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Nurses’ ethical choices and behavior strongly influence the quality of care they provide. Strengthening moral reasoning is 

therefore essential for improving ethical decision-making in clinical practice. This study aimed to evaluate and compare the 

effects of ethics training delivered through lectures versus group discussions on nurses’ moral reasoning, moral distress, and 

moral sensitivity. In this randomized clinical trial with a pre- and post-test design, 66 nurses with below-average moral reasoning 

scores were randomly divided into three groups (n = 22 each): two intervention groups and one control group. The interventions 

included ethics training via lectures or group discussions, while the control group received no instruction. Participants completed 

a sociodemographic survey, the Nursing Dilemma Test (NDT), the Moral Distress Scale (MDS), and the Moral Sensitivity 

Questionnaire (MSQ). Data were analyzed using both unadjusted and adjusted binary logistic regression, with results expressed 

as odds ratios (OR) and 95% confidence intervals (CI). Adjusted analyses indicated that discussion-based training led to greater 

improvements in nursing principle thinking (NPT) scores compared to lecture-based training (OR: 13.078, 95% CI: 3.238–

15.954, P = 0.008). Both lecture and discussion groups achieved significantly higher NPT scores than the control group (lecture: 

OR: 14.329, 95% CI: 2.005–16.171, P < 0.001; discussion: OR: 18.01, 95% CI: 5.834–22.15, P < 0.001). Moral sensitivity 

increased more after discussion sessions than lectures (OR: 10.874, 95% CI: 6.043–12.886, P = 0.005) and the control group 

(OR: 13.077, 95% CI: 8.454–16.774, P = 0.002). Both training methods reduced moral distress compared to control, with no 

significant difference between them (lecture: OR: 0.105, 95% CI: 0.015–0.717, P = 0.021; discussion: OR: 0.089, 95% CI: 

0.015–0.547, P = 0.009). Ethics training enhances nurses’ moral reasoning, and group discussions further improve moral 

sensitivity. These findings support incorporating ethics workshops into professional nursing education and student curricula to 

strengthen ethical practice.  
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Background 

Patient care is a central aspect of nursing and represents 

both the science and the art of the profession. Delivering 

high-quality and ethical care requires nurses to draw 

upon their personal, social, moral, and spiritual capacities 

[1, 2]. In nursing practice, adherence to ethical principles 

is considered even more fundamental than the act of 

caring itself [3], making the ethical dimension of patient 

care an essential component of professional practice [4, 

5]. With advances in science and technology, patient care 

has become increasingly complex, placing nurses in 

situations that demand sound ethical decision-making [6, 

7]. 

Ethical decision-making in nursing is a challenging 

process influenced by factors such as sociodemographic 

characteristics, moral reasoning abilities, moral 

sensitivity, and experiences of moral distress [8–10]. It 

 

Received: 16 March 2024; Accepted: 26 June 2024 

Copyright CC BY-NC-SA 4.0 

How to cite this article:  Su Z, Qin M, Hu D. Impact of Lecture Versus Group 

Discussion-Based Ethics Training on Nurses’ Moral Reasoning, Distress, and 

Sensitivity: A Randomized Clinical Trial. Asian J Ethics Health Med. 2024;4:81-

96. https://doi.org/10.51847/iBvPMrJSLE 

Asian Journal of Ethics in Health and Medicine 

 

Abstract 

 

Access this article online                              https://smerpub.com/ 

https://doi.org/10.51847/iBvPMrJSLE


Su et al.                                                                                                   Asian J Ethics Health Med, 2024, 4:81-96  
 

 

 

82 

involves systematically evaluating a situation with 

conflicting choices to arrive at the most morally 

appropriate decision [11, 12]. A key element of this 

process is moral reasoning, which enables nurses to make 

rational and ethically sound judgments when confronting 

everyday dilemmas [13, 14]. Awareness of ethical 

challenges in clinical practice encourages nurses to 

consider the consequences of their decisions and act in 

accordance with professional principles such as honesty, 

confidentiality, and fairness [15, 16]. 

Moral sensitivity enhances nurses’ ability to apply ethical 

principles effectively in patient care. It encompasses 

understanding ethical dimensions and includes aspects 

such as responsibility, prioritizing ethical issues, 

tolerance, and emotional stability [8, 17, 18]. Conversely, 

moral distress is a frequent challenge in nursing, often 

creating conflicts in patient care and potentially 

compromising the delivery of quality care. This distress 

can hinder nurses’ ability to make correct moral 

decisions, ultimately affecting overall community health 

outcomes [19, 20]. Understanding how 

sociodemographic factors, moral reasoning, moral 

sensitivity, and moral distress influence ethical behavior 

provides valuable insights for policymakers to design 

programs that enhance nurses’ ethical performance. 

Given the limited comprehensive data on these factors, 

this study investigates the relationships between nurses’ 

moral reasoning, moral sensitivity, and moral distress, 

and their sociodemographic characteristics. 

Moral development is critical for nurses to manage 

patient care efficiently and effectively [21]. However, 

making ethical decisions in daily practice can be difficult 

due to frequent moral dilemmas [15, 22], highlighting the 

need for strategies to strengthen ethical decision-making 

and reduce related challenges [23]. Training is 

considered one effective approach to improve nurses’ 

moral reasoning and sensitivity while decreasing moral 

distress. Previous studies have shown that traditional 

lecture-based ethics programs may not sufficiently 

enhance ethical decision-making [4, 24]. Consequently, 

active learning strategies, such as case-based learning 

[15], simulation [25], exposure to challenging scenarios 

[26], and multimedia education [27], have been 

recommended to achieve better outcomes. 

Group discussion (GD) is one such active learning 

technique, often used to explore complex issues in depth 

[28]. However, the effectiveness of GD in improving 

nurses’ ethical reasoning, distress, and sensitivity 

compared to traditional lecture methods remains unclear. 

This study, therefore, aimed to examine and compare the 

effects of ethics training delivered through lectures 

versus group discussions on nurses’ moral reasoning, 

moral distress, and moral sensitivity. 

Methods 

Trial design 

This randomized clinical trial with a pre- and post-test 

design aimed to evaluate and compare the effects of 

ethical decision-making training delivered through 

lectures versus group discussions on nurses’ moral 

reasoning, moral distress, and moral sensitivity. The 

study protocol was approved by the Ethics Committee of 

Baqiyatallah University of Medical Sciences, Tehran, 

Iran (approval code IR.BMSU.REC.1394.145), in 

accordance with the Declaration of Helsinki [29]. The 

trial was registered in the Iranian Registry of Clinical 

Trials (IRCT2015122116163N5) on 02/07/2016. Written 

informed consent was obtained from all participants, and 

the study was conducted and reported following the 

CONSORT guidelines [30]. 

