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ABSTRACT
Background: Potentially morally injurious events (PMIEs) can negatively impact mental health. The
COVID-19 pandemic may have placed healthcare staff at risk of moral injury.
Aim: To examine the impact of PMIE on healthcare staff wellbeing.
Methods: Twelve thousand nine hundred and sixty-five healthcare staff (clinical and non-clinical) were
recruited from 18 NHS-England trusts into a survey of PMIE exposure and wellbeing.
Results: PMIEs were significantly associated with adverse mental health symptoms across healthcare
staff. Specific work factors were significantly associated with experiences of moral injury, including
being redeployed, lack of PPE, and having a colleague die of COVID-19. Nurses who reported symp-
toms of mental disorders were more likely to report all forms of PMIEs than those without symptoms
(AOR 2.7; 95% CI 2.2, 3.3). Doctors who reported symptoms were only more likely to report betrayal
events, such as breach of trust by colleagues (AOR 2.7, 95% CI 1.5, 4.9).
Conclusion: A considerable proportion of NHS healthcare staff in both clinical and non-clinical roles
report exposure to PMIEs during the COVID-19 pandemic. Prospective research is needed to identify
the direction of causation between moral injury and mental disorder as well as continuing to monitor
the longer term outcomes of exposure to PMIEs.
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Introduction

Many professionals face ethical decision-making dilemmas
during their careers. It is increasingly recognised that mak-
ing ethical judgements in complex circumstances, events
where someone’s moral or ethical code has been broken,
can contribute towards the development of moral injury
(Atuel et al., 2021; Litz et al., 2009). Moral injury is the psy-
chological distress experienced following an event which
violate one’s moral beliefs or expectations (Litz et al., 2009).
Morally injurious events typically include acts of commis-
sion (e.g. deliberate negligence or mistreatment of others),
omission (e.g. witnessing unethical behaviour of others and
failing to intervene), and betrayal by trusted others (e.g. not
provided with adequate support). Experiences of moral
injury can lead to maladaptive beliefs that threaten one’s
perceived identity or view of the world – for example, “I’m
a terrible person,” “I failed my team,” “my colleagues don’t
care about me” – as well as feelings of guilt, shame, disgust,
and anger (Williamson et al., 2020). Whilst moral injury is
not a mental health diagnosis, these post-event changes in
appraisals and affect are associated with meeting criteria for

likely mental health disorders. Extensive studies have found
significant associations between reports of exposure to
potentially morally injurious events (PMIEs) and mental
health disorders, including posttraumatic stress disorder
(PTSD), depression, and suicidality (Griffin et al., 2019;
Williamson et al., 2018). Identified risk factors for height-
ened distress following PMIEs include feeling psychologic-
ally or emotionally unprepared for the event; concurrent
exposure to other stressors (e.g. serious illness); a perceived
lack of support from those in a more senior role; or PMIEs
involving vulnerable victims (e.g. children, elderly)
(Williamson et al., 2020). Whereas factors such as leaders
taking responsibility for events and empathetic support
from colleagues have been found to be potentially protective
(Williamson et al., 2020). Whilst much of the research car-
ried out to date has examined experiences of moral injury
in military contexts (e.g. Griffin et al., 2019; Litz et al., 2018;
Williamson et al., 2021); the COVID-19 Pandemic has
raised awareness that healthcare staff may also be at risk of
moral injury and the pandemic may have increased the risk
of healthcare staff exposure to PMIE’s (Greenberg et al.,
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2020; Mantelakis et al., 2021). Healthcare staff may, not
unreasonably, expect their employer to provide them with
adequate protection/resources to fulfil their roles safely.
Moral injury may therefore follow situations in which
healthcare workers cannot provide good quality care because
of lack of resources, or where staff perceive they received
inadequate training or adequate personal protective equip-
ment (PPE) (Greenberg & Tracy, 2020; Williamson et al.,
2020).

