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ABSTRACT
Objective: To understand the prevalence of healthcare
students’ witnessing or participating in something that
they think unethical (professionalism dilemmas) during
workplace learning and examine whether differences
exist in moral distress intensity resulting from these
experiences according to gender and the frequency of
occurrence.
Design: Two cross-sectional online questionnaires of
UK medical (study 1) and nursing, dentistry,
physiotherapy and pharmacy students (study 2)
concerning professionalism dilemmas and subsequent
distress for (1) Patient dignity and safety breaches;
(2) Valid consent for students’ learning on patients; and
(3) Negative workplace behaviours (eg, student abuse).
Participants and setting: 2397 medical (67.4%
female) and 1399 other healthcare students (81.1%
female) responded.
Main results: The most commonly encountered
professionalism dilemmas were: student abuse and
patient dignity and safety dilemmas. Multinomial and
logistic regression identified significant effects for
gender and frequency of occurrence. In both studies,
men were more likely to classify themselves as
experiencing no distress; women were more likely to
classify themselves as distressed. Two distinct patterns
concerning frequency were apparent: (1) Habituation
(study 1): less distress with increased exposure to
dilemmas ‘justified’ for learning; (2) Disturbance
(studies 1 and 2): more distress with increased
exposure to dilemmas that could not be justified.
Conclusions: Tomorrow’s healthcare practitioners
learn within a workplace in which they frequently
encounter dilemmas resulting in distress. Gender
differences could be respondents acting according to
gendered expectations (eg, males downplaying distress
because they are expected to appear tough).
Habituation to dilemmas suggests students might
balance patient autonomy and right to dignity with
their own needs to learn for future patient benefit.
Disturbance contests the ‘accepted’ notion that
students become less empathic over time. Future
research might examine the strategies that students
use to manage their distress, to understand how this
impacts of issues such as burnout and/or leaving the
profession.

INTRODUCTION
Society places demands on all healthcare stu-
dents to act professionally with a strong
moral compass: learning to work in partner-
ship with patients and the public, respecting
dignity and safety (both for patients and also
for healthcare professionals) and acting with
integrity.1–6 Sometimes students encounter
situations during their workplace learning
that run counter to this. Such professionalism
dilemmas have been defined as ethically prob-
lematic day-to-day events for learners in
which they witness or participate in some-
thing that they think is improper, wrong or
unethical.7

In terms of healthcare practitioners, there
is growing literature examining how their
experiences of value-conflicts at work (akin to
professionalism dilemmas in students), such
as witnessing the mistreatment of others, can

Strengths and limitations of this study

▪ Two online questionnaires developed from previ-
ous published qualitative studies were adminis-
tered to medical, dental, nursing, pharmacy and
physiotherapy students across the UK, enabling
us to measure professionalism dilemmas as
defined by healthcare students, replicating find-
ings across studies and student groups.

▪ The use of specific questions relating to respon-
dents’ own experiences enabled us to measure,
for the first time, healthcare students’ moral dis-
tress intensity and frequency of occurrence of
professionalism dilemmas across a range of spe-
cific dilemmas (thus enabling us to delineate the
effects across different dilemma-types).

▪ Multinomial and logistic regression analyses
enabled us to examine the influence of gender and
frequency of occurrence on moral distress intensity.

▪ Despite some students reporting experiencing no
dilemmas, there is a risk that students experien-
cing such dilemmas were more motivated to par-
ticipate in this research.
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cause them to experience moral distress.8 Moral distress
has been defined as knowing the ethically correct thing
to do but feeling unable to act.9 Indeed, research sug-
gests that acting against one’s conscience at work can
have a number of serious consequences for individuals
and organisations. Consequences include: (1) compas-
sion fatigue and burnout in healthcare personnel;
(2) decrease in an individual’s empathy, avoiding or
withdrawing from patients; (3) decreased service quality
in terms of patient safety, patient experience and effect-
iveness of care; and (4) decreases in general staff health
and well-being with high-staff turnover rates and staff
shortages.8 10–17 As physician empathy has been widely
demonstrated to positively affect diagnostic accuracy and
patient outcomes,18–20 this is of concern for the educa-
tion of our future healthcare workforce within such an
organisational culture. Indeed, a systematic review of 18
studies examining empathy decline in medical students
and trainee doctors pointed to problems in the clinical
phase of training, and the distress produced by value-
conflict situations as the catalyst for this decline.8

Against this backdrop of personal, professional and cul-
tural challenges resulting from healthcare practitioners’
moral distress following value-conflicts, it is important to
understand healthcare students’ experiences. In doing
so, this will enable us to consider such issues explicitly
within their learning environment and attempt to miti-
gate these long-term effects. Therefore, we present our
findings from two large-scale questionnaires with the aim
of understanding medical, dental, nursing, physiotherapy
and pharmacy students’ reported experiences of moral
distress following professionalism dilemmas (a type of
value-conflict) during workplace learning.

