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	Abstract: Moral intelligence -through which an individual makes mental evaluation before taking action about a decision- is important in individual-centered healthcare. Using Lawshe Method, we designed the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services” with “equality”, “empathy”, “moral intelligence”, “justice”, “tolerance”, “self-control”, and “politeness” dimensions (α =.966). Age of the population (physicians and nurses) was 36.44±9.52, consisting 517 (65.5%) women, 538 married participants, 653 employed in public hospitals, and 352 had work experience of <10 years. All participants were moral intelligence-sensitive. Those who had children, worked in a private organization, and had longer work experience were more sensitive with regard to “equality”, which varied by marital status, frequency of working outside normal working hours, and age groups. “Politeness” varied between participants that have worked for >8 hours/day. Using dimensions of this survey as skills is expected to ensure due diligence about rights and dignity in healthcare services.
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	Evaluación de la inteligencia moral de profesionales de la salud a través de la “Encuesta para medir la inteligencia moral en la prestación de servicios de salud”

	 

	La inteligencia moral, mediante la cual un individuo realiza una evaluación mental antes de tomar medidas sobre una decisión, es importante en la atención médica centrada en el individuo. Usando el método Lawshe, diseñamos la “Encuesta para medir la inteligencia moral en la provisión de servicios de salud” con dimensiones de “igualdad”, “empatía”, “inteligencia moral”, “justicia”, “tolerancia”, “autocontrol” y “cortesía” (α=.966). La edad de la población (médicos y enfermeras) era de 36.44±9.52, que consistía en 517 (65,5%) mujeres, 538 participantes casados, 653 empleados en hospitales públicos y 352 tenían una experiencia laboral de <10 años. Todos los participantes eran sensibles a la inteligencia moral. Los participantes que tenían hijos trabajaban en una organización privada, y los que tenían una experiencia laboral más larga eran más sensibles respecto de la “igualdad”, que variaba según el estado civil, la frecuencia de trabajo fuera del horario normal de trabajo y los grupos de edad. La “cortesía” varió entre los participantes que han trabajado durante >8 horas/día. Se espera que el uso de las dimensiones de esta encuesta como habilidades garantice la debida diligencia sobre los derechos y la dignidad en los servicios de atención médica.

	 

	Palabras clave: inteligencia moral, ética clínica, atención médica

	 

	Avaliação da inteligência moral de professionais de saúde via “Levantamento para Medir a Inteligência Moral na Provisão de Serviços de Cuidados à Saúde”

	 

	Resumo: Inteligência moral —através da qual um individuo faz uma avaliação mental antes de agir frente a uma decisão— é importante em cuidados à saúde centrados na pessoa. Usando o Método Lawshe, nós elaboramos o “Levantamento para Medir a Inteligência Moral na Provisão de Serviços de Cuidados à Saúde” com as dimensões “igualdade”, “empatia”, “inteligência moral”, “justiça”, “tolerância”, “autocontrole” e “polidez (α=.966). A idade da população (médicos e enfermeiras) foi 36.44±9.52 anos, consistindo de 517 (65.5%) mulheres, 538 participantes casados, 653 empregados em hospitais públicos e 352 tinham experiência de trabalho <10 anos. Todos os participantes eram sensíveis à inteligência moral. Os que tinham crianças trabalhavam em organização privada e tinham mais anos de experiência de trabalho, eram mais sensíveis com respeito à “igualdade”, que variava em função do estado civil, frequência de trabalho fora do horário normal e faixas etárias. “Polidez” variou entre participantes que tinham trabalhado por >8 horas/dia. Usando dimensões deste levantamento como habilidades, espera-se que garanta a devida presteza sobre direitos e dignidade em serviços de cuidados à saúde.

	 

	Palavras chave: inteligência moral, ética clínica, cuidados à saúde

	 

	Introduction

	 

	Moral intelligence has so far been defined as “the capacity to understand right from wrong”, as “the mental capacity to determine how universal human principles should be applied to our values, goals, and actions”(1,2) and as a type of intelligence that focuses on impelling professionals and experts to use some skills in the business world(3).

	 

	M. Borba defined seven parameters of moral intelligence, i.e. empathy, respect, fairness, politeness, tolerance, self-control, and conscience; and Lennick and Kiel defined four parameters, i.e. integrity, responsibility, compassion, and forgiveness(2,4).