Studies in other occupational groups such as military
personnel, have identified contextual risk factors – including
experiences of poor leadership, low morale and unit cohe-
sion – are associated with an increased likelihood of moral
injury and mental ill health (Jones et al., 2012; Litz & Kerig,
2019; Zust & Krauss, 2019). Whether such factors are also
applicable to healthcare staff is less well understood.
Moreover, longitudinal studies carried out during the 2020–
2021 COVID-19 Pandemic, indicate that healthcare workers
may be vulnerable to particular types of distress. For
example, National Health Service (NHS) Intensive Care
Unit (ICU) nursing staff have been found to be particularly
likely to experience mental health difficulties, including sui-
cidal ideation, compared to their doctor or non-clinical
counterparts (Greenberg et al., 2020). This may be due to
factors related to their role (e.g. nursing staff spend more
time with patients but have less control over their care) or
demographics (e.g. typically less well paid) (Aradilla-Herrero
et al., 2014). It is also possible that healthcare staff may be
exposed to different types of PMIEs (e.g. commission,
betrayal, and witnessing), with some events experienced as
more distressing than others. Nonetheless, whether health-
care staff are more likely to experience certain types of
PMIEs and suffer with specific moral injury-related mental
health difficulties is unclear.

The aim of this study was to examine the experience and
impact of PMIEs and moral injury-related mental health dif-
ficulties in a nationally representative sample of NHS-
healthcare staff. Our study draws on NHS CHECK data
(Lamb, Gnanapragasam, et al., 2021), which includes clinical
as well as non-healthcare staff, and measures moral injury
as well as common mental disorders (CMDs) (anxiety,
depression), alcohol misuse and PTSD symptoms. Here, we
report the prevalence and nature of PMIEs in nursing, med-
ical and non-clinical staff as well as the association between
PMIE exposure and adverse mental health symptoms.

Methods

Ethical approval

Ethical approval for the study was granted by the Health
Research Authority (reference: 20/HRA/210, IRAS: 282686)
and local Trust Research and Development approval. The
study was approved as having Urgent Public Health Status
by the NIHR in August 2020. The study was NIHR CRN
adopted (ID CPMS ID 46176).

Participants

Participants were drawn from the NHS CHECK cohort,
which consists of clinical and non-clinical staff from 18
NHS Trusts in England. Trusts were purposively selected for
inclusion in the study in order to provide a range of sizes,
locations, and types (mental health and acute). All staff in
participating Trusts were eligible for inclusion in the study,
including full- and part-time staff, clinical and non-clinical,
fixed-term, permanent, and bank staff. The cohort is
described in more detail elsewhere (Lamb, Gnanapragasam,
et al., 2021; Lamb, Greenberg, et al., 2021).

Recruitment

All staff in participating Trusts were invited to participate in
the study via emails sent by senior Trust managers, chief
nursing officers, medical directors, occupational health
departments, and trade union representatives. The study
was discussed in team meetings and briefings, advertised in
newsletters and on Trust intranets, and via screen savers on
Trust computers. Prize draw incentives were offered
(10�£50 gift vouchers and 10�£250 gift vouchers).

Procedure

Data were collected via online surveys, developed using
Qualtrics software. The survey included an information
sheet (confirming participation was voluntary and confiden-
tial), and consent form, and the subsequent survey questions
took around 5–10minutes to complete. At the end of the
survey, participants were offered the opportunity to com-
plete an additional, longer, survey, which took around 10–
15minutes to complete.

Materials

The surveys included the following validated measures:

Moral Injury Events Scale (MIES)
A nine-item scale asking whether respondents experienced
events that conflicted with their own moral values (Nash
et al., 2013). Responses are on a Likert scale of 1 (strongly
disagree) to 6 (strongly agree), with a total score range of
9–54, and a higher score indicating greater exposure to
PMIEs. We dichotomised the scale by using moderately
agree or strongly agree on one or more item to indicate
exposure to PIMEs (Held et al., 2021; Wisco et al., 2017).

