
Moral Stress Amongst 
Healthcare Workers 
During COVID-19: 

A Guide to  
Moral Injury



Moral Stress Amongst Healthcare Workers 
During COVID-19: A Guide to Moral Injury was 
developed as a collaboration between the 
Phoenix Australia - Centre for Posttraumatic 
Mental Health and the Canadian Centre of 
Excellence - PTSD. We gratefully acknowledge 
the contribution of healthcare workers in the 
development of the Guide. 

Citation: 
Phoenix Australia – Centre for Posttraumatic Mental Health 
and the Canadian Centre of Excellence – PTSD (2020) Moral 
Stress Amongst Healthcare Workers During COVID-19: A Guide 
to Moral Injury. Phoenix Australia – Centre for Posttraumatic 
Mental Health and the Canadian Centre of Excellence – PTSD, 
ISBN online: 978-0-646-82024-8.

Acknowledgements

2



Introduction        4

What is moral injury?       6

A continuum of moral stressors and associated harms     7

Moral injury in relation to healthcare       8

The continuum of moral stressors associated with COVID-19  10

Moral injury outcomes in COVID-19    12

The flip side: Positive moral emotions during COVID-19    14

Framework for the management of potentially morally  
injurious events in the workplace     16

Organisational level considerations     18

Team level considerations      20

Individual level considerations      22

Summary and Key Points      24

References      26

Contents

3



This guide to moral injury during 
COVID-19 has been developed as 
a practical resource for healthcare 
workers and organisations to 
better understand the range of 
moral emotions arising from the 
COVID-19 pandemic and to develop 
organisational and individual strategies 
to mitigate risks of lasting harm. 

We encompass a broad definition of 
healthcare workers that includes medical, 
nursing and allied health staff, chaplains, peer 
supporters, and administrative staff with direct 
patient contact. 

Since the onset of the COVID-19 pandemic, 
there has been a flood of articles, commentary 
and media published in regards to the mental 
health effects it has had on healthcare 
workers.1, 2  In addition to basic emotional 
reactions such as fear, we’ve seen reports 
of a range of responses that involve 
moral emotions such as shame, guilt and 
demoralisation during both the COVID-19 
pandemic and previous mass disease 
outbreaks.3  Moral emotions are those that are 
essentially social in nature and are linked to 
the interests of society or other people rather 
than just our own survival.4 They arise when 
our values or sense of right and wrong are 
challenged, and as such they are considered 
guardians of the moral order of society.5 
When we feel that we’ve done something 
wrong ourselves, we may feel guilt, shame or 
embarrassment. When we feel that someone 
else has done something wrong, this gives rise 

to moral emotions like contempt, anger or 
disgust. Moral emotions can also be positively 
valenced, and include emotions like pride, 
gratitude and compassion.4 When we seek 
to understand the emotional responses to 
COVID-19, and consider what we can do to 
support people, we need to have the full range 
of moral emotions in mind. Our approach 
reflects the importance of recognising 
the interaction between individual and 
environmental factors in understanding moral 
emotions and moral injury.

The term ‘moral injury’ has been linked to 
COVID-19.6-10 Moral injury lies at the extreme 
end of the range of harms that can result 
from events that involve moral stressors.11  
In the context of COVID-19 a severe moral 
stressor would be, for example, a healthcare 
worker having to, due to lack of resources, 
deny treatment to a patient they know will 
die without that treatment. This may give rise 
to reactions like anger and guilt, which if left 
unresolved may lead to moral injury. More 
common and less severe moral stressors 
would include, for example, being unable 
to provide optimal care to non COVID-19 
patients, and concern about passing the 
virus on to loved ones. These moral stressors 
may give rise to a range of moral emotional 
responses, but are less likely to result in the 
enduring harm associated with moral injury. 

In seeking to understand moral distress and 
moral injury in the context of COVID-19, 
we need to consider the range of potential 
moral stressors, and the range of emotional 
responses. Managing emotional responses 
in the COVID-19 environment is crucial to 
supporting healthcare workers and preventing 
lasting moral injury or harm. 

