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South African health care 
workers (HCWs) are no 
strangers to tight rationing of 
resources, nor to encountering 

brutal trauma in the course of their 
daily work. In considering whether 
these cumulative experiences 
might make our HCWs more or less 
vulnerable to the unique stresses of 
the COVID-19 pandemic, the idea of 
moral injury has proved useful. Moral 
injury and related concepts can enrich 
our thinking about the psychological 
effects of extreme working conditions, 
and what the most helpful types 
of support are for this particular 
population and situation.

The language of moral distress 
and moral injury have gained ground 
in the healthcare context to articulate 
something more specifi c than the idea 
of burnout. Terminology emerging 
from nursing literature and adapted 
from military trauma research 
includes the useful concepts of moral 
dilemmas, moral distress, and moral 
injury. 

Moral dilemmas are expected, 
diffi  cult parts of clinical practice. 
There is often no comfortable answer 
to the problem posed, and training 
must offer best-practice approaches 
that include ethics consultations, 

team discussions, and supervision. 
Opportunities to grapple with such 
dilemmas with appropriate support 
and guidance make for clinicians 
capable of crafting sophisticated and 
compassionate solutions to complex 
problems.

Moral distress occurs when an 
individual knows the right thing to do, 
but institutional or other constraints 
make it diffi  cult to do what is right1. 
Each episode of moral distress 
is either resolved with suffi  cient 
processing or leaves moral residue. 
Moral residue is constituted by 
the unresolved emotional and 
psychological confl icts that make 
subsequent incidents less tolerable.

Moral injury a term coined by 
psychiatrist Jonathan Shay, is 
defi ned by Litz et al as resulting 
from “perpetrating, failing to prevent, 
or bearing witness to acts that 
transgress deeply held moral beliefs 
and expectations”1. In health care, 
these beliefs and expectations include 
the oaths individual HCWs took to 
provide the best care possible for 
patients and to make a patient’s 
needs the fi rst priority.

While stretched and increasingly 

‘managed’ health care systems 
globally are a breeding ground for 
moral distress and injury, the COVID 
19 pandemic magnifi es the pressures 
in a number of ways. There are the 
painful and complex end of life 
decisions and care made so much 
harder by the absence of family 
members, and there are myriad 
day to day dilemmas with layers 
of complexity. Oncologists can’t 
provide services and know that their 
patients are suffering and acquiring 
worse prognoses without their 
usual investigations and treatments. 
Underutilisation of TB and HIV 
screening and treatment continues 
to be of concern to all HCWs. Where 
there are PPE shortages, HCWs 
are having to choose between 
serving their patients and protecting 
themselves and their families.

Rationing of health care resources 
is something that we could place in 
the category of a moral dilemma, 
and if well-managed doesn’t have 
to result in undue residue and injury, 
although there may well be some 
distress. South African HCWs are 
very familiar with rationing, and know 
that it can contribute to sound clinical 
decision-making. But if protocols are 
unclear, out of date, or non-existent, 
support is not in place, and systems 
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are overwhelmed, the pressures 
on individuals to make and convey 
rationing decisions will lead to moral 
injury. 

In March 2020 professional 
societies and ethicists were swift in 
providing guidance on such matters 
as the rationing of ventilators and ICU 
care, and many SA hospitals quickly 
endorsed the Critical Care Society 
of SA guidelines of 2019. What 
emerged over the ensuing months 
was that some of the daily vexing 
ethical dilemmas for HCWs presented 
themselves far lower down the 
decision-making tree. 

Who to admit to hospital and when, 
how to explain to families how you’re 
allocating an oxygen outlet, whether 
to continue certain essential but 
not-quite-urgent services, whether 
to go to work with mild symptoms 
and risk infecting others or stay at 
home and know your team was taking 
strain… the list is long. Many health 
care workers have also struggled 
with distress and ambivalence about 
current allocation of resources 
after years of witnessing a health 
care system stripped bare, with the 
resultant thousands and thousands 
of deaths and reduced quality of life 
each year from preventable causes.

Frontline clinicians need real-time 
support with the decisions in front of 
them. Some ethics committees have 
become more agile and responsive 
during this time and their availability 
has considerably lessened the mental 
burden on clinicians. It’s advisable 
to have this kind of assistance 
separately available to each unit 
in larger hospitals, and creatively 
devised to assist outpatient services 
too. Existing ethics committees 
may not have the fl exibility for the 
functions currently required. This is 
an area in which retired experienced 
clinicians or clinicians in temporary 
isolation could be called upon to 
deliberate remotely to advise active 
clinicians.

Moral injury is not a mental illness, 
but experiences of potentially morally 
injurious events (PMIEs) can lead to 
negative thoughts about oneself or 
others and deep feelings of shame, 
guilt, or disgust, which in turn can 
contribute to the development of 
mental health problems including 
depression, post-traumatic stress 
disorder (PTSD), and anxiety. Not 
everyone exposed to potentially 
injurious events will develop moral 
injury or complications thereof. 

Some may even experience post-
traumatic growth. On refl ection of 
what went right and how many lives 
were saved in adverse conditions, 
there can be a resumption of 
normality with a sense of strength 
and accomplishment. This has been 
seen after medical responses to 
other disasters. However, it has been 
noted that this pandemic, with its 
reach and protracted timeframes, isn’ t 
comparable to other disasters for 
which we have data.

Factors that increase the risk 
of moral injury include the loss 
of life of a person considered 
particularly vulnerable (eg a child), 
if leaders are perceived not to take 
responsibility for the event/s and 
are unsupportive of staff, if staff feel 
unaware or unprepared for emotional/
psychological consequences 
of decisions, if a PMIE occurs 
concurrently with other traumatic 
events, eg death of a loved one, and 
if there is a lack of social support 
following the PMIE.

Relevant supportive and preventative 
measures include:
• Preparation: preparing 

psychologically for the impact of 
PMIEs is helpful.

• Seeking informal/peer support 
early on is protective. In every 
aspect of managing workplace 
stress in extreme conditions, 
evidence tells us that people 
prefer to talk to their peers, and 
particularly to those with the 
experiences closest to their own. 

• Confi dential professional support 
must be available, and help-
seeking encouraged.

• Clinicians should be made aware 

that individuals who develop 
moral injury-related mental health 
disorders are often reticent to 
speak about guilt or shame and 
may instead choose to focus 
on more classically traumatic 
elements of their presentation. 
Therefore, sensitive enquiries 
about PMIEs are advisable.

• If the shame or guilt is missed, 
Greenberg says, and the thought 
gets planted that “if people 
knew what I was really like, I’m a 
monster”, and is not addressed, 
it dooms future treatment. We 
have also found it important to 
bear in mind the prevailing hero 
discourse, which makes it even 
more diffi  cult for HCWs to admit 
to any ambivalence about their 
own performance and deepens 
any shame they might feel about 
the perceived gap between how a 
hero might behave and how they 
feel they might have broken their 
own moral code.

The idea of moral injury adds depth 
to conversations about health worker 
distress that have recently become 
mired in debates about depression 
vs burnout and resilience. These 
conversations can move beyond 
the characteristics of individual 
practitioners toward examinations 
of how patients and health care 
providers interact with health care 
systems, and the role that values play 
in these dynamics. 

For more information please 
go to our website : www.
healthcareworkerscarenetwork.org.za  
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