	 

	Medical practices are, by their nature, intermingled with value problems. There is a need for medical ethics at this point. Limitations, playing a central role in showing goodwill and using knowledge, are required by healthcare professionals to manage any ambiguities and decision-making processes(2,5,6). 

	 

	Healthcare requires not only technical knowledge but also effective communication skills from providers. Healthcare professionals are required make a holistic assessment of patients rather than focus only on disorders to obtain better results from treatment. Patients are able to express themselves more explicitly and clearly when healthcare professionals empathize with and show respect to patients, approach them with sense of justice, and are more tolerant, conscientious and polite(2,5,6).

	 

	Patient satisfaction is likely to increase when healthcare professionals communicate with patients using moral intelligence parameters in diagnosis and treatment. 

	 

	2. Participants and methods

	 

	2.1. Type of research: This study was conducted to find out viewpoints on moral intelligence and its parameters of healthcare professionals employed in Eskişehir. 

	 

	2.2.  Population and sample of research: Physicians and nurses employed in Eskişehir were invited to participate in this study. A sampling method was used to save time and reduce costs. Stratified sampling was used to ensure that participants with various sociocultural and socioeconomic background were represented in the study(7). The sample size was calculated by taking into consideration the total number of physicians and nurses working in public and private hospitals in Eskişehir. 

	 

	Total Number of Physicians in Eskişehir: 1469

	 

	Total Number of Nurses in Eskişehir: 1989

	 

	Sample size for physicians: 305 (384 considering an attrition rate of 25%)

	 

	Sample size for nurses:  322 (405 considering an attrition rate of 25%)

	 

	About 1000 volunteers received and replied the survey from. Data from 789 professionals that replied all questions in the survey were used in this study. 

	 

	2.3. Data-collecting instruments and method: The review of literature showed that there was no survey to measure moral intelligence and its parameters in the field of healthcare. Thus, this study set out to develop a new survey considering that characteristics of moral intelligence parameters – equality, empathy, conscience, justice, tolerance, self-control and politeness – differ from one culture to another and are of particular importance in the provision of healthcare services. C. H. Lawshe method was used to develop the survey(8,9).

	 

	The survey developed for the purpose of this study consists of two parts. The first part (Socio-demographic Survey Form) comprises ten questions regarding healthcare professionals’ socio-demographic characteristics. The second part seeks healthcare professionals’ opinions on moral intelligence parameters. All individual items in the survey were designed in the form of 5-point Likert statements (1-Strongly disagree,2-Disagree,3-Partially agree,4-Agree,5-Strongly agree). The Eigenvalues and the percentage of variance explained in the Exploratory Factor Analysis (EFA) results suggest that the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services” consists of 47 items and 7 factors.

	 

	Confirmatory Factor Analysis (CFA) was performed on LISREL 8.80 in order to test how well the predefined construct was consistent with data collected in the study(10-12). In CFA, primarily, t values that indicate the significance of parameter estimates related to paths in the model are tested in order to determine whether a theoretical model is statistically significant and adequate. A t value greater than 1.96 is required for significance at 0.05, and greater than 2.58 is required for significance at 0.01. For 47 items of the scale, t values were greater than 1.96 and thus significant(11,12). According to EFA and CFA results, the survey consists of seven dimensions named as equality, empathy, moral intelligence, justice, tolerance, self-control, and politeness4. 

	 

	2.4. Statistical methods used in data analyses: Frequency analysis was used for socio-demographic data analysis, and chi-square tests were used for comparison of socio-demographic data. Normality testing was conducted to determine whether there was a difference between the groups. As the groups did not show normal distribution, non-parametric Mann-Whitney U and Kruskal-Wallis tests were used to determine the difference between the groups. 

	 

	Findings

	 

	Distribution of the participants by socio-demographic characteristics 

	 

	Table 1 presents the distribution of socio-demographic characteristics of healthcare professionals that participated in this study. 

	 

	The data in Table-1 show that the average age of healthcare professionals was 36,44±9.52. Furthermore, 65,5% of the participants were women, and 34,5% were men; 68,2% were married, and 31,8% were single or divorced; 61.5% had children while 38.5% did not.

