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Abstract 

Background: Characterised by feelings of helplessness in the face of clinical, organization and societal demands, 
medical students are especially prone to moral distress (MD). Despite risks of disillusionment and burnout, efforts to 
support them have been limited by a dearth of data and understanding of MD in medical students. Yet, new data on 
how healthcare professionals confront difficult care situations suggest that MD could be better understood through 
the lens of the Ring Theory of Personhood (RToP). A systematic scoping review (SSR) guided by the RToP is proposed 
to evaluate the present understanding of MD amongst medical students.

Methods: The Systematic Evidence-Based Approach (SEBA) is adopted to map prevailing accounts of MD in medi-
cal students. To enhance the transparency and reproducibility, the SEBA methodology employs a structured search 
approach, concurrent and independent thematic analysis and directed content analysis (Split Approach), the Jig-
saw Perspective that combines complementary themes and categories, and the Funnelling Process that compares 
the results of the Jigsaw Perspective with tabulated summaries to ensure the accountability of these findings. The 
domains created guide the discussion.

Results: Two thousand six hundred seventy-one abstracts were identified from eight databases, 316 articles were 
reviewed, and 20 articles were included. The four domains identified include definitions, sources, recognition and, 
interventions for MD.

Conclusions: MD in medical students may be explained as conflicts between the values, duties, and principles 
contained within the different aspects of their identity. These conflicts which are characterised as disharmony (within) 
and dyssynchrony (between) the rings of RToP underline the need for personalised and longitudinal evaluations and 
support of medical students throughout their training. This longitudinal oversight and support should be supported 
by the host organization that must also ensure access to trained faculty, a nurturing and safe environment for medical 
students to facilitate speak-up culture, anonymous reporting, feedback opportunities and supplementing positive 
role modelling and mentoring within the training program.

Keywords: Medical students, Moral distress, Ring Theory of Personhood (RToP), Personhood

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creat iveco mmons .org/licen ses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creat iveco 
mmons .org/publi cdoma in/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Background
Moral distress (MD) amongst healthcare profession-
als (HCP)s is an increasing concern [1–3] amidst the 
COVID-19 pandemic [4–6].  Characterised by “a lack 
of assertiveness or autonomy, socialization pressures to 
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follow others, lack of time, inhibiting power structure, lack 
of collegial support, and organizational priorities that 
conflict with care needs” ([7] p. 4), medical students are 
seen to be especially prone to MD. These concerns are 
further heightened by data suggesting that poor ethi-
cal climes, uncooperative environments, and pressure to 
carry out or make allowances for unethical acts ([8–15] 
#95) that predispose to MD have been identified in edu-
cational settings involving medical students [16–18]. This 
underscores the need to better understand the effects of 
MD on medical students and to ensure effective support 
of ‘at risk’ medical students [19–21].

However, a dearth of knowledge on MD amongst medi-
cal students and the notion that MD is a personalised 
sociocultural construct, that is the product of the ten-
sion between an individual’s ethical, moral, relational, 
situational, personal, professional, and societal values, 
beliefs and principles and regnant sociocultural, institu-
tional and professional expectations, standards and codes 
of practice, emphasises the need to review how current 
understanding of MD is mapped [12–14, 22].

Drawing upon insights into how HCPs cope with grief 
and bereavement [15], address complicated care issues 
[5, 19–21, 23, 24] and care for dying patients [23, 25–36] 
that result in similar conflicts between deeply held beliefs, 
principles, values, and prevailing roles, expectations, and 
responsibilities and that manifest emotions and reactions 
akin to that described in MD, we posit that MD may 
also be better understood through the lens of person-
hood [37–39]. Kuek, Ngiam [25], Ho, Kow [30], Ngiam, 
Ong [34], Chan, Chia [31] and Huang, Toh [26] review 
how nurses, doctors and medical students face the deaths 
of their patients and cope with caring for the dying sug-
gest that the Ring Theory of Personhood (RToP)’s is well 
equipped to map conflicts between deeply held beliefs, 
principles, values, and prevailing roles, expectations, and 
responsibilities that mirror those seen in [5,  23,  24–40] 
MD [5, 8–11, 15, 19–21, 23–40].

