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Correlation of nurses’ and
midwives’ stress of conscience with
hospital ethical climate and moral
sensitivity
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Stress of conscience (SC) in healthcare professionals results from conflicts with ethical beliefs due to
work constraints, while moral sensitivity (MS) and a positive ethical climate (EC) are crucial for ethical
decision-making and quality patient care. The aim of the study was to assess correlation of the hospital
EC, MS and SC among nurses, midwives; to assess psychometric properties of the Polish version of

the Stress of Conscience Questionnaire (SCQ). An cross-sectional study was conducted from March
2019 to December 2020 among 683 nurses, midwives working at the hospital. The internal consistency
reliability of the SCQ was satisfactory (0.837). A two-factor solution explained 54.26% of the total
variance. The intensity of SC among the nurses, midwives increased with the deterioration of selected
indicators of the EC of the hospital relationships with managers, the hospital, doctors; deterioration

of relationships in these areas increased the subjects’ SC, while the overall indicator of the EC of the
hospital remained independent of the intensity of SC. Respondents’ MS were higher the more EC of the
hospital in which they worked was. Supporting a culture that values ethics and positive communication
among healthcare professionals can create environments that enhance professional satisfaction and
prioritize patient-oriented care.
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Stress of conscience (SC) arises when healthcare professionals find themselves unable to act in alignment with
their conscience, ethical beliefs due to factors including their work environment!. Conscience, a concept has been
approached through various theories. Theological literature often links conscience with an internal or divine
voice>?. Alternatively, some theories suggest that conscience stems from authority figures, family, or society*.
Conscience, aids individuals in discerning between right and wrong or in making morally justified decisions®.
Acting contrary to conscience can lead to adverse outcomes for healthcare professionals, including feelings of
guilt or shame and the need to compromise standards and goals of healthcare services®’. Moral sensitivity, on
the other hand, is defined as the ability of an of an individual to recognise the meaning of a situation in a moral
context and the ability to respond to it®. It includes both a person’s emotions, their intention of actions as well as
their perception’. It forms part of moral care, is an intuition that stems from a desire to ensure the well-being of
another person'®. Analysis of the literature shows that the moral sensitivity of nurses and midwives is crucial for
holistic patient care, influencing ethical decision-making and the resolution of ethical dilemmas.!!. An ethical
climate is perceived as the understanding of the colleagues of the ethical behaviour patterns, the capacity to deal
with them when they arise. A positive ethical climate supports staff in resolving ethical dilemmas on the basis of
developed e.g. standards of practice, guidelines'?, and also has a correlation with nurses’ moral sensitivity'® and
patient safety culture!'®. The literature on ethical climate shows that it is not only related to the actions taken by
healthcare professionals, but also influences the organisation of clinical work, patient care and thus the quality
of services provided by nursing staff'>16.

This study was conducted to investigate the psychometric properties of the Polish version of the Stress of
Conscience Questionnaire and to assess the correlation of the level of experienced stress of conscience with
the hospital ethical climate and moral sensitivity. A study investigating the above research topic was conducted
for the first time in Poland. There have been studies at different settings"®!®!” but no research results were
found showing the correlation together between selected three factors such as hospital ethical climate, moral
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sensitivity and stress of conscience. This study can enhance the training of healthcare professionals by improving
nurses’ and midwives’ soft and communication skills, emphasizing the importance of effective communication
within therapeutic teams, and developing personal ethical decision-making and problem-solving skills needed
in clinical practice when interacting with patients, their families, and hospital managers.

Methods
Aim
The objectives of the present study are as follows: (1) to investigate the psychometric properties of the Polish
version of the Stress of Conscience Questionnaire; (2) to assess the correlation of the level of experienced stress
of conscience with the hospital ethical climate and moral sensitivity.

Two research questions were formulated: (1) What are the psychometric properties of the Polish version
of the Stress of Conscience Questionnaire? (2) Is there a correlation between nurses’ and midwives’ stress of
conscience their moral sensitivity and the ethical climate of the hospital?

