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Abstract

To achieve accreditation standards and train residents for clinical practice, ACGME
placed a lot of emphasis on ethical competence and professionalism. A crucial re-
quirement for enhancing the standard of future medical practice is ethics education.
This study sought to identify the requirement for ethics knowledge in clinical train-
ing from the perspective of the residents and determine the most effective methods
for education. A cross-sectional descriptive study was conducted between March
and May 2023. Participants included Lebanese postgraduate medical students, 210
completed a Google Forms survey via WhatsApp. A validated questionnaire adapt-
ed from a previous study was used, focusing on demographics, ethical experience,
attitudes, educational goals, and training effectiveness. Analyses were performed on
IBM SPSS Statistics software (version 26.0) and R software. 210 residents repre-
senting a range of specialties participated in the survey. predominantly in internal
medicine (54.8%). Residents strongly affirmed the importance of professionalism
and ethics education. Participants overwhelmingly agreed that it should improve
patient care and clinical decision-making (p<0.05). The best way to learn is also
through clinical rounds, which feature peer discussion groups facilitated by expe-
rienced physicians (p<0.001). Topics identified as needing more attention were
obtaining informed consent and discussing treatment risks(p<0.05). In order to
develop the best teaching strategies for the trainees and produce the most competent
doctors possible in the future, this study shed light on the ethical weak points in
the clinical training of residents. and lay the groundwork for establishing an ethical
curriculum to direct future medical practice.
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Introduction

Without an ethical foundation, it is no longer feasible to practice medicine purely
on the basis of medical knowledge and clinical reasoning. (Milestones et al. 2014).
In the Hippocratic Oath, which was written centuries ago, the relationship between
medical practice and ethics was addressed. (Emery 2013). Every time the doctor puts
on a white coat, he must keep in mind the vows that he has made to himself, his pro-
fession, and society as a member of a respectable “profession.““(Arawi 2010).

The Lebanese Code of Medical Ethics was first written in 1994 and recently
amended in 2004 when the Rights of Patients and Informed Consent article was intro-
duced. Still, the changes that have been made are not enough and some are still vague
and give the physician the power of personal interpretation. This Code is not well
taught to students of medicine; however, physicians are expected to be aware of its
content and are held accountable for it (Arawi 2010).

Most medical programs in Lebanon seek the Accreditation Council for Graduate
Medical Education (ACGME) accreditation. The later claims that generating compe-
tent residents requires training that is ethically guided. This can be accomplished by
providing students with the required education and training to improve their commu-
nication skills, allowing them to successfully handle any ethical difficulties that may
occur. (ACGME-I 2022). Numerous studies have shown the beneficial effects that
residency programs can have when they incorporate adequate ethics education into
their curricula for their residents. Such instruction has been demonstrated to increase
residents’ knowledge, self-esteem, and ultimately the caliber of the patient care they
deliver. (Andersson et al. 2022; Helft, Eckles, and Torbeck 2009).

The integration of ethics into medical education and curriculum should be the cur-
rent priority. (Vergano et al. 2019). In clinical practice, healthcare professionals and
medical residents frequently have to navigate what is right and wrong when making
decisions and providing quality treatment. (Torabi et al. 2020). Several studies have
been undertaken to evaluate the value of ethics education in medical training, reveal-
ing its influence on raising awareness, knowledge, and capacity to make decisions in
complex instances as well as enhancing self-esteem and ethical thinking. (Lehmann,
Sulmasy, and Desai 2018).

Medical Ethics is a relatively new field in Lebanon. The importance of courses
and training in ethics are not sufficiently appreciated. Such courses must become
part of the core curriculum and must be taken seriously. This study was designed to
assess the perception of the Lebanese medical residents on ethics training through
their clinical years, and to shed light on the importance of this field on the ethical
competence and the communication skills of the future doctors.

Methods

A cross-sectional descriptive study was conducted in 2023 between March and May.
Participants in the study were postgraduate medical students (residents and fellows)
rotating at various Lebanese hospitals affiliated with the Lebanese University (LU),
including both government-funded and private institutions.
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The study was approved by the LU ethics review board and it followed the Decla-
ration of Helsinki guidelines, ensuring informed consent, confidentiality with unique
participant codes, and restricted access to personal information.

A total of 250 medical residents were targeted given that LU offers 60 residency
spots on average each year. Most residents expressed interest in responding upon
reviewing the questionnaire. However, some declined due to its length. We ensured
no data were missed by using a Google Form via WhatsApp for survey completion.
Reminders were sent three times to enhance response rates, leading to the completion
of the survey by 210 residents and fellows.

A self-administered validated questionnaire was adapted from a 2005 study con-
ducted at the University of New Mexico in the United States (Roberts et al. 2004).
It was adjusted to focus on key topics without overwhelming participants’ time. The
questionnaire comprised six sections: demographic data, ethical experience and atti-
tudes, agreement with education goals in ethics and professionalism, assessment of
ethics training methods’ effectiveness, evaluation of assessment methods for pro-
fessional attitudes and skills, and assessment of ethics education needs. Residents’
experiences, attitudes, and educational needs in ethics were gauged using a 9-point
Likert scale ranging from (1) strongly disagree, much less, never, or not at all to (9)
strongly agree, much more, very much, or all.

The reliability of this US questionnaire is checked using Cronbach’s coefficient
alpha. Nunnally and Bernstein (1994) described that if Cronbach’s coefficient alpha
is above 0.70, then the questionnaire becomes reliable.

Frequencies and proportions for categorical variables, mean and standard devia-
tion (SD) or range (Minimum - Maximum) for continuous variables were given as
descriptive statistics. Some continuous variable responses were represented as cat-
egorical variables, with scores of 1 to 4 interpreted as disagreement, 5 as neutral, and
6 to 9 as agreement, and they were displayed in pie chart or column charts.

