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Abstract
Background.

Ethical analysis of the COVID-19 pandemic has centred on triage and allocation. Far less is known about
the everyday ethical experience of frontline medical residents. This study set out to describe that
experience from residents’ own accounts.

Methods.

In this single-centre phenomenological qualitative study we used the Inductive Process to Analyze the
Structure of Lived Experience (IPSE) to analyse semi-structured interviews with 33 medical residents at
the Hospital das Clinicas, University of Sdo Paulo (HCFMUSP), a primary COVID-19 referral centre,
between July 2020 and January 2021. Interviews were conducted, transcribed and coded in Portuguese.
Reporting follows the COREQ and SRQR criteria.

Results.

Six interrelated themes describe a movement from institutional fragility to moral injury: institutional
absence, intergenerational and hierarchical tension, ambiguity of responsibility, ethical loneliness, the
quiet compromise, and moral injury. Residents repeatedly made morally significant decisions in isolation,
without relational spaces for shared deliberation or recognition. Hierarchical asymmetries silenced
moral dissent. The cumulative moral residue described in these accounts crystallised into lasting moral
injury. Residents consistently identified the absence of structured institutional support as what was
missing.

Conclusions.

The ethical difficulty residents described lay in ordinary clinical decisions taken without guidance, within
a hierarchy in which disagreement carried a cost, and with no one to deliberate with. In these accounts
moral suffering arose from the relational conditions of the work rather than from the resilience of
individual clinicians, and what remained afterwards was described as damage to moral identity rather
than as fatigue. Medical ethics appears here as a practice enacted within clinical work rather than
applied to it from outside, which places structured support for moral deliberation within crisis
preparedness rather than after it.

Background

Ethical analysis of the COVID-19 pandemic concentrated on high-profile dilemmas: intensive-care triage
and vaccine allocation [1-3]. Far less is known about the everyday ethical tensions frontline residents
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faced, or about the institutional conditions that let those tensions harden into lasting harm. Residents
are a particularly exposed group. They carry substantial clinical responsibility, hold little formal authority,
and depend on supervisors who were themselves overwhelmed. Commentators identified them early in
the pandemic as a group at high risk of moral distress for precisely this reason [4]; a comparison of
internal medicine residents before and during the pandemic found that fear of retribution for speaking up
rose sharply over that period [5]; and a qualitative study of intensive care during the surge described how
the supervision on which trainees depend was itself eroded by the reorganisation of the wards [6].

These everyday dilemmas rarely appeared in formal ethics protocols, yet they pervaded clinical practice.
Should a mildly symptomatic colleague be reported for continuing to work? Should a vulnerable patient
be urged to self-isolate despite the emotional harm it might cause? How should a young physician act
when institutional support is absent and official guidance contradicts itself? [7-11] Such questions arise
not from universal rules but from the affective, intersubjective fabric of care. This is what Annemarie Mol
calls the logic of care, an ethical mode in which decisions emerge from the situated interplay of clinician,
patient, and circumstance rather than from autonomy in the liberal sense of isolated decision-making.
[12]

Five constructs recur throughout this article: moral distress, moral residue, moral injury, ethical
loneliness and moral loneliness. They are frequently used as if interchangeable. They are not. Table 1
gives the working definition adopted here for each; the Discussion returns to the relations between them.

This is the third article in a series on residents working through the most acute phases of the pandemic.
The first showed that technology, though indispensable, did not resolve the human dilemmas of clinical
care; the second, that residents experienced the pandemic as a limit situation in Jaspers’ sense [13, 14].
The present study asks what those residents faced ethically.

We draw on qualitative interviews with residents at the Hospital das Clinicas of the University of Sdo
Paulo Medical School (HCFMUSP), one of the largest public hospitals in Latin America [15]. We describe
the ethical and emotional weight of the pandemic as the residents recounted it. By bringing these often-
overlooked moral disruptions to light, we argue for a broadened conception of medical ethics, one
anchored in the lived experience of those who provide care.

Two contributions follow. First, by letting residents recount their own experience, the study brings into
view moral suffering as it arose in the routine of care rather than in the exceptional dilemma. Second, it
shows medical ethics being enacted as a lived and relational practice rather than applied as a body of
principles.

The aim of this study was to describe the ethical experience of frontline medical residents during the
COVID-19 pandemic as they themselves recounted it. The institutional conditions discussed below
emerged from those accounts; they were not posited in advance.

Methods
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We designed a qualitative study grounded in first-person narrative accounts, in order to capture the lived
experience of medical residents during the COVID-19 pandemic. We interviewed residents from
psychiatry and from a range of other specialties who had been directly involved in the care of patients
with COVID-19, together with psychiatry residents who provided psychological support to healthcare
professionals at HCFMUSP, and we analysed the narratives they gave us through a phenomenological
lens. We conducted the study at the Hospital das Clinicas of the University of Sdo Paulo Medical School
(HCFMUSP), a large public university hospital in Sdo Paulo, Brazil, and the primary COVID-19 referral
centre for the state. During the study period the hospital reconfigured approximately 900 beds, 200 in
intensive care and 700 in wards, from specialised inpatient care to COVID-19 treatment [15].