Study design

A descriptive cross-sectional correlational study was carried out in hospitals in eastern Poland, reported according
to the guidelines of the Strengthening the Reporting of Observational studies in Epidemiology (STROBE)8. The
study was conducted in two adjacent voivodeships (Lubelskie and Podkarpackie) due to the similar state of
registered and working nurses, midwives and their age structure!®. Raosoft Sample Size Calculator was used to
determine the sample size. For a confidence level of 0.95, a margin of error of 0.05, and a response distribution
of 0.50, a sample size of 384 respondents was required (based on the report of the Supreme Chamber of Nurses
and Midwives in 2019 as a population size indicator'®. Data collection for this study occurred from March
2019 to December 2020, encompassing both pre-pandemic and pandemic periods. In Poland the first case of
SARS-CoV-2 coronavirus was detected in March 2020%. Although our study was initially conceived before
the COVID-19 pandemic and not specifically in response to it, we recognize its relevance in understanding
stress of conscience amid increased healthcare demands and ethical challenges during crises. Consequently, we
conducted an additional analysis to examine the pandemic’s impact on the stress of conscience among nurses
and midwives.

Study participants

First, the questionnaire survey was delivered to midwives, nurses (n = 683) working in hospitals in south-eastern
Poland. The following inclusion criteria for participation in the study were applied: (1) informed consent to
participate in the study, (2) possession of a licence to practice as a midwife and/or nurse, (3) working in a hospital
at the time of the survey, as a midwife or nurse, (4) a minimum of two years of clinical practice as a midwife or
nurse. The inclusion criterion of a minimum of two years of clinical practice as a nurse or midwife in a hospital
setting as used to ensure that participants had sufficient professional experience to assess and reflect on the ethical
climate, moral sensitivity, and stress of conscience in their workplace. Additionally, the initial adaptation period
is complete and the probability of facing ethical dilemmas during this time increases. Survey questionnaires
were distributed to convenience sample of nurses and midwives who volunteered to participate after receiving an
explanation of the study’s purpose, details, and data collection process. Respondents were guaranteed anonymity
and the option to withdraw at any time. Completed questionnaires were collected confidentially at their stations
in sealed envelopes, with collection times arranged in advance with the participants.

Instruments
The following research tools were used:

1. Stress of Conscience Questionnaire (SCQ) (SCQ) developed by Glasberg et al. (2006) to investigate stress of
conscience among healthcare professionals'. The SCQ consists of two latent factors: (1) internal demands,
and (2) external demands and constraints. Internal demands pertain to individuals’ personal core values
and ethical standards, causing stress when their actions or decisions conflict with these principles!. External
demands, on the other hand, are influenced by professional or societal values and involve pressures from
factors like organizational policies, workload, or societal norms!. The SCQ is composed of 9 two-part items
(Part A and Part B) measuring the commonly occurring stressful situations in the clinical setting and the ex-
tent to which these situations are perceived as leading to troubled conscience. Part A assesses the frequency
of such situations on a 6-point Likert scale, ranging from 0 to 5 (0/never, 1/less than once/6 months, 2/more
than once/6 months, 3/every month, 4/every week, and 5/every day). Part B assesses the extent to which they
are perceived as leading to troubled conscience, on a visual analogue scale that ranges from 0 (“No, it does
not trouble my conscience at all”) to 5 (“Yes, it troubles my conscience greatly”). The SCQ individual item
score (the index score) is obtained by multiplying Part A and Part B ratings. The approval for the use of the
SCQ was obtained from the author of the tool before conducting the research. The process of translating and
adapting the SCQ to Polish conditions was performed with the use of the International Test Commission
Guidelines for Translating and Adapting Tests,?!. One question was added in the Polish version to the 9-item
scale developed by Glasberg et al.!, referring to the provision of services that the nurse or midwife does not
accept (question 3A: “Do you sometimes provide services that you do not accept?” and 3B: “Does this give
you troubled conscience?”).