The Ring Theory of Personhood (RToP)
Kuek, Ngiam [29] Kuek, Ngiam [29] Ho, Kow [34] Ngiam, 
Ong [38]Chan, Chia [35] Ngiam, Ong [38]Chan, Chia 
[35] Huang, Toh [23,  41–43] Kuek, Ngiam [29] Radha 
Krishna and Alsuwaigh [31]Kuek, Ngiam [25] suggests 
Radha Krishna and Alsuwaigh [28]’s Ring Theory of Per-
sonhood (RToP), [41–43]could help identify medical stu-
dents facing or at risk of MD and direct timely, holistic, 
personalised, and appropriate support that will attenuate 
the risk of burnout, attrition in the profession and com-
promised patient care [12–14, 22].

The RToP captures concepts of personhood – or 
“what makes you, you” [28] and is depicted by 4 rings 

depicting the (1) Innate, (2) Individual, (3) Relational, 
and the (4) Societal Rings (Fig. 1).

At the core of the Ring Theory is the Innate Ring. 
Krishna and Alsuwaigh defined the Innate Ring as con-
taining the rights and privileges bestowed to all persons 
by virtue of their being living humans, conceived due 
to their connections with the Divine or their genetic 
makeup [23, 28, 29]. Innate Ring also houses the indi-
vidual’s spiritual, religious and/or theist beliefs and val-
ues which are shaped by the individual’s demographical 
and historical features such as the ethnicity, culture, 
religion, family unit, gender, society, country, and the 
social group they were born into [23,  28, 29]. These 
individualized beliefs, values, moral ideals, and ethi-
cal principles influence the individual’s thinking, goals, 
motivations, and actions, which are expressed through 
the Individual Ring [23, 28, 29].

The Individual Ring encompasses and builds upon the 
Innate Ring and represents a conscious function which 
includes the ability to think, feel, communicate, carry 
out actions, and interact with the environment [23, 28, 
29]. The Individual Ring confers a sense of individual-
ity shaped by the individual’s values, beliefs, principles, 
biases, preferences, thoughts, emotions, experiences, 
decision making and personality drawn from the val-
ues, beliefs and principles contained in the other three 
rings [23, 28, 29].

The Relational Ring consists of personal relation-
ships deemed important to the individual, such as fam-
ily members, loved ones and close friends [23,28, 29]. 

Fig. 1 The Ring Theory of Personhood (RtoP) [28]
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These ties are determined by the person and can change 
over time [23, 28, 29].

The Societal Ring is the outermost ring that consists 
of less intimate relationships such as those shared with 
colleagues and acquaintances. The Societal Ring also 
contains societal, religious, professional, and legal expec-
tations set out in the individual’s society to guide and 
police conduct [23, 28, 29].

Critically each ring also represents an element of 
the medical student’s identity and the values, beliefs 
and principles associated with it [23,  28–31]. This link 
between personhood and identity affords the RToP a 
key role in this review. The Innate Identity drawn from 
the Innate Ring considers religious, gender, cultural, 
community-based beliefs, moral values and ethical prin-
ciples. The Individual Identity encompasses personal val-
ues, beliefs, and personalities whilst the Relational and 
Societal Identities drawn from the outermost rings pivot 
on familial and societal values, beliefs, expectations, and 
principles, respectively [23, 28, 29, 31] Kuek, Ngiam [29, 
31].

Chan, Chia [31] Kuek, Ngiam [25], and Ngiam, Ong 
[38]Chan, Chia [35] Ngiam, Ong [34] suggest that when 
the beliefs, moral values, ethical principles, familial 
mores, cultural norms, attitudes, thoughts, decisional 
preferences, roles, and responsibilities housed in each of 
these rings come into conflict in a variety of situations, 
disharmony and dyssynchrony arise. Disharmony refers 
to conflicts between values, beliefs, and principles within 
the rings whilst dyssynchrony refers to conflicts between 
the rings [28]. It is posited that unresolved disharmony 
and or dyssynchrony results in MD [25]. These consid-
erations further explain our use of the RToP to guide this 
review.