	 

	Table 2 indicates that the participants attached great importance to the factor of equality. Furthermore, empathy, moral intelligence, justice, tolerance, self-control and politeness were also important for the healthcare professionals.

	 

	Mann-Whitney U Test Results for the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services”

	 

	Mann-Whitney U test was used to compare two independent groups, i.e. groups determined according to socio-demographic characteristics of the participants, with a view to seeing whether there was any difference between the groups regarding each dimension of the survey.

	 

	The distribution of female and male participants’ factor scores was tested at 5% significance level, and no significant difference was found between women and men with regard to factor scores (p>0,05) (Table-3)

	 

	Having children was a factor that affected only the sub-scale of equality (p<0,05). The mean ranks indicated that the participants with children had higher scores than the participants without children (Table-3).

	 

	There was a significant difference between the participants employed in the public sector and the private sector with regard to equality and justice (p<0,05). The mean ranks showed that those working in the private sector had higher scores than those in the public sector (Table-3). 

	 

	Test statistics results showed that there was no difference with regard to factor scores between the participants who had a family member receiving continuous healthcare and who did not have such a family member(p>0,05)( Table-3).

	 

	Variance analysis results for the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services”

	 

	Kruskal-Wallis variance analysis was used compare more than two independent groups, i.e. groups determined according to socio-demographic characteristics of the participants, with a view to seeing whether there was any difference between the groups regarding each dimension of the survey.

	 

	Paired comparisons were conducted for the factors that differed significantly by demographic characteristics of the participants.

	 

	In paired comparisons, the rank score of the group i is Ri, and the rank score of the group j is Ri . Thus, if the following equation is obtained, there is a difference between the groups i and j. Otherwise, there is no difference between the groups. 

	 

	[image: Image]

	 

	The results suggested that marital status of the participants had significant effects on their responses with regard to equality(p<0,05), moral intelligence(p<0,05), and justice(p<0,05)(13,14). Paired comparisons were conducted to test which marital statuses caused the significant difference with regard to equality, moral intelligence and justice (Table-4) 

	 

	Test statistics regarding the relationship between marital status and equality showed that “singlemarried” and “single-divorced” groups had a significant effect on the difference(p<0,05). Test statistics regarding the relationship between marital status and moral intelligence showed that “single-divorced” and “married-divorced” individuals caused the difference(p<0,05). There was a significant difference in factor scores of justice only between “married” and “divorced” individuals(p<0,05) (Table-4)

	 

	Table-4 indicates that there was a significant difference in empathy between income level groups(p<0,05). The difference derives from the factor scores of the participants with “high” and “low” income(p<0,05).

	 

	Table-4 further suggests that there was a significant difference in the perception of equality between the groups defined according to working hours(p<0,05). However, paired comparisons did not show which groups caused the difference. There was also a significant difference with regard to politeness between the groups defined according to working hours(p<0,05). The difference resulted from the factor scores of healthcare professionals working “8 hours” and “10 hours” per day(p<0,05).

	 

	Moreover, there was a significant difference in equality scores between the groups defined according to the frequency of working outside normal working hours(p<0,05). This resulted from the difference between “1 time-5 times”, “3 timesnone” and “4 times-none” groups(p<0,05) (Table-4). 

	 

	The table-4 also shows that there was a significant difference in equality scores between the age groups(p<0,05), and that the difference derived from the difference between “15-29 age group–45-59 age group” and “30-44 age group–45-59 age group” (p<0,05).

	 

	Discussion and conclusión

	 

	A good many of studies on intelligence reveal the correlation between leadership and intelligence(2,15-17).In workplaces, individuals with greater moral awareness have developed better skills to create an ethical climate and to use cognitive and behavioral intelligence more positively than other employees(3).

	 

	Healthcare professionals frequently have to go through a “moral decision-making” process before getting engaged in a moral act in the diagnosis, treatment and care of patients. Managing this process effectively enables them to take the right actions for the diagnosis, treatment and care of patients. It is expected from healthcare professionals to be equipped with methodology required to choose the right in the moral decision-making process(2,18).

	 

	There is a need to determine the methodology for moral decision-making and then to make healthcare professionals develop awareness of moral acts and comprehend how to act morally in daily healthcare practices. Healthcare providers frequently need to make quick decisions in the hectic work schedule. Because of the nature of the profession, they are expected to make the right decision at the right time with the awareness of ethical responsibilities. 