Professionalism dilemmas, moral judgment and emotion
Workplace learning represents a major component of
healthcare students’ learning within which professional
dilemmas are experienced.21–32 For example, breaches
of patient safety and dignity by healthcare workers with
healthcare students even committing similar breaches
themselves, often through coercion from their educa-
tional supervisors, comprises common professionalism
dilemmas identified by medical, nursing, dental, phar-
macy and physiotherapy students.26 28 29 31 Furthermore,
breaches of student safety and dignity through educa-
tional supervisors’ and patients’ negative behaviours,
including verbal and physical abuse directed toward the
student and students witnessing the abuse of colleagues,
have also been identified.24 26 29 31 32

Among other things, witnessing and participating in
professionalism dilemmas means that students have to
make certain moral judgments. For example, should they
report the dubious actions of others towards patients and
themselves and risk the consequences? How do they
resist against participating in such acts when requested to
do so by their seniors? Such moral judgments ‘ooze with
sentiment’33 as students balance the empathy they feel
for the recipient of abuse (eg, the patient) with the

consequences of their actions. Indeed, analyses of health-
care students’ oral and written narratives of professional-
ism dilemmas, and their actions during and following the
events, across four studies have consistently identified a
number of significant findings relating to negative
emotional talk: revealing an empathic connection with
the recipient of abuse.26 28 29 31 Using the software
program Linguistic Inquiry and Word Count,34 oral nar-
ratives of medical students’ professionalism dilemmas in
their clinical years contained significantly more negative
emotional talk than preclinical students’ narratives.26

Furthermore, linguistic analyses of oral and written narra-
tives of medical, nursing, dental, pharmacy and physio-
therapy students revealed: (1) significantly more negative
emotion (including anger) talk in patient dignity and
safety breaches committed by students’ clinical teachers
than those committed by themselves; (2) student abuse
narratives containing significantly more sadness or anger
words; (3) consent narratives containing significantly
more anxiety words; and (4) female students narrating
professionalism dilemmas with more emotion talk than
males.26 28 29 31 32

These findings around breaches of patient safety and
dignity resonate with other research examining nursing
students’ reactions to seeing patients receive uncaring
treatment: so-called empathic distress.35 Empathic distress
suggests that, should a student witness a patient in pain,
they imagine how the patient might feel.36 This produces
sadness in the student. However, in the face of profession-
alism dilemmas, such as observing healthcare practi-
tioners breaching patient safety or dignity or causing the
patient pain, the student can then feel anger towards the
perpetrator, irrespective of whether the patient them-
selves feels angry. While empathic distress can trigger
helping behaviours,36 when students feel unable to act
due to personal or situational circumstances (eg, they
have no confidence to speak out due to unequal power
hierarchies) anxiety can ensue. In such a situation their
self-focused distress (eg, anxiety) might overshadow their
other-focused distress (eg, anger). This failure to act can
result in increased distress for the student and possibly
guilt. Such increased distress comprises a type of moral
distress that can impact on individuals in the short
(so-called mild distress), medium (moderate distress) and
long-term (severe distress).9 Indeed, in-depth narrative ana-
lyses of professionalism dilemmas found healthcare stu-
dents narrating moral distress following traumatic events,
despite these events sometimes occurring over a year
prior to their participation in the studies: a few students
openly wept while describing the events, while others
used laughter to cope with their retelling of the
events.26 27 29

Moral distress of healthcare workers
Over the past decade there has been developing interest
in researching healthcare practitioners’ experiences of
moral distress.11 15 37–59 However, the majority of work
has focused on nurses: often acute care nurses in
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inpatient settings.60 61 In terms of nurses, research
clearly demonstrates that some of the associated factors
relating to the organisational context can trigger moral
distress, including: lack of resources (including time) for
appropriate patient care, job type (eg, hospital nurses
and psychiatric nurses report more distress than commu-
nity nurses), job load, lack of autonomy and the ethical
climate of organisations (ie, how they perceive the
organisation views and deals with ethical issues). In
terms of personal factors, data are mixed, but typically
gender and ethnicity have been found to be unrelated
to moral distress. Although age is sometimes found to
have a positive relationship with reported moral distress,
it has also sometimes been shown to have a negative or
no relationship.11 57–59

While there has been considerable research examin-
ing the moral distress of nurses, there are only a handful
of studies examining moral distress in other healthcare
practitioners. Freedom of speech and working outside
the hospital environment are associated with lower
moral distress for doctors and pharmacists.45 62 Women
doctors have been found to report more moral distress
than male doctors.63 Younger pharmacists (aged 18–30)
report more moral distress than older ones (≥56).62 And
when considering the differences between healthcare
groups, one study found nurses reporting higher moral
distress than doctors,47 although others have found the
reverse.48 While the issue of moral distress has been con-
sidered within physical therapy settings,39 to date, we
have found no studies that have examined moral distress
in dentists.

Healthcare students’ moral distress
While there is developing research examining health-
care practitioners’ experiences of moral distress, little
work has explored this with healthcare students. For
example, Wiggleton et al64 administered a questionnaire
to examine common professionalism dilemmas experi-
enced by 64 medical students along with differences in
moral distress intensity for gender and frequency of
occurrence. The most commonly experienced dilemmas
were around team members ‘bad-mouthing’ other ser-
vices or making disparaging comments about obese
patients. While females reported witnessing distressing
situations significantly more often than males, there was
a (non-significant) trend for males to report greater dis-
tress the more situations they encountered. Another
example, a descriptive review of 192 third-year medical
students’ case reflections submitted as part of their
course, found that a number of subject themes related
to higher moral distress: team problems, resource alloca-
tion, lack of patient access to care, negative role models
and inaction at the time of the dilemma.65

However, existing research examining professionalism
dilemmas and moral distress intensity in students have a
number of major flaws. What work has been carried out
comprises very small-scale surveys with data collected at
single sites and with single healthcare student groups,65

making generalisability problematic. The Wiggleton et al
survey was developed by researchers without a thorough
exploration of students’ personal reports of ethical/
moral dilemmas, so items are not necessarily grounded
in students’ lived experiences. Furthermore, students’
written reflections of difficult situations submitted as
part of their coursework assignments,65 rather than for
research purposes, are likely to have been ‘crafted’ to fit
within the nature of the assignment.

