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Abstract
Background Moral distress arises when a person is aware of the right course to take but is prevented from 
acting on it by institutional constraints. While this concept has been considered by nursing ethicists for 
many years, it has been particularly associated with the unprecedented healthcare conditions caused 
by the coronavirus disease 2019 (COVID-19) pandemic.

Aim To investigate the level of moral distress affecting advanced practice nurses (APNs) in the UK during 
the COVID-19 pandemic.

Method This was a mixed-methods study in which a bespoke cross-sectional survey was sent to 243 APNs  
from across the UK who had been recruited to a broader longitudinal cohort study. The survey asked 
about their experiences, well-being and moral distress. Open-ended questions asked about their 
concerns regarding the health and well-being of their patients and colleagues.

Findings A total of 97 APNs completed the survey, yielding a 40% response rate. Levels of moral distress 
were significantly higher among APNs working in secondary care (P=0.026) compared with those working 
in primary care. All of the respondents expressed concerns about patients due to delayed care and about 
the mental well-being of their colleagues, particularly those who were redeployed to COVID-19 wards.

Conclusion The COVID-19 pandemic has caused moral and psychological distress for APNs. However, the 
type of distress and its direct causes varied among these practitioners. Tailored support is required to 
address moral distress and subsequently improve staff retention.
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Background
It has been well-documented that the coronavirus 
disease 2019 (COVID-19) pandemic has taken 
a toll on nurses around the world, with post-
traumatic stress identified in around 30% 
(Zhu et al 2020), emotional exhaustion in 
61% (Hu et al 2020) and anxiety in 38% of 
nurses (Labrague and De Los Santos 2020). 

Staff shortages, a lack of personal protective 
equipment and fear of becoming unwell with 
COVID-19 have led to an exacerbation of 
burnout in the nursing profession (Ross 2020).

The authors of this article investigated the 
consequences of the COVID-19 pandemic for 
UK-based advanced practice nurses (APNs) as 
part of an ongoing longitudinal cohort study on 
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their experiences and well-being 
(Wood et al 2020).

Literature review
A UK survey carried out in June 
2020 identified that many APNs 
were experiencing stress and fear, 
with 47% considering leaving their 
job during the first three months of 
the COVID-19 pandemic (Wood 
et al 2021). These APNs also 
reported being concerned that 
patients were not receiving routine 
care, either due to a reluctance to 
visit healthcare centres, or because 
some services were closed to enable 
staff redeployment to COVID-19 
priority areas (Wood et al 2021). 
In 2020, 6 million fewer patients in 
the UK were referred to consultant-
led clinics than in 2019 (Gardner 
and Fraser 2021), and it has been 
estimated that 41% of US adults 
delayed or avoided medical care 
during 2020 (Czeisler et al 2020).

Moral distress is a concept that 
has been considered by nursing 
ethicists for many years. It is not 
a mental health condition, although 
it is highly correlated with post-
traumatic stress disorder, depression 
and anxiety (Giannetta et al 2020). 
Jameton (1984) defined moral 
distress as occurring ‘when one 
knows the right thing to do, but 
institutional constraints make it 
nearly impossible to pursue the 
right course of action’. Unresolved 
and long-term moral distress can 
lead to moral injury (Čartolovni 
et al 2021).

Moral distress in healthcare 
staff has been linked to the 
unprecedented healthcare 
conditions resulting from the 
COVID-19 pandemic. These 
conditions included: having to 
provide crisis-level standards of 
care; staff shortages; changes to 
visiting policies; a lack of medical 
equipment such as ventilators 
leading to the rationing of care; 
and witnessing suffering and 
dying in numbers rarely seen by 
nurses and other healthcare staff 
during peacetime (Cacchione 
2020, Daubman et al 2020, 
British Medical Association 2021, 
Silverman et al 2021). US research 
has identified an increase in moral 
distress among nurses as a result of 
the pandemic (Lake et al 2022), and 
in the UK there have been similar 

findings in other professionals such 
as doctors (Rimmer 2021).