	 

	Considering that the number of studies on moral intelligence is few, the discussions related to demographic data are based on previous research findings about not only moral intelligence but also its parameters–empathy, respect, justice, tolerance, politeness, self-control, conscience, and equality.  

	 

	In the present study, the average age of the healthcare professionals (n=789) was 36,44±9,52. Some results are comparable(19-21) while some are different from the average age found in this study(22). 

	 

	In this research, 517 (65,5%) healthcare professionals were women, and 272 (34,5%) were men. In comparable studies, the number of female professionals were higher than the number of men(3,23-26).

	 

	In this research, 538 (68.2%) healthcare professionals were married. In the literature, there are studies supporting our findings(3) as well as studies whose results are not consistent with ours(27).

	 

	In this study, 485(61,5%) of the participants had children. 552 (70,0%) reported that their level of income was middle, high or very high. These rates are consistent with findings of similar studies related to having children and level of income(3,27-32). The participants of this study were either employed in Eskişehir in the public sector(653, [82,8%]) or in the private sector (136, 17,2%). The distribution of the participants by the public and the private sector is consistent with the findings of Korkmaz, Yağbasan et al. and Yavuz(33-35), but is inconsistent with Işik et al.(36). With regard to the participants’ length of work experience, our findings are consistent with those of Işik, Korkmaz, Hasan Gül, and Bağci(32,33,37,38), but inconsistent with those of Kahriman et al.(28).  

	 

	In this study, 469 (59,5%) healthcare professionals were working less than ten hours per day while the remaining 320 (40,5%) professionals were working 10 hours or more per day. With regard to the participants’ daily working hours, our findings are consistent with the findings of Kahriman et al. and Çelen et al., but different from the findings of İlhan et al. and Ünal et al.(28,39,40).

	 

	In the present study, 341 (43,2%) professionals reported that they did not work outside normal working hours while the frequency of on-call work was up to four times a week in 448 (56,8%) professionals. The nature of profession frequently requires healthcare providers to work long hours during the day and outside of normal working hours. In their study on the effects of on-call work on cognitive functions of residents, Kaya et al. revealed that on-call work increased depressive feelings among residents, causing anxiety disorder and attention deficit(41). The results of our study suggest that the frequency of on-call work is likely to stunt moral intelligence and related skills.  

	 

	In this study, 268 (34,0%) healthcare professionals had a family member receiving continuous healthcare in a hospital. Satisfaction of patients that receive continuous healthcare services is of particular importance for medical outcomes. An illness changes the lives of family members and other care providers, as well as the patient(42,43). Thus, in this study it was expected that healthcare professionals with such experience would be more empathetic, fair and polite towards patients.

	 

	According to our research findings, the mean and the Cronbach’s alpha for the equality factor were quite high, i.e. 4,46 and 0,922. The mean and the Cronbach’s alpha values were respectively 4,42 and 0,858 for justice, 4,27 and 0,910 for empathy, 4,19 and 0,840 for self-control, 4,18 and 0,799 for tolerance, 4,18 and 0,722 for politeness, and 4,08 and 0,874 for moral intelligence. 

	 

	In Mccomas et al. and Tüfekçi et al. studies on perception of justice, the mean scores and the Cronbach’s alpha values of questions related to equality were comparable with the results in our study. With regard to the mean and the Cronbach’s alpha value of justice, moral intelligence and tolerance, our results are consistent with the findings of previous studies(44,45). With respect to empathy, our findings are consistent with those of Es et al., but different from those of Loureiro et al. 

	 

	The internal consistency regarding empathy was high in our study(44-51). 

	 

	With respect to politeness, our findings are consistent with those of Basim et al.(52), but different from those of Mccomas et al.(44). The internal consistency regarding politeness was high in our study. 

	 

	In the present study, with regard to equality, empathy, justice, moral intelligence, tolerance, politeness and self-control, there was no difference by gender (p>0,05). The participants’ approach to ethical problems and values may vary in some situations. It is known that, today, ethical problems have been increasing in work environments. In Örselli’s study(16) there was no difference in responses by gender with regard to the role of factors such as honesty, impartiality and equality, prestige, trust and non-profit, and responsibility that support the ethical decision-making process. Akbaba et al. focused on the effect of gender on ethical decision-making, and found out that gender did not play a significant role in this process. Our findings are compatible with this studies(53).

