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ABSTRACT
Objectives To describe the prevalence and sources of 
experienced moral stress and anxiety by Swedish frontline 
healthcare staff in the early phase of COVID- 19.
Design Cross- sectional survey, quantitative and 
qualitative.
Participants and setting 1074 healthcare professionals 
(75% nurses) in intensive, ward- based, primary and 
municipal care in one Swedish county.
Measures A study- specific closed- ended and an open- ended 
questionnaire about moral stress and the Generalised Anxiety 
Disorder 7- item scale measuring anxiety, followed by an open 
question about anxiety.
Findings Moral stress was experienced by 52% of 
respondents and anxiety by 40%. Moral stress in concern 
for others attributed to institutional constraints comprised 
experiences of being deprived of possibilities to respond to 
humane and professional responsibility. Staff experienced 
being restricted in fulfilling patients’ and families’ need for 
closeness and security as well as being compelled to provide 
substandard and inhumane care. Uncertainty about right 
and good, without blame, was also described. However, a 
burdensome guilt also emerged as a moral distress, blaming 
oneself. This comprised feeling complicit in the spread of 
COVID- 19, inadequacy in care and carrying patients’ suffering. 
Staff also experienced an exhausting distress as a self- 
concern in an uncontrollable work situation. This comprised 
a taxing insecurity by being in limbo, being alone and fear of 
failing, despair of being deprived control by not being heard; 
unable to influence; distrusting management; as well as an 
excessive workload.
Conclusions We have not only contributed with knowledge 
about experiences of being in the frontline of COVID- 19, but 
also with an understanding of a demarcation between moral 
stress/distress as a concern for patients and family, and 
exhausting distress in work situation as self- concern. A lesson 
for management is that ethics support should first include 
acknowledgement of self- concern and mitigation of guilt 
before any structured ethical reflection. Preventive measures 
for major events should focus on connectedness between all 
parties concerned, preventing inhumane care and burn- out.

INTRODUCTION
Early in the pandemic, the worldwide focus 
was placed on mental health issues among 

COVID- 19 frontline staff. The first study 
was published in March 2020 from Wuhan,1 
followed by an explosion of cross- sectional 
surveys2 3 and reviews.4–8 At the time of our 
data collection during the peak of the first 
wave in Sweden, empirical studies of moral 
stress/distress were conspicuous by their 
absence.

The demarcation between stress and 
distress is obscure in literature, particularly 
regarding moral stress and distress9 as well 
as emotional stress and distress. A number 
of different terms have been used, such as 
mental health, anxiety, moral incongruence 
and moral uncertainty, and their definitions 
are not always clear.10 11 In our inquiry, we 
used the Swedish terms ‘etisk stress’ and ‘oro’. 
We translate ‘etisk stress’ to moral stress, but 
we used the predominantly used definition9 
of moral distress by Jameton in our question-
naire, ‘When one knows the right thing to do, but 
institutional constraints make it nearly impossible 
to pursue the right course of action’.12 We trans-
lated ‘oro’ to anxiety, one of the measure-
ments used in the early publication from 
Wuhan.1

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ A limitation is the low overall response rate but, 
considering that data collection took place in the 
midst of the pandemic crisis, along with rich open 
responses, we consider the response rate for nurses 
as high and the findings generalisable and transfer-
able to COVID- 19- nurses in high- income countries.

 ⇒ A strength is the timing of the data collection cap-
tured during the first peak of COVID- 19 and the use 
of qualitative inquiry with the least response bur-
den possible, while generating rich and trustworthy 
findings.

 ⇒ Another strength was the use of software to facili-
tate the balancing of rigour and creative hermeneu-
tical analysis.

http://bmjopen.bmj.com/
http://orcid.org/0000-0003-0679-5695
http://dx.doi.org/10.1136/bmjopen-2021-055726
http://dx.doi.org/10.1136/bmjopen-2021-055726
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2021-055726&domain=pdf&date_stamp=2022-07-18
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There is a need to understand the nature of the expe-
rienced emotions and sources of stress linked to the 
COVID- 19. Additionally, there is a need to understand 
the differences between moral stress, and moral distress 
and anxiety, in order to tailor appropriate clinical ethics 
and emotional support for frontline staff. Thus, the aim 
of the study was to describe the prevalence and sources 
of experienced moral stress and anxiety by Swedish front-
line healthcare staff in the early phase of COVID- 19.

METHODS
Design
Cross- sectional survey, quantitative and qualitative. The 
project was approved by the Swedish Ethical Review 
Authority (2020–01784).

Setting
The county of Örebro in Middle Sweden, with a popu-
lation of 300 000, contains 3 hospitals, 29 health centres 
(primary care) and municipal care consisting of 69 
nursing homes in the 12 municipalities. During the 
peak of the first wave, 13 April–6 May 2020, there were 
63–78 COVID- 19 inpatients per day. There was COVID- 19 
outbreak in 31 of the 69 nursing homes, with 245 resi-
dents (hereafter referred to as ‘patients’) infected.

