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Abstract

Background: Ethical sensitivity is a prerequisite for ethical nursing practices. Efforts to improve nurses’
ethical sensitivity are required to correctly recognise ethical conflicts and for sound decision-making. Because
an emerging infectious disease response involves complex ethical issues, it is important to understand the
factors that influence public health nurses’ ethical sensitivity while caring for patients with COVID-19, an
emerging infectious disease.

Objectives: This study aims to identify the relationship between nursing professionalism, the organisation’s
ethical climate, and the ethical sensitivity of nurses who care for emerging infectious disease patients in
Korean public health centres. Further, it sought to identify factors influencing ethical sensitivity and the
mediating effect of the organisational ethical climate to inform guidelines and improve ethical sensitivity.

Research design: This was a cross-sectional descriptive study.

Participants and research context: Data were collected from February 3 to 8 March 2021. Participants
included 167 nurses caring for patients with COVID-19 in public health centres in South Korea.

Ethical consideration: This study was approved by the Institutional Review Board of the Chung-Ang
University and followed the principles of research ethics.

Results: The factors influencing ethical sensitivity were working at a COVID-19 disease direct response
department, nursing professionalism, and organisation’s ethical climate. The organisation’s ethical climate
showed a partial mediating effect on the influence of nursing professionalism on ethical sensitivity.

Conclusion:Our findings show that nurses’ ethical sensitivity can be improved by refining the organisation’s
ethical climate and nursing professionalism.
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Introduction

The world is currently facing the coronavirus disease 2019 (COVID-19) pandemic caused by severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2).1 An emerging disease spreads quickly and is a social
disaster that can damage the life, body and property of citizens and the nation. Therefore, a response must be
made at the local government level.2

At the municipal level, Korean public health centres (PHCs) are representative public institutions that
promote residents’ health. PHC nurses engage in various activities such as health policy development,
vaccination, chronic disease management, smoking cessation activities, maternal and child health man-
agement, and older adult dementia management for national health promotion and disease control.3 However,
since February 2020, their function has been completely reorganised, and now their focus is on COVID-19
prevention and management. This includes isolation and screening and confirmed case management.
Nevertheless, most of the quarantine-related activities are difficult to perform in private medical institutions.
At those institutions, nurses account for the highest proportion of the total workforce.4 Nurses must be
existential advocates for their patients, but they are experiencing ethical anguish during the pandemic because
they cannot practice the ethics of care.5 This issue was also raised in a study on the 2016 MERS (Middle East
Respiratory Syndrome) outbreak.6 Public health professionals face difficulties making choices, such as a
forced a sense of social responsibility and allocating scarce resources due to a demand surge.7

Background

In its treatment, medical professionals face serious ethical issues that negatively affect professionalism.8,9 In
an ethical conflict, a high level of ethical sensitivity is required to recognise the problem correctly and make
the best decision.10 Through ethical sensitivity, nurses perceive the ethical problem and patient require-
ments.11 However, nurses with low ethical sensitivity are insensitive to ethical problems and focus on daily
nursing tasks without recognising ethical nursing behaviour.12 Ethical sensitivity is expressed when the
nurse’s professional responsibility is emphasised.11 Nursing professionalism – the standard for nurses’
professional behaviour – is a key factor that enables them to make the best decisions in ethical conflict
situations.13 Additionally, professional nursing intuition is essential when responding to emerging infectious
diseases.14

Factors influencing ethical sensitivity include personal ones, such as age, educational background, clinical
experience, ethical education and training, ethical values, attitude towards the nursing profession15–17 and
environmental factors, such as an organisation’s ethical climate, code of ethics, work characteristics, re-
lationship with colleagues or managers and ethical leadership.7,12,18–21

However, limited resources due to the pandemic of infectious diseases causes public health care providers
to make unethical choices.22 Accordingly, it is important to investigate the ethical sensitivity factors that
increase ethical behaviour among medical practitioners at PHCs and increase their willingness to practice
them. However, no study has examined factors affecting the ethical sensitivity of PHC nurses treating
emerging infectious disease patients.

In public organisations, individual autonomy is limited due to the strict bureaucracy, and a closed at-
mosphere is formed.23 In that context, an organisation’s ethical climate affects public officials’motives.24 The
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stronger the perceived ethical climate, the more likely organisation members are aware of ethics-related
decision-making.25 and this improves their willingness to practice ethical behaviour.26

The organisation’s ethical climate has a mediating effect on the relationship between ethical leadership,
organisational effectiveness, job satisfaction, and employee misconduct.27–30 It has a positive correlation with
professionalism31 and ethical sensitivity.19 However, there is a lack of research on the organisational ethical
climate and the relationship between nursing professionalism and ethical sensitivity.