Methodology
Krishna’s Systematic Evidence-Based Approach (hence-
forth SEBA) [40] is employed to structure a systematic 
scoping review (henceforth SSR in SEBA) of accounts 
of MD amongst medical students. To enhance account-
ability and transparency the SSRs in SEBA employ an 
expert team to guide, oversee and support all stages of 
SEBA. In this case, the expert team is composed of medi-
cal librarians from the Yong Loo Lin School of Medicine 
(YLLSoM) at the National University of Singapore and 
the National Cancer Centre Singapore (NCCS), and local 
education experts and clinicians at NCCS, the Palliative 
Care Institute Liverpool, YLLSoM and Duke-NUS Medi-
cal School, henceforth the expert team. The expert team 
enhances the reflexivity of the review. The research team 
also maintained a reflexive diary to highlight their biases, 
positions, and assumptions.

SSRs in SEBA are built on a constructivist perspective 
which acknowledges MD as a sociocultural construct 
informed by prevailing clinical, academic, personal, 
research, professional, ethical, psychosocial, emotional, 
legal and educational factors, the individual’s particular 
circumstances, their self-concept of personhood and the 
support available to them at the time [41–45]. SEBA’s rel-
ativist lens considers various perspectives through data 
collected from quantitative, qualitative and knowledge 
synthesis articles.

To operationalise an SSR in SEBA the research team 
adopted the principles of interpretivist analysis, to 
enhance reflexivity and discussions [46–49] in the Sys-
tematic Approach, Split Approach, Jigsaw Perspective, 
Funnelling Process, analysis of data from the grey and 
black literature and Synthesis of SSR in SEBA which 
make up SEBA’s 6 stages outlined in Fig. 2.

Stage 1 of SEBA: systematic approach
Theoretical lens
The use of the RToP as a theoretical lens is consistent 
with the Social Cognitive Theory’s posit of a “triadic 
reciprocal dynamic relationship between the learner, the 
environment and the behaviour itself” [50]. The RToP 
provides a sketch of the conflicts between a medical stu-
dent’s beliefs, moral values, ethical principles, familial 
mores, cultural norms, attitudes, thoughts, decisional 
preferences, roles, and responsibilities (henceforth val-
ues, beliefs, and thoughts) within the 4 aspects of the 
medical student’s identity. The RToP also offers a better 
understanding of their contextual and environmental fac-
tors, enhancing understanding of their motivations, cog-
nition, responses, thoughts, motivations, biases, ideas, 

Fig. 2 The SEBA process
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choices, actions, and goals providing a holistic apprecia-
tion of the conflicts that underpin MD [23, 25–31, 51]

Determining the title and research question
To ensure a systematic approach, the research and expert 
teams established the goals of the SSR and the popula-
tion, context, and concept (PCC) to be evaluated. The 
primary research question was determined to be: “What 
is known about MD amongst medical students?” and the 
secondary questions were: “What are the sources of MD 
in medical students?” and “What are the interventions 
employed to help medical students cope with MD?”

Inclusion criteria
A PICOS format was adopted to guide the research pro-
cess as shown in Table 1 [52, 53].

Searching
The six members of the research team carried out inde-
pendent searches of seven bibliographic databases 

(PubMed, Embase, PsycINFO, ERIC, SCOPUS, Web of 
Science, Google Scholar) for articles published between 
1st January 1990 and 31st December 2021. The searches 
were carried out between 13th February 2021 and 5th 
May 2021 and between 17th December 2021 and 17th 
January 2022. The PubMed search strategy may be found 
in Additional file 1: Appendix A.