Some other continuous variable responses were subjected to multivariate analyses
of variance (one-way MANOVA) using separately the demographic characteristics:
age class (<30 vs. 230), gender (male vs. female), specialty (Internal Medicine vs.
Surgery vs. Pediatrics vs. Obstetrics and Gynecology vs. Radiology vs. Emergency
Medicine vs. Family Medicine vs. Anesthesia vs. Laboratory Medicine vs. Psychia-
try), and level of residency (Junior resident vs. Senior resident vs. Fellow>R3) as
independent variables. Separate analyses were conducted for each survey section.
Only results that were significant were reported in tables and several statistically
significant differences were also shown in line charts.

Considering resident’s attitudes toward professionalism and ethics education,
some variables were combined into the composite variables “Mean of Professional-
ism” and “Mean of Ethics Education” and were included in the multivariate analyses.
In another perspective, all 12 variables relating to residents’ attitudes toward pro-
fessionalism and ethics education were combined into an overall score. The overall
score was calculated so that the higher the score, the higher the perceived needs and
attitude toward ethics education and vice versa. As a result, the scores for the two
variables indicating whether physicians are more ethical than the general population
and whether ethical conflicts are frequent in daily medical practice were flipped to
have a positive interpretation. The median value of the overall score was used as a
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cutoff point for attitude categorization. Residents were classified as having a positive
attitude toward ethics education if they had an overall score of >75 and as having a
negative attitude if they had a score of <75. Association between baseline character-
istics of respondents and perceived needs and attitudes towards ethics education were
performed using Chi-square tests.

Considering the effectiveness of ethics training methods, as well as knowledge
and skills assessment methods and topics that need more attention, repeated mea-
sures ANOVA analyses were performed to identify any variations among the different
methods or topics studied. Furthermore, Bonferroni post hoc tests were conducted
for pairwise comparisons to specifically pinpoint the methods or topics where such
differences emerged.

Statistical analyses were all performed using IBM SPSS Statistics software, ver-
sion 26.0except for Cronbach’s coefficient alpha which was calculated using R soft-
ware; and p<0.05 was considered statistically significant (Bolded values in tables).

Results

Reliability of the US questionnaire for the Lebanese population using Cronbach’s
test

Table 1. Reliability of the US questionnaire for the Lebanese population using Cron-
bach’s Test shows that the values of Cronbach’s coefficient alpha exhibited satisfac-
tory internal consistency in most of the questions domain, highlighting the robustness
of these questions in collecting feedback from Lebanese residents on ethics educa-
tion. As a conclusion, the US questionnaire used on Lebanese population in this study
is reliable.

Table 1 Reliability of the US Domain No.of Cron- 95% Internal
questionnaire for the Lebanese items  bach’s  CI* Consis-
population using Cronbach’s Alpha tency
Test Educational need 3 0.47 [035, Low
0.6]
Professionalism in medi- 9 0.69 [0.62, Moder-
cal education 0.75] ate
Goal of education in ethi- 6 0.89 [0.87,  High
cal environment 0.91]
Effective Methods of 8 0.85 [0.82, High
learning ethics 0.88]
Methods for assessing 5 0.61 [0.52, Moder-
ethics level 0.69] ate
Methods for assessing 6 0.76 [0.71,  Moder-
skills in ethics 0.81] ate
Education attention level 9 0.87 [0.84,  High
on ethic topics 0.9]
Education attention level 21 0.95 [0.94, Very
*Duhachek method on other topics 0.96] High
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Respondent characteristics

Two hundred and ten residents participated in the study and returned completed ques-
tionnaires. For certain variables, there were 1 to a maximum of 9 missing values
found. Table 2 shows their age range as between 23 and 34 years (mean: 27.07 £ SD:
1.88). Residents were more female (56.2%). The main specialties of these residents
were internal medicine (54.8%), surgery (15.2%), pediatrics (8.1%), and obstetrics
and gynecology (5.7%). The other 16% of residents were in specialties such as anes-
thesia, radiology, emergency medicine, laboratory medicine, family medicine and
psychiatry.

The majority were enrolled in a residency program (74.3%), with 26.2% being
junior residents (in PGY1) and 48.1% being senior residents (PGY2/PGY3). The rest
were enrolled in a fellowship program (25.2%, > PGY3).

Experience with ethical conflicts and ethics training

Table 3 summarizes residents’ experiences with ethical problems and ethics edu-
cation, showing variations based on their ages. All residents reported experiencing
a moderate level of ethical conflicts (mean=6.02%1.89, p>0.05), moderate help-
fulness of medical education in dealing with these conflicts (mean=5.61+2.13,
p>0.05), and a reasonable amount of supervision from residents and faculty members
who serve as good examples of moral and professional conduct (mean=5.2+1.69,

Table 2 Characteristics of the Characteristics
respondents (n=210) Age (years) (1=201)

N (%) — Values

<30 180 (85.7)
>30 21(10)
Range (years) 23-34
Mean+SD (years) 27.07+1.88
Gender (n=208)
Male 90 (42.9)
Female 118 (56.2)
Specialty (n=207)
Internal Medicine 115 (54.8)
Surgery 32(15.2)
Pediatrics 17 (8.1)
Obstetrics and Gynecology 12 (5.7)
Anesthesia 10 (4.8)
Radiology 8(3.8)
Emergency Medicine 524
Laboratory Medicine 4(1.9)
Family Medicine 2 (1.0)
Psychiatry 2 (1.0)
Level of residency (n=210)
Junior resident PGY'1 55(26.2)
SD=Standard deviation, Senior resident PGY2/3 101 (48.1)
Fellow>PGY3 54 (25.2)