Aims and research questions
We aim to address current deficiencies in the literature
by reporting two studies exploring common types of UK
medical students’ (study 1) and nursing, dentistry,
physiotherapy and pharmacy students’ (study 2) profes-
sionalism dilemmas and whether gender or frequency of
occurrence (as explored by Wiggleton et al64) is related
to self-reported moral distress intensity, specifically
addressing the following research questions:
1. What are the most common types of professionalism

dilemmas?
2. What (if any) association exists between gender and

reported levels of moral distress intensity following
professionalism dilemmas?

3. What (if any) association exists between how often a
person experiences the same dilemma (frequency of
occurrence) and reported levels of moral distress
intensity?

METHODS
Study design
Two cross-sectional online questionnaires of medical stu-
dents from 31 UK medical schools (study 1); and 40 UK
healthcare schools (study 2).

Sampling and recruitment
Students were typically recruited using various methods
dependent on school-specific agreements: email, virtual
learning environments, student noticeboards, social net-
working sites (eg, Facebook, Twitter) and snowballing
via student organisations. The questionnaires were live
between 1 January and 1 March 2011 (study 1) and
December 2011–March 2012 (study 2).

Study questionnaires
The questionnaires were based on themes inductively
developed from earlier published qualitative research
with (study 1) medical,26 and (study 2) nursing, physio-
therapy, pharmacy and dental students29 and also influ-
enced by the literature.66 In the two questionnaire
studies presented here, students were asked about situa-
tions that they had instigated and similar situations that a
supervising clinician had instigated that they felt were
unprofessional. Seventy-nine (study 1) and 105 (study 2)
questions of specific events were developed across three
main ‘themes’: (1) patient dignity and safety breaches
(study 2 had additional items to study one as identified
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from the qualitative data: eg, “You have compromised
patient safety by making a clinical mistake and covering
it up/covering up others’ mistakes”); (2) valid consent
for students to examine/undertake a procedure on a
patient (pharmacy students did not answer these items
as they were not relevant to them); and (3) negative
workplace behaviours such as student abuse (study 2
had more of these specific items, being more prevalent
in the qualitative data). All themes were defined by
drawing on specific policy documents (eg, Royal College
of Nursing definition of dignity67) and moral distress
was also defined up-front.
Each themed set of questions began by asking respon-

dents to examine a group of related questions around
dilemma events and to indicate whether they had
experienced any of the situations during the past
12 months. ‘Yes’ responders then indicated which spe-
cific situations they had experienced by providing two
responses: (1) how often they had experienced the scen-
ario; and (2) how distressed they felt about it, using the
following Likert scale:
Frequency of occurrence: (1) Never; (2) 1–2 times; (3)
3–5 times; (4) 6–10 times; and (5) >10 times.
Moral distress: Using the moral distress scale:64

No distress (although it happened);
Mild distress (slightly uncomfortable during the event,
but not much thought afterwards);
Moderate distress (disturbed and distressed during the
event, feel helpless to do anything and think about it
for a while afterwards, but does not bother me much
now);
Severe distress (disturbed and distressed during the event,
feel helpless to do anything and still bothers me).
A qualitative ‘your story’ section28 31 and questions on

whistleblowing and challenging behaviours were included
in the questionnaires but are not reported here.

Data analysis
For both questionnaires we present the number and per-
centages of respondents to address the first research
question (common dilemmas experienced). Associations
between gender, frequency of occurrence and moral dis-
tress intensity (research questions 2 and 3) were then
modelled using categorical multinomial regression and
logistic regression (where the moral distress outcome
variable was simplified into a binary no distress/distress
variable by pooling all levels which involved some dis-
tress). The categorical model ensures that no implicit
weight is assigned to distress categories and provides esti-
mates for the probability of respondents classifying
themselves as being mild, moderately or severely dis-
tressed compared to the baseline of no distress. In our
earlier exploration of the data we looked for relation-
ships in terms of age, religiosity, ethnicity and clinical/
preclinical students. There appeared to be no consistent
patterns with these variables, so we did not include any
other demographic variables in the regression analyses.

Respondents
For study 1, 2397 UK medical students responded: 68.2%
female (n=1634), 78.6% white (n=1884), 67% (n=1606)
clinical students in year 3 or above and 88.6% (n=2124)
between the ages of 17 and 25. Owing to the recruitment
process varying dramatically by school (eg, many schools
advertised the study on a virtual noticeboard and others
emailed information only to students undertaking clinical
placements) it was impossible to calculate an exact
response rate. Instead, we provide a lower-bound to the
response rate by school based on actual student numbers
at each of the 31 participating schools at the time of the
study and the number of respondents from each of the 31
schools: overall response rate was 5.87% (range=0.10–
27.11%; SD=5.82). As the main data analysis concerns asso-
ciations between gender, how often a person experienced
a situation (frequency of occurrence) and self-reported
moral distress, a better understanding of the generalisabil-
ity of our findings is the extent to which our study sample
represents the target population. We therefore also calcu-
lated the difference between all UK medical students in
the academic year 2010–2011 (target population)69 and
the study population by gender (female, n=24 804
(56.6%); male, n=18 997) and ethnicity (white, n=25 489
(58.2%); non-white, n=18 313). While our study sample
and the target population comprised more female and
white individuals, our study sample included dispropor-
tionately greater numbers of females and white partici-
pants: gender, X2=108.045, df=1, p<001; ethnicity,
X2=391.982, df=1, p<0.0001.
For study 2, 1399 healthcare students responded to the

