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Abstract	
Troubling	trends	of	depression,	burnout,	and	declines	 in	empathy	have	been	demonstrated	amongst	residents.	 I	
argue	that	while	 interventions	 in	medical	education	are	helpful,	a	new	perspective	on	the	 issue	requires	a	more	
fundamental	understanding	of	this	problem.	Rather	than	training	physicians	to	act	 in	certain	ways,	we	must	first	
recognize	that	physicians	are	first	and	foremost	people.	This	core	principle	forms	the	basis	of	the	framework	that	
educators	 can	 use	 to	 help	 learners.	 Five	 areas	 of	 humanity	 with	 implications	 for	 physicians	 are	 discussed:	 1)	
Physicians	and	patients	share	their	humanity;	2)	People	are	self-integrated	in	both	personal	and	professional	lives;	
3)	People	are	dynamic,	thoughtful,	and	emotional;	4)	People	are	finite;	and	5)	People	are	moral	beings.		Recognizing	
these	 can	mitigate	 various	 factors	 contributing	 to	 current	 struggles.	 	 I	 also	 discuss	 practical	 implications	 of	 this	
framework	to	help	residents	flourish.	

	

As	the	medical	world	evolves	and	trainees	rely	more	
heavily	 on	 technical	 instruments	 and	 an	 ever	
increasing	 knowledge	 base,	 unique	 challenges	 are	
presented	to	the	newest	ranks	of	physicians.	 	There	
are	troubling	trends	in	depression	and	burnout.1-8	The	
prevalence	 of	 depression/depressive	 symptoms	 is	
estimated	to	be	close	to	29%	in	residents1	and	27%	in	
medical	 students.6	 	 Other	 studies	 have	 highlighted	
concerns	with	anxiety	and	psychological	distress.8-10	
Empathy	has	also	been	in	decline,	a	trend	that	is	often	

most	 notable	 during	 clinical	 training	 years	 and	
recognized	by	learners	themselves.11-17	While	there	is	
helpful	research	surrounding	empathy	interventions,	
such	 as	 communication	 skills	 training18-20	 or	
mindfulness-based	 stress	 reduction	 training,21-24	 the	
empathy	 concerns	 persist.	 I	 propose	 a	 conceptual	
shift	 in	 understanding	 the	 cause	 of	 these	 issues.	
Educators	must	first	grasp	that	physicians	experience	
these	problems,	not	ultimately	as	physicians,	but	as	
people.	 Reframing	 the	 issue	 this	 way	 allows	 us	 to	
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address	the	deeper	level	of	conflict	between	clinical	
medicine	and	human	needs,	which	provides	a	more	
robust	 and	 informed	 framework	 for	 further	 skills	
training.				

The	 heavy	 pressures	 of	 the	 clinical	 setting	 can	 lead	
learners	to	ignore	their	humanity.	As	learners	neglect	
their	humanity	 throughout	 training,	 the	 first	 step	 in	
supporting	them	is	to	help	them	remember	that	they	
are	human,	not	to	tell	them	to	act	more	human.	This	
is	 the	 basis	 of	 the	 framework	 of	 the	 physician	 as	
person:	Everyone	must	 live	and	work	within	natural	
human	 constraints	 to	 function	 well	 as	 people.	
Educators	must	first	become	aware	and	convinced	of	
this	 central	 ideological	 paradigm.	Only	 then	 can	we	
develop	a	practice	methodology	that	is	conducive	to	
learners	 flourishing.	 I	 propose	 five	 elements	 to	
consider	in	this	preliminary	framework	to	encourage	
holistic	medical	practice.				