When they encounter a moral 
dilemma at work, healthcare 
professionals have three options: say 
nothing and act as instructed; speak 
up and attempt to instigate changes; 
or leave the team, organisation 
or profession. However, many 
healthcare professionals do not feel 
confident to raise concerns about 
the quality of care or patient and 
staff well-being due to a fear of 
retaliation (Ekpenyong et al 2021). 
If NHS staff feel unable to speak 
up and continuing to work leads 
to psychological and emotional 
trauma, the only course of action 
left for them is to leave their roles. 
There was a severe staff retention 
crisis in the NHS even before the 
pandemic, with more than 43,000 
nurse vacancies across the UK 
(Mitchell 2019). The presence 
of widespread moral distress in 
healthcare organisations, during and 
after the pandemic, may compound 
any issues related to staff retention.

To avoid exacerbating these 
workforce challenges (Hossain 
and Clatty 2021), it is important 
for healthcare organisations to 
support staff in raising concerns 
and to identify moral distress. 
Relative to other nurses, APNs 
often have additional clinical 
responsibilities and require a higher 
level of decision-making, which may 
increase the risk of moral distress 
in this group.

Aim
To investigate the level of moral 
distress affecting APNs in the UK 
during the COVID-19 pandemic.

Method
Design
This was a mixed-methods study 
that involved a cross-sectional 
survey. The research question was: 
‘Were UK APNs working during the 
COVID-19 pandemic affected by 
moral distress, and to what extent 
and does this differ by sector?’ 
Respondents were asked about their 
experiences during the previous year 
(February 2020 to February 2021).

Respondents
The respondents were APNs 
who were already taking part in 
a longitudinal study. The cohort 

was initially recruited between 
September 2018 and March 2019 
(Wood et al 2020), with further 
recruitment between December 
2019 and February 2020. The 
cohort comprises 243 APNs 
from across the UK who work in 
advanced practice roles, although 
their job titles varied significantly 
(Wood et al 2020). They were 
working predominantly as NHS 
employees, but some worked as 
freelance locums.

Data collection
All 243 cohort members were 
emailed the link to an online 
survey between 10 March 2021 
and 26 April 2021. The survey 
contained the standard annual 
questionnaire for the cohort with 
some modifications to take into 
account responses from previous 
years and the COVID-19 pandemic. 
These modifications included the 
addition of questions about moral 
distress and their intent to leave 
their role or the profession. The 
standard questionnaire includes the 
Short Warwick-Edinburgh Mental 
Wellbeing Scale (SWEMWBS) 
(Stewart-Brown et al 2009), 
a seven-item tool for measuring 
mental well-being.

Two open-ended questions 
were added to the standard 
questionnaire: 
 » Are you seeing consequences of 
delayed care for patients in your 
area of work? (please describe 
what is happening in your area).
 » Do you have ongoing safety/well-
being concerns for staff in your 
area of work? (please describe 
what is happening in your area).

The Measure of Moral Distress 
for Healthcare Professionals 
(MMD-HP) (Epstein et al 2019) 
was included as an addition to 
the main questionnaire. It was 
not incorporated in the main 
questionnaire to ensure it was 
as user-friendly as possible. The 
MMD-HP was adapted and 
updated from the Moral Distress 
Scale-Revised (Hamric et al 2012). 
It has 27 items, each of which is 
rated according to frequency and 
intensity on a five-point Likert scale 
(0-4). The two scores for each item 
are multiplied together because ‘this 
eliminates items never experienced 
or not seen as distressing, giving 
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a more accurate reflection of the 
respondent’s actual moral distress’ 
(Epstein et al 2019). This means 
the item scores range from 0 to 16 
for each item and the overall score 
ranges from 0 to 432. The higher 
the score on the MMD-HP, the 
higher the moral distress. 

Data analysis
Descriptive statistics were used 
for most of the questionnaire. 
Inferential statistics were used to 
investigate the MMD-HP and its 
relationship to the main variables 
identified from the survey data. 
The survey was completed online 
and almost all of the questions 
were mandatory, so there was no 
missing data. 

Independent groups t-tests 
were used to compare the APN 
respondents with the general 
population for the SWEMWBS 
score and to compare APNs 
working in primary and secondary 
care for the MMD-HP. Pearson’s 
correlation was used to look for 
a relationship between respondents’ 
MMD-HP and SWEMWBS scores, 
and between their MMD-HP scores 
and intent to leave. The open-ended 
questions were analysed using 
thematic analysis (Braun and Clarke 
2006) to identify the main themes. 
Reporting of the findings followed 
the Strengthening the Reporting 
of Observational Studies in 
Epidemiology (STROBE) guidelines 
(von Elm et al 2007).