Each member of the research team independently 
sieved through all titles and abstracts from the individual 
searches of the four databases and created their own lists 
of titles to be reviewed. Comparing these individual lists 
via online meetings, the teams used ‘negotiated consen-
sual validation’ to achieve consensus on the final list of 
titles to be reviewed [54, 55].

The research team then independently reviewed each 
of the full-text articles from this final list, created individ-
ual lists of articles to be included, discussed these online 
and achieved a consensus on the final list of full-text arti-
cles to be included in the SSR. The results of this process 
are outlined below.

Table 1 PICOS, inclusion criteria and exclusion criteria applied to literature search

Inclusion Criteria Exclusion Criteria

Population All undergraduate medical students Papers with the focus on other healthcare students or students 
from other faculties
• Nursing students
• Allied health students (e.g. Pharmacy, Psychology, Dietetics, 
Chiropractic, Midwifery, Podiatry, Social Work, Speech Therapy, 
Occupational and Physiotherapy)
• Non-medical students (e.g. Veterinary, Dentistry, Clinical and 
Translational Science, Alternative and Traditional medicine)
Papers with the main focus on only general physicians, caregiver, 
family, and patients

Interest Having moral distress (MD)
• Moral distress and ethical distress are both referred to the psycho-
logical response when there is the inability to do the right thing. 
They are used interchangeably in literature and have the same 
meaning
• Moral distress is (a) the psychological distress of (b) being in a 
situation in which one is constrained from acting (c) on what one 
knows to be right.
• Fourie, 2013: specific psychological response to morally challeng-
ing situations such as those of moral constraint or moral conflict, 
or both

Not faced with any morally challenging situations

Context Healthcare setting
• Including but not limited to acute hospitals, intensive care units,  
community hospitals, nursing homes and clinics
Education setting
• During formal and informal curriculum, clinical postings, interac-
tion with stakeholders, educators, peers, other healthcare profes-
sionals

Home setting
• Personal interactions with family and friends
Interactions with members of the public outside clinical and 
educational settings

Outcome

Study design All study designs including:
• Mixed methods research, meta-analyses, systematic reviews, 
randomized controlled trials, cohort studies, case-control studies, 
cross-sectional studies, descriptive papers, grey literature, opinions, 
letters, commentaries and editorials
Articles in English or translated to English
Year of publication: 1 January 1990 to 31 December 2021
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Assessing the quality of included articles
Three research team members individually appraised the 
quality of the quantitative and qualitative studies using the 
Medical Education Research Study Quality Instrument 
(MERSQI) [56] and the Consolidated Criteria for Report-
ing Qualitative Studies (COREQ) [51, 57]. The MERSQI 
tool had the following domains: study design, sampling, 
type of data, validity of evaluation instrument, data anal-
ysis and outcomes. The COREQ tool had the follow-
ing domains: research team and reflexivity, study design, 
analysis and findings. This allowed the research team to 
evaluate the methodology employed in the included arti-
cles, aid readers and reviewers in appraising the weight 
afforded the data in the analysis and assist decision-makers 
in understanding the transferability of the findings. No 
articles were excluded based on the results of the appraisal.

Stage 2 of SEBA: split approach
Three teams of at least three researchers independently 
reviewed the included full-text articles. Wong, Green-
halgh [58] Popay, Roberts [59] The first team summarized 
and tabulated them in keeping with Wong, Greenhalgh 
[60]’s RAMESES publication standards: meta-narrative 
reviews and Popay, Roberts [61]’s “Guidance on the con-
duct of narrative synthesis in systematic reviews”. The 
tabulated summaries ensure that key points of the arti-
cles are not lost (Additional file 2: Appendix B).

Concurrently, the second team independently ana-
lysed the included articles using Braun and Clarke [62] 
Braun and Clarke’s approach to thematic analysis while 
the third team adopted Hsieh and Shannon’s Hsieh and 
Shannon [63] approach to directed content analysis. 
Radha Krishna and Alsuwaigh [31] Concurrent use of 
thematic and directed content analysis is a key feature of 
the ‘Split Approach’ and serves to enhance the reproduc-
ibility, transparency, and accountability of the analytic 
process. This concurrent analysis also serves to reduce 
the omission of new findings or negative reports and ena-
ble review of data from different perspectives.