	 

	The variable of “having children” caused a statistical difference only in the equality factor (p<0,05). The difference was not statistically significant with regard to other factorss. With regard to the effect of having children on the dimension of empathy (p>0,05), our results were consistent with those of Kahriman et al(28) and different from those of Özcan’s study on empathy skills of nurses. Comparable with our results, previous studies didn’t show any relationship between having children and the perception of distributive justice and equality(32). 

	 

	In the present study, the scores of private sector employees were higher than the scores of public sector employees with regard to equality and justice. Organizational justice and equality are expected in healthcare services. Studies showed that working in an equal and just organizational culture increases employees’ motivation(54). Inequality cause significant problems in healthcare provision. Compared to the public sector, private sector is a work environment where competition is heavier, there is less job security and economic concerns are greater(54-56). Private sector employees are generally paid better; however, they work under heavier conditions in terms of working hours and workload. In the present study, it was found out that private sector employees gave more importance to justice and equality – a result that might be linked to their working conditions. Our research findings are consistent with findings in the literature(32-34).

	 

	The present study reveals a significant relationship between working in the private sector and the concepts of justice and equality. Fair and equal treatment is of particular importance for job satisfaction. If they notice that the treatment is not equal, their job satisfaction is likely to reduce. As public employees are accountable to the state and the hierarchy is less inflexible in the public sector, managers in this sector are less tolerant and less inclined to show respect and kindness and to treat equally. The findings reported in the literature are consistent with our findings(57-60).

	 

	In the present study, there was no statistically significant difference between the group that had a family member receiving continuous treatment and the group without such a family member with all factors (p>0,05).

	 

	Ozdemir et al. also found that the presence of any illness in the family did not have any effect on empathy(61). An illness or disorder causes people to lead a new life. Illness leads to changes in life standards of not only the patient but also their family members and friends(62). Thus, it was expected in this study that the participants’ responses would be different if they had a family member living with an illness. However, we did not get the expected results probably because only a small proportion of the healthcare professionals that participated in this study had family members receiving continuous healthcare services. Individuals with leadership capacity may have positive traits and use these traits in professional life without the need to identify themselves with others. 

	 

	Our results indicated that marital status had effects on equality (p<0,05), moral intelligence (p<0,05), and justice (p<0,05). Shapiro et al. reported in their study with 28 participants that patients expected physicians to be polite, friendly and respectful. At the end of the study, they listened to patients’ experiences and found that all patients expected politeness, friendliness and respect regardless of age, marital status and cultural background. With regard to equality, our results revealed that individuals putting themselves on an equal footing to others associated equality with parameters such as respect, conscience and intelligence. The high rate of equality expectation reported in our study is consistent with Shapiro et al. results, i. e. patients expecting respect, friendliness and politeness from healthcare professionals and expecting to see themselves on an equal footing to healthcare providers. These findings are important in that they not only refer to equality in terms of rights but also bring about a broader definition of equality encompassing respect, politeness and conscience in the field of healthcare provision(63). 

	 

	Several studies reported that the relationship between parameters of moral intelligence and marital status was not statistically significant. This is comparable with the findings of our study(64).

	 

	In the present study, the difference between marital status groups was significant with regard to the parameter of justice (p<0,05). This is consistent with findings of some studies and inconsistent with findings of some others(65,66). Employees’ expectations from their organizations generally concentrate on justice, equality and respect(54,67). These findings support the high mean and percentile scores of equality, moral intelligence and justice in our study. 

	 

	Our research findings further suggested that the difference between income level groups was significant with regard to the factor of empathy (p<0,05). A healthcare professional who is familiar with and aware of patients’ feelings and who is able to make patients feel this awareness is more likely to build an effective communication with patients(68,69). Several studies acknowledge that good communications skill is an important factor in ensuring patients’ adherence to treatment. Unlike our results, some studies revealed no correlation between income level and empathy(61,70). 

