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M
edical educators1–5 are turning their attention to

a concept from nursing ethics: moral distress,

defined as distress that results when health care

providers are unable, because of institutional constraints,

to do what they believe to be the right thing.1 The original

definition, and much of the research tradition, pertains to

analyses of nurses as disempowered.2 The concept also

assumes a patient-centered lens: Patients do not cause

moral distress; rather, insufficient resources, inflexible

institutions, or family wishes that are discordant with

patients’ needs cause distress for nurses who want to deliver

patient-centered care. According to Berger,1 a hidden

curriculum and poor role modeling constitute structural

constraints on moral action. Medical learners, who are

subordinate in the hierarchy, may also experience moral

distress.

Recently, some researchers have assumed a broader

definition of moral distress, to include internal constraints,

such as personal limitations of skill or courage. Others

argue we should go beyond a definition solely based on

constraints to include situations of moral conflict, where

the right course of action is not clear.3 In a more critical

vein, some have questioned the implicit assumption that

nurses’ best interest judgments are reliable guides for

action.4 Others question whether positioning nurses as

disempowered is still accurate in the current environment.5

In this issue, Aultman and Wurzel6 explore moral

distress through focus groups with residents in 3 obstetrics

and gynecology programs in Ohio. Those programs provide

care to underserved populations. As such, the context for

their research reflects academic medicine’s social account-

ability mandate.7

According to the researchers’ interview guide, residents

were invited to identify patients considered difficult, reflect

on those patients’ characteristics, explore their own

emotional and rational responses, and discuss whether and

how caring for such patients caused them moral distress.

Exploring the connection between stigmatizing patients as

‘‘difficult’’ and experiencing moral distress was the research

goal, rather than something that arose spontaneously from

an open-ended invitation to residents to describe practice

challenges.

A critical question is, what is the ‘‘right thing’’ that

residents want to do? What are the constraints that stand in

their way? The focus on patient characteristics leaves these

important questions implicit. Are residents distressed at the

behavior of their patients—behavior that they morally

judge? Do those patient behaviors require morally com-

promised action by the residents or is the distress ‘‘second-

hand’’—arising because residents are not accustomed to

dealing with people who make choices that the residents

deem to be wrong? Are the residents distressed by the social

arrangements that condition the experience of poverty and

disadvantage in America today? Is the residents’ distress a

result of cognitive dissonance between what they believe to

be their professional responsibility—compassionate care to

an underserved population, or, more modestly, nonjudg-

mental care—and the judgments they find themselves

forming? Is the relevant ‘‘institutional constraint’’ that the

institution serves a patient population with a mix of

poverty, addictions, and psychiatric comorbidities that the

residents are not well-prepared to manage?

Residents’ comments, as reported by the researchers,

suggest a mismatch between the competencies residents

have developed and the social accountability mission of

their programs. This mismatch is not superficial: It

encompasses professional identity formation. Specifically,

some residents report a mismatch between their ideas of the

physician’s role as providing diagnosis and treatment and

what the practice in this setting requires of them: delivering

cost-conscious and comprehensive psychosocial care to

patients whose lives are very different from the residents’

own. Perhaps, the practice of medicine requires such care of

physicians in any context.

The broad sweep of the authors’ analysis indicates that

the authors understand ‘‘patient-blaming’’ to be a subop-

timal response to a challenging practice environment. The

authors state that this response should be addressed

through narrative and reflective ethics education in

residency. If the mismatch is one of professional identity,

reinforced by the limited set of technical skills mastered in

their medical education programs as physicians, in com-

parison to the clinical and social needs of the patient

population cared for in their residency program, then

enhanced ethics education would only be 1 part of the

solution. Residents need knowledge and skills that em-
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power them to meet the social accountability mandate of

their programs. Future research should explore whether

and how that education might also address attitudes.8 One

of the authors, Aultman, has written of the challenges of

addressing inequality and oppression through narrative.9 A

neuroscience-based program in empathy has shown results

in patients’ perception of empathy in residents’ care.10

A relevant challenge is the political context of care:

Residents may be shaped by polarized public debate long

before they enter medical training. To promote compas-

sionate care, we reframe ‘‘difficult patients’’ as challenging

physician-patient encounters, and ‘‘demanding’’ patients or

patients ‘‘refusing’’ care as patients whose views of

appropriate care differ from their providers. Meanwhile,

the culture has moved in the other direction: Residents may

see patients not only as ‘‘demanding’’ and ‘‘difficult,’’ but

as being that way because they are ‘‘entitled’’ and as taking

resources from those who ‘‘deserve’’ those resources,

whether the ‘‘deserving poor’’ or the taxpayer.

The authors do not always use distancing devices when

reporting statements that could be interpreted as patient-

blaming. They rarely use scare quotes or qualifications.

They cite literature on how patient characteristics influence

difficult physician-patient relationships, rather than litera-

ture that attends to the influence of provider and systems

characteristics.11 This light use of distancing devices and

selective reporting of the literature may generate discomfort

or confusion in some readers.

Programs delivering care to underserved populations

hope and expect that their residents will care compassion-

ately for patients of diverse socioeconomic circumstances.

Such work is never easy: The idealism that leads people to

service meets the reality of conflicting worldviews, contrary

winds in the political climate, and frayed patient-provider

trust. If the moral disorientation12 that results is distress-

ful—and it surely is—then the concept of moral distress

may usefully be extended in new directions.
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