2. Hospital Ethical Climate Survey (HECS) was orginally developed by Olson®2 In the study the Polish 21-item
version of the Hospital Ethical Climate Survey (HECS-Pol) was used?’. HECS-Pol is a questionnaire assessed
by the respondent on a 5-point Likert scale (from 1 - “almost never true” to 5 - “almost always true”) and
consists of 5 subscales examining the relations between the respondent and patients, peers, hospital and
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managers, physicians. The higher the total result obtained, the more positive the ethical climate of the analyz-
ed organisation. The a-Cronbach’s internal consistency and reliability coefficient for the HESC scale is 0.93%.
3. Moral Sensitivity Questionnaire Revised (MSQ—R) is a nine-item questionnaire developed by Lutzen et al.?
measuring the self-awareness of the moral character of a certain situation. MSQ includes three factors such
as: moral burden, moral strength and moral responsibility?. A higher score indicates higher moral sensitiv-
ity. In the study the Polish version (MSQ-Pol) was used. The internal consistency of the factors of MSQ-Pol
was calculated by means of Cronbach’s alpha (0.827). In the MSQ-Pol a 2-factor solution was used: Factor 1
'moral strength and moral responsibility’ consisted of 5 items, the factor ‘moral burden’ consisted of 4 items.
4. A self-designed questionnaire to collect sociodemographic data such age, sex, education.

Data collection

The study was conducted using Paper-and-Pencil Interviewing method (PAPI) over a 14-month period from
March 2019 to December 2020 (the beginning of the COVID-19 pandemic interrupted the collection of surveys,
collection resumed in November and December 2020) in hospitals in eastern Poland. A convenience sampling
was conducted. The survey questionnaire (n=683) was delivered to the hospitals after obtaining permission to
conduct the study from the hospital management. Respondents who verbally consented to participate and met
the inclusion criteria received questionnaires. They were briefed about the study’s purpose and data collection
process (test followed by retest). The questionnaires included study details and researcher contact information
for queries. First, the questionnaire was delivered to nurses and midwives (n=683) who agreed to take part in
the study and who work in hospitals in the Lubelskie and Podkarpackie voivodeships in Poland. After three
weeks the same respondents were invited to take part in the study and 124 retests (of the Polish version of SCQ)
were filled and returned correctly. Respondents were assured of the option to withdraw anytime. Completed
questionnaires were to be sealed in envelopes and returned to the nurse or midwife in charge, then collected by
the researcher on an agreed date. The survey had a return and completion rate of 69.7% (476 respondents), with
97.53% (435) responding before the pandemic and 9.19% (41) during the second wave.

Statistical analysis

The Statistical Package for Social Sciences (SPSS) and AMOS, Version 29.0 was used for statistical analysis of
the data (SPSS, Chicago, IL, USA) after the data had been entered into the database created in Microsoft Excel.
Descriptive statistics of the collected data were summarized as mean (M), percentages, and standard deviation
(SD) values. Statistical significance in the final model was set at p <0.05. The Pearson’s correlation coefficient (r)
test was used to measure the association between the selected variables.

Internal consistency reliability was evaluated by Cronbach’s alpha (>0.7), item-total correlations (>0.3)
and inter-item correlations (0.2-0.4) Exploratory factor analysis (EFA, PCA method) was used to investigate
instrument dimensionality. Kaiser-Meyer Olkin measure of sampling adequacy (KMO) and Bartlett’s test of
sphericity were analysed first to determine suitability of the data to undergo factor analysis, the cut of were > 0.6.
The varimax orthogonal rotation was performed. Confirmatory factor analysis (CFA) was used to examine the
adequacy of the resulting factor model. To evaluate model fit, this study used a range of absolute and incremental
model fit indices, including the ratio of chi-square to degrees of freedom (X2/df), comparative fit index (CFI),
Tucker Lewis index (TLI); root mean square error of approximation (RMSEA), PCLOSE and SRMR. The Pearson
correlation coefficient was computed between the two test/retest sets. Correlations of Stress of Conscience, Moral
Sensitivity, and Hospital Ethical Climate are presented with the precise number of the study participants for each
item, and only N for the pair of results was considered from the whole study group.

Ethical issues

The research was conducted after obtaining the approval of the Bioethics Committee at the Medical University
of Lublin (number: KE-0254/267/2020) and in accordance with the Helsinki Declaration principles. Participants
were informed of their right to withdraw at any time. Those who provided written consent took part. Consent
and survey responses were collected separately in sealed envelopes to ensure anonymity. Data was entered
into a password-protected Excel sheet accessible only to the principal investigator to maintain confidentiality.
Informed consent was obtained from all subjects and/or their legal guardian(s).