Participants
Inclusion criteria: all healthcare professionals working in 
healthcare settings in Örebro County, Sweden, encoun-
tering infected or suspected infected patients: COVID- 19 
intensive care unit (ICU), COVID- 19 wards, emergency 
department, primary care and nursing homes in munic-
ipal care (3000 estimated). All heads of hospital depart-
ments (except the emergency department) and of 
municipal care approved the survey distribution. Of the 
29 health centres, 17 agreed to participate.

The questionnaire
We constructed a study- specific questionnaire in the web- 
based survey and analysis tool, esMaker. In this paper, we 
report responses of demographic questions and two closed- 
ended as well as two open- ended responses regarding 
moral stress and anxiety (responses about support will be 
published elsewhere). We based moral stress in the ques-
tionnaire on the definition by Jameton12 and adapted to 
the context of the pandemic ‘due to circumstances I do not 
control, I cannot do what I believe is morally right and should 
do for patients/families’. Examples of circumstances were 
given: lack of resources, organisation, decisions of others 
and infection control. The statement on moral stress, 
‘I have experienced moral stress during the COVID- work’, was 
rated on a five- level Likert scale, ranging from ‘strongly 
disagree’ to ‘completely agree’. The closed- ended ques-
tion was followed by a request to describe one or more 
situations about experiences of moral stress.

For prevalence of anxiety, we used the Generalised 
Anxiety Disorder 7- item Scale (GAD- 7), also used in 

Wuhan.1 The instrument measures general anxiety on 
a four- category rating scale, ranging from ‘not at all’ to 
‘nearly every day’.13 The GAD- 7 is a good measure of 
anxiety severity with a high degree of convergence with 
other established instruments measuring anxiety.13 In our 
study, the GAD- 7 serves as an indication of anxiety as a 
general stress response.13 An open request to describe 
their anxiety followed. The survey was pilot- tested and 
revised through six cognitive interviews with staff from 
different professions and healthcare areas affected by the 
pandemic.

Data collection
The web- based questionnaire was distributed by email 
through the managers at the beginning of May (peak 
of the first wave) with two reminders sent until the end 
of June 2020. This was accompanied by information 
about the voluntary nature of responding, and informed 
consent was obtained by virtue of them having responded. 
A total of 1278 questionnaires were distributed in hospital 
care and 879 to health centres, but the number sent to 
the municipalities is unclear. This is because of the head 
of municipal care forwarded the questionnaire to the unit 
managers, and it is unclear which managers distributed 
them to staff.

Analysis
Descriptive statistics were calculated for the prevalence of 
moral stress and anxiety. We used univariate and multiple 
logistic regression analysis and calculated a two- tailed 
Spearman’s correlation coefficient (box 1). In the qual-
itative analysis, the first author adapted more ‘linear’ 
analysis methods14–16 likened to a hermeneutical circle, 
facilitated by the use of software. This implied iterative 
reciprocal actions of coding, moving and reformulating 
categories on different abstraction levels in an emerging 
understanding between the whole and the parts as well as 
between practice and theory17 (see detailed description 
in box 1). Finally, the frequencies of the meaning units 
were computed for each main category, that is, quanti-
fying qualitative findings.14

Findings
Of the 1074 respondents, one- half of the staff worked in 
hospital care and the other half in primary or municipal 
care. Nurses comprised 75% (registered and assistant 
nurses). The remaining respondents consisted of doctors 
(6%), physiotherapists (6%) and other professions (reha-
bilitation staff, some managers responded themselves and 
had also distributed questionnaires to home care services 
and support for persons with disability). The response 
rate in hospital care was 42%, with a higher rate for 
nurses (49%) and lower for doctors (17%) (see further 
characteristics in table 1).

Prevalence of moral stress and anxiety
The prevalence of moral stress, defined as at least partly 
agreeing on the question, was 52%, whereas 11% of 
these respondents completely agreed (table 1, online 

https://dx.doi.org/10.1136/bmjopen-2021-055726
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supplemental data 1). Moral stress was more prevalent at 
hospitals than in primary and municipal care (57 vs 48%, 
χ2 test, p=0.022). Moral stress was also most prevalent 
among registered nurses and staff who had been rede-
ployed to COVID- 19 workplaces. There was no substan-
tial correlation between the independent variables in the 
logistic regression analyses (highest variance inflation 
factor was 3.1). In the univariate logistic regression anal-
yses, moral stress was associated with healthcare setting 
(p<0.001, Nagelkerke R2=0.030), profession (p<0.001, 
R2=0.039) and reason for working with COVID- 19 patients 
(p=0.003, R2=0.021). Healthcare setting and profession 
remained statistically significant in the multiple logistic 
regression analysis (p<0.001, R2=0.054).