Research aim

This study aimed to assess the relationship between nursing professionalism, the organisation’s ethical
climate, and the ethical sensitivity of nurses who cared for emerging infectious diseases, specifically COVID-
19 patients in PHCs. It also aimed to identify factors influencing ethical sensitivity and the mediating effect of
an organisation’s ethical climate to prepare educational material and guidelines for improving ethical
sensitivity.

Research design

This was a cross-sectional descriptive study.

Participants and research context

The inclusion criteria for participation in this study were PHC nurses who had worked with COVID-19
patients at PHCs, and those with experience working in a screening centre for COVID-19 or experience with
confirmed patient transfer and quarantine at living treatment centres, among others. Owing to the COVID-19
pandemic, most South Korean PHCs selected some individuals from each department to work in shifts in
direct response departments, to decrease the work burden on other departments. The departments are divided
into direct and indirect response departments based on their current status. Although there are some dif-
ferences between PHCs, the infectious disease control team, daily life quarantine team and visiting health
teamwere classified as direct response departments. The health administration team, maternal and child health
team, drug management team and health promotion team were classified as indirect response departments.

The number of participants was calculated using the G*Power 3.1.9.7 programme, based on the median
effect size of 0.15 (multiple regression), significance level 0.05, power 0.80 and 16 predictors; the minimum
number of samples required was 143. The survey was conducted with 180 people considering the 20%
dropout rate. A total of 167 responses were used for the final analysis, excluding 13 respondents who had no
experience nursing patients with COVID-19.

Instruments

General and ethical characteristics. The general and ethical characteristics consisted of a total of 13 items based
on previous studies. The general characteristics consisted of gender, age, religion, the highest level of
education, marital status, work area/department, experience, position, work type and direct/indirect nursing of
COVID-19 patients. The ethical characteristics consisted of experience in ethical education and the nursing
code of ethics. The latter was measured with three questions: whether you are aware of it, and whether you
have experienced ethical conflict in response to COVID-19.

Nursing professionalism. This study used the nursing professionalism tool developed by Yeun et al.32 and the
Korean Nursing Professional Value (K-NPV). The tool comprises 29 questions: nine on the self-concept of
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the profession, eight on social awareness, five on nursing professionalism, four on nursing service roles and
three on the originality of nursing. Responses are marked on a five-point Likert scale (1 = strongly disagree to
5 = strongly agree), and negative questions are reverse scored. The higher the average score, the higher the
nursing professionalism. Cronbach’s alpha at the time of tool development was 0.92, and in this study, it was
0.91. The internal consistency of the subdomains ranged from 0.40 to 0.86.

Organisation’s ethical climate. Based on the Ethical Climate Questionnaire (ECQ) presented by Victor and
Cullen,33,34 Noh35 translated the original questionnaire and modified it into a Korean-language version for
Korean nursing institutions, which was used in this study.

The tool consists of 36 questions: four each on self-interest, company profit, efficiency, friendship, team
interest, social responsibility, personal morality, rules and standard operating procedures, and law and
professional codes. The higher the average score, measured on the five-point Likert scale (1 = strongly
disagree to 5 = strongly agree), the stronger the perception of the organisation’s ethical climate. In Victor and
Cullen’s34 study, the Cronbach’s alpha coefficients for subscales were 0.69–85; in Noh’s35 study, they were
0.74–88; in this study, they were 0.53–0.89, and, for the total scale, alpha was 0.90.

Ethical sensitivity. Ethical sensitivity was assessed using a clinical nurse’s ethical sensitivity measurement tool
developed by Joung.36 The tool consists of a total of 34 questions, five on patient respect, six on professional
ethics, six on nursing practice responsibilities, three on empathy, three on perception of ethical situations,
three on ethical burdens, three on ethical contemplation and five on willingness to do good. Each question is
marked on a five-point Likert scale (1 = strongly disagree to 5 = strongly agree); the higher the average score,
the higher the ethical sensitivity. At the time of tool development, Cronbach’s alpha coefficient was 0.92, and
in this study, the internal consistency of the subdomains ranged from 0.80 to 0.91 and was 0.96 for the total
scale.

