in aged care, and the many adverse effects
on residents’ psychological, social, and physical well-
being. This excerpt draws attention to the dilemma of
how patient safety and care were being constituted, the
social harms of measures to keep patients ‘COVID safe,
and how PPE created obstacles to displays of care and
connection:

Watching residents in residential aged care facilities
decline functionally physically and cognitively not
due to COVID but simply to COVID solitary con-
finement and the withdrawal of services such as GP
and locum services, physio, podiatry, wound consul-
tants, leisure activities, access to the sun, access to
anything other than bed baths for weeks on end and
access to family. Let’s not forget the simple therapeu-
tic benefit of a smiling face not hidden by a mask or
skin on skin contact of a caring hand. (Nurse, resi-
dential aged care, male, age 51-64)

That is, moral distress was not experienced in isolation
by individual health care workers, but also in relation to
the actions (and inactions) of others as well as in relation
to the moral distress experienced by patients and family
members.

Other participants wrote about the moral distress
they felt witnessing other healthcare workers withdraw-
ing or withholding what in participants’ view was neces-
sary care — illustrating the interconnectedness of moral
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distress, and how it is experienced in relation to the
actions (and inactions) of others:

Other healthcare workers from other areas refusing
to provide medical care to individuals due to their
perceived risk of acquiring COVID-19. (Junior doc-
tor, infectious diseases, female, age 31-40)

I could no longer help people which is what I do
for a job. So many restrictions and doctors/services
refusing to see patients. I am deeply concerned that
patients are delaying or not receiving appropriate
care which is making for poorer outcomes. (Nurse,
community care, female, age 31-40)

Invisible and thankless work

Finally, participants reported distress related to the unre-
lenting invisible work that was demanded of them in
trying to meet the care needs of their patients, but that
in their view was often taken for granted or unacknowl-
edged by their organisation, the media, and the wider
community. A perceived lack of institutional recogni-
tion for their labour coupled with insufficient resources
to fulfil their caring obligations, further intensified their
distress.

First, visitor restrictions that were imposed by work-
places created new emotional labour for participants who
were tasked with managing the distress of patients and
families being separated from each other; and trying to
provide the emotional care that patients were no longer
receiving from their families and friends.

Patients’ emotional needs increased [because] no
family or visitors allowed. [This placed a] huge
strain on nurses. (Nurse, surgical, female age 31-40)
The visitor bans have been very challenging leaving
healthcare workers to have to deal with the trauma
of people being scared and alone in hospital. (Nurse,
emergency, female, age 20-30)

This additional emotional work was often accompanied
by the distress of feeling unable to fill the informal care
gap caused by visitor restrictions. Participants’ sense of
powerlessness is evident in the following extract from
a nurse working in intensive care who writes about the
impossible burden and moral obligation she feels trying
to act as nurse, friend, and family to her critically unwell
and isolated patients:

Research shows patients in ICU do better when their
family is at their side. The psychological burden on
me as a nurse has significantly increased. I now have
to be the patient’s nurse, friend, main contact, pos-
sibly their only interaction that whole day. Despite
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knowing allowing visitors in is very risky, it’s hard
to tell families they can’t visit their loved one who is
critically ill. Then they call all the time (of course),
but I can’t spend all shift on the phone to them.
(Nurse, intensive care, female, age 20-30)

The lack of organisational accountability and backing in
relation to visitor restrictions was a key source of ten-
sion described by participants. Many wrote about feel-
ing unprotected, let-down and unsupported by senior
management. The below extracts indicate that senior
management shifted responsibility for enforcing policies
and managing patient and family distress onto individual
healthcare workers.

Department of Health puts out guidelines, but it is
clinicians like me who have to break bad news to
patients about things like visitors etc. I have to man-
age patient expectations and address grief, mental
distress & loss. The moral injury from this is going to
last a lifetime. (Obstetrician, female, age 41-50)
Caring for patients dying alone is awful. Managing
family distress and feeling blamed for this is awful.
(Junior doctor, respiratory medicine, female, age
20-30)

Participants felt the personal toll of bearing the brunt of
patients’ and families’ grief and anger, in relation to visi-
tor restrictions. Participants tasked with a gatekeeping or
leadership role wrote about the distress of being caught
in the middle of the organisation and patients/families.
They wrote about being held responsible for enforc-
ing visitor restriction policies (even when they were not
enthusiastically supportive), leading to difficult conver-
sations with families. They frequently wrote about being
the object or outlet for patients’ and visitors’ frustration
and suffering.