Introduction
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“Managing emotional 
responses in the 

COVID-19 environment 
is crucial to supporting 

healthcare workers 
and preventing lasting 
moral injury or harm”
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Moral injury refers to the psychological, 
social and spiritual impact of events 
involving betrayal or transgression of 
one’s own deeply held moral beliefs 
and values occurring in high stakes 
situations.12, 13

The concept was developed in military 
settings where soldiers were returning 
from deployment having been involved in 
events that transgressed deeply held moral 
convictions. Soldiers suffered enduring harms 
to psychological, social and spiritual health as 
a result. There are two broad types of moral 
transgression events: moral transgressions 
that involve people doing or failing to do 
things themselves (deliberately or unwittingly); 
and being exposed directly or indirectly 
to transgressions on the part of someone 
else (betrayal, bearing witness to grave 
inhumanity).11 Such events are called potentially 
morally injurious events in recognition that 
not everyone will respond in the same way to 
such events, just as in the trauma field there 
is recognition that individual responses to 
potentially traumatic events that involve threat 
to one’s life or physical integrity vary.13 

When a moral injury does occur, the range 
of outcomes are broad and can include: 
1) feelings of guilt, shame, anger, sadness, 
anxiety and disgust; 2) intrapersonal outcomes 
including lowered self-esteem, high self-
criticism, beliefs about being bad, damaged, 
unworthy or weak, and self-handicapping 
behaviours; 3) interpersonal outcomes 
including loss of faith in people, avoidance of 
intimacy and lack of trust in authority figures; 
and 4) existential and spiritual outcomes 
including loss of faith in previous religious 
beliefs, and no longer believing in a just world.14

What is moral injury?

“When a moral 
injury does occur, 

the range of 
outcomes  
are broad.”
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Moral injury reflects an enduring impact 
on an individual’s self-image and 
world view, resulting from exposure to 
extreme moral stress.14

However, as noted above, morally injurious 
events are best understood as one extreme 
along a continuum of moral stressors, 
and moral injury as one extreme along a 
continuum of associated harms. 

Litz & Kerig11 outline a range of moral 
stressors that vary according to their potential 
psychological, social and spiritual harm and 
impairment. The least severe moral stressors 
occur frequently and are highly prevalent at 
a population level. These are termed moral 
challenges and are associated with minimal 
harm or impairment, which is characterised 
as moral frustration. Moral stressors with 
potential for moderate harm or impairment 
occur less frequently and are therefore less 
prevalent at a population level. These are 
termed moral stressors and their associated 
moderate level of harm or impairment is 
labelled as moral distress. Moral stressors  
with potential for the most extreme harm  
or impairment are rare and accordingly have 
a low population prevalence. These moral 
stressors are termed morally injurious  
events and the associated harm is termed  
a moral injury.  

Thus, whilst all moral stressors violate a 
person’s beliefs about what is right and just 
or wrong and unjust, and all give rise to moral 
emotions, their potential for enduring harm or 
impairment are a function of severity. 

A continuum of 
moral stressors and 
associated harms 
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Moral injury in relation  
to healthcare

When the concept of moral injury is 
taken out of the military context and 
applied to a healthcare setting, it is 
likely that the professional context will 
have a bearing not only on the nature of 
the potentially morally injurious event 
that individuals face, but also on how 
the events are interpreted, and their 
meaning against the background of 
their occupation. 
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“When situations arise that 
do not allow healthcare 
workers to deliver care 

in the way they have 
been trained, this may be 
associated with moral and 

ethical dissonance.” 

Moral injury in relation  
to healthcare

While both military service and healthcare are 
vocations individuals may choose for altruistic 
desires to ‘help’ others and have an impact, 
the difference with healthcare is the underlying 
assumption that it is the role of healthcare 
workers to heal and cause no harm.10 

In the military context, moral injury may arise 
when a soldier has been forced to act against 
their deeply held moral beliefs, for example, 
failing to intervene to protect civilians because 
to do so would have been a breach of their 
rules of engagement. 

In the healthcare context, the deeply held 
moral belief that can lead to moral injury 
if transgressed is the oath that healthcare 
providers take to put the needs of the patient 
first.15 When situations arise that do not allow 
healthcare workers to deliver care in the way 
they have been trained (that is, to help people 
and do no harm), this may be associated 
with moral and ethical dissonance.9, 10, 15-25 
This dissonance could occur in a range of 
circumstances, including systemic problems 
within the healthcare system that impact 
patient care, threat of litigation influencing 
policies and practices, finances (hospital 
budgets), or demand exceeding capacity. 