Data collection

Data were collected online between February 3 andMarch 8, 2021. Considering the COVID-19 pandemic, the
cooperation of 25 PHCs in Seoul and each branch of the Public Health Nurses Association was requested via
telephone and e-mail. After explaining the study purpose and seeking consent and cooperation for data
collection, the online questionnaire was delivered, and responses were collected. There are 256 PHCs in
South Korea,4 and one researcher contacted 25 PHCs in a metropolitan city (Seoul) and 16 regional PHC
associations. Among them, nurses who work in 23 metropolitan city health centres and in 21 local PHCs
responded to the questionnaire.

The survey URL (Google survey) was announced on each PHC’s bulletin board and internet community
with the permission of the department in charge and IRB approval from the researcher’s institution. The online
questionnaire was set up so that only those who selected ‘agree’ on the research participation consent page
could participate and move to the next survey page.

Data analysis

The collected data were analysed using the SPSS 25.0 software (for Windows). The following analyses were
carried out:

· Frequency analysis was conducted to identify participants’ general and professional characteristics;
· A technical statistical analysis was conducted to identify participants’ nursing professionalism, the

organisation’s ethical climate and ethical sensitivity level;
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· To verify differences in nursing professionalism, the organisation’s ethical climate, and ethical sen-
sitivity according to participants’ general and ethical characteristics, t-test and ANOVA analyses were
conducted. Scheffé test was conducted as a post-test for variables showing significant differences;

· Pearson’s correlation analysis was conducted to identify the correlation between participants’ nursing
professionalism, the organisation’s ethical climate and ethical sensitivity;

· Multiple regression analyses were performed to verify factors influencing participants’ ethical
sensitivity;

· The mediating effect of organisational ethical climate in the relationship between nursing profes-
sionalism and ethical sensitivity was assessed using Baron and Kenny’s proposed hierarchical re-
gression analysis. The significance of the mediating effect was verified through the Sobel test. In
verifying the mediating effect of Baron and Kenny,37 the influence of the independent variable on the
parameter in Step 1 should be significant, and the effect of the independent variable on the dependent
variable in Step 2 should be significant. Finally, in Step 3, the independent variable and the parameter
are simultaneously input. At that time, if the parameter’s effect on the dependent variable is significant,
and if that of the independent variable is not, the parameter is judged to have a complete mediating
effect. However, independent variable and parameter were found to be significant for the dependent
variables. If the independent variable value of Step 3 is smaller than the independent variable value of
Step 2, a partial mediating effect is said to be present.37

Ethical considerations

This study was approved by the Institutional Review Board of the [omitted for peer review] University and
followed the principles of research ethics (IRB approval number: [omitted for peer review]). All participants
provided written informed consent to participate in the study before responding. One researcher downloaded
the data in a Google Spreadsheet form generated by the Google Survey tool. The information was anonymised
and was sent as an Excel file to a data analysis expert for analysis. Additionally, after sending the data analysis
results to the researcher, the spreadsheet was destroyed. The used data is stored in password-protected storage
by the researchers for 5 years following the institution’s IRB guidelines, after which it will be destroyed.

Results

Participant characteristics

The general and ethical characteristics of the participants are shown in Table 1. There were 167 participants;
most were women (97.6%), in their 30s (38.9%), and were non-religious (58.7%). The most common
academic qualification was a bachelor’s degree (83.8%), and most were unmarried (60.5%). In terms of the
working area, 72.5% worked in a metropolitan area, and 43.7% worked in a COVID-19 direct response
department, such as an infectious disease management team or health management team; 56.3% worked for
other indirect response departments. The clinical career of most participants (43.7%) ranged between 1 and
5 years, and most (45.5%) had been working at the PHC for less than 1 year. Most participants worked as
practitioners (81.4%), and 90.4% had permanent positions. Overall, 67.7% had completed an ethics edu-
cation, and 92.2% reported recognising the code of ethics. When caring for patients with COVID-19, 44.9%
had experienced ethical conflicts.
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Variable differences according to general and ethical characteristics

The mean and standard deviation of nursing professionalism, organisation’s ethical climate and ethical
sensitivity of the participants were 3.47 ± 0.49 out of 5, 3.26 ± 0.41 out of 5 and 4.21 ± 0.52 out of 5,
respectively.

