
R E S E A R C H Open Access

© 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://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Bartholdson et al. BMC Medical Ethics          (2022) 23:108 
https://doi.org/10.1186/s12910-022-00851-3

BMC Medical Ethics

*Correspondence:
Cecilia Bartholdson
cecilia.bartholdson@ki.se

1Department of Women’s & Children’s Health, Karolinska Institutet, 
Stockholm, Sweden
2Department of Medical Humanities, Amsterdam University Medical 
Center, Amsterdam, the Netherlands

Abstract
Background In paediatric oncology, healthcare professionals face moral challenges. Clinical ethics support 
services, such as moral case deliberation (MCD), aim to assist them in dealing with these challenges. Yet, healthcare 
professionals can have different expectations and goals related to clinical ethics support services.

Methods In this study, the perceptions held by healthcare professionals (nursing assistants, registered nurses, 
physicians, and others) regarding the importance of possible outcomes of MCDs, prior to implementation of MCDs, 
were investigated. A multisite, cross-sectional, quantitative study was performed at all six Paediatric Oncology Centres 
in Sweden. Healthcare professionals answered the Euro-MCD instrument with 26 potential MCD outcomes using a 
scale from Not important (1) to Very important (4). Descriptive and comparative statistical analyses were carried out.

Results All outcomes were rated high, i.e., between 3.12 and 3.78. More open communication, developing skills to 
analyse ethically difficult situations, better mutual understanding, and deciding on concrete actions were rated as 
most important. Understanding of ethical theories and critical examination of policies were rated less important. Most 
often nursing assistants rated higher and physicians lower than the other professions did. Women and participants 
without previous experience of MCDs perceived outcomes as more important. There were differences between 
centres as one centre had significantly higher, and one centre had significantly lower ratings compared to the others.

Conclusion It is clear that healthcare professionals want MCDs to improve teamwork and skills in order to analyse 
and manage ethically difficult situations. When comparing to previous research about important MCD outcomes, 
there were similarities in what healthcare professionals consider to be important when handling moral challenges 
regardless of country and potential differences in healthcare settings and systems, such as paediatric vs. adult care.
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Background
Paediatric oncology and moral challenges
Paediatric cancer involves emotional distress, both for 
healthcare professionals (HCPs) and for the family [1, 2]. 
Paediatric cancers are life-threatening and thus, HCPs 
and guardians often face the moral challenge of want-
ing to achieve cure or to keep the child alive as long as 
possible, which inevitably means that the child needs 
to be subjected to months and often years of tough 
and demanding treatment. At the same time HCPs and 
guardians want to protect the child from unnecessary 
suffering. Research have shown that children in palliative 
care sometimes experience unnecessary suffering due to 
prolonged dying [3, 4]. Beside the struggling families are 
HCPs, who are confronted daily with complicated moral 
challenges that require a great mental effort to handle 
[5]. Moral challenges in paediatric oncology care are very 
broad; they are not only about life and death but are often 
related to balancing truth-telling, pain-management, and 
coercion [6]. The moral challenges often include perspec-
tives which are different from or even conflict with those 
of guardians [6]. Differences and conflicts may also occur 
within the team regarding what the best care for the child 
is [7]. It is important that conflicting perspectives like 
these are handled in a constructive matter in the interests 
of good cooperation because the relationship between 
guardians and HCPs has been shown to affect the quality 
of care and health outcomes [8].

Clinical ethics support services including moral case 
deliberations
Clinical Ethics Support Services (CESS) aim to assist 
HCPs in dealing with moral challenges in order to 
improve cooperation and quality of care [9]. In CESS 
forums difficult situations can be clarified and discussed 
[10], and potential outcomes of different decisions in 
those situations can be deliberated upon [11, 12]. One 
way of performing CESS is to offer Moral Case Deliber-
ation (MCD), also referred to in the literature as Ethics 
Case Reflection Round [13]. MCD is an interactive meet-
ing that serves to stimulate the shared reflections of HCPs 
on an ethically difficult situation and to provide a basis 
for sound ethical decisions [10, 12]. The ethically difficult 
situation often originates from cases in daily practice and 
gives rise to specific moral questions [14]. For example: 
should we continue treatment in accordance with the 
wishes of guardians, even though we believe the treat-
ment to be futile? MCD has its roots in dialogical ethics 
and pragmatic hermeneutics [15]. Perspectives and expe-
riences from all involved, on the specific situation, are 
important [10, 15], and the feedback to the moral ques-
tion is based on mutual examination of the ethically diffi-
cult situation [15]. A facilitator, who can be an ethicist or 
a trained HCP, guides the MCD by following a structured 

model for ethical analysis [13, 16]. An often used struc-
tured model for ethical analysis is the Dilemma method 
(Table 1) [17]. The facilitator is responsible for focusing 
attention on the different ethical perspectives that need 
to be discussed and for creating an open climate where 
all participants can contribute to the dialogue [16, 18]. In 
a Dutch study, central goals of MCDs were to stimulate 
reflection and improve the ethical climate [19]. However, 
it is important to be aware of the fact that there are many 
different goals of CESS/MCD, which can make it difficult 
to implement/steer the CESS/MCD in the best way.

