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Abstract 

Background There is a lack of knowledge about the ways physiotherapists around the world learn about profes-
sional code of ethics and ethical decision-making frameworks. The profession has a gap in the understanding about 
physiotherapists’ views on factors that play a role in ethical decision-making and whether these views differ between 
World Physiotherapy regions.

Methods An online survey study in English was conducted from October 2018 to October 2019. Participants 
included 559 physiotherapists located in 72 countries. The self-designed survey questionnaire contained 13 items 
asking about demographic information and means of learning about ethical codes and decision-making frameworks. 
A further 30 items were presented which included statements underpinned with individual, organisational, situational 
and societal factors influencing ethical decision-making. Participants were asked to express their level of agreement or 
disagreement using a 5-point-Likert-scale.

Results Participants’ highest rated responses endorsed that the professional role of physiotherapists is linked to social 
expectations of ethical behaviour and that ethical decision-making requires more skills than simply following a code 
of ethics. A recognisable organisational ethical culture was rated as supporting good ethical decisions. Comparing 
responses by World Physiotherapy regions showed significant differences in factors such as culture, religion, emotions, 
organisational values, significant others, consequences of professional misconduct and professional obligations. Entry 
level education was not perceived to provide a solid base for ethical decision-making in every World Physiotherapy 
region. Participants reported multiple sources for learning about a professional code of ethics and ethical decision-
making frameworks. What’s more, the number of sources differed between World Physiotherapy regions.

Conclusions Multiple factors play a role in physiotherapists’ ethical decision-making internationally. Physiotherapists’ 
ethical knowledge is informed by, and acquired from, several learning sources, which differ in both quality and quan-
tity amongst World Physiotherapy regions. Easily accessible knowledge and education about professional codes of 
ethics and ethical decision-making can foster continuing professional development for physiotherapists. The estab-
lishment of constructive ethical cultures in workplaces can improve ethical decision-making, and should acknowl-
edge the influence of individual, organisational, situational and societal factors. The establishment of collaborative 
learning environments can support knowledge translation which acknowledges practice-based methods of knowing 
and learning.
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Introduction
Societal and cultural systems have been identified as key 
influences on physiotherapists’ ethical practice interna-
tionally [1, 2]. Ethical practice is a domain of physiothera-
pist practice competence, which the World Physiotherapy 
Association expects graduates to have after completion of 
the entry-level programme [3]. The educational content 
of entry-level programmes worldwide may differ depend-
ing on a country’s basic conditions for physiotherapists to 
work either autonomously as first contact practitioners 
or based on referrals from other health professionals [4, 
5], the permitted scope of practice, features of healthcare 
systems (e.g. private/privatised, public, or fragile systems 
in conflicting areas) [6–8] or cultural dimensions [9–12]. 
The minimum qualification required to practice varies 
greatly between countries and ranges from Diploma (e.g. 
Germany, Japan, Niger), Bachelors (e.g. Brazil, Australia, 
Sweden), Masters (e.g. Canada, Ukraine, Mali) to Profes-
sional Doctorate (United States, Puerto Rico) [4]. Not all 
practicing physiotherapists internationally learned about 
a code of ethics and ethical decision-making frameworks 
during their entry-level education [2]. Learning formally 
about a code of ethics has been described as a predicting 
factor for experiencing ethical situations less frequently 
by physiotherapists [2]. Also, a relationship of formal (eth-
ics) education and the development of moral judgement 
has been identified [13–16], but is not generalizable to 
all regions, populations or professions [17–19]. The ade-
quacy and location of entry-level education were further 

What’s already known about this topic?

What does this study add?

• Not all physiotherapists around the world learn about professional
code of ethics and ethical decision-making frameworks in their entry
level education.

• The greater the number of informational sources for ethical
decision-making that physiotherapists know, the greater their self-
evaluated level of ethical competence.

• Entry level education is not perceived to provide a solid base for
ethical decision-making in every World Physiotherapy (WP) region.

• Physiotherapists learn about code of ethics and ethical decision-
making frameworks from multiple sources, which differ significantly
in reported quantities between WP regions.

• Factors such as culture, religion, emotions, organisational values,
significant others and consequences of professional misconduct are
considered and weighed significantly differently between WP
regions.

identified to be risks to competence [20, 21]. Professional 
learning is not constrained to structured classroom-set-
tings, but can be understood as a social phenomenon [22]. 
Learning from experience, colleagues, mentoring, tutor-
ing or internet research have been identified as informal 
learning activities; contributing to highly individualised 
experiences from a variety of knowledge sources [22–24].

It has been noted by several authors that when it comes 
to ethical decision-making, physiotherapists require the 
ability to sensitively recognise an ethical situation [8, 25–
27]. They need to holistically understand ethical issues and 
moral values at stake, as well as to know the ethical prin-
ciples, theories, professional obligations and the national 
rules that govern the scope of their practice. Before mak-
ing a decision and determining and implementing a plan 
of action, it is important to gather and discuss all relevant 
information with others involved in the ethical decision-
making process [8, 28–30]. Social, cultural and/or religious 
values and behaviours that influence decisions within 
health care settings can differ greatly between World Phys-
iotherapy regions [31–34]. There is also great variability in 
the understanding of the body, health, illness and healing 
[35, 36] and work conditions [6, 27, 37] around the world. 
Moral, professional, religious or political theories held by 
individual clinicians can conflict with particular ethical 
principles [38], as well as the values and goals of physio-
therapists with those of other professionals [29], their work 
systems [1] and their patients [39]. Physiotherapists’ values 
– both personal and professional – can dictate behaviours, 
influence actions, and reflect their attitudes [40]. Feelings 
and emotions, such as uncertainty, anger and frustration 
or gratitude, happiness and compassion [41–43] also affect 
decisions of health care professionals [43–45], but the 
experience and expression of emotions varies depending 
on physical and social environments [46]. Furthermore, 
an overwhelming influence of context has been reported 
as contributing to ethically challenging situations experi-
enced by physiotherapists globally, ranging from individual 
professional misconduct, to unethical workplace cultures 
and even political threats [1].

Ethical decision-making frameworks can support 
the identification of ethical issues, as well as structure 
and guide the complex and individual reasoning pro-
cesses that promote ethically informed clinical deci-
sions [8, 47, 48]. In the light of a shifting focus from 
professional conduct and the therapeutic relationship to 
the wider contextual and societal dimensions of physi-
otherapists’ ethical practice [49], frameworks for ethical 
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decision-making have been introduced that moved away 
from principlism [50] and embrace the multi-dimension-
ality of decision-making processes and interrelatedness 
of protagonists involved. For example, the components 
of the Realm–Individual Process–Situation (RIPS) Model 
of Ethical Decision-Making support the identification of 
elements of ethical situations within individual, organi-
sational/institutional and societal realms. They help 
to evaluate the required processes of moral reasoning 
(moral sensitivity, moral judgment, moral motivation, 
moral courage) [51] as well as the type of ethical situation 
confronted with (issue or problem, dilemma, distress, 
temptation, silence) [8]. To address injustice and inequity 
– whilst acknowledging different sources of knowledge 
that inform decisions of both physiotherapists (norma-
tive ethics) and their patients/clients (narrative or rela-
tional ethics) – the Ethical Reasoning Bridge (ER-Bridge) 
fosters reflection on ethical situations, mutual under-
standing and the realisation of the capacity to act mor-
ally for a change [48, 52]. A phenomenological approach 
to ethical decision-making, which includes components 
such as critical thinking and mindful and reflexive prac-
tices of physiotherapists, facilitates the interpretation of 
the individual experience and the narrative understand-
ing of illness by the patient/client [38], whilst acknowl-
edging human connection and interrelatedness. The 
more sources for informing ethical decision-making are 
known by physiotherapists, the higher they self-evaluate 
their level of ethical competence [25].

Within the physiotherapy literature, a lack of knowl-
edge about factors that influence ethical decision-making 
has been recognised [53]. Indeed, specific factors that 
play a role in these complex processes have been explored 
by disciplines such as business and management ethics 
research for nearly four decades [54–59]. The aggregate 
of the international literature to date about professional 
ethics and ethical decision-making, highlights diverse 
aspects that are important to consider, but does not 
explore specific factors on individual, organisational, sit-
uational and societal levels, which may influence ethical 
decision-making of physiotherapists. Thus, the objective 
of the study is to explore how physiotherapists perceptu-
ally weigh statements that include different individual, 
organisational, situational and societal factors that play a 
role in ethical decision-making; with an aim to probe the 
relevance of these factors for the physiotherapy profes-
sion, as well as to identify and describe differences in per-
ceptual weighing between World Physiotherapy regions 
[60]. Furthermore, we intend to investigate ways in which 
physiotherapists learn about code of ethics and ethical 
decision-making frameworks, ultimately informing their 
professional practice in international contexts.

Methods
Design
A self-designed questionnaire was used to explore 
the perceptual weighing of various statements 
related to factors in ethical decision-making amongst 
physiotherapists, and to ask if, and by which means, 
participants learned about professional ethics. The 
overall thematic categorisation of factors in ethi-
cal decision-making – individual, organisational, 
situational and societal – was adopted from busi-
ness and management ethics [54–56, 58, 59], as well 
as 12 individual factors and 15 organisational, situ-
ational and societal factors identified as playing a 
role in ethical decision-making processes (Additional 
file 1: Appendix 1). Physiotherapy literature on ethi-
cal decision-making was referred to for supporting 
and justifying the use of the chosen, predetermined 
factors and their thematic categorisations [8, 26, 27, 
38, 43, 48, 50] (Additional file  1: Appendix  1). The 
questionnaire was developed in English, and piloted 
by eight physiotherapists located in Europe, Asia and 
Australia; six of which English was not their native 
language. Based on their feedback, the possibility to 
use a dictionary in case of uncertainty was included 
into the survey introduction, some amendments of 
response-options and survey-wording were made, 
and explanations for question-contexts were added. 
Ethical decision-making was explained and defined 
to participants as follows:

“Ethical decision-making helps physiotherapists 
to make difficult choices when faced with an ethi-
cal situation. An ethical situation can be any 
issue in which an ethical tension is created in the 
physiotherapist’s practice — for example, a con-
flict of values, beliefs, or norms; uncertainty as to 
the appropriate ethical action to take, or distress 
arising from an inability to act in a way that meets 
the professional’s (or the profession’s) ethical stand-
ards. Ethical decision-making includes recognising 
the ethical situation, making professional ethical 
judgements, establishing a moral intent and imple-
menting ethical actions/engaging in ethical behav-
iour” [8].

The final online survey was shared with physiothera-
pists internationally using the SurveyMonkey© tool 
(Version April 2018) between October 2018 and Octo-
ber 2019. The survey started with information about 
the study, outlining its voluntary and anonymous 
nature, and asked participants for their voluntary and 
informed consent. Participants could respond to as 
many questions as they wished, and leave the survey 
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at any point. The study was ethically approved by the 
Institute for Ethics and Right in Medicine of the Uni-
versity of Vienna (Vote number 3/2018).

The survey itself consisted of 44 questions within 
three sections: Section I contained 13 items con-
cerning sociodemographic information (age, gender, 
religion, nationality) and vocational and education 
variables (level of physiotherapy education, type of 
workplace, country and area of workplace, years and 
fields of physiotherapy practice). Two items asked par-
ticipants if, and by which means, they learned about 
codes of ethics and ethical decision-making frame-
works. Section II of the survey contained 30 items 
asking participants about their perceptual weigh-
ing of statements including, or underpinned with, 
various factors which may play a role in their ethi-
cal decision-making (Additional file  1: Appendix  1). 
Participants could indicate how much they agreed 
or disagreed with the statements using a 5-point-
Likert-scale [61]. This section was further divided 
into two main themes: (A) Individual factors related 
to the physiotherapist (16 items) and (B) Situational, 
organisational and societal factors (14 items). Themes 
and items were presented in a randomised order. Sec-
tion III provided an optional opportunity to add any 
other factor(s) playing a role in the participant’s ethi-
cal decision-making that they felt were not covered 
within the previous statements in section II, in order 
to identify a wider scope of factors than those prede-
termined. The results from section I and II are pre-
sented in this paper. The results from section III are 
presented in another paper [62].