First,	 people	 are	 people,	 whether	 physician	 or	
patient.	 Encounters	 with	 patients	 occur	 primarily	
between	two	people.	Secondarily,	they	hold	the	roles	
of	 doctor	 and	 patient.	 The	 biopsychosocial	 model	
applies	 to	 patients	 and	 physicians.	 Physicians	 that	
have	braved	illnesses	themselves	know	this	well.25,26	
Coming	alongside	patients	 is	not	simply	a	matter	of	
adopting	 their	 perspectives	 but	 also	 identifying	 the	
possibility	 of	 them	 in	 ourselves.	 	 Treating	 the	
physician	as	person	facilitates	treating	the	patient	as	
person.	 	 Recognizing	 humanity	 in	 us	 all	 is	 the	
foundation	of	the	framework.	

Second,	 people	 are	 self-integrated.	 This	 means	
everyone	 has	 interconnected	 personal	 and	
professional	 lives	 that	 cannot	 artificially	 be	
separated.	Physicians	tacitly	acknowledge	this	when	
they	 encourage	 attention	 to	 self-care,27-30	 as	
unhealthy	people	are	unable	to	be	strong	physicians.		
This	 is	 reflected	 similarly	 in	 the	 understanding	 that	
personal	 crises,	 such	 as	 the	 death	 of	 loved	 ones,	
impact	professional	life	and	may	warrant	a	period	of	
rest.	 	A	physician	who	 is	caring	 in	both	professional	
and	 personal	 contexts	 is	 more	 humane	 and	
emotionally	healthy	than	one	who	only	cares	at	work	
or	at	home.	Self-integration	is	basic	to	healthy	human	
nature.		

In	 contrast,	 self-compartmentalization	 and	
detachment	 can	be	harmful.	 In	 one	 example,	when	
facing	conflicting	reactions	towards	the	struggles	of	a	
fellow	 colleague,	 residents	 compartmentalized	

personal	 reactions,	 which	 included	 empathy	 and	
compassion,	away	from	professional	reactions,	which	
focused	on	duty,	training	expectations,	and	becoming	
professional.31	 Compartmentalization	 as	 a	
mechanism	 to	 cope	 with	 negative	 experiences	 has	
been	 associated	 with	 being	 emotionally	 labile,	
unstable	low	self-esteem,	negative	mood,	and	higher	
anxiety.32-35	 Heavy	 experiences	 are	 a	 reality	 in	
medicine,	 but	 rather	 than	 having	 learners	 suppress	
their	 human	 side,	 which	 can	 lead	 to	 callousness,	
educators	must	constructively	seek	ways	to	alleviate	
moral	and	existential	burdens.	While	it	is	possible	for	
a	person	to	switch	gears	in	different	settings,	to	fully	
fragment	 the	 self	 into	 a	 personal-professional	
dichotomy	is	inconsistent	with	the	enduring	self	that	
exists	across	all	situations.	

Third,	 people	 are	 dynamic,	 thinking	 and	 emotional	
beings.	 Narrative	 medicine	 and	 critical	 reflection	
amongst	learners	recognizes	this.36,37	Educators	were	
able	 to	 encourage	 being	 reflective	 after	 they	
recognized	 that	 people	 by	 nature	 are	 reflective	 to	
various	degrees.	Physicians	are	not	automatons	that	
dictate	options	for	patients	and	execute	functions.38	
Physicians	who	 reflect	 on	 their	 own	 difficult	 health	
experiences	may	 also	 develop	 greater	 empathy.25,26	
Similarly,	patients	at	their	most	vulnerable	moments	
also	 want	 personal	 engagement,	 interaction,	 and	
compassion.39	 Encouraging	 such	 vitality	 and	
engagement	is	a	core	element	of	humanistic	medicine	
and	the	relational	nature	of	empathy.40	

Fourth,	people	are	finite.	They	make	mistakes	and	are	
unable	to	do	everything:	this	is	basic	to	humanity.	If	
educators	can	recognize	this	not	only	in	theory	but	in	
praxis,	we	can	change	the	current	culture	of	fictitious	
flawlessness.	 Some	 pressures	 are	 unavoidable	 and	
perhaps	 even	 conducive	 to	 healthy	 learning,	 but	
others	based	on	unrealistic	expectations	are	harmful	
at	 both	 an	 individual	 and	 collective	 level.	 Criticisms	
without	 plausible	 solutions	 and	 strained	 team	
dynamics	may	 result.	Mentors	 and	hidden	 curricula	
play	a	major	role	in	either	promoting	or	demoting	this	
mindset.41-43	 Recognizing	 finitude	 will	 shift	 the	
perception	 of	 professional	 demands,	 relieving	
aforementioned	 factors	 related	 to	 poor	 mental	
health.		