PGY =Post Graduate Year
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Table 3 Mean experience with ethical conflicts and ethics training by residents according to their age

Age
(n=201)
Experience All residents Age<30 Age>30 P-val-
Mean+SD  N=173 N=20 ue*

1. To what degree have you encountered ethical 6.02+1.89 599+1.86 6.2+2.14 0.646
conflicts during training or practice? * (n=210)

2. How much knowledge in ethics have you re- 4.74+2.08 4.87£2.07 3.6%£1.88 0.009
ceived during medical education? ® (2=210)

3. Did you attend ethical courses in your medical 6.66+2.34 6.84%£2.17 5.05£3.17 0.001
education? ¢ (n=208)

4. If you attended the ethical courses, how much 5.61+2.13 5.66+2.07 5.15+2.56 0.307
has your medical education helped you to deal with

ethical conflicts? ¢ (n=206)

5. During your medical training, how often have 536+£1.72  546+1.66 4.45+2.01 0.012
you been treated in an ethical and professional

manner by your supervising residents, faculty, and

training institution? ¢ (n=210)

6. During your medical training, how many of your 5.22+1.69 527+1.66 4.8+1.88 0.238
supervising residents and faculty have been positive

role models of ethical and professional behavior?

f(n=208)

Medical education=Medical school/residency; Means are from a Multivariate MANOVA with
experience with ethical conflicts and ethics training are dependent variables and class age as independent
variables; *p <0.05 is considered as significantly different

# Rated on a 9-point scale from 1= “never” to 9=" constantly”

b Rated on a 9-point scale from 1= “never” to 9="" very much”

¢ Rated on a 9-point scale from 1= “never” to 9=""all lectures, never missed a class”
4 Rated on a 9-point scale from 1= “not at all” to 9= very much”

¢ Rated on a 9-point scale from 1= “never” to 9=" always”

fRated on a 9-point scale from 1= “none” to 9="all”

p>0.05). Although the amount of knowledge in ethics was perceived low, younger
residents (under 30) reported receiving more education in ethics and experiencing
more ethically treatment form others and supervising residents, compared to older
residents (over 30) (mean=4.87+2.07 vs. 3.6£1.88, p=0.009; mean=5.46£1.66 vs.
4.45+2.01, p=0.012, respectively). Results also showed that approximately 76% of
residents attended ethics courses, with younger residents having a higher attendance
rate than older residents (mean=6.84%2.17 vs. 5.05%+3.17, p=0.001). Figure 1 illus-
trate that most residents who did not attend ethical courses felt that the classes were
poorly scheduled (17.22%), while a small minority (4.31%) believed that the courses
were less significant because they did not affect their GPA, and a negligible percent-
age (0.96%) believed that ethics could be learned through daily interactions with
others.

Attitudes concerning ethics, professionalism, and values in medical training

Table 4 summarizes residents’ agreement with statements regarding various aspects
of training in professionalism, ethics education, ethical issues and conflicts, and the
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100%
80%
60%

40%
0% 17.22%
v 4.31% 1.44% 0.96%

0%

Not well scheduled Not important <doesn’t Not important & Not ~ We can learn ethics
<example, having the affect my GPA> well scheduled through our lives
ethics lectures at times
of other exams>

Percentage of residents and
fellows

Reasons for non-attendance

Fig. 1 Distribution of residents who did not attend ethical courses (24%, n=50 out of 209) by their
reasons for no attendance

impact of ethics training. It also shows how residents’ attitudes varied based on their
ages and gender.

In the professionalism domain, including six statements that addressing dif-
ferent topics, residents of all ages and genders (all p>0.05) strongly affirmed the
importance of professionalism, highly endorsed its use in evaluating residents, and
firmly supported swearing to uphold the profession’s values. They took a neutral
stance regarding whether physicians are more ethical than the general population
(mean=5.0912.08, p>0.05), and disagreed with the notion that most faculty phy-
sicians behave ethically toward trainees (mean=4.53%+1.98, p>0.05). However,
older residents (over 30) rated the ethical practice of most faculty physicians toward
patients lower than younger residents (under 30) (mean=4.62+2.06 vs. 5.47+1.74
p=0.04, respectively).

In the domain of ethics education, consisting of four statements, residents of all
ages and genders (all p>0.05) agreed that professionalism can be taught and learned,
that ethics should be adequately taught in residency curricula (mean=8.1£1.27,
p>0.05), that ethical conflicts frequently arise during clinical practice, and that
receiving ethics training promotes ethical conduct and helps in managing ethical
conflicts. However, they all disagreed that their training was sufficient for manag-
ing the ethical dilemmas they encounter (mean=4.39%1.95, p>0.05). On the other
hand, female residents, compared to males accepted the idea that morals and values
are learned through family, culture, and religious institutions (mean="7.25+1.72 for
women vs. 6.6+2.2 for men p=0.021). Overall, residents’ acceptance of ethics edu-
cation was moderately positive (mean=6.73%1, p>0.05).

Goals of education in ethics, professionalism, and values

Table 5 presents residents’ agreement with educational goals related to ethics, profes-
sionalism, and values, along with gender differences in residents’ opinions toward
these goals.

All assessed goals were considered desirable (agreement means>5). Both female
and male residents strongly affirmed goals (all p>0.05) such as becoming better peo-
ple and acquiring ethically valuable interpersonal skills, recognizing ethical issues,
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Table 4 Mean agreement with training-related attitudes concerning ethics and professionalism by resi-
dents according to their age and gender

Age Gender
(n=201) (n=208)
Attitude' All Age<30  Age>30  P-value* Women Men P-val-
residents  N=173 N=20 N=118 N=90 ue*
Mean+SD

Professionalism

Physician 8.44+1.02 844+1.01 8.38%1.16 0.793 8.42+1.05 8.39+1.03 0.815
should possess

professionalism.