By the time of data collection for this study, the joint 
Working Group on Ethics of the Nordic organisations in 
paediatric oncology for physicians/researchers (NOPHO) 
and registered nurses (NOBOS) had held a course in 
facilitating MCDs and were, in collaboration with the 
Paediatric Oncology Centres in Sweden, planning to 

Table 1 Steps in the Dilemma method
1 Personal introduction, introduction to MCD†, determination of 

goal(s) and expectations, appointments regarding notes and 
confidentiality.

2 Case presenter presents his/her case briefly [Facultative: Formula-
tion of a general moral question].

3 Group helps case presenter to formulate her/his dilemma: Should 
I do A or B? [moral burden].

4 Participants ask questions for clarification in order to imagine 
what it means to be in that situation so that they can answer the 
dilemma question for themselves later on in the MCD†.

5 Table with (non) present “perspectives/persons”, “values/motiva-
tions”, “norms/rules/actions”. Ask each participant to describe his/
her values and norms with respect to the dilemma question.

6 List all possible alternatives (without discussing feasibility).

7 Make individual round (write down first) a. I think 
the right 
thing to do 
is …
b. Because 
…
c. Therefore 
I’m not able 
to do …
d. How can 
I cope with 
or decrease 
moral 
burden/
damage?
e. Which 
virtues are 
necessary 
to do the 
right thing?

8 Reflect upon possible group consensus or decision.

9 Make practical appointments and plan date and place to evaluate 
those appointments. Distribution of the notes. Closure of MCD†.

10 Evaluate in general the MCD†. Have we met our goals? What 
could be improved the next time?

† MCD: Moral Case Deliberation
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implement MCDs nationwide. Until then there had not 
been a structured system for CESS in Swedish paediat-
ric oncology and before implementation of MCDs it was 
important to investigate which specific expectations and 
goals HCPs had, in order to adjust the implementation 
and procedure of MCDs according to the results of this 
study.

European MCD outcomes instrument
In 2014, Svantesson et al. developed an instrument to 
evaluate the quality and functionality of MCD [20]. In 
the European Moral Case Deliberation (Euro-MCD) 
Outcomes Instrument, the opinions of HCPs regard-
ing the importance of possible outcomes of MCDs are 
investigated before implementation (T0). Furthermore, 
the Euro-MCD instrument consists of a qualitative and a 
quantitative section. The quantitative section (presented 
in this study) is completed by rating 26 possible out-
comes due to MCDs. The 26 outcomes are divided in six 
domains: Enhanced emotional support; Enhanced collab-
oration; Improved reflexivity; Improved moral attitude; 
Impact on organizational level; and Concrete results. 
Each domain has three to five specific outcomes that have 
been selected through an extensive, iterative process con-
sisting of a literature review, multiple Delphi rounds and 
validity testing [20]. Respondents are asked to answer 
socio-demographic questions and rate outcomes as well 
as listing the five most important outcomes. Response 
alternatives are: Very important, Quite important, Some-
what important, Not important, Cannot take a stand.

It is important to empower organizations to customize, 
monitor and foster implementation and quality of MCDs, 
that can result in fulfilling its purpose. For instance, the 
facilitator can adapt the MCDs according to the partici-
pants’ needs and desires, in specific contexts. Examina-
tion of possible outcomes before implementation also 
provides an opportunity to determine whether the opin-
ions of HCPs regarding outcomes change after participa-
tion in MCDs.

Method
Aim
The aim of this study was to investigate which outcomes 
HCPs in paediatric oncology considered important to 
achieve during MCDs or subsequently in clinical prac-
tice, before having MCDs implemented. Data were inves-
tigated based on the following research questions:

  • How do professions rate the 26 MCD outcomes?
  • Are there differences between professions, sexes, 

years of experience, former experience of MCDs, and 
centres?

Design
Multisite, cross-sectional survey where participants’ per-
ceptions of MCD-outcomes were investigated using the 
Euro-MCD instrument [20].

Study participants
In 2017, all six Paediatric Oncology Centres in Sweden 
were invited to participate in an implementation study 
to introduce MCDs. The centres included the university 
hospitals of Gothenburg, Linköping, Lund, Stockholm, 
Umeå and Uppsala. HCPs, n = 275, nursing assistants, 
registered nurses, physicians, and others (play therapist, 
sibling supporter, chaplain, social worker, psychologist, 
and managers) working at the Paediatric Oncology Cen-
tres who had regular contact with patients and families, 
and were likely to participate in the prospective MCDs, 
were invited to answer the Euro-MCD. Exclusion crite-
ria were HCPs only working night shifts, circumstances 
identified by the manager indicating that an HCP was 
not going to be able to participate in the future MCDs or 
HCPs with less than one month of working experience.

Data collection
The Swedish (T0) quantitative part of the Euro-MCD 
instrument [20] was used for data collection in this 
study. It was printed and distributed, together with an 
information letter, to all centres. The facilitators (regis-
tered nurses, physicians and social-workers) were about 
to implement MCDs at their respective centres. They 
assisted the research team to collect data between train-
ing sessions. HCPs were welcome to send in answers 
until the specific centre had introduced the MCDs. If 
responses were delayed, HCPs were reminded by the 
facilitator-trainees at their centre. The Regional Ethical 
Review Board in Stockholm did not see any ethical objec-
tions to the study (No: 2017/1447-31).