Setting and participants 

All nurses at Baqiyatallah Hospital in Tehran, Iran, were 

eligible to participate if they held a bachelor’s or higher 

degree in nursing and had at least one year of direct 

patient care experience. In 2015, a total of 270 nurses 

were selected by census method and invited to complete 

questionnaires assessing moral reasoning, moral distress, 

and moral sensitivity. After excluding 25 incomplete 

questionnaires, 245 nurses were included in the final 

sample (response rate: 90.7%). Among these, 86 nurses 

had moral reasoning scores below the community 

average. Of these 86 nurses, 66 who were willing to 

participate and had no prior attendance in nursing ethics 

workshops or courses were selected using simple random 

sampling and assigned to three groups (two experimental, 

one control) through block randomization. 

Sample size 

Based on Borhani et al. [31] and calculated using 

Altman’s nomogram with a 95% confidence level, a 1.96 

confidence interval, 10% type II error, and 90% power, 

the initial sample size was determined to be 17 

participants per group. To account for potential attrition, 
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the sample size was increased to 22 participants per 

group. 

Randomization 

Participants were randomly assigned into three equal 

groups (n = 22 each): two experimental groups (receiving 

ethics training via lectures or group discussions) and one 

control group (no training). Block randomization was 

performed using computer-generated permuted blocks of 

six, implemented with sealed envelopes and Random 

Allocation Software (RAS; Informer Technologies, 

Madrid, Spain). 

Intervention 

Both experimental groups attended an 8-hour, one-day 

workshop designed to teach ethical decision-making 

principles and enhance moral reasoning skills. The 

lecture group received a structured symposium where the 

lecturer presented scenarios, offered solutions to ethical 

dilemmas, and addressed participant questions. The 

group discussion workshop involved interactive 

discussion of predetermined ethical scenarios, during 

which participants made and defended ethical decisions, 

critiqued one another’s reasoning, and received feedback 

from the researcher on the correctness of their 

conclusions. 

The educational content was identical for both 

experimental groups, minimizing the risk of information 

bias. Topics covered included basic ethics principles, the 

significance of ethical awareness for nurses, professional 

ethics, nursing practice principles (e.g., autonomy, 

confidentiality, accountability), ethical decision-making 

frameworks, Kohlberg’s moral development levels, and 

practical scenario-based exercises. The program syllabus 

was validated through feedback from faculty members 

and the hospital ethics committee. 

Data collection and study instruments 

Data were gathered using four questionnaires: a 

sociodemographic form, the Nursing Dilemma Test 

(NDT), the Moral Distress Scale (MDS), and the Moral 

Sensitivity Questionnaire (MSQ). These tools were 

initially completed once by participants to assess baseline 

levels of moral reasoning, moral distress, and moral 

sensitivity. To evaluate the effects of ethical decision-

making training, participants completed the same 

questionnaires both before and after the intervention. 

Sociodemographic questionnaire 

This questionnaire included twelve items covering 

participants’ age, gender, marital status, work 

experience, ward type (general or intensive care), job 

position (head nurse, nurse, or in-charge nurse), 

employment type (full-time, part-time, contract), shift 

type (fixed or rotating), overtime hours, awareness of the 

nursing code of ethics, familiarity with patients’ rights, 

and previous attendance in ethics courses. 

Nursing Dilemma Test (NDT) 

Developed by Patricia Crisham in 1981 at the University 

of Minnesota [32], the NDT presents six ethical 

dilemmas encountered in nursing practice: (a) newborn 

anomalies, (b) forced medication, (c) adult requests for 

euthanasia, (d) new nurse orientation, (e) medication 

errors, and (f) terminally ill adults. Each scenario has 

three sections: 

1. Participants select the best course of action from three 

options, categorized as correct, incorrect, or unanswered. 

2. Based on Kohlberg’s Moral Development Theory, 

participants rank six statements according to personal 

importance. This generates the Nursing Principled 

Thinking (NPT) score, ranging from 18 to 66 across all 

scenarios, with higher scores reflecting stronger moral 

reasoning. 

3. Participants indicate prior experience with similar 

dilemmas; familiarity scores range from 6–17 (familiar) 

or 18–30 (unfamiliar). 

The Persian version of the NDT demonstrated high 

reliability, with Cronbach’s alpha values of 0.82 and 0.95 

reported by Borhani et al. [33] and Zirak et al. [34], 

respectively. 

Moral Distress Scale (MDS) 

The MDS, validated in Iran by Atashzadeh et al. [35], 

assesses the intensity of moral distress in ICU nurses. It 

comprises 30 items across three dimensions: 

inappropriate competencies and responsibilities (10 

items), errors (11 items), and violations of ethical 

principles (9 items). Responses are scored on a 4-point 

Likert scale (0 = none to 4 = very high), with total scores 

ranging from 0–120. Average item scores classify 

distress as low (0–1), moderate (1.01–2), high (2.01–3), 

or very high (3.01–4). Higher scores indicate greater 

moral distress. The Cronbach’s alpha for the total scale 

and its subscales ranged from 0.89 to 0.96 [36]. 
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Moral Sensitivity Questionnaire (MSQ) 

The MSQ, developed by Lutzen et al. [37] and later 

adapted internationally, evaluates nurses’ ethical 

sensitivity in clinical practice. Initially containing 30 

items, it was refined to 25 items across six subscales: 

respect for patient autonomy, communication 

knowledge, professional knowledge, ethical problem 

experience, application of moral concepts, and 

integrity/benevolence. Items are scored on a 5-point 

Likert scale (0 = no comment to 4 = strongly agree), 

yielding a total score of 0–100, with 0–50 indicating low, 

50–75 moderate, and 75–100 high moral sensitivity. The 

Persian version demonstrated good reliability, with 

Cronbach’s alpha values ranging from 0.80 to 0.81 [38, 

39]. 

Statistical analysis 

Categorical variables were presented as frequencies and 

percentages, while continuous variables were expressed 

as means with standard deviations (SD). Associations 

between sociodemographic characteristics and mean 

scores of the Nursing Dilemma Test (NDT), Moral 

Distress (MD), and Moral Sensitivity (MS) were 

evaluated using independent t-tests, one-way ANOVA, 

and Bonferroni post hoc tests. Categorical comparisons 

across the three study groups were performed using Chi-

square or Fisher’s exact tests. 

