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AUTHORS Monrouxe, Lynn; Rees, Charlotte; Dennis, Ian; Wells, Stephanie 

 

VERSION 1 - REVIEW 

REVIEWER John Mclachlan 
Durham University, UK 

REVIEW RETURNED 05-Feb-2015 

 

GENERAL COMMENTS This is an interesting paper, containing relevant data, obtained by 
appropriate means, on an important topic. I am happy in general to 
recommend for publication in BMJ Open. However, I differ from the 
authors with regard to several issues, and would wish to have them 
consider these points. I have divided my comments into major and 
minor points.  
 
Major Points  
 
1. I‟m unclear, from the manuscript as it stands, exactly what Study 
2 adds to the work. I‟m not in favour of salami slicing research, but in 
this case, either the authors could consider clarifying the implications 
of Study 2 for the general conclusions of the paper, or reserving 
them for a separate paper in another journal, which would shorten 
and simplify the current work.  
2. I think the phrase “The myth of empathic decline” in the title 
significantly overstates the case that can be unequivocally drawn 
from the results. There is a significant body of evidence that has 
been taken to indicate that there is a decline in student empathy. 
The authors present interesting data which challenges this view, but, 
in my opinion, cannot be said to absolutely disprove it. There may be 
a complex relationship between causes and behaviours, and in that 
relationship, both these findings and previous findings may 
represent different aspects of the same thing. For instance, it could 
be that previously students have reported declines in their 
perceptions of how they would enact empathy (what they think they 
might do) whereas in this more personally reflective approach, they 
are exploring how they feel about empathy. But that is only one 
possibility. In general, the response to questions of this kind is likely 
to depend quite strongly on the question. In summary, I do not 
believe that the authors have established that the reported declines 
in student empathy are mythical beyond reasonable doubt , despite 
the declarative statement in the title. Even the addition of a question 
mark to the title would be a help; but a more nuanced discussion 
would also be helpful.  
3. The limitations of this kind of survey work are discussed in the 
text, but absent from the „Strengths and Limitations‟ in the abstract.  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007518 on 19 M

ay 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/site/about/resources/checklist.pdf
http://bmjopen.bmj.com/


4. It is possible that, semantically, the phrase „decline in student 
empathy‟ could be taken to be ascription of blame to the students, 
while the evidence in this paper indicates how strong is the influence 
of uncaring environments . The authors might have a further point to 
make along these lines, based on their observations, if they chose 
to.  
 
Minor points (some of these pick up on major points as above).  
 
5. Page 6 line 15/16. Plural subject, singular verb. But I also think 
this sentence would be clearer if split up.  
6. Page 6 line 31/32. If students are instigators, to whom are they 
supposed to report themselves? Again, I think this sentence should 
be split up.  
7. Page 7 line 22. Is „or‟ missing from before „causing‟ (also this word 
in partly in italics).  
8. Page 7 lin 26 „While…‟. Perhaps this sentence would be best split 
up also.  
9. Page 11 line 43. I think a good case could be made for treating 
the data as ordinal, given the nature of the Likert anchors. This 
would increase the statistical power. On the other hand, the authors 
have taken the most conservative view possible. But then the data 
points on Figure 4 are joined by continuous lines, which 
conventionally is taken to represent an continuous relationship 
between the points. If they are categories, they are best represented 
by histograms.  
10. Page 12 Results. In this section, a variety of styles are used to 
represent outcomes: fractions („Two-thirds‟) percentages (12%); and 
descriptive statements „vast majority‟. While recognising that the 
values are presented in the tables, it would be best to have a 
consistent style for ready comparisons. I prefer percentages.  
11. Page 14, line 11/12 the phrase „we therefore continue with the 
aggregated data‟ reads oddly to me.  
12. Page 16, line 15/16. “While we do not consider these figures to 
be generalisable….”. This is a good point, perhaps worth including in 
the Limitations (see point 3). The continuation “…there was sufficient 
data….” Is the key sentence of the entire paper! The authors might 
like to expand on their justification of this conclusion, on which the 
work substantially rests.  
13. Page 16, line37/38. Social desirability bias remains a possible 
limitation (point 3).  
14. Page 16 line 41. “We do not think this is…..”. I‟m afraid I don‟t 
follow this sentence!  
15. Page 17, line 55 “…could be better understood….” Is a strong 
statement of causality. „…could perhaps be better understood” is 
less strong!  
16. Page 18, line 12 et seq. This goes to Point 2. There are other 
possible explanations than exploding the myth of empathic decline, 
from the contextual (different environments, different students; 
different time periods; different questions = different results) to the 
philosophical. I think the authors findings are interesting and 
suggestive, but do not regard them as conclusive.  
17. Discussion in general. One interesting aspect of this work is that 
the observed gender differences may have wider significance, which 
might benefit from further discussion. For instance, more men than 
women are sanctioned by the GMC (BMJ Open 2014;4:e005405 
doi:10.1136/bmjopen-2014-005405). Could these findings connect 
with that observation? 
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REVIEWER Freda DeKeyser Ganz 
Hadassah-Hebrew University School of Nursing  
Faculty of Medicine  
Jerusalem, Israel 

REVIEW RETURNED 08-Feb-2015 

 

GENERAL COMMENTS Thank you for allowing me to review this interesting manuscript. I 
believe that the mansucript adds important information to the area of 
moral distress among healthcare provider students. Please see my 
specific comments in the attached file.  
 
I am not sure if it is a question of writing style, but I found some 
sections confusing. In my opinion, the confusion arises from trying to 
include a lot of theoretical information into one manuscript, some of 
which is directly related to the results presented, and some less so.  
 
I would therefore recommend perhaps writing another theoretical 
manuscript that describes the development of moral distress based 
on the results of this studyand your very thourough review of the 
literature.  
 
Best of Luck  
 
Review of "Professionalism dilemmas, moral distress and healthcare 
student: The myth of empathic decline  
The following are my specific comments:  
Abstract:  
1. Missing introduction sentence of what are(definition of) 
professional dilemmas and moral distress  
2. Conclusion says “frequently encounter” but not say in results what 
is frequency  
3. Unclear meaning behind, “gender differences could be 
respondents acting according to gendered expectations”- could this 
be written using less scientific “jargon”?  
4. "Habituation to dilemmas justifiable for learning suggests…"- 
would write instead habituation to dilemmas suggests  
5. Missing recommendations for future research  
Introduction:  
P.5:  
1. line 12-14 value- conflicts- new concept. Can say that moral 
distress is the result of value conflicts but would not make this seem 
as key concept here  
2. Line 11-17-very long sentence. If moral distress is a key concept 
then perhaps you should say that moral distress is defined as 
“knowing the ethically correct thing…”, and not include the definition 
as a side comment  
3. Line 16-28 one very long sentence  
4. Line 28-38 discusses physician empathy which is a related 
concept but is not what is studied here. This is confusing to reader  
5. Line 41- cultural challenges- not seen in previous paragraph  
6. Line 52 says professionalism dilemmas are the same as value 
conflicts. I would recommend picking one name for the concept, 
defining it and staying with it  
 