	 

	The present study showed that the difference between groups based on the length of experience was significant with regard to the factor of equality (p<0,05). In the literature, there is a consensus on the importance of providing healthcare services to all people under equal conditions regardless of religion, language, age, gender and level of income. The studies further highlight that healthcare providers are expected to be highly sensitive about differences between human beings, and that employees that have developed this sensitivity are less inclined to personal aggression(71,72).

	 

	Daily working hours play a significant role in the politeness factor (p<0,05). People that are influenced by others’ decisions and actions, give importance to others’ opinions, protect their colleagues’ rights and adopt a constructive approach to emerging problems serve as a model for creating a politeness culture in the workplace(73). Ann Gallagher indicates that spending extra time for someone is politeness and that this attitude has a positive effect on every person(74). It is important to ensure that healthcare professionals work under normal conditions to motivate them to develop awareness of the importance of politeness and to build a culture based on politeness in healthcare organizations(75). As politeness is a factor contributing to recovery, it needs to be a functioning component of healthcare provision(76). Wiesing’s study highlighted that favorable working hours contributed to building a more harmonious communication between patients and healthcare professionals and hence to providing more qualified healthcare services(77).

	 

	The present study also revealed a significant relationship between on-call work and the equality factor (p<0,05). The regulation on the Management of Inpatient Healthcare Facilities, updated on 20/01/2016, specifies the rules and procedures regarding working outside normal working hours, i. e. on-call work for healthcare providers. It is important that a hospital management distributes on-call work equally and fairly among employees. In our study, the presence of a relationship between on-call work and perception of equality points to the need for adopting more effective policies regarding working outside normal working hours in the healthcare sector(78).

	 

	This study also showed a difference between age groups with regard to the perception of equality (p<0,05)(79-81). The results of some studies are comparable with ours while some others are not(3,82-84). 

	 

	Moral intelligence is an ethical leadership trait. Leadership traits comprise innate as well as acquired characteristics. People with leadership traits speak clearly, treat fairly and equally to all employees, build empathy, are respectful, conscientious, polite and tolerant, use self-control skills, are always aware of their behaviors and able to change their behaviors in a work environment. These leaders are respectful to rights of all stakeholders(85). 

	 

	The results of our study suggest that healthcare professionals give importance to showing respect to patients, empathy is an important factor in healthcare communication and plays a facilitating role in getting information about patients, mental acceptance is required to achieve the goals in future plans, healthcare services are based on trust, patients need to trust healthcare professionals, and healthcare professionals are sensitive about trust from an ethical perspective. Almost all volunteers that participated in this study had self-respect, believed that they were able to think rationally, and paid attention to conscientious assessment of a “good” behavior. 

	 

	The relationship between healthcare professionals and patients is asymmetrical. Our results show that healthcare professionals uphold respect for all people, patients and themselves, tend to see all people and patients on an equal footing to themselves and they expect respect from all other people, and believe every person worthy of respect.   

	 

	Healthcare professionals’ responses further indicate that they support patients’ individuality, tend not to make any discrimination between patients, and treat fairly to all patients. Healthcare professionals that participated in our study were aware that discrimination based on individual differences is likely to jeopardize patients’ individuality and right to access healthcare services. 

	 

	Healthcare professionals agree that moral values are of particular importance in healthcare service provision. This shows that healthcare professionals need moral values as well as universally accepted ethical values in their working environment. 

	 

	Moral intelligence and its parameters are related to mental decision-making capacity used before getting engaged in a moral act. Moral intelligence helps physicians, nurses and patients, who are in a sort of ethical relationship in healthcare service provision, to build effective communication. An act based on moral intelligence capacity plays a facilitating role in the relationship between healthcare professionals and patients, and reduces problems among healthcare professionals. Effective communication also helps healthcare professionals to solve communication problems arising from gender, age, culture, experience, position and inequality. 

	 

	After our work 

	 

	What the moral Intelligence is and what benefits it can provide to those who have leadership qualifications must be revealed by the experts of the subject. In addition, training should be provided to increase the awareness and awareness of health professionals, and trainings should be increased in order to provide needs with a critical perspective. 