The differences in research variables according to the general and ethical characteristics of the participants
are shown in Table 1. Nursing professionalism showed significant differences according to gender (t = -3.56,
p < .001), age (F = 6.25, p < .001), religion (t = 2.26, p = .025), spouse status (t = 2.77, p = .006), clinical career
(F = 4.64, p = .004) and PHC career (F = 5.53, p = .005). The average comparison and post-test results showed
that the nursing professionalism average of women was higher than men. Similarly, it was higher among those
in their 50s than those in their 20s. Nursing professionalism was also higher among those who were religious
and those who had spouses. In terms of clinical experience, nursing professionalism was higher in those with
more than 10 years of experience than those with less than 5 years of experience. In terms of a PHC career,
nursing professionalism was higher for those who had more than 5 years of experience than for those who had
1–5 years. The organisation’s ethical climate significantly differed based on gender (t = -2.48, p = .014), age
(F = 4.92, p = .003) and education level (F = 4.05, p = .019). The average comparison and post-test results
showed that women had higher scores of the organisation’s ethical climate than men. Those in their 50s more
strongly recognised the organisation’s ethical climate than those in their 20s and 40s. Regarding the education
level, it was found that the organisation’s ethical climate was higher in those with a master’s degree than those
with a bachelor’s degree. As a result of examining the difference in ethical sensitivity, only the working
department (t = 2.24, p = .026) showed a significant difference; the direct response department for infectious
diseases showed higher ethical sensitivity than the indirect response department.

Correlations among nursing professionalism, organisation’s ethical climate and ethical sensitivity

Nursing professionalism showed a significant positive correlation with the organisation’s ethical climate (r =
0.542, p < .001) and ethical sensitivity (r = 0.356, p < .001). The organisation’s ethical climate also showed a
significant positive correlation with ethical sensitivity (r = 0.339, p < .001).

Influencing factors to ethical sensitivity of participants

Factors affecting participants’ ethical sensitivity are as shown in Table 2.

Table 2. Factors influencing participants’ ethical sensitivity (N = 167).

Variables

Ethical sensitivity

B SE β t p

(Constant) 2.373 0.320 — 7.416 <0.001
Occupational department — — — — —

Indirect response (ref.) — — — —

Direct response 0.179 0.074 0.171 2.418 0.017
Nursing professionalism 0.243 0.089 0.230 2.726 0.007
Organisation’s ethical climate 0.280 0.107 0.221 2.620 0.010
F (p) 12.41 (<0.001)
R2 (Adj R2) 0.186 (0.171)
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Before performing multiple regression analysis, tolerance (TOL) and variance inflation factor (VIF) were
checked to determine whether a problem of multicollinearity between independent variables occurred. The
TOLwas 0.703–0.994 with 0.1 or higher, and the VIF was 1.006–1.422, which does not exceed 10, indicating
that all variables had no problem with multicollinearity.

The Durbin–Watson statistic was 1.832, which was close to the reference value of 2 and was not close to 0
or 4, indicating no correlation between the residuals; therefore, it was confirmed to be independent.

Multiple regression analysis showed that the direct response department of infectious diseases among the
working departments influenced ethical sensitivity (β = 0.171, p = .017). In addition, nursing professionalism
(β = 0.230, p = .007) and the organisation’s ethical climate had statistically significant effects on ethical
sensitivity (β = 0.221, p = .010). The F value of the regression model was appropriate (F = 12.41, p < .001) and
the explanatory power by the R2 value was 17.1%.

Mediating effect of organisational ethical climate on the effect of nursing professionalism on
ethical sensitivity

The results of verifying the mediating effect of an organisation’s ethical climate in the relationship between
nursing professionalism and ethical sensitivity are shown in Table 3 and Figure 1. The results of the hy-
pothesis of regression analysis before testing the mediating effect showed that the Durbin–Watson statistic
was 1.832, which was close to 2; therefore, there was no correlation with the residuals. The TOL was 0.703–
0.999 with 0.1 or higher, and the VIF was 1.001–1.422, which does not exceed 10, indicating that there was no
problem with multicollinearity.

Based on the method of Baron and Kenny,37 in Step 1, nursing professionalism had a statistically sig-
nificant effect on organisation’s ethical climate (β = 0.544, p < .001), and in Step 2, nursing professionalism
had a statistically significant effect on ethical sensitivity (β = 0.350, p < .001). In Step 3, when nursing
professionalism and the organisation’s ethical climates were combined, the organisation’s ethical climate had
a statistically significant effect on ethical sensitivity (β = 0.221, p = .010).