Results

General characteristics of the participants

The sample consisted 476 of nurses, and midwives, 460 were female (96.6%). The mean age was 36.12 (SD =10.06)
and the average seniority was 14.79 years (SD = 14.66). The detailed results are shown in the Table 1.

Process of validation of the stress of conscience questionnaire

Reliability

All individual items met the cut-off criteria for item-total correlations above 0.3. The internal consistency
reliability was satisfactory (total Cronbach’s alpha=0.837). The results were also consistent if the Part A and Part
B questions were measured for reliability separately or as combined index scores (Table 2).

Factor analysis

Exploratory factor analysis (EFA) Principal component analysis was conducted on the index (i.e. question A
multiplied by question B) for all items. The Kaiser-Meyer-Olkin (KMO) was 0.884 and Bartlett’s test of sphe-
ricity was significant (chi-square =1459.16; p <0.001). The Kaiser criteria of an eigenvalue> 1, the Cattel scree
test (Fig. 1) and the rotated PCA (varimax rotation) yielded a two-factor solution which explained 54.26% of the
total variance. The rotated factor matrix loadings were greater than 0.5 (Table 2).
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\ N (476) \ %
Gender
Women 460 96.6
Men 16 3.4
Age groups
20-30 201 42.2
31-40 110 23.1
41-50+ 165 34.6
Place of residence
Village 165 34.7
City 311 65.3
Profession
Nurse 343 72.1
Midwives 133 27.9
Education
Medical high school or Medica vocational school | 43 9
Bachelor’s degree in midwifery/nursing 166 34.9
Master’s degree in midwifery/nursing 267 56.1

Table 1. Characteristics of the participants.

Cronbach’s | Corrected | Cronbach’s
Corrected | alpha item-total alpha if item
item-total | if item correlation | deleted on Factor
Item correlation | deleted index scores | index scores | loadings
1A) How often do you lack the time to provide the care the patient needs? 0.33 0.90 0.42 0.83 0.735
1B) Does this give you a troubled conscience? 0.41 0.90
2A) Are you ever forced to provide care that feels wrong? 0.54 0.89 0.56 0.82 0.799
2B) Does this give you a troubled conscience? 0.52 0.89
3A) Are there any occasions when you provide services that you do not accept?* 0.58 0.89 0.64 0.81 0.683
Internal 3B) Does this give you a troubled conscience? 0.55 0.89
demands 4A) Do you ever have to deal with incompatible demands in your work? 0.58 0.89 0.66 0.81 0.691
4B) Does this give you a troubled conscience? 0.61 0.89
5A) Do you ever see patients being insulted and/or injured? 0.51 0.89 0.53 0.82 0.573
5B) Does this give you a troubled conscience? 0.50 0.89
6A) Do you ever find yourself avoiding patients or family members who need help or 052 0.89 050 0.83 0.678
support?
6B) Does this give you a troubled conscience? 0.52 0.89
7A) Is your private life ever s0 demanding that you don’t have the energy to devote yourself 052 0.89 048 0.83 0.775
to your work as you would like?
7B) Does this give you a troubled conscience? 0.51 0.89
External 8A) Is your work in healthcare ever so demanding that you don’t have the energy to devote 047 0.89 0.46 0.83 0.603
demands yourself to your family as you would like?
;nd - 8B) Does this give you a troubled conscience? 0.54 0.89
estrictions
9A) Do you ever feel that you cannot live up to others’ expectations of your work? 0.52 0.89 0.50 0.82 0.621
9B) Does this give you a troubled conscience? 0.48 0.89
10A) Do you ever lower your aspirations to provide good care? 0.61 0.89 0.62 0.81 0.724
10B) Does this give you a troubled conscience? 0.66 0.89

Table 2. Stress of conscience questionnaire (SCQ): psychometric properties. *question added to the Polish

version of the SCQ.