P6:  
1. Subtitle is “professional dilemmas, moral judgment and emotion” 
but this section discusses workplace learning. In my opinion there is 
too much discussion about related concepts that are not what is 
directly studied here making the manuscript hard to follow  
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2. Lines 31-end of page There is a discussion about moral judgment 
and the results of a linguistic analysis-in my opinion this is not 
directly related to the topic and distracts the reader from the 
variables in the study  
 
P7:  
1. Title of this subsection is professional dilemmas, moral judgment 
and emotion but this page discussed empathic distress  
2. Is there a difference between moral distress and empathic 
distress? The abstract says that empathic distress is moral distress 
intensity. If so, then why confuse the reader with another concept. In 
my opinion one name should be consistently given to this concept  
3. Lines 11-45: As far as I understand, moral distress is defined as 
those feelings (including anxiety, depression etc.) that are the results 
of knowing the „right thing to do‟ but not being able to do them 
because of various constraints. I would therefore re-phrase this 
section as a discussion of how moral distress develops. There are 
models (at least in the nursing literature) that discuss how moral 
distress develops. I find the introduction of many new concepts 
confusing and distracting to the important message that this 
manuscript delivers.  
P8:  
1. Line 40-45: Is the literature discussing professional dilemmas or 
the emotional result of experiencing these dilemmas (i.e. moral 
distress).  
P9:  
1. What is the difference between professionalism dilemmas and 
moral distress frequency? Both describe the dilemmas that are 
encountered  
2. Should there be a question related to whether there are 
differences in the types of dilemmas (whether measured by 
professional dilemmas or moral distress frequency) that are 
experiences by gender?  
P10-11:  
1. Were there differences in the results based on the method of data 
collection/recruitment? If this data were not collected, perhaps it 
should be added as a limitation to the study  
2. Basically this study deals with the quantitative results of a mixed 
method study. It is not clear how the studies mesh with one another. 
If I understand correctly, first the students were asked to describe 
their professional dilemmas. Based on the results, 2 different 
questionnaires were developed- the 79 item questionnaire for 
medical students and a 105 item questionnaire for all of the other 
students. Then each student was contacted a second time and were 
asked about the frequency of intensity of the moral distress 
associated with each professional dilemma. What is the percentage 
of those who responded the second time?  
Data analysis  
1. Llogistic regression is mentioned- what was the criterion variable 
and why is this analysis not reported later in the manuscript.  
2. Other than gender and frequency of distress, what other variables 
were included as predictors in the model?  
3. If intensity was the criterion variable and it is placed on an ordinal 
scale, how did you use it in a regression analysis? This needs to be 
described.  
P12:  
Most common professionalism dilemmas: I think that not only should 
the most common dilemmas be presented but also those that were 
the most frequent. In other words, not only the dilemmas that occur 
among the largest number of respondents but also the dilemmas 
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that occur the most often (are the most common). It is unclear when 
you mention most common whether it is that more respondents have 
experienced the dilemma or that overall this dilemma occurs most 
frequently.  
p.13:  
1. Line 35-37: It is not clear where is the significant difference -
between what and what?  
2. Line 39-end of the page: this includes several analyses that more 
or less come to the same conclusion. I would pick the most 
informative and delete the rest.  
P.14:  
1. If the results of gender on moral distress intensity were the same 
between disciplines, then why not combine the results up front 
instead of having 2 separate discussions. Here again there are 
several different analyses that come up with more or less the same 
conclusion.  
2. Line 34-38. This is unclear. Are you trying to say that there was 
no relationship between intensity and frequency except for 3 
situations where there was a negative relationship and that you are 
calling this habituation? And, that there was a positive relationship 
between frequency and intensity for 26 other dilemmas?  
3. By bringing in the data separately for men and women are you 
trying to say that men and women experience habituation and 
disturbance differently? If so, shouldn‟t this be stressed and 
specifically tested?  
4. I think that it would be clearer to the reader if all of the habituation 
data (study 1 &2) were put together and all of the disturbance data 
were put together –each under different subheadings. I would also 
put the gender differences on habituation and disturbances together.  
5. Were the data pooled for gender differences on habituation and 
disturbance between the 2 studies? Perhaps this might make the 
differences between genders clearer and more pronounced?  
6. Was there any analysis about factors related to those that had 
distress versus those that didn‟t? This is related to my previous 
comment about what variables were put into the regressions as 
predictor variables- did it include other demographic/background 
variables  
 
Discussion  
In my opinion, the opening paragraph is too detailed. It basically 
repeats the results. Perhaps this can be shortened to include the 
most important results instead of listing specifics.  
p.16  
Line 39- you discuss social desirability- are you implying that males 
have a deeper wish to answer in socially desirable ways? In my 
opinion, this just adds another possible intervening variable and 
does not explain the results. I do understand the explanation that 
socially males are expected to be less distressed but I am not sure 
that I would call this social desirability.  
p. 17:  
1. You state that both habituation and disturbance were found for a 
minority of professional dilemmas. What makes those that did 
change over time different from the ones whose moral distress 
stayed constant?  
2. Lines 41-end of page: The explanation is unclear and inserts 
other concepts that were not investigated in this study  
P 19  
1. I find the limitation section confusing- you list limitations and then 
continue with arguments for and against the fact that the limitation 
that you list is in fact a limitation- if it is, then leave it that way  
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2. Your recommendations are about emotional residue and 
emotional regulation which are not concepts that you investigated. 
Usually recommendations are based on the findings of the current 
study and do not include other studies.  
3. There are no recommendations for future research  
Tables and figures:  
I think that there are too many tables and figures. I think that the first 
4 figures are informative but there usually is not enough room for all 
of them. Perhaps the most important results can be used. I also 
think that the final 2 figures are less informative as well. 

 

REVIEWER Neville Chiavaroli 
University of Melbourne  
Australia 

REVIEW RETURNED 17-Feb-2015 

 

GENERAL COMMENTS This is a well-designed and written manuscript. Posing three 
research questions, the authors find that most health professional 
students perceive and note events which breach patient dignity or 
safety, and that such events create moral or professionalism 
dilemmas for them. Females report these events more than males, 
but the authors consider appropriately whether this difference is 
actual or an artefact of the method of data-collection (self-report). 
Most importantly, in my view, the authors identify two main 
responses to such events over time: habituation, which results in 
less distress (where such events are pedagogically justifiable), and 
disturbance, which leads to more distress when the events are 
viewed as not justifiable by the teaching context.  
The authors appropriately link these responses to the literature on 
empathy, questioning the prevailing view that empathy declines over 
the course of health (mainly medical) professional education. This 
study offers a cogent and empirical basis to reconcile contradictory 
studies of this phenomenon and to better understand what exactly 
may be happening to students' values and feelings over the period 
of their education. It merits publication.  
A few points for consideration, which in my view would strengthen 
the paper but are not conditional for publication:  
1. The 'professional dilemmas' subject to the habituation effect are 
not reported separately, except for one example („unnecessary 
patient discomfort') in Table 1, and another at p.14 ('coercion of 
consent'); given the importance of the concept, I would think a 
separate table listing all such dilemmas would be warranted, even if 
only 'a few‟, as suggested in the body of the paper. The reader can 
only assume that if they are few they must nevertheless have 
occurred frequently, given the data in Figure 5A, but we have no 
explicit data on this.  
2. Similarly, the lack of explicit discussion re contextual factors which 
may give rise to a habituation response would greatly help the 
reader‟s understanding of the phenomenon, especially, for instance, 
why habituation seemed to occur only with medical students; the 
importance of contextual factors is noted on p.7 (for nurses) but not 
raised again in the light of the findings.  
3. The claim of triangulation at p.18 could be better substantiated; it 
would seem to warrant more than a single example.  
4. As important as the findings may be, I think referring to the 'myth 
of empathy decline' in the title is over-stating it. The findings shed 
light and raise questions, but I do not think they yet dispel the 
previous research.  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007518 on 19 M