questionnaire comprising 756 nursing, 268 pharmacy, 201
physiotherapy and 174 dentistry students: 82.1% of the
total sample were female (n=1148), 85.3% white (n=1194),
46.4% (n=621) in year 3 or above and 80.2% (n=1122)
between the ages of 17 and 30. Again, due to the varying
recruitment process it was impossible to calculate exact
response rates. The lower bound of the response rate by
school was therefore calculated, based on actual student
numbers at the 40 schools at the time of the study: overall
response rate was 7.75% (range=0.75–29.12%; SD=7.16).
We also calculated the difference between all UK under-
graduate ‘subjects allied to Medicine’ in the academic year
2011–2012 (target population statistics from https://www.
hesa.ac.uk) and the study population by gender (female,
n=197 255 (81.2%); male, n=45 600) and ethnicity (white,
n=172 765 (77.1%); non-white, n=18 313). There was no
significant difference between our study sample and the
general study population in terms of gender, X2=0.636,
df=1, p<0.223; but there was a significant difference for eth-
nicity, X2=32.693, df=1, p<0.0001.

RESULTS
Most common professionalism dilemmas:
higher-order themes and events
Our first question relates to the issue of how common
specific dilemmas are in terms of them being
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experienced by a wide range of respondents. A total of
69.9% of female and 59.9% of male medical student
respondents, and 47.5% of female and 36.2% of male
other healthcare student respondents indicated that
they had witnessed clinicians breaching patient
dignity or safety during the past year. A total of 47.1% of
female and 48.8% of male medical student respondents
and 28.8% of female and 27.5% of male other health-
care student respondents reported instigating similar
breaches themselves. A total of 61.3% of female and
56.6% of male medical student respondents and 17.3%
female and 13.6% of male other healthcare respondents
(excluding pharmacy students) reported undertaking
an examination/procedure on a patient without valid
consent following the request of a clinical teacher for the sake
of their learning. A total of 31.5% of female and 38.2%
of male medical student and 19.1% of female and
12.4% of male other healthcare student respondents
reported instigating this themselves. A total of 80.4% of
female and 71.5% of male medical students and 83.3%
of female and 71.3% of male other healthcare students
reported being victims of abuse. A total of 57.2% of
female and 47.8% of male medical students and 49.6%
of female and 37.8% of male other healthcare students
reported witnessing the abuse of workplace colleagues.

Twelve per cent of medical student and 8% of other
healthcare student respondents reported experiencing
no dilemmas.
Tables 1 and 2 set out the 10 most common types of

professionalism dilemmas as reported by medical and
other healthcare student respondents (ie, those being
reported as occurring at least once during the previous
year). For medical students, half of these refer to patient
safety and dignity breaches, with the other half referring
to student abuse. For other healthcare student respon-
dents, the majority were student abuse dilemmas with
only one concerning patient safety and dignity. In add-
ition to the most commonly reported situations, we also
report the top three patient-focused and student-focused
dilemmas for medical and healthcare students in terms
of frequency of occurrence (focusing on the percentage
individual respondents reporting them occurring six
or more times during the past year). The top three
patient-focused dilemmas for medical students were clin-
icians verbally coercing patient consent for student
learning (14.7%), or through misrepresenting students’
identities (9.1%) and clinicians compromising patient
safety through poor hygiene (12%). In terms of student-
focused dilemmas, the most frequent were students
feeling ignored by their clinical teachers (24.1%), being

Table 1 Medical students’ 10 most common professionalism dilemmas reported at least once during the past 12 months