Confirmatory factor analysis (CFA)  Factor loadings for the two-factor model ranged from 0.50 to 0.79 and two
latent factors also closely correlated (Fig. 2). The two-factor model was associated with good model fit (CMIN/
DF=2.639; P-value<0.001; CFI=0.961; TLI=0.948; SRMR=0.041; RMSEA =0.059 and PCLOSE=0.155). In
contrast, the one-factor model fit indicated that some fit indices were not acceptable (CMIN/DF = 6.508; P-val-
ue<0.001; CF1=0.865; TLI=0.826; SRMR =0.068; RMSEA =0.108 and PCLOSE =0.000) (Table 2).

The test/retest procedure was assessed using Pearsons correlation coefficient, which ranged from 0.77

(Internal demands) to 0.85 (Total score).
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Fig. 2. Confirmatory factor analysis (CFA) of the two-factor structure (AMOS).

Correlations of stress of conscience, moral sensitivity, and hospital ethical climate
Table 3 shows the correlations of stress of conscience, moral sensitivity and the ethical climate of the hospital. The
intensity of SC among the nurses and midwives surveyed increased with the deterioration of selected indicators
of the ethical climate of the hospital—relationships with managers, the hospital and doctors; deterioration of
relationships in these areas increased the subjects’ stress of conscience, while the overall indicator of the ethical
climate of the hospital remained independent of the intensity of SC. The relationship between these variables was
weak, as indicated by the Person r coefficient value (Table 3).

The components of SC, internal and external demands, were found to be uncorrelated with any variables—
apart from each other and the overall intensity of SC (Table 3).
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In addition, the analysis showed that the respondents’ moral sensitivity were higher the more ethical the
climate of the hospital in which they worked was. In addition, overall moral sensitivity increased with the
intensity of internal SC. Pearson’s r value indicates a weak strength of these correlations and, in the case of
the relationship between moral sensitivity and the patient relationship, an average one. Indicators of moral
sensitivity correlated with the overall scale score (Table 3).

The individual hospital ethical climate indicators and the overall score correlated strongly and positively with
each other (Table 3).

Discussion

In Polish settings, according to literature review, no research tool is available to assess the Stress of the Conscience
among nurses and midwives. The present study was conducted to examine selected psychometric properties of
the Polish version of the Stress of the Conscience Questionnaire and analyse correlations between stress of
conscience moral sensitivity and hospital ethical climate. The process of adaptation, validation and examination
of the psychometric properties of the Polish version of the Stress of the Conscience Questionnaire provides the
opportunity to fill in the gaps in the current body of knowledge within this issue.

The two fundamental elements in the evaluation process of a measurement instrument are its reliability
and validity?®. The results obtained in this study confirm that the Polish 10-item version of the Stress of the
Conscience Questionnaire is a reliable and stable tool with acceptable psychometric properties. The overall
internal consistency of the Polish version of the Stress of the Conscience Questionnaire in terms of Cronbach’s
alpha was high (0.837) and revealed good properties of the scale. Cronbach’s alphas in different validation studies
of SCQ varied between a=0.83. In the Glasberg et al. [2006] version' to a=0.84 in the Ahilin et al. study?®. The
two-factor model was associated with good model fit, whereas the one-factor model fit indicated that some fit
indices were not acceptable.

In the literature, research results demonstrate a positive correlation between stress of conscience and
demographic variables such varied as a function of age, years of work and marital status®, professional burnout?’
and personalised care?®.

The present study investigated the correlation of hospital ethical climate, moral sensitivity and stress of
conscience. Analysis of our own results showed that overall moral sensitivity increased with the intensity of
internal stress of conscience. Moral sensitivity and stress of conscience were also positively correlated among
nurses working in psychiatric wards in Finland and Japan?®. Different results were obtained by Borhani et al.*,
who found no association between moral sensitivity and moral stress among nurses working in intensive care
units. Protection from guilt-related stress on a psychiatric ward was provided by a therapeutic environment in
which aggressive behaviour was properly managed?!. A negative dimension of moral sensitivity was associated
with high levels of stress of conscience®>33. Edvardsson et al.** found that implementing national guidelines for
person-centered care reduced stress of conscience. Similarly, Molin et al.*> showed that more quality time with
clients decreases stress of conscience.