Data collection

To guide the structure and rigour of this qualitative inquiry, we adopted the Inductive Process to Analyze
the Structure of Lived Experience (IPSE), a five-phase method particularly suited for phenomenological
investigation. Its stages are: (1) assembling and training a research team; (2) assurance of the study’s
originality; (3) purposive sampling focused on representativeness and exemplarity; (4) data collection
rooted in experiential access; and (5) systematic data analysis.

We selected the IPSE framework for its methodological clarity and for its capacity to uncover the depth
and texture of lived experience in a disciplined manner [16]. Two members of the research team, both
with prior experience in clinical and qualitative research [17-20], recommended the method and led the
training of a broader team of interviewers, so that we could widen the sampling coverage. We then
developed a semi-structured interview guide to elicit narrative-rich accounts of the pandemic from the
participants’ perspectives (see Additional file 1).

We trained the interviewers under the supervision of the lead researcher and, after the initial training
sessions, reconvened as a team to review the process: we discussed which techniques had worked, the
difficulties we had met, the questions that yielded the richest material, and the points at which the
protocol needed refinement. In a final calibration round we interviewed the lead interviewer as a quality
control measure. After completing this process, the lead interviewer and the trained team conducted the
interviews [21].

Participants and sampling strategy

We used a purposive sampling strategy to reach medical residents who had worked on the front lines of
the COVID-19 response [22]. The only exclusion criterion we applied was a decision not to take part. We
recruited through a snowball approach, inviting each participant to name other eligible colleagues, which
allowed us to include residents from several specialties [23]. We approached forty-one residents: 21
from the psychiatry programme, which had 80 residents enrolled, and 20 from other specialties, drawn
from a pool of more than 300. Eight did not take part, citing lack of interest or personal unavailability,
which left a final sample of 33. No participant withdrew after being interviewed. All 33 interviews entered
the analysis. The quotations presented in the Results come from 29 of these participants, four of whom

Page 5/29



are quoted under more than one theme; the corpus contained further passages conveying the same
experiential dimensions, and we selected the ones that expressed each dimension most clearly rather
than reproducing repetitions of it.

Participants occupied one of two roles during the pandemic, and the distinction matters for how their
accounts should be read. Twenty-three delivered direct clinical care to patients with COVID-19: 15 from
non-psychiatric specialties and 8 psychiatry residents reassigned to general medical duties because of
the surge in demand, whose frontline exposure was therefore comparable to that of the other clinical
specialties. The remaining 10, all from psychiatry, provided psychological support to hospital staff and
did not care for patients with COVID-19 directly.

Among the 33 participants (20 men and 13 women), the distribution of specialties was as follows:
psychiatry (n = 18), general practice (n = 7), paediatrics (n = 3), surgery (n = 2), ophthalmology (n=1),
infectious diseases (n = 1) and haematology (n = 1). Further characteristics are given in Table 2.
Interviews lasted between 45 and 70 minutes, with no cancellations or exclusions. All participants gave
written informed consent. The study was approved by the Research Ethics Committee (Comité de Etica
em Pesquisa) of the Hospital das Clinicas da Faculdade de Medicina da Universidade de Sao Paulo
(HCFMUSP) under CAAE 30710620.2.0000.0068. The study was conducted between July 2020 and
January 2021, a period encompassing the end of the first wave and the onset of the second wave of the
pandemic in Brazil [24].

Interview procedures and transcription

We conducted all interviews remotely on an institutional, access-controlled video-conferencing platform,
in compliance with pandemic-related safety protocols. We stored the recordings on encrypted
institutional storage with access restricted to the research team, in accordance with the Brazilian
General Data Protection Law (Lei Geral de Protecdo de Dados, LGPD). A professional service with a
proven record in handling sensitive material transcribed them under a confidentiality agreement. We
conducted 33 interviews and included all of them in the analysis. One recording was affected by a
technical fault and could not be transcribed in full; we transcribed and analysed the intelligible portions
alongside the rest of the corpus.

We conducted, transcribed and analysed the interviews in the original Portuguese, so that coding was
performed in the source language and semantic and affective nuance was preserved. Only the
illustrative quotations selected for presentation were subsequently translated into English, by a
professional translator experienced in academic and healthcare contexts, and a bilingual member of the
research team checked those translations against the Portuguese originals. To protect confidentiality we
present the quotations without participant identifiers, and no names, initials or other potentially
identifying details appear in them. We interviewed each participant once, in a single session, with no
repeat interviews. Interviewers took field notes during and after sessions to record contextual
observations, although these did not bear directly on the thematic findings reported here. No non-
participants were present during any interview. We did not return transcripts to participants for
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verification; instead the full research team reviewed and confirmed the thematic findings collectively
across three consensus meetings (see Data analysis).

Data analysis

We analysed the interviews following the structured steps of the IPSE method. Eight members of the
research team identified and coded manually, without software, the passages that conveyed the
subjective and existential dimensions of participants’ experiences. We developed an internal coding
language to classify key elements within the narratives, based on recurrent experiential markers, and
applied these codes systematically across all interviews to enable thematic organisation [16].