Beyond these issues, there are a number 
of events or situations that arise not 
uncommonly in the healthcare setting that 
have the potential to be morally challenging, 
stressful and possibly injurious. These include 
unintentional errors leading to injury or death, 
uncontrollable situational factors leading to 
injury or death (e.g., failure to find an organ 
donor for a patient), bearing witness to, or 
failing to prevent harm or death (e.g., the 
death of a child with cancer), and failure to 
meet patient needs.18, 22, 24, 26 
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A continuum of moral stressors 
and associated harms 

The full range of moral stressors 
has been seen around the world 
during the COVID-19 pandemic. 

At the less severe end of the spectrum, many 
of us have experienced the moral challenge 
of witnessing the behaviour of other people 
that we consider wrong and work against the 
interests of society as a collective. Examples 
of morally challenging behaviours include 
the hoarding of food and toiletry basics and 
people flouting social distancing rules. Our 
emotional response to these behaviours may 
be frustration or even contempt for the other. 
These moral emotions are likely to be felt more 
keenly by those such as healthcare workers 
who are on the ‘frontline’ of the pandemic, 
and making personal sacrifices for the greater 
good, but they are still likely to be fleeting  
or relatively short-lived.  

Some have experienced more severe moral 
stressors. For healthcare workers this may 
include being caught in the midst of a moral 
conflict between a preparedness to put 
oneself in harm’s way to help others in need, 
and the natural desire to avoid infection 
for fear of the consequences for oneself 
or one’s family. With the well documented 
shortages of personal protective equipment 
(PPE) internationally,  the tension between 
self-preservation and the need to treat 
critically ill infectious patients may result 
in an ethical dilemma of whether or not to 
render aid.9 Workers have expressed fears 
about inadvertently spreading the disease 
to patients, friends, family and others.27  
Due to extensive quarantine requirements, 
some healthcare workers may be forced to 
quarantine when they are clearly needed at 
work, placing additional stress on their already 
stretched colleagues.25 The requirement to 
quarantine from family for weeks at a time 
places additional stress on themselves and 
their family.  
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Even healthcare workers who are not on the 
frontline of treating COVID-19 patients have 
to deal with moral stressors when they face 
barriers to providing their usual standard of 
care. This may include:

• witnessing the suffering of patients  
arising from delays in non-essential 
medical procedures

• the need to discontinue face-to-face 
psychotherapy for patients with mental 
health concerns

• discharging clients earlier than 
recommended to avoid infection risk  
(e.g. mothers with newborns)

• avoiding human touch to limit risk  
of infection

• wearing of PPE (masks), which can 
adversely affect those who use facial  
cues to understand communication  
(e.g. elderly, those with disabilities).

Unfortunately, some healthcare workers 
have also become the target of hostility and 
aggression from members of the public, 
leading to recommendations not to wear 
uniforms or scrubs outside hospital.28 Such 
moral stressors are likely to give rise to moral 
distress including anger and shame that may 
be more persistent and may even lead people 
to question their and others’ fundamental 
values and beliefs. 

In the context of COVID-19, therefore, many 
healthcare workers around the world are 
facing the type of severe moral stressors 
that would be considered potentially morally 
injurious events. A critical issue is the 
intersection between patient-centred clinical 
care and public-centred requirements which 
may be at odds. This may mean that individual 
patient needs have to be sacrificed for the 
greater public good.16 Severe moral stressors 
include: triaging patients for healthcare 
with implications for who gets what level of 
treatment in circumstances in which denial 
of treatment may result in the death of the 
patient; witnessing deaths of young and 
previously healthy individuals; preventing 
family members from being at the side of a 
dying relative; and having to follow clinical 
directions that the individual may feel are 
unethical.18, 29 In addition, many healthcare 
workers will be concerned that healthcare 
will be compromised for not only COVID-19 
patients, but others needing to use the 
system.30

Where these potentially morally injurious 
events lead to enduring psychological, social 
and spiritual harm, with adverse impacts on 
mental health, relationships and quality of life, 
we would say that a moral injury has been 
sustained. 

“These moral emotions are  
likely to be felt more keenly 
by those such as healthcare 

workers who are on the  
frontline of the pandemic.”
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Moral injury outcomes  
in COVID-19 

Research and observations of 
moral injury associated with 
COVID-19 have identified a range 
of responses that are similar to 
moral injury outcomes reported in 
military populations. 