Participants and data collection
Physiotherapists from all World Physiotherapy (WP) 
regions were invited to participate, who had internet-
access and a functional understanding of English to 
complete the questionnaire. The survey was distributed 
online using purposeful and snowball sampling within 
professional networks by contacting national physi-
otherapy associations, promoting the survey with a paid 
advertisement on the free online database Physiopedia, 
the distribution of printed hand-outs by AS at the World 
Physiotherapy (WP, former WCPT) Conference in 
Geneva 2019 as well as through social media (Facebook, 
Twitter). The survey was available between October 
2018 and October 2019. Five hundred fifty-nine partici-
pants from 72 countries completed section I of the sur-
vey. Four participants were excluded as their responses 
were unrelated to physiotherapy. Eight participants 
self-identified as physiotherapy students. Four hundred 
fifteen participants completed the survey in its entirety 
(sections I and II).

Data analysis
Data was exported from SurveyMonkey. Quantitative 
data was analysed using the Statistical Package for the 
Social Sciences software (SPSS version 27.0, IBM Corp., 
Armonk, NY, USA) by RR. Participants’ sociodemo-
graphic characteristics were analysed by  Chi2,  analyses 
of variance, comparisons of means and descriptively 
by percentage. Not all participants answered all items; 
therefore, within the tables the respective numbers of 
respondents for each item are presented. In a drop-out 
analysis the sociodemographic and occupational differ-
ences between participants who completed the question-
naire and those who dropped out earlier were evaluated.

Participants’ responses to the Likert scale were con-
verted to numbers, using the values 1 = strongly disagree; 
2 = disagree; 3 = neither agree nor disagree; 4 = agree; 
5 = strongly agree; and treated as intervall data [61]. 
Means (M) and standard deviations (± SD) for each item 
were calculated. Comparisons of means were used to 
identify differences between participants’ responses from 
different WP regions within the items 14-43, as paramet-
ric tests are recognised to produce robust results even 
with small sample sizes or data that are not normally 
distributed [63]. Additionally, three groups of percent-
age ratios of participants’ responses were calculated for 
each item and WP region: agree (responses to “agree” 
and “strongly agree”), neutral (responses to “neither agree 
nor disagree”) and disagree (responses to “strongly disa-
gree” and “disagree”). We provided a ranking order of the 
means of the statements in order to clarify participants’ 
perceptual weighing. The five WP regions are understood 
to be Africa (AR), Asia Western Pacific (AWPR), Europe 
(ER), North America Caribbean (NACR) and South 
America (SAR).

Results
Participant demographics
Five hundred fifty-five individuals in the age range of 18 
to 81 years (Table 1) participated in the online survey. 379 
(68.4%) participants were female, 170 (30.7%) male and 
five (0.9%) diverse (one participant did not indicate their 
gender), located across 72 countries. Table 1 presents the 
distribution of age  (F2,550 = 0.915, P = .401), WP region 
 (Chi2=6.63, P = .576) and religion  (Chi2=13.10, P = .041) 
by gender. We designated four groups of religions. Most 
of the participants (45.2%) belonged to Christianity; 
23.6% described themselves as non-religious; 22.4% avow 
to be Muslims, Buddhist and Hinduists; and 9.1% follow 
other religions or did not want to share this information. 
More females and less males than expected were Chris-
tians, and more males and less females than expected 
confessed to be non-religious; two female participants 
did not answer this question.
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Table  2 shows the main vocational characteristics of 
the participants by gender. Participants worked on aver-
age for 12.90 years as physiotherapists  (F2,550 = 0.600, 
P = .549), reported 2.59 different types of workplaces 
currently and/or throughout their career  (F2,550 = 0.600, 
P = .549), and were practicing in 4.90 different physi-
otherapy fields  (F2,551 = 0.507, P = .603). Most partici-
pants worked in urban (73.8%) or urban and rural (16.7%) 
areas, fewest in rural areas only (9.5%), no statistically 
significant gender differences were found.

Tables  3 presents the highest degree achieved in 
physiotherapy or other disciplines, and the means 
and sources of learning about code of ethics and ethi-
cal decision-making frameworks by gender. Some par-
ticipants indicated more degrees, on average 1.16; there 
were no degree differences observed between gender 
 (F2,550 = 2.887, P = .057) and WP regions  (F4,549 = 1.298, 
P = .270).

The comparisons between the WP regions showed sig-
nificant differences in the number of sources for learn-
ing about code of ethics  (F4,550 = 4.223, P = .002) as well 
as in learning about ethical decision-making frameworks 
 (F4,549 = 4.035, P = .003) between the ER and the NACR 
(see Table 4). For the ER were the fewest, for the NACR 
were the most learning sources reported.

Of the 555 participants, 280 participants (50,45%) 
absolved their entry-level education in countries, where 
direct access is fully permitted; 69 participants (12,43%) 
trained in countries, where direct access is permitted pri-
vate only; 184 participants (33,16%) trained in countries, 
where direct access is not permitted; for 22 participants 
(3,96%) the information was not available.

Of the 66 countries, in which participants absolved 
their entry-level education, 23 countries (34,85%) fully 
permit direct access; 21 countries (31,82%) permit direct 
access only private; 14 countries (21,21%) do not permit 
direct access; for eight countries (12,12%) the informa-
tion was not available (Reference year 2021) [4]. As the 
average of respondents worked for about 13 years as 
physiotherapists, the situation pertaining to direct access 
at the time of their entry-level education was probably 
different in several countries.

Flow of participants throughout the study
One hundred fifty participants answered the soci-
odemographic and working-related items but did not 
complete the survey (25.27% of total). The drop-outs 
consisted of 94 females, 45 males and 1 diverse (com-
pleters vs. drop-outs by gender:  Chi2=0.247, P = .884). 
The drop-outs were significantly younger than com-
pleters (mean age 33.69 vs. 38.10 years,  F1,551 = 14.89, 
P < .001) and worked for a shorter period of time (years: 
10.07 vs. 13.82 years,  F1,538 = 11.24, P = .020, N = 133, 
eight students were not counted). The rate of drop-
outs across WP regions differed; with most drop-outs 
coming from the ER (12.2%) and the AWPR (7.9%), 
fewer from NACR (2.7%), AR (1.8%) and SAR (0.6%) 
(Additional file  2: Appendix  2). The rates of drop-outs 
pertaining to religion were: (1) Christianity: 10.9%, (2) 
Islam, Hinduism, Buddhism: 7.3%, (3) non-Religious: 4% 
and (4) the remaining group: 2.7%  (Chi2=9.53, P = .023). 
From groups 2 and 4 more respondents than expected 
and from group 3 less individuals than expected 
dropped out of the survey.

Table 1 Sample description: age, nationality (geographic/WP region), and religion by gender

N (%) or M 
(±SD)

N (%) or M 
(±SD)

N (%) or M 
(±SD)

N (%) M (±SD)

Female Male Diverse Total

Gender 379 (68.4%) 170 (30.7%) 5 (0.9%) 554 (100%)

Age yrs. M (±SD) 37.38 (±11.86) 36.24 (±11.88) 32.40 (±8.56) 36.98 (±11.84)

Geographic region (WP member + non-member countries)
 African region (AR) 42 (7.6%) 14 (2.5%) 1 (0.2%) 57 (10.2%)

 Asia Western Pacific region (AWPR) 100 (18.0%) 50 (9.0%) 1 (0.2%) 151 (27.2%)

 Europe region (ER) 186 (33.6%) 85 (15.4%) 1 (0.2%) 273 (49.2%)

 North America Caribbean Region (NACR) 43 (7.8%) 18 (3.2%) 2 (4.3%) 63 (11.4%)

 South America Region (SAR) 8 (1.5%) 3 (0.5%) 0 (0%) 11 (2.0%)

Religion
 Christianity 186 (33.7%) 61 (11.1%) 2 (0.4%) 249 (45.2%)

 Islam, Hinduism, Buddhism 82 (14.8%) 42 (7.6%) 0 (0%) 124 (22.4%)

 Secular/non-religious/agnostic/atheist/irreligious/unaffiliated 76 (13.8%) 52 (9.4%) 2 (0.4%) 130 (23.6%)

 Ethnic and indigenous religion, Sikhism, Juche, Spiritism, Judaism, 
Baha’i, Jainism, Neo-Paganism, Unitarian, Don’t want to share, Other

33 (6.2%) 15 (2.8%) 1 (0.2%) 49 (9.1%)
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Drop-outs reported having less types of different work-
places, currently and over their career, than completers 
(2.08 vs. 2.8,  F1,552 = 22.78, P < .001), indicated working 
in fewer physiotherapy fields (4.4 vs. 5.1,  F1,553 = 5.82, 
P = .016), and were represented in all different work-
ing fields. They dropped out in a proportional relation 
 (Chi2=3.53, P = .171), in comparison to completers in 
urban, rural or both areas.

Pertaining to learning sources about a professional 
code of ethics, completers indicated significant more 
sources than drop-outs (1.33 vs. 1.11,  F1,553 = 5.82, 
P = .016). Sources for learning about ethical decision-
making frameworks showed differences close to signifi-
cance (M: 1.20 vs. 1.01,  F1,552 = 3.78, P = .052) of fewer 
sources in dropouts than in completers.

Table 2 Sample description: vocational variables by gender

N (%) or M (±SD) N (%) or M (±SD) N (%) or M (±SD) N (%) or M (±SD)
Female Male Diverse Total

Years in work (without students, N = 539)
 Working yrs. M (±SD) 13.38 (±11.40) 12.03 (±11.18) 5.00 (±4.40) 12.90 (±11.33)

Type of workplace
 Private 382 (69.07%) 163 (29.48%) 3 (0.54%) 548 (99.09%)

 Government/public 291 (52.62%) 86 (15.55%) 4 (0.72%) 381 (68.89%)

 Teaching institution 81 (14.65%) 46 (8.32%) 1 (0.18%) 128 (23.15%)

 Research institution 16 (2.89%) 15 (2.71%) 1 (0.18%) 32 (5.79%)

 Sports club 21 (3.80%) 20 (3.62%) 2 (0.26%) 43 (7.78%)

 Self-employed/owner 176 (31.83%) 87 (15.73%) 1 (0.18%) 264 (47.74%)

 Other 36 (6.51%) 7 (1.27%) 0 (0%) 43 (7.78%)

Average of workplaces currently or over career
 Workplaces M (±SD) 2.64 (±1.53) 2.49 (±1.53) 2.40 (±0.89) 2.59 (±1.52)

Working area
 Rural area 29 (5.5%) 20 (3.8%) 1 (0.2%) 50 (9.5%)

 Urban area 273 (51.8%) 113 (21.4%) 3 (0.6%) 389 (73.8%)

 Both areas 56 (10.6%) 31 (5.9%) 1 (0.2%) 88 (16.7%)

Different fields of work (including students)
 Acupuncture/dry needling 52 (9.39%) 36 (6.50%) 0 (0%) 88 (15.9%)

 Animal practice 2 (0.36%) 2 (0.36%) 0 (0%) 4 (0.7%)

 Aquatic therapy 67 (12.09%) 11 (1.99%) 0 (0%) 78 (14.1%)

 Cardiorespiratory 124 (22.38%) 47 (8.48%) 3 (0.54%) 174 (31.4%)

 Disability (intellectual and physical) 83 (14.98%) 36 (6.50%) 2 (0.36%) 121 (21.8%)

 Education in physiotherapy 105 (18.95%) 51 (9.21%) 0 (0%) 156 (28.1%)

 Health promotion 83 (14.98%) 40 (7.22%) 2 (0.36%) 125 (22.5%)

 Information management/ administration 33 (5.96%) 13 (2.35%) 1 (0.18%) 47 (8.5%)