We held three formal consensus meetings to review the coded material, each documented with written
minutes to support the audit trail. We assessed thematic saturation after coding all 33 interviews, rather
than sequentially during data collection [25-27]. In the second and third meetings we compared the
codes generated by the interviews coded last against the thematic structure already established, and
found that they reproduced existing experiential dimensions without introducing new ones. On this basis
we declared saturation by consensus. We therefore report saturation as a property of the analysed
corpus and do not claim a specific interview at which we reached it. These meetings also served the
broader project from which the present article derives, in which the same dataset yielded three
complementary publications; it was here that we distinguished the six themes reported below from
those assigned to the other two articles. We edited the quotations lightly for readability, removing false
starts and filler expressions without altering meaning, and checked every edit against the original
Portuguese transcripts. We supported the rigour and trustworthiness of the analysis through investigator
triangulation, critical reflection on our preconceptions and theoretical commitments, attention to
disconfirming cases, and consideration of the transferability of the findings to comparable clinical and
institutional contexts [16, 28]. We report the study in accordance with the COREQ 32-item checklist for
interviews and focus groups, provided as Additional file 2, and with the Standards for Reporting
Qualitative Research, provided as Additional file 3.

Researcher positionality and reflexivity

Several members of the interviewing team were themselves residents at HCFMUSP during the same
period, and one team member served both as an interviewer and, in a separate interview, as a
participant. This insider position afforded experiential access and rapid rapport, but also posed risks of
over-identification and of leading. We addressed these reflexively: interviewers were trained and
calibrated, including a round in which the team interviewed the lead interviewer, before data collection;
the team bracketed (epoché) prior assumptions during coding; and the analysis deliberately sought
disconfirming cases. The research team comprised eleven members (four men and seven women),
including residents and faculty from psychiatry and other specialties; the lead researcher is a
psychiatrist with training in phenomenology. Throughout, we remained attentive to how our shared
professional experience could shape both the elicitation and the interpretation of the narratives. The
snowball sampling strategy likewise carries an inherent risk of relational induction, as participants
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recruited through peer networks may share similar perspectives or be influenced by the expectations of
those who referred them. This risk is acknowledged. This risk was mitigated in part by the
epistemological aim of the study. Rather than seeking a demographically representative sample, we
sought a group able to provide a rich biopsy of a shared possible experience. In phenomenological
inquiry, coherence of context is a resource rather than a limitation. The diversity of specialties and
clinical roles represented in the sample (psychiatry, general practice, paediatrics, surgery, ophthalmology,
infectious diseases, and haematology, across different wards, floors, and institutional functions) further
reduced the likelihood that any single perspective or relational network unduly shaped the corpus of
narratives.

A large language model (Claude, Anthropic) was used for language editing, for restructuring the
manuscript and for drafting text, in each case working from material and analytic decisions made by the
authors. Coding and thematic analysis of the interviews were carried out by the research team without
such tools. The full statement is given under Declarations.

Results

Institutional absence

Residents described wanting more structured guidance, visible leadership and dedicated emotional
support from the institution. The gap they described was not only procedural, since they acknowledged
that the uncertainty was general, but affective: they felt alone at moments of considerable professional
strain. One resident recalled: "I kept thinking: where are the supervisors? We were improvising protocols
based on WhatsApp messages. Nobody checked in on us. It was like we didn't exist."

This sentiment of feeling unacknowledged was a common thread across the interviews. Several
participants noted a disconnect between their frontline responsibilities amid a global health crisis and
the level of communication they received from institutional leadership: "At some point, | realized we were
alone. | mean, really alone. Nobody from the coordination came to ask how we were holding up. No
psychological support, no rounds, no one to talk to. We became invisible."

The communication gap had practical consequences. In the absence of consistent, formalized updates,
residents reported having to navigate rapidly shifting circumstances with little certainty about official
policy: "Every day was different. One day they said we could isolate for five days. Then it became ten.
Then they said we could come back earlier if asymptomatic. But we never got these changes in writing.
We heard from other residents, or from the nursing staff. There was no communication, no structure."

For some, this was described in terms of betrayal: "l thought that working for the state, for a university
hospital, meant someone had your back. But when it got really bad, it was like we were disposable. That
hurt more than the fear of the virus." Others interpreted the limited communication as a form of
institutional detachment, particularly given the significant moral and emotional pressures they were
facing: "l cried one day after talking to a family whose relative had died. | didn't even know how to
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conduct that conversation. | had no training, no support. And | thought, this isn't right. We shouldn't be
doing this alone."

Residents described the hospital, which they had understood as a place of collective purpose and
professional formation, as unable during the crisis to offer the support they had expected of it.

Intergenerational tension and powerlessness

Residents described discomfort when they disagreed with a supervisor’s decision, and little room to act
on that disagreement. This theme runs through the interviews. One resident reflected: "There were times
| completely disagreed with the attending physician, but | didn’t feel | could speak up. They had twenty
years of experience. | had one. And besides, there’s this unspoken rule: don't challenge your superior in
public." Another described a similar position: "l was in a family meeting where | felt the senior doctor was
being too optimistic. The family was clinging to that hope. | felt like it was dishonest, but | said nothing. |
didn't want to undermine him, and | didn't know if it was my place."

In many cases, apprehension regarding professional repercussions or potential career damage
contributed to silence, even in ethically charged moments: "l had this urge to stop what was happening,
to say: this isn't right. But then | thought: he’s my preceptor. He’s going to be the one writing my
evaluation. So | said nothing." Some residents who attempted to voice disagreement reported feeling
that their perspectives were not fully considered or were minimised: "l brought up my concern during a
round, and the response was: ‘You're too young to understand the big picture.’ It shut me down. | stopped
contributing after that." Others raised concerns through more careful channels and saw nothing change:
"| tried to speak privately with a supervisor, very respectfully. But nothing changed. It felt like the system
was made to absorb these protests and do nothing with them."