The prevalence of anxiety measured by GAD- 7 and 
reporting at least mild anxiety, was 40%, whereas 7% of 
these respondents reported severe anxiety (≥15 points) 
(table 1, online supplemental data 2). Anxiety was more 
prevalent in hospital care compared with primary and 
municipal care (45 vs 35 %, χ2 test, p=0.001) and most 
prevalent among registered nurses. In the univariate 
logistic regression analyses, it was associated with health-
care setting (p=0.018, Nagelkerke R2=0.017), profes-
sion (p<0.001, R2=0.026) and reason for working with 
COVID- 19 patients (p<0.001, R2=0.041). Profession and 
reason for working with COVID- 19 patients remained 
statistically significant in the multiple logistic regression 
analysis (p<0.001, R2=0.058). Moral stress and GAD- 7 
sum score were positively correlated, that is, respondents 
who reported more moral stress also reported higher 
levels of anxiety (Spearman’s correlation coefficient 0.39, 
p<0.001).

Experiences of moral stress or distress and exhausting 
distress
Stress was described differently and varied between and 
within the two open- ended questions ‘Please, describe some-
thing you were anxious about’ and ‘Please describe one or more 
situations where you felt moral stress’. We interpreted several 
responses about anxiety instead as descriptions of moral 
stress/distress in concern of patients/family. In a similar 
manner, several responses to the question about moral 
stress were interpreted as rather being related to anxiety 
and exhausting distress as self- concern in an uncontrol-
lable work situation. Responses interpreted as moral stress 
appeared either as experiencing deprived of possibilities 
to respond to humane and professional responsibility, 
uncertainty about right and good or as a form of moral 
distress as burdensome guilt (table 2). Responses inter-
preted as exhausting distress appeared as taxing insecu-
rity, despair of being deprived control and an excessive 
workload in an uncontrollable work situation (table 3). 
Experiences being deprived of possibilities to respond to 
humane and professional responsibility and taxing inse-
curity dominated the experiences. See the quantitative 
distribution of experiences between moral stress/distress 
and exhausting distress in figure 1.

Box 1 Quantitative and qualitative analysis

Quantitative analysis
We used IBM SPSS Statistics for Windows, V.25.0.
1. Logistic regression analyses were performed with moral distress 

and anxiety as dependent variables and healthcare setting, profes-
sion and reason for working with COVID- 19 patients as independ-
ent variables. Nagelkerke R2 was calculated as a measure of the 
proportion of explained variation in the dependent variables. The 
variance inflation factor was calculated to assess the presence of 
multicollinearity.

2. Independent variables with a χ2 p- value <0.10 in the univari-
ate logistic regression analysis was entered (using the ‘Forward 
stepwise (conditional)’ command) in a multiple logistic regression 
analysis, in which χ2 p- values <0.05 were considered statistically 
significant.

3. A two- tailed Spearman’s correlation coefficient was calculated for 
the association between the answers on the moral distress question 
and anxiety, as measured by the GAD- 7 sum score.

Qualitative analysis
We used NVivo V.12 (QSR International)
1. Get a sense of the whole: the unit of analysis16 consisting of re-

sponses divided into healthcare settings, were read iteratively.
2. Sorting phase: creating meaning units, codes and content areas: 

the responses were divided into meaning units (words or phrases 
that describe one experience16 52) and simultaneously formulating 
codes. A code is, according to Graneheim,16 53 a label of a con-
densed meaning unit, which allows a certain interpretation. Here, 
to facilitate the analysis in NVivo, we used codes as one sentence 
of condensation (manifest shortening of meaning unit while still 
preserving the core),16 54 using verbatim meaning unit as codes or 
interpretations when longer meaning units. Next, when codes be-
came numerous, they were sorted into content areas, that is, ‘area 
of content identified with little interpretation’. This functioned as a 
way to sort the codes without abstracting16 55 56 while at the same 
time preventing premature interpretation.

3. Abstraction phase: creating categories and moving codes with 
coassessment. Abstraction is the categorisation on ‘a higher logical 
level’,16 using the terms ‘subcategories’ and ‘main categories’. This 
phase was not linear; instead, an iterative process of simultaneously 
categorising upwards and downwards. The categorisation implied 
either abstracting and reformulating the content areas, or creating 
new main categories and moving codes from other content areas. 
Simultaneously, codes that shared similar meanings were moved 
under newly created subcategories, reflecting both the meanings of 
the main category and codes. After developing a matrix of a prelim-
inary categorisation, the process continued with iterative coassess-
ment by the second (LD) and third (EH) authors. In this process, 
we used a hermeneutic reciprocal action17 . This implied moving 
between the data, our preunderstandings and theories of moral dis-
tress28 57 58 and burn- out39 to interpret the pattern in the responses. 
Our preunderstanding stems from being a COVID- 19 ICU nurse (MS)/
behaviourist inoccupational injuries(LD) and being a psychologist in 
psychiatry (EH)).