 Mental health 31 (5.60%) 8 (1.44%) 1 (0.18%) 40 (7.2%)

 Neurology 144 (25.99%) 64 (11.55%) 2 (0.36%) 210 (36.8%)

 Occupational health and ergonomics 44 (7.94%) 27 (4.87%) 0 (%) 71 (12.8%)

 Oncology/palliative care 64 (11.55%) 16 (2.89%) 0 (%) 80 (14.4%)

 Orthopedics/manual therapy 246 (44.40%) 118 (21.30%) 2 (0.36%) 366 (65.9%)

 Older people 161 (29.06%) 62 (11.19%) 0 (0%) 223 (40.2%)

 Pediatrics 115 (20.76%) 30 (5.42%) 0 (0%) 145 (26.1%)

 Rehabilitations 236 (42.60%) 105 (18.95%) 2 (0.36%) 343 (61.8%)

 Research 55 (9.93%) 30 (5.42%) 2 (0.36%) 87 (15.7%)

 Sport physiotherapy 115 (20.76%) 92 (16.61%) 1 (0.18%) 208 (37.5%)

 Women’s, men’s and pelvic health 82 (13.00%) 18 (3.25%) 0 (%) 100 (18.0%)

 Other 40 (7.22%) 10 (1.81%) 1 (0.18%) 51 (9.2%)

Average of different working fields
 Working fields M (±SD) 4.97 (±3.41) 5.05 (±3.10) 3.80 (±3.39) 4.90 (±3.04)
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Rating and ranking of statements
The means of agreement to the statements that par-
ticipants rated were ranked from highest agreement to 
lowest agreement (Table 5). The highest approval rates 
were related to these three survey statements: item 36 
“Physiotherapists need to behave ethically because it 
is socially expected as their professional role”; item 27 
“Ethical decision-making requires more skills than just 
observing a code of conduct or ethical principles”; and 

item 34 “A recognisable organisational culture of ethi-
cal practice can help a physiotherapist to make a good 
ethical decision”. The lowest agreement levels were 
scored for the following three survey statements: item 
23 “Ethical decision-making stresses me out”; item 33 
“Organisational values have greater influence on my 
ethical decision-making than my own considerations”; 
and item 20 “My religious beliefs play a role in ethical 
decision-making”.

Table 3 Sample description: highest academic degree (in physiotherapy and other disciplines), and sources of learning about codes 
of ethics and ethical decision-making frameworks by gender

a National Professional Associations on course of professional registration or as a provider of ethics resources; as part of participants’ individual professional role such 
as teaching students in professional ethics, being part of a Professional Council Ethics Committee, or assessing physiotherapy degree courses; as part employment 
contracts containing organisational codes of conduct; on course of required continued professional development (CPD); national standards for health professionals 
such as the British ‘Duty of Candour’, a professional obligation of healthcare professionals to tell the truth to patients when a procedure fails
b Information provided by lawyers specialised in ethics; learning from practical experience; CPD courses (described as providing information about areas that 
participants would otherwise have not been exposed to, or remaining unknown); as an effect of applying for ethical clearance for research projects; readings related 
to specific diagnoses; trainings required for specific work settings such as palliative care or hospice; personal religious convictions and moral values

N or M (±SD) N or M (±SD) N or M (±SD) N (%) or M (±SD)
Female Male Diverse Total

Highest level of educational degree achieved (in physiotherapy or other discipline)
 Bachelor’s degree/diploma 200 (36.17%) 78 (14.10%) 3 (0.54%) 281 (50.81%)

 Graduate diploma 50 (9.04%) 26 (4.70%) 1 (0.18%) 77 (13.92%)

 Master’s degree 115 (20.79%) 69 (12.47%) 1 (0.18%) 185 (33.85%)

 Professional doctorate 32 (5.79%) 12 (2.17%) 1 (0.18%) 45 (8.14%)

 Research doctorate 12 (2.17%) 5 (0.90%) 1 (0.18% 19 (3.44%)

 Other 25 (4.52%) 10 (1.81%) 0 (0%) 35 (6.33%)

Average academic degrees
 Academic degrees M (±SD) 1.15 (±0.41) 1.18 (±0.44) 1.60 (±1.34) 1.16 (±0.43)

 Learning about a professional code of conduct or a code of ethics for physiotherapists
 No 57 (10.29%) 22 (3.97%) 1 (0.18%) 80 (14.4%)

 Yes, during my basic physiotherapy education 226 (40.79%) 100 (18.05%) 2 (0.36%) 328 (59.1%)

 Yes, in a graduate or post-graduate program 74 (13.36%) 35 (6.32%) 0 (0%) 109 (19.6%)

 Yes, in a professional ethics course 39 (7.04%) 16 (2.89%) 1 (0.18%) 56 (10.1%)

 Yes, by learning about professional ethics on my own 72 (13.00%) 39 (7.04%) 0 (0%) 111 (20.0%)

 Yes, by learning about professional ethics from others 46 (8.30%) 22 (3.97%) 0 (0%) 68 (12.3%)

 Don’t know 15 (2.71%) 6 (1.08%) 1 (0.18%) 22 (4.0%)

 Othera 13 (2.35%) 5 (0.90%) 0 (0%) 18 (3.2%)

Average of learning sources about a professional code of conduct or code of ethics for physiotherapists
 Learning Sources M (±SD) 1.27 (±0.96) 1.30 (±0.98) 0.80 (±0.45) 1.27 (±0.96)

 Learning about specific ethical decision-making or ethical reasoning frameworks
 No 100 (18.08%) 41 (7.41%) 1 (0.18%) 142 (25.6%)

 Yes, during my basic physiotherapy education 169 (30.56%) 83 (15.01%) 1 (0.18%) 253 (45.6%)

 Yes, in a graduate or post-graduate program 70 (12.66%) 36 (6.51%) 1 (0.18%) 107 (19.3%)

 Yes, in a professional ethics course 37 (6.69%) 17 (3.07%) 1 (0.18%) 55 (9.9%)

 Yes, by learning about professional ethics on my own 70 (12.66%) 36 (6.51%) 3 (0.54%) 109 (19.6%)

 Yes, by learning about professional ethics from others 54 (9.76%) 21 (9.22%) 2 (0.36%) 77 (13.9%)

 Don’t know 23 (4.16%) 12 (2.17%) 0 (0%) 35 (6.3%)

 Otherb 11 (1.99%) 2 (0.36%) 0 (0%) 13 (2.3%)

Average of learning sources about specific ethical decision-making or ethical reasoning frameworks
 Learning sources M (±SD) 1.12 (±1.03) 1.21 (±1.04) 1.60 (±1.14) 1.15 (±1.03)
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The highest level of agreement (“strongly agree” and 
“agree”; range: 21.3 - 91.6%) by over 80% of the partici-
pants was identified for seven items, which also deter-
mined the ranking of agreement by the mean values   
(item 36, 27, 34, 35, 21, 13, 22). Ten items still achieved 
an agreement by more than 70% of the participants* 
(item 32, 39, 15, 17, 40, 29, 43, 18, 28, 16). The highest 
rejection (“strongly disagree” and “disagree”, range 1.1 - 
52.7%) by over 40% of the participants occurred with four 
items (25, 23, 33, 20) and one item (26) was rejected by 
almost 40% of the participants (38.9%). The other rejec-
tions were in the single-digit range from 1.1 to 25% of the 
participants. The neutral category (“neither disagree nor 
agree”, range: 6.5 - 29.3%) increased for statements where 
agreement decreased. It was used by over 20% of the par-
ticipants for items 18, 28, 31, 37, 42, 30, 24, 19, 26, 25, 
23, 33, 20 and indicates that there was some uncertainty 
when weighing these statements (Table 5).

Only one item showed significant differences in rela-
tion to gender (P = .015): item 18 “I feel competent when 
I need to make a professional ethical decision”. Male par-
ticipants felt more competent (M = 3.92, ±SD = .78) than 
females (M = 3.69, ±SD = .82) and diverse participants 
(M = 3.60, ±SD = 1.14). Ten items differed in the com-
parative rankings between WP regions; in six items the 
ER scored lowest in the neutral category (“neither agree 
nor disagree” =3) or disagree category (=2). ER partici-
pants were not decisive in agreeing to item 35 (M = 3.98, 
±SD = .83) asking about a perceived influence of senior 
physiotherapists’ professional attitude on junior physi-
otherapists (P < .001), in comparison to the AWPR 
(M = 4.40, ±SD = .74) and SAR (M = 4.38, ±SD = .52); 
and item 37 (M = 3.23, ±SD = .99) about the influence 
of regularly compromised ethical behaviour by a physi-
otherapist on other colleagues (P < .001), in comparison 
to SAR participants (M = 4.00, ±SD = .53), who agreed. 
The same relationship showed item 32, assuming that 
unethical behaviour increases where it stays unpunished 

(P < .001); and item 19 exploring the use of a professional 
ethical decision-making framework (P < .001), in which 
participants from the ER (item 32: M = 3.78, ±SD = .95; 
item 19: M = 3.19, ±SD = .99) and NACR (item 32: 
M = 4.00, ±SD = .97; item 19: M = 3.17, ±SD = 1.17) 
agreed significantly lower than those of the SAR (item 
32: M = 4.62, ±SD = .52; item 19 M = 3.90, ±SD = .74). 
Significant differences between participants from the AR 
and the AWPR were found with item 21 (P = .010), where 
AR participants’ level of agreement (M = 4.37, ±SD = .64) 
to consider their professional obligations in ethical deci-
sion-making was significantly higher than in the AWPR 
(M = 4.00, ±SD = .70). AR participants scored higher 
(M = 3.95, ±SD = .88) in their agreement than ER par-
ticipants (M = 3.42 ± SD = 1.04) for item 41, asking if cul-
tural aspects play a role in their ethical decision-making 
(P < .001). With regards to item 33, participants from the 
NACR (M = 2.35, ±SD = .93) disagreed in comparison 
with those from the AWPR (M = 3.06, ±SD = 1.12) that 
organisational values have a greater impact on ethical 
decision-making than their own considerations (P < .001). 
That their emotions play a role in ethical decision-mak-
ing (item 26) is not agreed (P = .013) upon by participants 
from the AR (M = 2.65, ±SD = .97), but rated neutral by 
participants located in the ER (M = 3.11, ±SD = 1.01) 
and SAR (M = 3.10, ±SD = .99). Personal religious beliefs 
(item 20) do not play a role in ER (M = 2.26, ±SD = 1.20) 
and SAR participants’ (M = 2.20, ±SD.79) ethical deci-
sion-making but are rated neutral (P < .001) by AR 
participants (M = 3.27, ±SD = 1.13). An interesting dif-
ference was found in item 25 (P < .001): ER participants 
did not agree that the ethics education in their basic 
physiotherapy training provided a solid foundation for 
ethical decision-making (M = 2.55, ±SD = 1.05); they dif-
fered significantly from participants located in the NACR 
(M = 3.36, ±SD = 1.00). This difference was also observed 
in the average learning sources for ethical codes and ethi-
cal decision-making frameworks (Table 4).