Ethical approval
The broader longitudinal cohort 
study was reviewed by the 
institutional ethics committee and 
granted approval in September 
2018. This included permission 
to include additional questions as 
research questions or as ongoing 
events developed. Informed consent 
to participate was received from 
all respondents. This research was 
carried out in accordance with 
the principles of the Declaration 
of Helsinki (World Medical 
Association 2018).

Patient and public involvement
APN stakeholders, including 
individual APNs and professional 
bodies, were involved in the 
initial design of the cohort and 
continue to be involved in this 

research. This survey did not 
directly involve stakeholder or 
patient and public involvement in 
its development, but the research 
team agreed the questions based 
on multiple anecdotal reports of 
issues experienced by nurses and 
other healthcare professionals 
from social media, mainstream 
media and medical journals. APNs 
were involved in planning the 
dissemination of the study findings.

Findings
Of the 243 APNs sent the survey, 
97 completed it, yielding a response 
rate of 40%. Table 1 shows selected 
characteristics of the respondents. 
Pay and conditions for NHS staff 
are standardised across the UK 
under the Agenda for Change 
system. Previous research has 
shown that the APN role is not well 
standardised, with wide variety in 
pay and conditions (Wood et al 
2020). This was reflected in the 
APN respondents in this study, who 
ranged across five pay bands (bands 
6-8c). However, most of them were 
on band 8a (n=55, 57%).

Respondents reported significant 
changes in practice and service 
delivery due to the COVID-19 
pandemic. Almost all the 
respondents (n=92, 95%) expected 
some of these changes to continue, 
with 25% (n=24) expecting the 
extensive changes to their services 
to be permanent.

Around 60% (n=58) of 
respondents were considering 
leaving their current role and 23% 
(n=22) were considering leaving 
nursing entirely. One in four 
respondents reported that they were 
more likely to leave now than they 
were 12 months ago (n=24, 25%), 
62% (n=60) reported no change 
and 14% (n=13) reported that they 
were now less likely to leave.

Half of respondents (n=49, 
51%) reported feeling unwell due 
to work-related stress in the past 
12 months, which is slightly higher 
than the 2020 NHS staff survey 
figure of 44% (NHS Providers 
2021). The respondents’ mean well-
being score on the SWEMWBS was 
22.45 (standard deviation (SD) 3.6), 
which is significantly lower than 
the mean for the general female 
population in England (23.59 
P<0.01) (Ng Fat et al 2017).

Measure of Moral Distress for 
Healthcare Professionals scores
Of the cohort, 69 respondents 
(71%) completed the MMD-HP, 
and their mean score was 50.46 
(SD 42.6). This is lower than the 
mean score of 112.3 (SD 73.2) that 
was previously reported in a study 
of US nurses (Epstein et al 2019). 
The findings of this study indicated 
that there is a significant difference 
in mean MMD-HP scores between 
APNs in primary care (39.6) and 
secondary care (62.3) (P=0.026, 
t -2.2801, degrees of freedom 
(df) 67). There was no significant 
correlation between SWEMWBS 
and MMD-HP (P=0.310, Pearson 
-0.124, df 67) or between MMD-
HP and intent to leave (P=0.511, 
Pearson -0.081, df 67). 

Table 2 shows the mean 
frequency x intensity scores for the 
five highest scoring items on the 
MMD-HP. It should be noted that 
many of these items have system-
level root causes.

Open-ended questions
Table 3 shows the themes and 
subthemes identified from the  
open-ended questions.