Question

n (%) of

responses

n (and % of gender) for item response; n (%) for item

of mode distress rating by gender

Female Male

Student asked questions by clinical teacher that

are unrealistic and beyond level of training*†‡§

1260 (52.6) 894 (55.3); 387 (43.3) Mild 366 (46.9); 177 (48.4) None

Student asked repeated questions by clinical

teacher in an intimidating way (eg, ‘grilled’,

‘drilled’)*†‡§

1213 (50.6) 864 (53.5); 349 (40.4) Mild 349 (44.7); 138 (39.5) None

Clinician obtained patient consent for student

learning through verbal coercion†§

1152 (48.1) 812 (50.3); 396 (48.8) Mild 340 (43.5); 230 (67.6) None

Clinician talked about a patient inappropriately to

student or other person*†‡

1080 (45.1) 773 (47.8); 387 (50.1) Mild 307 (39.3); 155 (50.5) Mild

Student been subjected to a patient criticising a

clinical colleague (eg, doctor, nurse etc.)*†

1003 (41.8) 711 (44.0); 348 (48.9) Mild 292 (37.4); 152 (52.1) None

Clinician asked student to instigate unnecessary

patient discomfort for students’ learning

needs†‡¶

886 (37.0) 440 (27.2); 240 (54.5) Mild 229 (29.3); 119 (52) Mild

Student felt excluded from learning opportunity

(eg, patient care) by clinical teacher*†‡

878 (36.6) 645 (39.9); 332 (51.5) Mild 233 (29.8); 101 (43.3) Mild

Student witnessed clinicians compromising

patient safety (poor hygiene)†‡§

869 (36.2) 622 (38.5); 348 (55.9) Mild 247 (31.6); 115 (46.6) Mild

Clinician coerced patient consent for student

learning by misrepresenting student identity†‡§

864 (36.0) 598 (37.0); 303 (50.7) Mild 266 (34.1); 124 (46.6) None

Student subjected to a doctor criticising a clinical

colleague (eg, nurse, another doctor etc)†

863 (36.0) 607 (37.6); 292 (48.1) Mild 256 (32.8); 136 (53.1) None

Number of responses based on participants indicating this had happened, distress responses were lower as some omitted to answer this part
of the question.
*These 5 items also fall within the top 10 most reported events by other healthcare students in table 2.
†Significant effect of gender on moral distress.
‡Significant effect of frequency on moral distress.
§Also in the top three most frequently reported patient-focused or student-focused dilemmas (reported occurring 6+ times over the past year).
¶Contributed to ‘Habituation’ effect (all others with effect of frequency=Disturbance).
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asked questions by clinical teachers in an intimidating
manner (17.2%) and asking questions that are unrealis-
tic and beyond their level of training (16.6%). The only
item not featuring in the 10 most common dilemmas
was students feeling ignored. For healthcare students,
clinicians talking about (7%) or to (4.8%) patients
inappropriately and compromising patient safety
through poor hygiene (5.9%) were the most frequently
occurring patient-focused dilemmas. Students being
given menial tasks (16.1%), feeling ignored (8.9%) and
excluded from learning opportunities (7.6%) by clinical
teachers being the most frequently occurring student-
focused dilemmas. Of these, only clinicians’ poor
hygiene and talking inappropriately to patients did not
feature in the 10 most common dilemmas.
In terms of gender, various relationships were found

between gender and frequency of occurrence: males
reported (1) compromising patient safety through poor
hygiene more frequently than females (X2 (3)=7.822,
p<0.05); (2) being called a derogatory name more
frequently than females (X2 (3)=8.932, p<0.05); and
(3) receiving verbal threats to make their life difficult
more frequently than females (X2 (3)=7.725, p<0.05).
While unwanted sexual talk from patients was more
common for females than males, the frequency with
which students experienced such sexual talk (when it
did happen) did not differ between genders.

Moral distress intensity: influence of gender
Given that not all respondents experienced all situa-
tions, we used the recommended sample size n≥90 for a
specific question to detect a medium effect.68 In study 1,
62/79 questions for medical students had sufficient
responses to examine the influence of gender and fre-
quency of occurrence on moral distress intensity using
multinomial regression (MNR) analyses. Significant dif-
ferences were found for 51/62 situations (over 80% of
cases: mean number of responses for questions with a
significant difference was n=579 vs n=272 for those with
a non-significant difference). Where gender differed
(42/51 professionalism dilemma items: 15 patient safety
and dignity, 4 consent, 19 student abuse, 4 witnessing
‘other’ abuse) we found an identical pattern: men were
more likely to classify themselves as experiencing no dis-
tress and women were more likely to classify themselves
as experiencing distress. Aggregated across all 42 situa-
tions (totalling 22 540 responses; figure 1) the mean
absolute probability of ‘no distress’ for men=0.40 (95%
CI 0.17 to 0.42), and for women=0.24 (0.23 to 0.25).
Women were significantly more likely to classify them-
selves as being distressed: mild distress for women=0.51
(0.49 to 0.52), men=0.45 (0.44 to 0.47); moderate dis-
tress for women=0.21 (0.12 to 0.22), men=0.13 (0.12 to
0.14); severe distress for women=0.05 (0.04 to 0.06),
men=0.02 (0.02 to 0.02).

Table 2 Nursing, physiotherapy, pharmacy and dental students’ 10 most common professionalism dilemmas reported at

least once during the past 12 months

Question

n (%) of

responses

n (and % of gender) for item response; n (%) for item of

mode distress rating by gender

Female Male

Student felt ignored (eg, ignoring student or

their views, turning up late or not at all to

teaching) by a healthcare professional*†

748 (53.5) 651 (56.7); 270 (44.2) Mild 97 (38.6); 38 (43.7) Mild

Student felt excluded from learning opportunity

(eg, patient care) by clinical teacher†‡

636 (45.5) 560 (48.8); 230 (43.5) Mild 76 (30.3); 28 (39.4) Mild

Student given menial tasks below their level of

competence by a healthcare professional*†

630 (45.0) 541 (47.1); 224 (43.4) None 89 (35.5); 42 (48.3) None

Student being subjected to a patient criticising

a clinical colleague (eg, doctor, nurse etc)*‡

610 (43.6) 525 (45.7); 224 (43.5) Mild 85 (33.9); 35 (45.5) Mild

Student received verbal abuse from a patient

while interacting with them§

598 (40.6) 510 (44.4); 232 (47.1) Mild 88 (35.1); 42 (50.0) None

Student asked questions by clinical teacher that

are unrealistic and beyond level of training*‡§

553 (39.5) 469 (40.8); 201 (45.1) Mild 84 (33.5); 35 (44.3) None

Student called a derogatory name by a patient§ 527 (37.7) 437 (38.1); 186 (43.9) Mild 90 (35.9); 52 (58.4) None