4. Writing up findings and recategorising simultaneously with 
coassessment: the recategorisation continued while writing up the 
results by alternating between NVivo (categorisation and raw data) 
and the result text. Here, the last authors (GJ and LS) contributed 
with their main input.

https://dx.doi.org/10.1136/bmjopen-2021-055726
https://dx.doi.org/10.1136/bmjopen-2021-055726
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Moral stress or distress in concern for others
Deprived of possibilities to respond to humane and professional 
responsibility
The main sources of stress were being restricted in fulfilling 
patients’ and families’ need of closeness and security, 
inability to provide good care, protecting patients’ safety 
and fair prioritisation of care. Being restricted from fulfilling 
the need of closeness and security in patients and families 
(table 2) was perceived to be due to others’ decisions, 
infection control and staff shortages. Excluding family 
dominated the experiences of moral stress. This implied 
denying family visits, where denying a farewell (see quote 
Q1, table 2), vigil or viewing the deceased was expressed 
as most stressing. The frustration mainly concerned the 
management’s decision to restrict visiting, thus threat-
ening the well- being of families as well as patients, but 
also towards coworkers’ attitudes that families were not 
a care responsibility (Q2). The stress of excluding fami-
lies included being unable to provide face- to- face support 
(Q3).

On COVID- 19 wards and in nursing homes, it felt 
distressing to leave patients in isolation. Patients were 
experienced as being anxious in being quarantined (Q4), 
where staff felt they could not replace the family’s role in 
maintaining patients’ mental health. They were unable 
to stay with the patients and, during short stays, they felt 
the protective equipment made humane contact impos-
sible (Q5). A severe stress was described when letting the 
patient die alone or only shortly being able to provide 
company as ‘a stranger in space- suit’. COVID- 19 ICU staff 
described a different kind of loneliness for the patients, 
not being able to interact with them due to language 
barriers, where family had been needed. Instead, they 

felt that they violated patient integrity in a messy environ-
ment, such as when exposing them during nursing care 
(Q6).

Staff felt compelled to provide substandard and inhumane 
care (table 2). On the COVID- 19 wards, reducing quality 
of care was described as knowing what should be done 
for the patients, but lacking resources such as mate-
rials, medication and time. Reduced quality of care was 
sometimes described as neglect. Staff described patients 
climbing out of bed or developing screaming behaviour, 
and sudden deaths due to lack of attention and also severe 
pressure ulcers (Q7–8). In primary care, being restricted 
from face- to- face encounters was perceived to lead to 
impaired care for patients in high- risk groups. A domi-
nating stress was having to downprioritise basic nursing 
care (Q9) and rehabilitation. At COVID- 19- ICU, ‘conveyor 
belt care’ was expressed, being restrained from providing 
individualised care (Q10) with lack of carer continuity.

Within the perceptions of substandard care, there was 
also experiences of risking patient safety. This was due 
to lack of time and resources as well as lack of knowl-
edge, information and competence regarding COVID- 19 
disease, acute conditions and being unable to locate 
necessary equipment and supplies in emergency situa-
tions. Lack of time implied, for instance, being unable 
to check vital signs or leaving patients unattended. A 
major experience of concern was placing patients at risk 
of COVID- 19 by alternating between wards with infection 
and without, or mixing infected and uninfected patients 
in the same ward or waiting room (Q11). Lack of basic 
hygiene routines and lack of protective equipment were 
perceived to contribute to the outbreaks in the nursing 
homes. At the other COVID- 19 workplaces, staff expressed 

Figure 1 Distribution of healthcare staff’s experiences of moral stress/distress in concern for others (blue bars) and exhausting 
distress in uncontrollable work situation (yellow bars). Distribution of the main categories containing in total 1365 meaning units 
(responses or part of responses), exported from NVivo software.
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concern about the reuse of materials or extending their 
durability.

Being forced to provide undignified care at the end of 
life emerged strongly. Nurses experienced doctors not 
listening to their concerns about exposing patients to 
suffering by overtreatment despite a palliative decision 
(Q12). Lack of symptom relief was also experienced, 
particularly lack of oxygen in nursing homes. Undigni-
fied dying and death were described, such as allowing 
dying under a plastic sheet in an abdominal position and 
placing the deceased in a body bag as in waste manage-
ment (Q13). Finally, there were experiences of moral 
stress, mainly in primary care, regarding deprioritisation 
of elderly and uninfected patients. Frustrations comprised 
excluding elderly from visiting emergency room care and 
receiving hospital care or ICU admission (Q14). Moral 
stress was also about down- prioritisation of patients with 
other care needs, such as chronic health issues, women’s 
healthcare, psychological health support and rehabilita-
tion (Q15).