Thematic analysis
In the absence of rigorous definitions of MD, three mem-
bers of the research team adopted Braun and Clarke’s 
approach to identify key themes across different learning 
settings and medical student populations. This allowed 
for the analysis of data derived from quantitative, qualita-
tive, and mixed methodologies. This sub-team indepen-
dently reviewed the included articles, constructed codes 
from the surface meaning of the text and collated these 
into a code book, which was used to code and analyse the 
rest of the articles in an iterative process. New codes were 
associated with prior codes and concepts. An inductive 

approach allowed us to identify codes and themes from 
the raw data without using existing frameworks or pre-
conceived notions as to how the data should be organ-
ized. The sub-team discussed their independent analyses 
in online and face-to-face meetings and used “negotiated 
consensual validation” to derive the final themes.

Directed content analysis
Three members of the research team independently 
employed Hsieh and Shannon’s approach [63] to directed 
content analysis. This involved “identifying and opera-
tionalizing a priori coding categories” by classifying text 
of similar meaning into categories drawn from prevailing 
theories. The research team first used deductive category 
application to extract codes and categories from Radha 
Krishna and Alsuwaigh [31]’s article, “Understanding the 
fluid nature of personhood – the Ring Theory of Person-
hood”. A code book was developed and individual find-
ings were discussed through online and face-to-face 
meetings. Differences in codes were resolved until con-
sensus was achieved on a final list of categories.

As part of the reiterative process within the SEBA 
methodology, the initial data was reviewed by the expert 
and research teams who determined that with cur-
rent evolutions in concepts of MD extended to various 
aspects of moral principles and subject to individual, reli-
gious, cultural and societal considerations. As a result the 
expert team advised that the included articles be evalu-
ated using categories drawn from Kuek et  alChan, Chia 
[35]’s article entitled “Extending the Ring Theory of Per-
sonhood to the Care of Dying Patients in Intensive Care 
Units”, to determine the impact of dissonance or conflict 
between the values, beliefs and principles within individ-
ual rings and between the four rings.

Stage 3 of SEBA: jigsaw perspective
The Jigsaw Perspective employs adopted Phases 4 to 6 of 
France, Uny [64]’s adaptation of Noblit, Hare [65]’s seven 
phases of meta-ethnography to view themes and catego-
ries identified in the Split Approach as pieces of a jig-
saw puzzle. Here overlapping/complementary pieces are 
combined to create a bigger piece of the puzzle to cre-
ate a wider/holistic view of the overlying data. This pro-
cess would see themes and subthemes compared with 
the categories and subcategories identified. Similarities 
between the subthemes and subcategories are further 
compared with the codes contained to confirm the simi-
larities and indeed if they are complementary in nature. 
If this is confirmed, then the subtheme and subcategory 
are combined to create a bigger piece of the jigsaw puz-
zle. Guided by the Jigsaw Perspective, these overlaps and 
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similarities were combined to provide a holistic picture of 
available data on MD in medical students.

Stage 4 of SEBA: funnelling process
A funnelling approach was adopted to streamline results 
from the three aspects of the Split Approach. It sees data 
compared and combined to reduce overlap and repeti-
tion whilst retaining a holistic perspective of the data.

Results
Two thousand six hundred seventy-one abstracts were 
identified from eight databases, 316 full text articles were 
reviewed, and 20 articles were included as shown in Fig. 3.

The themes identified were definitions, causes, impact, 
influencing factors, assessment, and interventions. The 
categories identified related to the four rings of the RToP, 
the Intra-ring conflicts (disharmony) and Inter-ring con-
flicts (dyssynchrony) (Table 2).

The domains created by combining the themes and the 
subtheme and the categories and sub-categories are pre-
sented in Additional file 3: Appendix C to enhance repro-
ducibility, accountability, and accountability of the Jigsaw 
Perspective.