Post-Traumatic Stress Disorder checklist (civilian version)
(PCL-6)
A six-item scale consisting of questions about PTSD symp-
toms (Goldberg & Hillier, 1979). A Likert scale of 1 (not at
all) to 5 (extremely) is used, with a total score range of 6–
30, higher scores indicating more symptoms of PTSD, and a
cut-off score of 14 or more indicating the presence of prob-
able PTSD.
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General Health Questionnaire (GHQ-12)
The 12-item version of this scale was used, which asks about
general psychological distress (Spitzer & Williams, 2006). A
Likert scale of 0 (better than usual) to 3 (much worse than
usual) is used, and the GHQ scoring method is used, where
0 and 1 are scored as 0, and 2 and 3 are scored as 1, giving
a range of 0–12 for total score, where higher scores indicate
more distress. A cut-off score of 4 or more indicates pres-
ence of probable CMD.

Generalised Anxiety Disorder (GAD-7)
A seven-item scale consisting of questions about symptoms
of anxiety (Kroenke et al., 2001). A Likert scale of 0 (not at
all) to 3 (nearly every day) is used to give a total score range
of 0–21, with higher scores indicating more symptoms of
anxiety disorder. A cut-off score of 10 or more indicates
presence of probable anxiety disorder.

Patient Health Questionnaire (PHQ-9)
A nine-item scale which asks questions about symptoms of
depression (Babor et al., 2001). A Likert scale of 0 (not at
all) to 3 (nearly every day) is used to give a total score range
of 0–27, with higher scores indicating more symptoms of
depression. A cut-off score of 10 or more indicates presence
of probable depression.

Alcohol Use Disorder Identification Test (AUDIT)
A 10-item scale that measures alcohol consumption
(Schaufeli et al., 2020). There is an initial screening question
of whether respondents ever drink alcohol, and then 10
questions assessing how often respondents engage in haz-
ardous drinking behaviours, with a mixture of binary and
Likert scale (0 – never, to 4 – daily/almost daily) responses
available, resulting in a total score range of 0–40. Higher
scores indicate more hazardous drinking behaviours, and a
cut-off score of 8 or more indicates hazardous drinking.

BAT-12
A 12-item scale consisting of questions about symptoms of
burnout (Pfeffermann, 1996). A Likert scale of 1 (never) to
5 (always) is used to give a total score, which is then divided
by 12, giving a total score range of 1–5, with higher scores
indicating more symptoms of burnout. A cut-off score of
3.02 indicates probable burnout.

Data analysis

The measure of moral injury used in this study (the MIES)
was part of the longer survey, and therefore only partici-
pants who completed both the short and long surveys are
included in the dataset used here (N ¼ 12,965). Differences
between those completing the long and short surveys are
given in detail elsewhere (Lamb, Greenberg, et al., 2021).
Briefly, women, White participants, those in a relationship,
those who were nurses or in non-clinical roles, and those

who had not been redeployed, were more likely to complete
the long survey.

The data used in these analyses were weighted, using
Trust population demographic data obtained from Trust HR
departments, in order to obtain estimates that better repre-
sent the population our sample is drawn from. Response
weights were generated using a raking algorithm based on
age, sex, ethnicity, and role, with missing data imputed
using multiple imputation. Imputed data were used only for
the purposes of weighting the data, as missing data were no
more than 2% in any of the weighting variables (Wisco
et al., 2017).

We analysed the data in several stages. First, we
described the demographics of the cohort using frequencies
and weighted percentages for categorical variables and
means and standard deviations for continuous variables.
Second, we described the demographics of those meeting
and not meeting the cut-off for a binary construction of the
MIES (those answering “moderately/strongly agree” on one
or more item, as used by Aj & Mb, 2005). Third, we
explored associations between MIES total score and the
mental health symptom measures, and between the MIES
subscales and the mental health symptom measures, using
multilevel logistic regression models (adjusting for factors
with statistically significant associations with MIES cut-off:
age, sex, ethnicity, role, change in role, contact with
COVID-19 patients, adequate PPE, adequate support from
colleagues, managers, and family/friends, colleague died
from COVID-19), with Trust as the grouping variable.
Finally, we explored associations, by role, between those
meeting cut-off on one or more of the mental health meas-
ures, and the MIES items, using multilevel logistic regres-
sion models (adjusting for the same factors as above) and
using Trust as the grouping variable (Vai et al., 2021).