Uncertainty about right and good
Another source of concern was feeling uncertain about 
right and good. This emerged as interest conflicts, 
feeling torn between different concerned parties and 
value conflicts for the individual patient. Feeling torn 
mainly implied impossible prioritisation of needs and 
interests between patients. Prioritisation regarding treat-
ment emerged from the doctors’ perspective. Primary 
care doctors struggled with difficulties of ‘deciding who is 
not medically important’ and, in COVID- 19 wards, having 
to choose between patients to provide high- flow oxygen 
treatment. For assistant nurses, it was a matter of prior-
itising time between patients, being there for one while 
knowing that someone worse off was waiting (Q16). 
Difficult balancing of considerations between patients, 
family and coworkers was also experienced. In munic-
ipal care, there was a balance between the individual’s 
self- determination to move freely and consideration for 
the health of others, risking infection (Q17). Uncertainty 
regarding whose consideration to prioritise signified 
balancing between patients’ interpreted needs and fami-
lies’ expressed needs (Q18). However, it could also be 
about loyalty conflicts towards coworkers.

Taking into account patients’ and families’ needs 
opposed the showing of respect for the competence of 
co- workers. Doubt about what is good for the patient was 
primarily about a conflict between promoting security/
mental health and protection against infection (Q19). 
It was perceived as exposing patients to insecurity when 
you have to ‘repel them’ through distance and quaran-
tine. Primary care struggled with infection control 
versus long- term well- being among patients with chronic 
disease (Q20–21). Uncertainty about what is a good deci-
sion about level of care was mainly described by doctors 
(Q22).

Burdensome guilt
A third source of concern was feeling complicit or 
carrying the suffering of others, and this emerged as a 
moral distress. Staff expressed feeling complicit (table 2) 
in contributing to patients becoming infected and dying 
(Q23) and blaming themselves for bad care when the 
responsibility actually with someone else. Nurses blamed 
themselves and felt coresponsible for patients’ deteriora-
tion, bad care or neglect. Staff described quickly enrolling 
patients in palliative care when this should be done 
respectfully by a doctor in quiet dialogue with patients 
and families together, or infecting patients when actually 
the COVID- 19 cohorting had failed (Q24).

There were also feelings of inadequacy in interactions 
with patients and families, for example, an inability to 
connect with the patient, such as helping patients with 
dementia understand why they needed to be quaran-
tined, or families to understand the visitor restrictions 
or how ill the patient was (Q25). Understanding needs 
but not being able to meet them due to lack of commu-
nication gave a feeling of inadequacy (Q26). Staff also 
described having a bad conscience over acting wrongly, 
and some explicitly used the term ‘bad conscience’. It 
could also be about examining whether you could have 
done something differently (Q27), not standing up for 
the patient or not anticipating rapid deteriorations. Guilt 
could also be about feeling selfish about avoiding contact 
with the patients with COVID- 19 or staying with them 
(Q28). Experiences were conveyed about carrying the 
suffering of others (table 2), a concern about patients’ 
and families’ unmet needs for each other (Q29). Staff 
also felt burdened by patients’ plight, such as not able to 
save young patients’ lives (Q30) and their rapid deterio-
ration. In nursing homes and primary care, great concern 
was expressed about how their patients would cope with 
the disease but at the same time worrying over them not 
daring to seek care (Q31).

Exhausting distress in an uncontrollable work situation
Self- concern in the work situation manifested as exhausting 
distress. It appeared as mentally taxing distress, described 
as being wound up, anguished, having dysphoria and 
weariness. Weariness was described as complete exhaus-
tion, feeling spent, worn out or hitting the wall and as 
reduced attention, mood swings and absent- mindedness.

Huge imbalance in positive and negative input last 3 
months makes me much more unstable, see things in 
black, worry about smaller things compared to when 
I feel stable. Primary care

We have not described this part as much detail as the 
part related to moral stress, but please see the quotations 
in table 3 for facilitating further understanding. Taxing 
insecurity was experienced as being in limbo from fear of 
being hit by COVID- 19 and spreading it to family or of 
no control of foresight at work. There was also a sense 
of being alone with responsibility for inexperienced 
coworkers and without support. Staff also conveyed a 
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fear of failing, not managing the new professional role 
by making medical errors, missing something impor-
tant or not meeting the expectations of others, foremost 
coworkers.

Staff felt despair in being deprived control over their work situ-
ation (table 3) by not being able to influence one’s situation 
and not being heard. This could be about being unable to 
determine annual leave and recuperation or being invol-
untary redeployed but also not being able to influence or 
being acknowledged to be right. This produced a distrust 
for management with ambiguous information and constant 
changing of directives as well as unfair division of work 
tasks. An excessive workload (table 3) was experienced, with 
the burden of being unable to keep up with the numerous 
patients in worse condition in relation to fewer staff due 
to sickness. This also implied a burden of having to lead 
the work but also for the inexperienced staff coming to 
a new workplace environment as new coworkers. Lack of 
recuperation and energy was also experienced as a threat 
to private life.

