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Abstract

Background
Efforts have begun to characterize the ethical and professional issues encountered by medical students
in their clinical years. By applying previously identi�ed taxonomies to a national sample of medical
students, this study seeks to develop generalizable insights that can inform professional identity
formation across various clerkships and medical institutions.

Methods
In a national survey of medical students, participants answered an open-ended survey item that asked
them to describe a clinical experience involving an ethical or professional issue. We coded these
responses using the Kaldjian taxonomy of ethical and professionalism themes in medical education
through an iterative, consensus-building process. Noting the emerging virtues-based approach to ethics
and professionalism, we also reexamined the data using a taxonomy of virtues.

Results
The response rate to this survey item was 144 out of 499 eligible respondents (28.9%). All 144 responses
were successfully coded under one or more themes in the original taxonomy of ethical and professional
issues, resulting in a total of 173 coded responses. Professional Duties was the most frequently coded
theme (29.2%), followed by Communication (26.4%), Quality of Care (18.8%), Student-speci�c Issues of
Moral Distress (16.7%), Decisions Regarding Treatment (16.0%), and Justice (13.2%). In the virtues
taxonomy, 180 total responses were coded from the 144 original responses, and the most frequent virtue
coded was Wisdom (23.6%), followed by Respectfulness (20.1%) and Compassion or Empathy (13.9%).

Conclusions
Originally developed from students’ clinical experiences in one institution, the Kaldjian taxonomy appears
to serve as a useful analytical framework for categorizing a variety of clinical experiences faced by a
national sample of medical students. This study also supports the development of virtue-based programs
that focus on cultivating the virtue of wisdom in the practice of medicine.

Background
Ethics and professionalism education has become a standard part of medical school curricula,(1, 2) and
it tends to occur in large and small group settings in the pre-clinical years before students start to have
direct encounters with ethically and professionally challenging situations. Placing ethics education in the
pre-clinical years is therefore limiting, for at least three reasons: it neglects what is widely recognized as
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the longitudinal nature of ethics formation;(2) it does not provide opportunities for practical reasoning
when students most need it as they encounter concrete ethically complex clinical situations;(3) and the
clinical clerkships contain powerful experiences conducive to professional identity formation(4–6) in
which students learn to navigate ethical or professional issues that arise over the course of learning to
care for patients.

Efforts have begun to characterize the ethical and professional issues encountered by medical students
in their clinical years.(7–9) These efforts have been helpful in shining light on the unique moral situations
that arise in clinical medicine, but have largely been limited to studies within particular medical schools
without wider validation. For example, at the University of Iowa Carver School of Medicine, Kaldjian et al.
developed a taxonomy that categorized a wide range of ethical and professional challenges that students
in their clinical years highlighted during formalized re�ections.(3) In the study, data was coded using a
Professional/Ethical Issue taxonomy scheme that included 7 major coded themes (Decisions regarding
treatment, Communication, Professional duties, Justice, Student-speci�c issues, Quality of care, and
Miscellaneous). Given that this was limited to a single institution, we wanted to test whether this same
taxonomy would prove useful when analyzing data from a national sample of medical students, thus
yielding more generalizable insights from the taxonomy to inform professionalism identity formation
more broadly.

Therefore, in this present investigation, we made use of a 2011 national medical student dataset(10, 11)
to test whether the Kaldjian taxonomy could be applied to a variety of ethical or professional issues faced
by students across multiple institutions who were completing their clinical years. Moreover, given the
emerging virtues-based approach to ethics and professionalism education(12–14), we further attempted
to develop a virtues-based taxonomy of the students’ reported ethical or professional issues by re-coding
the same data based on whether certain virtues were present or absent in the clinical situations that
students described.

Methods

Survey Procedure
Participants were recruited to participate in a national study of the professional development of
physicians-in-training. A questionnaire was sent to 960 third year medical students from 24 allopathic
medical schools between January and April 2011. To construct our target sample, we selected 960
students from 24 allopathic medical schools in the U.S. using a two-stage sample design. In stage one,
we selected schools with probabilities proportional to total enrollment so that the larger schools would
have a greater chance of being included in the study. Data for allopathic medical school sampling was
obtained from published reports. In stage two, we used simple random sampling to select a �xed number
of students (40) from each selected school. The student sample was obtained from the American
Medical Association Physician Professional Data (Master�le), which has a near-complete listing of
students pursuing M.D. degrees at schools within the U.S. and its territories.
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After a relevant literature review in medical ethics/professionalism, survey questions underwent expert
review by colleagues as well as pre-testing by a group of third-year medical students. Quantitative data
collection was conducted in two phases: administration of self-report Questionnaire 1, which assessed
demographic variables including gender, race/ethnicity, immigration history, specialty intention, social
mission score of the medical school, and other information about medical school experiences (Time 1;
students were third-year); a re-contact phase that administered Questionnaire 2 six to nine months later
(Time 2; third-year students had become fourth-year). Participants were paid $5 for completion of the �rst
questionnaire, $10 for completion of the second questionnaire. Participants in this study were generally
third-year medical students (94.8%). Using a combination of postal mailings and email links to the online
versions of the questionnaires, we obtained a response rate of 63% for Time 1 (605/960). At Time 2 our
sample size decreased to 499 participants.

