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Introduction
Obstetrics and gynecology residents who have to cope with

difficult patient encounters struggle to prevent the disinte-

gration of the therapeutic relationship and the accompanying

feelings of moral distress. Moral distress, often cited in nursing

literature, has not been adequately explored in graduate

medical education and physician practice. ‘‘[M]oral distress is

[defined as] when one knows the right thing to do, but

institutional constraints make it nearly impossible to pursue

the right course of action.’’1 Moral distress after clinical

encounters, along with moral dilemmas, has been implicated

in emotional distress, unsafe or poor-quality patient care,

reduced job satisfaction, and attrition in nursing.2–6

An extensive literature identifies the ‘‘difficult’’ patient

and common characteristics and behaviors that compro-

mise the therapeutic relationship, such as social class,

occupation or employment status, appearance, age,

cleanliness, and attire.7–11 Previous studies confirm the

characterizations of difficult patients and, more broadly,

difficult clinical encounters. However, there is a gap in the

literature identifying moral distress among residents and its

recognition and alleviation in residency education.

We examined how residents characterize difficult

clinical encounters, the emotional responses to these

encounters, and how judgments about patients are formu-

lated, confirmed, or modified. By delving into what

residents thought and felt about difficult clinical encoun-

ters, we identified that moral distress is correlated to

unresolved situations or issues within those encounters.

Finally, we recommend how residency education can

provide obstetrics-gynecology residents with the tools to

understand and resolve difficult encounters, ultimately

alleviating their moral distress.
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Abstract

Background Obstetrics and gynecology residents face
difficult clinical situations and decisions that challenge
their moral concepts.

Objective We examined how moral and nonmoral
judgments about patients are formulated, confirmed, or
modified and how moral distress may be alleviated
among obstetrics-gynecology residents.

Methods Three focus groups, guided by open-ended
interview questions, were conducted with 31 obstetrics-
gynecology residents from 3 academic medical
institutions in northeast Ohio. Each focus group
contained 7 to 14 participants and was recorded. Two
investigators independently coded and thematically
analyzed the transcribed data.

Results Our participants struggled with 3 types of
patients perceived as difficult: (1) patients with chronic

pain, including patients who abuse narcotics; (2)
demanding and entitled patients; and (3) irresponsible
patients. Difficult clinical encounters with such patients
contribute to unalleviated moral distress for residents and
negative, and often inaccurate, judgment made about
patients. The residents reported that they were able to
prevent stigmatizing judgments about patients by
keeping an open mind or recognizing the particular needs
of patients, but they still felt unresolved moral distress.

Conclusions Moral distress that is not addressed in
residency education may contribute to career
dissatisfaction and ineffective patient care. We
recommend education and research on pedagogical
approaches in residency education in a model that
emphasizes ethics and professional identity
development as well as the recognition and alleviation
of moral distress.
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Methods

The authors developed open-ended focus group questions

after conducting an extensive literature review about moral

distress, difficult patient encounters, and gaps in obstetrics-

gynecology resident education. One of the authors (J.A.)

teaches in the residency programs at 2 of the 3 hospitals

and regularly conducts clinical ethics consults (during

which moral distress is often expressed by providers),

serves as a member of an ethics committee, and is known to

some of the residents who participated in this study. The

authors facilitated 3 focus groups with 31 obstetrics-

gynecology residents from 2 urban programs and 1 rural

program. All are community-based, focusing on the care of

underserved populations. Participants were invited via e-

mail and in-person meetings. With the exception of postcall

residents, nearly all of the residents from the 3 programs

participated. Residents were diverse in level of training,

sex, and race/ethnicity. Focus groups had 7 to 14

participants (a total of 23 women and 8 men) and were

conducted in a private setting. Focus groups lasted up to 60

minutes. Beyond the sex of participants, no other demo-

graphic information was recorded to protect their confi-

dentiality and the residency program in which they train.

Participants were asked questions designed to encourage

the expression of beliefs, feelings, and experiences sur-

rounding difficult patient encounters, moral distress, and

the process of making moral and nonmoral judgments.