Fifth,	people	are	moral	beings.	 	Physicians	generally	
act	with	the	moral	goal	of	promoting	what	they	value:	
health.	 When	 they	 discourage	 smoking,	 they	 are	
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making	 a	 moral	 judgment	 (e.g.,	 it	 is	 good	 not	 to	
smoke).	All	people	have	and	act	according	 to	moral	
intuitions,	 whether	 it	 is	 for	 altruistic	 or	 selfish	
purposes	 (or	 both).44	 Rather	 than	 attempting	 to	
suppress	 these	 intuitions,	 which	 can	 lead	 to	 moral	
distress	and	division,45-47	educators	must	seek	ways	to	
build	bridges	across	differences	or	to	openly	debate	
the	ethical	validity	of	different	practices.48,49	It	is	not	
difficult	to	imagine	that	the	validity	of	selfishness	will	
quickly	 be	 rejected	 in	 an	 open	 forum,	 but	 other	
intuitions	 that	 seek	 to	 honour	 patients	 in	 different	
ways	may	need	to	be	further	debated.	One	pediatric	
intensivist	has	made	multiple	suggestions	to	address	
moral	 distress,	 including	 acknowledging	 that	 moral	
distress	occurs,	the	need	for	social	relationships,	and	
personal	time	off.50	A	grasp	of	human	nature	permits	
and	even	demands	moral	discourse.			

The	 development	 of	 relevant	 educational	
interventions	must	begin	within	a	framework	that	has	
a	 sound	 understanding	 of	 the	 human	 person.	 	 The	
aforementioned	interventions	show	promise	because	
they	are	built	on	a	holistic	understanding	of	people.	
Interventions	 that	 similarly	 increase	 learners’	
awareness	of	their	humanity	will	likely	be	beneficial.	
For	 example,	 interventions	 can	 include	 readings	
through	 literature	 that	 powerfully	 portrays	 the	
human	condition.	Specific	learner-driven	electives	to	
explore	 desired	 topics	 in	 health	 and	 humanities	
should	 also	 be	 considered.	 	 Interventions	 must	
remind	learners	they	are	people.	

There	 are,	 however,	 limitations	 to	 educational	
interventions.	 The	 physician	 as	 person	 framework	
recognizes	that	personhood	is	not	easily	reducible	to	
one	or	 two	qualities.	 This	 suggests	 that	 a	particular	
targeted	intervention	will	not	be	sufficient	to	produce	
whole	 scale	 change.	 Just	 as	personhood	 touches	all	
areas	of	our	lives,	so	must	interventions.	This	means	
constant	 exposure	 through	 ongoing	 discussion	
regarding	 human	 nature	 in	 medicine,	 including	
initiatives	 such	 as	 the	 International	 Doctor	 as	 a	
Humanist	Project,	and	not	a	few	educational	sessions.	
It	means	an	 ideological	shift	 in	the	very	people	that	
are	 educators	 away	 from	 prioritizing	 clear-cut	
interventions,	 and	 instead	 to	 embrace	 ubiquitous	
discussion	 and	 shifts	 in	 the	 hidden	 curriculum	 that	
may	 be	 difficult	 to	 quantify	 adequately.	 This	 may	
make	change	more	feasible,	as	fewer	resources	(e.g.,	
funds,	curricular	time)	need	to	be	allocated	to	specific	
programs.	Efforts	can	instead	begin	through	gradual	

changes	 in	 how	 educators	 conduct	 themselves	 to	
positively	influence	colleagues	and	learners	on	a	daily	
basis.	 Isolated	 educational	 interventions	 are	 not	
enough.	