ay 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


5. Given the title and subsequent discussion about empathy, it is 
surprising that Colliver et al's article (Academic Medicine 2010 April 
85(4): 588-93) querying the 'decline of empathy' theory isn't 
referenced.  
6. The Moral Distress scale on p.11 could be reformatted for easier 
reading.  
7. There is a minor spelling error in Figure 5A („Occurrance‟).  
  

 

VERSION 1 – AUTHOR RESPONSE 

 

Lynn Monrouxe  

 

 

GENERAL COMMENTS  

Reviewer 1  

I‟m unclear, from the manuscript as it stands, exactly what Study 2 adds to the work. I‟m not in favour 

of salami slicing research, but in this case, either the authors could consider clarifying the implications 

of Study 2 for the general conclusions of the paper, or reserving them for a separate paper in another 

journal, which would shorten and simplify the current work.  

Our response  

Our decision to report the two studies in a single manuscript was a conscious one. Study 2 is a 

replication of Study 1 using different cohorts of students. This therefore provides us, and hopefully our 

readers, with an assurance that our findings for medical students (Study 1) are not an anomaly. We 

therefore believe that this is a more powerful way to report these data. We would also like to point out 

that in other areas of research, such as within the social sciences, this type of reporting is not only 

commonplace, but is also often a requirement. This replication therefore enables researchers to make 

claims that are generalizable across larger and more diverse populations and we discuss this further 

in paragraph 1 of our discussion section. We would therefore prefer to report these two studies 

together in this manuscript.  

 

Reviewer 1  

It is possible that, semantically, the phrase „decline in student empathy‟ could be taken to be 

ascription of blame to the students, while the evidence in this paper indicates how strong is the 

influence of uncaring environments. The authors might have a further point to make along these lines, 

based on their observations, if they chose to.  

Our response  

We thank the reviewer for this suggestion. We too believe that the influence of the environmental 

culture sometimes goes against students‟ professionalism teaching and against their own moral 

stances. However, our argument in this manuscript is that the way in which empathy has been 

measured using the Jefferson Scale of Physician Empathy–Student Version (JSPE-S) is problematic 

and that it is the use of this measurement that has created the strong discourse around students‟ 

empathy decline. We believe that the evidence in this paper points to the inadequacies of the 

measurement tool, thereby challenging such a notion of empathy decline.  

 

Reviewer 2  

I am not sure if it is a question of writing style, but I found some sections confusing. In my opinion, the 

confusion arises from trying to include a lot of theoretical information into one manuscript, some of 

which is directly related to the results presented, and some less so. I would therefore recommend 

perhaps writing another theoretical manuscript that describes the development of moral distress 

based on the results of this study and your very thorough review of the literature.  

Our response  
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We thank the reviewer for their comment. Although we think it inappropriate/impossible to remove all 

theory from this paper, we have tried to simplify the theoretical information we do present in our 

revision by linking the concepts better and defining them up-front.  

 

TITLE  

Reviewer 3  

As important as the findings may be, I think referring to the 'myth of empathy decline' in the title is 

over-stating it. The findings shed light and raise questions, but I do not think they yet dispel the 

previous research.  

Editorial comments  

1/ 'The myth of empathic decline' doesn't really add much to the title, but it would benefit from 

including the study design to help make clear that this is a research paper not an opinion piece or 

review.  

Reviewer 1  

I think the phrase “The myth of empathic decline” in the title significantly overstates the case that can 

be unequivocally drawn from the results. There is a significant body of evidence that has been taken 

to indicate that there is a decline in student empathy. The authors present interesting data which 

challenges this view, but, in my opinion, cannot be said to absolutely disprove it. There may be a 

complex relationship between causes and behaviours, and in that relationship, both these findings 

and previous findings may represent different aspects of the same thing. For instance, it could be that 

previously students have reported declines in their perceptions of how they would enact empathy 

(what they think they might do) whereas in this more personally reflective approach, they are 

exploring how they feel about empathy. But that is only one possibility. In general, the response to 

questions of this kind is likely to depend quite strongly on the question. In summary, I do not believe 

that the authors have established that the reported declines in student empathy are mythical beyond 

reasonable doubt, despite the declarative statement in the title. Even the addition of a question mark 

to the title would be a help; but a more nuanced discussion would also be helpful.  

Our response  

We understand the reviewers‟ and editorial concerns here so have now changed our title to remove 

„the myth of empathic decline‟ and instead include the study design. It now reads “Professionalism 

dilemmas, moral distress and the healthcare student: Insights from two UK-wide online questionnaire 

studies”.  

 

ABSTRACT  

Reviewer 2  

Missing introduction sentence of what are (definition of) professional dilemmas and moral distress.  

Our response  

Thanks to reviewer for pointing out this omission. We now define these terms in our abstract.  

 

Reviewer 2  

Conclusion says “frequently encounter” but not say in results what is frequency.  

Our response  

When we say in the conclusion that they frequently encounter professionalism dilemmas we are 

referring to the overall findings in our study regarding all types of dilemmas. We lack sufficient space 

within the abstract to report exact numbers for these so have not added these in our revision. If the 

editor thinks such numbers are critical, we would be grateful to receive a steer on what we should 

exclude from our abstract in order to compensate for the inclusion of these numbers.  

 

Reviewer 2  

Unclear meaning behind, “gender differences could be respondents acting according to gendered 

expectations”- could this be written using less scientific “jargon”?  

Our response  
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We try to explain what we mean by gendered expectations by including an example in brackets 

“Gender differences could be respondents acting according to gendered expectations (e.g. males 

downplaying their distress because males are socially expected to appear tough)”. We therefore 

believe that any “jargon” (e.g. the term “gendered expectations”) has been adequately defined.  

 

Reviewer 2  

"Habituation to dilemmas justifiable for learning suggests…"- would write instead habituation to 

dilemmas suggests.  

Our response  

We thank the reviewer for this suggestion and have changed our wording in the revision accordingly.  

 

Reviewer 2  

Missing recommendations for future research.  

Our response  

Due to word count restrictions we have removed recommendations for practice (which is not 

stipulated in the author guidelines for BMJ Open) and have now instead added recommendations for 

research (which is stipulated for BMJ Open) in its place.  

 

Reviewer 1  

The limitations of this kind of survey work are discussed in the text, but absent from the „Strengths 

and Limitations‟ in the abstract.  