The intensity of stress of conscience among the nurses and midwives studied increased with the downgrading
of selected indicators of the ethical climate of the hospital—relationships with managers, the hospital and
physicians; the deterioration of relationships in these areas increased the subjects’ stress of conscience, while the
overall index of the ethical climate of the hospital remained independent of the intensity of stress of conscience.
An aspect that ensures the quality and safety of patient care is collaboration within the interdisciplinary team,
which can be hindered by inadequate communication®. The creation of a positive ethical climate in the hospital,
including positive relationships with colleagues, managers, the hospital and physicians seems essential to reduce
the intensity of perceived stress of conscience by nurses and midwives working in hospitals. Interesting results
were obtained by Nilsson et al.*®, in which nurses working in an intensive care unit during the COVID-19
pandemic found that the events that stressed their conscience the most were those related to a lack of energy
to devote to the family as they expected, or those caused by the high professional demands of clinical work™.
Sugg et al.¥’, on the other hand, highlighted deficiencies in the delivery of care among nurses working on
COVID-19 wards. These nurses felt that they were unable to provide adequate levels of support, reassurance and
interaction with patients, and furthermore had difficulty supporting patients’ emotional wellbeing and mental
health. Furthermore, they stated that they felt a lack of maintaining respect for patients’ values, beliefs and
dignity*”. Subsequent studies have confirmed that factors that protect against conscientious health care workers’
stress include mastery and control of professional responsibilities, a supportive environment on the ward,
professional affiliation, and less conflict between colleagues*”*!. What is more implementing expert training
and ongoing education in communication for nurses is essential for responding adequately and humanely to
patients’ expectations®®. Also, recent research findings highlights the need to address rationed nursing care
among registered and practical nurses to improve teamwork and patient care outcomes in acute care settings
determining the further course of investigation®.

Limitations

Many factors may influence nurses and midwives stress of conscience working on the clinical settings. Future
research should explore additional factors, considering specific wards and employing qualitative methods.
Moreover, as the first study to measure conscientious stress among Polish hospital nurses and midwives using
the SCQ-Pol tool, no prior comparable studies exist. Also, participants were recruited from two voivodeships
in Poland, limiting the generalizability of our results to regions with similar demographics and age structures of
nurses and midwives'. Lastly, some of the surveys were collected during the COVID-19 pandemic, which may
have impacted on how the stress of conscience, moral sensitivity and hospital ethical climate were perceived
by nurses and midwives. The results may not fully reflect the different experiences of midwives, which may be
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a topic for future, more directed research. However, we chose to include midwives in the group of nurses in
our study due to the lack of significant statistical differences between the two groups (statistical analysis was
performed, results indicated that the study group is homogeneous, there were no differences between nurses and
midwives: Internal demands; External demands and restrictions and total score of SCQ as well as among study
participants before and during COVID-19 pandemic). This may be due to the limited survey population and the
exclusion of employees from hospitals converted to treat only COVID-19 patients.

Conclusion

The Polish version of the Stress of Conscience Questionnaire serves as a reliable and valid instrument designed
to evaluate the frequency and intensity of stressful situations encountered by healthcare professionals in clinical
settings, as well as the resultant troubled conscience they may experience. Implementing the questionnaire allows
healthcare institutions to systematically identify and assess common stressful situations and the associated levels
of troubled conscience among their staff. This awareness enables targeted interventions and support strategies.
This could involve training programs, ethical discussions, or organizational changes to improve working
conditions and interpersonal relationships. By prioritizing the ethical climate within hospitals, institutions
promote a culture of ethical decision-making and moral sensitivity among healthcare professionals. This not only
benefits patient care but also contributes to the professional satisfaction and well-being of staff. Enhancing the
ethical climate within hospitals is paramount in fostering supportive relationships among colleagues, managers,
and physicians. Such efforts are essential not only for alleviating the perceived stress of conscience among
medical staff but also for augmenting their moral sensitivity and overall well-being. By cultivating a culture that
prioritizes ethical considerations, mutual respect and positive communication between the therapeutic team
healthcare institutions can create environments that promote professional fulfilment and patient-centered care.

Data availability

All data generated and analysed during the current study are not publicly available due to the need to protect
the participants’ privacy and confidentiality, but they can be obtained from the corresponding author on a rea-
sonable request.
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