Digital recordings of the focus groups were transcribed

verbatim by the second author and qualitatively evaluated

using thematic analysis to determine repetitive themes

emerging from residents’ quotes.12,13 Transcripts identified

individuals by a number and their sex to keep track of

individual and collective comments. Consistent with

standard qualitative, thematic analysis, the authors inde-

pendently coded transcripts to ensure reliability and met

several times to compare major themes emerging from the

data. Codes were interpreted and combined into over-

arching themes based on frequency and their relation-

ships.14 There were no coding discrepancies. Qualrus

software (Idea Works) was used to organize and combine

codes for purposes of thematic analysis.

The study was approved by the institutional review

boards of Northeast Ohio Medical University, Aultman

Hospital, Akron City Hospital Summa Health System, and

Akron General Medical Center.

Results

Residents were asked to describe occasions when they

experienced difficult encounters. From this, 3 themes

without discrete boundaries emerged: (1) patients with

chronic pain, including users of narcotics; (2) entitled

patients or those making seemingly unreasonable demands;

and (3) irresponsible patients. In describing these encoun-

ters, residents discussed their emotional responses to

difficult patients, the moral distress they feel and need to

alleviate, and their ability to redirect or alter negative

judgments to avoid a negative effect on patient care.

The emerging themes with supporting quotes are

found in the T A B L E.

Difficult Patient Encounters

All 3 focus groups identified chronic pain patients,

including narcotic abusers, as difficult and reported that

they struggle to make clinical and moral decisions in

providing care because they do not know ‘‘what it is like to

be in pain, or addicted to narcotics.’’ They also struggled

with their ability to ‘‘still take care of the patient without

harming them.’’ Residents from each group explained their

caution in believing patients’ level of pain and their

intentions with prescribed medication. One resident refused

to prescribe pain medications for a patient who she

suspected was ‘‘not in need,’’ and subsequently was told she

was a ‘‘bad doctor.’’

Related to this theme are patients who are demanding

or entitled, often also because they want pain medications.

According to the residents, these patients become de-

manding by dictating what their health care providers

should or should not provide. One resident commented:

‘‘I had a patient . . . [who] actually tried to use her

kids to try and get what she wanted, which was

clearly pain medication and excuses to not work,

and her justification was her kids were going to

lose their insurance.’’

Residents reported that they felt frustrated when

entitled patients have access to and abuse resources

such as government aid. Residents described the misuse

or misappropriation of resources, especially the use of

What was known

Moral distress after clinical encounters can contribute to unsafe or poor-
quality patient care and reduced job satisfaction.

What is new

Focus groups with obstetrics-gynecology residents confirm presence of
moral distress, originating from the difficult clinical encounters and
moral dilemmas that are regularly experienced.

Limitations

Small sample size limits generalizability.

Bottom line

Educators should recognize moral distress in residents to promote
improved resident well-being and professional development.
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emergency services for nonemergency patients, or requests

for forms of treatment the residents viewed as being ill-

advised from a medical or long-term health perspective as a

source of distress. They reported feeling disappointed and

frustrated over the incongruent values and goals within the

therapeutic relationship, their perception of injustice in the

health care system, and their perceived inability to resolve

these problems.

A third theme emerged around irresponsible patients,

defined as patients whose lifestyle choices or social and

economic status contributes to their poor health (eg,

patients who are obese, smoke, or are uninsured and

patients whose therapies have been unsuccessful or have

been terminated because of their resistance to medical

advice. One resident commented: ‘‘[Some patients] are

irresponsible . . . they’re either seen by us because they are

poor and they can’t get insurance—and we’ll see anybody

and provide them with financial assistance—or no one else

in the community will see them.’’

Other types of irresponsible patients include young and

naı̈ve pregnant patients. Residents perceived this subgroup

to lack a sense of duty to their baby and/or a lack of taking

responsibility for contraception.