I'm working as an advanced trainee in an inpa-
tient palliative care unit with harsh visitor restric-
tions (no-one allowed in or out unless “very end of
life”). The levels of anxiety, distress and anger from
patients and families are so high. I know people are
so upset and scared, but it’s a lot to manage when
you're bearing the brunt of it all day. Nursing and
admin staff defer decisions and explanations to me.
None of my consultants are here Monday-Friday
8 -6 like I am. They all work part-time so 1 feel they
get a break. I would desperately benefit from some
time off the ward [...] just to get a break from the
high levels of emotional distress that patients and
other staff are exposing me too. It’s getting too much.
(Junior doctor, palliative care, female, age 20-30)



Lewis et al. Philosophy, Ethics, and Humanities in Medicine

Aged care is often forgotten but we have a very
high emotional toll from caring for very vulnerable
patients with high mortality rates and high emotions
from their families that is understandable and unre-
lenting. As a registrar I am there on the ground every
day and take the brunt of this as the most senior
available person. I see the distress of my colleagues
and we end up being each other’s counsellors when
we have little reserves left. (Junior doctor, hospital
aged care, female, age 20-30)

As a result, participants’ own emotional wellbeing often
suffered.

The mental/emotional impact of patients not hav-
ing their families around during their admission and
using all my energy to look after patients while strug-
gling myself. (Nurse, surgical, female, age 20-30).

Participants also wrote about the difficulties of working
in an environment of collective anxiety and moral dis-
tress, as well as the challenges of supporting their col-
leagues who were experiencing distress, while they were
also feeling anxious, distressed, and overwhelmed by
their workload.

As the consultant on a large team, managing the
team’s anxiety and stress has been a huge challenge.
(Senior doctor, emergency, female, age 31-40)
Trying to deal with the escalation in distress in staff,
patients, and families without having the time or
emotional energy to provide the support I thought
they deserved. (Senior doctor, palliative care, female,
age 41-50)

Participants talked about how their own distress was
closely connected with the distress and suffering of their
peers — from close colleagues to those working over-
seas that they had never met. As the below quotes also
show, institutions like the media and government had an
important role in shaping these participants’ experiences.

The media attention around the pandemic and par-
ticularly around my hospital has been a bit of a let-
down. I could see how people could rapidly become
desensitized. The saturated attention on the ‘glam-
orous’ areas of the hospital pulled at my sense of
worth as a nurse, having personally encountered the
plight of my fellow colleagues battling covid in areas
of nursing that may not appeal to the public eye.
(Nurse, surgical, female, age 31-40)

I experienced great grief listening to the experiences
of my colleagues worldwide with illness and death.
There appeared a lot of talk about protecting front-
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line staff but small follow through. Many of us were
“silenced” for having opinions other than the status
quo. This isolated me even more. (Nurse, respiratory
medicine, female, age 51-64)

Some described the pressure to portray a public appear-
ance of ‘calm positivity, while they ignored or concealed
their own needs or tried to manage their distress in
private:

... needing to hold everyone else’s emotion while hav-
ing no way to take care of my own needs. (Psycholo-
gist, mental health private inpatient, female, age
20-30)

Maintaining my own calm and managing my own
anxieties (lead by example) whilst trying to lead
others and help them manage their anxieties. Trying
not to get caught up in other people’s anxiety and at
times panic. (Junior doctor, intensive care, female,
age 41-50)

Others, wrote about how PPE worked against some of
the ways that healthcare workers empathised and showed
solidarity to their colleagues:

[I'm] hating the lack of smiles and empathy relayed
through facial expression hidden behind the masks
- no subtle positive reinforcement (“knowing”) from
colleagues. (Physiotherapist, emergency department,
female age 51-64).

Finally, healthcare workers, like the following pallia-
tive care physician, wrote about the harm created when
organisations did not acknowledge the increased invis-
ible workload and collective distress experienced by the
frontline workforce, and instead pressured individual
workers to ‘do more”:

Workplace/management — acknowledgement and
understanding of the increased moral and emotional
distress workers are dealing with and toll it is taking
[...] Before trying to bully staff into doing more (often
with less resources) they could take stock and find
out if the staff are even coping with current workload
and stressors, and not blame or judge if the worker is
not coping. This would actually require them to talk
with the staff members though. (Senior doctor, pal-
liative care, female, age 41-50)