Evaluation 8.35+1.06 836+1.05 8.24%1.14 0.608 8.41£0.99 8.25+1.14 0.281
of residents

should include

assessment of

professionalism.

It is important 7.09+£1.95 7.07+1.96 7.29+£1.93 0.63 7.25+1.82 6.92+£2.07 0.237
that physicians in

training take an

oath or declara-

tion to uphold

the values of the

profession.

Physicians are 5.0942.07 5.16+2.06 4.48+2.09 0.153 5.1£2.08 5.1%2.1 0.984
more ethical than

the public.

Most faculty 4.53+1.98 4.59+1.93 4.05+2.31 0.235 4.68+1.92 4.44+2.13 0.400
physicians be-

have ethically

toward trainees.

Most faculty 538+1.79 547+1.74 4.62+2.06 0.04 5.61+1.69 5.16+1.95 0.083
physicians be-

have ethically

toward patients.

Mean of 6.48+093 6.52+0.93 6.17£0.97 0.114 6.58+0.91 6.38+0.99 0.135
professionalism

Ethics education

Professionalism  7.47+1.45 7.42+1.42 79+1.61 0.148 735+1.44 7.63+1.43 0.179
can be taught and

learned.

Ethics shouldbe 8.13+1.25 8.09+1.27 8.48+1.08 0.177 822+1.22 7.93+1.33 0.111
formally taught

in residency

curriculum.

Attitude and val- 6.95+1.97 6.96+£1.92 6.9+2.45 0.903 725+1.72 6.6£2.2 0.021
ues are learned

from family,

culture, and reli-

gious institution.

Residents receive 4.34+1.9 435+1.88 4.24+2.12 0.795 423+1.83 4.61+2.1 0.166
adequate training

to handle the

ethical conflicts

they face.
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Table 4 (continued)

Age Gender
(n=201) (n=208)
Attitude’ All Age<30  Age=30  P-value* Women Men P-val-
residents  N=173 N=20 N=118 N=90 ue*

MeantSD

Mean of ethics 6.72+1 6.7+0.97 6.88%+1.17 0.444 6.76+0.92 6.69+1.11 0.635
education

Ethical Issues and Conflicts

Ethical conflicts  7.96+1.43 7.95+1.47 8.05+1.07 0.766 8.11£1.32 7.76+£1.55 0.091
are common in

the everyday

practice of

medicine.

Positive influ-

ence of ethical

training

Ethical training 6.92+2.16 6.85+2.2 7.52+1.72 0.179 7.02£2.12 6.72+£2.29 0.334
help residents

deal with ethical

conflict.

fAttitudes were rated on a 9-point scale from 1= “strongly disagree” to 9= “strongly agree”; * Means
are from a Multivariate MANOVA with attitudes are dependent variables and age and, gender, as
independent variables, separately; p<0.05 considered as significantly different

and reducing the likelihood of future legal or ethical errors by physicians.However
only female residents showed stronger agreement with all goals, and significantly
the ones of improving patient care and clinical decision-making (mean=8.28+1.14
for women vs. 7.8+ 1.44 for men, p=0.009), and developing pertinent interpersonal
skills to heal and treat patients (mean=7.94+1.39 for women vs. 7.47+1.75 for men,
p=0.04). Additionally, results indicated no statistically significant differences in the
residents’ opinions toward educational goals based on their age, level of training, or
their specialization.

Learning methods in ethics training

All eight methods of learning professional attitudes, values, and ethics were deemed
effective, with mean effectiveness scores exceeding 5. Conducting an ANOVA with
repeated measures, incorporating a Greenhouse-Geisser correction, revealed statisti-
cally significant differences in the mean effectiveness scores of these learning meth-
ods (F (4.77, 992.98)=44.25, p<0.001). Figure 2; Table 6 data indicate that clinical
rounds (discussion groups of peers led by a knowledgeable clinician) and multidis-
ciplinary expertise approaches (clinical ethics discussions with ethics consultants)
emerged as the most effective learning methods (mean=7.99 and 7.86, respectively,
with a mean difference of 0.12+0.097, p>0.05). Case conferences, nontraditional
methods (such as watching ethics-related videos followed by discussions led by
knowledgeable clinicians), and the formal didactic approach through grand rounds
presentations were ranked equally effective as the second most effective methods
(mean=7.55, 7.49, and 7.3, respectively, with mean differences of 0.062+£0.088
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Table 5 Mean agreement with Gender (n=208)

edupatmnal goals concerning Goals' Women Men P-value*  All

ethics and professionalism ac- - - .

dine t idents’ vend N=118 N=90 residents

cording to residents’ gender Mean+SD
To become 7.53£1.51 7.16+1.57 0.088 7.38+1.55
better people.
To better rec-  7.97+1.19 7.78+1.36 0.306 7.89+1.27
ognize ethical
issues.
To improve 8.28+1.14 7.8+1.44  0.009 8.08+£1.29
patient care
and clini-
cal decision
making.
To reduce the 7.92+1.34 7.60+1.44 0.107 7.78+1.39
likelihood a

physician may

make a legal

error in the

future.