Data analysis
Every questionnaire was assigned with a number based 
on the hospital’s city and numbers of respondents. Ques-
tionnaires with less than 10% missing answers were 
considered acceptable [21]. Responses rated as “Can-
not take a stand” were excluded in the analyses. Statisti-
cal analyses were performed using IBM SPSS Statistics, 
version 25. General characteristics of the respondents 
and the ratings of the 26 outcomes as well as the con-
cluding question’s “five most important” outcomes were 
analysed using descriptive statistics analysis (frequency, 
percentage, mean, SD, median, range). When analyses 
based on years of experience were made, the respon-
dents were dichotomized in two ways. The first division 
was based on Benner’s theory of novice to expert [22] 
where respondents with < 5 years of experience formed 
one group and ≥ 5 years of experience formed the other 
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group. The second division was based on the mean of 
years of experience of the group. Comparative analyses 
were made using non-parametric-tests with a signifi-
cance level (p-value) set to < 0.05.

Results
In total, 183 respondents completed the Euro-MCD (T0) 
questionnaire, which corresponded to a 67% (183/275) 
response rate. The characteristics of the respondents 
are shown in Table  2. No questionaries had more than 
10% missing answers and all were therefore considered 
acceptable. However, two questionnaires had more than 
10% responses rated as “Cannot take a stand” and were 
therefore excluded, resulting in the total number of 181 
respondents.

Characteristics of the respondents
The respondents were predominantly women, and the 
median age was 40 years (range 21–65). Most had not 
previously experienced MCDs, and regarding profes-
sional experience 18% (29/165) of the HCPs had < 5 
years of experience, while 82% (136/165) had ≥ 5 years of 
experience (median 13, range 0–45). Regarding profes-
sions, registered nurses were the largest group, followed 
by nursing assistants and then physicians. Other profes-
sions included hospital play therapist, sibling supporter, 
chaplain, social worker, psychologist, and managers. Reg-
istered nurses were the predominant profession within 
both sexes, and nursing assistant was the second largest 
group for women, and physicians for men. The sex distri-
bution among the professions is shown in Table 3.

Perceptions of outcomes
In the whole group of respondents, all outcomes were 
rated as important (Table  4). The ten highest ranked 
outcomes were found within four domains: Enhanced 
collaboration, Enhanced emotional support, Improved 
reflexivity, and Concrete results. When comparing analy-
ses of all outcomes with the chosen outcomes in the con-
cluding question the results are nearly the same (Table 5).

Differences between sociodemographic characteristics
Table  6 shows that compared to other characteristics 
the most frequently occurring differences were between 
women and men. Ten outcomes, representing all six 
domains, were rated significantly higher by women than 
men including three out of three possible outcomes 
within “Concrete results”. No significant differences were 
found between women and men within the group of phy-
sicians, but they did exist within the group of registered 
nurses (Table  7). Furthermore, in the group of nursing 
assistants, women rated significantly higher in one of the 
items: “Enables me and my co-workers to decide on con-
crete actions”.

Respondents without former MCD-experience rated 
eight outcomes significantly higher than respondents 
with former MCD-experience. Four out of the five items 
in “Improved moral attitude”, two of the three items in 
the domain “Impact on organisational level” and two of 
the five in the domain “Enhanced emotional support”.

Respondents with < 5 years of experience of working in 
healthcare rated significantly higher on four items com-
pared to respondents with ≥ 5 years of experience. These 
four items were in the domains: “Enhanced moral sup-
port” and “Improved moral attitude”. When dichotomiza-
tion was based on the mean of all respondents’ years of 
experience there was one significant difference. Respon-
dents with longer experience rated significantly higher on 
one item: “My co-workers and I examine existing prac-
tice/policies more critically”.

Differences between nursing assistants, registered nurses and 
physicians
Generally, physicians rated the outcomes lower than 
nursing assistants and registered nurses did, except for 
two outcomes were physicians rated the highest includ-
ing “Develops my skills to analyse ethically difficult 
situations” and “Mutual understanding”. In two items 
physicians rated in between including “Becoming aware 

Table 2 Sociodemographic overview of the respondents in the 
study
Respondents (N = 181) n (%)
Sex
(n = 178)

Female 149 (84)

Male 27 (15)

Does not want to 
answer

2 (1)

Number of former MCD† 
experiences
(n = 170)

0 130 (77)

1 13 (8)

2 7 (4)

> 2 20 (12)

Profession
(n = 177)

Registered nurse 105 (59)

Nursing assistant 45 (25)

Physician 19 (11)

Other 8 (5)
† MCD: Moral Case Deliberation

Table 3 Number and percentage of men and women within the professional group
Profession Registered nurse Nursing assistant Physician Other

n = 104 (%) n = 44 (%) n = 19 (%) n = 8 (%)
Women 91 (88) 39 (91) 10 (53) 6 (75)

Men 12 (12) 4 (9) 9 (47) 2 (25)

Does not want to answer 1 1
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of preconceived notions” and “Contributes to the devel-
opment of workplace practice/policies”. Two of the items 
that differed the most were item 6: “Gives me more cour-
age to express my ethical standpoint” where the mean 
for registered nurses was 3.24 and for physicians 2.76 
and item 17; “I listen more seriously to the opinions of 
others” where the mean for nursing assistants was 3.47 
and for physicians 2.89. Furthermore, nursing assistants 
had the highest rating in 20 of the outcomes and regis-
tered nurses had the highest ratings in 4 of the outcomes. 
The outcome concerning more open communication 
was considered to be the most important or third most 
important outcome among all three professions (Table 8). 
This outcome, together with the outcome about develop-
ing skills to analyse ethically difficult situations, occurred 
within all three professions’ top five highest mean out-
comes. The items rated as top five among registered 
nurses were all present in the top five outcomes either 
of the nursing assistants or of the physicians (Table  8). 