All analyses were carried out in Stata software (Stata
Corp, 2021).

Results

Overall, 12,965 participants responded to the MIES items
and were included in the sample for this analysis. The full
cohort consisted of 23,462 members of staff, so this repre-
sents a response rate within the cohort of 55%. In the sam-
ple, 851 participants (9%) were doctors, 3456 (31%) were
nurses, 3730 (32%) were other clinicians, whilst 4693 (28%)
were non-clinical staff (Table 1). The majority of partici-
pants were female (77%) and White (82%), with a mean age
of 43 years (IQR 34–54). In terms of moral injury, 28% of
the sample endorsed (moderately or strongly agreed with)
one or more items of the MIES, which we refer to as meet-
ing cut off (see Table 2). Acts of betrayal were most fre-
quently reported across the sample (22% met cut off on the
betrayal subscale), followed by acts of omission (15% met
cut off on the omission subscale) and commission (6% met
cut off on the commission subscale).

As shown in Table 1, several socio-demographic charac-
teristics were found to be associated with expressions of
moral injury. Male participants (p< .001), being a doctor or
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nurse (p< .001), or those who report Asian, mixed or other
ethnicity (p¼ .02) were significantly more likely to meet cut
off on the MIES. Expressions of moral injury were also
more likely to be observed in those participants who were

redeployed and changed roles during COVID-19 (p< .001),
those who reported contact with COVID-19 patients
(p< .001), and those who reported having a lack of PPE
(p< .001) were significantly more likely to meet cut off on
the MIES. Experiencing a lack of support from managers,
colleagues, and family members (p< .001) was associated
with meeting cut off on the MIES (p< .001). Finally, having
a colleague die of COVID-19 was significantly associated
with meeting cut off on the MIES (p< .001).

A substantial proportion of the sample met case criteria
for probable mental disorders. Twenty-five percent met cri-
teria for probable PTSD, 56% for CMD, 41% for burnout
and 11% met criteria for probable alcohol misuse (Table 2).
The sample had a mean total MIES score of 15.8 (95% CI
15.6, 16.1), with 28% meeting MIES cut off.

Those who met cut off on the MIES were statistically sig-
nificantly more likely to meet case criteria for probable
PTSD, CMD, anxiety, depression, and burnout. Notably,
those who reported having experienced PMIES were not

Table 1. Participant demographic characteristics, and proportions of each demographic meeting MIES cut-off.

Index
Total sample

n (%)a
Total sample
weighted %

n (%) meeting
MIES cut-off

Weighted % meeting
MIES cut-off

Chi2

p Valueb

Mean age [SD] 44 [12] 43 [18] 43 [12] 43 [16] –
Sex
Female 10,612 (83) 77 2371 (24) 26 <.001
Male 2151 (17) 23 606 (30) 33

Role
Doctor 852 (7) 9 218 (27) 32 <.001
Nurse 3456 (27) 31 959 (30) 32
Other clinical 3730 (29) 32 842 (24) 26
Non-clinical staff 4693 (37) 28 966 (22) 25

Relationship status
In a relationship 9566 (75) 74 2181 (24) 28 ¼0.18
Single 3211 (25) 26 802 (27) 30

Caring responsibilities
Yes 6102 (49) 49 1460 (25) 28 ¼0.80
No 6389 (51) 51 1513 (25) 28

Ethnicity
White 11,457 (90) 82 2616 (24) 27 ¼0.02
Black 345 (3) 5 89 (29) 22
Asian 620 (5) 9 175 (31) 32
Mixed ethnicity 284 (2) 1 81 (31) 34
Other ethnicity 89 (<1) 2 28 (36) 36

Changed role due to C19
Yes 1510 (12) 12 415 (30) 33 <.001
No 11,284 (88) 88 2576 (24) 27

In contact with C19 patients
Yes 6174 (48) 57 1744 (30) 34 <.001
No 6597 (52) 43 1245 (20) 22