To reduce the 8.15+1.14 7.85+1.22 0.07 8.02+1.18
likelihood a

physician may

make an ethi-

cal error in the

' Goals were rated on a 9-point
scale from 1= “strongly
disagree” to 9= “strongly
agree”; * Means are from a
Multivariate MANOVA with

Lo . future.
goals of education in ethics,
professionalism and values To learn how 7.94+139 7.47+1.75 0.034 7.74+1.57
to heal our

are dependent variables
and gender as independent
variable; p <0.05 considered as

patient in addi-
tion to treating

significantly different them.
9
7.99
. =S 7.55 7.49 73
«»n 6.98
@ 7 6.48 6.4
5 \—
26
=]
D5
&
4
k]
% 3
g 2
1
0
Clinical rounds  Discussion of Case Grand rounds Watching Lectures Independent Web-based
<discussion  clinical ethics  conferences presentations videotaped on reading educational
groups of with ethics ethics topics approach
peers>led bya consultants followed by a
knowledgeable discussion led
clinician by a
knowledgeable
clinician

Methods of learning

Fig. 2 Mean effectiveness of methods of learning about professional attitudes, values, and ethics as
rated by residents (n=208), the methods with the same color were perceived as not statistically differ-
ent in effectiveness

@ Springer



Ethics training as a crucial scope in the various specialties of the...

QUIDIPIIN A10IBIOQRT (AT SRISAUYISOUY :'ISAUY QUIDIPAN A[Te] (A QUIdIPN Kouoiowy JNH ‘A50]000uAD) pue SOLI13dISqQ) ‘UAD
/SQO ‘QUIDIPIIA [RUINU] ] IUSIQPIP ApueoyIulis se paIapIsuod o' >d (Aoyeredas ‘sojqertea juopusdopur se Ajjeroads pue [9A9] Sururer ‘93e pue s9jqerrea Judpuadap
oIe SUTUIE] JO SPOYIUW PIM VAONVIA SIELIBADINIA B WOIJ dIE SUBSIN 4 °,9918¢ A[Suons,, =6 0} 2215esIp A[Suoss,, =] WOy o[eds Jurtod-¢ & U0 Pajel dIoM S[e0D) ,

vSTO  IPIFS  9U'IF8 SU'IFS9  O0FL TEIFY9  6ETFSS SIFECL POTFES9 I6TFISY EITFPIY yoeoidde [euoneonps paseq-qam
STY'0 IL0FS9 ELTFSL LOTFIS  OFL PITFYS LOTFEES €STFLIL TETFS99 vOTFELY S6TFHP9 Surpeai juspuadopuy
6510 €8TFS SIFSLL  TFE9 €8TFL  €TIF9 TF9 ICIF8SL €0TFSY9  €9IFSL PLIFHEO $21M309]
€00 PSEFSS  IFS8 SITF6Y IV IF8 P8OFTS ISTFSY VIFEYL 69TFILL THIFISL SLTF6I'L  uoissnosip pue padeiodpia Suryorem
9150 07F9 0F6  ICTFL €8TFL 8SIFL ISTFCIL 80IFT6L SSTFLYL LSTFESL 6S1FSL suonejuasaid spuno puein
LSOO TLOFS9 8SOFSS TSOFEY €8TFL TSTFOS STIFSYL 6V IFSLL LEOFI08 TITFIOL ¥ TIFHL S90UBIJUOO ISB))
sjue)nsuod
6000 I1L0FSL 0F6 6L0FCT8 IVIF8 SOTFCY LLTIFE99 TUTIFLIS TLOFIP'S LTTIFSLL 6CTFSSL SOIYI YA SO [BOIUI]D JO UOISSNISI
v0T0 TP IF8 SOFSL'S €S0FS8 IFIF8 TSIFH9 660FELS v6OFLI'S 98°0FSE8 19 TFH6L SECIFI6L SpunoI [esruIf)
o0 =N v=N  0I=N  T=N S=N 8=N TI=N LI=N =N ¥II=N
-[eA-d  ADeIoAsq T yisouy N INd  ASojorpey  ukpysqo  souerpad  A1ging I , SuruIes| Jo SpoyON

(Loz=u) Kyeroads

saneroads JuapISaI 0 JUIPIOOIE SIIY)D PUE ‘SAN[EA ‘SIpPMIIE [eUOISSajoId Inoqe SUTUILs] JO SPOYIOUT JO SSOUIATIOQN UBDA 9 d|qel

pringer

As



A. Kanso et al.

and 0.249%0.122, p>0.05). Lectures, as a formal didactic approach, were rated as
the third most effective method. The least effective methods were the independent
approaches (independent reading and web-based education) (mean=6.48 and 6.4,
respectively, with mean differences of 0.077£0.109, p>0.05).

Residents from various specialties rated the nontraditional watching videotaped
on ethics topics followed by a discussion led by a knowledgeable clinician and the
discussions on clinical ethics with ethics consultants significantly differently, as indi-
cated in Table 6 (p=0.009 and p=0.03, respectively). Figure 3 showed that residents
in internal medicine, surgery, pediatrics, obstetrics and gynecology, family medi-
cine, anesthesiology, and laboratory medicine favored these two learning methods
(means>7), whereas those in radiology and emergency medicine found them less
effective (means between 5 and 7).

Psychiatric specialty residents were a smaller group, with a preference for dis-
cussions on clinical ethics with ethics consultants (mean=7.5+£0.71) and a lack of
preference for the watching videotaped method (mean=>512.83).

Methods of assessing skills and knowledge
For knowledge assessment

Figure 4 illustrates the variation in residents’ agreement level regarding the appropri-
ateness of assessment methods for evaluating their knowledge related to professional
attitudes, values, and ethics (»p<0.001).

Pairwise comparisons showed that Clinical supervision emerged as the top-rated
assessment method among residents (mean+SD=8.0411.3), followed by oral
examinations (mean+SD=7.1£1.96). Conversely, multiple-choice examinations,
short answer questions, and essays received similar and comparatively lower rat-
ings compared to the other methods (mean+SD=6%2.25, 6.45+2.11, 6.22+2.09,
respectively).

When examining the agreement levels for these assessment methods based on
residents’ age, gender, university of graduation, as well as their specialization and
level of training, no statistically significant differences were observed (results not
reported here).