DISCUSSION
Our findings illustrate examples of stress and distress 
caused by a pandemic, resulting in a strain on the health-
care system that is unprecedented in a high- income 
country such as Sweden. We found that moral stress and 
anxiety in work situations were common during the first 
wave of COVID- 19, particularly among nurses. This aligns 

with previous studies of COVID- 19 related moral stress and 
anxiety.1 18–21 A conspicuous finding was that redeploying 
staff to work with patients with COVID- 19 increased the 
risk of anxiety, as also supported by others.5 22 However, 
the anxiety seemed to emerge as exhausting distress and 
the moral stress mostly as moral distress, as described by 
Gustavsson et al.9 In figure 2, we have tried to sort different 
terms and suggest potential interconnections between 
emotional stress and distress. This in relation to experi-
enced sources of stress, emotions and responsibility.

Sources of stress and their link with emotions and perceived 
responsibility
Sources of stress
Situations of moral stress in our findings that might be 
considered unavoidable include the depriorisation of 
other patient groups and down- priorisation of quality of 
care. However, the down- priorisation of the psychosocial 
well- being of patients and families is an important obser-
vation and must be further discussed post- COVID- 19. The 
salient findings of not being able to fulfil the needs of 
closeness and security for patients and families can be 
seen as an example of a good moral reason to change 
practice. A major concern was excluding family, which 
also included leaving patients alone, including undigni-
fied dying. To not be able to cater to social needs is a 
violation of the code of ethics for nurses: ‘to meet the health 
and social needs of the public, in particular those of vulnerable 
populations’. 23 The threats to family- centred care during 

Figure 2 Potential interconnections between emotional stress and distress, in relation to experienced sources, emotions and 
responsibility perceived by the COVID- 19 staff. *In definition of moral distress by Campbell 2018. **Suggested by Gustavsson et 
al9 2020.
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COVID- 19 has been acknowledged.24 There ought to 
be, and have been, potential procedures to circumvent 
restrictions on physical presence for patients in the palli-
ative phase (including dementia). For other patients, 
other communication routes with family could have been 
used, such as making contact and providing support via 
telephone or internet devices.24

Although the pandemic entailed a new situation for 
staff, the sources of moral stress were not necessarily new. 
For example, limited hospital visitations, policies that 
prevent the involving of families in care decisions and 
the rationing of lifesaving therapies have been present 
before.25 Thus, the pandemic amplified existing sources 
of moral stress rather than introduced new ones. The 
same applied for exhausting distress from work over-
load. However, COVID- 19 changed the scenario drasti-
cally into an extraordinary situation of ‘not- knowing’. 
Finland initially had a mild outbreak, yet staff still felt 
anxiety due to facing a new situation, forcing them to 
change routines.26 This corresponds very well with the 
respondents in our study, who felt a taxing insecurity 
from an uncertain future, lonely responsibility and 
fear of failing, as well as despair in lack of control with 
ambiguous information in a ‘not- knowing’ situation—
all closely related to the risk factors of work- related 
burnout syndrome.27

Emotions
Emotional content was more richly present in the responses 
we interpreted as distress in self- concern than those we 
found to be related to moral stress/distress in concern 
for others. In the former category, the emotional content 
revealed emotion- regulation difficulties, problems with 
attention, serious fatigue and dysphoria. In the latter 
category, distress was found to be in the form of diffuse 
frustration over not being able to respond in a moral and 
professional manner and feelings of burdening guilt. In 
both categories, though, it was clear that emotions were 
directed both internally, highlighting one’s own part, 
role and responsibility, and externally, focusing on organ-
isational and environmental constraints. In figure 2, we 
use the term ‘internally directed emotions’ to signify 
emotions directed inwards, towards oneself, which is in 
line with the broader definition of moral distress by Camp-
bell et al,28 the laying of responsibility on one’s shoulders. 
With the opposite we use the term ‘externally directed 
emotions’, that is, directing the emotions outwards, and 
the laying of the responsibility outside oneself (figure 2). 
Clearly, emotions are an important aspect of reactions 
in relation to moral stress. Acknowledging them can 
increase the ability to identify moral challenges need be 
addressed (figure 2).9 In the more recent definitions of 
moral stress/distress, emotions are included. Gustavsson 
et al9 include feelings of frustration and powerlessness 
in their suggested definition of moral stress, and Camp-
bell et al28 describe self- directed emotions associated with 
moral distress.