This	framework	also	has	a	major	limitation:	it	is	only	
preliminary.	While	 the	 overarching	 framework	 is	 to	
emphasize	 that	 learners	must	 operate	 according	 to	
certain	basic	human	qualities	to	flourish,	the	number	
of	 qualities	 can	be	 expanded.	 Similarly,	 each	of	 the	
five	elements	mentioned	has	much	room	for	further	
expansion.			

Further	 research	 should	 target	 strong	 ideological	
foundations	 for	 work	 in	 medical	 education.	 This	
would	require	interdisciplinary	perspectives,	such	as	
that	of	philosophy,	to	further	probe	questions	in	basic	
human	 nature.	 It	 is	 difficult	 to	 directly	 import	 the	
empirical	 epistemological	 system	 of	 medical	
treatment	 into	 understanding	 the	 humanities	 and	
medicine	 without	 reassessing	 the	 underlying	
theoretical	presuppositions.	Thus	it	is	crucial	to	have	
a	comprehensive	theory	to	engage	ongoing	struggles	
for	medical	learners.			

Educators	 and	 learners	 must	 review	 how	 we	 see	
ourselves	 as	 people.	 The	 physician	 as	 person	
framework	is	simply	a	description	of	what	it	means	to	
be	 a	 human,	 and	 operating	 within	 it	 is	 to	 operate	
according	 to	 basic	 human	 nature.	 Only	 after	
recognizing	 this	 foundation	 and	 its	 implications	 of	
self-integration,	 finitude,	emotionality,	 and	morality	
can	downstream	 issues	of	depression,	burnout,	and	
empathy	 decline	 be	 adequately	 addressed.	 Today	
once	more	we	must	remember	that	the	physician	is	a	
person.		

	
Acknowledgments:	Thanks	to	Dr.	Michael	van	Manen	
for	comments	on	the	manuscript.		

Conflicts	of	interest:	The	author	declares	no	conflicts	
of	 interest	 and	 no	 external	 funding	 source	 for	 this	
study.	

	

References	
1. Mata	 DA,	 Ramos	 MA,	 Bansal	 N,	 et	 al.	 Prevalence	 of	

Depression	 and	 Depressive	 Symptoms	 Among	 Resident	
Physicians	A	Systematic	Review	and	Meta-analysis.	 JAMA.	
2015;314:2373-83.	



Canadian	Medical	Education	Journal	2017,	8(4)	

	 e95	

2. Block	L,	Wu	AW,	Feldman	L,	Yeh	HC,	Desai	 SV.	Residency	
schedule,	 burnout	 and	 patient	 care	 among	 first-year	
residents.	Postgrad	Med	J.	2013;89:1055.		

3. Campbell	 J,	 et	 al.	 Predictors	 of	 Persistent	 Burnout	 in	
Internal	 Medicine	 Residents:	 A	 prospective	 Cohort	
Study.	Acad	Med.	2010;85:1630–4.	

4. Wolfe	KK,	Unti	SM.	Critical	care	rotation	impact	on	pediatric	
resident	 mental	 health	 and	 burnout.	 BMC	 Med	 Educ.	
2017;17:181.		

5. Puthran	 R,	 Zhang	MWB,	 Tam	WW,	 Ho	 RC.	 Prevalence	 of	
depression	 amongst	 medical	 students:	 a	 meta-
analysis.	Med	Educ.	2016;50:456–68.	

6. Rotenstein	 LS,	 Ramos	 MA,	 Torre	 M,	 et	 al.	 Prevalence	 of	
Depression,	 Depressive	 Symptoms,	 and	 Suicidal	 Ideation	
Among	Medical	Students:	A	Systematic	Review	and	Meta-
Analysis.	JAMA.	2016;316:2214-36.		

7. Dyrbye	 L,	 Shanafelt	 T.	 A	 narrative	 review	 on	 burnout	
experienced	by	medical	students	and	residents.	Med	Educ.	
2016;50:132–149.	