For skills assessment

Table 7 shows residents’ agreement with the appropriateness of various assessment
methods for assessing their skills related to professional attitudes, values, and ethics.
Residents’ ratings of the appropriateness of the 6 assessed skills assessment methods
varied significantly (P<0.001). Particularly, residents gave higher ratings to three
methods: faculty direct observation of residents’ interactions with actual patients
(mean=7.4£1.47), faculty observation of residents’ interactions with clinical team
members (mean="7.31%1.63), and standardized patients’ assessment of their interac-
tions with residents (mean=7.02+1.64). Conversely, lower ratings were given to
evaluation of residents by patients (mean=6.28%2.3), evaluation of residents by
non-faculty staff (mean=6.03+2.41), and faculty observation of videotaped interac-
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—&— Watching videotaped on ethics topics followed by a discussion led by a knowledgeable clinician

—{J— Discussion of clinical ethics with ethics consultants

EFFECTIVENESS
«

RESIDENCY PROGRAM GROUP

Fig. 3 Mean effectiveness of some methods of learning about professional attitudes, values, and ethics
by residency specialty

Assessment methods are

rated
differently in agreement levels by residents , P<0.001
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Multiple choice Short answer questions Essays Oral examinations Clinical supervision
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Methods of Knowledge Assessment
Fig. 4 Mean agreement with assessment methods appropriates for assessing the residents’ knowledge

related to professional attitudes, values, and ethics as rated by residents (n=210), the methods with the
same color were perceived as similar in agreement levels
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Table 7 Mean appropriateness Gender
of some assessment methods (n=206)
of§ kills related to profesg ional Methods of ~ All residents ~ Women Men P-
attitudes, values, and ethics ac- assessing Mean+SD N=116 N=90 val-
cording to their gender skills' ue*
Faculty 7.40+1.47* 7.62+1.44 7.11£1.48 0.013
direct ob-
servation of
residents’
interactions
with actual
patients
Faculty ob-  5.79£2.43° 5.96+2.59 5571221 0.254
servation of
videotaped
interactions
of residents
with actual
patients
Faculty 731+1.64%°  755+1.53  6.99+1.71 0.014
observation
of residents’
interac-
tions with
clinical team
 Methods of assessing skills members
were rated on a 9-point scale Standardized 7.02+1.65°  7.23+1.63 6.7411.64  0.034
from 1= “strongly disagree” patients’ as-
to 9= “strongly agree”; sessment of
Means are from a MANOVA their interac-
with methods of assessing tions with
knowledge are dependent residents
variables, and gender, Evaluation  6.2942.30°  6.47+2.17  6.06+2.45 0205
university of graduation and of residents
specialty as independent by patients

variables, separately *p<0.05 : )
is considered as significantly Evaluation  6.02+2.41°¢ 6.42+£2.29 55+2.46 0.006

different: Means with identical of residents
letters are not statistically by non-
different faculty staff

tions of residents with actual patients (mean=>5.78+2.43). Additionally, there were
differences in appropriateness ratings based on residents’ gender. Female residents
rated the three top-performing assessment methods higher than their male resi-
dents did (mean=7.62%1.44 vs. mean=7.11%£1.48, p=0.013; mean=7.55%£1.53 vs.
mean=6.99+1.71, p=0.014; and mean=7.23+1.63 vs. mean=6.7411.64, p=0.034,
respectively).

Residents’ age and training level did not show any statistically significant differ-
ences in their agreement. However, when considering residents’ specialties, there
were variations in the ratings of the appropriateness of faculty direct observation
of residents’ interactions with actual patients. Specifically, residents in Laboratory
Medicine, obstetrics and gynecology, and pediatrics specialties reported higher levels
of appropriateness for this assessment method (results not reported here).
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Residents’ opinions on ethics topics that need more attention

Figure 5 displays ethics topics that require more attention. More than 90% of resi-
dents reported that they needed more guidance on how to obtain informed consent
from patients who are capable of making decisions (91.4%), more instruction on how
to engage patients in discussing the risks, benefits, and alternatives to the recom-
mended treatment with patient (91.4%), more training on conducting assessments
of decision making capacity (90.4%), and more guidance on how to obtain informed
refusal from patients who decline the recommended treatment (90%). Most resi-
dents (87.1%) reported that they needed more training on taking decisions on how
much clinical information to share with patients and more guidance on how to obtain
informed consent or refusal from surrogate decision makers (86.6%) and on deciding
when to withhold information from patients (85.2%). A few other residents (81.9%)
mentioned that they needed more guidance on how to obtain informed consent from
non-English speaking patients, and how to obtain informed consent from patients
whose capacity to make decisions is compromised (73.3%).

Table 8 shows residents’ opinions on some common ethical, social, philosophical,
and legal topics. It shows that 121 residents (57.9%) reported that acceptance of gifts
from patients is an issue that should receive more attention while (61.43%) reported
that the issue of receiving gifts and meals from drug companies should receive more
attention. Above 80% of residents reported that the topics involving interaction
with patients’ families (81.43%), responding to a colleague who was incapacitated
(79.05%), resolving conflicts between allied health professionals (85.24%), resolving
conflicts between attending physicians and trainees (88.57%), giving medical advice
to friends and family (85.24%), keeping the confidentiality of the medical records
(88.04%), maintaining medicine as a profession (82.78%), having social and politi-
cal responsibilities (82.38%), coping with mistakes in clinical care (83.25%), and
introducing students to patients as “doctors” (79.05%) should receive more attention.
Between 70% and 80% of residents reported that mistreatment of residents (78.57%)