Discussion
Our study investigated ways in which physiotherapists 
learn about code of ethics and ethical decision-making 
frameworks in international contexts and their views 
on factors playing a role in ethical decision-making. 
Although most participants disagreed with the state-
ment that their entry-level education provided a solid 
foundation for ethical decision-making, and not all par-
ticipants learned about both codes of ethics and ethical 
decision-making frameworks, they did agree on their 
ability to recognise, analyse and describe ethical situa-
tions, to deal with uncertainty and to feel competent in 
ethical decision-making. These perceived competencies 
are also reflected in most participants’ disagreement to 

Table 4 Learning sources about professional code of conduct 
or code of ethics (Q12) and ethical decision making frameworks 
(Q13) by WP region

Learning sources N Item 12 
Average
M (±SD)

Item 13 
Average
M (±SD)

Africa region (AR) 1.49 (±1.09) 1.30 (±1.13)

Asia Western Pacific region (AWPR) 1.26 (±0.88) 1.21 (±1.05)

Europe region (ER) 1.15 (±0.90) 1.01 (±0.94)

North America Caribbean region 
(NACR)

1.62 (±1.18) 1.54 (±1.20)

South America region (SAR) 1.55 (±0.93) 1.09 (±0.94)

Total 1.28 (±0.96) 1.15 (±1.03)
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the notion that ethical decision-making stresses them 
out, that organisational values have greater impact on 
their ethical decision-making than personal considera-
tions and that their personal religious beliefs play a role 
in their ethical decisions. This points to the commitment 
of physiotherapists to emancipation from influences of 
individual and organisational factors, and the confidence 
physiotherapists possess with professional ethical deci-
sion-making, despite unfavourable educational or work-
ing conditions. Developing and holding up individual 
moral integrity, especially in the light of organisational 
pressures, requires courage, as it could sometimes lead to 
diametrical consequences [1, 62], burn-out or/and result 
in the decision to leave the job or the profession in gen-
eral [1, 41, 64, 65]. Participants clearly agreed with the 
statement that a recognisable organisational culture of 
ethical practice can help physiotherapists to make good 
ethical decisions. Therefore, it is about time to question 
(and act for a change of ) those organisational (or sys-
temic) conditions that force physiotherapists to choose 
either sacrificing themselves for remaining true to their 
(professional and personal) values or to leave their jobs 
due to ongoing, unresolvable conflicts of interests that 
harm their health and moral integrity.

These novel findings also suggest that both successful 
learning about and practical application of professional 
ethics and ethical decision-making is not confined to 
formal education. Complex, lively, iterative and ongo-
ing processes are shaped and informed by many sources 
and experiences during a person’s career [66], and should 
be actively supported by easily accessibly ethics knowl-
edge. A recent discussion about the best time for medi-
cal ethics teaching recommended an overhaul of the 
current educational practices [67]. To understand both 
the ethical nature of a therapeutic relationship, and the 
provision of health services as a moral enterprise, fun-
damentals of professionalism and ethical responsibili-
ties must be taught in undergraduate programs [67, 68]. 
But only clinicians’ practical experiences will help to 
fully understand ethical dimensions of practice and the 
application of ethical principles to real and dynamic 
situations. Strengthening post-qualification education, 
both formally and informally, for example, by knowledge 
translation that acknowledges practice-based ways of 
knowing and learning [22], could be one step to bridge 
the gap between ethics theory and practice, which has 
been recognised by physiotherapy scholars for decades 
[38, 69]. Also, there is a plead for mandatory post-grad-
uate ethics trainings [67], as already required in some 
countries for physiotherapists’ continuing professional 
development (CPD) and licensure renewal [70, 71]. As 
ethical situations emerge on social, cultural, political and 
organisational levels, a decontextualized understanding 

of ethics and ethical decision-making must be avoided 
[1, 54]. Therefore, reflections on and critical discussion 
of physiotherapists’ practices and experiences, their prac-
tice environments and (un)ethical cultures of their work-
places are necessary for professional development. It can 
further facilitate the uptake and incorporation of ethics 
research both into ethical decision-making practice, and 
into national and international physiotherapy associa-
tions’ professional ethical codes, guides and frameworks 
[1, 22, 66]. This can decrease the risk that information 
contained in guidelines becomes judged as impracti-
cal, when not fitting with what is known from a variety 
of knowledge sources that are informing decisions [22]. 
Furthermore, collaborative learning environments should 
be established [22] – both in-person and virtually – and 
physiotherapists encouraged to share about their lived 
ethical experiences and knowledges in (public) forum 
discussions, at professional conferences, and in national 
physiotherapy journals in order to foster further conver-
sation and understanding [27].

Participants’ perceived abilities to recognise, ana-
lyse and describe an ethical situation, as well as their 
perceived competence in ethical decision-making, 
are mirrored and supported by other ethics research-
ers’ works. Naamanka et al. investigated self-evaluated 
ethical competence of Finnish physiotherapists [25], 
including knowledge about code of ethics and meth-
ods for ethical decision-making. Of their sample, 30% 
did not know, or poorly knew, their national code of 
ethics. The majority of physiotherapists consulted col-
leagues for ethical decision-making, while group dis-
cussions were common sources that informed ethical 
decision-making followed by referring to ethics lit-
erature, ethics committees and ethics specialists. To 
evaluate ethical competence variables such as charac-
ter strength, willingness to do good, ethical awareness 
and moral judgement skills were included in their sur-
vey. These ethical competence variables can be related 
to the factors in ethical decision-making ego strength, 
moral intent(ions), awareness and recognition (of ethi-
cal issues), and skills and knowledge that underpinned 
our survey statements to probe their relevance for the 
physiotherapy field. Canadian physiotherapists’ ability 
to recognise an ethical situation was reported by Finch 
et al. [26]. Although their study found no evidence for 
the use of a systematic approach for ethical analysis 
(our study’s participants were rather neutral in weigh-
ing the statement about referring to a framework for 
ethical decision-making), an acknowledgement of gath-
ered information about the context and different pro-
tagonists involved, and the influence of peers on ethical 
decision-making processes were  reported. Our results 
support their findings, which confirm the perceived 
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influence of contextual factors of work systems and 
environment, healthcare systems’ conditions, signifi-
cant others and other persons involved in the ethical 
decision-making process.

One surprising finding from our results was that male 
physiotherapists perceive themselves as more compe-
tent in ethical decision-making than females and diverse; 
a result contrarily to the study by Naamanka et al. [25], 
where female physiotherapists were reported as evaluat-
ing themselves as ethically more competent than males. 
One explanation for this finding could be that gender 
equality in Finland is one of the highest in the world 
[72], with a tertiary education gross enrolment ratio of 
females vs. males of 103 to 85 [73]. Even if the major-
ity of the study’s sample was located in Western coun-
tries, the largest individual country sample came from 
India (tertiary education gross enrolment ratio of 15 to 
21 [73]). Our study encompassed participants from all 
WP regions with largely diverse socioeconomic, cultural 
and political backgrounds, sometimes accompanied with 
unfavourable indicators of gender equality [74]. Other 
studies identified male gender as a risk to competence, 
as well as the country of entry level education, both in 
scoping review based on rather Western literature [20] 
and a Canadian study investigating factors that put physi-
otherapists at risk to not meeting professional standards 
[21]. Possibly, there is a gender bias in how male, female 
and gender-diverse physiotherapists self-evaluate their 
overall ethical decision-making competence. To explore 
these differences, specific variables that measure ethi-
cal competence, as used in the “Physiotherapist’s Ethical 
Competence Evaluation Tool” (PECET) [25], could be 
investigated from cross-cultural perspectives.

Other innovative findings include the significant dif-
ferences between WP regions with the level of agree-
ment to several statements. Significant educational 
differences between WP regions became apparent when 
considering the statement about the entry-level educa-
tion of their country providing a solid basis for ethical 
decision-making. Participants from the ER disagreed 
in comparison with those from the NACR. A possible 
explanation for this finding is that both ethics research 
and education in physiotherapy have a longstanding tra-
dition in North America [49, 50, 75]. Physiotherapists in 
the United States (US) and Canada are educated to be 
autonomous practitioners compared to many European 
countries, where direct access is either limited to private 
only (e.g. Norway, Poland or Portugal) or not yet permit-
ted (e.g. Austria, Belgium or Greece) [4]. The first code 
of ethics for US physiotherapists was introduced in 1935 
[49]; more than two decades before the first code of eth-
ics of the World Physiotherapy Association in 1959 [76]. 
A large proportion of the ER sample originated from 

German speaking countries, who were reported to have 
learned significantly less often about both code of ethics 
and ethical decision-making frameworks in their entry 
level-education than participants from other European 
countries [77]. Switzerland and Austria introduced physi-
otherapy education at academic levels in 2006 [78, 79]. In 
Germany, the major part of physiotherapy education is 
provided as a 3-year training at the college level with clin-
ical placements in affiliated hospitals and physiotherapy 
practices [4, 80], also due to the resistance against the full 
academisation of a physiotherapy program by the Ger-
man Medical Chamber [81]. In Germany, a translation 
of the World Physiotherapy code of ethics was provided 
in 2017, even though it was a founding member country 
of the World Physiotherapy Association [76, 82]. Such 
examples demonstrate how heterogeneous physiotherapy 
practices and associated professional trainings are glob-
ally, while solidifying the need for continued research in 
this area.

Other significant findings seem to be a reflection of the 
WP regions’ diverse cultural realities. The AR scored sig-
nificantly higher than the ER in agreeing to the statement 
that cultural factors play a role in ethical decision-mak-
ing. European countries have been identified as mostly 
culturally homogenous, whereas African and Asian 
countries were identified as highly culturally diverse 
[83, 84]. The wider literature reports several dimen-
sions of national cultures [84]. One of these dimensions 
is the relationship between the individual and the group, 
described as individualism and collectivism. It is unlikely 
that any culture will be entirely collectivistic or individ-
ualistic; accordingly, any overgeneralisation should be 
avoided. However, the minority of people in the world 
live in societies that are identified as being individualis-
tic. African, Asian and Latin American countries were 
described as largely collectivist [84], where various 
stakeholders are involved in employment relations, with 
emphasis on importance of social relationships and net-
works at workplaces, including respect for authority as a 
cultural value [85, 86]. Such social networks are regulated 
by informal and implicit social contracts that are based 
on trust and commitment. Violations of these rules result 
in sanctions that are socially enforced even stronger 
than legal sanctions applied to formal contracts [86]. 
Most European societies (as well as North American) 
are considered to be culturally individualistic, with vary-
ing degrees of individualism within and among coun-
tries. In individualistic countries, ties between people are 
described as being more loose, with own goals and pref-
erences as the primarily motivators for individual behav-
iour [84, 87]. In addition, another cross-cultural study 
observed that people benchmark their own dishonesty 
depending on the perceived extent of dishonesty in their 
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social environment. Societies with higher material secu-
rity were identified to be more individualistic and to have 
less corruption [88].

Such differences could explain why the ER was scor-
ing significantly lower in statements addressing the 
influences of senior professionals’ behaviour on juniors 
in comparison with the SAR and AWPR, and negative 
influences of ongoing misconduct without consequences 
on other physiotherapists’ behaviour, in comparison 
with the SAR. Cultural differences between participants 
from individual and collectivist societies may also have 
contributed to the significantly lower levels of agree-
ment between the NACR and ER compared to the SAR, 
to the statements pertaining to the increase of unethi-
cal behaviour when it remains unpunished, and to the 
consideration of a professional framework for ethical 
decision-making. Although participants from the NACR 
learned more often, and from a higher number of differ-
ent sources, about ethical decision-making frameworks 
than their ER counterparts, both agreed significantly 
less to this statement than participants from the SAR. 
Participants from the NACR and the ER were probably 
socialised to value and pursue independence, result-
ing in beliefs of personal control, and work settings’ 
focused on individual actions and autonomy. Therefore, 
we propose that acknowledging cultural dimensions is 
important for understanding these findings. A sociali-
sation of participants from the NACR to individualistic 
values may have also contributed to the disagreement to 
the statement that organisational values have a greater 
impact than their own considerations in comparison 
with participants from the AWPR. More than half of the 
AWPR’s sample originated from India, with an Individu-
alism Index by Hofstede (IDV) of 48, compared to Aus-
tralia (IDV 90) or Pakistan (IDV 14)). Another cultural 
dimension investigated by Hofstede et  al. (2010) is the 
way that countries deal with societal inequalities, meas-
ured by the Power Distance Index (PDI). High power 
distance values were found for most Asian countries, 
Latin America, African and Arabic speaking countries, 
leading to increased reliance on work superiors, formal 
rules and regulations [84].