Significant differences between nursing assistants, regis-
tered nurses and physicians are shown in Table 9.

Differences between paediatric oncology centres
One of the centres (A) had significantly lower means on 
17 of the 26 items. This included all items except one in 
the domains: “Enhanced collaboration” and “Improved 
moral attitude” as well as all items in the domain: “Con-
crete results”. Another centre (B) had significantly higher 
means on 13 of the 26 items. This was primarily in the 
domains: “Enhanced emotional support” and “Improved 
moral attitude” and none of the items in the domain: 
“Concrete results” (Table 10).

There was a significant difference (p-value < 0.001) in 
the number of times HCPs at centre A (11/33) had par-
ticipated in the MCDs compared to centre B (0/33).

Table 4 All respondents’ perceptions of the 26 outcomes descending by mean
Outcome (N = 181) Very Im-

portant 
(4)

Quite 
Impor-
tant (3)

Some-
what 
Impor-
tant (2)

Not Im-
portant 
(1)

n (%) n (%) n (%) n (%) Median 
(Range)

Mean 
1–4 (SD)

2. More open communication among co-workers. (n = 180) 144 (79) 33 (18) 2 (1) 1 (1) 4 (1–4) 3.78 (0.48)

1. Develops my skills to analyse EDS†. (n = 177) 127 (69) 48 (26) 2 (1) 0 (0) 4 (2–4) 3.71 (0.48)

8. Better mutual understanding of each other’s reasoning and acting. (n = 178) 124 (68) 48 (26) 5 (3) 1 (1) 4 (1–4) 3.66 (0.56)

13. Enables me and my co-workers to decide on concrete actions. (n = 180) 124 (68) 50 (27) 5 (3) 1 (1) 4 (1–4) 3.65 (0.56)

16. Find more course of actions. (n = 178) 115 (63) 60 (33) 3 (2) 0 (0) 4 (2–4) 3.63 (0.52)

24. Enhances mutual respect among co-workers. (n = 178) 120 (66) 47 (26) 10 (6) 1 (1) 4 (1–4) 3.61 (0.62)

9. I see the EDS† from different perspectives. (n = 176) 114 (62) 50 (27) 12 (7) 0 (0) 4 (2–4) 3.58 (0.62)

4. Enables me to better manage stress caused by EDS†. (n = 178) 111 (61) 56 (31) 9 (5) 2 (1) 4 (1–4) 3.55 (0.65)

15. Enhances possibility to share difficult emotions and thoughts. (n = 179) 115 (63) 49 (27) 12 (7) 3 (2) 4 (1–4) 3.54 (0.70)

14. Greater opportunity for everyone to have their say. (n = 180) 103 (56) 70 (38) 6 (3) 1 (1) 4 (1–4) 3.53 (0.59)

11. Increases my awareness of the complexity of EDS†. (n = 179) 103 (56) 62 (34) 13 (7) 1 (1) 4 (1–4) 3.49 (0.66)

25. I become aware of my own preconceived notions. (n = 177) 102 (56) 60 (33) 14 (8) 1 (1) 4 (1–4) 3.49 (0.67)

10. I and my co-workers become more aware of recurring EDS†. (n = 179) 105 (57) 58 (32) 14 (8) 2 (1) 4 (1–4) 3.49 (0.69)

22. I and my co-workers manage disagreements more constructively. (n = 176) 106 (58) 53 (29) 15 (8) 2 (1) 4 (1–4) 3.49 (0.70)

23. I gain more clarity about my own responsibility in EDS†. (n = 179) 96 (53) 68 (37) 13 (7) 2 (1) 4 (1–4) 3.44 (0.68)

7. I feel more secure to express doubts or uncertainty regarding EDS†. (n = 176) 99 (54) 60 (33) 12 (7) 5 (3) 4 (1–4) 3.44 (0.75)

3. Consensus is gained among co-workers when handling EDS†. (n = 179) 98 (54) 63 (34) 14 (8) 4 (2) 4 (1–4) 3.42 (0.73)

18. Increases awareness of my own emotions. (n = 178) 95 (52) 65 (36) 14 (8) 4 (2) 4 (1–4) 3.41 (0.73)

26. I understand better what it means to be a good professional. (n = 174) 96 (53) 56 (31) 19 (10) 3 (2) 4 (1–4) 3.41 (0.75)

19. Strengthens my self-confidence to handle EDS†. (n = 177) 95 (52) 65 (36) 11 (6) 6 (3) 4 (1–4) 3.41 (0.76)

5. Contributes to the development of the workplace’s practice/policies. (n = 177) 85 (46) 78 (43) 13 (7) 1 (1) 3 (1–4) 3.40 (0.65)

20. Develops my ability to identify the core ethical question in the EDS†. (n = 178) 90 (49) 65 (36) 17 (9) 6 (3) 4 (1–4) 3.34 (0.79)