Responses include moral emotions directed 
towards the self, such as guilt, anger, shame, 
remorse and disgust;15, 17, 20, 21, 24-26, 31 extreme 
negative self-attributions, demoralisation, 
self-condemnation, lack of self-forgiveness, 
and self-punishment; haunting memories 
or recollections; feelings of worthlessness, 
powerlessness or helplessness; loss of  
identity/role; and questioning of one’s sense 
of self.21, 26 In circumstances when individuals 
have witnessed injustices and systemic 
failures, they also include moral emotions 
directed towards others, such as outrage, 
blame, disparaging thoughts about others, 
feelings of betrayal, loss of trust, and  
difficulty forgiving.24 

Individuals experiencing moral injury  
may also have impaired personal, social,  
and occupational functioning.17, 20, 24-26  
This can include engaging in self-destructive 
behaviours and substance misuse. They may 
become socially withdrawn and avoidant, 
which is particularly problematic, as social 
support and opportunities to discuss and 
emotionally process potentially morally 
injurious experiences are critical. Individuals 
suffering moral injury may develop relationship 
problems, experience reduced empathy (again, 
particularly problematic in the healthcare 
setting), and show increased difficulties within 
the occupational context (e.g., difficulties 
coping with occupational stressors and 
authority figures).  
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They may also lose their sense of purpose or 
motivation, and come to question pre-existing 
religious beliefs or beliefs about the nature 
of humanity and the world. The development 
of moral injury has been identified as a risk 
factor for the development of mental health 
problems including posttraumatic stress 
disorder (PTSD), depression and anxiety,10 and 
associated problems such as insomnia, suicidal 
ideation and suicidal behaviour.32 

As the COVID-19 pandemic continues, 
with anticipation of new waves of infection, 
repeated exposure to potentially morally 
injurious events may also lead to symptoms 
of burnout including exhaustion, depression, 
and emotional numbing.19, 24, 33 The concept 
of burnout is well established, and has been 
a focus of extensive interest in the healthcare 
setting. More recently, burnout has been 
considered a form of moral fatigue or moral 
injury.15, 34, 35 This has led to burnout being 
reframed from a failure of resilience in coping 
with chronic workplace stressors, to the 
outcome of the inconsistency between the 
individual knowing what the patient needs but 
being unable to provide it due to constraints 
beyond their control. It has been suggested 
that when burnout  is framed in this way, it 
may reduce the stigma associated with it and 
encourage help-seeking.22, 31 Other authors 
argue that workplace burnout itself may 
lead to moral injury via exhaustion, cynicism 
and reduced efficacy.19, 21, 33 Relatedly, it has 

been noted that there is a fundamental 
inconsistency between the strong moral 
compass and values that drive a dissatisfied 
and burnt out worker to continue to work,  
and the reality that they won’t be able 
to deliver what is needed due to flaws in 
the system or the extreme nature of the 
situation, such as in the current COVID-19 
circumstances. This risks compounding the 
potential for moral injury.16, 25 

 

The development of moral 
injury has been identified as a 

risk factor for the development 
of mental health problems 
including PTSD, depression 
and anxiety, and associated 
problems such as insomnia, 

suicidal ideation and  
suicidal behaviour
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“Moral strength 
underlies the 

capacity of 
healthcare workers 
to use compassion 

in their practice”
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The flip side: Positive 
moral emotions during 
COVID-19

It is important to recognise that 
while some people exposed to 
moral stressors may experience 
significant distress and 
injury, others may experience 
posttraumatic growth, including 
improved psychological resilience, 
increased esteem, compassion, 
and engagement.17, 20 

A recent qualitative study of nurses 
caring for COVID-19 patients36 found that 
while negative emotions were commonly 
experienced, these were accompanied over 
time by the emergence of positive factors 
including increased affection and gratitude, 
development of feelings of professional 
responsibility and competence, and self-
reflection and insight. 

A number of authors27, 37, 38 highlight 
the protective value of the vocational 
underpinnings of healthcare including a sense 
of service and purpose, a strong commitment 
to moral codes, justice and service to others, 
altruism and courage. These attributes may 
in fact be enhanced through facing adversity, 
where the appropriate system, team and 
individual supports are available.