Participants from the ER disagreed with the statement 
that their religious beliefs play a role in ethical decision-
making, but are rated neutral in participants from the 
AR. The numbers of persons in Europe who identify 
themselves as non-religious are higher than in the rest 
of the world; in some European countries it is up to 70% 
of the population [89]. Spiritual beliefs of physiothera-
pists in Nigeria for example, were reported as drivers of 
physiotherapists’ personal agency when providing front-
line services in the early SARS-Cov-2 pandemic, whilst 
experiencing discrimination and stigma on several levels 

[90]. Participants from the AR disagreed with the state-
ment that emotions play a role in their ethical decision-
making; but it was rated as neutral by participants from 
the ER and the SAR. In a cross-cultural study, Ghanaian 
participants considered emotions to be less important 
to attend to in everyday life; contradictory to their Euro-
American counterparts, who gave greater importance to 
affective experiences [91].

However, cultural dimensions alone are not able to 
explain all significant differences that we identified in our 
study. Surprisingly, not just the participants from the ER 
disagreed with the statement pertaining to the influence 
of personal religious beliefs on their ethical decisions, but 
also the participants from the SAR, a region described 
as being historically heavily influenced by the Catho-
lic church [5]. Although the Catholic church lost some 
influence more recently due to increased political stabil-
ity and democratic processes [92, 93], an explanation for 
this finding is not as apparent as for other items of the 
survey. This applies as well to the statement about pro-
fessional obligations which are considered in ethical deci-
sion-making, where the AR scored significantly higher 
than the AWPR, both high culturally diverse and largely 
collectivistic regions. More detailed research is needed to 
explore, explain and understand such differences, both in 
terms of cultural and educational causations and beyond.

Strengths and limitations
Although the 555 participants in this study were 
located in 72 different countries from all WP regions, 
their voices cannot be generalised, nor speak for the 
global physiotherapy profession, as represented by 
the World Physiotherapy Association with 685,000 
members located in 125 member countries [94]. Only 
2% of the survey participants originated from the 
SAR; therefore, the results are not representative for 
this entire region. The response rate to our survey 
can be placed in the middle of other cross-cultural 
survey-studies, conducted in a comparable period 
and within the physiotherapy profession; with for 
example  1307 participants located in 49 countries in 
a study investigating the use of ultrasound, offered 
in 20 different languages [95]; or 1212 participants 
located in 94 countries in a study investigating the 
type and frequency of ethical situations, offered in 
the English-language [2]; or 58 participants located 
in 28 countries in a study investigating perceptions of 
physiotherapists on Artificial Intelligence, offered in 
the English language [96]. We acknowledge a poten-
tial risk that participants could have responded to 
some of the survey items in a socially desirable man-
ner as viewed favourably by the profession, therefore 
creating a response bias or moralistic bias [97–99]. 
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The anonymous nature of the survey should have 
counterbalanced this potential risk [100]. Addition-
ally, another possible response bias could have been 
created due to participants with a specific interest 
in ethics, who were more likely to take part in this 
study. The online-survey design excluded participants 
without internet access, contributing to a possible 
sampling bias; although it may have fostered partici-
pation of physiotherapists from regions, who we could 
have not reached otherwise. The English language of 
the survey may have excluded interested participants 
with other linguistic preferences, or could have made 
it difficult for non-English language speakers to fully 
understand the survey items. Based on the feedback 
of non-English native speaking physiotherapists who 
piloted the study, we included a suggestion to use a 
dictionary in case of uncertainty in the survey intro-
duction, before giving informed consent to study par-
ticipation. The physiotherapists who piloted the study 
were not located in all WP regions, but both in indi-
vidualistic and collectivistic societies, and countries 
which either permit or prohibit direct access. As there 
is a lack of literature concerning factors in ethical 
decision-making in the physiotherapy profession, fac-
tors underpinning the survey statements were adopted 
from other fields such as business ethics or manage-
ment ethics (the principal investigator has a previous 
professional background in the economy before enter-
ing the physiotherapy profession). Therefore, possibly 
other interesting aspects, such as relational dimen-
sions of ethical decision-making, have not been con-
sidered and warrant further investigation.

Conclusions
Ethical decision-making by physiotherapists is influ-
enced by various factors, and informed by knowledge 
acquired from multiple learning sources, both pre- 
and post-qualification. Factors that play a role in ethi-
cal decision-making investigated by other professional 
fields are perceived by physiotherapists around the globe 
as being relevant in their professional ethical decision-
making processes, and should be explored in more detail 
by future studies. Easily accessible ethics education and 
knowledge will foster continuing professional devel-
opment, and is recommended to enhance individuals’ 
ethical competences. The establishment of constructive 
ethical cultures in the workplace can improve ethical 
decision-making, and support reflexion and discussion 
of ethical experiences and decision-making. Incorporat-
ing ethics knowledge in everyday practice and learning 
from lived ethical experiences of physiotherapists within 
collaborative learning environments and further studies 

may help to close the gap between ethical theory and 
practice [1, 22]. Physiotherapists around the globe per-
ceive that ethical decision-making requires more skills 
than just following a code of ethics, and demonstrate 
understanding for the high ethical demands of the role 
of physiotherapists, the influence of significant oth-
ers, the complexity and context-based nature of ethical 
decision-making, as well as for the influences of health-
care systems’ conditions, local culture and the nature of 
ethical issues themselves. There are differences between 
World Physiotherapy regions in how factors in ethical 
decision-making are perceptually weighed and indi-
vidually considered. Cultural and educational aspects 
may contribute to these differences and warrant further 
investigation.

Abbreviations
WP  World Physiotherapy
WCPT  World Confederation for Physiotherapy (re-branded as World 

Physiotherapy in 2020)
CPD  Continuing Professional Development
AR  Africa region (of World Physiotherapy)
AWPR  Asia Western Pacific region
ER  Europe region
NACR   North America Caribbean region
SAR  South America region
IDV  Individualism Index by Hofstede
PDI  Power Distance Index by Hofstede

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s40945- 022- 00157-y.

Additional file 1: Appendix 1. List of survey-items with underpinning or 
embedded factors in ethical decision-making including literature inform-
ing survey development.

Additional file 2: Appendix 2. Drop-out analysis by gender, age, nation-
ality (geographic/WP region), and religion.

Acknowledgements
We thank our research participants for contributing their time and knowl-
edges, the physiotherapists from Asia, Europe and Australia who were piloting 
the survey, and the national World Physiotherapy associations for sharing 
the survey with their members. Further we thank Dr. Stefan Dinges from 
the Institute of Right and Ethics in Medicine at the University of Vienna, and 
the Department for Culture and Science of the Salzburg Government (Land 
Salzburg), Austria.

Authors’ contributions
AS conceived and designed the study, acquired the data, contributed to data 
analysis, interpretation of data, and writing the manuscript. ALA contributed 
to data analysis, interpretation of data, and writing the manuscript. RR con-
tributed to data analysis, interpretation of data and writing the manuscript. All 
authors read and approved the final manuscript.

Authors’ information
AS is a practicing physiotherapist and early career researcher. Before entering 
the physiotherapy profession, she completed two business management 
trainings. She teaches professional ethics for physiotherapists internationally 
in online courses.
ALA is a physiotherapist and early career researcher. She works in a manage-
ment position in an internationally operating rehabilitation organisation. She 

https://doi.org/10.1186/s40945-022-00157-y
https://doi.org/10.1186/s40945-022-00157-y


Page 17 of 19Sturm et al. Archives of Physiotherapy            (2023) 13:3  

has work experience both in the military for a decade and as an expatriate in 
several countries.
RR is a psychologist and psychotherapist. She is a Professor emeritus and 
former Vice-Dean of the psychology faculty and coordinator of gender and 
feminist studies of the University of Graz. She is a former president of the 
International Council of Psychologists.

Funding
This work was supported by the Department for Culture and Science of the 
Salzburg Government (Land Salzburg), Austria, under Grant number 20204-
WISS/225/80-2018 (survey distribution).

Availability of data and materials
The data that support the findings of this study are available on reasonable 
request from the corresponding author. The data are not publicly available 
due to ethical restrictions to protect the research participants who provided 
sensitive information.

Declarations

Ethics approval and consent to participate
The first page of the survey provided participant information about the study. 
If the participant consented to participate, they could continue the survey, 
and leave at any point. If they did not consent to participate, they could not 
continue the survey. The study received ethical approval from the Institute of 
Rights and Ethics in Medicine of the University of Vienna (Ethics Vote 3/2018).

Consent for publication
Not applicable.

Competing interests
The authors report no financial or non-financial conflict of interest.

Author details
1 Interuniversity College for Health and Development Graz, Castle of Seg-
gau, Seggauberg 1, A-8430 Leibnitz, Austria. 2 University of Graz, Institute 
of Psychology, Universitaetsplatz 2, 8010 Graz, Austria. 3 Doctoral School of Life 
Sciences and Medicine, Gent University, Campus UZ Gent, Corneel Heymans-
laan 10, B3, ingang 46, 9000 Ghent, Belgium. 

Received: 8 August 2022   Accepted: 15 November 2022

References
 1. Sturm A, Edwards I, Fryer CE, Roth R. (Almost) 50 shades of an ethical 

situation — international physiotherapists’ experiences of everyday 
ethics: a qualitative analysis. Physiother Theory Pract. 2022;0(0):1–18. 
https:// doi. org/ 10. 1080/ 09593 985. 2021. 20158 12 [cited 2022 Jan 6].

 2. Fryer C, Sturm A, Roth R, Edwards I. Scarcity of resources and inequity 
in access are frequently reported ethical issues for physiotherapists 
internationally: an observational study. BMC Med Ethics. 2021;22(1):97. 
https:// doi. org/ 10. 1186/ s12910- 021- 00663-x [cited 2021 Aug 8].

 3. World Physiotherapy. Physiotherapist education framework. World 
Physiother. 2021; [cited 2022 Oct 7]. Available from: https:// world. 
physio/ what- we- do/ educa tion/ physi other apist- educa tion- frame work.

 4. World Physiotherapy. Profile of the global profession. World Physiother. 
2021; [cited 2022 Sep 13]. Available from: https:// world. physio/ membe 
rship/ profe ssion- profi le.

 5. Giraldo-Pedroza A, Robayo-Torres AL, Guerrero AVS, Nicholls DA. Nar-
rative histories of physiotherapy in Colombia, Ecuador, and Argentina. 
Physiother Theory Pract. 2021;37(3):447–59. https:// doi. org/ 10. 1080/ 
09593 985. 2021. 18870 59 [cited 2022 Apr 21].

 6. Barth CA, Donovan-Hall M, Blake C, Jahan Akhtar N, Capo-Chichi JM, 
O’Sullivan C. A focus group study to understand the perspectives of 
physiotherapists on barriers and facilitators to advancing rehabilitation 
in low-resource and conflict settings. Int J Environ Res Public Health. 
2021;18(22):12020 [cited 2021 Nov 16]. Available from: https:// www. 
mdpi. com/ 1660- 4601/ 18/ 22/ 12020.

 7. Mamin F, Hayes R. Physiotherapy in Bangladesh: inequality begets 
inequality. Front Public Health. 2018;6:80.

 8. Swisher L, Arslanian LE, Davis CM. The realm-individual process-situa-
tion ( RIPS) model of ethical decision-making. 2005;5(3):1–8.

 9. Mohamadi M, Rojhani-Shirazi Z, Enjoo SA, Shamsi-Gooshki E, Abdol-
lahi I, Bahmani F, et al. Proposing a set of ethical guidelines for Iranian 
physiotherapists: results of a modified Delphi technique. Indian. J Med 
Ethics. 2021; [cited 2021 Aug 12]. Available from: https:// ijme. in/ artic les/ 
propo sing-a- set- of- ethic al- guide lines- for- irani an- physi other apists- resul 
ts- of-a- modifi ed- delphi- techn ique/.