Our response  

We agree that these are missing from the abstract. However, the tight word restriction for the abstract, 

combined with the stipulations in the author guidelines, means that we are unable to include these 

here. Should the editor think it essential to include strengths and limitations in the abstract, we would 

be grateful to receive a steer on what we should exclude from our abstract in order to compensate for 

the inclusion of words relating to strengths and limitations.  

 

 

INTRODUCTION  

Reviewer 2  

Page 5, line 12-14 value-conflicts - new concept. Can say that moral distress is the result of value 

conflicts but would not make this seem as key concept here.  

Page 5, Line 11-17- very long sentence. If moral distress is a key concept then perhaps you should 

say that moral distress is defined as “knowing the ethically correct thing…”, and not include the 

definition as a side comment  

Page 5, Line 16-28 one very long sentence.  

Our response  

As suggested by reviewer 2, we would agree that in many ways value-conflicts resonate with the 

concept of professionalism dilemmas and have now made the link explicit from the beginning. 

However, we are bringing together two different literatures in our paper – one that uses the term 

value-conflicts in relation to practicing healthcare practitioners and has examined it in terms of moral 

distress; the other, that uses the term professionalism dilemmas in relation to healthcare students that 

has rarely been examined in relation to moral distress. Furthermore, to complicate matters, the term 

value-conflicts has also been used to examine empathy decline in students. We have re-written this 

section in the hope that this is now clearer to the reader. We have also defined professionalism 

dilemmas and moral distress directly and broken up the long sentence. Where possible (so as not to 

misrepresent the research) we have used the term professionalism dilemmas rather than value-

conflicts. We think these changes address all of reviewer comments listed above.  

 

Reviewer 2  

Page 5, Line 28-38 discusses physician empathy which is a related concept but is not what is studied 
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here. This is confusing to reader.  

Our response  

We agree that in the original version this might have felt confusing. We have now separated the first 

paragraph into two. We believe that physician empathy is important to highlight in this section, as 

today‟s healthcare students are tomorrow‟s practitioners. The entire second paragraph now sets out 

the issue for healthcare practitioners and the implications for patient care.  

 

Reviewer 2  

Page 5, Line 41- cultural challenges - not seen in previous paragraph.  

Our Response  

We talk about the cultural challenge four lines previously when we say “this is of concern for the 

education of our future healthcare workforce within such an organizational culture.” Therefore, we 

have not added anything further in the previous paragraph in our revised paper.  

 

Reviewer 2  

Page 5, Line 52 says professionalism dilemmas are the same as value conflicts. I would recommend 

picking one name for the concept, defining it and staying with it.  

Our Response  

As mentioned above, value conflicts and professionalism dilemmas are not the same but are related 

concepts (see above). As outlined above, we now make this clearer in the paper to prevent any 

confusion and use the term „professionalism dilemmas‟ wherever possible.  

 

Reviewer 2  

Page 6, Subtitle is “professional dilemmas, moral judgment and emotion” but this section discusses 

workplace learning. In my opinion there is too much discussion about related concepts that are not 

what is directly studied here making the manuscript hard to follow.  

Our Response  

We understand the challenges of following work such as ours, which includes a multiplicity of related 

concepts. We are directly studying professionalism dilemmas that occur within the workplace-learning 

environment. As such, all discussions regarding workplace learning refer only to these situations. We 

have revised this section to address reviewer 2‟s comments, so hopefully this is now clearer.  

Reviewer 1  

Page 6 line 15/16. Plural subject, singular verb. But I also think this sentence would be clearer if split 

up.  

Our Response  

This sentence has now been deleted as the definition occurs earlier in the introduction.  

 

Reviewer 1  

Page 6 line 31/32. If students are instigators, to whom are they supposed to report themselves? 

Again, I think this sentence should be split up.  

Our Response  

We thank the reviewer for this suggestion. We have re-written this to clarify and have split the 

sentence up as suggested.  

 

Reviewer 2  

Page 6, Lines 31- end of page There is a discussion about moral judgment and the results of a 

linguistic analysis - in my opinion this is not directly related to the topic and distracts the reader from 

the variables in the study.  

Our Response  

We politely disagree with the reviewer here. What we are trying to say here is that there are 

qualitative data suggesting that healthcare students maintain their empathy with patients across the 

course of their studies. We believe that this is directly related to the topic of our study. We have re-
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structured this section slightly and have now hopefully clarified this.  

 

Reviewer 2  

Page 7. Title of this subsection is professional dilemmas, moral judgment and emotion but this page 

discussed empathic distress.  

Our Response  

We politely disagree with the reviewer here as this section discusses various forms of emotion, 

including empathic distress (which is ultimately an emotion). We have therefore not changed the title 

of this section.  

 

Reviewer 2  

Page 7. Is there a difference between moral distress and empathic distress? The abstract says that 

empathic distress is moral distress intensity. If so, then why confuse the reader with another concept. 

In my opinion one name should be consistently given to this concept.  

Our Response  

We understand the reviewer‟s frustration as we introduce yet another, related, concept. We believe 

that it is however important to include this related literature, and while moral distress and empathic 

distress are not exactly the same, they are related. Here, we go into detail explaining how the concept 

of empathic distress is related to professionalism dilemmas and moral distress. This section is actually 

a key part of our argument that healthcare students retain their empathy and so we are reluctant to 

change this. However, we have removed the reference to it in the abstract as without the full 

explanation, we agree, it is confusing.  

 

Reviewer 1  

Page 7 line 22. Is „or‟ missing from before „causing‟ (also this word in partly in italics).  

Our Response  

Thank you, we have now changed this.  

 

Reviewer 1  

Page 7 line 26 „While…‟. Perhaps this sentence would be best split up also.  

Our Response  

We agree and have now split this into three sentences.  

 

Reviewer 2  

Page 7. Lines 11-45: As far as I understand, moral distress is defined as those feelings (including 

anxiety, depression etc.) that are the results of knowing the „right thing to do‟ but not being able to do 

them because of various constraints. I would therefore re-phrase this section as a discussion of how 

moral distress develops. There are models (at least in the nursing literature) that discuss how moral 

distress develops. I find the introduction of many new concepts confusing and distracting to the 

important message that this manuscript delivers.  

Our response  

Although we sympathise with Reviewer 2‟s difficulty in understanding the different concepts that relate 

to the moral distress literature, this paragraph is a key one in demonstrating the link between moral 

distress and empathy. So, here we are explaining the link by drawing on the concept of „empathic 

distress‟. Furthermore, as Reviewer 2 says, there are models regarding the way in which moral 

distress develops. We have actually drawn on these models in this paragraph as we describe the 

empathy-moral distress link (for example, Jameton, Corley and Hamric, references 8, 47, 57 & 58).  

 

Reviewer 2  

Page 8, Line 40-45: Is the literature discussing professional dilemmas or the emotional result of 

experiencing these dilemmas (i.e. moral distress).  

Our response  
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The literature examined moral distress experienced by healthcare workers, which was described in 

the previous paragraph. This is a linking sentence to make the point that although there is a growing 

body of work examining moral distress in healthcare workers – there is virtually no research exploring 

this in healthcare students.  