The resultant domains were definitions of MD, sources 
of MD using RToP, recognition of MD and, interventions 
for MD.

Fig. 3 PRISMA flowchart
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Domain 1: definition of MD
JametonJameton [66] attributes MD to feelings of power-
lessness to do what healthcare professionals deemed was 
morally correct due to organizational restrictions [54]. 
This definition is widely adopted amongst the included 
articles [56–59] and echoed in the definitions in other 
papers [56, 57, 59, 62]. Recently the concept of MD has 
been expanded to include cognitive-emotional disso-
nance between one’s ethical/moral beliefs and actions or 
behaviour that one is compelled to perform [63–67]. MD 
can occur immediately or later and at an individual, team 
or system levels (Table 3).

Domain 2: sources of MD viewed through RToP lens
Innate ring
Female medical students are more likely to report MD 
than their male counterparts [58, 59, 65, 76, 81]. Aside 
from gender, religious, spiritual and cultural influences 
and clinical experience [56, 59, 63, 67, 69, 75, 78] are also 
sources of MD [62, 69, 81].

Individual ring
The medical students assessment of a situation, their 
moral standpoint [57–59, 62, 66, 67, 70, 81] and concepts 
of morality [59, 62, 67, 69, 78] can precipitate MD [58, 
64–67, 81].

Relational ring
Social support from family and close friends protects 
against harmful effects of moral distress [68, 83].

Societal ring
Medical hierarchy also precipitates MD. This revolves 
around concerns that any dissent and or refusal to abide 
by the decisions of the senior physicians [56, 64, 66, 67, 
69, 76, 81] would prevent the student from ‘fitting in’ [56, 
57, 64–66]. This desire to ‘fit in’ also underlies resistance 
to question decisions and actions even when they may 
run contrary to professional obligations [56, 59, 62–67, 
69, 76, 78–81]. MD is compounded by a [67, 68, 76, 79, 
80]lack of clarity on the medical student’s role and influ-
ence on the team’s decisions and actions [56, 58, 66, 81].

Resource constraints and their implications on quality 
and access to healthcare also provoke MD [56, 57, 59, 64, 
67, 76].

Conflicts
Conflicts are central to the concept of MD and when 
viewed through the lens of the RToP highlights intra-
ring (disharmony) and inter-ring (dyssynchrony) conflict. 
Though they may occur concurrently, we highlight indi-
vidual examples of disharmony and dyssynchrony.

Intra-ring conflicts
Dissonance between values and beliefs within a particu-
lar ring results in intra-ring conflicts or ‘disharmony’ 
[77, 84]. For example, ‘disharmony’ within the societal 
ring, may occur when a patient’s proposed actions run 
contrary to medical advice [59, 67, 74], or when medical 
students do not have an opportunity to meet their profes-
sional responsibilities such as reporting the abuse of the 
patient for fear of compromising the patient’s anonymity 
[76]. MD has also been reported when medical students 
feel conflicted about giving opioids to opioid dependent 
patients; witnessing patients undergoing unnecessar-
ily ‘burdensome’ or even ‘futile’ treatment; or witnessing 
inadequate symptom control because the attending phy-
sician was not ‘comfortable’ to do so [56, 57, 59, 62–67, 
69, 70, 74, 76, 78, 81].

Medical students also report MD when they struggle to 
maintain their professional responsibilities to the patient 
in the face of contradicting the decisions taken by the 
physicians [64, 78, 81] or when they feel conflicted when 
meeting their academic objectives [56, 70, 72, 74, 78] at 
the cost of what they conceive to be the patient’s choice 
to refuse [59, 62, 69], or performing tasks that the medi-
cal student does not feel confident nor equipped to carry 
out [62]. Miller et al. [62] describe a student “[beginning] 
to worry that if she performs the lumbar puncture, she 
would be putting her own interests as a student before 
those of her patient, who should always receive the best 
care possible”(p. 538).