Content Analysis
In the Time 2 Questionnaire, we asked the following open-ended survey item which had been adapted
from a previous study(3): “Lastly, please describe a clinical experience you observed that, in your opinion,
raised an ethical or professional issue. Then describe how you thought the situation should have been
approached.” Out of a total of 499 respondents, only 144 respondents (28.9%) offered a legible response
to this survey item.

We performed content analysis of each of the responses (n = 144), which ranged from single-sentence
answers to long paragraph responses. Three undergraduate student investigators (JK, MJ, CH) were
provided an initial list of codes drawing from the original Kaldjian taxonomy(3) which contained 7 major
coded themes (Decisions regarding treatment, Communication, Professional duties, Justice, Student-
speci�c issues, Quality of care, and Miscellaneous). These three student investigators independently
coded each survey response and reached consensus on the ethical and professional issues deemed
present while considering various themes and relationship among the subcodes. Coded text was entered
into NVivo 12.1 (QSR International, 2018). One internal medicine fellow investigator (MH) and two faculty
investigators (JY and LK), all of whom have been formally trained in clinical ethics or philosophy, then
reviewed all the coding results to con�rm agreement. Then through an iterative consensus-building
process with the student investigators, further adjustments to major codes and subcodes were �nalized.
In the minority of cases when coding of responses did not reach unanimous consensus within the team,
the �nal decision was made by the faculty investigator with the most familiarity of the original taxonomy
(LK). In this way, we developed a �nal list of major codes and subcodes that provided a summary
analysis of students responses (see Appendix 1).

We then re-examined students’ responses using a virtues taxonomy (see Appendix 2) utilizing a list of
virtues most commonly referenced in a study of medical oaths used in North American medical schools.
(14) Student investigators (JK, MJ, CH) were provided a list of virtues and their corresponding Oxford
English Dictionary de�nitions (Appendix 3). Then using similar procedures as noted above, we coded all
the responses using the virtues categories through an iterative, consensus-building process. As noted
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above, when coding of responses did not reach unanimous consensus within the team, the �nal decision
was made by the faculty investigator with the most familiarity of the original list of virtues (LK).

We approached data analysis with a post-positivist lens, by acknowledging the potential effects of our
personal biases. Two authors (JK, CH) had previous training in qualitative data analysis, and together
with the faculty investigator (JY) trained the rest of the student team to use these methods rigorously.
Another author (LK), an experienced clinician-ethicist who was also well-versed in qualitative data
analysis, helped guide theoretical discussions along with the other authors (JY and MH). Together, our
combined expertise allowed for a careful examination of the data while our staged, iterative approach
helped protect against potential biases.

This study was approved by the Institutional Review Board in January 2011. The illustrative examples in
the supplementary table (see appendix, available online only) have been modi�ed in non-essential
respects to remove identi�able information.

Results
Table 1 shows how students’ ethical or professional issues encountered during clinical training were
categorized using Kaldjian’s Professional/Ethical Taxonomy, leading to 6 major coded themes: 1)
Professional Duties 2) Communication 3) Quality of Care 4) Student-speci�c issues of moral distress 5)
Decisions Regarding Treatment and 6) Justice. From among 144 students, we were able to code 173
separate responses since some responses were coded across multiple categories using the Kaldjian
taxonomy. In contrast to the original taxonomy, in our slightly modi�ed version we did not include a
“Miscellaneous” category (which accounted for 9.8% of responses in the original taxonomy) and we
labelled student-speci�c issues as involving moral distress. While all responses were able to be
categorized using the rest of the other 6 major themes, we noted various differences in the sub-themes
between the two versions of the taxonomy. Among the 6 major themes common to both the modi�ed and
original versions, we observed the following comparative frequencies of major themes: Professional
Duties (29.2% modi�ed vs. 18.4% original, p = 0.007), Communication (26.4% modi�ed vs. 21.4% original,
p = ns), Quality of Care (18.8% modi�ed vs. 3.8% original, p < 0.001), Student-speci�c Issues of Moral
Distress (16.7% modi�ed vs. 5.4% original, p < 0.001), Decisions Regarding Treatment (16.0% modi�ed vs.
31.4% original, p = 0.004), and Justice (13.2% modi�ed vs. 9.8% original, p = ns).
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Table 1
Ethical or Professional Issues Encountered During Clinical Training: Coded Themes/Sub-Themes from a