8. Brenneisen	 Mayer	 F,	 Souza	 Santos	 I,	 Silveira	 PSP,	 et	 al.	
Factors	 associated	 to	 depression	 and	 anxiety	 in	 medical	
students:	a	multicenter	study.	BMC	Med	Educ.	2016;16:282.	

9. Dyrbye	LN,	Thomas	MR,	Shanafelt	TD.	Systematic	review	of	
depression,	 anxiety,	 and	other	 indicators	of	psychological	
distress	among	U.S.	and	Canadian	medical	students.	Acad	
Med.	2006;81:354–73.	

10. Hope	V,	Henderson	M.	Medical	student	depression,	anxiety	
and	 distress	 outside	 north	 america:	 a	 systematic	
review.	Med	Educ.	2014;48:963–79.	

11. Bellini	 LM,	 Shea	 JA.	 Mood	 change	 and	 empathy	 decline	
persist	 during	 three	 years	 of	 internal	 medicine	
training.	Acad	Med.	2005;80:164–7.		

12. Chen	DC,	Lew	R,	Hershman	W,	Orlander	J.	A	cross-sectional	
measurement	 of	 medical	 student	 empathy.	 J	 Gen	 Intern	
Med.	2007;22:1434–8.		

13. Chen	DC,	Kirshenbaum	DS,	Yan	J,	Kirshenbaum	E,	Aseltine	
RH.	Characterizing	changes	in	student	empathy	throughout	
medical	school.	Med	Teach.	2012;34:305–11.		

14. Hojat	 M,	 Mangione	 S,	 Nasca	 TJ,	 Rattner	 S,	 Erdmann	 JB,	
Gonnella	 JS,	 Magee	 M.	 An	 empirical	 study	 of	 decline	 in	
empathy	in	medical	school.	Med	Educ.	2004;38:934–41.		

15. Neumann	M,	Edelhäuser	F,	Tauschel	D,	Fischer	MR,	Wirtz	
M,	Woopen	C,	Haramati	A,	Scheffer	C.	Empathy	decline	and	
its	 reasons:	 a	 systematic	 review	 of	 studies	 with	 medical	
students	and	residents.	Acad	Med.	2011;86:996–1009.		

16. Newton	BW,	Barber	L,	Clardy	J,	Cleveland	E,	O’Sullivan	P.	Is	
there	hardening	of	the	heart	during	medical	school?	Acad	
Med.	2008;83:244–9.		

17. Stratta	 EC,	 Riding	 DM,	 Baker	 P.	 Ethical	 erosion	 in	 newly	
qualified	doctors:	perceptions	of	empathy	decline.	Int	J	Med	
Educ.	2016;7:286-92.		

18. Kelm	Z,	Womer	 J,	Walter	 JK,	Feudtner	C.	 Interventions	 to	
cultivate	physician	empathy:	a	systematic	review.	BMC	Med	
Educ.	2014;14:219.	

19. Tulsky	JA,	Arnold	RM,	Alexander	SC,	Olsen	MK,	Jeffreys	AS,	
Rodriguez	 KL,	 Pollack	 KI.	 Enhancing	 communication	
between	oncologists	and	patients	with	a	computer-based	
training	 program:	 a	 randomized	 trial.	 Ann	 Intern	 Med.	
2011;155:593–601.	

20. Winefield	HR,	 Chur-Hansen	A.	 Evaluating	 the	 outcome	of	
communication	 skill	 teaching	 for	 entry-level	 medical	
students:	does	knowledge	of	empathy	increase?	Med	Educ.	
2000;34:90–4.	

21. Shapiro	SL,	Schwartz	G,	Bonner	G.	Effects	of	mindfulness-
based	stress	reduction	on	medical	and	premedical	students.	
J	Behav	Med.	1998;21:581–99.	