While moral challenges and stressors are 
inevitable, focussing on the moral strength and 
courage that underpin healthcare service is of 
value. Moral strength underlies the capacity 
of healthcare workers to use compassion 
in their practice and make difficult and 
often complex decisions within high stakes 
environments with a steadiness, reliability and 
focus on the ‘mission’.37 Others discuss the 
idea of moral resilience among healthcare 
workers,27 reflecting a buoyancy despite 
repeated adversity, and the sense that life is 
meaningful under every circumstance. Ways in 
which moral resilience may be fostered include 
helping staff to make meaning of morally laden 
situations in ways that reinforce their sense 
of purpose, fostering self-awareness, self-
regulation, a sense of ethical competence and 
understanding, connection with others, and 
finding ways to celebrate even small or fleeting 
successes, and expressing gratitude. 

A number of factors have been identified as 
supporting the wellbeing and motivation of 
healthcare workers. These include positive role 
models, supportive teams and appreciation 
from all levels of the organisation,39 strong 
empathic leadership, camaraderie, feelings of 
effectiveness, and pride at making it through 
adversities.40 In particular, experiencing 
adversity can highlight positive attributes of 
altruistic caretaking, compassion, personal 
sacrifice, and validation of existence.39  
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The discussion of potential positive 
outcomes of the moral stressors 
associated with COVID-19 highlights  
the importance of healthcare 
organisations establishing a framework 
to guide their suite of preventative and 
early intervention structures to support 
healthcare workers.  

Moral stressors are inherent in the COVID-19 
environment and cannot be ‘designed 
out’ of the work. The onus is therefore on 
organisations to implement a preventative and 
early intervention approach which reduces 
risks and maximises protective factors, rather 
than simply to react to issues when they arise. 

There are a range of risk factors which may 
increase the likelihood of moral distress 
or moral injury, including loss of life of 
vulnerable people, perceived lack of support 
from leadership, family/friends, and society; 
being unprepared psychologically; and being 
exposed to additional trauma.20, 41 A further 
complicating factor is that the moral and 
ethical nature of potentially morally injurious 
events means individuals may be reluctant to 
disclose or discuss them due to social or  
legal repercussions, increasing the likelihood 
that they may become a source of significant 
moral distress.20 

Although individual factors influence response 
to stressors of all kinds and adaptive coping 
is an important part of the approach, the 
literature consistently shows that individual 
factors are outweighed in their influence by 
the organisational and social context. The 
impact of inherent risks can be minimised by 
preparation, management of exposure, good 
job design, leadership and team cohesion.42 
Furthermore, social support – both internal 
and external to the work environment 
– has consistently been shown to be a 
protective factor towards the development 
of posttraumatic and other mental health 
conditions.43 Peer support in particular has 
been shown to be an important protective 
factor following trauma exposure.44 

A whole-of-organisation approach is therefore 
recommended as the best practice approach 
to managing potentially morally injurious 
events and mitigating the risk of moral 
injury in healthcare settings. This includes 
consideration of the role of managers 
and leaders, wellbeing support services 
(professional and peer), as well as individuals’ 
own coping resources. It also includes 
consideration of how an individual or group is 
supported before, during and after the event 
or situation. This requires responses at the 
organisational, team and individual levels.45 

Framework for the management of 
potentially morally injurious events 
in the workplace

16
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Organisational level 
considerations  

The World Health Organization 
has issued guidance on how 
to support the mental health 
and psychosocial wellbeing of 
healthcare workers during the 
COVID-19 pandemic.46 

Key messages relate to: protection of  
workers from chronic stress to ensure they 
retain the capacity to fulfil their roles; provision 
of support to families of workers where 
necessary; good quality, accurate information; 
rotation of staff between high and low stress 
roles; partnering inexperienced staff with 
experienced workers; monitoring stress and 
enabling flexible schedules where possible; 
facilitating peer social support between 
workers; providing information about and 
facilitating access to psychological support; 
implementing these measures for  
managers/leaders and ensuring they are also 
able to seek support and role model these 
behaviours; encouraging a culture of self-care 
and positive coping strategies; and up-skilling 
the workforce with psychological first aid 
training. 