 10. Mostert-Wentzel K, Masenyetse LJ, Dinat N, Botha A, Jonkers LD, Oost-
huizen LC. Involvement in and views on social responsibility of Gauteng 
members of the south African Society of Physiotherapy: a Cross-sec-
tional survey. South Afr J Physiother. 2012;68(1):22–8 [cited 2021 Jul 26]. 
Available from: https:// sajp. co. za/ index. php/ sajp/ artic le/ view/5.

 11. South African Society of Physiotherapy. Code of conduct; 2017. [cited 
2020 Jun 13]. Available from: https:// www. saphy sio. co. za/ media/ 1115/ 
policy- code- of- condu ct- of- sasp- rev-3- may- 2017. pdf.

 12. Aotearoa New Zealand Physiotherapy. Code of ethics and professional 
conduct with commentary; 2011. Available from: https:// www. physi 
oboard. org. nz/ sites/ defau lt/ files/ NZ_ Physi other apy_ Code_ of_ Ethics_ 
with_ comme ntary_ FINAL_0. pdf.

 13. Rest JR, Thoma SJ. Relation of moral judgment development to formal 
education. Dev Psychol. 1985;21:709–14.

 14. Edwards I, van Kessel G, Jones M, Beckstead J, Swisher LL. The develop-
ment of moral judgment and organization of ethical knowledge in 
final year physical therapy students. Phys Ther Rev. 2012;17(3):157–66. 
https:// doi. org/ 10. 1179/ 17432 88X12Y. 00000 00001 [cited 2022 Sep 12].

 15. Oboh CS, Omolehinwa EO. Sociodemographic variables and ethical 
decision-making: a survey of professional accountants in Nigeria. 
RAUSP Manag J. 2022;57(2):131–48. https:// doi. org/ 10. 1108/ RAUSP- 04- 
2020- 0086 [cited 2022 Sep 12].

 16. Swisher LL, van Kessel G, Jones M, Beckstead J, Edwards I. Evaluating 
moral reasoning outcomes in physical therapy ethics education: stage, 
schema, phase, and type. Phys Ther Rev. 2012;17(3):167–75. https:// doi. 
org/ 10. 1179/ 17432 88X12Y. 00000 00011 [cited 2020 Jun 14].

 17. Swisher LL. Moral reasoning among physical therapists: results of the defin-
ing issues test. Physiother Res Int. 2010;15(2):69–79 [cited 2020 Jun 14]. 
Available from: https:// onlin elibr ary. wiley. com/ doi/ abs/ 10. 1002/ pri. 482.

 18. Al-Shehab AJ. A cross-sectional examination of levels of moral reason-
ing in a sample of Kuwait university faculty members. Soc Behav 
Personal Int J. 2002;30(8):813–20 Available from: https:// www. ingen 
tacon nect. com/ conte nt/ sbp/ sbp/ 2002/ 00000 030/ 00000 008/ art00 010.

 19. Nather F. Exploring the impact of formal education on the moral rea-
soning abilities of college students. Coll Stud J. 2013;47(3):470–7.

 20. Glover Takahashi S, Nayer M, St. Amant L. Epidemiology of competence: 
a scoping review to understand the risks and supports to competence 
of four health professions. BMJ Open. 2017;7:e014823.

 21. Nayer M, Glover TS. What Ontario physiotherapist data says about risks 
to competence; 2017.

 22. Salter KL, Kothari A. Knowledge ‘translation’ as social learning: negotiat-
ing the uptake of research-based knowledge in practice. BMC Med 
Educ. 2016;16(1):76 [cited 2022 Jan 13]. Available from: http:// bmcme 
deduc. biome dcent ral. com/ artic les/ 10. 1186/ s12909- 016- 0585-5.

 23. Leahy E, Chipchase L, Blackstock F. Which learning activities enhance 
physiotherapy practice? A systematic review protocol of quantitative 
and qualitative studies. Syst Rev. 2017;6(1):83.

 24. Leahy E, Chipchase L, Calo M, Blackstock FC. Which learning activities 
enhance physical therapist practice? Part 1: systematic review and 
meta-analysis of quantitative studies. Phys Ther. 2020;100(9):1469–83. 
https:// doi. org/ 10. 1093/ ptj/ pzaa1 07 [cited 2021 Nov 1].

 25. Naamanka K, Suhonen R, Puukka P, Tolvanen A, Leino-Kilpi H. Self-eval-
uated ethical competence of a practicing physiotherapist: a national 
study in Finland. BMC Med Ethics. 2020;21(1):43.

 26. Finch E, Geddes EL, Larin H. Ethically-based clinical decision-making 
in physical therapy: process and issues. Physiother Theory Pract. 
2005;21(3):147–62. https:// doi. org/ 10. 1080/ 09593 98059 09222 71 [cited 
2020 Jun 13].

 27. Hudon A, Drolet MJ, Williams-Jones B. Ethical issues raised by 
private practice physiotherapy are more diverse than first meets 
the eye: recommendations from a literature review. Physiother Can. 

https://doi.org/10.1080/09593985.2021.2015812
https://doi.org/10.1186/s12910-021-00663-x
https://world.physio/what-we-do/education/physiotherapist-education-framework
https://world.physio/what-we-do/education/physiotherapist-education-framework
https://world.physio/membership/profession-profile
https://world.physio/membership/profession-profile
https://doi.org/10.1080/09593985.2021.1887059
https://doi.org/10.1080/09593985.2021.1887059
https://www.mdpi.com/1660-4601/18/22/12020
https://www.mdpi.com/1660-4601/18/22/12020
https://ijme.in/articles/proposing-a-set-of-ethical-guidelines-for-iranian-physiotherapists-results-of-a-modified-delphi-technique/
https://ijme.in/articles/proposing-a-set-of-ethical-guidelines-for-iranian-physiotherapists-results-of-a-modified-delphi-technique/
https://ijme.in/articles/proposing-a-set-of-ethical-guidelines-for-iranian-physiotherapists-results-of-a-modified-delphi-technique/
https://sajp.co.za/index.php/sajp/article/view/5
https://www.saphysio.co.za/media/1115/policy-code-of-conduct-of-sasp-rev-3-may-2017.pdf
https://www.saphysio.co.za/media/1115/policy-code-of-conduct-of-sasp-rev-3-may-2017.pdf
https://www.physioboard.org.nz/sites/default/files/NZ_Physiotherapy_Code_of_Ethics_with_commentary_FINAL_0.pdf
https://www.physioboard.org.nz/sites/default/files/NZ_Physiotherapy_Code_of_Ethics_with_commentary_FINAL_0.pdf
https://www.physioboard.org.nz/sites/default/files/NZ_Physiotherapy_Code_of_Ethics_with_commentary_FINAL_0.pdf
https://doi.org/10.1179/1743288X12Y.0000000001
https://doi.org/10.1108/RAUSP-04-2020-0086
https://doi.org/10.1108/RAUSP-04-2020-0086
https://doi.org/10.1179/1743288X12Y.0000000011
https://doi.org/10.1179/1743288X12Y.0000000011
http://dx.doi.org/10.1002/pri.482
https://www.ingentaconnect.com/content/sbp/sbp/2002/00000030/00000008/art00010
https://www.ingentaconnect.com/content/sbp/sbp/2002/00000030/00000008/art00010
http://dx.doi.org/10.1186/s12909-016-0585-5
http://dx.doi.org/10.1186/s12909-016-0585-5
https://doi.org/10.1093/ptj/pzaa107
https://doi.org/10.1080/09593980590922271


Page 18 of 19Sturm et al. Archives of Physiotherapy            (2023) 13:3 

2015;67(2):124–32 [cited 2020 Jun 14]. Available from: https:// www. 
ncbi. nlm. nih. gov/ pmc/ artic les/ PMC44 07135/.

 28. Burgess T, Jelsma J. The ethics of care as applied to physiotherapy train-
ing and practice – a south African perspective. In: Nortjé N, De Jongh 
JC, Hoffmann WA, editors. African perspectives on ethics for healthcare 
professionals. Cham: Springer International Publishing; 2018. p. 147–57. 
https:// doi. org/ 10. 1007/ 978-3- 319- 93230-9_ 11.

 29. Oyeyemi A. Ethics and contextual framework for professional behaviour 
and code of practice for physiotherapists in Nigeria. J Niger Soc Physi-
other. 2012;18(1–2):49–53 [cited 2020 Oct 28]. Available from: http:// 
www. jnsp. org/ index. php/ jnsp/ artic le/ view/ 53.

 30. Partridge CJ. Does ethical practice in physiotherapy matter? Physiother 
Res Int. 2010;15(2):65–8 [cited 2021 Jun 17]. Available from: https:// 
onlin elibr ary. wiley. com/ doi/ abs/ 10. 1002/ pri. 480.

 31. Edwards I, Wickford J, Adel AA, Thoren J. Living a moral professional life 
amidst uncertainty: ethics for an afghan physical therapy curriculum. 
Adv Physiother. 2011;13(1):26–33. https:// doi. org/ 10. 3109/ 14038 196. 
2010. 483015 [cited 2020 Jun 9].

 32. Norris M, Allotey P. Culture and physiotherapy. Divers Health Soc Care. 
2008;5:151–9.

 33. Oluwatoyin Folayan M, Haire B. Communitarian societies and public 
engagement in public health. Crit Public Health. 2017;27(1):6–13. 
https:// doi. org/ 10. 1080/ 09581 596. 2016. 12520 35 [cited 2022 Mar 24].

 34. Sanerivi O, Environmental Physiotherapy Asscociation. Restoring 
harmony – how pacific indigenous knowledge can help physiothera-
pists navigate environmental responsibility; 2020. [cited 2022 Mar 24]. 
Available from: http:// envir onmen talph ysio. com/ author/ oka- saner ivi/.

 35. Edwards I, Richardson B. Clinical reasoning and population health: 
decision making for an emerging paradigm of health care. Physiother 
Theory Pract. 2008;24(3):183–93. https:// doi. org/ 10. 1080/ 09593 98070 
15937 97 [cited 2021 Jul 29].

 36. Jorgensen P. Concepts of body and health in physiotherapy: the 
meaning of the social/cultural aspects of life. Physiother Theory Pract. 
2000;16(2):105–15. https:// doi. org/ 10. 1080/ 09593 98004 07295 [cited 
2021 Jul 27].

 37. Nyante G, Andoh C, Bello A. Patterns of ethical issues and decision-mak-
ing challenges in clinical practice among Ghanaian physiotherapists. 
Ghana Med J. 2020;54(3):179–85 [cited 2020 Oct 9]. Available from: 
https:// www. ajol. info/ index. php/ gmj/ artic le/ view/ 200224.

 38. Greenfield B, Jensen GM. Beyond a code of ethics: phenomenological 
ethics for everyday practice. Physiother Res Int. 2010;15(2):88–95.

 39. Chigbo NN, Ezeome ER, Onyeka TC, Amah CC. Ethics of physiotherapy 
practice in terminally ill patients in a developing country, Nigeria. Niger 
J Clin Pract. 2015;18(Suppl):S40–5.

 40. Greenfield BH. The meaning of caring in five experienced physical 
therapists. Physiother Theory Pract. 2006;22(4):175–87. https:// doi. org/ 
10. 1080/ 09593 98060 08228 59 [cited 2021 Jul 7].

 41. Carpenter C. Moral distress in physical therapy practice. Physiother 
Theory Pract. 2010;26(2):69–78.

 42. Debesay J, Kartzow AH, Fougner M. Healthcare professionals’ encoun-
ters with ethnic minority patients: the critical incident approach. Nurs 
Inq. 2022;29(1):e12421 [cited 2022 Feb 24]. Available from: https:// onlin 
elibr ary. wiley. com/ doi/ abs/ 10. 1111/ nin. 12421.

 43. Gillam L, Delany C, Guillemin M, Warmington S. The role of emotions in 
health professional ethics teaching. J Med Ethics. 2014;40(5):331–5.

