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Limiting moral injury in healthcare professionals
during the COVID-19 pandemic

Whilst many have focussed on the immediate physical
health of the workforce [1] and maintaining their short-
term well-being [2] the biggest long-term impact upon
many doctors may well be from ‘moral injury’ created by
difficult decisions made, high mortality, futility of treat-
ment and moral/ethical dilemmas during the pandemic
[3]. Treatment strategies for established moral injury are
limited and identifying and supporting sufferers can be
difficult due to their perception of having transgressed
[4]. Whilst there is some role for post-decision support
structures a preventative strategy is far more likely to be
successful and rightly national guidance on managing
workplace health focuses on this [5]. In this article we
explore moral injury, what it is, how it develops and strat-
egies to prevent its development focusing upon the cur-
rent pandemic.

‘Moral injury’ arises from the ‘moral distress’ that in-
dividuals feel when constrained from doing what they
believe is the right thing by external factors, such as re-
source availability. Moral distress upon moral distress,
with limited time to process what has happened, reduces
tolerance for further moral dilemmas. This build-up of
‘moral residue’, those niggling doubts about the finely
balanced decisions made, can result in moral injury—
Epstein and Hamric dubbed this the ‘crescendo effect’
[6]. This theory leads us to suggest three key preventa-
tive strategies: enhanced decision-making support with
complex decisions shared; the provision of time and
space for clinicians to ‘decompress’; and staff working
consistently within the same team.

Decisions have different levels of complexity associ-
ated with them (Figure 1). Clinicians of all grades can
make those towards the simpler end of the spectrum
quickly, reliably and without significant psychological
stress. As complexity increases, the need for involve-
ment, either remotely or in person, of senior staff with
both the experience and expertise to make decisions
rises proportionally. More experienced clinicians are, in
our view, more likely able to identify nuances between
individual cases and may be better at decision-making
towards the more complex end. The most complex
decisions, like those around resource-constrained es-
calation to intensive care [7], which are less typical of
usual practice and are highly morally distressing, will
often occur during this pandemic. Whilst evidence in

this field is limited, we believe once decisions reach this
point, nobody should be forced to make them alone.
We suspect that sharing moral responsibility with other
clinicians will help to reduce the intensity of dilemmas
and the build-up of moral residue. This would fit with
the well-established socio-psychological principles of
diffusion of responsibility and moral disengagement.
These are almost exclusively discussed for their extreme
negative consequences but can also be adaptive, thus if
applied effectively can reduce the emotional arousal of
sensible decisions that are made within an appropriate
clinical ethical framework [8]. Good practice is already
to try to engage in shared decision-making with pa-
tients and their families [9] and we see no reason why
this should not also extend to sharing the most diffi-
cult decisions as a team—we are not the first to suggest
such an approach in critical care [10]. Where it is felt
another opinion is needed, processes for rapid review
of decisions should be available and there may be a role
for local clinical ethics committees, their members or
for lecturers in medical ethics in providing this.

The early evidence coming out of China suggests
that healthcare professionals need and value time and
a safe space to rest, and to be able to talk about their
experiences, if they wish to do so [11]. We believe that
a lack of time to process events is key to the build-up
of moral residue and the development of moral injury.
Thus, time to ‘decompress’ should reduce the risk.
It should be recognized that repeated, long, intense
shifts, and making decisions overnight, whilst being ex-
pected to work the next day, are not conducive to this.
Rostering approaches need to better balance, and vary,
the intensity of working environments for individuals
[12]. Greater psychological flexibility, the key target
of Acceptance and Commitment Therapy (ACT),
appears to be linked to a reduction in psychological
distress amongst caregivers and patients [13,14] and
there have been some efforts to apply this to clinicians
[15]. Of the principles of ACT, several would seem to
be relevant and could be utilized pre-emptively to pro-
mote psychological good health—cognitive defusion
with alternatives to rumination on events which can
otherwise lead to concrete, but false, beliefs developing;
acceptance of challenging situations and noticing the
emotions that come with them; increasing contact with
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Figure 1. The gradient of moral difficulty related to the current pandemic.

the present moment and having common core values
as a team.

Working and sharing breaks with the same team means
working with colleagues you know, can rely on, and allows
development of mutual support and reduction of emo-
tional and moral distress particularly if difficult decisions
have to be made quickly [16]. Importantly, especially for
junior staff, this structure allows people to know who to
call when help is needed thus reducing feelings of being
unsupported or work being out of control [17].This is felt
to significantly increase staff resilience to stressor events
[18]. We know that doctors are much better at picking
up distress in their colleagues but not recognizing it in
themselves. We therefore expect that those working within
teams that get time to know each other are more likely to
cope with and adjust to the types of ongoing challenging
and difficult decisions that are to come.

Healthcare organizations with their duty to protect
the mental health of their employees [19] should, in our
opinion, adopt these strategies with expediency.
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Those with the most
experience will have the best
understanding of nuance to be
able to distinguish these two
patients. They will have the
moral authority to make these
judgements. They may also
have access to a decision
making peer network.
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