 

Reviewer 2  

Page 9, what is the difference between professionalism dilemmas and moral distress frequency? Both 

describe the dilemmas that are encountered.  

Our response  

Our apologies but we are somewhat confused by this question from reviewer 2. Professionalism 

dilemmas were defined up-front and explained during the introduction as “ethically problematic day-to-

day events for learners in which they witness or participate in something that they think is improper, 

wrong or unethical”. Although we do not use the term “moral distress frequency” in our paper, moral 

distress does not describe the dilemmas encountered, rather it explains healthcare students‟ 

responses to the dilemmas when they know the ethically correct thing to do but feel unable to act.  

 

Reviewer 2  

Page 9, should there be a question related to whether there are differences in the types of dilemmas 

(whether measured by professional dilemmas or moral distress frequency) that are experiences by 

gender?  

Our response  

Apologies but again, we do not use the term “moral distress frequency” in our paper so are slightly 

confused by the reviewer‟s comment here. The focus of this paper is around the issue of moral 

distress resulting from professionalism dilemmas. Research Question 2 already addresses the gender 

question here. We agree that it is possible for us to ask many other questions of this data, but to do 

so would detract from the main thrust of our argument.  

 

 

METHODS  

 

Reviewer 2  

Pages 10-11. Were there differences in the results based on the method of data 

collection/recruitment? If this data were not collected, perhaps it should be added as a limitation to the 

study.  

Our response  

There were minor variations in the questionnaires to account for healthcare group differences (based 

on initial qualitative studies), and as we say, recruitment differences were variable dependent on 

institution. However, the main difference in results is that we did not find „habituation‟ for Study 2. This 

has been explained already in the discussion in terms of reporting the small numbers of respondents 

who reported experiencing the dilemmas that demonstrated this in Study 1. We now expand on our 

discussion by being more explicit about how the failure to find habituation might be due to a lack of 

power.  

 

Reviewer 2  

Pages 10-11. Basically this study deals with the quantitative results of a mixed method study. It is not 

clear how the studies mesh with one another. If I understand correctly, first the students were asked 

to describe their professional dilemmas. Based on the results, 2 different questionnaires were 

developed- the 79-item questionnaire for medical students and a 105-item questionnaire for all of the 

other students. Then each student was contacted a second time and were asked about the frequency 

of intensity of the moral distress associated with each professional dilemma. What is the percentage 

of those who responded the second time?  
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Our response  

What we present in this study is not what we would consider to be mixed methods, although our 

broader programme of research in this domain over the past 10 year could be considered mixed 

methods. The reviewer is correct in understanding that this study deals with the results from 2 

questionnaires that have been developed from earlier qualitative research studies (already published 

elsewhere e.g. Monrouxe & Rees 2012; Monrouxe et al. 2014). However, the reviewer assumes that 

we used the same participants from these earlier studies in our questionnaire studies. Although some 

of our UK-based participants for the earlier qualitative studies (who were in their early years of study) 

could have been invited to participate in the online surveys during their later stages of training, this 

was not purposeful. Indeed, we only thought about developing questionnaires from the interview data 

after we had conducted our qualitative studies. So while these qualitative and quantitative studies 

comprise a growing programme of research around professionalism dilemmas and emotion, they do 

not necessarily „mesh‟ with respects to participant samples. Neither did we set out to „mesh‟ these 

samples nor does it matter whether they do „mesh‟ because we treat the qualitative and quantitative 

components of our research programme separately.  

 

Reviewer 3  

The Moral Distress scale on p.11 could be reformatted for easier reading.  

Our response  

We have modified this by putting each category on a different line for ease of reading.  

 

Editorial comments  

2/ Please have a go at including a response rate. You could at least offer an idea of their total 

coverage. We usually decline to publish surveys that can't give us - and therefore readers - an idea of 

the coverage that the results apply to. Without this, what sense can be made from the results? It's 

unfortunately a regular occurrence with surveys.  

Our response  

We understand the importance of survey response rates in terms of judging how the findings may 

speak to the broader target population, particularly around things like prevalence rates (e.g. 

Frequencies and percentages of students experiencing certain types of dilemmas). We now include 

two tables (Table 1 and Table 2) as Appendix A (below) to this author response letter that sets out the 

response rates by school for each of the studies. We also report the overall response rates for each 

study along with the range and SD in our manuscript. However, we would like to make two 

observations here to defend these seemingly low response rates for our study: (1) our actual 

response rates are likely to be higher than the estimates provided in our paper given that the lower 

bound to the response rate are based on the numbers of students in each school. We know that an 

unknown (but possibly substantial) number of students may not have even received or read their 

email invitation to this study, or indeed, the invite posted on their virtual learning environments (which 

was the only method of invitation in some schools); (2) our paper focuses primarily on the 

associations between gender and frequency of experiencing a dilemma type with moral distress, 

associations which are unlikely to be undermined by any biases resultant from lower response rates 

(and we now include a more lengthy discussion regarding the issue of different types of 

generalizability at the beginning of our discussion and how the use of theory and replication mitigates 

against the issue of nonresponse bias, citing the work of Blaire & Zinkhan 2006). However, to make 

sense of all our data analyses, we still include information in our paper about how closely our study 

samples represent the target populations in order to speak to the generalizability of our findings to the 

broader study population. We hope this additional information will be acceptable for BMJ Open and 

helpful for the reader.  

 

Editorial comments  

3/ Are any schools disproportionately represented?  

Our response  
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Yes. We had lower response rates at some schools (e.g. Medical School 13 = 0.10% and Nursing 

School 15 = 0.75%). Such low response rates could be accounted for by different recruitment 

methods employed at some schools such as invitations being present only on virtual learning 

environments (so no emails to students). As mentioned above, we now present this in Tables 1 & 2 as 

Appendix A, and also report these lower ranges in the body of our paper. However, we do not wish to 

discuss this issue further in our paper, as we do not make claims about our findings at the level of 

individual schools.  

 

Reviewer 2  

Logistic regression is mentioned - what was the criterion variable and why is this analysis not reported 

later in the manuscript.  

Our response  

Logistic regression was applied when the moral distress outcome variable was simplified into a binary 

no distress/distress variable by pooling all levels involving some distress. We have now clarified 

exactly where we used each type of analysis.  

 

Reviewer 2  

Other than gender and frequency of distress, what other variables were included as predictors in the 

model?  

Our response  

In our earlier exploration of the data we looked for relationships in terms of age, religiosity, ethnicity 

and clinical/pre-clinical students. There appeared to be no consistent relationships with these 

variables, so we did not include any other demographic variables in the regression analyses. We have 

added a note to this affect to the paper (at the end of the data analysis section). Note that we also 

concentrate on gender and frequency of occurrence in this paper due to the previous literature 

suggesting that these variables were possibly associated (see Wiggleton et al).  

 

RESULTS  

 

Reviewer 2  

Page 12. Most common professionalism dilemmas: I think that not only should the most common 

dilemmas be presented but also those that were the most frequent. In other words, not only the 

dilemmas that occur among the largest number of respondents but also the dilemmas that occur the 

most often (are the most common). It is unclear when you mention most common whether it is that 

more respondents have experienced the dilemma or that overall this dilemma occurs most frequently.  