Emotional Responses and Moral Distress

In discussing difficult clinical encounters, residents ex-

pressed a range of emotions, including frustration, anger,

and empathy. Most notably, they expressed moral distress

T A B L E Themes and Responses

Emerging Themes Examples of Resident Responses

Difficult Clinical Encounters

Chronic pain patients ‘‘I think chronic narcotic abusers are really, really tough for us to deal with only because we need to treat pain effectively, and
pain is just such a subjective feeling that you can’t really monitor efficiently.’’

Demanding and entitled
patients

‘‘[Caring for entitled patients who misuse the system is] frustrating too because we’re trying our best to not misuse the health
care system; I mean we’re really trying our best . . . to use it appropriately because there are people who need the squad and there
are people who need the emergency room.’’

Irresponsible patients ‘‘And the patients say, ‘I want to have an abortion but if I do, I lose my rent for my 3 bedroom apartment, so I’m going to keep
this pregnancy for the next several months and then once I have it, then we’ll figure it out.’ And it’s very hard for us
[residents] to deal with and not get angry every time we see that patient and not want to choke them.’’

Emotional responses to
difficult clinical encounters

‘‘I find a lot of empathy for the baby . . . this is an infant person coming into the world, and you’re trying to do the best to
make sure that mom gets the best care and baby, but you can only take it so far because once they leave out that door, it’s
out of your control, and you’re sending them away probably helpless and into a bad situation you can’t do anything about.’’

Moral Distress

Mom versus baby ‘‘I had a patient who [was a] . . . drug abuser—heroin, cocaine, you know all this stuff—and I think it was her fifth pregnancy,
and she came at 38 weeks, and I was scared to let her go really because she may come back with a dead baby, so we ended
up sectioning her.’’

Family planning ‘‘[W]e really try to get our patients to be on birth control, and I think [it’s] so disheartening . . . the younger girls had so many
pregnancies already and . . . you can’t get them to either agree to anything or you can’t get them to comply.’’

Surgical interventions ‘‘I mean it was pretty dramatic when you have to hog tie a patient while they’re screaming and do a C-section . . . it’s kind of
weird; like, how many people have ever done that? But it’s got to be pretty exhausting to do that, and now we’re not really
allowed to do anything like that cause moms have the right to die, and moms have the right to let their babies die, and . . .
it’s very hard for us to just sit there and just watch that.’’

‘‘[W]e’ll get the patient who . . . just needs her tubes tied, and I can’t wait till she turns 21 when she can get her tubes tied,
but morally, you know . . . [a] lot of tubals are regretted later on, and people do change their lives.’’

Making Judgments

Initial judgments ‘‘[W]e try to walk in the room with an open mind . . . I don’t think any of us can say that we don’t look at the board [triage
board of patient names and complaints] before we go to see that patient and already develop some sort of idea.’’

Confirming or modifying
judgments

‘‘I think if you just listen to the patient and try to be open-minded from the beginning . . . I gave [one patient] . . . a simple sheet
of paper that said . . . basic things that you can take when you’re pregnant, and you would have thought I gave her gold; I mean
they left feeling like I had given them the best service . . . and that really changed my judgment, . . .‘Oh yeah, this person didn’t
need to come in,’ but I mean it really was just the fact that she has had no prenatal care, was looking for somewhere to go.’’

‘‘[T]he more we talked, she told me that her mom was basically drug addicted and was dating a pimp . . . someone came into
her house and shot her mom’s boyfriend . . . right in front of her when she was 5, and she was molested by her uncle and like
500 other things, and I found myself feeling really guilty that she was there for Subutex . . . good for her trying to get off
heroin.’’

Resnapping ‘‘It’s very hard and very emotional for me definitely to turn off that and have a happy face after I just delivered a dead baby
that’s 24 weeks . . . it’s very hard to click and turn it off and not be incredibly resentful.’’
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and the unnerving emotional battle within themselves. One

resident stated, ‘‘It’s like this constant . . . tug-of-war, and

. . . I feel like medicine wasn’t set out to be like that.’’ Our

participants expressed conflict over what is morally and

clinically right, especially surrounding 4 particular themes:

whom to care for (mom or baby), family planning,

miscarriages, and surgical interventions.