Healthcare professional talked about a patient

inappropriately to student or other HCP*†‡§

483 (34.5) 417 (36.3); 170 (43.6) Mild 66 (26.3); 27 (45.8) Mild

Student asked repeated questions by clinical

teacher in an intimidating way (eg, ‘grilled’,

‘drilled’)*‡

431 (30.8) 362 (31.5); 155 (44.8) Mild 69 (27.5); 31 (47.0) Mild

Student felt humiliated in front of a patient by a

healthcare professional

413 (29.5) 366 (31.9); 133 (37.7) Moderate 47 (18.7); 18 (40.9) Mild

Number of responses based on participants indicated this had happened, distress responses were lower as some omitted to answer this part
of the question.
*Significant effect of frequency on moral distress.
†Also in the top three most frequently reported patient-focused or student-focused dilemmas (reported occurring 6+ times over the past year).
‡These 5 items also fall within the top 10 most reported events by medical students in table 1.
§Significant effect of gender on moral distress.
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In study 2, 47/105 questions for other healthcare stu-
dents had sufficient data for us to detect a medium
effect for the influence of gender and frequency of
occurrence on moral distress intensity. MNR analyses
found significant effects for 38 situations (over 80% of
cases: 34 of which were also significant in study 1). We
found no effect of discipline on gender or frequency for
moral distress, so we aggregated the data across all
healthcare student respondents. An effect of gender for
moral distress intensity was found (15/38 professional-
ism dilemma items: 3 patient safety and dignity, 1
consent, 11 student abuse), with a pattern identical to
that found in study 1. For all items, men were more
likely to classify themselves as experiencing no distress,
with women being more likely to classify themselves as
experiencing distress. Aggregated across all 15 situations
(totalling 4449 responses) the mean absolute probability
of ‘no distress’ for men=0.46 (95% CI 0.42 to 0.50),
women=0.28 (0.27 to 0.30). Women were significantly
more likely to classify themselves as being distressed:
mild distress for women=0.43 (0.42 to 0.45), men=0.34
(0.31 to 0.38); moderate distress for women=0.22 (0.21
to 0.24), men=0.16 (0.13 to 0.19); severe distress for
women=0.06 (0.05 to 0.07), men=0.04 (0.03 to 0.05).

Moral distress intensity: influence of frequency of
occurrence
In study 1, MNR analyses found a significant effect of
frequency of occurrence on moral distress intensity for
31/51 situations for medical students (over 60% of
cases: 9 patient safety and dignity, 2 consent, 18 student
abuse, 2 ‘other’ abuse). We analysed the data using

logistic regression (LR) to examine ‘no distress’ versus
‘distress’ for males and females. Here, two distinct pat-
terns were apparent: we call these habituation and
disturbance.

Habituation
Three of 31 situations where students, or clinical tea-
chers and students, had compromised patient care
for the justifiable purpose of student learning showed
significant habituation effects: (1) Clinician asking
student to instigate unnecessary patient discomfort for
own learning needs; (2) Student instigated unnecessary
patient discomfort for own learning needs; and
(3) Clinician instigated examination for student benefit
despite patient being unable to consent due to personal
factors. For these, respondents reported less distress as a
function of frequency of occurrence (see figure 2A for
this pattern modelled with LR (some distress vs no dis-
tress) using aggregated data, totalling 1884 responses):
the mean absolute probability of ‘distress’ when experi-
encing an event 1–2 times for men=0.70 (95% CI 0.66
to 0.74), women=0.85 (0.83 to 0.87), 3–5 times for
men=0.64 (0.60 to 0.68), women=0.81 (0.79 to 0.83),
6–10 times for men=0.57 (0.52 to 0.61), women=0.77
(0.73 to 0.80) and over 10 times for men=0.50 (0.43 to
0.57), women=0.72 (0.66 to 0.77).

Disturbance
The remaining 28 questions showed a disturbance effect
where reported distress increased with exposure to the
scenario and related to situations where no perceived
benefit might be found (unjustifiable, figure 2B;

Figure 1 Overall pattern of

medical students’ moral distress

responses by gender represented

as absolute probabilities. Note:

the pattern for healthcare

students is the same so is not

repeated here.
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aggregated data as above, totalling n=17 440 responses):
the mean absolute probability of ‘distress’ when experi-
encing an event 1–2 times for men=0.60 (95% CI 0.58
to 0.62), women=0.75 (0.74 to 0.76), 3–5 times for

men=0.65 (0.63 to 0.67), women=0.79 (0.78 to 0.80),
6–10 times for men=0.69 (0.67 to 0.71), women=0.82
(0.81 to 0.83) and over 10 times for men=0.74 (0.72 to
0.76), women=0.85 (0.84 to 0.86).

Figure 2 (A) Habituation pattern for moral distress responses in medical students by frequency of occurrence represented as

absolute probabilities (vertical bars showing 95% CIs derived from regression modelling). (B) Disturbance pattern for moral

distress responses in medical students by frequency of occurrence represented as absolute probabilities (vertical bars showing

95% CIs derived from regression modelling). Note: the pattern for healthcare students is the same so is not repeated here.
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In study 2, significant effects of moral distress intensity
and frequency were found for 29/38 situations for other
healthcare students (76% of cases: 8 patient safety and
dignity, 18 student abuse, 3 ‘other’ abuse). Of these,
none of the dilemmas contributing to the habituation
pattern found in the medical student data were signifi-
cant. Only one pattern was found: disturbance, where
reported distress increased with exposure to the scenario:
(aggregated data as above, totalling n=14 478 responses)
the mean absolute probability of ‘distress’ when experi-
encing an event 1–2 times for men=0.49 (95% CI 0.45
to 0.53), women=0.68 (0.66 to 0.70), 3–5 times for
men=0.58 (0.54 to 0.62), women=0.75 (0.73 to 0.76),
6–10 times for men=0.66 (0.61 to 0.70), women=0.82
(0.80 to 0.84) and over 10 times for men=0.74 (0.69 to
0.79), women=0.86 (0.83 to 0.88).