Knowing that their peers shared their experience, and
having their experience validated by others, was identi-
fied as helpful in coping with distress.
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Having feelings validated by others; it’s strangely
comforting that others are feeling the same as me
even though the feelings are really deflating and
uncomfortable. (Dietician, female, 20-30)

Having people listen without judgement or giving
advice is great. Having work colleagues who are
going through the same thing helps (collective moral
injury etc.). (Sonographer, female, age 31-40)

Discussion and conclusions

The COVID-19 pandemic shone a light on issues and
tensions in healthcare provision that have existed for
many decades — the cracks in the system, the casualisa-
tion of the workforce, healthcare workers traumatised by
crises and wedged between the needs of their patients
and medical hierarchies, the powerlessness, underpay
and under-recognition of the value of much of health-
care work [48]. The pandemic added to these tensions
with rapid change and unrelenting expectations being
placed on healthcare workers to do more, which became,
for many, a critical source of distress. The challenges
described by participants in our research reflect dra-
matic shifts in relations and practices of care, contribut-
ing to complex experiences and forms of moral distress.
The moral challenges and tensions linked to this distress
blurred the lines between the individual and work, with
choices and decisions about work intimately linked to
perceptions of collective risk (to self, patients and fami-
lies). ‘Caring well’ became fraught as healthcare work-
ers grappled within this rapidly changing context. The
absence of family to care for patients (due to visitor
restrictions) unsettled person/family-centric approaches
to care and placed greater burden on healthcare workers
to fill informal care gaps.

Moral distress is clearly linked with the witnessing of
suffering, and the many changes in how care was pro-
vided meant that healthcare workers experienced moral
distress particularly as they cared for vulnerable and
dying patients, many of whom died alone. Visitor restric-
tions were a source of great distress to many healthcare
workers, as they grappled with increased workload while
attempting to take on the additional care load. The expe-
riences recounted in themes one and two, flowed into
the distress associated with the additional invisible and
emotional work that emanated from rapid change, and
changing protocols. A key driver of distress was the lack
of recognition, as individuals and as a workforce, for their
labour and their moral distress, which served to reinforce
and intensify the experience. Importantly, it appears that
lack of recognition also works against people reaching
out for support. What is also evident, is that recogni-
tion and validation play a role as antidotes for personal
and collective distress. Lack of recognition for both their
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labour and their distress intensified and reinforced the
issue for these participants.

Consistent with research showing that the individu-
alisation of moral distress both conceals its underly-
ing institutional drivers and its impacts on healthcare
workers, individually and collectively [48], these findings
reveal that far from being an individual experience, moral
distress was a strongly shared experience. We contribute
to scholarship on the collective experience of moral dis-
tress, by further illustrating how moral distress is a rela-
tional and situational experience that emanates within
caring relationships, such as when a health professional
feels unable to fulfil their caring obligations and the
patient’s care needs are not met [29-32]. Revealing of the
interconnectedness of moral distress, rather than merely
being an internal feeling related to the actions of each
individual healthcare worker in isolation, moral distress
was contingent on the actions (and inactions) and feel-
ings of others (colleagues and patients), moving across
these interactions [15]. The pandemic drew attention to
the ways in which institutional responses for managing
distress (e.g., counselling, wellness apps) may be defi-
cient in addressing collective distress. The push towards
requiring individuals to self-identify distress and take
measures to build moral resilience could have the unin-
tended consequence of blaming the individual healthcare
worker [48].

Altruistic and benevolence approaches to care are
undervalued, and vyet harnessing collective solidar-
ity might be important in responding to moral distress.
Moral distress is clearly linked with burnout and also
poses a key risk for workforce retention and patient
safety. With burnout explained and focused at the indi-
vidual level — as rundown, exhausted doctors and nurses,
rather than using the language of collective trauma
and distress, the imperative for organisational change
becomes lost. As the pandemic continues and health ser-
vices remain at breaking point, we can ill-afford to lose
valuable and morally invested clinicians, a point also
noted by West and colleagues [49].

These findings also reveal the incremental and endur-
ing nature of moral distress associated with being in an
environment of repeated exposure to situations in which
their moral integrity was compromised. Many partici-
pants referred to not knowing how distress would affect
them individually and collectively over the longer term.
In the context of COVID-19 and in future crises, we must
consider how exposure to morally distressing situations
can have a long-lasting effect, personally and collectively,
and can become integrated into the thoughts and views
of the self. This is a particular critical consideration as the
pandemic has exposed health professionals to repeated
episodes of moral distress over time, and its association
with burnout [10, 50].
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