OBTAINING INFORMED CONSENT FROM PATIENTS WHO ARE
CAPABLE OF MAKING DECISIONS

DISCUSSING RISKS, BENEFITS, AND ALTERNATIVES TO THE
RECOMMENDED TREATMENT WITH PATIENT

CONDUCTING ASSESSMENTS OF DECISION MAKING CAPACITY

OBTAINING INFORMED REFUSAL FROM PATIENTS WHO DECLINE
RECOMMENDED TREATMENT

DECIDING HOW MUCH CLINICAL INFORMATION TO BE SHARED
WITH PATIENTS

OBTAINING INFROMED CONSENT OR REFUSAL FROM
SURROGATE DECISION MAKERS
DECIDING WHEN TO WITHHOLD INFORMATION FROM PATIENTS
OBTAINIG INFORMED CONSENT FROM NON ENGLISH SPEAKING
PATIENTS

OBTAINING INFORMED CONSENT FROM PATIENTS WHOSE
DECISIONAL CAPACITY IS COMPROMISED

® Much more Neutral Much less

Fig.5 Residents’ opinion on ethical topics that need more attention (% of agreement) (n=210)
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Table 8 Residents’ opinions on Principle Much less Neutral Much
some common ethical, social, N (%) N (%) more
philosophical, and legal topics N (%)
(n=210) 1. Accepting gifts from patients 51 (24.4) 37 121
17.7) (57.89)
2. Drug companies supplying gifts 48 (22.86) 33 129
and lunches (15.71)  (61.43)
3. Interacting with patients’ 18(8.57) 21(10) 171
families (81.43)
4. Responding to an impaired 18 (8.57) 26 166
colleague (12.38)  (79.05)
5. Resolving conflict between 13(6.19) 18 179
allied health professionals (8.57) (85.24)
6. Resolving conflict between 9(4.29) 15 186
attendings and trainees (7.14) (88.57)
7. Giving medical advice to 12(5.71) 19 179
friends and family (9.05) (85.24)
8. Confidentiality of medical 9(4.31) 16 184
records (7.66) (88.04)
9. Medicine as a profession<as 18 (8.61) 18 173
opposed to other forms of work> (8.61) (82.78)
10. Physician’s social and political 22 (10.48) 15 173
responsibilities (7.14) (82.38)
11. Coping with mistakes in clini- 17 (8.13) 18 174
cal care (8.61) (83.25)
12. Students introduced to patients 21 (10) 23 166
as “doctors” (10.95)  (79.05)
13. Mistreatment of residents 28 (13.33) 17(8.1) 165
(78.57)
14. Mistreatment of medical 28 (13.33) 23 159
students (10.95)  (75.71)
15. Gender bias in clinical care 35(16.75) 21 153
(10.05)  (73.21)
16. Writing prescriptions for 33(15.79) 24 152
friends, co-workers, or family (11.48) (72.73)
members
17. Learning procedures on 29 (13.81) 35 146
cadavers (16.67)  (69.52)
18. Personal relationships with 38 (18.1) 27 145
patients (12.86)  (69.05)
19. Sexual harassment 45(21.43) 18 147
(8.57) (70)
20. Sexual contact between pa- 71(33.81) 24 115
tients and physicians (11.43) (54.76)
21. Sexual/romantic relationships 55 (26.32) 31 123
between residents and medical (14.83)  (58.85)
students

and of medical students (75.71%) should be addressed, as well as gender bias in clini-
cal care (73.21%), writing prescriptions for friends, co-workers, or family members
(72.73%), learning procedures on cadavers (69.52%), having personal relationships
with patients (69.05%), and experiencing sexual harassment (70%). Less than 60%
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of residents asked to give sexual contact between patients and physicians (54.76%)
and sexual/romantic relationships between residents and medical students (58.85%)
more attention

Discussion

To develop well-prepared trainees who can give high-quality management and reduce
ethical difficulties, providing ethics training to post-graduate residents has become
increasingly important. According to medical residents who participated in this study,
ethics education is essential because it helps doctors deal with ethical challenges
that arise regularly in clinical settings, which in turn promotes ethical actions and
improves problem-solving abilities (mean agreement>5). In observational research
of 210 medical residents, the gender, age, specialty, and number of years of residency
were considered. In many medical schools around the world, especially during the
clinical years, ethics training is not well-established or maintained. (Lehmann et al.
2004).

Effective ethics training is now required for residents to prepare them to handle
ethical issues that emerge in their everyday practice. (Bremer and Holmberg 2020).
Experienced medical professionals must also develop the abilities and strategies to
handle such issues. (Svensson et al. 2022). However, a study found that ethics educa-
tion instruction intended to enhance ethical competence abilities did not necessarily
correspond with how ethical problems are dealt with in actual practice (Bowsher et
al. 2018). Establishing an effective ethics curriculum that starts in medical school and
continues through clinical practice is therefore essential.

As far as we are aware, this is the first investigation of the importance of incorpo-
rating ethics education in the curriculum for medical residents in Lebanon. This study
plants the seed for the creation of efficient teaching strategies and the development
of appropriate ethics training during the clinical years as a standard for medical pro-
grams in general and Lebanese medical schools specifically.

Our study discovered that the ineffective timing and scheduling of these lectures
throughout the year is the main cause of medical students’ lack of commitment to eth-
ics courses in medical school. This draws attention to a crucial problem that demands
attention. This result contradicts with Lisa et al. study’s which found that medical
students’ low commitment to ethics knowledge was primarily caused by a lack of
full-time ethics lecturers and inadequate financing. (Lehmann et al. 2004).

Regardless of age, gender, specialty, or medical school, more than two-thirds
of residents stressed the need for greater attention to be given to nearly all ethical,
social, philosophical, and legal themes mentioned in the study. This indicates either
a lack of understanding on these subjects or a failure to practically use that informa-
tion in clinical practice. Similar findings were made in a study by Robert et al., which
highlights the difficulties medical residents confront and the necessity for further eth-
ics training as they develop their clinical expertise (Hammond et al. 2005).