Adequate PPE
Yes 10,018 (91) 89 2249 (24) 27 <.001
No 989 (9) 11 415 (46) 49

Feel you have adequate support from:
Line managers
Yes 10,492 (82) 80 1853 (19) 21 <.001
No 2283 (18) 20 1135 (54) 56

Colleagues
Yes 11,708 (92) 91 2468 (23) 25 <.001
No 1082 (8) 9 522 (53) 56

Friends/family
Yes 12,137 (95) 95 2740 (24) 27 <.001
No 623 (5) 5 244 (42) 45

Colleague died from C19
Yes 788 (6) 10 280 (38) 40 <.001
No 11,777 (94) 90 2718 (24) 26

aPercentages may not add up to 100 due to missing data.
bTesting for differences between proportions of those meeting and not meeting cut-off within each category.

Table 2. Mean scores and proportions meeting cut-off scores of measures.

Mean
(95% CI)

n (weighted % meeting
scale cut-off) [95% CI]

MIES total 15.8 (15.6, 16.1) 3001 (28) [27, 29]
MIES omission 4.2 (4.2, 4.3) 1570 (15) [14, 16]
MIES commission 5.7 (5.6, 5.8) 575 (6) [5, 6]
MIES betrayal 5.9 (5.8, 6.0) 2284 (22) [21, 23]
PTSD (PCL-6) 11.2 (11.1, 11.3) 2870 (25) [24, 27]
Alcohol misuse (AUDIT) 3.5 (3.4, 3.6) 1413 (11) [11, 12]
CMD (GHQ-12) 4.8 (4.7, 4.9) 6941 (56) [55, 58]
Anxiety (GAD-7) 6.4 (6.3, 6.6) 2762 (24) [23, 25]
Depression (PHQ-9) 7.3 (7.1, 7.4) 3364 (29) [28, 30]
Burnout (BAT-12) 2.3 (2.2, 2.3) 4787 (41) [40, 42]
Any mental disordera – 8675 (68) [67, 69]
aAny mental disorder includes participants who met cut off on one or more
of the mental health symptom measures (PCL-6, AUDIT, GHQ-12, GAD-7,
PHQ-9, and BAT-12).
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significantly more likely to report alcohol misuse, although
this varied by event type, as reporting acts of omission
(AOR 1.7, 95% CI 1.2, 2.3) and commission (AOR 1.4, 95%
CI 1.2, 1.8) were significantly associated with greater alcohol
misuse. Experiencing acts of omission, commission and
betrayal were most strongly associated with probable PTSD
(see Table 3).

When the MIES items are examined individually, differ-
ent staff groups reported PMIEs differently. Doctors, nurses,
other clinical staff and non-clinical staff who meet cut off
for any probable mental disorder were at least twice as likely
to report PMIEs compared to those who did not meet cut
off on a mental health measure (see Table 4). Doctors with
a probable mental disorder were more than twice as likely
to report experiencing a betrayal by co-workers (item 8;
AOR 2.7, 95% CI 1.5, 4.9) and betrayal by those outside the
health service (item 9, AOR 2.6, 95% CI 1.1, 5.6) compared
to those who did not meet case criteria for a probable men-
tal disorder.

Nurses who met cut off for probable mental disorders
were significantly more likely to report experiencing acts of
omission, commission and betrayal compared to nurses who
did not meet case criteria. In particular, nurses who met cut
off were 2.7 times more likely to report experiencing a
betrayal by others outside the health service (item 9, AOR
2.7, 95% CI 1.8, 3.9) and acting in a way that violates their
morals or values (item 4, AOR 2.8, 95% CI 1.3, 5.9).

Other clinical and non-clinical staff who met cut off cri-
teria for at least one probable mental disorder, were also sig-
nificantly more likely to endorse experiences of acts of
commission, omission, and betrayal as compared to those
who did not meet case criteria (see Table 4).

