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A happy and healthy workforce delivers better care.
That’s the theory, although the evidence may be elu-
sive. We do know, however, that an unhappy and
unwell workforce delivers worse care. The pressures
on the workforce are myriad and complex, but with
COVID-19 cases rising, at the time of writing, we
hear only of problems unsolved and neglect
unacknowledged.

The workforce crisis is political in the sense that
the politicians of the day must address it, and if they
do not then their motives and decisions are ques-
tioned. Whether other governments would do a
better job on the health workforce is unknown, but
what is known is that the record of the current UK
government is a bad one. Therefore, the workforce
becomes political and doctors and other health pro-
fessionals, when pitted against the government, are
easily depicted as radicals.

One driver for the crisis in workforce wellbeing
and retention, however, seems closer to the heart of
the problem. In recent weeks, as international confer-
ences have resumed, I’ve heard health professionals
from many countries talk openly about the harm
being caused by moral distress, the negative impact
on health professionals of their inability to offer a
minimum standard of care to patients. Moral distress
is a universal phenomenon, and it needs to be more
widely acknowledged and addressed.

Yet the distress being felt by health professionals
has many dimensions. For instance, there is the effect
of demonstrable bias in appointment of consultants.1

It might manifest as a failure to stay updated on how
to manage health professionals potentially exposed
to HIV.2 Or reveal itself in battles with technological
solutions that overpromise and underdeliver.3 It may
arise from difficulties in helping patients in primary

care take up lifestyle interventions.4 And is certainly
exposed by the limited options to support patients
with long covid.5

When we find ourselves in times of trouble, one
way out of the distress is to begin with the data. Over
the past decade, we’ve seen the growth and helpful
impact of a sophisticated methodology called net-
work meta-analysis. Read the story of how network
meta-analysis originated, how it works, and how it
should be used.6 Data can be political too, whether
they are about moral distress, workforce, racism,
technology, or COVID-19, but at least they form
the basis of a constructive dialogue and debate.
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