17. I listen more seriously to other’s opinions. (n = 177) 77 (42) 74 (40) 19 (10) 7 (4) 3 (1–4) 3.25 (0.80)

21. I and my co-workers examine existing practice/policies more critically. 
(n = 174)

68 (37) 82 (45) 20 (11) 4 (2) 3 (1–4) 3.23 (0.74)

6. Gives me more courage to express my ethical standpoint in EDS†. (n = 180) 71 (39) 80 (44) 24 (13) 5 (3) 3 (1–4) 3.21 (0.78)

12. Enhances my understanding of ethical theories. (n = 177) 62 (34) 82 (45) 26 (14) 7 (4) 3 (1–4) 3.12 (0.80)
†EDS: Ethically difficult situations
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Table 5 All respondents’ “five most important” outcomes, descending by number of times chosen
Outcome (n = 174) n‡ (%)§
13. Enables my co-workers and me to decide on concrete actions 71 (41)

2. More open communication among co-workers 65 (37)

16. Find more courses of actions 54 (31)

8. Better mutual understanding of each other’s reasoning and acting 51 (29)

1. Develops my skills to analyse EDS† 46 (26)

3. Consensus is gained among co-workers when handling EDS† 44 (25)

15. Enhances possibility to share difficult emotions and thoughts 40 (23)

4. Enables me to better manage stress caused by EDS† 37 (21)

19. Strengthens my self-confidence to handle EDS† 37 (21)

24. Enhances mutual respect among co-workers 37 (21)

10. My co-workers and I become more aware of recurring EDS† 33 (19)

9. I see the EDS† from different perspectives 32 (18)

22. My co-workers and I manage disagreements more constructively 29 (17)

14. Greater opportunity for everyone to have their say 26 (15)

5. Contributes to the development of workplace practice/policies 25 (14)

20. Develops my ability to identify the core ethical question in the EDS† ¶ 21 (12)

18. Increases my awareness of my own emotions 20 (12)

25. I become aware of my own preconceived notions 20 (12)

23. I gain more clarity about my own responsibility in EDS† 19 (11)

11. Increases my awareness of the complexity of EDS† 19 (11)

7. I feel more secure expressing doubts or uncertainty regarding EDS† 17 (10)

21. My co-workers and I examine existing practice/policies more critically ¶ 17 (10)

26. I understand better what it means to be a good professional 16 (9)

17. I listen more seriously to the opinions of others¶ 8 (5)

6. Gives me more courage to express my ethical standpoint in EDS† ¶ 8 (5)

12. Enhances my understanding of ethical theories ¶ 6 (3)
†EDS: Ethically difficult situations; ‡Number of times the outcome had been stated as one of the “five most important”; §Percentage of respondents who had stated 
the outcome as one of the “five most important”; ¶One of the bottom five of all 26 items (as presented in Table 4)

Table 6 Significant differences between sociodemographic groups
Outcome Mean (SD) P-value
Outcomes more important to women than men Women Men

1. Develops my skills to analyse EDS† 3.75 (0.47) 3.48 (0.51) 0.014

2. More open communication among co-workers 3.82 (0.47) 3.56 (0.51) 0.002

3. Consensus is gained among co-workers when handling EDS† 3.50 (0.69) 3.00 (0.85) 0.008

4. Enables me to better manage stress caused by EDS† 3.61 (0.61) 3.23 (0.77) 0.021

6. Gives me more courage to express my ethical standpoint in EDS† 3.27 (0.78) 2.89 (0.75) 0.034

8. Better mutual understanding of each other’s reasoning and acting 3.72 (0.51) 3.35 (0.75) 0.012

10. My co-workers and I become more aware of recurring EDS† 3.53 (0.66) 3.22 (0.80) 0.041

13. Enables my co-workers and me to decide on concrete actions 3.71 (0.54) 3.30 (0.61) 0.001

16. Find more course of actions 3.67 (0.50) 3.38 (0.57) 0.034

24. Enhances mutual respect among co-workers 3.68 (0.57) 3.23 (0.77) 0.003

Outcomes more important according to respondents without MCD‡-experience (None) than those with (≥1 time) None ≥1 time

5. Contributes to the development of workplace practice/policies 3.44 (0.66) 3.22 (0.62) 0.038

10. My co-workers and I become more aware of recurring EDS† 3.54 (0.64) 3.28 (0.75) 0.034

15. Enhances possibility of sharing difficult emotions and thoughts 3.60 (0.67) 3.33 (0.77) 0.024

17. I listen more seriously to the opinions of others 3.31 (0.76) 2.87 (0.86) 0.003

18. Increases my awareness of my own emotions 3.47 (0.71) 3.20 (0.82) 0.046

23. I gain more clarity about my own responsibility in EDS† 3.51 (0.65) 3.20 (0.72) 0.008

25. I become aware of my own preconceived notions 3.58 (0.58) 3.21 (0.83) 0.009

26. I understand better what it means to be a good professional 3.48 (0.68) 3.10 (0.94) 0.023
†EDS: Ethically difficult situations, ‡ MCD: Moral Case Deliberation



Page 7 of 11Bartholdson et al. BMC Medical Ethics          (2022) 23:108 

Discussion
In this study in paediatric oncology practice, specific 
quantitative outcomes that can be achieved during 
MCDs or, due to MCDs, were examined. In general, all 
outcomes were rated high. Outcomes concerning team-
work (such as open communication and mutual under-
standing) were rated the highest, together with outcomes 
concerning skills to analyse ethically difficult situations 
and to decide on concrete actions. There were both dif-
ferences and similarities between professions. Women 
compared to men and respondents with no former expe-
rience of MCDs compared to those with former experi-
ence rated outcomes higher. Furthermore, one centre 
rated significantly higher and another centre significantly 
lower than the other centres.