Discussion

This study aimed to examine the experience and impact of
PMIEs in a nationally representative sample of NHS health-
care staff during the COVID-19 pandemic. Four key find-
ings were observed. First, nearly a third of healthcare staff
reported experiences of PMIEs, with acts of betrayal most

frequently reported. Second, PMIE exposure was signifi-
cantly associated with adverse mental health symptoms
across clinical and non-clinical healthcare staff. Third, spe-
cific work-factors were significantly associated with expres-
sions of moral injury, including being redeployed, a lack of
PPE, and experiencing a lack of support. Finally, in all staff
groups, those reporting symptoms of mental disorders were
significantly more likely to experience PMIEs, with those in
certain roles more likely to endorse specific PMIEs. Nurses
reporting symptoms of mental disorders were significantly
more likely to report all types of PMIEs than those without
symptoms. Whereas doctors who reported mental disorder
symptoms were only more likely to report betrayal events
(not omission or commission). In addition to reporting
betrayal events, other clinical and non-clinical staff reporting
symptoms of mental health disorders were more likely than
those without symptoms to report acts of commission and
omission.

That a substantial proportion (68%; 95% CI 67, 69) of
the present sample met case criteria for one or more prob-
able mental disorders, including PTSD, CMD and alcohol
misuse, is consistent with previous studies (Greenberg et al.,
2020; Lamb, Gnanapragasam, et al., 2021; Liberati et al.,
2021), highlighting the current state of wellbeing in health-
care staff providing care to patients during the COVID-19
Pandemic. This research is novel in that it extends previous
findings on moral injury to the UK healthcare workforce
during the time of the COVID-19 Pandemic. Previous stud-
ies have found relationships between moral injury and men-
tal disorders in other occupational groups, particularly
military samples (Bryan et al., 2018; Griffin et al., 2019;
Williamson et al., 2018). The significant relationship
between experiences of moral injury and adverse mental
health in UK healthcare staff found in the present study
adds to the literature by illustrating that moral injury can be
experienced by staff in non-military settings, and also have
negative associations with mental ill-health. However, due to
the cross-sectional design of the current study, we cannot
infer causality. Nonetheless, the present results highlight
that moral injury is associated with poor wellbeing in both

Table 3. Odds ratio (OR) and adjusted odds ratio (AOR) for MIES total and subscales, for individuals meeting cut-off for each mental health measure.

PTSD Alcohol misuse CMD Anxiety Depression Burnout Any MH measure

MIES total cut-off OR (95% CI) 3.1 (2.8, 3.5) 1.2 (1.0, 1.4) 2.5 (2.1, 2.9) 2.8 (2.5, 3.1) 2.6 (2.4, 2.9) 3.1 (2.9, 3.4) 3.0 (2.5, 3.6)
p< .001 p¼ .02 p< .001 p< .001 p< .001 p< .001 p< .001

AOR (95% CI) 3.0 (2.4, 3.6) 1.2 (0.9, 1.5) 1.9 (1.6, 2.3) 2.2 (2.0, 2.5) 2.1 (1.8, 2.3) 2.3 (2.0, 2.7) 2.3 (1.9, 3.0)
p< .001 p¼ .11 p< .001 p< .001 p< .001 p< .001 p< .001

MIES omission OR (95% CI) 2.4 (2.1, 2.9) 1.3 (1.1, 1.5) 2.0 (1.5, 2.6) 2.2 (1.9, 2.5) 2.0 (1.6, 2.5) 2.3 (2.0, 2.5) 2.6 (1.9, 3.6)
p< .001 p¼ .005 p< .001 p< .001 p< .001 p< .001 p< .001

AOR (95% CI) 2.2 (1.9, 2.6) 1.4 (1.0, 1.7) 1.6 (1.2, 2.1) 1.8 (1.4, 2.1) 1.6 (1.3, 2.1) 1.7 (1.6, 1.9) 2.2 (1.5, 3.1)
p< .001 p5 .007 p5 .003 p< .001 p< .001 p< .001 p< .001

MIES commission OR (95% CI) 3.4 (2.7, 4.2) 1.7 (1.4, 2.2) 2.4 (1.8, 3.2) 3.1 (2.5, 3.8) 2.9 (2.4, 3.5) 3.0 (2.4, 3.8) 3.2 (2.0, 5.2)
p< .001 p< .001 p< .001 p< .001 p< .001 p< .001 p< .001