National Survey of U.S. Fourth Year Medical Students (N = 144)
Major Coded Themes Sub-Themes* Count

N (%)

Professional Duties Disrespectful treatment of patient or family 15
(35.7)

Extent or ful�llment of �duciary responsibilities of
healthcare provider

7
(16.7)

Disrespectful remarks to or about colleagues 4 (9.5)

Lack of respectful collaboration with colleagues 4 (9.5)

Lack of self-control 4 (9.5)

Deception, cheating, or misconduct in training 4 (9.5)

Lack of professionalism (not otherwise de�ned) 4 (9.5)

Subtotal 42
(29.2)

Communication Inadequate communication 19
(50.0)

Deliberate lies and deception in context of medical care 7
(18.4)

Delivering bad news 5
(13.2)

Breaking adult or adolescent patient con�dentiality 4
(10.5)

Disclosing medical errors 3 (7.9)

Subtotal 38
(26.4)

Quality of Care Not meeting standard of care 17
(63.0)

Medical errors 7
(25.9)

Treatment of pain 3
(11.1)

*Total coded counts are greater than N = 144 since some themes were coded multiple times across
different categories. Percentages in bold are calculated using a denominator of 144. Percentages in
normal text are calculated using the respective sub-total of each of the six categories.
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Major Coded Themes Sub-Themes* Count

N (%)

Subtotal 27
(18.8)

Student-speci�c Issues of moral
distress

Willingness to ask critical questions or speak up when
concerned

7
(29.2)

Uncertainties about role and scope of responsibility 4
(16.7)

Role of religious beliefs in medicine 4
(16.7)

Feedback on performance and etiquette 4
(16.7)

Struggle over patients’ lifestyle choices 3
(12.5)

Learning on patients over their objections or without
consent

1 (4.2)

Learning on patients without supervision or adequate
skills or training

1 (4.2)

Subtotal 24
(16.7)

Decisions Regarding Treatment Problems surrounding surrogate decision-making 7
(30.4)

Physician disagreement with patients/surrogates over
interventions

6
(26.1)

Problems surrounding informed consent 4
(17.4)

Decisions related to continuing life-sustaining
treatments

3
(13.0)

Unclear decision-making capacity of patient 2 (8.7)

Inter-professional disagreement about patient’s best
interests

1 (4.3)

Subtotal 23
(16.0)

Justice Discriminatory treatment 7
(36.8)

*Total coded counts are greater than N = 144 since some themes were coded multiple times across
different categories. Percentages in bold are calculated using a denominator of 144. Percentages in
normal text are calculated using the respective sub-total of each of the six categories.
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Major Coded Themes Sub-Themes* Count

N (%)

Inadequate level of health care 7
(36.8)

Wasteful or excessive level of healthcare 4
(21.1)

Allocation of resources 1 (5.3)

Subtotal 19
(13.2)

Total 173*

*Total coded counts are greater than N = 144 since some themes were coded multiple times across
different categories. Percentages in bold are calculated using a denominator of 144. Percentages in
normal text are calculated using the respective sub-total of each of the six categories.

Table 2 shows how the examples students described were categorized using a virtues taxonomy. From
among 144 students, we were able to code 180 separate responses since some responses were coded
across multiple categories using the virtues taxonomy. The most frequently coded virtues in our data
included Wisdom (N = 34, 23.6%), Respectfulness (N = 29, 20.1%), and Compassion or Empathy (N = 20,
13.9%). We also found that some virtues (whether demonstrated by their presence or absence) were
infrequently coded (Self-re�ection, Courage, Altruism) or not coded at all (Forgiving, Gratitude).
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Table 2
Virtues Relevant in the Professional or Ethical Issues Encountered During Clinical Training: Coded

Themes from a National Survey of U.S. Fourth Year Medical Students (N = 144)
Major Coded
Themes

Examples Count

N (%)

Wisdom dealing with a patient with history of drug-seeking behavior 34
(23.6)

Respectfulness doctor yelling at a critical care nurse 29
(20.1)

Compassion or
empathy

slowing down to think what it is like to be in patient’s shoes 20
(13.9)

Uprightness having students sign attending notes under attendings’ name 16
(11.1)

Honesty doctors giving patients incomplete or incorrect information 15
(10.4)

Conscience a patient anesthetized for a surgery whom students then were asked to
perform a pelvic exam to which she had not been asked or consulted to.
“I followed directions [because] I was unsure but wish I had not”

14
(9.7)

Honor or
integrity

performing unnecessary tests for the “sake of billing” rather than
adhering to guidelines

12
(8.3)

Regard as
human being

patients with psychiatric diagnoses being “written off” 11
(7.6)

Patience doctor �ring off questions in H&P without giving time for the patient to
speak

8
(5.6)