Inter-ring conflicts
Tension between values, principles and beliefs between 
the rings or Inter-ring conflicts are termed dyssynchrony 
[77, 84]. Dyssynchrony is exemplified as [67–70, 72–80, 
85, 86] medical students struggle with their desire to ‘fit 
in’ and compromise their ideals and beliefs [56, 65–67, 
69, 70]. Similarly Dias [66], described medical students 
experiencing MD when “[participating] in care that 
[the medical student] does not agree with (abortion 
appointments)”(p. 6), highlighting the conflict between 
the Innate Ring with regards to religion and the sanctity 
of life and the need to meeting clinical obligations which 
would be part of the societal ring. [67, 69, 70, 73, 75, 
84–86].

Administrative protocols [65, 76], healthcare inequality 
and resource constraints also increase the risk of dyssyn-
chrony [56, 57, 59, 64, 65, 67].

Domain 3: recognizing MD
[72] MD often manifests as anxiety, depression [81], a 
diminished sense of well-being and guilt and burnout and 
disillusionment and decreased empathy [58, 66, 74, 75]. 
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In some cases, MD may even compromise patient care 
[56, 62, 67, 70].

MD is also detected through self-reporting via a variety 
of methods including self-administered surveys [58, 59, 
65, 66] and or reflective essays [56, 64]. Yet self-reporting 
of MD may be compromised by concerns over the impact 
of such admissions upon career prospects [69, 85] and 
the lack of clear reporting processes [76].

There were no studies that reported the use of third-
party assessment methods completed by tutors or peers 
that identify MD [67, 75, 78–81].

Domain 4: interventions
If unaddressed, MD can precipitate disillusionment, self-
doubt over a medical career [69] and dissatisfaction with 
the medical profession [63], burnout [58, 66] and exiting 
the medical school [56, 65].

Educational interventions to attenuate MD include 
increasing awareness of MD [57, 62, 65, 81], and ethical 
issues [65, 66] and enhancing communication skills [62, 
64, 72, 81] and professionalism [72, 76, 77, 80].

Education interventions often take the form of case-
based ethical discussions [72, 73], case-based small group 
discussions [68–70, 72, 73], large group lectures [72], 
reflective writing under peer and expert guidance [68, 73, 
77, 81] and positive role modelling [68] that run longitu-
dinally throughout the medical school training [81].

Stage 5 of SEBA: analysis of evidence-based and non-data 
driven literature
Concerns over the quality of the data included from non-
data-based articles (grey literature, opinion, perspec-
tives, editorial, letters) and its potential impact upon 
the analysis of this review saw the themes drawn from 
evidenced-based publications were compared with those 
from non-data-based articles. This process found that the 
themes from both groups to be similar suggesting that 
information drawn from non-data based articles did not 
bias the analysis untowardly.

Stage 6 of SEBA: discussion and synthesis of SSR in SEBA
[87, 88]The narrative produced by consolidating the tab-
ulated summaries, themes and categories was guided by 
the Best Evidence Medical Education (BEME) Collabora-
tion guide [87] and the STORIES (STructured apprOach 
to the Reporting In healthcare education of Evidence 
Synthesis) statement [88].

In addressing its primary and secondary research ques-
tions on what is known about MD, its causes, and the 
interventions to address MD in medical students, this 
SSR in SEBA highlights several key findings.

To begin, MD arises when conflicts that impact deeply 
held beliefs, values, and principles rooted in the medical 

student’s identity are not easily resolved. Through the 
lens of the RToP, such conflicts that underlie MD can be 
explained by the concepts of disharmony within and/or 
dyssynchrony between the rings. This process is further 
influenced by the medical student’s personal, existential, 
spiritual, familial, societal, cultural, and demographic fac-
tors, contextual considerations that influence the severity 
of these conflicts; their ability to process these conflicts; 
motivations; and the support structures available to them 
in addressing these conflicts.