Residents described this less as single episodes than as something that built up over the year. One of
them put it this way: "By the end of the year, | wasn't just tired; | was numb. | had stopped fighting. And
that, for me, was the hardest part."

Ambiguity of responsibility

Residents described having to act when no rule told them what to do. This theme appeared in most
interviews. The dilemmas were rarely formal ethical dilemmas: they were questions about where a
resident's own responsibility began and ended, in situations where guidance was absent, contradictory,
or plainly outrun by the case at hand.

A recurring dilemma involved whether to report colleagues who showed mild COVID-19 symptoms but
insisted on working. One resident reflected: "I knew he wasn't okay, he was coughing, had a fever... but |
didn't say anything. | didn't want to become the person who polices others. Who was | to say he couldn’t
be there? And at the same time, | kept thinking: what if he infects someone? But... | stayed silent."
Another reported a similar conflict when advising patients: "l had a patient who lived with his elderly
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mother. | knew isolation was the safest path, but she was her mother’s only caregiver. What was |
supposed to say? That she should abandon her mother? | said the basics: mask, distance; but | knew it
wouldn’t be enough. I just didn’t want to feel guilty."

For some, the tension derived not only from clinical judgment but from hierarchical uncertainty: "l was
afraid of being held responsible for something | wasn't trained to handle. We're residents, we're not fully
autonomous, but suddenly | was the only one around. | knew | wasn't equipped for that, but there was no
one else to ask." Responsibility was also described in terms of emotional burden, as in this account of a
moment of uncertainty while handling a high-risk pregnancy: "We had a pregnant patient in critical
condition; she was put on ECMO. And | kept thinking: what about the baby? Nobody mentioned the baby.
| didn’t know if it was my role to bring that up, but | kept thinking about it. He was born with Apgar 1 and
died soon after. To this day, | wonder if | did everything right."

In other instances, residents feared overstepping their place in the hierarchy: "l witnessed some really
questionable decisions from supervisors, but what could | do? What was | supposed to say? I'd be shut
down. So, you stay quiet. And that silence becomes a burden." One participant summarised how this felt
at the outset: "At the beginning, no one knew what to do. It felt like everything landed on our shoulders. |
kept asking myself: should | have done something differently? Should someone have said something?"

Ethical loneliness

Most residents described making morally significant decisions alone, with no space for dialogue or
validation, a condition set out as ethical loneliness in Table 1. One resident shared: "There were shifts
when | didn't speak to anyone about what | was feeling. | would leave the room of a dying patient and go
right back to answering messages. Nobody asked if | was okay, and | didn't know if | had the right to
bring it up." Another recalled a situation in which they doubted a clinical decision but had no one to
process it with: "After that night, | didn’t sleep. | kept replaying everything in my head, but there was no
one to talk to about it. My supervisor wasn't around, and my colleagues were too overwhelmed
themselves. So | just kept it to myself."

In several narratives, residents described withholding their doubts or concerns not only from supervisors,
but even from peers: "l didn’'t want to be seen as weak or dramatic, so | didn't share what | was thinking.
Everyone looked like they were coping, so | told myself: just keep going. But inside, | felt lost." Some
described the absence of any acknowledgement afterwards: "| made a decision that went against my
values because | didn't have another option at the time. But there was no one to say, ‘That was hard, and
| see you tried your best.! It was like the moment never happened.”

Across these accounts, what weighed most was not the difficulty of the dilemma but having to carry it
alone.

The quiet compromise
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Residents also described choosing not to act, because the emotional or relational cost of resistance
seemed too high. We refer to this as the quiet compromise. One resident described witnessing protocol
violations but remaining silent: "There were times when | saw colleagues skipping protective measures
or stretching isolation periods. And | thought: this is not okay. But | didn't say anything. | didn't want to
create tension. | told myself: this is not the time to start a war." Another described the same movement
over a longer period: "l started to realize that | was adjusting my standards. Things | would never accept
before, | began to tolerate. It wasn't conscious at first, but then I noticed: | was bending. And that scared

me.

Some compromises were described in relational terms, made to preserve harmony in the team:
"Sometimes you agree with something just to keep the peace. We were all so exhausted, and | didn't
want to be the one who made things harder. So you say ‘okay’ even when you're not okay." For others, the
compromise came from a place of moral exhaustion: "In the beginning, | would speak up. But then | got
tired. Tired of arguing, of being ignored. So | stopped. | just did my job. And that felt like giving up on
something important." Others said that speaking up had stopped seeming worthwhile: "There was this
case. | knew the decision wasn't right. But | stayed quiet. | thought: saying something won't change it,
and it will just isolate me more. So | let it happen. I'm not proud of that."

Moral injury and long-term impact

Many residents said that the ethical conflicts of the pandemic left a lasting mark, emotional and
physical, that outlived the shifts in which they occurred. What they described was a conflict between
what they did and what they held to be right, in circumstances that gave them little choice. One resident
recalled: "There’s this one night I still think about. | said something to a patient that | now regret. At the
time, | thought | was doing what was best, but it wasn't honest. | was trying to calm him down, but | feel
like | lied. That stayed with me." This feeling of having compromised one’s professional or personal
integrity, even for practical or well-intentioned reasons, was frequently associated with significant
emotional consequences: "Some nights | would come home and cry without really knowing why. It wasn't
sadness. It was something deeper, like guilt. Like | had done what | could, but it wasn't enough, or it
wasn't right."