At this time, the influence of nursing professionalism on ethical sensitivity was reduced compared to Step 2
(β = 0.350→0.230). It was confirmed that the organisation’s ethical climate plays a mediating role between
nursing professionalism and ethical sensitivity. The explanatory power of Step 3 increased by 3.0% to 17.1%
compared to the explanatory power of Step 2; the direct effect of nursing professionalism on ethical sensitivity

Table 3. Mediating effect of an Organisation’s ethical climate on the effect of nursing professionalism on ethical
sensitivity (N = 167).

Variable B SE β t p R2 Adj R2 F p

1. Nursing professionalism
→ Organisation’s ethical climate

0.454 0.055 0.544 8.300 <0.001 0.297 0.288 34.598 <0.001

2. Nursing professionalism
→ ethical sensitivity

0.370 0.076 0.350 4.860 <0.001 0.152 0.141 14.663 <0.001

3. Step 1
Nursing professionalism
→ ethical sensitivity

0.243 0.089 0.230 2.726 0.007 0.186 0.171 12.413 <0.001

Step 2
Organisation’s ethical climate
→ ethical sensitivity

0.280 0.107 0.221 2.620 0.010

Sobel test: Z = 2.494, p = .013
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also showed significant results (β = 0.230, p = .007). This indicated the organisation’s ethical climate played a
partial mediating role.

Nursing professionalism had a direct effect on ethical sensitivity and, simultaneously, an indirect effect
through the organisation’s ethical climate.

The results of the Sobel test38 to verify the significance of the organisational ethical climate’s mediating
effect showed that Z = 2.494 (p = .013), which was larger than 1.96. Thus, the model was statistically
significant.

Discussion

Nursing professionalism showed statistically significant differences based on gender, age, religion, spouse
presence, clinical experience and PHC experience. Consequently, those who identified as religious, were
41 years or older, and with more than 15 years of experience had higher nursing professionalism, similar to the
results of previous studies.39,40

The organisation’s ethical climate showed statistically significant differences in gender, age and education
level. Participants’ organisational ethical climate score was higher when participants were in their 50s
compared to when they were in their 20s. Our results were consistent with previous studies that showed that
the organisation’s ethical climate was strongly recognised when the education level was higher than the
master’s level.41,42 However, they differed from other studies that showed statistically significant differences
in clinical career and position.18,43 This is because most participants in this study were practitioners.

Ethical sensitivity showed statistically significant differences only in the working department among
general characteristics, and ethical sensitivity was higher in the direct response department than in the case of
the department for indirect responses to infectious. All participants had experience caring for COVID-19
patients, and many directly cared for COVID-19 patients due to the circulating nature of duties at PHCs.

Figure 1. Mediating effect of an organisation’s ethical climate on the effect of nursing professionalism on ethical
sensitivity.
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However, in the case of nurses currently affiliated with direct response teams, relatively frequent contact with
COVID-19 patients and ethical issues can be considered. Additionally, ethical issues are becoming a social
issue in Korea, in part because of the increasing rates of PHC nurses committing suicide due to excessive
quarantine work and ethical conflicts.44 There is also a presidential petition to improve the social atmosphere
that demands nurses to make sacrifices. To avoid adverse situations, PHC nurses are increasingly resigning or
taking leave in response to COVID-19.45 In such an environment, ethical conflicts and the stresses of PHC
nurses increase, and a high level of ethical sensitivity is required.10

However, ethical sensitivity did not show a statistically significant difference based on participants’ ethical
characteristics of the participants, which was different from previous studies that showed a statistically
significant difference in the ethical education experience of clinical nurses.15,46 This could be because there
are few opportunities to continue or complete education due to the frequent rotation of PHC officials,47 which
suggests the necessity of a follow-up study to provide opportunities for PHC nurses to participate in education
interventions and verify their effects.

Additionally, ethical sensitivity did not show a significant difference in the presence or absence of an
ethical conflict experience while nursing patients with emerging infectious diseases. This was consistent with
the results of a study conducted on nursing students where the experience of ethical dilemmas during a
nursing practice did not show any difference in moral sensitivity.48 However, unlike nursing students’
practice, nurses in the clinical field often have complex ethical conflicts related to patient care.49 At such a
time, high ethical sensitivity is required to correctly recognise ethical issues and make the best decision;10

therefore, repeated research with nurses who directly perform patient care is required.
The nursing professionalism of study participants showed a significant positive correlation with the

organisation’s ethical climate and ethical sensitivity. The organisation’s ethical climate also showed a
significant positive correlation with ethical sensitivity. This was consistent with the results of a study
conducted on nurses at general hospitals and national and public hospitals,31,43,50 showing a significant
positive correlation between nursing professionalism and the hospital’s ethical climate. Additionally, the
results of a study conducted on nurses at small and medium-sized hospitals and those at the national mental
hospitals were consistent with our results, showing a significant positive correlation between the organi-
sation’s ethical climate and ethical sensitivity.18,19 These results supported the idea that morality should be
understood as an individual aspect and environmental and organisational factors are important.51 The results
suggested it is necessary to develop interventions to improve the organisation’s ethical climate, which is an
environmental factor.