To examine changes in questionnaire scores over time 

and differences between groups, repeated measures 

ANOVA (RMANOVA) and one-way ANCOVA were 

conducted, both with unadjusted and adjusted models 

controlling for age, gender, marital status, work 

experience, ward type, shift work, and overtime hours. 

Pairwise comparisons were performed using Bonferroni 

post hoc tests. 

Univariate and multivariate binary logistic regression 

analyses were used to explore associations between 

sociodemographic variables and scores of moral 

reasoning, moral distress, and moral sensitivity among 

245 nurses. Additionally, the relationship between study 

group assignment and post-intervention scores was 

analyzed in the 66 nurses who received the training using 

unadjusted and adjusted logistic regression. Associations 

were reported as odds ratios (OR) with 95% confidence 

intervals (CI). Forest plots were generated using 

GraphPad Prism 9©, and all statistical analyses were 

performed in SPSS version 21, with significance set at P 

< 0.05. 

Results 

All 245 nurses completed the questionnaires. The mean 

total scores for Nursing Principled Thinking (NPT) and 

familiarity with ethical dilemmas in the Nursing 

Dilemma Test were 40.80 ± 6.71 and 13.55 ± 4.09, 

respectively. Based on moral reasoning levels, 15.9% of 

nurses were classified as pre-conventional, 76.3% as 

conventional, and 7.8% as post-conventional. Single 

nurses had significantly higher NPT scores than married 

nurses (43.13 ± 7.60 versus 40.45 ± 6.52, P = 0.035). 

Most participants (78.4%) reported familiarity with 

similar ethical dilemmas, and no significant associations 

were found between familiarity scores and 

sociodemographic factors. 

The mean total moral distress score was 60.66 ± 26.23, 

slightly above the average range. Dimension-specific 

scores were 18.29 ± 9.44 for inappropriate competencies 

and responsibilities, 23.12 ± 10.35 for errors, and 19.25 

± 9.05 for not respecting ethical principles, with no 

significant differences across sociodemographic 

variables. 

The average total moral sensitivity score was 63.78 ± 

10.47, indicating a moderate level among the nurses. No 

significant differences were observed between total 

moral sensitivity and sociodemographic characteristics. 

However, several sub-dimensions of moral sensitivity 

showed significant variations. Female nurses scored 

higher than male nurses in respect for patient autonomy 

and communication knowledge, while contract 

employees and those with fewer overtime hours also had 

higher scores in these dimensions. Married nurses and 

those working in ICU had higher scores in professional 

knowledge. Females demonstrated higher scores in 

experiencing ethical problems and conflicts, and nurses 

with fixed shifts scored higher in applying moral 

concepts in decision-making than those on rotation shifts. 

Findings from section a of the NDT 

Responses to the Section A scenarios of the Nursing 

Dilemma Test are summarized in Additional File 2 Table 

S4. When presented with the scenario of a newborn with 

abnormalities, 65.3% of nurses chose resuscitation, 

24.9% favored administering medication against the 

patient’s wishes, and 4.1% were undecided. In the case 
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of a competent adult requesting aid to die, 93.5% of 

participants indicated they would provide respiratory 

support. For new nurse orientation, 33.9% suggested 

allocating specific time for guidance, while 8.6% were 

uncertain. Regarding medication errors, 90.6% agreed 

these should be reported. Finally, for the scenario 

involving terminally ill adults, less than half of the nurses 

(44.45%) supported answering patients’ questions, and 

15.5% remained undecided. 

Binary logistic regression analysis 

The relationship between sociodemographic variables 

and Nursing Principled Thinking (NPT) scores from 

Section B of the NDT was assessed using univariate and 

multivariate logistic regression, presented in Figure 1A 

and B. Multivariate results revealed that higher NPT 

scores were significantly associated with being single 

(OR: 1.66, 95% CI: 1.289–3.506, P = 0.023), having 

work experience of 15 years or less (OR: 2.297, 95% CI: 

1.993–5.314, P = 0.042), working in general wards rather 

than intensive care (OR: 1.677, 95% CI: 1.023–3.858, P 

= 0.045), and having full awareness of the nursing code 

of ethics compared with partial (OR: 2.757, 95% CI: 

1.43–5.316, P = 0.002) or no awareness (OR: 4.08, 95% 

CI: 1.68–9.909, P = 0.001). Additional analyses 

evaluating associations of sociodemographic factors with 

familiarity, moral distress, and moral sensitivity are 

shown in Additional File 2 Tables S5–S7, though no 

significant links were observed for these outcomes. 

 

Figure 1. Forest plot of (A) univariate and (B) multivariate binary logistic regression analysis to show the 

association of sociodemographic characteristic with the section B (NP score ≤ 41 vs. >41) of the Nursing 

Dilemma Test 
 

 



 

 

Participant characteristics in phase two (n = 66) 

Figure 2 displays the CONSORT flow of participants in 

the study’s second phase. From the initial pool of 245 

nurses, 66 were selected for follow-up because their NPT 

scores were below the community average, they had not 

previously attended any nursing ethics courses, and they 

agreed to participate. These nurses were randomly 

divided into three groups of 22: a lecture-based training 

group, a group discussion-based training group, and a 

control group with no intervention. 

The average ages for the lecture, discussion, and control 

groups were 37.3 ± 7.9, 40.1 ± 5.6, and 37.3 ± 6.4 years, 

respectively. Female nurses predominated in each group, 

representing 77.3%, 63.6%, and 68.2%. Post hoc Tukey 

testing revealed a significantly higher mean age in the 

almond group compared to the lavender group (63.2 ± 9.1 

vs. 56.9 ± 9.1, P = 0.016). Marital status differed 

significantly between the groups (P < 0.001). 

No statistically significant differences were found in 

gender distribution (P = 0.729) or educational level (P = 

0.078). Overall, the three groups were comparable 

regarding other demographic variables, including age (P 

= 0.555), work experience (P = 0.832), ward type (P = 

0.650), position (P = 0.528), employment type (P = 

0.136), shift type (P = 0.299), overtime hours (P = 0.785), 

and knowledge of patients’ rights (P = 0.683) (Table 1). 

However, nurses in the group discussion cohort 

demonstrated significantly higher awareness of the 

nursing ethical code compared to the other groups (P = 

0.002). 

 

 

Figure 2. CONSORT flow diagram 

 

Table 1. Sociodemographic characteristics of the participants in three groups of study (n = 66) 



 Asian J Ethics Health Med, 2024, 4:81-96                                                                                                  Su et al. 
  