Responsibility
The notion of responsibility is complex in the pandemic 
context. This is in part due to uncertainty about the 
nature of the disease as well as the taxing insecurity 
and workload that has made staff overextend what they 
define as the limits of their professional responsibilities. 
A situation as dire as the COVID- 19 pandemic could be 
expected to further add to a sense of urgency and read-
iness to act—the core of human services professions. 
Conspicuously in our result was the burdening guilt, as 
also showed by others,29 laying responsibility on one’s 
shoulders. The elevated sense of responsibility in concern 
for the vulnerable fellow human being accompanies the 
risk of misattributing the responsibility and guilt that is 
inherent in the work situation. Although some staff may 
be well aware of being unable to take full responsibility 
for ‘the other’, they still feel guilt. It seems warranted to 
revisit the important distinction made by Martin Buber,30 
that guilt is an existential and interpersonal matter of not 
doing right towards others, while ‘guilt feelings’ can be 
experienced regardless of whether an actual transgres-
sion occurs. From this aspect, respondents seemed to 
be very keen to uphold their professional standards and 
attributed feelings of guilt with not doing right and good.

Demarcation between emotional stress and distress
Our findings facilitate making sense of and sorting terms 
linked to stress. Stress in general terms has long been 
understood as a non- specific reaction by an organism to 
environmental demands, where an initial alarm in the 
organism is followed by resistance or adaptation. If unre-
solved, exhaustion and death will eventually follow.31 32 We 
see emotional stress as an umbrella term for anxiety and 
moral stress, leaning on the definition presented in the 
APA Dictionary of Psychology: a tension state with negative 
tone, associated with danger, lack of security and internal 
conflicts.33 We connect the latter, internal conflicts, with 
moral stress, as also pointed out by Lützén et al.34 We 
then see emotional distress, as the negative response to 
emotional stress, as an umbrella term for exhausting and 
moral distress (figure 2). Here we lean on the Legal Infor-
mation Institute for the definition: a mental suffering in 
an emotional response to an experience that arises from 
an event, occurrence35 such as a pandemic.

Distinguishing anxiety from moral stress
Moral stress and anxiety in work situations seem to overlap 
in our findings, but there is also confusion between the 
two terms. In the quantitative analyses, the same people 
tended to report moral stress and anxiety. In the qual-
itative analyses, respondents described anxiety as self- 
concern under the question of moral stress and described 
moral stress as a concern for others under the question of 
anxiety. An explanation of respondents’ lack of discrim-
ination between moral stress and anxiety might align 
with an unfamiliarity with the concept of moral stress (or 
distress) but may also illustrate the conceptual confusion 
raised by others.9 36 37 Our contribution to distinguishing 
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that concern can signify both anxiety or worry about one’s 
work situation, that is, self- concern, as well as worry or 
care for the other. For concern for others, we lean on the 
ethical demand according to Løgstrup, that is, ‘concern 
for the other’.38

Distinguishing moral stress from moral distress
In our analysis, we detected a pattern, more compatible 
with a broader definition of moral stress/distress than by 
Jameton,12 including self- directed emotions and different 
attitudes of responsibility. One that resembles our find-
ings well is the definition by Campbell et al:28 ‘One or more 
negative self- directed emotions or attitudes that arise in response 
to one’s perceived involvement in a situation that one perceives to 
be morally undesirable’. After conducted analysis, we found 
the review and conceptual model of moral distress in 
disaster settings by Gustavsson et al.9 They suggest a defi-
nition of moral distress encompassing emotions, but they 
also distinguish moral stress from moral distress. They 
suggest moral stress is an initial reaction during morally 
challenging situations and may give rise to moral distress 
as a reactive stress in the aftermath if there is an absence 
of a solution or support. Unmitigated moral distress 
may have psychological consequences, such as burnout.9 
The distinction is in line with our findings and are illus-
trated in figure 2 along with ‘self- directed emotions’ 
and ‘perceived involvement’ (responsibility), according 
to the definition suggested by Campbell et al.28 In our 
findings, we found signs of burnout, but these were not 
clearly linked to moral distress as these feelings were 
mostly described in connection with stress in one’s own 
work situation. This exhausting distress is in many ways 
akin to the more specific model of work- related burnout 
mentioned previously.39

Need of support to prevent moral distress and burn-out
To cope with this moral distress, that is, reactive stress, 
there may be three general routes to take: change the 
context to better achieve professional standards; change 
or realign our moral professional standards to better fit 
the context; or understand and possibly accept why our 
standards cannot be realised in the context at hand. 
The mismatch between the context (in terms of avail-
able resources and what is done to use existing resource 
as wisely as possible or to redistribute resources; what is 
done to contain the virus) and the moral ideal is therefore 
exacerbated. Now, an important and generally accepted 
assumption in ethics is that what ‘ought imply can’, that 
is, to have a duty to act in a specific way, we must be able 
to act in that way. In this case, the ‘can’ is not only related 
to physical restrictions, but is rather being restricted to 
act in alignment with our moral professional standards 
for good care. Here we need careful analysis when we 
experience moral stress: is this a sign of a situation that 
we have good moral reasons to change (ie, it is based 
on the wrong decisions) or is it unavoidable in the sense 
that it is tragic but still based on decision that ethically 
is warranted given the context? This tragically indicates 

that, in an extreme situation such as a pandemic, even if 
we do things right (in terms of the most ethically justified 
actions), we might still experience moral distress. Clinical 
ethics support, such as moral case deliberation, leading 
to insights that certain acts are inevitable, might ease this 
distress.