22. Krasner	M,	Epstein	R,	Beckman	H,	et	al.	Association	of	an	
educational	 program	 in	 mindful	 communication	 with	
burnout,	 empathy,	 and	 attitudes	 among	 primary	 care	
physicians.	JAMA.	2009;302:1284–93	

23. Irving	 JA,	 Dobkin	 PL,	 Park	 J.	 Cultivating	 mindfulness	 in	
health	care	professionals:	A	review	of	empirical	studies	of	
mindfulness-based	 stress	 reduction	 (MBSR).	 Complement	
Ther	Clin	Pract.	2009;15:61–6	

24. Shapiro	 SL,	Astin	 JA,	Bishop	 SR,	 Cordova	M.	Mindfulness-
based	stress	reduction	for	health	care	professionals:	Results	
from	a	randomized	trial.	Int	J	Stress	Manag.	2005;13:164–
76.	

25. Woolf	 K,	 Cave	 J,	McManus	 IC,	 Dacre	 JE.	 “It	 gives	 you	 an	
understanding	 you	 can’t	 get	 from	 any	 book.’	 The	
relationship	 between	 medical	 students’	 and	 doctors’	
personal	 illness	 experiences	 and	 their	 performance:	 a	
qualitative	 and	 quantitative	 study.	 BMC	 Med	 Educ.	
2007;7:50.	

26. Roberts	 LW,	Warner	 TD,	 Moutier	 C,	 Geppert	 CM,	 Green	
Hammond	 KA.	 Are	 doctors	 who	 have	 been	 ill	 more	
compassionate?	Attitudes	of	resident	physicians	regarding	
personal	health	issues	and	the	expression	of	compassion	in	
clinical	care.	Psychosomatics.	2011;52:367–74.	

27. Runyan	 C,	 Savageau	 JA,	 Potts	 S,	 Weinreb	 L.	 Impact	 of	 a	
family	medicine	resident	wellness	curriculum:	a	 feasibility	
study.	Med	Educ	Online.	2016;21:10.3402/meo.v21.30648.		

28. Mills	J,	Wand	T,	Fraser	JA.	Palliative	care	professionals'	care	
and	compassion	for	self	and	others:	a	narrative	review.	Int	
J	Palliat	Nurs.	2017;23:219-29.	

29. Sansó	N,	Galiana	L,	Oliver	A,	Pascual	A,	Sinclair	S,	Benito	E.	
Palliative	 care	 professionals’	 inner	 life:	 exploring	 the	



Canadian	Medical	Education	Journal	2017,	8(4)	

	 e96	

relationships	among	awareness,	self-care,	and	compassion	
satisfaction	and	fatigue,	burnout,	and	coping	with	death.	J	
Pain	Symptom	Manag.	2015;50:200–7.	

30. Orellana-Rios	 CL,	 Radbruch	 L,	 Kern	M,	 et	 al.	Mindfulness	
and	compassion-oriented	practices	at	work	reduce	distress	
and	 enhance	 self-care	 of	 palliative	 care	 teams:	 a	 mixed-
method	evaluation	of	an	“on	the	job“	program.	BMC	Palliat	
Care.	2018;17:3.		

31. Phillips	 SP,	 Dalgarno	 N.	 Professionalism,	
professionalization,	expertise	and	compassion:	a	qualitative	
study	of	medical	residents.	BMC	Med	Educ.	2017;17:21.		

32. Leary	MR,	Tangney	JP.	Handbook	of	Self	and	Identity.	2nd	
ed.	New	York,	NY:	Guilford	Press,	2012.	

33. Showers	 CJ,	 Ditzfeld	 CP,	 Zeigler-Hill	 V.	 Self-Concept	
Structure	 and	 the	 Quality	 of	 Self-Knowledge.	 J	 Pers.	
2015;83:535-51.	

34. Stopa	L,	Brown	MA,	Luke	MA,	Hirsch	CR.	Constructing	a	self:	
The	role	of	self-structure	and	self-certainty	in	social	anxiety.	
Behav	Res	Ther.	2010;48:955-65.		