 44. Kozlowski D, Hutchinson M, Hurley J, Rowley J, Sutherland J. The role 
of emotion in clinical decision making: an integrative literature review. 
BMC Med Educ. 2017;17:255 [cited 2021 Nov 1]. Available from: https:// 
www. ncbi. nlm. nih. gov/ pmc/ artic les/ PMC57 32402/.

 45. Langridge N, Roberts L, Pope C. The role of clinician emotion in clinical 
reasoning: balancing the analytical process. Man Ther. 2016;21:277–81.

 46. Dzokoto VA, Osei-Tutu A, Kyei JJ, Twum-Asante M, Attah DA, Ahorsu 
DK. Emotion norms, display rules, and regulation in the Akan Society of 
Ghana: an exploration using proverbs. Front Psychol. 2018:9 [cited 2022 
Apr 1]. Available from: https:// www. front iersin. org/ artic le/ 10. 3389/ 
fpsyg. 2018. 01916.

 47. Drolet MJ, Hudon A. Theoretical frameworks used to discuss ethical 
issues in private physiotherapy practice and proposal of a new ethical 
tool. Med Health Care Philos. 2015;18(1):51–62.

 48. Edwards I, Delany CM, Townsend AF, Swisher LL. Moral agency as 
enacted justice: a clinical and ethical decision-making framework 

for responding to health inequities and social injustice. Phys Ther. 
2011;91(11):1653–63 [cited 2020 Jun 9]. Available from: https:// acade 
mic. oup. com/ ptj/ artic le/ 91/ 11/ 1653/ 27351 20.

 49. Purtilo RB. A time to harvest, a time to sow: ethics for a shifting 
landscape. Phys Ther. 2000;80(11):1112–9 [cited 2020 Jun 13]. Available 
from: https:// acade mic. oup. com/ ptj/ artic le/ 80/ 11/ 1112/ 28424 40.

 50. Swisher LL. A retrospective analysis of ethics knowledge in physical 
therapy (1970–2000). Phys Ther. 2002;82(7):692–706 [cited 2020 Oct 21]. 
Available from: https:// acade mic. oup. com/ ptj/ artic le/ 82/7/ 692/ 28576 
62.

 51. Bebeau MJ, Rest JR, Narvaez D. Beyond the promise: a perspective on 
research in moral education. Educ Res. 1999;28(4):18–26. https:// doi. 
org/ 10. 3102/ 00131 89X02 80040 18 [cited 2021 Oct 29].

 52. Edwards I, Delany C. Ethical reasoning. In: Higgs J, Jensen GM, Jones M, 
Loftus S, Christensen N, editors. Clinical reasoning in the health profes-
sions - 4th edition. 4th ed; 2018. [cited 2021 Jun 29]. Available from: 
https:// www. elsev ier. com/ books/ clini cal- reaso ning- in- the- health- profe 
ssions/ higgs/ 978-0- 7020- 6224-7.

 53. Delany CM, Edwards I, Jensen GM, Skinner E. Closing the gap 
between ethics knowledge and practice through active engage-
ment: an applied model of physical therapy ethics. Phys Ther. 
2010;90(7):1068–78.

 54. Ferrell OC, Gresham LG. A contingency framework for understanding 
ethical decision making in marketing. J Mark. 1985;49(3):87–96. https:// 
doi. org/ 10. 1177/ 00222 42985 04900 308 [cited 2021 Nov 3].

 55. Gaudine A, Thorne L. Emotion and ethical decision-making in organiza-
tions. J Bus Ethics. 2001;31(2):175–87. https:// doi. org/ 10. 1023/A: 10107 
11413 444 [cited 2021 Nov 3].

 56. Jones TM. Ethical decision making by individuals in organizations: an 
issue-contingent model. Acad Manag Rev. 1991;16(2):366–95 [cited 
2020 Oct 27]. Available from: https:// www. jstor. org/ stable/ 258867.

 57. Luca Casali G, Perano M. Forty years of research on factors influencing 
ethical decision making: establishing a future research agenda. J Bus 
Res. 2021;132:614–30 [cited 2021 Nov 3]. Available from: https:// www. 
scien cedir ect. com/ scien ce/ artic le/ pii/ S0148 29632 03044 6X.

 58. McDevitt R, Giapponi C, Tromley C. A model of ethical decision making: 
the integration of process and content. J Bus Ethics. 2007;73(2):219–29. 
https:// doi. org/ 10. 1007/ s10551- 006- 9202-6 [cited 2021 Nov 3].

 59. Trevino LK. Ethical decision making in organizations: a person-situation 
Interactionist model. Acad Manag Rev. 1986;11(3):601–17 [cited 2021 
Jan 27]. Available from: https:// journ als. aom. org/ doi/ abs/ 10. 5465/ amr. 
1986. 43062 35.

 60. World Physiotherapy. Our regions. Our regions; 2022. [cited 2022 Mar 
24]. Available from: https:// world. physio/ regio ns.

 61. Sullivan GM, Artino AR. Analyzing and interpreting data from Likert-
type scales. J Grad Med Educ. 2013;5(4):541 [cited 2022 Mar 8]. Available 
from: https:// www. ncbi. nlm. nih. gov/ labs/ pmc/ artic les/ PMC38 86444/.

 62. Sturm A, Ager AL, Roth R. Western ideals and global realities – physi-
otherapists’ views on factors that play a role in ethical decision-making: 
an international qualitative analysis. Eur J Phys. 2022:1–3. https:// doi. 
org/ 10. 1080/ 21679 169. 2022. 21552 40.

 63. Norman G. Likert scales, levels of measurement and the “laws” of statis-
tics. Adv Health Sci Educ. 2010;15(5):625–32. https:// doi. org/ 10. 1007/ 
s10459- 010- 9222-y [cited 2022 Oct 12].

 64. Cantu R. Physical therapists’ perception of workplace ethics in an 
evolving health-care delivery environment: a cross-sectional survey. 
Physiother Theory Pract. 2019;35(8):724–37. https:// doi. org/ 10. 1080/ 
09593 985. 2018. 14577 44 [cited 2020 Jun 13].

 65. Cantu R, Carter L, Elkins J. Burnout and intent-to-leave in physical 
therapists: a preliminary analysis of factors under organizational control. 
Physiother Theory Pract. 2021;0(0):1–10. https:// doi. org/ 10. 1080/ 09593 
985. 2021. 19675 40 [cited 2021 Dec 19].

 66. Hammond R, Cross V, Moore A. The construction of professional 
identity by physiotherapists: a qualitative study. Physiotherapy. 
2016;102(1):71–7.

 67. Sokol D. When is the best time to teach medical ethics? BMJ. 
2022;376:o504 [cited 2022 Feb 27]. Available from: https:// www. bmj. 
com/ conte nt/ 376/ bmj. o504.

 68. Przyłuska-Fiszer A, Wójcik A. Ethics of touch – axiological model of ther-
apeutic relation in physiotherapy. Anal Egzystencja. 2020;49:119–33.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4407135/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4407135/
https://doi.org/10.1007/978-3-319-93230-9_11
http://www.jnsp.org/index.php/jnsp/article/view/53
http://www.jnsp.org/index.php/jnsp/article/view/53
http://dx.doi.org/10.1002/pri.480
http://dx.doi.org/10.1002/pri.480
https://doi.org/10.3109/14038196.2010.483015
https://doi.org/10.3109/14038196.2010.483015
https://doi.org/10.1080/09581596.2016.1252035
http://environmentalphysio.com/author/oka-sanerivi/
https://doi.org/10.1080/09593980701593797
https://doi.org/10.1080/09593980701593797
https://doi.org/10.1080/095939800407295
https://www.ajol.info/index.php/gmj/article/view/200224
https://doi.org/10.1080/09593980600822859
https://doi.org/10.1080/09593980600822859
http://dx.doi.org/10.1111/nin.12421
http://dx.doi.org/10.1111/nin.12421
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5732402/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5732402/
http://dx.doi.org/10.3389/fpsyg.2018.01916
http://dx.doi.org/10.3389/fpsyg.2018.01916
https://academic.oup.com/ptj/article/91/11/1653/2735120
https://academic.oup.com/ptj/article/91/11/1653/2735120
https://academic.oup.com/ptj/article/80/11/1112/2842440
https://academic.oup.com/ptj/article/82/7/692/2857662
https://academic.oup.com/ptj/article/82/7/692/2857662
https://doi.org/10.3102/0013189X028004018
https://doi.org/10.3102/0013189X028004018
https://www.elsevier.com/books/clinical-reasoning-in-the-health-professions/higgs/978-0-7020-6224-7
https://www.elsevier.com/books/clinical-reasoning-in-the-health-professions/higgs/978-0-7020-6224-7
https://doi.org/10.1177/002224298504900308
https://doi.org/10.1177/002224298504900308
https://doi.org/10.1023/A:1010711413444
https://doi.org/10.1023/A:1010711413444
https://www.jstor.org/stable/258867
https://www.sciencedirect.com/science/article/pii/S014829632030446X
https://www.sciencedirect.com/science/article/pii/S014829632030446X
https://doi.org/10.1007/s10551-006-9202-6
http://dx.doi.org/10.5465/amr.1986.4306235
http://dx.doi.org/10.5465/amr.1986.4306235
https://world.physio/regions
https://www.ncbi.nlm.nih.gov/labs/pmc/articles/PMC3886444/
https://doi.org/10.1080/21679169.2022.2155240
https://doi.org/10.1080/21679169.2022.2155240
https://doi.org/10.1007/s10459-010-9222-y
https://doi.org/10.1007/s10459-010-9222-y
https://doi.org/10.1080/09593985.2018.1457744
https://doi.org/10.1080/09593985.2018.1457744
https://doi.org/10.1080/09593985.2021.1967540
https://doi.org/10.1080/09593985.2021.1967540
https://www.bmj.com/content/376/bmj.o504
https://www.bmj.com/content/376/bmj.o504


Page 19 of 19Sturm et al. Archives of Physiotherapy            (2023) 13:3  

 69. Clawson AL. The relationship between clinical decision making and 
ethical decision making. Physiotherapy. 1994;80(1):10–4 [cited 2021 Jan 
27]. Available from: http:// www. scien cedir ect. com/ scien ce/ artic le/ pii/ 
S0031 94061 06123 94.

 70. PTProgress. Physical therapy continuing education: PT CEU require-
ments by state. PTProgress | career development, education, Health. 
2021. [cited 2022 Mar 28]. Available from: https:// www. ptpro gress. com/ 
physi cal- thera py- conti nuing- educa tion- requi remen ts- by- state/.

 71. South African Society of Physiotherapy. Continuing Professional Devel-
opment | Physiosa. 2022. [cited 2022 Mar 28]. Available from: https:// 
www. physi osa. org. za/ conti nuing- profe ssion al- devel opment/.

 72. World Economic Forum. Global gender gap report 2021. World. Eco-
nomic Forum. 2021; [cited 2022 Mar 28]. Available from: https:// www. 
wefor um. org/ repor ts/ global- gender- gap- report- 2021/.

 73. United Nations. United Nations statistics division - demographic and 
social statistics. Statistics and indicators on women and men 2012. 
[cited 2022 Mar 28]. Available from: https:// unsta ts. un. org/ unsd/ demog 
raphic/ produ cts/ indwm/.

 74. United Nations Foundation. 16 indicators on gender equality we can 
measure right now. unfou ndati on. org. 2016. [cited 2022 Mar 28]. Avail-
able from: https:// unfou ndati on. org/ blog/ post/ 16- indic ators- on- gen-
der- equal ity- we- can- measu re- right- now/.

 75. Swisher LL, Hiller P. The revised APTA code of ethics for the physical 
therapist and standards of ethical conduct for the physical thera-
pist assistant: theory, purpose, process, and significance. Phys Ther. 
2010;90(5):803–24 [cited 2020 Nov 8]. Available from: https:// acade mic. 
oup. com/ ptj/ artic le/ 90/5/ 803/ 27379 01.

 76. WCPT. WCPT: the first 50 years (PDF). World Physiother. 2001; [cited 
2020 Nov 8]. Available from: http:// world. physio/ resou rces/ publi catio 
ns.