AOR (95% CI) 2.9 (2.2, 3.8) 1.9 (1.4, 2.6) 1.9 (1.3, 2.7) 2.5 (1.9, 3.3) 2.5 (2.0, 3.0) 2.4 (1.9, 3.0) 2.7 (1.6, 4.7)
p< .001 p5 .001 p5 .002 p< .001 p< .001 p< .001 p5 .001

MIES betrayal OR (95% CI) 3.1 (2.7, 3.5) 1.3 (1.0, 1.5) 2.8 (2.4, 3.2) 3.1 (2.7, 3.4) 2.8 (2.4, 3.3) 3.5 (3.1, 4.0) 3.3 (2.8, 4.0)
p< .001 p¼ .02 p< .001 p< .001 p< .001 p< .001 p< .001

AOR (95% CI) 2.8 (2.3, 3.3) 1.2 (0.9, 1.6) 2.0 (1.8, 2.3) 2.4 (2.1, 2.7) 2.2 (1.8, 2.6) 2.6 (2.2, 3.2) 2.4 (2.0, 3.0)
p< .001 p¼ .13 p< .001 p< .001 p< .001 p< .001 p< .001

AOR: adjusted for age, sex, ethnicity, role, change in role, contact with COVID-19 patients, adequate PPE, adequate support from colleagues, managers, and
family/friends, colleague died from COVID-19. Bold indicates statistically significant AOR. Any mental health measure ¼ met criteria for one or more mental
disorders.
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clinical and non-clinical staff – particularly following acts of
commission, omission and betrayal. This highlights that
moral injury is not solely applicable to clinical staff and
does occur to staff who may not directly provide patient
care. As safeguarding the wellbeing of staff is a priority for
the NHS, these findings suggest that all staff, including
those who do not work clinically, may experience moral
injury and this should be considered when making provi-
sions for staff wellbeing support.

A number of occupational factors were found to be asso-
ciated with moral injury, including a lack of support from
management and colleagues, perceived lack of PPE and hav-
ing a colleague die of COVID-19. These findings are broadly
consistent with a recent qualitative study which observed
that military veterans may be more vulnerable to moral
injury if they felt had a lack of support from chain of com-
mand (Williamson et al., 2020). This highlights that health-
care staff may benefit from targeted support from those in
management roles, with managers prepared to have psycho-
logically sensitive conversations with staff, offering informal
support and signposting to services where necessary
(Williamson et al., 2020). A lack of adequate PPE to protect
staff was a problem for the NHS at the start of the pan-
demic in March 2020 (Mantelakis et al., 2021). Frankly pre-
paring staff for the difficult tasks they will be asked to carry
out in less than ideal and perhaps unsafe circumstances may
potentially be protective and normalise distress (Greenberg
& Tracy, 2020). Transparent discussion and acknowledge-
ment when staff/organisational failings have occurred, as
well as when staff have been placed in impossible situations,
may also be experienced as validating and helpful. Those
staff who re-deploy may also be most likely to benefit from
(in)formal support and targeted advice. For example, staff
who re-deploy should be adequately prepared for their role
or, where time is lacking, be closely mentored as they begin
their role. Staff should also be checked for redeployment
suitability – for instance, if they are in a vulnerable group
(Lamb, Gnanapragasam, et al., 2021) – and be provided
with information about the role and the risks associated so
they are able to make an informed choice about re-deploy-
ment. Ideally, having redeployment be explicitly voluntary
may be beneficial. Where a colleague has died, it may be
beneficial for managers to ensure that this is recognised and
acknowledged as a impactful event and ensure appropriate
support is in place. Previous studies have found that feeling
satisfied by the notification of death process, where suffi-
cient information was given in order to make sense of what
happened, is related to less long-term mental distress
(Kristensen et al., 2012). Nonetheless, future qualitative
studies to provide an in-depth understanding of the impact
of PMIEs on healthcare staff wellbeing and their perceived
support needs would be worthwhile in informing this pro-
cess. Equally, during adversity it is possible to experience
traumatic growth (Tedeschi & Calhoun, 2004) and this
should also be examined in future healthcare staff wellbeing
research.