 

 

87 

Sociodemographic 

characteristics 

Total 

(n=66) 

Lecture 

group (n = 22) 

Discussion 

group (n = 22) 

Control group 

(n = 22) 

P-

value 

Gender Male 20 (30.3) 5 (22.7) 8 (36.4) 7 (31.8) 0.605 

 Female 46 (69.7) 17 (77.3) 14 (63.6) 15 (68.2)  

Age (year) ≤ 40 42 (63.6) 15 (68.2) 12 (54.5) 15 (68.2) 0.555 

 > 40 24 (36.4) 7 (31.8) 10 (45.5) 7 (31.8)  

Marital 

status 
Single 13 (19.7) 6 (27.3) 5 (22.7) 2 (9.1) 0.288 

 Married 53 (80.3) 16 (72.2) 17 (77.3) 20 (90.9)  

Work 

experience 
≤ 15 36 (54.5) 11 (50) 12 (54.5) 13 (59.1) 0.832 

(year) > 15 30 (45.5) 11 (50) 10 (45.5) 9 (40.9)  

Ward of General 29 (43.9) 11 (50) 10 (45.5) 8 (36.4) 0.650 

working ICU 37 (56.1) 11 (50) 12 (54.5) 14 (63.6)  

Position Head nurse 10 (15.2) 4 (18.2) 4 (18.2) 2 (9.1) 0.528 

 
In charge 

nurse 
19 (28.8) 6 (27.3) 4 (18.2) 9 (40.9)  

 Nurse 37 (56.1) 12 (54.5) 14 (63.6) 11 (50)  

Employme

nt 
Full time 39 (59.1) 11 (50) 11 (50) 17 (77.3) 0.136 

types Part time 4 (6.1) 3 (13.6) 1 (4.5) 0  

 
Contract 

employees 
23 (34.8) 8 (36.4) 10 (45.5) 5 (22.7)  

Shift 

working 
Fixed shift 40 (60.6) 16 (72.7) 13 (59.1) 11 (50) 0.299 

 
Rotation 

shift 
26 (39.4) 6 (27.3) 9 (40.9) 11 (50)  

Overtime 

work 
≤ 60 34 (51.5) 10 (45.5) 12 (54.5) 12 (54.5) 0.785 

(hours) > 60 32 (48.5) 12 (54.5) 10 (45.5) 10 (45.5)  

Awareness 

of 

Completel

y 
12 (18.2) 4 (18.2) 8 (36.4) 0 

0.002

* 

Ethical 

code 
Partly 41 (62.1) 14 (63.6) 14 (63.6) 13 (59.1)  

 Never 13 (19.7) 4 (18.2) 0 9 (40.9)  

Awareness 

of 

Completel

y 
49 (74.2) 15 (68.2) 17 (77.3) 17 (77.3) 0.683 

Patients’ 

Rights 
Partly 16 (24.2) 6 (27.3) 5 (22.7) 5 (22.7)  

 Never 1 (1.5) 1 (4.5) 0 0  

*P < 0.05 considered as significant 

Changes in scores before and after the intervention 

The study examined how nursing dilemma handling, 

moral sensitivity, and moral distress scores changed 

across the three groups before and after the training, as 

shown in Table 2. Initially, the groups were comparable, 

with no statistically significant differences in nursing 

principled thinking (NPT) (P = 0.838), familiarity with 

dilemmas (P = 0.640), moral distress (P = 0.931), or 

moral sensitivity (P = 0.159). 

After the intervention, both the lecture and discussion 

groups showed marked improvements in NPT scores 

compared to the control group (P < 0.001). Notably, 

nurses participating in group discussions achieved higher 

NPT scores than those in the lecture group (52.50 ± 2.44 

versus 44.64 ± 4.70, P < 0.001), indicating a stronger 
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enhancement in moral reasoning. Scores reflecting 

familiarity with similar dilemmas did not show 

significant changes among the groups after the 

intervention (P = 0.997). 

Moral sensitivity improved most in the discussion group, 

with scores significantly exceeding those in the lecture 

group (76.50 ± 11.52 vs. 61.55 ± 11.57, P < 0.001) and 

the control group (76.50 ± 11.52 vs. 64.27 ± 9.45, P < 

0.001). Although overall moral distress scores did not 

differ significantly across groups post-intervention, there 

was a clear reduction in the “disregard for ethical 

principles” subscale for both intervention groups. In the 

lecture group, scores dropped from 21.91 ± 9.59 to 17.36 

± 7.75 (P = 0.020), while in the discussion group, scores 

decreased from 17.27 ± 8.54 to 12.59 ± 4.82 (P = 0.017). 

Additionally, the discussion group showed significantly 

lower scores than the control group in this subscale after 

training (12.59 ± 4.82 vs. 20.09 ± 10.07, P = 0.007). 

Table 2. Comparison of pre- and post-intervention scores of nursing dilemma, moral distress and moral sensitivity 

between three groups 

Parameters Times 

Lecture 

group (n = 

22) 

Discussion 

group 

(n = 22) 

Control 

group (n = 

22) 

P-

value 

*** 

P-

value 

**** 

Nursing dilemma 

test (NDT) 
      

NP score 
Pre-

intervention 

36.09 ± 

5.28 
36.18 ± 3.72 

35.45 ± 

4.09 
0.838 

< 

0.001* 

 
Post-

intervention 

44.64 ± 

4.70 
52.50 ± 2.44 

35.36 ± 

4.03 

< 

0.001* 
 

 P-value** < 0.001* < 0.001* 0.936   

Familiarity score 
Pre-

intervention 

14.91 ± 

3.41 
14.50 ± 3.76 

13.82 ± 

4.33 
0.640 0.811 

 
Post-

intervention 

13.68 ± 

3.63 
13.46 ± 3.67 

13.73 ± 

4.39 
0.997  

 P-value* 0.203 0.445 0.943   

Moral Sensitivity 

Questionnaire 

(MSQ) 

      

Total moral 

sensitivity score 

Pre-

intervention 

60.36 ± 

11.68 

59.23 ± 

11.43 

65.55 ± 

11.34 
0.159 0.010* 

 
Post-

intervention 

61.55 ± 

11.57 

76.50 ± 

11.52 

64.27 ± 

9.45 

< 

0.001* 
 

 P-value* 0.742 < 0.001* 0.689   

Moral Distress 

Scale (MDS) 
      