When analysing the perceptions of all the respondents, 
all outcomes were considered as important. This might 
indicate a lack of these outcomes in current practice, or 
that these factors are important when handling ethical 
issues. It could also be argued that the high ratings were 
dependent on how respondents interpreted and under-
stood the items in the Euro-MCD, as well as their percep-
tion of MCDs or their knowledge of what to expect from 
MCDs. In a similar study made in adult care settings in 
the Netherlands [23], the outcome regarding more open 
communication was also considered the most impor-
tant. Other outcomes rated within the five highest mean 
in both studies were: “Enables my co-workers and me to 
decide on concrete actions” and “Better mutual under-
standing of each other’s reasoning and acting”. Thus, it 

Table 7 Significant differences between women/men among registered nurses
Outcome Mean (SD) P-value
More important according to women than men among registered nurses Women Men

1. Develops my skills in analysing EDS† 3.74 (0.45) 3.33 (0.49) 0.012

2. More open communication among co-workers 3.79 (0.51) 3.50 (0.52) 0.040

8. Better mutual understanding of each other’s reasoning and acting 3.69 (0.49) 3.18 (0.60) 0.010

13. Enables my co-workers and me to decide on concrete actions 3.66 (0.54) 3.25 (0.62) 0.039

18. Increases my awareness of my own emotions 3.45 (0.72) 2.91 (0.83) 0.040

19. Strengthens my self-confidence to handle EDS† 3.43 (0.70) 2.80 (0.92) 0.040
†EDS: Ethically difficult situations

Table 8 Ranked top 5 outcomes with highest mean for each profession
Outcome Registered nurses Nursing assistants Physicians

Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank
2. More open communication among co-workers 3.76 (0.51) 1 3.82 (0.44) 1 3.68 (0.48) 3
1. Develops my skills to analyse ethically difficult situations 3.70 (0.46) 2 3.66 (0.57) 5 3.78 (0.43) 1
16. Find more course of actions 3.67 (0.49) 3 3.53 (0.61) 5
13. Enables my co-workers and me to decide on concrete actions 3.62 (0.56) 4 3.76 (0.44) 2
8. Better mutual understanding of each other’s reasoning and acting 3.68 (0.52) 5 3.74 (0.45) 2
14. Greater opportunity for everyone to have their say 3.67 (0.52) 3
24. Enhances mutual respect among co-workers 3.67 (0.67) 4
25. I become aware of my own preconceived notions 3.58 (0.69) 4

Table 9 Significant differences between NAs†, RNs‡, and physicians
Outcome Mean (SD) P-value
More important according to NAs†than RNs‡ NAs† RNs‡

5. Contributes to the development of workplace practice/policies 3.57 (0.55) 3.32 (0.67) 0.037

12. Enhances my understanding of ethical theories 3.33 (0.71) 3.03 (0.82) 0.030

14. Greater opportunity for everyone to have their say 3.67 (0.52) 3.47 (0.57) 0.039

26. I understand better what it means to be a good professional 3.64 (0.57) 3.33 (0.75) 0.014

More important according to NAs†than physicians NAs† Physicians

6. Gives me more courage to express my ethical standpoint in EDS§ 3.27 (0.81) 2.79 (0.92) 0.047

15. Enhances possibility to share difficult emotions and thoughts 3.64 (0.65) 3.21 (0.86) 0.023

17. I listen more seriously to other’s opinions 3.47 (0.70) 2.89 (0.94) 0.016

24. Enhances mutual respect among co-workers 3.67 (0.67) 3.42 (0.61) 0.049

More important according to RNs‡than physician RNs‡ Physicians

6. Gives me more courage to express my ethical standpoint in EDS§ 3.24 (0.70) 2.79 (0.92) 0.040

7. I feel more secure expressing doubts or uncertainty regarding EDS§ 3.52 (0.67) 3.05 (0.97) 0.027
† NA: Nursing Assistant; ‡ RN: Registered Nurse; § EDS: Ethically difficult situations
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seems that there are similarities in what HCPs consider 
to be important when handling ethical issues, regardless 
of country and potential differences in healthcare settings 
and systems, such as paediatric vs. adult care.

The results that all outcomes were rated high raises 
the question of to what extent MCDs can comply with 
these expectations. It can be presumed that there is a 
great opportunity in MCDs to achieve the requirement 
to decide on concrete action because it is one of the final 
steps in the Dilemma method [17], used to structure the 
ethical analysis during MCDs. It is also likely that the 
participants will develop their skills to analyse ethical 
issues and to see the issues from different perspectives 
because this is inherent in the method and the process of 
the MCDs; in the Dilemma method different values and 
norms from both MCD participants and stakeholders in 
the specific case at hand are made explicit [17]. Addi-
tionally, previous research [14] shows that participants 
in MCDs experience developing ethical competence and 
become more secure in handling moral difficulties, which 
is similar to the domain “Improved reflexivity” in this 
study.