It is important for institutions and workplaces 
to acknowledge the occupational stressors 
that healthcare workers may face such as 
physical strain, physical isolation, extreme 
fatigue (contributed to by shift work as well 
as wearing hot and uncomfortable PPE), 
constant awareness and vigilance, procedural 
pressures, tension between public health 
priorities and patient/family wishes/needs, 
and conflicting personal and professional 
demands.47 In the context of COVID-19 a 
particular source of stress is the uncertainty 
that exists about the best way of treating 
the virus and alleviating symptoms. Open 
communication between colleagues and from 
leadership about what is known and unknown, 
helps take the burden off the individual’s 
shoulders for treatment decisions, particularly 
those that prove ineffective. Another key 
consideration is optimal management of 
shiftwork to minimise fatigue amongst 
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healthcare workers. The optimal schedule for 
shift work is clockwise, with staff going from 
morning shift to afternoon shift to night shift 
and repeating the same cycle.48 

At a systems level, decision making on 
allocation of scarce resources should be 
supported with clear, transparent evidence-
based guidance that reflects epidemiological 
data, consumer consultation and international 
experience. This may reduce the likelihood 
of moral injury by providing a clear guide for 
decision making.9, 16, 49 Furthermore, given 
the ethically and morally problematic nature 
of these decisions, it is recommended that 
workers outside of direct patient care make 
these decisions where possible, to reduce 
the moral and ethical burden of frontline 
workers.50 

Lessons learned from other large scale 
disasters such as 9/11 highlight the 
importance of monitoring levels of exposure 
to the trauma of the healthcare setting 
among healthcare workers.41 There is a risk of 
cumulative impact for those with high levels 
of exposure, so this should be managed and 
minimised as best as possible. 

Individuals in healthcare roles often have 
positive attributes when faced with disasters, 
including a sense of duty to work and render 
assistance and a sense of custodianship of 
resources and healthcare provision. These 
positive attributes may be tempered by 
frustration with systems and institutions, 
therefore, where possible it is important that 
planning and decision making is undertaken 
collaboratively between administration and 
staff.40, 41, 51

There are several recommendations for 
practical measures emerging from the 
literature. These include establishing peer 
support programs with the capacity to address 
moral injury and providing timely and easily 
accessible psychological support for frontline 
workers.52, 53 Given the nature of moral 
stressors, some staff may prefer religious 
or spiritual guidance that can be offered by 
chaplains.54 This range of supports is well 
established within military and veteran services 
and may serve as an exemplar for moral injury 
arising in other contexts such as healthcare. 

Informal community supports and services 
have been an increasing focus within care 
settings as they offer an opportunity to 
enhance existing care, with a person-centred 
focus. These supports often offer a recovery-
oriented model of care in which individuals 
can draw on the experiences, support, and 
strengths of trained volunteers who have 
experienced similar circumstances and 
challenges.55, 56 These service providers require 
the same dedicated efforts and organisational 
supports as formal care settings in order to 
foster a psychologically safe environment 
for their dedicated staff members. However, 
informal community services often lack the 
funds and infrastructure required to support 
the mental wellbeing of their own workers.57 It 
is imperative that these programs are provided 
with the necessary resources to support 
the health and safety of the individuals who 
provide care and services to so many.
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Team level  
considerations 

Research in the military has 
established that cohesive units 
with high morale have lower 
behavioural health problems 
regardless of combat exposure.58
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Team level  
considerations 

This research suggests that cohesive teams 
with high morale may be better able to protect 
their members from the adverse impacts of 
extreme moral stressors. This highlights the 
importance of preventative measures that 
focus not just on the psychological preparation 
of the individual, but on the cohesiveness and 
morale of the group.

In the trauma field there is good evidence 
that teams characterised by a strong sense of 
shared purpose and strong leadership have 
lower rates of mental health problems.59 In 
the healthcare setting, managers, supervisors 
and team leaders can support staff through 
frank discussions about the moral and ethical 
challenges they will realistically face, including 
the possible social, emotional, cognitive and 
behavioural impacts. This requires open, 
empathic, leader-led, shared team discussions 
to enable explicit awareness and preparation 
for ethical dilemmas they may face. Leaders 
can also support staff and promote team 
cohesion through modelling and facilitating 
positive coping skills, and encouraging peer 
and social support.17, 20, 21, 29, 47, 60

Team leaders are also critically important 
in helping staff make meaning of morally 
ambiguous situations and decisions.61 They 
can do this by taking the time to talk through 
a particular situation or event, acknowledging 
the moral dilemma, and reinforcing the 
value and importance of the work being 
undertaken. Where possible, it is helpful for 
team leaders to promote a positive or resilient 
narrative about potentially morally injurious 
events, and take responsibility for decisions 
and outcomes removing the onus from the 
individual worker.61 Team leaders can also give 
permission for staff to celebrate successes at 
work and acknowledge these.