The long-term effects of such experiences reportedly included persistent rumination, sleep disturbances,
and a recurring sense of unease related to their participation in ethically challenging situations: "There
are decisions | made that | would make differently today. But back then, everything was chaos. Still, |
carry them with me, and sometimes | wonder if I'll ever let them go." Others described how these morally
challenging experiences influenced their perspectives on the medical profession, their own professional
identity, and the healthcare system: "l used to think of medicine as this noble field. After the pandemic, |
still believe in that, but it's more complicated now. | saw how easy it is to become someone you don't
recognise."
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For some, this sense of moral distress was linked less to their own actions and more to observing
situations where they felt unable to intervene effectively: "l saw patients die alone. | saw colleagues
break down. And | couldn’t do anything. | just kept going. But a part of me shut down to be able to keep
going." Some found meaning in the work; others did not: "We were called heroes, but it didn't feel like
heroism. It felt like surviving. And now that it's over, we're just left with what we did, and what we couldn’t
do." Several described carrying these episodes without ever having spoken about them: "Some things |
still carry with me. | never talked about them. | wouldn’t even know where to start."

Synthesis of thematic axes

The six themes are not independent. Residents described institutional absence and hierarchical tension
as the background against which ambiguity of responsibility and ethical loneliness arose; the quiet
compromise as how they managed that position from day to day; and moral injury as what remained
afterwards. This structure is summarised in Fig. 1. The Discussion takes up each theme in turn.

Discussion

This study set out to describe the ethical experience of frontline residents during the pandemic. What the
accounts show is that the ethical weight of that period lay less in the high-profile dilemmas of triage and
allocation than in the ordinary decisions of clinical work. Those decisions included whether to report a
symptomatic colleague, what to advise a patient who lived with an elderly mother, and whether to voice
disagreement with a supervisor. These decisions were rarely covered by protocol, they were made at
speed, and they were, above all, made alone. The six themes are discussed below in the order in which
the residents' accounts suggest they arose, from the conditions under which they worked to what
remained with them afterwards. The phenomenological foundations of this reading are developed in our
earlier work and are not restated here [13, 14]. The analysis describes what the residents recounted. The
conceptual reading that follows is an interpretation the team developed from those descriptions in
dialogue with the literature, and is offered as such. That the moral difficulties of clinical work carry an
existential dimension has been argued before [29]. What the present accounts add is a description of
what happens to that dimension when institutional support is withdrawn.

Institutional absence: the withdrawal of structured guidance, visible leadership and emotional support
at the moment residents most needed them.

Residents did not describe an institution that had never supported them. They described one that had
supported them before the pandemic and became unreachable during it: protocols circulating by
message, isolation rules that changed from one day to the next, and no one from coordination asking
how they were. Some named this betrayal.

Part of this was the operational overload of a hospital complex under extreme strain, which the residents

themselves acknowledged. But the accounts point to something the overload does not explain. The

institution prepared, with documented success, for two demands: the clinical and logistical demands of
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the infection [15], and the mental health of its workforce [30]. What it did not prepare for, and what no
account in our corpus describes receiving, was support for the ethical problems themselves, in situ, as
they were being faced. The gap was not between need and resources. It was between two kinds of need,
one recognised and one not.

This asymmetry reflects a longer pattern in medical training, in which technical proficiency has taken
precedence over ethical and affective preparation [31-39]. In a crisis, neither residents nor their
supervisors hold a repertoire for moral difficulty, and the difficulty is then experienced as a private failing
rather than as a systemic problem with a systemic response.

The absence is not for want of available models. Structured mechanisms for addressing moral difficulty
at unit level already exist and have been evaluated. Hamric and Epstein describe a health system-wide
moral distress consultation service, requested by staff when moral distress arises, whose purpose is to
identify its causes, the barriers to acting on them, and the strategies available for changing the situation
[40]. A subsequent quasi-experimental evaluation of that service found a small but significant reduction
in moral distress among participants, most clearly among intensive care staff, although their sense of
empowerment did not change [41]. In England, an evaluation of Schwartz Rounds, monthly
multidisciplinary forums for discussing the emotional demands of care, found poor psychological
wellbeing on the GHQ-12 falling from 25% to 12% among attenders, while remaining between 37% and
34% among non-attenders [42]. In a paediatric intensive care unit, structured ethics and communication
rounds were associated with reduced moral distress among staff [43]. The reported effects are modest
and the designs are not randomised, so these are not solutions in a strong sense. What they establish is
narrower and more useful: the problem our residents describe has been named elsewhere, mechanisms
for addressing it exist, they fit inside an ordinary hospital week, and their effects can be measured.

Residents interpreted the absence they lived through as a failure of moral recognition, that is, as a
missed opportunity for shared deliberation and mutual care [31]. The mechanisms above matter for that
reason, and not only because they move a score: they make the moral difficulty a shared object.

Intergenerational tension and powerlessness: the constraint on moral expression produced by
hierarchical asymmetry, in which disagreement carried a professional cost.

Residents disagreed with decisions and did not say so. Those who did speak, in rounds or in private
conversation, described being told they were too young to understand the full picture, or saw nothing
change.