The residents felt moral distress when expecting parents

failed to change unhealthy behaviors or to adhere to

recommendations and treatment; they felt torn regarding

where their obligations are—the mother or the baby—and

caring for both seems unattainable to them. One resident

explained, ‘‘[M]orally you . . . want to help the baby. And,

you know it’s distressing to you because you can’t.’’ Moral

distress emerged when residents perceived they were

carrying the burden for people who did not take

responsibility for their own health or that of their child.

Family planning also contributes to the moral distress

of residents. Specifically, residents reported feeling con-

flicted in preserving reproductive freedoms for some

patients (eg, chronic drug abusers). Other encounters that

lead to moral distress involved young adult patients

requesting tubal ligation as birth control. Residents felt

morally conflicted having to comply with such requests as

they do not want to cause unnecessary future harm to their

patients (ie, taking away patients’ ability to have children in

the future) based on the assumption that patients will

change their minds.

Modifying Judgments and ‘‘Resnapping’’

Some residents reported how judgments about patients

(acquired from triage lists, nurses, and other health care

providers) are confirmed or modified through additional

interactions and how further interactions prompted by

patients’ clinical needs often change their own negative

perceptions of their difficult patients. Other residents

explained how their judgments are modified after shocking

encounters. A resident recalls walking into the room of a

patient who was a heroin user: ‘‘She literally looked like the

girl that you would see in the farm in Iowa milking a cow,

and I actually walked out of the room, and I was [thinking]

‘I’m in the wrong room,’ and then went back in.’’

Such shocking encounters enabled many residents to

recognize how judgments made about patients’ appear-

ances and behaviors can be inaccurate and affect the

quality of their care.

Participants also commented on a conscious effort to

‘‘snap/resnap’’ or ‘‘click on/off’’ their emotional responses

and judgments about patients. This was reported as

something different from the effort to confirm or modify

their judgments, and it involved more patient interaction

and reflection. Residents indicated that this type of thought

process prompted them to continue care for patients

without eliciting further emotions or solidifying judgments

during the actual encounter. Some residents explained how

they talk themselves out of judging or feeling negative

emotions by ‘‘resnapping . . . back into things’’ or

‘‘snapping out’’ of a particular mindset, thus preventing the

formation, confirmation, or modification of judgments

about patients and situations. This snap/resnap concept

was revealed in this study by several residents as a way to

prevent feelings from affecting their professional responsi-

bilities.

Despite the ability of some residents to click their

emotions on and off, participants indicated a need to

alleviate moral distress and commented on the buildup of

emotions that accompanies caring for difficult patients and

related moral dilemmas that often go unresolved. Crying,

using humor, talking to colleagues and mentors, and

establishing healthy boundaries between themselves and

patients were reported as techniques to alleviate feelings of

moral distress. Residents indicated that their participation

in our study was useful because of the shared learning

prompted by the discussions.

Discussion

We gained insight into the attitudes and feelings of

obstetrics-gynecology residents who care for difficult

patients, the development and alteration of judgments, the

presence of moral distress (often as a result of conflicting

judgments), and the need to alleviate this distress.

Participants recognized the importance, and occasional

inaccuracy, of their judgments, especially when placing

patients into categories, although categorization of patients

often may be essential to making an accurate differential

diagnosis. Some participants perceived that they were

forced to be detectives to determine the legitimacy of

patients’ complaints rather than critically thinking about

diagnoses and treatment, especially for patients seeking

pain medications.