Support is also crucial to prevent burnout, as also 
concluded by others,22 40 and is reported as lacking.5 
The presence of managers seems crucial to acknowledge 
the need for safety, calming and hope in a catastrophic 
event.41 According to an expert panel consensus report 
by the National Institute of Mental Health and allied 
authorities, there is a need during a large- scale crisis to 
communicate a sense of safety, calming, self- efficacy and 
community efficacy, connectedness and hope.41 This 
study is about staff, but, nota bene, the very presence of 
first- line managers in care is crucial for giving emotional 
support to coworkers and to ensure the concern of 
patients and families as a relational inclusion, that is, 
ethics of care. Ness et al,42 for instance, showed that lack 
of support during COVID- 19 increased moral distress. 
The frustration caused by the pandemic might risk the 
exacerbating of an already unhelpful narrowing of iden-
tification of belonging, in order to emotionally endure 
these stressing circumstances. Greene calls these sponta-
neous groups ‘moral tribes’, with the aim of parting ‘us 
and them’.43 In the ‘us’ here, patients and families may 
not be included.

To include patients and family in ‘us’ and acknowl-
edge a concern for them, moral case deliberation might 
be beneficial. Moral case deliberation is a facilitator- led 
collective moral inquiry by staff into a concrete moral 
issue connected to a real patient situation in their prac-
tice.44 Goals, among others, are enhancing moral sensi-
bility and responsiveness to the needs of patients and 
families.45 However, the deliberation needs to be adapted 
to first depart from participants’ experiences of their own 
stress to be able to focus on the suffering of the patient 
and family.46

Strengths and limitations of this study
One limitation is the low overall response rate, but 
considering that data- collection took place in the midst 
of the pandemic crisis along with rich open responses, 
we consider the response rate for nurses as high and the 
findings generalisable and transferable to nurses working 
during the first wave of COVID- 19 in high- income 
countries.

The findings of a demarcation between stress/distress 
in self- concern and moral stress/distress in concern 
of others based in a pandemic context may be trans-
ferable to everyday clinical work. It might be argued 
that building a case about relations between moral and 
non- moral emotional stress and distress with only two 
open- ended questions is not trustworthy. Conversely, we 
believe that the timing of the data- collection, captured 
in real time during the peak of COVID- 19, combined 
with the use of qualitative inquiry, has generated rich 
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and trustworthy findings. At this time, the world was in 
a totally new situation, and we did not find any suitable 
and valid moral distress instrument for capturing this in 
unknown context. Additionally, we felt a moral responsi-
bility to keep the survey burden as low as possible. After 
our data collection, we did find other studies that used 
the 11- point single- item Moral Distress Thermometer,47–49 
the single- item Moral Distress Questionnaire50 and the 
COVID- 19 Moral Distress Scale.51 Nota bene, we consider 
that the qualitative findings have contributed with new 
knowledge, not the quantitative findings.

Finally, the use of software facilitated the balancing of 
rigour and creative hermeneutical analysis. With this, 
we mean that the software both facilitated a structured 
inductive approach, keeping all data in order while at the 
same time facilitating rethinking with the possibility to 
totally change the categorisation tree. This was particu-
larly the case when we detected a pattern in the responses 
and was able to break up the previous categorisation and 
easily rebuild, now with help of theory.

CONCLUSION
We have not only contributed with knowledge about being 
in the frontline of COVID- 19, but also an understanding 
of the differences between moral stress and moral distress 
in a disaster context, as well as the demarcation between 
moral stress/distress as a concern for patients and family 
on one hand and exhausting distress in work situation 
as self- concern on the other hand. However, clarity 
regarding moral stress and distress in disaster context 
needs to be further studied.

We hope our contribution can be helpful for tailoring 
support for pandemic frontline staff. A take- home message 
for managers when planning post- COVID- 19 support is 
to adapt clinical ethics support by first mitigating self- 
concern in the work situation as well as preventing moral 
injuries by emotions of guilt before any structured ethical 
reflection. This may help morally sensitive staff to adapt 
to a more ‘realistic’ and temporary ideal and relief from a 
sense of guilt, given the extreme situation. Ethics support 
may also be beneficial for staff who deny moral stress 
to train their moral sensibility to acknowledge feelings 
of guilt and vulnerability as resources in human service 
professions. A lesson for management is that a major 
event such as a pandemic concerns everyone and that 
being prepared for connectedness between healthcare 
staff and patients/families) to prevent inhumane care 
and burn- out is crucial. This presupposes the very pres-
ence of managers. A final concrete message is, to the 
highest extent, to let extraordinary work in the frontline 
be voluntary, that is, avoid any involuntary redeployment.
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