DISCUSSION
We administered two questionnaires to understand the
impact of professionalism dilemmas experienced by UK
healthcare students on self-reports of moral distress
intensity. A total of 3796 students from across England,
Northern Ireland, Scotland and Wales responded across
both questionnaires. Although around 10% of respon-
dents reported experiencing no professionalism dilem-
mas over the past year, the remainder reported
witnessing or participating in breaches of patient dignity
or safety and the majority reported being victims of
workplace abuse or witnessing the abuse of other health-
care workers. The findings around patient care dilem-
mas resonate with recent government inquiries into
patient safety and dignity breaches in the UK.6 Findings
around workplace abuse concur with previous research
suggesting that student abuse and witnessing the abuse
of others occurs as soon as students enter the clinical
environment.69

As response rates were on the low side, suggesting that
we may have an issue with non-response bias, we urge
caution in generalising our findings about frequencies
of dilemmas to all healthcare students in the UK
(so-called probabilistic generalisation). However, due to
the extremely high number of respondents across two
questionnaires there is sufficient data for us to examine
relationships between gender, frequency of occurrence
across a range of dilemma events and moral distress
intensity. In other words, using our data from two ques-
tionnaires, we are able to establish robustness through
empirical generalisation (because we report two studies
which demonstrate replication) and through theoretical
generalisation (because our questionnaire is rooted in
the existing theory of moral distress). The important
point here is that we are studying relationships, rather
than individual variables. As Blaire and Zinkhan point
out: “given these three paths to generalization (theoret-
ical, probabilistic, empirical), along with the fact that rela-
tional results are resistant to sample bias, we can afford
to be lenient about sample quality in academic research.

In a sense, we bracket sample quality front and back. We
pre-empt it through theory, and we remediate it through
replication” (ref., 70 p.6).
Multinomial and logistic regression modelled the prob-

ability of reported moral distress intensity according to
gender and the frequency of occurrence of dilemmas.
For both studies, and across a range of dilemma events
(eg, patient safety and dignity, consent, student abuse
and, from medical students, witnessing ‘other’ abuse)
females were consistently more likely to classify them-
selves as mildly, moderately and/or severely distressed.
The question now is whether this finding reflects a
genuine sex difference (ie, males experience less dis-
tress) or whether, despite the anonymity of respondents,
healthcare students simply answered the questionnaires
in a way consistent with gendered expectations (eg, males
downplaying their distress because they are socially
expected to appear tough),71 and thereby: ‘making
oneself look good in terms of prevailing cultural norms
when answering to specific survey questions’ (p. 2028).
We do not think acting consistent with gendered expecta-
tions is a conscious attempt to deceive but results from
unconscious needs to conform to social norms, such as
men being expected to be strong and rational and
women weak and emotional.72 Accordingly, we cannot be
sure that women experienced more distress than men.
Thus, when classifying themselves as being morally dis-
tressed (or not), respondents were likely to do so in
accordance with their particular gendered identities.73

Indeed, this is reflected in the ‘most memorable’ narra-
tives recorded in both questionnaires, where women’s
narratives contained significantly more anger and anxiety
talk.28 31 Importantly, if males are downplaying their
levels of distress then they are potentially at risk of nega-
tive emotional well-being and leaving the organisation.74

In terms of the relationship between moral distress
intensity and frequency of specific events, we found two
distinct and opposite patterns across the two studies.
Habituation: medical students reported becoming emo-
tionally desensitised to situations that could be justified
for their learning (with no significant difference for
other healthcare students). Disturbance: in both studies
respondents reported becoming more distressed with
repeated occurrences of situations that could not be jus-
tified for their learning. These events included breaches
of both patient and student safety and dignity.
The effect of habituation appears to resonate with

many studies reporting a reduction in healthcare stu-
dents’ empathy over time.8 75–79 However, the pattern of
habituation was found only for medical students and
with a few items in the current study: situations where
patients were harmed for students’ learning needs and a
breach of patient consent for student learning.
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 dis-
turbance either). This is unsurprising when we consider
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the percentage of respondents reporting these items
within this healthcare group: only 5–9% reported experi-
encing these situations, compared with 14% (for the
consent situation) and 28–37% for unnecessary harming
a patient for medical student needs (student and phys-
ician instigated, respectively). 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 relation-
ships for the healthcare student group could therefore
be due to a lack of power. In terms of the medical
student group, rather than suggesting an erosion of
empathy, this pattern of habituation with these specific
items could perhaps be better understood through a
utilitarian lens that explains the morality of an action in
terms of its consequences.80 This explanation suggests
that through workplace learning, medical students
appear to learn how to balance the principle of indi-
vidual patient autonomy and dignity with their own
needs to learn for the benefit of future patients: a
patient-oriented utilitarianism. Thus any empathic dis-
tress they initially feel for the patient in front of them
reduces over time (for the greater good of future
patients).
We believe that the larger effect of disturbance also