	 

	It is thought that it would be appropriate to create special areas in order to ensure the applicability of “Moral Intelligence and parameters” for all healthcare professionals in hospitals.
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				Physicians and Nurses

		

		
				Mean: 36,44±9,52

		

		
				Number

				Percentage

		

		
				Gender

				Female

				517

				65,5%

		

		
				Male

				272

				34,.5%

		

		
				Marital Status

				Single

				216

				27,4%

		

		
				Married

				538

				68,2%

		

		
				Divorced

				35

				4,4%

		

		
				Having Children

				Yes

				485

				61,5%

		

		
				No

				304

				38,5%

		

		
				Income Level

				Very high

				34

				4,3%

		

		
				High

				213

				27,0%

		

		
				Middle

				305

				38,7%

		

		
				Low

				201

				25,5%

		

		
				Very low

				36

				4,6%

		

		
				Public vs. Private Sector 
Employment

				Public Organization Healthcare

				653

				82,8%

		

		
				Private Organization Healthcare

				136

				17,2%

		

		
				Length of Experience

				Less than 1 year

				56

				7,1%

		

		
				1-5 years

				182

				23,1%

		

		
				6-10 years

				114

				14,4%

		

		
				11-20 years

				241

				30,5%

		

		
				More than 20 years

				196

				24,8%

		

		
				Daily Working Hours

				4 hours

				3

				0,4%

		

		
				6 hours

				10

				1,3%

		

		
				8 hours

				456

				57,8%

		

		
				10 hours

				119

				15,1%

		

		
				More than 10 hours

				201

				25,5%

		

		
				Weekly Frequency of Working Outside Normal 
Working Hours

				1 

				150

				19,0%

		

		
				2 

				160

				20,3%

		

		
				3 

				91

				11,5%

		

		
				4 

				47

				6,0%

		

		
				None

				341

				43,2%

		

		
				Presence of Family Members Receiving Continuous Healthcare

				Yes

				268

				34,0%

		

		
				No

				521

				66,0%

		

	

	
	Table 1. Distribution of the participants by socio-demographic characteristics.

	 

	 

	
		
				Sub-scales

				Mean
Standard Deviation

				Cronbach’s Alpha 

		

		
				Equality

				4,46±,532

				0,922

		

		
				Empathy

				4,27±,541

				0,910

		

		
				Moral Intelligence

				4,08±,619

				0,874

		

		
				Justice

				4,42±,554

				0,859

		

		
				Tolerance

				4,18±,583

				0,799

		

		
				Self-control

				4,19±,632

				0,840

		

		
				Politeness 

				4,18±,654

				0,772

		

	

	Table 2. Distribution of mean scores of sub-scales in the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services”.

	 

	
		
				p

				Equality

				Empathy

				Moral
Intelligence

				Justice

				Tolerance

				Selfcontrol

				Politeness

		

		
				Gender

				0,246

				0,380

				0,061

				0,871

				0,612

				0,235

				0,745

		

		
				Having Children

				0,025

				0,403

				0,140

				0,055

				0,096

				0,612

				0,154

		

		
				Public vs. 
Private Sector 
Employment

				0,001

				0,337

				0,124

				0,026

				0,174

				0,698

				0,785

		

		
				Presence of 
Family Members 
Receiving 
Continuous 
Healthcare

				0,283

				0,560

				0,196

				0,462

				0,946

				0,958

				0,126

		

	

	Table 3. Mann-Whitney U test results for sub-scales of the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services”

	 

	
		
				p

				Equality

				Empathy

				Moral
Intelligence

				Justice

				Tolerance

				Selfcontrol

				Politeness

		

		
				Marital Status

				0,007

				0,881

				0,011

				0,034

				0,456

				0,118

				0,586

		

		
				Income Level

				0,368

				0,014

				0,783

				0,619

				0,720

				0,362

				0,155

		

		
				Length of 
Experience

				0,037

				0,445

				0,141

				0,245

				0,855

				0,116

				0,929

		

		
				Daily Working 
Hours

				0,523

				0,534

				0,253

				0,139

				0,306

				0,316

				0,007

		

		
				Frequency of 
Working Outside 
Normal Working 
Hours

				0,000

				0,456

				0,400

				0,230

				0,628

				0,928

				0,784

		

		
				Age Groups

				0,002

				0,813

				0,457

				0,207

				0,271

				0,299

				0,657

		

	

	Table 4. Kruskal-Wallis test results for sub-scales of the “Survey for Measuring Moral Intelligence in the Provision of Healthcare Services”.
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