A related role is that of gatekeeper. Participants felt that

they are the institution’s gatekeepers by determining the

needs of patients and allocating resources based on those

needs. They reported a perception that there was a lack of

an objective system, particularly in managing and distrib-

uting resources to chronic pain patients. Specifically,

participants indicated that they were concerned that

incorrect interpretations of patients’ pain may result

in avoidable harm, such as suffering. Furthermore,

regulations on narcotics put pressure on residents to reduce

their prescriptions and compelled them to analyze the

validity of their patients’ claims. Residents noted that, as a

consequence, some patients in genuine pain may not receive
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medication. Residents indicated that if they do not address

the reported pain, their role as caregiver may not be

legitimized. This lack of legitimization can lead to moral

distress.15 Lack of legitimization appears to contribute to

residents’ categorization of a patient as ‘‘difficult.’’ When

residents have trouble accurately characterizing their

patients, they have trouble deciphering what symptoms are

legitimate. Treating patients becomes arduous and may

prohibit residents from fulfilling the primary role of

caregiver, forcing them to assume secondary roles of

‘‘detective’’ or ‘‘gatekeeper.’’

Residents have developed ways to manage these

difficult patient encounters. Participants described a

process termed ‘‘resnapping,’’ a conscious effort to separate

emotional responses from the clinical encounter and

prevent initial moral and nonmoral judgments from

developing into permanent judgments and categorizations

of patients. Despite this cognitive process, moral distress is

prevalent among obstetrics-gynecology residents.

To reduce moral distress and legitimize residents as

medical professionals, enhancing education in the princi-

ples of ethics may be beneficial, along with education to

guide residents to become more aware of their thought

processes (ie, resnapping), to better equip them to work

through difficult ethical problems and contribute to

dialogue as members of the clinical team.

There is a need to provide opportunities for residents to

discuss their moral distress as a step toward alleviating

negative feelings that may affect patient care. Although

education in ethics is provided in many programs,

education specifically focusing on moral distress and the

impact of difficult clinical encounters requires further study

and development.

We recommend that education focusing on narrative

ethics should be studied for its effectiveness in alleviating

moral distress and its impact on patient care. An

intervention using narrative ethics could teach residents

how to work through difficult patient encounters using

patient stories, providing them with tools to guide decision

making and reflection. In contrast to education in

traditional ethical principles, narrative ethics recognizes the

uniqueness of each clinical encounter and prompts physi-

cians to justify their decisions and actions based on the

individual life story or the stories of patients ‘‘to open up

dialogue, challenge received views and norms, and explore

tensions between individual and shared meanings.’’16

Narrative ethics education may include the use of

written short stories and reflective discussions as well

discussion of difficult encounters. A reflective session,

facilitated by an experienced health care professional,

medical humanities scholar, and/or ethicist, can serve as a

forum for residents who have identified difficult clinical

encounter(s) and may have unresolved feelings and

moral distress. By providing this facilitated educational

experience where beliefs, feelings, and attitudes are

explored, based on the literary elements of the stories being

read, told, and openly discussed by the residents, individ-

uals learn about themselves in relation to their patients and

others and begin to understand the origins of their

frustrations, biases, and moral distress. Despite the

similarities in storytelling and the emotional impact of

stories, the reflective sessions are for residents only and are

different from an open forum for all health

care professionals, like the Schwartz Center rounds

(www.theschwartzcenter.org).

In addition, formal education about moral distress

(what it is, its effects on the self and others, how to alleviate

it) should be part of the curriculum. This would allow

residents to identify and alleviate their moral distress while

improving team-based critical thinking and solidarity.

The limitations of this study include its small sample of

27 residents in 3 programs, limiting generalizability.

Additional limitations include the potential lack of

participants’ familiarity with the terms in the interview

questions (eg, moral distress, stigma).

Our findings suggest that ethics education for residents

can be enhanced by integrating narrative ethics. Future

research is needed to study the effectiveness of these

pedagogical strategies in relation to moral distress.

Conclusion

Moral distress is present among obstetrics-gynecology

residents, and it originates from difficult clinical encounters

and moral dilemmas that are regularly experienced. Resi-

dents identified several coping mechanisms to manage their

distress, including the technique of resnapping. The findings

of this study are important to practitioners and educators, as

they suggest the presence of moral distress that is not fully

addressed in residency education. Educators should recog-

nize moral distress in residents to promote improved resident

well-being and professional development and to prevent

damaging categorization of patients, inaccurate judgments,

and a negative effect on the quality of care.
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