Total Moral distress 

score 

Pre-

intervention 

60.23 ± 

21.34 

57.32 ± 

26.93 

58.09 ± 

30.32 
0.931 0.337 

 
Post-

intervention 

53.41 ± 

21.34 

44.73 ± 

17.24 

61.32 ± 

31.93 
0.085  

 P-value* 0.176 0.104 0.754   

Moral distress’s 

dimensions 
      

Inappropriate 

competencies 

Pre-

intervention 

17.32 ± 

7.18 
17.27 ± 7.85 

15.82 ± 

10.90 
0.814 0.651 

and responsibilities 
Post-

intervention 

16.77 ± 

7.86 
14.68 ± 8.84 

16.86 ± 

11.11 
0.684  

 P-value* 0.806 0.381 0.785   
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Errors 
Pre-

intervention 

23.05 ± 

9.79 

22.77 ± 

12.30 

23.09 ± 

12.11 
0.995 0.316 

 
Post-

intervention 

18.82 ± 

9.11 
17.45 ± 6.78 

24.36 ± 

12.78 
0.056  

 P-value* 0.059 0.117 0.739   

Not respecting the 

ethics 

Pre-

intervention 

21.91 ± 

9.59 
17.27 ± 8.54 

19.18 ± 

9.45 
0.252 0.175 

principles 
Post-

intervention 

17.36 ± 

7.75 
12.59 ± 4.82 

20.09 ± 

10.07 
0.009*  

 P-value* 0.020* 0.017* 0.771   

Data are presented as mean ± SD; * P < 0.05 considered as significant, ** Obtained from paired t-test (within-group differences); *** Obtained 

from unadjusted one-way ANCOVA (analysis of covariance) with repeated measures (RMANOVA) (between-group differences); **** Obtained 

from adjusted (based on age group, gender, marital status, work experience, wards, shift work and overtime) one-way ANCOVA (analysis of 

covariance) with repeated measures (between-group differences) 

Regression analysis across study groups 

Binary logistic regression, both unadjusted and adjusted 

for confounding factors, was performed to explore the 

relationship between study group assignment and 

outcomes including NPT scores, familiarity, moral 

distress, and moral sensitivity (Figures 3 and 4). The 

adjusted analysis indicated that nurses in the discussion 

group were significantly more likely to achieve higher 

NPT scores compared to those in the lecture group (OR: 

13.078, 95% CI: 3.238–15.954, P = 0.008). Similarly, 

both lecture (OR: 14.329, 95% CI: 2.005–16.171, P < 

0.001) and discussion groups (OR: 18.01, 95% CI: 

5.834–22.15, P < 0.001) showed a greater likelihood of 

improved NPT scores relative to the control group. 

Regarding moral sensitivity, participation in the 

discussion group was associated with a higher probability 

of score improvement compared to the lecture group 

(OR: 10.874, 95% CI: 6.043–12.886, P = 0.005) and the 

control group (OR: 13.077, 95% CI: 8.454–16.774, P = 

0.002). In terms of moral distress, only the trained groups 

experienced a significant reduction compared with 

controls. No statistically meaningful difference was 

observed between the lecture and discussion groups 

themselves. Specifically, the odds of reduced moral 

distress were lower in the lecture group compared to 

control (OR: 0.105, 95% CI: 0.015–0.717, P = 0.021) and 

in the discussion group versus control (OR: 0.089, 95% 

CI: 0.015–0.547, P = 0.009).Complete details of these 

regression analyses are provided in Additional File 2 

(Tables S8–S11). 



 

 

 

Figure 3. Forest plot of unadjusted binary logistic regression analysis to evaluate the association between three 

groups of study with the (A) NPT score (≤ 50 vs. >50), (B) familiarity score (≤ 18 vs. >18), (C) moral distress 

score (≤ 58 vs. >58) and (D) moral sensitivity score (≤ 75 vs. >75) 
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Figure 4. Forest plot of adjusted binary logistic regression analysis to evaluate the association between three 

groups of study with the (A) NPT score (≤ 50 vs. >50), (B) familiarity score (≤ 18 vs. >18), (C) moral distress 

score (≤ 58 vs. >58) and (D) moral sensitivity score (≤ 75 vs. >75) 

Discussion 

The findings of this study indicated that nurses’ levels of 

moral reasoning were low, moral sensitivity was 

moderate, and moral distress was high compared to prior 

studies and average community levels. Analysis of 

section A of the NDT revealed that most nurses were 

familiar with common ethical dilemmas, which aligns 

with the results from section C of the NDT. This 

familiarity can positively influence nurses’ ethical 

decision-making [34, 40]. Nevertheless, decision-making 

in clinical settings is shaped by multiple factors such as 

institutional policies, professional confidence, high-

pressure work environments, complex patient conditions, 

and interactions with patients, which sometimes lead 

nurses to rely on their personal judgment rather than 

strictly following regulations [41, 42]. 



Su et al.                                                                                                   Asian J Ethics Health Med, 2024, 4:81-96  
 

 

 

92 

In this study, the average NPT score among nurses (40.80 

± 6.71) was slightly below the community mean. 

Previous research reported higher scores: Zirak et al. [34] 

found 46.67 ± 6.7, Borhani et al. [43] reported 42.16 ± 

5.8, and Ham et al. [44] recorded 51.5 ± 7.9. Such 

differences may be influenced by factors including 

workplace rules, education level, cultural and social 

norms, clinical experience, and personal beliefs [45]. 

Multivariate regression revealed that being single, having 

less than 15 years of experience, working in general 

wards, and being fully aware of the code of ethics were 

associated with higher NPT scores. 

The second phase of the study demonstrated that ethical 

training significantly increased NPT scores in both 

experimental groups compared to controls. Most 

participants (76.3%) were at the conventional level of 

moral reasoning, indicating reliance on organizational 

rules, social harmony, and maintaining appearances in 

the eyes of others, according to Kohlberg’s theory. Only 

a small proportion (7.8%) reached the post-conventional 

level, likely due to organizational pressures to conform 

and the inherent complexity of clinical ethical decisions. 

Training that focused on professional ethics, nursing 

principles, and strategies for navigating ethical dilemmas 

effectively improved nurses’ ethical reasoning skills, as 

reflected in the increased NPT scores. 

Regarding moral distress, the overall mean scores were 

high in the dimensions of “inappropriate competencies 

and responsibilities” and “errors,” while the “not 

respecting ethical principles” dimension was moderate. 

The highest distress occurred in the “errors” domain, 

consistent with prior findings by Atashzadeh-Shoorideh 

et al. [36]. No significant correlation was observed 

between moral distress and sociodemographic factors, 

suggesting that moral distress affects nurses across all 

ages, genders, experience levels, and work settings. 