In supporting their staff, team leaders should 
make available opportunities for rotation 
from high stress areas to low stress areas for 
periods of time. This assists those staff who 
do not want to identify that they are struggling 
emotionally, and more generally allows the 
staff member to ‘regroup’ before returning to 
a high stress area in the future, or to recognise 
that they need to stay in a lower stress area. 

Team leaders should be aware of the potential 
for staff to avoid talking about moral stressors, 
and be prepared to reach out and proactively 
offer support rather than wait for staff to come 
forward. This may be difficult to do at work, 
and team leaders may consider calling team 
members on their day off. In offering support, 
team leaders should listen out for narratives, 
beliefs or statements that suggest an individual 
may be struggling with a sense of moral failure 
or guilt, and assist them to stay grounded 
and focus on aspects of the situation they 
can control, while acknowledging what they 
can’t control. Providing acknowledgment 
and affirmation, and giving meaning to 
events in such a way that reduces feelings of 
powerlessness, helps to reinforce the ‘mission’ 
and a sense of purpose.21, 53, 60 Leaders are 
encouraged to arrange regular check-ins 
within teams, as well as support check-ins 
between peers and supervisors/managers.41, 

53, 60 Leaders can also support staff by advising 
of available support and counselling services 
if needed.

The need to also support team leaders should 
not be forgotten. They may be reluctant to 
seek help by virtue of their position, and 
so should also be proactively offered and 
encouraged to access psychological support 
if needed, at the same time as they are 
encouraging others to do so.20, 40, 53, 60 Particular 
care should be taken to ensure that this can 
occur confidentially. 
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In addition to providing the right 
support at the organisation and  
team level, there are several ways in 
which individual healthcare workers  
can be supported in their ability to  
cope with the moral stressors 
associated with COVID-19. 

Psychoeducation about moral stressors and 
moral injuries may be helpful in encouraging 
workers to make meaning out of their 
experiences rather than avoid, or dwell on 
moral emotions such as guilt or shame.17 
In addition, there are a number of trauma-
informed strategies to assist at an individual 
level. These include stress reduction activities 
such as mindfulness, meditation, exercise and 
breathing; engaging social support; building/
promoting a resilient mindset (through 
acceptance and self-compassion); recognising 
traumatic or moral injury reactions, including 
avoidance, emotional numbing and shame; 
and encouraging early help-seeking.17, 24, 29, 47, 60 

Staff wellbeing should be promoted through 
support for workers to engage in positive 
self-care both within and outside of work. 
This includes maintaining social connections, 
eating well, exercising, having time out and 
getting sufficient rest. In the context of social 
distancing measures some of these self-care 
and coping mechanisms are more difficult to 
establish or maintain, so need to be actively 
facilitated.62 This could involve, for example, 
hosting a morning tea or team social event.

In addition to preventative interventions, 
consideration should be given to best practice 
approaches when a staff member appears 
to be struggling with moral stressors. This 
involves acknowledging the moral dilemma, 
and helping the individual to actively work 

through and resolve any resulting moral 
conflict.63 This could mean encouraging the 
individual to acknowledge their values, and 
accept the conflict inherent in the current 
situation, while ensuring that they continue 
to be guided in their future actions by their 
values. Further, based on the finding that the 
inability to make meaning out of potentially 
morally injurious events is associated with 
greater risk of PTSD, depression and suicidality, 
it is important to help the individual to make 
meaning of the experience.64 This meaning-
making may involve, for example, reflection 
on the event in a way that reinforces the 
mission and a sense of purpose in the activity, 
acknowledging the moral dilemmas, and 
reinforcing the principles that guide decision 
making in this context.63 Also critical following 
exposure to a potentially morally injurious 
event are interventions that promote trust in 
leadership. For example, an open dialogue 
in which reasons for actions or decisions are 
explained, may mitigate against a sense of 
betrayal or injustice through consideration of 
the potential outcomes of alternative courses 
of action. Similarly, creating an environment 
that facilitates the acknowledgement of, and 
working through moral dilemmas, such as 
actions or inactions that have led to guilt or 
shame, may mitigate against shame-based 
anger and moral injury.