goes against the view that students’ empathy diminishes:
items that produced this effect included consent issues
such as misrepresenting students’ identities and
breaches of patients’ and students’ dignity and safety
(eg, clinicians compromising patient safety through
poor hygiene and talking to or about patients inappro-
priately). Thus, we see these specific items, along with
associated moral distress responses, as being a measure
of ‘empathic arousal’.81 82 Rushton et al82 point out that
empathic arousal comprises four interrelated dimen-
sions: (1) empathy (emotional attunement); (2) per-
spective taking (cognitive attunement); (3) memory
(personal experience); and (4) moral sensitivity (ethical
attunement). In the case of a distressing event when all
four are aligned, compassionate care and resilience may
be fostered. However, during distressing professionalism
dilemma events in which value-conflicts arise (ethical
disarray, rather than attunement) moral distress might
ensue. That respondents demonstrate the same pattern
of self-reported moral distress when students are the
victims of abuse, as they do when patients are the
victims, suggests to us that these four processes are at
play: thus the effect of disturbance (greater moral dis-
tress in the face of ethical disarray) suggests that respon-
dents are able to place themselves in the position of the
patient (perspective taking) as they too are victims of
dignity and safety breaches (memory). Although there
are other possible explanations to our findings (eg, we
asked different questions which resulted in different
responses), our interpretation is triangulated by our pre-
vious analyses of respondents’ most memorable dilem-
mas taken from the same questionnaire (eg, medical
students using significantly more anger talk when

narrating patient safety and dignity dilemmas by health-
care professionals).26 28 32

This finding leads us to ask why we have found an
increase in empathy with greater, rather than decreased,
exposure to professionalism dilemmas. The majority of
studies examining empathy decline have measured it
using the 20-item Jefferson Scale for Physician Empathy–
Student Version ( JSPE-S).83 This includes items such as: “I
believe that emotion has no place in the treatment of
medical illness”; “A physician’s sense of humour contri-
butes to a better clinical outcome”; and “Patients feel
better when their physicians understand their feelings”.
Such statements are general cognitive (belief) statements
about the therapeutic benefits of empathy, far removed
from any specific student–patient interactions involving
professionalism dilemmas. How much these types of state-
ments reflect actual empathic responses in healthcare stu-
dents within their interactions with patients is debatable,
and has been contested elsewhere.84 Instead, by asking stu-
dents to tell us whether they have experienced certain pro-
fessionalism dilemmas over the past year, and to report
their frequency of occurrence and intensity of moral dis-
tress they felt, we believe that we have ‘measured’ students’
empathic arousal for specific events.81 We think that this
paints a more accurate picture of healthcare students’
compassionate and empathic values than is possible with
scales such as the JSPE-S.
However, our study has some methodological chal-

lenges that must be taken into consideration when
interpreting these results. Although our study is
(to our knowledge) the largest of its kind across mul-
tiple countries and healthcare student groups, our
medical and healthcare student samples differed from
the overall target populations in terms of gender
(more females in the medical student sample) and
ethnicity (more white respondents in both samples).
Furthermore, it was impossible to calculate the exact
response rate for both studies (so we present estimates
for the lower bound of responses). As such, we believe
that this could influence our findings for our first
research question (common dilemmas experienced).
For example, that our medical student sample was
more likely to be female than the target population
could mean that we may have found higher rates of
sexual harassment and gender discrimination than is
reflective of the target population. And due to our
estimated low response rates, we might have attracted
only the most motivated students to participate
(ie, those who had something they wished to report),
thereby over-estimating the rates of professionalism
dilemmas compared with the overall target popula-
tions. That both study samples were more likely to be
white than the target population means that we may
have found lower rates of racial harassment and dis-
crimination than is reflective of the target population.
However, as we have already highlighted, these dif-
ferences should not affect our associations in rela-
tion to gender, frequency of occurrence and moral
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distress (research questions two and three). What
might have affected these associations, however, is
the issue of social desirability bias. Indeed, we draw
on this very issue above in our interpretation of the
finding that males report experiencing lower distress
than females.
Despite these challenges, our findings have implica-

tions for what we, as healthcare professional educators,
do about students’ emotional residue (ie, emotions that
continue many months after the event itself, the moder-
ate and severe levels of moral distress). To tackle this
issue, we draw on the emotion regulation literature.
Emotion regulation is the process of influencing which
emotions we experience, when and how we experience
them and how we express them.85 Successful emotional
regulation has been shown to contribute to healthcare
workers’ performance and well-being: influencing time
spent in listening to patients, reducing burnout and
increasing pleasurable emotions.86 The strategies we tend
to use to regulate our emotions include choosing
whether or not to engage in specific activities or thinking
of ways to modify it; selecting what to attend to during
the event and (possibly) reappraising the situation; and
following the event, de-briefing or suppressing emotions.
While some strategies have been shown to have serious
negative health effects (eg, suppression), others
have been shown to be beneficial (eg, positive thinking,
problem-solving, seeking social support and relaxation).84 87

Future research therefore might examine the strategies that
students use to manage their distress to understand how
this might impact issues such as burnout and/or leaving
the profession. As many respondents in our study experi-
enced emotional distress for months and sometimes up to
a year after the actual event, we suggest that healthcare stu-
dents and professionals are taught the knowledge, skills
and attitudes of effective emotion regulation. Without
developing the capabilities for emotion regulation at the
level of individuals, teams and the healthcare organisation
itself, it will be impossible for healthcare professions to col-
lectively set the moral compass in the ‘right’ direction.
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