Previous evidence indicates that over half of nurses 

experience moral distress at work [46, 47]. 

Although ethical training in the study had limited impact 

on reducing total moral distress, it significantly decreased 

distress in the “not respecting ethical principles” 

dimension. Moral distress can disrupt ethical decision-

making, compromise care objectives, and negatively 

affect societal health outcomes. Additionally, it may 

contribute to mental and physical strain, reduce job 

satisfaction, and decrease nurses’ commitment to the 

profession, ultimately affecting quality of care [35, 48]. 

These results suggest that training alone is insufficient to 

address distress related to “inappropriate competencies 

and responsibilities” and “errors.” Effective mitigation 

requires supportive work environments where nurses can 

express concerns without fear of repercussion, foster 

open communication and collaboration within healthcare 

teams, provide recognition and resources for ethical 

decision-making, and address systemic issues 

contributing to moral distress. Creating such structures 

may help reduce distress and enhance both nurse well-

being and care quality. 

The present study revealed that most nurses exhibit a 

moderate level of moral sensitivity, aligning with 

findings from previous research [17, 49]. Since nurses 

frequently encounter critical situations requiring 

ethically sound decisions, it is essential for them to be 

aware of and responsive to ethical issues in their practice. 

No significant correlation was found between 

sociodemographic variables and moral sensitivity, which 

is consistent with the study by Hassanpoor et al. [39]. 

This suggests that nurses, regardless of individual or 

professional characteristics, generally maintain a 

moderate level of moral sensitivity. Factors limiting 

moral sensitivity may include patient-related issues, 

environmental conditions, and managerial challenges. 

Among patient-related obstacles, a common issue is the 

lack of understanding about nurses’ roles, while 

environmental barriers often include crowded wards 

[50]. Notably, the study showed that participation in an 

ethical decision-making training program improved 

nurses’ moral sensitivity. 

Consistent with prior studies [51–53], this research found 

that moral reasoning tends to decline as nurses’ work 

experience increases. Possible reasons include heavy 

workloads, burnout, job dissatisfaction, and the stress of 

diverse clinical environments, which can reduce 

motivation to address ethical challenges. Additionally, 

more experienced nurses may prioritize organizational 

interests over patients’ rights due to increased 

institutional commitment [54]. The findings emphasize 

that ethical behavior is more strongly influenced by 

targeted ethics education than by sociodemographic 

factors. Moreover, group discussion-based ethics training 

proved more effective than lectures in enhancing moral 

reasoning and moral sensitivity. In lecture-based training, 

information is delivered rapidly, and participants often 

remain passive, limiting opportunities to practice 

problem-solving, decision-making, and critical analysis. 

Although lecture participants did show improvement 

compared to the control group, their gains were notably 

smaller than those observed in the discussion group, 
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indicating persistent challenges in applying ethical 

knowledge and decision-making confidently. 

In contrast, ethics education through group discussions 

significantly enhanced both moral reasoning and moral 

sensitivity. The benefits of this method likely stem from 

active engagement, collaborative discussion, and 

exposure to realistic or simulated clinical scenarios [55]. 

Limitations 

This study has several limitations. The first phase was 

descriptive and conducted at a single-center hospital, 

relying on self-reported questionnaires, which may 

introduce response bias or overestimation. The short 

interval between intervention and post-test limited the 

ability to assess long-term effects on moral reasoning, 

sensitivity, and distress. Additionally, the strong impact 

observed from a single discussion session (high Hedge’s 

g effect size) may reflect the focus on nurses with lower 

baseline performance; results may be smaller among 

more experienced or higher-performing nurses. These 

factors limit the generalizability of the findings, and 

results should be interpreted cautiously. Nonetheless, the 

study provides useful insights for nurse educators and 

policy makers aiming to implement continuous ethical 

decision-making training to enhance nurses’ awareness 

and understanding of ethical care. 

Conclusion 

The study found that, compared with previous research 

and average community levels, nurses’ moral reasoning 

was low, moral sensitivity moderate, and moral distress 

high. Higher moral reasoning was associated with being 

single, having less work experience, working in general 

wards, and having full awareness of the code of ethics, 

whereas moral sensitivity and moral distress showed no 

significant relationship with demographic variables. The 

randomized clinical trial component demonstrated that 

group discussion-based ethical decision-making training 

effectively enhances nurses’ moral reasoning and 

sensitivity but does not reduce moral distress. This 

suggests that nurses, regardless of their demographic 

characteristics or levels of ethical reasoning and 

sensitivity, experience moral distress, highlighting the 

need for policies and strategies aimed at alleviating its 

causes in the workplace. 

Acknowledgments: None 

Conflict of Interest: None 

Financial Support: None 

Ethics Statement: None 

References 

1. Kim WJ, Park JH. The effects of debate-based ethics 

education on the moral sensitivity and judgment of 

nursing students: A quasi-experimental study. Nurse 

Educ Today. 2019;83:104200. 

https://doi.org/10.1016/j. nedt.2019.08.018. 

2. Azizi A, Sepahvani M, Mohamadi J. The effect of 

nursing ethics education on the moral judgment of 

nurses. J Nurs Educ. 2016;4(4):1–8. 2. 

3. Borhani F, Abbaszadeh A, Bahrampour A, Ameri 

GF, Aryaeenezhad A. Role of judgment in 

promoting nurses’ decisions and ethical behavior. J 

Educ Health Promot. 2021;10:88–8. 

https://doi.org/10.4103/jehp.jehp_875_20. 

4. Goethals S, Gastmans C, de Casterlé BD. Nurses’ 

ethical reasoning and behaviour: A literature review. 

Int J Nurs Stud. 2010;47(5):635–50. https://doi. 

org/10.1016/j.ijnurstu.2009.12.010. 

5. Ebrahimi H, Nikravesh M, Oskouie F, Ahmadi F. 

Ethical behavior of nurses in decision-making in 

Iran. Iran J Nurs Midwifery Res. 2015;20(1):147–

55. 

6. Ito C, Natsume M. Ethical dilemmas facing chief 

nurses in Japan: A pilot study. Nurs Ethics. 

2016;23(4):432–41. 

https://doi.org/10.1177/0969733015574923. 

7. Sirilla J, Thompson K, Yamokoski T, Risser MD, 

Chipps E. Moral distress in nurses providing direct 

patient care at an academic medical center. 

Worldviews Evid Based Nurs. 2017;14(2):128–35. 

https://doi.org/10.1111/ wvn.12213. 