Two features of these accounts deserve emphasis. The silence was not indifference: residents

described the impulse to intervene and the calculation that followed it, in which the anticipated cost to
their training outweighed the anticipated benefit of speaking. And the asymmetry was not the work of
indifferent seniors. Supervisors were themselves under strain and themselves without preparation for
moral difficulty, so that attributing blame at this level would misdescribe the situation [10, 44-46]. The
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problem is structural. A hierarchy that works for technical decisions has no equivalent procedure for
moral ones.

This is the condition Edmondson describes as the absence of psychological safety: where members of a
team believe that speaking up carries interpersonal or evaluative risk, they withhold questions and
concerns, and the team loses the information that would have corrected it [47]. In the residents'
accounts the loss is not only informational. Moral disagreement that cannot be voiced is not resolved
but retained by the person who felt it, and the retention is what turns a disagreement into a burden.

Ambiguity of responsibility: being held accountable for an outcome without a rule, a role boundary, or a
shared decision to rest on.

Residents described acting when no rule told them what to do, and being afraid of being held responsible
for something they had not been trained to handle. The dilemmas they raised were not exotic: a
colleague working with symptoms, a patient who lived with his elderly mother, a critically ill pregnant
woman on ECMO. What made them heavy was that the resident had to settle them and then own the
outcome.

The norms available at the time were sound as public health and insufficient as clinical guidance.
Distancing and masking were commendable imperatives, but they could not function as absolute rules at
the bedside, where they met patients whose lives did not accommodate them [1, 8, 10]. Norms of this
kind do not capture the complexity of the decisions they are meant to govern, and when they are applied
without qualification they intensify the guilt of the clinician who could not follow them [31, 48—51]. The
accounts under Ambiguity of responsibility describe everyday decisions that do not reduce to correct
and incorrect actions, but unfold in zones of indeterminacy. Institutional disarray then displaced onto
individuals a burden that, under other conditions, collective deliberation would have carried [10].

Read through Joan Tronto's ethics of care, responsibility is not an allocation of duties but a phase of care
itself, inseparable from attentiveness and from a collective answerability that the institution is supposed

to hold [49, 52]. What the residents describe is that phase collapsing onto one person: a demand arriving
from the patient in the room, with no institutional counterpart to answer it alongside them.

Ethical loneliness: making a morally significant decision alone, and finding afterwards that no one
acknowledges it was made.

Residents described leaving the room of a dying patient and moving straight to the next task, lying
awake after a decision they doubted, and withholding concerns from colleagues so as not to appear
weak or dramatic. Several described the absence of any acknowledgement afterwards. What weighed
most, in their accounts, was not the difficulty of the dilemma but having to carry it alone.

This locates the source of the suffering. What the residents described as intolerable was the silence

around the decisions rather than the decisions themselves. Uncertainty that finds no space for shared

deliberation is not thereby resolved; it is converted into suffering, and the conversion is relational in
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origin, arising from the absence of others with whom to think rather than from the difficulty of the
decision itself [14, 53-55].

A quantitative study conducted by our group at the same institution points in the same direction. In a
one-year monthly follow-up of 1,078 healthcare workers during the pandemic, Carvalho-Alves et al. found
that higher levels of institutional support were associated with reduced risk of anxiety, depression and
posttraumatic stress symptoms, while greater fear of COVID-19 was associated with increased risk [56].
That study measures associations across a workforce; the present accounts describe what one of those
associations consists of from the inside.

Jill Stauffer's concept of ethical loneliness names this condition precisely [57]. For Stauffer it is not a
feeling of isolation but a form of injustice: the situation of one who has been harmed and then finds that
no one able to hear it will hear it. The moral burden goes unrecognised, and the absence of recognition
compounds the original difficulty. This is why, in the residents' accounts, the presence of another person
mattered even when that person could offer no solution [58—-60].

The quiet compromise: the incremental lowering of one's own standards when the cost of resistance
came to seem higher than the cost of acquiescence.

Residents described seeing protective measures skipped and saying nothing, agreeing with decisions in
order to keep the peace, and noticing over time that they were tolerating things they would once have
refused. Several described having spoken up at first and then stopped, tired of arguing and of being
ignored.

Two features distinguish this from ordinary pragmatism. The residents described the movement as a
change in themselves rather than in the situation, which is what made it disturbing to them. And no
single instance was decisive: each concession was small enough to be defensible on its own, and the
pattern became visible only in retrospect. The accumulation is the phenomenon, not any of its parts.

Some residents also described the emotional burden itself producing a kind of paralysis, a freezing in the
face of situations that called for a response. Read alongside the previous theme, this suggests that
moral loneliness was not confined to an emotional state but bore on moral agency. Residents described
questioning their own instincts, hesitating to voice disagreement, and adjusting the values they worked
by in order to remain functionally present. The compromises were not reached through deliberation. They
were an exhausted and nearly automatic response to environmental pressure [61]. What the accounts
describe at this point is no longer the application of principles but the ongoing negotiation of what would
still count as acceptable [31].

Moral injury and long-term impact: what remained afterwards, described as damage not to mood alone
but to the residents’ sense of themselves as moral agents.

Residents described persistent rumination, disturbed sleep, a night still returned to, crying at home
without knowing why, and a changed view of the profession. Several described carrying episodes they
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had never spoken about to anyone, and would not know how to begin describing.