Table 1. Selected characteristics of the 
respondents (n=97)

Characteristic n (%)

Setting: 
 » Primary care 
 » Secondary care 
 » Mixed

47 (48%)
38 (39%)
12 (12%)

Employer: 
 » NHS 
 » Non-NHS organisation

81 (84%)
16 (16%)

Length of service:
 » Registered nurse for ≥15 years
 » Registered nurse for <15 years

86 (89%)
11 (11%)

Credentialing:
 » Credentialed with the Royal College of Nursing
 » Not credentialed with the Royal College of Nursing

51 (53%)
46 (47%)

Satisfaction with remuneration:
 » Satisfied or very satisfied
 » Neither satisfied nor dissatisfied
 » Dissatisfied or very dissatisfied

57 (59%)
16 (16%)
23 (24%)

Felt unwell due to work-related stress in the past 
12 months:
 » Yes
 » No

 
49 (51%)
48 (49%) 
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Concerns about the impact of 
COVID-19 on patient care
Several APNs expressed anxiety 
about the effects of the COVID-19 
pandemic on patient care for non-
COVID-19-related conditions. 
Of particular concern was that 
patients had delayed accessing 
services either by choice or because 
of the reduction in normal services, 
which was leading to an increase in 
advanced illnesses and missed ‘red 
flag’ symptoms:

‘Patients have become symptomatic 
and cancers have been found, which 
could have been detected earlier if 
they had received their surveillance 
procedure.’ (APN 73)

Respondents described situations 
where patients had delayed the 
use of emergency care and other 
services as a result of COVID-19, 
which in some cases was indicated 
by untreated fractures and bone 
metastases. These delays had left 
patients in pain with uncertainty 
about when they may be treated. 
Delayed consultations led to the 
initial presentation of patients with 
more serious illnesses, which were 
terminal in some cases:

‘I am seeing premature 
death.’ (APN 23)

Some respondents described cases 
of patients presenting to services 
later than usual due to their fear 

of contracting COVID-19 or their 
adherence to UK government advice 
to ‘stay at home’ and ‘protect the 
NHS’ to ‘save lives’:

‘I have also seen patients unwilling 
to go to have investigations due 
to risks of COVID – even though 
I would deem them as urgent or red 
flag situations.’ (APN 50)

Respondents also reported that 
there has been an adverse effect on 
the quality of patient care provided 
due to staff shortages:

‘Delayed medication administration 
due to staff shortages, falling short 
of sepsis guidelines.’ (APN 12)

‘Waiting times for hospital 
appointments and non-urgent 
operations [are] very long 
now.’ (APN 39)

While not everyone with a red 
flag symptom will have a serious 
condition, some patients will, and 
the purpose of a red flag referral is 
that early identification is essential 
for these conditions to improve 
prognosis. These opportunities for 
early identification may be being 
missed. Other respondents described 
an increase in patients presenting 
with mental health issues:

‘We are seeing many patients (way 
beyond our normal numbers) with 
acute mental health problems. This 
is providing increasing stress within 
the work environment.’ (APN 89)

Lockdown, isolation and financial 
concerns have led to mental health 
issues for many people, which are 
challenging to manage in short 
general practice consultations 
and may also overwhelm already 
overstretched mental health 
services. The cancellation of routine 
reviews of long-term conditions was 
also noted as concerning but yet to 
be evaluated:

‘Annual reviews…investigations 
delayed for many patients with 
long-term conditions due to the 
pandemic. No clear consequences of 
this [is] evident yet.’ (APN 75)

There was also concern for the long-
term implications of these delays:

‘[We are] now getting backlog 
of chronic pain, mental 
health, undiagnosed chronic 
conditions.’ (APN 5)

Concerns about the impact of 
COVID-19 on staff well-being
The pandemic conditions have 
affected not only patient health, 
but also staff well-being. The 
respondents described several 
factors that affected their well-
being, with staff shortages – as 
a consequence of shielding, illness, 
isolation and issues retaining 
experienced staff – being raised as 
a concern by several respondents:

‘[We are] understaffed and 
overworked.’ (APN 88)

While some respondents mentioned 
being well-supported by their 
employers, others felt that support 
was lacking, and the ongoing issues 
associated with ‘long COVID’ were 
not adequately addressed:

‘Long COVID is not supported 
in the trust, which is something 
I have recently identified as an 
area where improvements may be 
needed to ensure equity of return to 
work.’ (APN 55)

Increased workload and being unable 
to take annual leave were identified 
as further causes for concern:

‘Staff are overworked and have 
struggled to take holiday or time  
in lieu.’ (APN 26)

For some of the APNs in 
primary care, the increased 
workload was a consequence of 
the additional responsibility of 
delivering the national COVID-19 
vaccination programme:

‘We’re all exhausted – especially 
combining vaccine work with day-
to-day work.’ (APN 3)

The respondents described how 
these and other COVID-19-related 
challenges affected their well-being. 
For some, social distancing policies 
led to feelings of isolation and 
a lack of peer support:

‘Lack of usual social contact as 
part of a working day, which can 

Table 2. The mean frequency x intensity scores 
for the five highest scoring items on the Measure 
of Moral Distress for Healthcare Professionals 

Item Mean frequency x  
intensity scores 

(standard deviation) 

9. Watch patient care suffer because of 
a lack of provider continuity

3.67 (3.87)

16. Be required to care for more patients 
than I can safely care for

3.52 (4.47)

17. Experience compromised patient 
care due to lack of resources/
equipment/bed capacity

3.33 (4.34)

19. Have excessive documentation 
requirements that compromise 
patient care

2.88 (4.25)

14. Witness low quality of patient care 
due to poor team communication

2.74 (3.31)
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impact on well-being of staff, 
particularly those who also live 
alone.’ (APN 71)

Others reported they have become 
exhausted from the ever-changing 
workload and distressed from 
caring for increasingly unwell 
patients, with concomitant concerns 
about the risk of burnout and 
mental health issues. The pressures 
experienced by respondents during 
the COVID-19 pandemic negatively 
affected their mental well-being:

‘My main concern is mental 
health and burnout as we have 
been flat-out throughout this 
period.’ (APN 74)

‘My staff are well supported but 
many of those who were redeployed 
are suffering with degrees of [post-
traumatic stress disorder] and mood 
disorder.’ (APN 84)

Discussion
In the UK, the COVID-19 pandemic 
has exacerbated the pressures on 
an already overstretched healthcare 
system. Even before the pandemic, 
there had been growing patient 
demand that was not matched 
by a corresponding increase in 
nursing staff, and the pandemic has 
compounded this issue (Buchan et al 
2020). Respondents in this study 
described some of their workplace 
challenges and the effect these had 
on their well-being. The prevailing 
message was one of exhaustion and 
concern about mental health issues 
in their fellow APNs and colleagues.

The APNs were also concerned 
about the delayed presentations 
of patients and the large backlog 
of patients needing to be seen by 
healthcare services. The study data 
indicated that there was a difference 
between staff in primary and 
secondary care, with primary care 
staff experiencing isolation and 
secondary care staff at greater risk 
of trauma and moral distress. This 
reflects similar research by King 
et al (2022), which found that 
trainee and newly qualified nurse 
associates based in community and 
primary care were significantly 
more likely to report concerns 
about staffing, overtime, missed 
care and safety than those working 
in secondary care.

The average well-being score for 
the cohort was significantly lower 
than that for the general population 
of England (P<0.01), although 
this finding should be viewed with 
caution since the general population 
figure is based on data from 2010-
2013 (Ng Fat et al 2017). Several 
studies indicate that the well-being 
of the population has decreased 
due to the COVID-19 pandemic 
and the subsequent lockdowns 
(Groarke et al 2020, O’Connor et al 
2021). However, without reliable 
measures this cannot be confirmed. 
The well-being of this APN cohort 
may be higher than that of other 
groups; for example, this cohort has 
significantly higher well-being than 
UK-based university students during 
lockdown (Evans et al 2021).

Moral distress appears 
significantly higher in APNs 
working in secondary care 
compared with those working in 
primary care. There may be clinical 
reasons for this, such as the increase 
in patient demand in secondary 
care services due to COVID-19. 
However, this could also be because 
some questions in the MMD-HP 
are more likely to be an issue in 
secondary care than primary care 
– for example item 17 (experienced 
compromised patient care due to 
lack of resources/equipment/bed 
capacity). Almost all investigations 
of moral distress in healthcare 
professionals have used the Moral 
Distress Scale-Revised (Hamric et al 
2012) or the MMD-HP (Epstein 
et al 2019), or local translation  
and/or adaptation of these scales. 
Most studies have focused on 
secondary care and usually acute 
adult inpatient hospitals. 