8. Amiri E, Ebrahimi H, Namdar Areshtanab H, Vahidi 

M, Asghari Jafarabadi M. The relationship between 

nurses’ moral sensitivity and patients’ satisfaction 

with the care received in the medical wards. J Caring 

Sci 2020, 9(2):98–103. 

https://doi.org/10.34172/jcs.2020.015. 

9. Rizalar S, Baltaci N. Ethical decision-making levels 

of nurses and it’s affecting factors. Int J Caring Sci. 

2020;13(1):42-52. 

10. Koohi A, Khaghanizade M, Ebadi A. The 

relationship between ethical reasoning and 



Su et al.                                                                                                   Asian J Ethics Health Med, 2024, 4:81-96  
 

 

 

94 

demographic characteristics of nurses. Iran J Med 

Ethics History Med. 2016;9(1):26–36. 

11. Dunger C, Schnell MW, Bausewein C. Nurses’ 

decision-making in ethically relevant clinical 

situations using the example of breathlessness: 

Study protocol of a reflexive grounded theory 

integrating Goffman’s framework analysis. BMJ 

Open 2017, 7(2):e012975–5. 

https://doi.org/10.1136/bmjopen-2016-012975. 

12. Sari D, Baysal E, Celik GG, Eser I. Ethical decision 

making levels of nursing students. Pak J Med Sci. 

2018;34(3):724–9. https://doi.org/10.12669/ 

pjms.343.14922. 

13. McLeod-Sordjan R. Evaluating moral reasoning in 

nursing education. Nurs Ethics. 2014;21(4):473–83. 

https://doi.org/10.1177/0969733013505309. 

14. Kamali F, Yousefy A, Yamani N. Explaining 

professionalism in moral reasoning: a qualitative 

study. Adv Med Educ Pract. 2019;10:447–56. 

https://doi. org/10.2147/amep.S183690. 

15. Namadi F, Hemmati Maslakpak M, Moradi Y. 

Ghasemzadeh N. The Effects of nursing Ethics 

Education through Case-Based learning on Moral 

reasoning among nursing students. Nurs Midwifery 

Stud. 2019; 8:2. 

16. Munkeby H, Moe A, Bratberg G, Devik SA. Ethics 

between the lines’ - nurses’ Experiences of ethical 

Challenges in Long-Term Care. Glob Qual Nurs 

Res. 2021;8:23333936211060036. 

https://doi.org/10.1177/23333936211060036. 

17. Ekramifar F, Farahaninia M, Mardani Hamooleh M, 

Haghani H. The effect of spiritual training on the 

Moral sensitivity of nursing students. J Client-

Centered Nurs Care. 2018;4(4):213–22. 

https://doi.org/10.32598/jccnc.4.4.213. 

18. Jalili F, Saeidnejad Z, Aghajani M. Effects of 

spirituality training on the moral sensitivity of 

nursing students: A clinical randomized controlled 

trial. Clin Ethics 2020, 15:147775091989834. 

https://doi.org/10.1177/1477750919898346. 

19. Borhani F, Abbaszadeh A, Mohamadi E, Ghasemi E, 

Hoseinabad-Farahani MJ. Moral sensitivity and 

moral distress in iranian critical care nurses. Nurs 

Ethics. 2017;24(4):474–82. 

https://doi.org/10.1177/0969733015604700. 

20. Corley MC, Elswick RK, Gorman M, Clor T. 

Development and evaluation of a moral distress 

scale. J Adv Nurs. 2001;33(2):250–6. https://doi. 

org/10.1046/j.1365-2648.2001.01658.x. 

21. Zafarnia N, Abbaszadeh A, Borhani F, Ebadi A, 

Nakhaee N. Moral competency: Meta-competence 

of nursing care. Electron Physician 2017, 9(6):4553–

62. https://doi.org/10.19082/4553. 

22. Knight S, Hayhoe BW, Frith L, Ashworth M, Sajid 

I, Papanikitas A. Ethics education and moral 

decision-making in clinical commissioning: An 

inter- view study. Br J Gen Pract. 2019;70(690):e45–

e54. https://doi.org/10.3399/ bjgp19X707129. 

23. Sinclair J, Papps E, Marshall B. Nursing students’ 

experiences of ethical issues in clinical practice: A 

New Zealand study. Nurse Educ Pract. 2016;17:1–7. 

https://doi.org/10.1016/j.nepr.2016.01.005. 

24. Khaghanizade M, Malaki H, Abbasi M, Abbaspour 

A, Mohamadi E. Faculty- Related challenges in 

medical ethics education: A qualitative study. Iran J 

Med Educ. 2012;11(8):903–16. 

25. Sullivan-Mann J, Perron CA, Fellner AN. The 

Effects of Simulation on nursing students’ critical 

thinking scores: a quantitative study. Newborn and 

Infant Nursing Reviews. 2009;9(2):111–6. 

https://doi.org/10.1053/j.nainr.2009.03.006. 

26. Borhani F, Abbaszadeh A, Kohan M, Fazael MA. 

Nurses and nursing students’ ethical reasoning in 

facing with dilemmas: A comparative study. Iran J 

Med Ethics History Med. 2010;3(4):71–81. 

27. Khalili A, Behzad H, Almasi S, Alimohammadi N, 

Zoladl M, Horyat F. Nursing professional ethics 

education using a superior method- Lecture or 

Multimedia. J Res Med Dent Sci. 2017;5:61. 

https://doi.org/10.5455/jrmds.20175210. 

28. O. Nyumba T, Wilson K, Derrick CJ, Mukherjee N. 

The use of focus group discussion methodology: 

insights from two decades of application in 

conservation. Methods Ecol Evol. 2018;9(1):20–32. 

https://doi. org/10.1111/2041-210X.12860. 

29. World Medical Association. World Medical 

Association Declaration of Helsinki: ethical 

principles for medical research involving human 

subjects. JAMA. 2013;310(20):2191-4. doi: 

10.1001/jama.2013.281053. PMID: 24141714. 

30. Jayaraman J. Guidelines for reporting randomized 

controlled trials in paediatric dentistry based on the 

CONSORT statement. Int J Pediatr Dent. 

2020;31(Suppl 1):38–55. 

https://doi.org/10.1111/ipd.12733. 

31. Borhani F, Abbaszadeh A, Sabzevari S, the effect of 

workshop and fallow-up on ethical sensitivity of 

nurses. Med Ethics. 2012;6(21). 



 Asian J Ethics Health Med, 2024, 4:81-96                                                                                                  Su et al. 
  