An analysis of the factors affecting the participants’ ethical sensitivity found that working in an infectious
disease direct response department, nursing professionalism and the organisation’s ethical climate had a
significant effect on the ethical sensitivity, and the explanatory power was 17.1%. This could be because the
department was facing various ethical issues related to infectious diseases in its direct response to them;
specific examples are ‘Will a health care worker fulfil their duty of care when faced with high risk?’ and ‘Are
health care managers willing to make difficult resource allocation decisions?’8 Ethical sensitivity is necessary
to properly recognise a problem and practice ethical behaviours. This ethical sensitivity is expressed when
nurses’ professional responsibility is emphasised,11 and the organisation’s ethical climate supports26 them to
improve and practice ethical behaviour.

Meanwhile, the organisation’s ethical climate has been shown to play a partial mediating role between
nursing professionalism and ethical sensitivity. The creation of an organisation’s ethical climate plays an
important role in understanding and managing ethical behaviours similar to the results of previous studies that
showed that it plays a mediating role in the relationship between ethical leadership, organisational effec-
tiveness, job satisfaction and employee misconduct.27–30

Ethical sensitivity is a must-be-preceded factor for ethical behaviour.11 This study was significant because
it confirmed the mediating effect of the organisation’s ethical climate on the influence of nursing
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professionalism on ethical sensitivity. Improving the organisation’s ethical climate will efficiently improve
nurses’ ethical sensitivity and will be a beneficial arbitration to increase ethical behaviour, leading to correct
ethical decisions in various issues and conflict-based situations faced by nurses.

So far, many studies have been conducted on the relationship between various nursing issues and an
organisation’s ethical climate, such as nurses’ job satisfaction, moral distress and turnover intentions.52

Notably moral distress is inevitable in an ethically uncertain climate where the organisation is prioritised over
patient safety and treatment.53 Therefore, improving the organisation’s ethical climate is important.

The improvement of ethical leadership leads to creating an ethical climate in the nursing environment and
the development of nursing professionalism;54–56 therefore, various interventions and organisational efforts
for the cultivation of ethical leadership of organisational members will be required.

This study had limitations. It was conducted during the COVID-19 pandemic, which is a new infectious
disease. Therefore, there is a limit to its generalisability as a factor influencing ethical sensitivity for other
infectious diseases. Additionally, there was a limit to the comprehensiveness and representation of the sample
because it did not follow a constant regional distribution. The explanatory power of the values identified in the
ethical sensitivity influencing factors was somewhat low, resulting in restrictions on result interpretation.

However, prior studies on nursing professionalism, the organisation’s ethical climate, and ethical sen-
sitivity for PHC nurses were insufficient. In particular, as there is an absence of studies on factors influencing
the ethical sensitivity of PHC nurses during emerging infectious diseases, this study adds important insight to
the field.

A follow-up study is proposed to identify variables with high explanatory power on the factors influencing
ethical sensitivity and replication studies on nursing professionalism, organisation’s ethical climate and
ethical sensitivity targeting PHC nurses. Additionally, it is necessary to introduce an intervention and verify
the effects of the conceptual relationship confirmed in this study to improve ethical sensitivity. As PHC nurses
are responsible for nursing emerging infectious disease patients at the forefront of the community, it is
necessary to improve the system and policy, including education, through additional research on nurses’
burden, not just the nurses’ sense of duty.

Conclusion

Participants’ nursing professionalism and the organisation’s ethical climate had a significant positive cor-
relation with ethical sensitivity. Factors influencing ethical sensitivity were working in an infectious disease
direct response department, nursing professionalism and ethical climate. Nursing professionalism also af-
fected ethical sensitivity through the mediating effect of the organisation’s ethical climate. Based on this
conceptual relationship, efforts to improve ethical sensitivity are recommended. These include developing
and providing relevant systems and policies, cultivating ethical leadership and introducing different de-
partmental education programmes that can simultaneously enhance nursing professionalism and the orga-
nisation’s ethical climate.
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