These insights lend themselves to reports of MD 
amongst other healthcare professionals. For one, [1, 9, 10, 
16, 17, 20, 89–108] nurses appear to have more intense 
episodes of MD due to feelings of powerlessness when 
faced with the medical hierarchy that belittles their input 
[1, 20, 97, 100, 103, 105, 108]. Therapists also report MD 
[108] due to their limited role in diagnosing and influenc-
ing care of medical ailments and the subsequent limita-
tions in their roles in care and treatment determinations.

Accounts of MD in medical students and physicians 
were also largely similar, particularly amongst junior physi-
cians [1, 19, 20, 93, 97, 100, 103, 105, 108]. Junior doctors, 
like their medical student counterparts, are more prone to 
MD due to their limited role in treatment decisions within 
the medical hierarchy [104, 109–113]. For both groups, 
there is an associated sense of helplessness that appears to 
recede with progress along the medical hierarchy.

Evidencing the notion that MD is a sociocultural con-
struct informed by psychosocial, individual and contex-
tual considerations, it is clear that assessment requires 
careful elucidation and a personalised and longitudinal 
approach. It is here that due consideration of the various 
values, beliefs and principles of each ring is key and the 
potential adaptation of the RToP as a tool to evaluate MD 
comes to light.

Concurrently treating MD requires a holistic and lon-
gitudinal perspective of MD and reiterates the need for 
active involvement of the medical schools in recognis-
ing, addressing, and attenuating the effects of MD and 
supporting medical students facing such distress. Aside 
from aiding in the diagnosis of MD and identifying medi-
cal students ‘at risk’ of MD, medical schools must pro-
vide robust and accessible means of support by training 
faculty to recognise and address MD [71, 85, 114, 115], 
and ensure the presence of a timely, personalised and 
‘safe’ environment where medical students can discuss 
their concerns without fear of ‘reprisals’ upon their pro-
fessional reputations and careers. In addition, there is a 
need to evaluate the hidden curriculum, and the intro-
duction of initiatives such as speak-up culture [70, 79, 
81]and anonymous reporting and feedback opportuni-
ties [67, 74] and supplementing positive role model-
ling and mentoring within the training program [68–70, 
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79], would be helpful. These considerations should also 
be accompanied by a clear delineation of the role and 
responsibilities of the medical student within the medical 
teams and the support available to them.

Limitations
Even though we had the guidance of an expert team, the 
use of specific search terms and inclusion of only Eng-
lish language articles compounds the risk of omitting key 
articles and limiting the findings to North American and 
European settings. This may lead to the unintended exclu-
sion of articles from other settings. As concepts of MD and 
personhood are sociocultural constructs, the omission of 
non-English articles may have significant ramifications on 
the applicability of these findings in Confucian-inspired 
societies [31, 116–119]. [31] Here relational autonomy, fil-
ial piety and family-centric associations play a critical role 
in self-concepts of identity and personhood and thus sug-
gest that concepts of MD [120–125] in these settings may 
be different and not fully reflected by our findings.

Conclusions
MD is a unique phenomenon determined by a medical 
student’s values, beliefs, goals, principles, perspectives, 
and contextual and psychoemotional considerations. In 
evidencing the complexity of this concept, the RToP has 
shown the potential to be adapted as a tool to evaluate 
MD holistically and in a socioculturally [119] appropri-
ate manner. Such a tool could guide the support of medi-
cal students in need, and help design and oversee a safer 
learning and working environment for medical students. 
Concurrently with identity, contextual factors and psy-
cho-emotional considerations constantly changing an 
RToP tool could also provide longitudinal follow up of 
medical students who have suffered MD.

Drawing on recent studies on longitudinal support 
and assessments of medical students the use of a tool to 
assess MD based on the RToP could be included within 
a medical student’s [126] to assess progress and direct 
support. As we look forward to engaging in this growing 
field, we are especially hopeful for greater understanding 
of the long-term effects of MD in various cultures and to 
evaluate the efficacy of support mechanisms for ‘at risk’ 
and ‘recovering’ medical students.
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