Humility being able to say “I don’t know” 6
(4.2)

Charity a physician being unsel�sh in offering time for patients 6
(4.2)

Self-re�ection being aware of biases in medicine 4
(2.8)

Courage not being able to speak up to a supervisor out of fear of getting a bad
grade

3
(2.1)

Altruism community hospital’s referral system designed to maximize pro�ts at the
expense of patient care

2
(1.4)

Forgiving [no codes identi�ed] 0

Gratitude [no codes identi�ed] 0

* Total may greater than N = 144 since some themes may have been coded multiple times across
different categories. Percentages are calculated using a denominator of 144.
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Major Coded
Themes

Examples Count

N (%)

Total 180*

* Total may greater than N = 144 since some themes may have been coded multiple times across
different categories. Percentages are calculated using a denominator of 144.

Discussion
Our study found the Kaldjian taxonomy of ethical and professional issues was able categorize the wide
range of themes and subthemes found in the examples ethical and professional issues provided by the
students we studied. This is notable since our respondents differed from those in the Kaldjian study by
being drawn from a national sample rather than a single institution. In addition, the Kaldjian sample was
taken from responses written during (and drawn from) clerkships in internal medicine and pediatrics,
while our students’ responses were not clerkship-speci�c. Some of the variance in theme frequencies
between the two studies could represent differences in culture and exposure across institutions or
possibly across clerkships. Nonetheless, having tested this taxonomy in a national sample of medical
students, we can be more con�dent that this taxonomy reliably captures the range of ethical and
professional issues that medical students experience in medical school.

Mindful of the broader rationalist and intuitionist divide in approaches to ethics education,(12) we also
coded the students’ examples by the particular virtues they illustrated (whether demonstrated by their
presence or absence). We found that the virtue taxonomy we employed was able to characterize the
situations the students described. This observation contributes helpful information to ongoing
discussions about the merits of adopting a virtue-based moral framework in medical ethics education.
(13, 15, 16)

In particular, it is notable that wisdom was the virtue most often deemed most relevant across a diverse
set of students’ clinical experiences. This �nding supports the idea of developing premedical
undergraduate and medical school “communities of practice”(17) that focus on the cultivation of
practical wisdom in an effort to train good physicians. As Aristotle noted in the Nicomachean Ethics,(18)
moral decision making often involves so much complexity that no set of algorithmic decision trees or list
of principles could be comprehensive enough to generate a response—and so it is in medicine. Algorithms
can be useful in medicine in a limited sense, but clinical decision making, with all of its medical, social,
and ethical complexity, eludes reductionist approaches.

In an effort to promote virtue in general, and wisdom in particular, among future physicians, we would
endorse an educational model of formation in wisdom in which lives of service are cultivated and
sustained in intentional learning communities that link the “lived experiences of mentors and learners
with an interdisciplinary set of didactic materials.”(19) Educational models of professional identity
formation tend to emphasize the bene�cial use of narrative, the creation of an engaged community of
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learners, and intentional re�ective processes in a longitudinal curriculum that fosters an “apprenticeship”
model of clinical education.(20, 21) Within such a learning community, the Kaldjian taxonomy provides a
possible curricular roadmap for professional identity formation in which students would be challenged to
think through speci�c kinds of case scenarios that re�ect the major content themes of the taxonomy.
Moreover, students would be inspired to cultivate the virtue of wisdom within a community of role model
physicians who embody such wisdom in their practice of medicine. By re�ecting together over the
relevant case scenarios that are most frequently encountered in medical students’ clinical experiences,
this taxonomy thus serves as a possible framework to teach wisdom and to help future physicians learn
how to reason through real clinical situations that are medically, socially, and ethically complex.

There are several limitations to our study. First, students’ responses are subject to recall bias, since the
data are necessarily retrospective. Second, the original Kaldjian taxonomy was developed from students’
re�ections that were much longer and detailed in content than the brief responses provided by students in
our national survey (i.e. responses were limited to a few sentences or a paragraph). Therefore, our coding
process may not have had the same level of coding speci�city found in the original Kaldjian study in
which the students were expected to provide much longer responses in the context of a mandatory class
assignment (as opposed to a voluntary mail/online survey). However, we tried to minimize bias through
the use of multiple investigators examining the same data. Lastly, though we achieved a good overall
response rate for the national survey, the survey item used in the current study had a completion rate of
28.9% (144 out of 499). Non-respondents may have differed from respondents in ways that bias our
results.

Conclusions
Originally developed from students’ clinical experiences in one institution, the Kaldjian taxonomy appears
to serve as a useful analytical framework for categorizing a wide variety of ethical and professional
issues encountered in the clinical experiences of a national sample of medical students. This study also
supports the development of virtue-based programs that focus on cultivating the virtue of wisdom in the
practice of medicine.
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