 

 

95 

32. Crisham P. Measuring moral judgment in nursing 

dilemmas. Nurs Res. 1981;30(2):104–10. 

33. Borhani F, Fazljoo S, Abbaszadeh A. Moral 

reasoning ability in nursing students of Shahid 

Sadoughi University of Medical Sciences. Iran J 

Nurs. 2014;27(90):102–9. 

https://doi.org/10.29252/ijn.27.90.91.102. 

34. Zirak M, Mogadasian S, Abdullah ZF, Rahmani A. 

Comparison of ethical reasoning in nursing students 

and nurses in Tabriz University of medical science.  

Adv Nurs Midwifery. 2012; 22(77): 1-9 

35. Atashzadeh Shorideh F, Ashktorab T, Yaghmaei F. 

Iranian intensive care unit nurses’ moral distress: a 

content analysis. Nurs Ethics. 2012;19(4):464–78. 

https://doi.org/10.1177/0969733012437988. 

36. Shoorideh FA, Ashktorab T, Yaghmaei F, Alavi 

Majd H. Relationship between ICU nurses’ moral 

distress with burnout and anticipated turnover. Nurs 

Ethics. 2015;22(1):64–76. 

https://doi.org/10.1177/0969733014534874. 

37. Lützén K, Nordin C, Brolin G. Conceptualization 

and instrumentation of nurses’ moral sensitivity in 

psychiatric practice. Int J Methods Psychiatr Res. 

1994;4(4):241–8. 

38. Izadi A, Imani H, Khademi Z, FariAsadi Noughabi 

F, Hajizadeh N, Naghizadeh F. Moral sensitivity of 

critical care nurses in clinical decision making and 

its correlation with their caring behavior in teaching 

hospitals of Bandar Abbas in 2012. Iran J Med 

Ethics History Med. 2013;6(2):43–56. 

39. Hassanpoor M, Hosseini M, Fallahi Khoshknab M, 

Abbaszadeh A. Evaluation of the impact of teaching 

nursing ethics on nurses’ decision making in Kerman 

social welfare hospitals in 1389. Iran J Med Ethics 

History Med. 2011;4(5):58–64. 

40. Arslan S, Türer Öztik S, Kuzu Kurban N. Do moral 

development levels of the nurses affect their ethical 

decision making? A descriptive correlational study. 

Clin Ethics 2020, 16(1):9–16. 

https://doi.org/10.1177/1477750920930375. 

41. Bremer A, Holmberg M. Ethical conflicts in patient 

relationships: experiences of ambulance nursing 

students. Nurs Ethics. 2020;27(4):946–59. 

https://doi. org/10.1177/0969733020911077. 

42. Ulrich CM, Taylor C, Soeken K, O’Donnell P, 

Farrar A, Danis M, et al. Everyday ethics: Ethical 

issues and stress in nursing practice. J Adv Nurs. 

2010;66(11):2510–9. 

https://doi.org/10.1111/j.1365-2648.2010.05425.x. 

43. Borhani F, Abbas Zade A, Kohan M. A. FM. 

Compare moral reasoning abilities of nurses and 

nursing students of Kerman University of Medical 

Sciences in dealing with ethical dilemmas. Iran J 

Med Ethics Hist Med. 2011;3(4):71–81. 

44. Ham K. Principled thinking: a comparison of 

nursing students and experienced nurses. J Contin 

Educ Nurs. 2004;35(2):66–73. https://doi. 

org/10.3928/0022-0124-20040301-08. 

45. Vahedian azimi A, Alhani F. Educational challenges 

in ethical decision making in nursing. Iran J Med 

Ethics History Med. 2008;1(4):21–30. 

46. Bayat M, Shahriari M, Keshvari M. The relationship 

between moral distress in nurses and ethical climate 

in selected hospitals of the iranian social security 

organization. J Med Ethics Hist Med. 2019;12:8–8. 

https://doi.org/10.18502/ jmehm.v12i8.1339. 

47. Almutairi AF, Salam M, Adlan AA, Alturki AS. 

Prevalence of severe moral dis- tress among 

healthcare providers in Saudi Arabia. Psychol Res 

Behav Manag. 2019;12:107–15. 

https://doi.org/10.2147/PRBM.S191037. 

48. Haghighinezhad G, Atashzadeh-Shoorideh F, 

Ashktorab T, Mohtashami J, Barkhordari-

Sharifabad M. Relationship between perceived 

organizational justice and moral distress in intensive 

care unit nurses. Nurs Ethics 2019, 26(2):460–70. 

https://doi.org/10.1177/0969733017712082. 

49. Jamshidian F, Shahriari M, Aderyani MR. Effects of 

an ethical empowerment program on critical care 

nurses’ ethical decision-making. Nurs Ethics. 

2019;26(4):1256–64. 

https://doi.org/10.1177/0969733018759830. 

50. Hashmatifar N, Mohsenpour M, Rakhshani M. 

Barriers to moral sensitivity: Viewpoints of the 

nurses of educational hospitals of Sabzevar. Iran J 

Med Ethics History Med. 2014;7(1):34–42. 

51. Yung HH. Ethical decision-making and the 

perception of the ward as a learning environment: A 

comparison between hospital-based and degree 

nursing students in Hong Kong. Int J Nurs Stud. 

1997;34(2):128–36. https:// doi.org/10.1016/s0020-

7489(96)00046-6. 

52. Duckett L, Rowan M, Ryden M, Krichbaum K, 

Miller M, Wainwright H, et al. Progress in the moral 

reasoning of baccalaureate nursing students between 

program entry and exit. Nurs Res. 1997;46(4):222–

9. https://doi. org/10.1097/00006199-199707000-

00007. 

https://doi.org/10.29252/ijn.27.90.91.102


Su et al.                                                                                                   Asian J Ethics Health Med, 2024, 4:81-96  
 

 

 

96 

53. Ketefian S. Moral reasoning and moral behavior 

among selected groups of practicing nurses. Nurs 

Res. 1981;30(3):171–6. 

54. de Casterlé BD, Janssen PJ, Grypdonck M. The 

relationship between education and ethical behavior 

of nursing students. West J Nurs Res. 

1996;18(3):330–50. 

https://doi.org/10.1177/019394599601800308. 

55. Tausch AP, Menold N. Methodological aspects of 

Focus Groups in Health Research: Results of 

qualitative interviews with Focus Group moderators. 

Glob. Qual. Nurs. Res. 2016;3:2333393616630466. 

https://doi. org/10.1177/2333393616630466. 

 