Four out of five items in the domain “Enhanced col-
laboration” belonged to the top ten outcomes. This can 
indicate that HCPs see an opportunity for teamwork 
improvement in the sense of more open communication 
and enhanced mutual respect and understanding. Since 
communication and time for interaction are important 
for enhanced collaboration [24], there is a great chance 

of improving collaboration and teamwork through 
MCDs. Indeed, research has shown that MCDs do in fact 
improve communication and stimulate critical reflection 
[25], as well as improve team cooperation [26]. However, 
there are several challenges to performing and partici-
pating in MCDs. Previous research of potential enablers 
and barriers for successful MCDs, at Swedish healthcare 
units, showed that current hierarchal structures, pres-
ent at healthcare units, contribute to difficulties in inter-
professional interactions during MCDs [18]. Even if the 
hierarchal structures are considered to be of low degree, 
it might prevent the development of mutual respect by 
inducing negative attitudes and making it difficult for 
people to understand the perspective of another person, 
which then can hinder the outcomes that our current 
respondents see as important [24]. In the end this might 
prevent enhanced collaboration.

It has been shown that lack of motivation to interact 
as well as certain attitudes are barriers to collaboration 
[27], factors that might be present at healthcare units 
which cannot be influenced solely through MCDs. In 
order to circumvent and/or change some of these exist-
ing circumstances in MCDs, and in order to increase the 
chance of realizing the top ten MCD outcomes as pre-
sented in this study, the facilitator needs to create a well-
functioning climate and dialogue to enable enhanced 
collaboration. Haan et al. [28] concluded that the most 
important enabling factor appeared to be the facilita-
tor in the MCDs. For a facilitator to be able to achieve 

Table 10 Significant differences between centres reported using P-values
Domain Outcome (N = 181) Centre

A vs. all other B vs. all other
Enhanced collaboration 8. Better mutual understanding of each other’s reasoning and acting < 0.001 0.024

24. Enhances mutual respect among co-workers 0.001 0.029

14. Greater opportunity for everyone to have their say 0.038

22. I and my co-workers manage disagreements more constructively 0.009

Enhanced emotional support 4. Enables me to better manage stress caused by EDS† 0.001

7. I feel more secure to express doubts or uncertainty regarding EDS† 0.004 0.002

18. Increases awareness of my own emotions 0.002

19. Strengthens my self-confidence to handle EDS† 0.017 0.005

Improved reflexivity 1. Develops my skills to analyse EDS† < 0.001

9. I see the EDS† from different perspectives 0.003 0.003

11. Increases my awareness of the complexity of EDS† 0.032

12. Enhances my understanding of ethical theories 0.024

Concrete results 13. Enables me and my co-workers to decide on concrete actions 0.038

16. Find more course of actions 0.001

3. Consensus is gained among co-workers when handling EDS† 0.002

Impact on organizational level 10. I and my co-workers become more aware of recurring EDS† 0.011

21. I and my co-workers examine existing practice/policies more critically 0.039

Improved moral attitude 23. I gain more clarity about my own responsibility in EDS† 0.010 0.005

25. I become aware of my own preconceived notions 0.035 < 0.001

26. I understand better what it means to be a good professional 0.004 0.006

6. Gives me more courage to express my ethical standpoint in EDS† 0.006 0.020
†EDS: Ethically difficult situations
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a well-functioning climate and dialogue, high demands 
are placed on the facilitator’s education; the education 
must serve to improve the facilitator’s knowledge of 
group dynamics and leadership. If these demands are not 
met, already existing tensions between professions might 
evolve [28] and the chances of fulfilling the important 
MCD outcomes decrease.

The outcome with the lowest mean was understanding 
of ethical theories. One potential reason for this might be 
that the HCPs already feel that they have enough knowl-
edge in this area, but it might also indicate that, in the 
eyes of the respondents, learning about theories does not 
necessarily contribute to actual handling of ethical issues 
in practice. In the core of dialogical methods, such as 
MCDs, the assumption is that ethical reasoning begins 
with experience from practice and the clinical case, 
rather than theories [13, 29].

There are distinct differences in how nursing assistants 
and registered nurses on the one hand, and physicians on 
the other, rate the outcomes. This is in accordance with 
the study made in the Netherlands [23], where physi-
cians also rated outcomes the lowest. The fact that nurs-
ing assistants and/or registered nurses rate all outcomes, 
except for two, higher than physicians in this study 
might indicate that they are in a greater need of a forum 
for handling ethical issues than physicians. Previous 
research [6] discussed how physicians had routines for 
discussing ethical issues together with their physician-
colleagues more regularly than other professions, which 
might contribute to their somewhat smaller expectations 
and less positive attitude for MCDs in the multi-profes-
sional setting. This is also important because a review of 
the impact of MCDs on healthcare settings [28] showed 
that the attitudes of participants and their willingness 
to deliberate were important in order for MCDs to be 
successful.