Our response  

We have now clarified this by defining what we mean by „common‟ up-front (by common we mean the 

dilemmas that are commonly experienced across all participants). As we already define „frequency of 

occurrence‟ earlier in the paper, we do not repeat this in the results section of our revised paper. We 

understand the reviewer‟s desire to explore the data more thoroughly in terms of us presenting data 

regarding the dilemmas that are most frequently experienced by the same person (frequency of 

occurrence). We have therefore added information regarding the top-three most frequently occurring 

patient-focused and student-focused dilemmas for both medical and healthcare students. We have 

reported this data in full in the body of the manuscript following the information about the top-10 most 

common dilemmas as there is a great deal of overlap between the two, lending extra weight to our 

findings. In the Appendix B below, we present the full data in Tables 3 & 4. We leave it to the 

discretion of the Editor as to whether they would prefer the tables or text in the final manuscript.  

 

Reviewer 1  

Page 12 Results. In this section, a variety of styles are used to represent outcomes: fractions („Two-

thirds‟) percentages (12%); and descriptive statements „vast majority‟. While recognising that the 

values are presented in the tables, it would be best to have a consistent style for ready comparisons. I 
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prefer percentages.  

Our response  

This has now been changed so that only percentages are reported.  

 

Reviewer 2  

If intensity was the criterion variable and it is placed on an ordinal scale, how did you use it in a 

regression analysis? This needs to be described.  

Our response  

We interpreted the scale as a nominal scale with each category being discrete and this is fully 

described in our paper. For example: “This categorical model ensures that no implicit weight is 

assigned to distress categories and provides estimates for the probability of respondents classifying 

themselves as being mild, moderately or severely distressed compared to the baseline of no distress.”  

 

 

Reviewer 2  

Page 13. Line 35-37: It is not clear where is the significant difference -between what and what?  

Our response  

The sentence before line 35 says: “Sixty-two of the seventy-nine questions for medical students had 

sufficient responses to examine the influence of gender and frequency of occurrence on moral 

distress intensity using multinomial regression analyses”. Note that the underline used here is not in 

our original manuscript but highlights here the relationships (not differences) we looked at between 

gender, frequency of occurrence and moral distress. The two sentences in our paper after this state 

how many items were significant for gender and how many for frequency of occurrence along with the 

types of dilemma. We are unsure how to make this clearer to the reader without repetition.  

 

Reviewer 2  

Page 13. Line 39-end of the page: this includes several analyses that more or less come to the same 

conclusion. I would pick the most informative and delete the rest.  

Our response  

This section is a key part of our analysis. Rather than including “several analyses”, this merely reports 

the stages we undertook in order to reach our analysis: (1) discovering that many items had an effect 

of gender and/or frequency of occurrence on moral distress intensity, and all were in the same 

direction, and then (2) we aggregated the data to examine the overall pattern. Therefore, we would 

suggest that all stages in this analysis should be reported so the reader can ascertain exactly how we 

came to our conclusions.  

 

Reviewer 2  

Page 14. If the results of gender on moral distress intensity were the same between disciplines, then 

why not combine the results up front instead of having 2 separate discussions. Here again there are 

several different analyses that come up with more or less the same conclusion.  

Our response  

We see that there are two key issues here: (1) no effect of discipline; and (2) aggregating data across 

both studies. To answer the first one, when we report that we found no effect of discipline on gender 

or frequency of occurrence on moral distress we are talking about the different disciplines who 

responded to our second questionnaire (so, between nursing, dental, physiotherapy and pharmacy 

students). This brings us to answer reviewer 2‟s second point regarding combining the results 

between Study 1 and 2. Although combining all the data might have meant that we would have larger 

effect sizes overall, we believe that by reporting study 2 separately we demonstrate the robustness of 

our findings through replication (as mentioned earlier, such replication studies are common in social 

science disciplines like psychology). This is a powerful way to demonstrate the robustness of our 

findings and mitigates against the concerns of nonresponse bias (as we now discuss in more detail at 

the beginning of the discussion).  
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Reviewer 1  

Page 14, line 11/12 the phrase „we therefore continue with the aggregated data‟ reads oddly to me.  

Our response  

We have now re-phrased this: “we therefore aggregated the data across all respondents”.  

 

Reviewer 2  

Page 14. Line 34-38. This is unclear. Are you trying to say that there was no relationship between 

intensity and frequency except for 3 situations where there was a negative relationship and that you 

are calling this habituation? And, that there was a positive relationship between frequency and 

intensity for 26 other dilemmas?  

Our response  

We are trying to say here that there is a relationship between moral distress intensity (none, mild, 

moderate and severe) and frequency of occurrence for 31 professionalism dilemma items: 3 of which 

displayed a negative relationship and the remaining 28 of which displayed a positive one. We have 

tried to clarify this in our revision.  

 

Reviewer 3  

The 'professional dilemmas' subject to the habituation effect are not reported separately, except for 

one example („unnecessary patient discomfort') in Table 1, and another at p.14 ('coercion of consent'); 

given the importance of the concept, I would think a separate table listing all such dilemmas would be 

warranted, even if only 'a few‟, as suggested in the body of the paper. The reader can only assume 

that if they are few they must nevertheless have occurred frequently, given the data in Figure 5A, but 

we have no explicit data on this.  

Our response  

We now list all three situations that contribute to the habituation effect in the body of the text. Note 

that the total number of responses to these is 1884 (which we already include in the description).  

 

Reviewer 2  

By bringing in the data separately for men and women are you trying to say that men and women 

experience habituation and disturbance differently? If so, shouldn‟t this be stressed and specifically 

tested?  

Our response  

We report the data across gender because prior research has already established that there is a 

gender difference. We make no claims – nor wish to do so – that males and females experience 

habituation and disturbance differently.  

 

Reviewer 2  

I think that it would be clearer to the reader if all of the habituation data (study 1 & 2) were put 

together and all of the disturbance data were put together – each under different subheadings. I would 

also put the gender differences on habituation and disturbances together.  

Our response  

We have now clearly specified in our revised paper when we are talking about study 1 findings and 

when we are discussing study 2 findings. Hopefully, this clarifies the results for reviewer 2. We 

already explain above why we purposely chose to report these two studies separately, as a replication 

study in order to emphasise the robustness of our findings. Such robustness would not be apparent 

through merging these two datasets.  

 

Reviewer 2  

Were the data pooled for gender differences on habituation and disturbance between the 2 studies? 

Perhaps this might make the differences between genders clearer and more pronounced?  

Our response  
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The data were not pooled and neither do we wish to do so (for the reasons already articulated above). 

The difference between genders is already pronounced, and we refer the reviewer to our earlier 

comments regarding the important issue of replication (and avoidance of salami-slicing).  

 

Reviewer 2  

Was there any analysis about factors related to those that had distress versus those that didn‟t? This 

is related to my previous comment about what variables were put into the regressions as predictor 

variables - did it include other demographic/background variables?  