35. Zeigler-Hill	 V,	 Showers	 CJ.	 Self-structure	 and	 self-esteem	
stability:	The	hidden	vulnerability	of	compartmentalization.	
Pers	Soc	Psychol	Bull.	2007;33:143–59	

36. Sanders	J.	The	use	of	reflection	in	medical	education:	AMEE	
guide	no.	44.	Med	Educ.	2009;31:685–95.	

37. DasGupta	 S,	 Charon	 R.	 Personal	 illness	 narratives:	 using	
reflective	 writing	 to	 teach	 empathy.	 Acad	 Med.	
2004;79:351–6.	

38. Lamas	 D,	 Rosenbaum	 L.	 Freedom	 from	 the	 tyranny	 of	
choice—teaching	 the	 end-of-life	 conversation.	 N	 Engl	 J	
Med.	2012;366:1655–7.	

39. Sinclair	S,	Torres	M-B,	Raffin-Bouchal	S,	et	al.	Compassion	
training	 in	healthcare:	what	are	patients’	perspectives	on	
training	 healthcare	 providers?	 BMC	 Med	 Educ.	
2016;16:169.	

40. Sulzer	SH,	Feinstein	NW,	Wendland	C.	Assessing	Empathy	
Development	 in	Medical	Education:	A	Systematic	Review.	
Med	Educ.	2016;50:300-10.	

41. Mahood	 SC.	 Medical	 education:	 Beware	 the	 hidden	
curriculum.	Can	Fam	Physician.	2011;57:983-5.	

42. Wear	D,	Aultman	 JM,	Varley	 JD,	 Zarconi	 J.	Making	 fun	of	
patients:	 medical	 students’	 perceptions	 and	 use	 of	
derogatory	and	cynical	humor	in	clinical	settings.	Acad	Med.	
2006;81:454–62	

43. Hafferty	 FW,	 Franks	 R.	 The	 hidden	 curriculum,	 ethics	
teaching,	 and	 the	 structure	 of	 medical	 education.	 Acad	
Med.	1994;69:861–71.	

44. Liao	L.	Opening	our	eyes	to	a	critical	approach	to	medicine:	
The	 humanities	 in	 medical	 education.	 Med	 Teach.	
2017;39:220-1.		

45. Prentice	 T,	 Janvier	 A,	 Gillam	 L,	 David	 PG.	 Moral	 distress	
within	 neonatal	 and	 paediatric	 intensive	 care	 units:	 a	
systematic	review.	Arch	Dis	Child.	2016;101:701-8.	

46. Henrich	 NJ,	 Dodek	 PM,	 Alden	 L,	 Keenan	 SP,	 Reynolds	 S,	
Rodney	 P.	 Causes	 of	 moral	 distress	 in	 the	 intensive	 care	
unit:	A	qualitative	study.	J	Crit	Care.	2016;35:57–62.	

47. Monrouxe	LV,	Rees	CE,	Dennis	I,	Wells	SE.	Professionalism	
dilemmas,	 moral	 distress	 and	 the	 healthcare	 student:	
insights	 from	 two	 online	 UK-wide	 questionnaire	 studies.	
BMJ	Open.	2015;5:e007518.		

48. Liao	L,	Goligher	E.	Conscientious	Objection	in	Health	Care.	
N	Engl	J	Med.	2017;377:96.	

49. Lewis-Newby	M,	Wicclair	M,	Pope	T,	Rushton	C,	Curlin	 F,	
Diekema	 D,	 et	 al.	 An	 official	 American	 Thoracic	 Society	
policy	 statement:	 Managing	 conscientious	 objections	 in	
intensive	 care	 medicine.	 Am	 J	 Respir	 Crit	 Care	 Med.	
2015;191:219–27.	

50. Garros	 D.	 Moral	 Distress	 in	 the	 Everyday	 Life	 of	 an	
Intensivist.	Front	Pediatr.	2016;4:91.	

	