 77. Sturm A, Roth R, Fryer CE, Edwards I. Ethik in der PT Grundausbildung 
und ethische Situationen im beruflichen Alltag - Europa im Vergleich: 
Deutschsprachige Länder vs. Rest-EuropaIn Freiburg; 2022.

 78. Mériaux-Kratochvila S. The academization of the health professions in 
Austria: facts and figures / Akademisierung der Gesundheitsberufe in 
Österreich: Zahlen und Fakten. Int J Health Prof. 2021;8(1):141–5 [cited 
2022 Mar 31]. Available from: https:// scien do. com/ artic le/ 10. 2478/ 
ijhp- 2021- 0018.

 79. Schämann A. Die akademische Entwicklung der Physiotherapie in der 
Schweiz – aktuelle situation und zukünftiger Handlungsbedarf. Neurol 
Rehabil. 2019;25(02):101–12 [cited 2022 Mar 21]. Available from: https:// 
www. hippo campus. de/ abstr act-5. 65450. html.

 80. Küther G. Die Akademisierung der therapeutischen Gesundheitsfach-
berufe in Deutschland: Eine Übersicht über bisherige Entwicklungen. 
Phys Med Rehabil Kurortmed. 2013;23(4):205–12 [cited 2022 Mar 21]. 
Available from: http:// www. thieme- conne ct. de/ DOI/ DOI? 10. 1055/s- 
0033- 13482 60.

 81. Millar Y. Bundesärztekammer gegen vollständige Akademisierung; 
2021. https:// www. up- aktue ll. de/. up|unter nehme nprax is. [cited 2022 
Apr 1]. Available from: https:// www. up- aktue ll. de/ aktue ll/ 2021/ 10/ 
bunde saerz tekam mer- gegen- volls taend ige- akade misie rung. html.

 82. Stanko J. Warum Sind die ethischen Prinzipien der WCPT wichtig für 
uns? Pt Z Für Physiother. 2017;2017(04) [cited 2022 Apr 1]. Available 
from: https:// physi other apeut en. de/ artik el/ warum- sind- die- ethis chen- 
prinz ipien- der- wcpt- wicht ig- fuer- uns/.

 83. Gören E. Economic effects of domestic and Neighbouring countries‘ 
cultural diversity. Univ Oldenbg Dep Econ. 2013;V-352-13(33) [cited 
2022 Mar 28]. Available from: https:// www. seman ticsc holar. org/ paper/ 
Econo mic- Effec ts- of- Domes tic- and- Neigh bouri ng-G% C3% B6ren/ 
27bed cc36e 44abc 41c2d 5ab6d a504c 7bf99 5df83.

 84. Hofstede G, Hofstede GJ, Minkov M. Cultures and organizations: soft-
ware of the mind. 3rd ed: McGraw Hill; 2010. p. 578.

 85. Davila A, Elvira MM. Best human resource management practices in 
Latin America. Int J Manpow. 2007;28(5). https:// doi. org/ 10. 1108/ ijm. 
2007. 01628 eaa. 001 [cited 2022 Mar 29].

 86. Elvira MM, Davila A. Emergent directions for human resource 
management research in Latin America. Int J Hum Resour Manag. 
2005;16(12):2265–82. https:// doi. org/ 10. 1080/ 09585 19050 03587 03 
[cited 2022 Mar 29].

 87. Spector P, Cooper C, Sanchez J, O’Driscoll M, Sparks K, Bernin P, et al. 
Do national levels of individualism and internal locus of control relate 

to well-being: an ecological level international study. J Organ Behav. 
2001;22:815–32.

 88. Jiang S, Wei Q, Zhang L. Individualism vs. collectivism and the early-
stage transmission of COVID-1. 2020; [cited 2022 Mar 30]. Available 
from: https:// europ epmc. org/ artic le/ PPR/ PPR29 9466.

 89. Maciamo. Maps of Europe - percentage of atheists, agnostics and 
non-religious people (2015-2017). Eupedia. 2021; [cited 2022 Apr 1]. 
Available from: https:// www. euped ia. com/ europe/ cultu ral_ maps_ of_ 
europe. shtml.

 90. Igwesi-Chidobe C, Anyaene C, Akinfeleye A, Anikwe E, Gosselink R. 
Experiences of physiotherapists involved in frontline management 
of patients with COVID-19 in Nigeria: a qualitative study. BMJ Open. 
2022;12(4):e060012.

 91. Dzokoto V. Different ways of feeling: emotion and somatic awareness 
in Ghanaians and euro-Americans. J Soc Evol Cult Psychol. 2010;4(2):68 
[cited 2022 Apr 1]. Available from: https:// doi. apa. org/ fullt ext/ 2010- 
13293- 003. html.

 92. Mallimaci F. Pope Francis, women presidents, the rise of Pentecostalism 
and the enduring bond of religion and politics in Latin America. 2015. 
The ARDA | Global Plus. [cited 2022 Jul 5]. Available from: http:// globa 
lplus. thear da. com/ globa lplus- relig ion- and- polit ics- in- latin- ameri ca/.

 93. Levine DH. Religion and politics in Latin America since the 1970s. Hemi-
sphere. 2010;19(1):22–8 Available from: https:// digit alcom mons. fiu. edu/ 
lacc_ hemis phere/ vol19/ iss1/.

 94. World Physiotherapy. Home | World Physiotherapy. 2021. [cited 2021 
Dec 29]. Available from: https:// world. physio/ node/ 232.

 95. Ellis R, Helsby J, Naus J, Bassett S, Fernández-de-Las-Peñas C, Carnero 
SF, et al. Exploring the use of ultrasound imaging by physiotherapists: 
an international survey. Musculoskelet Sci Pract. 2020;49:102213 [cited 
2020 Dec 15]. Available from: http:// www. scien cedir ect. com/ scien ce/ 
artic le/ pii/ S2468 78121 93060 09.

 96. Rowe M. Physiotherapy clinicians’ perspectives on the introduction 
of AI into clinical practice; 2021. [cited 2021 Dec 29]. Available from: 
https:// www. mrowe. co. za/ blog/.

 97. Kreitchmann RS, Abad FJ, Ponsoda V, Nieto MD, Morillo D. Controlling 
for response biases in self-report scales: forced-choice vs. psychometric 
modeling of Likert items. Front Psychol. 2019;0 [cited 2021 Jul 25]. 
Available from: https:// www. front iersin. org/ artic les/ 10. 3389/ fpsyg. 2019. 
02309/ full.

 98. Paulhus DL. Chapter 2 - measurement and control of response bias. In: 
Robinson JP, Shaver PR, Wrightsman LS, editors. Measures of personality 
and social psychological attitudes: Academic; 1991. p. 17–59. [cited 
2021 Jul 25]. Available from: https:// www. scien cedir ect. com/ scien ce/ 
artic le/ pii/ B9780 12590 24105 0006X.

 99. Paulhus DL, John OP. Egoistic and moralistic biases in self-perception: 
the interplay of self-deceptive styles with basic traits and motives. J 
Pers. 1998;66(6):1025–60 [cited 2021 Jul 29]. Available from: https:// 
www. onlin elibr ary. wiley. com/ doi/ abs/ 10. 1111/ 1467- 6494. 00041.

 100. Braun V, Clarke V, Boulton E, Davey L, McEvoy C. The online survey as a 
qualitative research tool. Int J Soc Res Methodol. 2020;0(0):1–14. https:// 
doi. org/ 10. 1080/ 13645 579. 2020. 18055 50 [cited 2021 Oct 12].

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://www.sciencedirect.com/science/article/pii/S0031940610612394
http://www.sciencedirect.com/science/article/pii/S0031940610612394
https://www.ptprogress.com/physical-therapy-continuing-education-requirements-by-state/
https://www.ptprogress.com/physical-therapy-continuing-education-requirements-by-state/
https://www.physiosa.org.za/continuing-professional-development/
https://www.physiosa.org.za/continuing-professional-development/
https://www.weforum.org/reports/global-gender-gap-report-2021/
https://www.weforum.org/reports/global-gender-gap-report-2021/
https://unstats.un.org/unsd/demographic/products/indwm/
https://unstats.un.org/unsd/demographic/products/indwm/
http://unfoundation.org
https://unfoundation.org/blog/post/16-indicators-on-gender-equality-we-can-measure-right-now/
https://unfoundation.org/blog/post/16-indicators-on-gender-equality-we-can-measure-right-now/
https://academic.oup.com/ptj/article/90/5/803/2737901
https://academic.oup.com/ptj/article/90/5/803/2737901
http://world.physio/resources/publications
http://world.physio/resources/publications
http://dx.doi.org/10.2478/ijhp-2021-0018
http://dx.doi.org/10.2478/ijhp-2021-0018
https://www.hippocampus.de/abstract-5.65450.html
https://www.hippocampus.de/abstract-5.65450.html
http://dx.doi.org/10.1055/s-0033-1348260
http://dx.doi.org/10.1055/s-0033-1348260
https://www.up-aktuell.de/.up%7Cunternehmenpraxis
https://www.up-aktuell.de/aktuell/2021/10/bundesaerztekammer-gegen-vollstaendige-akademisierung.html
https://www.up-aktuell.de/aktuell/2021/10/bundesaerztekammer-gegen-vollstaendige-akademisierung.html
https://physiotherapeuten.de/artikel/warum-sind-die-ethischen-prinzipien-der-wcpt-wichtig-fuer-uns/
https://physiotherapeuten.de/artikel/warum-sind-die-ethischen-prinzipien-der-wcpt-wichtig-fuer-uns/
https://www.semanticscholar.org/paper/Economic-Effects-of-Domestic-and-Neighbouring-G%C3%B6ren/27bedcc36e44abc41c2d5ab6da504c7bf995df83
https://www.semanticscholar.org/paper/Economic-Effects-of-Domestic-and-Neighbouring-G%C3%B6ren/27bedcc36e44abc41c2d5ab6da504c7bf995df83
https://www.semanticscholar.org/paper/Economic-Effects-of-Domestic-and-Neighbouring-G%C3%B6ren/27bedcc36e44abc41c2d5ab6da504c7bf995df83
https://doi.org/10.1108/ijm.2007.01628eaa.001
https://doi.org/10.1108/ijm.2007.01628eaa.001
https://doi.org/10.1080/09585190500358703
https://europepmc.org/article/PPR/PPR299466
https://www.eupedia.com/europe/cultural_maps_of_europe.shtml
https://www.eupedia.com/europe/cultural_maps_of_europe.shtml
https://doi.apa.org/fulltext/2010-13293-003.html
https://doi.apa.org/fulltext/2010-13293-003.html
http://globalplus.thearda.com/globalplus-religion-and-politics-in-latin-america/
http://globalplus.thearda.com/globalplus-religion-and-politics-in-latin-america/
https://digitalcommons.fiu.edu/lacc_hemisphere/vol19/iss1/
https://digitalcommons.fiu.edu/lacc_hemisphere/vol19/iss1/
https://world.physio/node/232
http://www.sciencedirect.com/science/article/pii/S2468781219306009
http://www.sciencedirect.com/science/article/pii/S2468781219306009
https://www.mrowe.co.za/blog/
http://dx.doi.org/10.3389/fpsyg.2019.02309/full
http://dx.doi.org/10.3389/fpsyg.2019.02309/full
https://www.sciencedirect.com/science/article/pii/B978012590241050006X
https://www.sciencedirect.com/science/article/pii/B978012590241050006X
http://dx.doi.org/10.1111/1467-6494.00041
http://dx.doi.org/10.1111/1467-6494.00041
https://doi.org/10.1080/13645579.2020.1805550
https://doi.org/10.1080/13645579.2020.1805550

	Views of physiotherapists on factors that play a role in ethical decision-making: an international online survey study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Design
	Participants and data collection
	Data analysis

	Results
	Participant demographics
	Flow of participants throughout the study
	Rating and ranking of statements

	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