Despite professional differences in ratings, there is an 
agreement among the three professions as to what out-
comes of MCDs are the most important and thus should 
be aimed for. As we have discussed above, the Dilemma 
method includes a step to make practical plans for 
actions. If this step is performed, the outcome “Enables 
my co-workers and me to decide on concrete actions” is 
likely to be achieved. However, this step is one of the last 
in the method and as HCPs often are facing time pressure 
[18] there is a risk that there is not enough time for this 
step during MCDs. Also, previous research has shown 
that nurses want to find solutions to the issues discussed 
[30] and the results from the present study confirm that 
the timing of the MCDs needs to be planned so that there 
is enough time to reach this important outcome.

In the present study, women tended to rate outcomes 
higher than men, something also present in the Dutch 
investigation [23]. Thus, further analyses based on sex 

and profession were made. No significant differences 
were found within the group of physicians who were 
divided equally between the sexes. In the group of nurs-
ing assistants, there was a difference in one item, but 
this group consisted of very few men. When comparing 
women and men among registered nurses, multiple sig-
nificant differences appeared, for example “Strengthens 
my self-confidence to handle ethically difficult situations” 
and “Develops my skills in analysing ethically difficult sit-
uations”. Thus, it might be suggested that the differences 
between the sexes in the whole group depended on the 
differences in the group of registered nurses. Addition-
ally, the number of men among registered nurses was 
small, making the division of sexes within the group not 
evenly distributed, as with the nursing assistants, which 
indicates that further research is needed to make any 
final conclusions regarding differences associated with 
sex.

Nursing assistants and registered nurses rated higher 
than physicians on 22 of the 26 items. Items about cour-
age in expressing one’s ethical standpoint and the pos-
sibility to share difficult emotions and thoughts, were 
among these. The first outcome could be due to the hier-
archy which has been previously discussed. As the final 
medical decision always lies with the attending physician 
[18], it is possible that physicians express their ethical 
standpoint more often than nursing assistants and reg-
istered nurses. Regarding the second outcome, previous 
research has shown that the professions working closer 
to the patient often experience a greater amount of moral 
distress [31], thus it is likely that nursing assistants and 
registered nurses also experience a greater amount of 
difficult feelings and therefore have a greater need to 
deliberate emotions and thoughts than physicians. As 
it is often the nursing assistants and registered nurses 
who perform care based on the physician’s treatment 
decisions, they also have to deal with the patient’s reac-
tions and the consequences of these decisions. Handling 
these reactions and the powerlessness of not being the 
decision-maker might also be a reason why they have a 
greater need for deliberation in this respect.

The results of this study show that there also were dif-
ferences in perceptions of important outcomes between 
centres. The centre with lower expectations was also one 
of the centres where several HCPs had previous experi-
ences of participating in MCDs. This is in line with the 
results of the whole group that those with previous expe-
riences of MCDs rated lower than those without experi-
ence. This could possibly be explained by more realistic 
expectations and demonstrate the importance of asking 
for a previous MCD experience, which was noted in the 
Dutch study using the same instrument [23].
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Strengths and limitations
A strength with this study was that all six Paediatric 
Oncology Centres in Sweden participated. The response 
rate (67%) could be considered as quite high because 
research within this subject has a tendency to have low 
response rates [32] and previous research suggested that 
an average of 48.4% with a standard deviation of 20% 
should be used as a norm [33].

Even though the questionnaire had a short descrip-
tion of what MCDs implied, it is difficult to determine 
how easy it was for the HCPs to understand what MCD 
means in order to rate the outcomes before participation 
in MCDs. This could be further elaborated on through 
interviews. Furthermore, there is now a new version of 
the instrument (Euro-MCD 2.0) that has been modi-
fied by the original research-group. This Euro-MCD 2.0 
Instrument omitted questions of perceived importance 
and instead focussed on the current situation regarding 
the outcomes, for example “We openly express our view-
points…” [23].

A limitation of the study was that professions (for 
example social workers, play-therapists), other than 
nursing assistants, registered nurses, and physicians, only 
represented 4% of the total group. Hence, even though 
their answers could be used in the analysis of the whole 
group, no analysis could be performed on their answers 
separately. The low participation of physicians compared 
to nursing assistants and registered nurses was also a 
limitation when making statistical comparisons. How-
ever, this division, with more registered nurses and nurs-
ing assistants than physicians, is in accordance with the 
composition of professions in Swedish healthcare. Dur-
ing a day shift one unit might have 5 registered nurses, 5 
nursing assistants and 2 physician working together, for 
example.

Differences between sexes within the professions were 
difficult to value because men only accounted for about 
10% of registered nurses and nursing assistants. Within 
the group of physicians, it was equal between women and 
men which help to achieve to more reliable results. This 
finding has not been demonstrated before.

Conclusion
MCDs aims to help HCPs deal with ethical issues and 
this research has demonstrated that, according to HCPs, 
the most important outcomes of MCDs are related to 
enhanced collaboration, concrete actions, reflexivity, and 
emotional support. Thus, managers, educators, clinical 
ethics support staff, facilitators and participants could 
focus on these outcomes to better fit with preferences 
of MCD participants in Swedish paediatric oncology. 
Interestingly, there are differences between professions 
and centres in terms of the average rating of outcomes. 
Physicians tend to rate outcomes somewhat lower, but 

professionals share perceptions of which outcomes are 
most important to achieve, the same applies for the dif-
ferences between centres. The results of this investigation 
will be important when implementing, performing, and 
evaluating MCDs in paediatric oncology organizations, 
as well as when performing continued research using the 
same instrument.
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