Epstein and Hamric's account of moral residue is the closest available description of this trajectory [62].
Moral residue is the ethical and psychological weight that persists after one has acted against one's own
values, and their crescendo effect describes its accumulation across repeated episodes, each new
residue arriving on top of what the previous ones left. The residents' accounts of a year that ended in
numbness rather than in exhaustion follow this shape.

Where the suffering is severe, it corresponds to moral injury as Litz et al. define it: not trauma produced
by a difficult event, but the suffering that follows a transgression of one's deepest moral convictions [63].
Injury of this kind was widely reported among healthcare workers during the pandemic, in meta-analysis
[64] and in survey work examining moral resilience as a moderator of its effects [65]. The residents'
accounts suggest one extension of that definition. What they lamented was not only what they were
forced to do or to witness, but what they had become in order to endure it, and the damage they
described was to moral identity rather than to affect alone [61, 66, 67]. Nor is it burnout. Burnout among
residents in this period has been documented longitudinally [68], but burnout names a depletion of
energy, whereas what these residents described was a change in their relation to their own values. In this
respect the injury is ethical and existential before it is psychiatric, which is also why it did not present
itself to them as something to take to a mental health service.

The public language available at the time made this harder to name. Residents were called heroes, and
one of them observed that it had not felt like heroism but like surviving. Heroism discourse honours
healthcare workers and, in the same movement, obscures the structural conditions that exposed them to
moral harm, leaving the harm without a vocabulary in which it could be reported [69]. Brencio's analysis
of the war metaphors that dominated pandemic discourse makes the mechanism explicit: such
language is not descriptive but formative, casting clinicians as combatants from whom sacrifice is
expected, so that exhaustion and refusal come to appear as desertion rather than as reasonable limits
[70].

Taken together, the six themes describe medical ethics as it was lived rather than as it is codified.
Kleinman's account of moral life is useful here: morality as a practical and social dimension rooted in
everyday gestures, interactions and decisions made in real time, rather than as a system of formal rules
[71, 72]. What the residents describe is consistent with that account and adds a condition to it. The
moral life Kleinman describes is enacted with others. When the others are absent, its ordinary work of
negotiating what matters becomes a private burden, and the burden accumulates. The contribution of
this study is to portray moral suffering not as an exception or an isolated event, but as a structural and
recurring feature of care in crisis. It locates the source of that suffering in the relational conditions of the
work rather than in the fragility of the individual clinician. Recognition of moral burden, peer relationships
and institutional responsiveness are, on this reading, not additions to medical training but conditions for
ethical resilience [73-75].
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Implications for medical education and institutional governance

If moral distress in crisis is systemic and recurring rather than idiosyncratic, programmes can prepare
for it. Our findings point to four mechanisms, each addressing a specific theme, and each already in use
somewhere. First, against institutional absence, programmes can establish standing, protected spaces
in which morally difficult decisions are processed collectively rather than carried alone. Structured
formats exist and have been evaluated: moral distress consultation [40, 41], Schwartz Rounds [42], and
unit-level ethics and communication rounds [43].

Second, against ethical loneliness, brief but reliable check-ins and peer-support structures can restore
the relational recognition whose absence converted ethical tension into moral suffering. Third, against
intergenerational and hierarchical tension, cultivating psychological safety and legitimate, non-punitive
channels for speaking up [47] allows moral dissent to be voiced without fear of evaluative reprisal, and
horizontalises power where that is clinically appropriate. Fourth, faculty development is essential:
supervisors were themselves under strain and unprepared, so equipping preceptors to recognise moral
distress and to hold moral conversations is part of the solution rather than an afterthought.

Embedding these mechanisms, together with explicit curricular attention to moral distress and moral
injury, within residency training and institutional governance reframes ethical support from a
discretionary extra into a core element of crisis preparedness and trainee wellbeing. This applies across
seniority: both the residents' accounts and the literature indicate that supervisors faced the same
difficulties without preparation, so ethical formation cannot be addressed to trainees alone [6, 76]. The
aim is ethical resilience: an institutional capacity to keep moral deliberation alive precisely when
conditions make it hardest.

Limitations

e This was a single-centre study conducted at a large, research-intensive public university hospital
that already held teaching structures and a clinical ethics infrastructure. That context shaped both
the moral sensibilities of the residents and the discursive resources available to them for
articulating those experiences. Transfer to settings with different organisational cultures, resource
profiles or training models, including private, rural and non-academic services, should be made with
caution.

e The sample was recruited by purposive and snowball sampling, and psychiatry residents
predominate within it. That predominance reflects both the recruitment strategy and the central
position of psychiatry in the institutional response, but it has an analytic consequence. Training in
the relational and intersubjective dimensions of care may have shaped which ethical themes
became salient and the vocabulary available for describing them, and the corpus probably
underrepresents the concerns of more procedure-oriented or technologically intensive specialties.
The themes were also not compared across the two roles the participants occupied. The 23
residents who delivered direct care to patients with COVID-19 and the 10 who provided psychiatric
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support to hospital staff were analysed as a single corpus, and these data therefore cannot show
whether the six themes were distributed differently between the two groups.

e Each participant was interviewed once, between July 2020 and January 2021, that is, within the
period the interviews describe rather than after it; the study window is shown against the course of
the pandemic in Brazil in Fig. 2. The theme of long-term impact therefore rests on what residents
reported carrying at that moment, and not on longitudinal observation. What persisted beyond the
study window is not something these data can establish.

e The study addressed medical residents only. The ethical landscape of nurses, allied health
professionals and senior physicians during the same period is likely to differ in ways this corpus
cannot show, and warrants its own investigation. Finally, the cascade presented in Fig. 1 is an
interpretive reading of how the six themes relate to one another. It is not a causal model and does
not assert a temporal sequence.