Those with mental health problems across the healthcare
sample were significantly more likely to report betrayal

events. Additional research is needed to better understand
how staff perceive the betrayal events to have occurred and
by whom (e.g. colleague, the public, the government) to
inform targeted interventions for repair. Where a betrayal
event has occurred “in house”, reflective practice sessions,
such as Schwarz rounds (Flanagan et al., 2020), that allow
views to be expressed and solutions to be co-produced may
be effective to mitigate the development of moral injury. If
a betrayal is perceived to be caused by someone outside the
health service, then a governmental or community approach
may be more appropriate. As this study examined moral
injury using the MIES, which includes items which could be
interpreted in more than one way (e.g. “I feel betrayed by
others outside the health service who I once trusted”),
responses may not always reflect moral injury as it relates to
staff’s occupational role. Nonetheless, recommendations of
measures to manage moral injury arising outside the NHS
(e.g. public enquiries) are beyond the scope of this paper.

Nurses who met criteria for likely mental disorders were
more likely to report all types of PMIEs and may be more
vulnerable to a broader range of PMIEs compared to other
staff. It is possible that nurses may be particularly vulnerable
to moral injury as they have considerable responsibilities
and demands on their time, yet they also may have less
“control” over the care they are asked to provide despite
often spending considerable time with patients and their rel-
atives. In the general population, those most likely to experi-
ence mental disorders related to COVID-19 are often
younger, female and those with children (O’Connor et al.,
2021; Public Health England, 2021) – criteria which many
nurses fit. However, given the cross-sectional nature of the
study, it is unclear whether exposure to PMIEs causes men-
tal health problems, or whether having mental health prob-
lems makes one more likely to experience PMIEs. No
prospective studies of moral injury have been conducted to
date and this leaves a considerable gap in our understanding
of the development and impact of moral injury over time.

This study has several strengths and limitations. Amongst
the strengths was the inclusion of a large and representative,
weighted NHS sample. A second strength was that moral
injury was examined comprehensively, exploring not only
the impact of exposure on wellbeing but also at the factors
associated with exposure. However, a limitation of this study
is that there is no existing UK validated measure for moral
injury. We used the MIES because it has been used inter-
nationally (Plouffe et al., 2021; Zhizhong et al., 2020), yet as
some of the MIES items include distress related to moral
injury (e.g. “I am troubled by…”) it is possible this may
have conflated effects (Frankfurt & Frazier, 2016). Second,
the MIES was only completed by participants who took part
in the longer survey (Lamb, Gnanapragasam, et al., 2021).
Evidence from the longer survey, reported in Lamb,
Gnanapragasam, et al. (2021) found women were statistically
significantly more likely to complete both surveys than men,
as were participants of White ethnicity, those in a relation-
ship, those who were nurses or in non-clinical roles, and
those who had not been redeployed. As nursing staff and
those who were re-deployed may be at particular risk for
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moral injury, this may have impacted our findings. Third,
the presence of mental health difficulties was evaluated
using self-report measures rather than clinical interviews,
which is the gold standard for mental illness assessment.
Finally, the cross-sectional nature of this study cannot be
overlooked, and the direction of effects is unclear.

Conclusion

The present study illustrates that NHS healthcare staff in both
clinical and non-clinical roles report exposure to PMIEs dur-
ing their work in the COVID-19 pandemic. Experiences of
PMIEs were significantly associated with poor mental health
symptoms, which is consistent with the broader literature in
other high-risk occupational groups (Williamson et al., 2018).
Importantly, we identified a number of socio-demographic
and occupational variables associated with expressions of
moral injury, such as experiencing redeployment, which may
inform the targeted advice and support offered to staff.
Finally, this study found that experiences of betrayal events
were especially prevalent and nurses in particular may be
exceptionally vulnerable to a broader range of PMIEs than
other staff. Further research is needed to develop effective
interventions for moral injury, especially in healthcare set-
tings, to safeguard the wellbeing of staff.
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