Our response  

As mentioned earlier, in our earlier exploration of the data we looked for relationships in terms of age, 

religiosity, ethnicity and clinical/pre-clinical students. There appeared to be no consistent 

relationships, so we did not include any other demographic variables in the regression analyses. We 

now add a note to this affect at the end of our data analysis section.  

 

DISCUSSION  

 

Reviewer 2  

In my opinion, the opening paragraph is too detailed. It basically repeats the results. Perhaps this can 

be shortened to include the most important results instead of listing specifics.  

Our response  

This has now been shortened to take out the actual numbers and instead just give a flavor of the 

dilemmas experienced.  

 

Reviewer 1  

Page 16, line 15/16. “While we do not consider these figures to be generalisable….”. This is a good 

point, perhaps worth including in the Limitations (see point 3). The continuation “…there was sufficient 

data….” Is the key sentence of the entire paper! The authors might like to expand on their justification 

of this conclusion, on which the work substantially rests.  

Our response  

We thank Reviewer 1 for suggesting that we expand on this statement. We realize that what might 

seem „evident‟ to a researcher who works with theory, may not be so evident to those not working 

with theory. We now discuss the issue of nonresponse and generalizability in academic research at 

the end of the first paragraph. Here we delineate the three different types of generalizability and how, 

through the use of theory (moral distress) and replication (presenting 2 questionnaires) we are able to 

mitigate the issue of nonresponse bias for the main findings.  

 

Reviewer 1  

Page 16, line37/38. Social desirability bias remains a possible limitation (point 3).  

Our response  

Yes, this is a possible limitation with any type of research. We have now added this to the limitation 

section.  

 

Reviewer 1  

Page 16 line 41. “We do not think this is…..”. I‟m afraid I don‟t follow this sentence!  

Our response  

We have now changed this to read: “We do not think acting consistent with gendered expectations is 

a conscious attempt to deceive but results from unconscious needs to conform to social norms such 

as men being expected to be tough and rational, and women weak and emotional”. We hope that this 

clarifies.  

 

Reviewer 1  

Page 17, line 55 “…could be better understood….” Is a strong statement of causality. „…could 
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perhaps be better understood” is less strong!  

Our response  

Thank you. We have now hedged our assertion.  

 

Reviewer 1  

Page 18, line 12 et seq. This goes to Point 2. There are other possible explanations than exploding 

the myth of empathic decline, from the contextual (different environments, different students; different 

time periods; different questions = different results) to the philosophical. I think the authors‟ findings 

are interesting and suggestive, but do not regard them as conclusive.  

Our response  

We have now hedged our assertions further and added a comment that alternative explanations are 

possible.  

 

Reviewer 1  

Discussion in general. One interesting aspect of this work is that the observed gender differences 

may have wider significance, which might benefit from further discussion. For instance, more men 

than women are sanctioned by the GMC (BMJ Open 2014;4:e005405 doi:10.1136/bmjopen-2014-

005405). Could these findings connect with that observation?  

Our response  

While we quite understand the reviewer‟s desire for us to discuss the „wider significance‟ of our 

findings, we believe that linking our findings to the issue of gender difference in receiving sanctions by 

the GMC is a step too far. The most likely link is that females seem to be displaying greater empathic 

distress and that might be a mitigating factor. However given that the paper did not provide the 

reasons why a sanction had been imposed, we do not believe that we can link this comfortably with 

GMC sanctions without going beyond our study findings. We therefore do not include this in our 

discussion.  

 

Reviewer 2  

Page 16. Line 39- you discuss social desirability- are you implying that males have a deeper wish to 

answer in socially desirable ways? In my opinion, this just adds another possible intervening variable 

and does not explain the results. I do understand the explanation that socially males are expected to 

be less distressed but I am not sure that I would call this social desirability.  

Our response  

Thanks for this comment. We have taken this comment on board and no longer discuss the issue of 

social desirability. Rather we continue to discuss the issues in terms of „gendered expectations‟ 

(which is a subset of social desirability).  

 

Reviewer 2  

Page 17. You state that both habituation and disturbance were found for a minority of professional 

dilemmas. What makes those that did change over time different from the ones whose moral distress 

stayed constant?  

Our response  

We found significant relationships between frequency of occurrence and moral distress for over 60% 

of cases in Study 1 and for 74% of cases for study 2, so we would not consider these to be a minority. 

Perhaps what Reviewer 2 is referring to is our discussion around the healthcare students‟ data not 

displaying the habituation pattern? We have now re-worded this in the hope that it clarifies the 

situation: “Interestingly, none of the items that displayed this pattern in medical students had 

significant effects for frequency of occurrence on the other healthcare student data (so do not 

contribute to the effect of disturbance either). This is unsurprising when we consider the percentage of 

occurrence for these items within this healthcare group: only 5-9% compared with 14-37% for medical 

students. It appears therefore that these events rarely occurred within the other healthcare group, 

possibly due to the different roles healthcare students play in relation to patients. The absence of 
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significant relationships for the healthcare student group could therefore be due to a lack of power”.  

 

Reviewer 2  

Page 17. Lines 41-end of page: The explanation is unclear and inserts other concepts that were not 

investigated in this study.  

Our response  

The only „new‟ concept that we bring in here is the issue of „social norms‟. We agree with Reviewer 2 

in that we did not explicitly investigate social norms in the studies. However, this is the discussion and 

in order to interpret our findings we are drawing on this concept to explain the phenomena found. We 

have now simplified our argument to read: “We do not think acting consistent with gendered 

expectations is a conscious attempt to deceive but results from unconscious needs to conform to 

social norms, such as men being expected to be tough and rational, and women weak and 

emotional.” We hope that this now reads with more clarity.  

 

Reviewer 3  

Similarly, the lack of explicit discussion re contextual factors which may give rise to a habituation 

response would greatly help the reader‟s understanding of the phenomenon, especially, for instance, 

why habituation seemed to occur only with medical students; the importance of contextual factors is 

noted on p.7 (for nurses) but not raised again in the light of the findings.  

Our response  

We have now added context to the argument around the low responses in study 2 to the items 

demonstrating a habituation pattern in study 1: “This is unsurprising when we consider the percentage 

of occurrence for these items within this healthcare group: only 5-9% compared with 14-37% for 

medical students. It appears therefore that these events rarely occurred within the other healthcare 

group, possibly due to the different roles they play in relation to patients. The absence of significant 

relationships for the healthcare student group could therefore be due to a lack of power.”  

 

Reviewer 3  

The claim of triangulation at p.18 could be better substantiated; it would seem to warrant more than a 

single example.  

Our response  

Thanks for this comment – we now provide three references rather than one to substantiate our claim 

for triangulation on page 18 (26, 28 and 32)  

 

Reviewer 3  

Given the title and subsequent discussion about empathy, it is surprising that Colliver et al's article 

(Academic Medicine 2010 April 85(4): 588-93) querying the 'decline of empathy' theory isn't 

referenced.  

Our response  

Thank you to Reviewer 3 for this suggestion. We now cite this paper in our revised discussion section.  

 

Reviewer 2  

Page 19. I find the limitation section confusing- you list limitations and then continue with arguments 

for and against the fact that the limitation that you list is in fact a limitation - if it is, then leave it that 

way.  

Our response  

We have now re-worked this section so that it deals with limitations first, then strengths.  