Future directions

e Four lines of work follow from these findings. Longitudinal designs could follow a cohort of this kind
beyond the acute period and establish what persists, which is the question these data raise and
cannot answer. Mixed-methods designs could triangulate and extend experiential findings of this
type by attaching magnitude to phenomena that qualitative work can only describe. Two
instruments have been validated in health professionals: the Moral Injury Symptom Scale for Health
Professionals [77], and the Moral Injury Outcome Scale, whose psychometric properties have been
examined in acute care nurses [78]. Comparative studies across institutions and health systems
could test whether the six themes hold where organisational culture, hierarchy and resources differ.
And, since mechanisms for addressing moral difficulty already exist and have been evaluated
elsewhere [40—-43], their feasibility and effect within residency training in a Brazilian public hospital
is an empirical question worth asking directly rather than assuming in either direction.

Conclusions

» Residents at a large public university hospital described the ethical difficulty of the pandemic as
lying in the ordinary decisions of clinical work rather than in the allocation dilemmas that dominated
public debate. What made those decisions heavy, in their accounts, was that they were taken
without institutional guidance, within a hierarchy in which disagreement carried a professional cost,
and with no one to think them through with. Small concessions accumulated over the year, and what
remained afterwards was described as damage to their sense of themselves as clinicians rather
than as fatigue.

* These accounts locate the source of moral suffering in how the work was organised and supervised,
that is, in whether a resident facing a moral difficulty had anyone to face it with, rather than in the
resilience of individual clinicians. Ethics, on this evidence, is not applied to clinical practice from
outside it but enacted within it, and its enactment depends on the presence of others. Where that
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presence was missing, ethical tension became moral suffering. That is the contribution of this
study.

e The pandemic did not create these conditions. Residents described an institution that had
supported them before it, and a training that had prepared them technically but not morally, which
describes ordinary medicine under strain rather than an exceptional event. The crisis removed the
margin that ordinarily absorbs that deficit and made it visible. This is why institutional support for
moral difficulty belongs to crisis preparedness rather than to its aftermath, and why the question it
raises does not close when the crisis does.

Figures and tables

Under crisis overload, structural antecedents (institutional absence; intergenerational and hierarchical
tension) were interpreted as fostering moral ambiguity and ethical loneliness, and adaptive quiet
compromises were understood as accumulating into moral injury when the relational buffer of structured
institutional support was absent. The model is the authors’ interpretive reading of the accounts and does

not imply temporal sequence or causality. The figure was created by the authors and has not been
published elsewhere.

The shaded band marks the study period, which spans the end of the first wave and the onset of the
second. The panel is schematic and does not represent quantitative epidemiological data; for the
empirical record of the pandemic phases in Brazil see Barcellos and Xavier [24]. The figure was created
by the authors and has not been published elsewhere.

Table 1
Working definitions of the five constructs used in this article.

Construct Working definition Key

reference

Moral Knowing the ethically right course of action and being prevented Epstein &

distress from taking it by institutional or hierarchical constraints. Hamric [62]

Moral What remains after an episode of moral distress that is never Epstein &

residue resolved. It accumulates with each new episode: the crescendo Hamric [62]
effect.

Moral injury  Lasting harm following participation in, witnessing, or failure to Litz et al.
prevent an act that violates a deeply held moral commitment. A [63, 66]
possible downstream consequence of unresolved moral distress, not
a synonym for it.

Ethical The injustice of carrying a morally significant experience that no one Stauffer [57]

loneliness acknowledges: a failure of witness on the part of institutions and
communities.

Moral The first-person side of that condition: making weighty moral [60]

loneliness decisions with no relational support.
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Table 2
Characteristics of the 33 participating medical residents, HCFMUSP (July 2020-January 2021).

Characteristic Value (n unless stated)

Total participants 33

Sex (whole sample) Men 20; Women 13

Age, years 23-40; mean 27.5 (SD 3.3)

Training year (PGY) R17;R221;R34;R4+1

Specialty Psychiatry 18; General practice 7; Paediatrics 3; Surgery 2;
Ophthalmology 1; Infectious diseases 1; Haematology 1

Role during pandemic Direct COVID-19 patient care 23; Psychiatric support to health-care
workers 10

Reassigned to general 8 (all psychiatry residents)

medical duties

Interview duration 45-70 minutes

PGY = postgraduate (residency) year. Sex is reported only as a whole-sample total and is not linked to
individual quotations.

Abbreviations

COREQ

Consolidated Criteria for Reporting Qualitative Research

ECMO

extracorporeal membrane oxygenation

HCFMUSP

Hospital das Clinicas da Faculdade de Medicina da Universidade de Sao Paulo
IPSE

Inductive Process to Analyze the Structure of Lived Experience

LGPD

Lei Geral de Protecdo de Dados (Brazilian General Data Protection Law)
PGY

postgraduate year

SRQR

Standards for Reporting Qualitative Research.
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Figure 1

From institutional fragility to moral injury: a conceptual model.
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Figure 2

The data-collection window within the course of the COVID-19 pandemic in Brazil.
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