Beyond early interventions that can be 
implemented in the workplace, it is important 
to encourage and facilitate help-seeking, 
whether that be psychological or spiritual, if 
there are early indicators of distress following 
exposure to a potentially morally injurious 
event. Given the nature of moral emotions 
arising from potentially morally injurious 
events (for example, guilt and shame directed 
at oneself or contempt and anger directed at 
the other) it is not surprising that interventions 

Individual level  
considerations 
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that have been developed have a significant 
focus on forgiveness: self-forgiveness for 
things that the individual has done or failed 
to do themselves, and forgiveness of the 
other for events involving betrayal or moral 
transgression on the part of someone else.65-67 
One such promising intervention is Adaptive 
Disclosure, a combination of cognitive 
behavioural therapy and compassion-based 
interventions that focus on forgiveness.65 
When moral injury is experienced alongside 
PTSD, evidence-based treatments for PTSD 
such as prolonged exposure and cognitive 
processing therapy should be carefully 
tailored to take into account the individual’s 
experiences of moral injury.68-70

“Staff wellbeing 
should be promoted 
through support for 
workers to engage 
in positive self-care 

both within and 
outside of work. ”
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The enormous pressure placed on  
the healthcare system in parts of 
the world most severely impacted by 
the COVID-19 pandemic has raised 
awareness internationally of the 
potential for moral injury amongst 
healthcare workers.

Moral injury can arise in circumstances where 
the individual does, or fails to do something 
that transgresses their deeply held moral 
beliefs. It can also arise when the individual 
feels betrayed in a high stakes situation or 
witnesses others behaving in ways that they 
feel are morally wrong. The impacts can be  
felt widely across psychological, social and 
spiritual domains and can be enduring.  
These sorts of events (potentially morally 
injurious events) and outcomes such as (moral 
injury) lie at one end of a continuum of moral 
stressors and moral impacts. During the 
COVID-19 pandemic we have seen a range 
of moral stressors, from mild to severe, and 
a range of outcomes, from fleeting moral 
emotions to enduring moral harm. We have 
also seen a range of positive moral emotions 
– compassion, pride and gratitude. No doubt, 
the impact of moral stressors experienced 
during the COVID-19 pandemic will continue to 
emerge for individuals as the demands of the 
pandemic reduce and they have time to reflect 
on what has occurred. 

Support for healthcare staff in managing  
these stressors is critical if we are to avoid the 
most severe harms. This is a responsibility that 
is shared across all levels of an organisation.  

Summary and  
key points
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What organisations can do

• Acknowledge the inherent moral 
stressors for healthcare workers during 
the COVID-19 pandemic. 

• Promote a supportive culture within the 
workplace and arrange access to a range 
of support services for staff.

• Recognise the critical role of informal and 
volunteer service providers, and ensure 
sufficient resources to support the health 
and safety of these providers.

• Rotate staff between high and low  
stress roles.

• Establish evidence-based policies to guide 
ethically difficult decisions such as the 
allocation of scarce resources.

• Remove difficult ethical decisions from 
frontline workers.

• Arrange rosters for shift workers to 
follow the clock with a cycle of morning to 
afternoon to evening shifts.

What team leaders can do

• Provide strong leadership and establish 
cohesive teams with high morale.

• Be prepared to discuss moral and  
ethical challenges.

• Help team members make meaning of 
moral stressors.

On a final note, we should not overlook the responsibility that needs to be shouldered across the 
community and the government, for how we treat our healthcare workers and the narratives that 
are created around the difficult choices they may have been forced to make. We unfortunately 
know all too well from the military, the power and enduring legacy of negative public opinion on 
those returning from war zones.71 

We hope that government and public expressions of gratitude for the service and dedication of 
healthcare workers during the COVID-19 pandemic will continue, and will promote a sense of 
pride in the critical role that our healthcare workers have played. 

• Model positive coping and encourage 
self-care and help-seeking as required.

• Celebrate successes – however small  
they may be.

• Arrange regular check-ins with staff to 
monitor wellbeing.

• Facilitate referral for further support or 
counselling if required.

What individuals can do

• Access psychoeducational material about 
moral stressors and moral injury.

• Undertake stress reduction activities  
such as relaxation therapy, mindfulness, 
or meditation.

• Attend to self-care through eating 
well, exercising, maintaining social 
connections, and getting sufficient rest.

• Support each other as colleagues who 
understand shared experiences.

• Seek professional support if you  
are feeling distressed or troubled by  
your experiences.
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For advice on the services available to you and your staff, 
please contact your local hospital or healthcare agency’s 
staff wellbeing and support services.