Total moral distress scores tend 
to be higher in studies based in the 
US (Epstein et al 2019, Bleicher 
et al 2021) than in Europe (Colville 
et al 2019, Donkers et al 2021). 
The total scores of the APNs in 
this study appear to be similar to 
those of healthcare professionals in 
other European studies, particularly 
among respondents working in 
secondary care. All respondents in 
this study described exhaustion as 
a serious concern; among primary 
care APNs this was frequently 
articulated as ‘isolation’, while 
secondary care APNs often referred 
to exhaustion in terms of ‘trauma’.

The data from the open-ended 
questions and the higher rates of 
moral distress in secondary care 
reflect Ffrench-O’Carroll et al’s 
(2021) findings that staff in the 
Republic of Ireland who were 
redeployed during the COVID-19 
pandemic had higher rates of moral 
and psychological distress than 
those who remained in their usual 
place of work. The effect of caring 
for increasingly unwell patients on 
APNs’ well-being supports previous 
research by Daubman et al (2020), 
which found that moral distress 
often results from witnessing 
increased suffering.

The moral and psychological 
distress experienced by healthcare 
professionals as a result of the 
COVID-19 pandemic had the 
potential to significantly worsen 
the pre-existing workforce crisis in 
the NHS (Buchan et al 2017, Wood 
et al 2021). Staff were mentally 
and physically exhausted and many 
would need support to cope with 
their isolation, stress and trauma. 
These issues needed to be addressed 
in a timely and person-centred 
manner to improve staff retention.

Despite their exhaustion and 
the inherent risks of burnout, the 

Table 3. Themes and subthemes identified from 
the open-ended questions

Themes Subthemes Codes

Impact on 
patient 
care

Delayed care Reluctance to attend 
healthcare services

Late presentations

Long waiting lists

Cancellation of routine reviews

Consequences 
for patients

Missed care

Delayed diagnoses

Impact on 
staff well-
being

Challenges Staffing levels

Safety

Support

Workload

Consequences 
for staff

Isolation

Burnout

Mental health issues

Exhaustion
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APNs in this study maintained 
considerable concern for their 
patients, which again was similar 
to reports from trainee and newly 
qualified nursing associates (King 
et al 2022). The APNs in this study 
also reported long waiting lists, 
treatment backlogs and delayed 
presentation of red flag symptoms. 
This reflects an analysis by the 
British Medical Association (2022), 
which reported there were more 
than 6.73 million people waiting for 
treatment in June 2022, compared 
with 4.43 million in February 2020 
before the pandemic. These factors 
would need to be considered as 
part of any resource planning in the 
NHS in the foreseeable future. 

Limitations
The response rate in this study was 
relatively low, but this may be due 
to the challenging circumstances 
being experienced at the time by the 
cohort. The authors have also heard 
anecdotally that many staff were 
moving away from using emails 
and towards messaging applications 
such as WhatsApp, so it is possible 
that the research communication 
method used was outdated. Given 

that around 60% of the respondents 
were considering leaving their role, 
another possibility is that many of 
the non-respondents may have left 
their previous job and subsequently 
changed their email address, so were 
uncontactable. Many in the cohort 
may have been redeployed so they 
might not have had access to the 
email address they initially provided 
when recruited to the cohort. One 
previous respondent emailed to say 
she could no longer take part as she 
had retired. 

Due to the lack of standardisation 
and direct regulation of APNs in 
the UK, the exact number of these 
advanced practitioners is unknown. 
It is unclear whether the size and/or 
diversity of the cohort was sufficient 
to be representative of the breadth 
of APNs’ experience. However, the 
cohort was comprised of APNs 
from a variety of geographical 
locations across all four UK 
nations and different specialities 
of healthcare, and as such it had 
external validity.

Conclusion
This study found that the 
COVID-19 pandemic caused moral 

and psychological distress for 
many APNs. However, the type of 
distress and its direct causes varied 
across these practitioners. It also 
identified that APNs working in 
primary care tended to experience 
isolation, whereas APNs working in 
secondary care tended to experience 
trauma. APNs in all settings were 
mentally and physically exhausted. 
These issues need to be addressed 
in a sensitive and timely manner, 
with tailored support provided to 
staff to prevent further exacerbation 
of the NHS workforce crisis and 
concomitant staff attrition in the 
years to come.
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