 

Reviewer 2  

Page 19. Your recommendations are about emotional residue and emotional regulation, which are not 

concepts that you investigated. Usually recommendations are based on the findings of the current 

study and do not include other studies.  
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Our response  

Our recommendations do indeed talk about emotional residue – this is the long-term distress that is 

experienced after an event and therefore something that we have directly studied. To avoid confusion, 

we now define emotional residue as any emotion resulting from a dilemma that is still with the student 

months since the situation occurred.  

 

Reviewer 2  

Page 19. There are no recommendations for future research.  

Our response  

We have now added recommendations for future research in terms of studying how students manage 

their emotions.  

 

TABLES AND FIGURES  

 

Reviewer 2  

I think that there are too many tables and figures. I think that the first 4 figures are informative but 

there usually is not enough room for all of them. Perhaps the most important results can be used. I 

also think that the final 2 figures are less informative as well.  

Our response  

We have now reported the data from Figures 1-3 in the body of the manuscript and so deleted them 

from the manuscript. We have retained the figures that demonstrate the patterns of moral distress 

intensity by gender and frequency of occurrence, as these are the focus of the main argument in the 

paper.  

 

Reviewer 1  

Page 11 line 43. I think a good case could be made for treating the data as ordinal, given the nature 

of the Likert anchors. This would increase the statistical power. On the other hand, the authors have 

taken the most conservative view possible. But then the data points on Figure 4 are joined by 

continuous lines, which conventionally is taken to represent a continuous relationship between the 

points. If they are categories, they are best represented by histograms.  

Our Response  

We understand what the reviewer is suggesting here although the convention mentioned by Reviewer 

1 is widely ignored with ordered categories in the literature. However, we have now re-worked the 

figures into histograms as suggested by Reviewer 1.  

 

Reviewer 3  

There is a minor spelling error in Figure 5A („Occurrance‟).  

Our Response  

Thanks to Reviewer 3 for identifying this error. This has been corrected in our re-working of the 

figures.  

   

APPENDIX A: Response Rates  

 

Table 1: Study 1 Medical Student Responses by School  

 

Student Numbers Responding students Response %  

School 1 972 75 7.72  

School 2 1747 6 0.34  

School 3 1338 77 5.75  

School 4 2021 211 10.44  

School 5 1380 3 0.22  

School 6 747 14 1.87  
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School 7 1336 28 2.10  

School 8 1652 147 8.90  

School 9 899 170 18.91  

School 10 1371 70 5.11  

School 11 1324 36 2.72  

School 12 764 71 9.29  

School 13 2068 2 0.10  

School 14 2366 141 5.96  

School 15 699 41 5.87  

School 16 1460 77 5.27  

School 17 1255 121 9.64  

School 18 1661 110 6.62  

School 19 2296 62 2.70  

School 20 1560 173 11.09  

School 21 1635 100 6.12  

School 22 973 17 1.75  

School 23 1083 175 16.16  

School 24 1322 83 6.28  

School 25 1344 112 8.33  

School 26 505 43 8.51  

School 27 1414 103 7.28  

School 28 147 40 27.21  

School 29 1969 62 3.15  

School 30 815 8 0.98  

School 31 689 19 2.76  

TOTALS 40812 2397 5.87  

 

 

   

Table 2: Study 2 Healthcare Student Responses by School  

 

School Student numbers Responding students Response %  

Dentistry: School 1 75 9 12.00  

Dentistry: School 2 364 61 16.76  

Dentistry: School 3 195 41 21.03  

Dentistry: School 4 394 31 7.87  

Dentistry: School 5 773 32 4.14  

Nursing: School 1 636 15 2.36  

Nursing: School 2 321 19 5.92  

Nursing: School 3 650 20 3.08  

Nursing: School 4 994 49 4.93  

Nursing: School 5 766 118 15.40  

Nursing: School 6 590 63 10.68  

Nursing: School 7 350 76 21.71  

Nursing: School 8 595 83 13.95  

Nursing: School 9 775 39 5.03  

Nursing: School 10 631 40 6.34  

Nursing: School 11 586 62 10.58  

Nursing: School 12 771 32 4.15  

Nursing: School 13 570 29 5.09  

Nursing: School 14 1,935 105 5.43  

Nursing: School 15 800 6 0.75  
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Pharm: School 1 829 54 6.51  

Pharm: School 2 503 20 3.98  

Pharm: School 3 430 56 13.02  

Pharm: School 4 264 33 12.50  

Pharm: School 5 530 37 6.98  

Pharm: School 6 88 16 18.18  

Pharm: School 7 345 18 5.22  

Pharm: School 8 347 17 4.90  

Pharm: School 9 480 17 3.54  

Physio: School 1 77 23 29.87  

Physio: School 2 104 13 12.50  

Physio: School 3 92 20 21.74  

Physio: School 4 74 13 17.57  

Physio: School 5 200 4 2.00  

Physio: School 6 234 35 14.96  

Physio: School 7 120 24 20.00  

Physio: School 8 110 12 10.91  

Physio: School 9 159 38 23.90  

Physio: School 10 100 3 3.00  

Physio: School 11 186 16 8.60  

TOTALS 18043 1399 7.75  

 

   

APPENDIX B: Most frequent dilemmas  

 

Table 3: Medical students‟ three most frequent patient-focused and student-focused dilemmas 

(reported as occurring 6+ times over the past year)  

 

Patient-focused dilemma 6 or more times  

 Clinician verbally coerced patient consent 14.7%  

 Clinicians compromised patient safety (poor hygiene) 12.0%  

 Clinician coerced patient consent, misrepresenting student identity 9.1%  

Student-focused dilemma  

Felt ignored (e.g. ignoring you, your views, late/no show to teaching) by clinical teacher 24.1%  

 Asked repeated questions by clinical teacher in an intimidating way (e.g. "grilled", "drilled") 17.2%  

 Asked questions by clinical teacher that are unrealistic and beyond level of training 16.6%  

NOTE:  = also in the top 10 most commonly reported dilemmas.  

 

 

   

Table 4: Healthcare students‟ three most frequent patient-focused and student-focused dilemmas 

(reported as occurring 6+ times over the past year)  

 

Patient-focused dilemma 6 or more times  

 Clinician talking about a patient inappropriately 7%  

Clinicians compromised patient safety (poor hygiene) 5.9%  

Clinician talking to patient inappropriately 4.8%  

Student-focused dilemma  

 Given menial tasks below level of competence by clinical teacher 16.1%  

 Felt ignored (e.g. ignoring you, your views, late/no show to teaching) by clinical teacher 8.9%  

 Felt excluded from learning opportunity (e.g. patient care) by clinical teacher 7.6%  

NOTE:  = also in the top 10 most commonly reported dilemmas. 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007518 on 19 M

ay 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


VERSION 2 – REVIEW 

REVIEWER John McLachlan 
Durham University, UK 

REVIEW RETURNED 08-Apr-2015 

 

GENERAL COMMENTS I am happy with the revisions for my part - I agree with the authors 
that the reviewing process has improved the paper. I now have no 
hesitation in recommending it for BMJ publication.   
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