An established grasp of ethical principles, competence in carrying out crucial ethi-
cal duties, training in and adherence to values specific to a specialty, and residents’
interests in discussing and recognizing ethical issues should all be part of ethics edu-
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cation (Roberts et al. 2005). According to our survey, 76% of residents overall had
taken an ethics course when they were in medical school, with younger residents par-
ticipating more frequents reported receiving more ethics training and being treated
more ethically by others and supervising residents than older residents, even though
the amount of ethics training was thought to be low. This shows that medical schools
are paying more attention to ethics education. Most residents did not, however, think
that their preparation was enough for handling the ethical challenges they encoun-
tered during their clinical years.

In our study, there were no gender-related variations that were statistically sig-
nificant in the incidence of ethical difficulties or in the usefulness of ethics courses
in resolving ethical disputes. This result deviates from previous research findings
(Ghamri and Al-Raddadi 2017; Roberts et al. 2004). This might be explained by the
more ethics knowledge of the medical students now than in the study conducted in
USA two decades ago (Roberts et al. 2004), and cultural differences (Ghamri and
Al-Raddadi 2017). In addition, female residents had a higher likelihood than male
residents of agreeing that morals and values are learnt through family, culture, and
religious institutions (p=0.021). Modern definitions, however, distinguish between
morals and values and define ethics as a set of principles and guidelines that help
people or groups decide what is right or wrong in a particular situation. Morals, on
the other hand, are personal beliefs about right and wrong that are based on one’s
conscience or cultural norms. As for the values, which are firmly held convictions
and ideals that act as a foundation for moral decision-making and decency in conduct
(Vergano et al. 2019). Results from Roberts et al. did not show this observation with
respect to gender (Roberts et al. 2004). This could be explained by virtue thatthe
Lebanese community has a conservative culture and a predominantly religious popu-
lation; this can help to explain the discrepancy between our study’s findings and
Robert’s findings.

The trainees in our study stressed the significance of this mindset for doctors in
terms of professionalism. Surprisingly, most responses revealed a serious lack of
ethical conduct on the part of faculty doctors toward both trainees and patients. This
merits additional investigation (p=0.04) as it was seen that older residents were more
aware of it than younger residents. According to the report, medical residents do not
receive adequate support from their advisers about ethical issues, and attending phy-
sicians should receive more training on how to handle such issues (Boer et al. 2022).

Many residents agreed with the objectives of ethics education, which include
detecting ethical issues and enhancing ethical interactions and communication. In
line with this, the emphasis on patient-centered care and interpersonal teamwork in
healthcare was stated by Doolittle et al. (Doolittle et al. 2015). However, medical
education does not place enough weight on the abilities and values required for com-
passionate, team-based treatment (Lown et al. 2016). The fact that female residents
were more in agreement than male residents on objectives pertaining to patient care
and clinical decision-making may be explained by their emotional and empathic
upbringing. These results concur with similar investigations (Ghamri and Al-Raddadi
2017; Roberts et al. 2004). Therefore, postgraduate medical education should include
a curriculum that promotes interprofessional competency (Gantayet-Mathur, Chan,
and Kalluri 2022).
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The study offered various learning methods to the residents, and the most effective
one was clinical rounds with an expert clinician, followed by multidisciplinary rounds
including ethics consultants. This coincide with the findings of the survey done in
Saudi Arabia (Ghamri and Al-Raddadi 2017). Discussions among groups were found
to reduce unethical behavior as reported by Chunbok et al. (Lee et al. 2021). To
explore delicate subjects in ethical education, contact in clinical rounds and an open
environment are also necessary (Kuhn et al. 2021). Healthcare workers and students
can also make better decisions by concentrating on “thinking ethically” and develop-
ing their own rationale (Sanchez-Izquierdo et al. 2019). Reading on your own and
attending theoretical courses on ethics are two ways to learn about ethics (Koo, Ryu,
and Kim 2018; Shamim et al. 2021). As a result, theoretical learning and practical
training can be combined to give medical residents real-world experiences (Shamim
et al. 2021). However, our analysis found that individual reading and online learning
were the least efficient approaches. It is worth to note that radiology and emergency
residents’ perceptions of the benefits of clinical rounds were insignificantly lower
from those of the remaining specialties. Both departments’ infrequent follow-up with
patients and discussions of cases with clinicians can be used to explain this.

There is a general lack of an assessment tool for ethical competency of medical
residents (Hong et al. 2021). Our study showed that more than 80% of the residents
agreed that oral examination and clinical supervision were the best ways to assess
their ethical understanding, nominating these assessment methods to be applied in
medical residency training. The residents wanted a faculty member to observe and
shadow them directly while they interacted with actual patients, members of the clin-
ical team, and other residents in order to assess their ethical skills, since ethical com-
petency is a real-life experience not just rules that can be memorized but an attitude
and way of thinking that need to be acquired within clinical year residency training,
this approach was investigated by several studies too (Cummings 2016; Goodrich,
Irvine, and Boccher-Lattimore 2005).

This survey revealed a concerning finding: more than 50% of the trainees said
they needed more attention and guidance, especially when it came to obtaining
informed consent from capable patients (91.4%), educating patients about the risks,
advantages, and treatment alternatives (91.4%), and determining patients’ capacity
for decision-making (90.4%). Surprisingly, topics concerning social and legal issues
such pharmaceutical drug company offerings, confidentiality, gender bias, and sexual
harassment also attracted the attention of more than half of the residents under study.
This shows the importance of our study in highlighting some of the common ethical
issues that need education and training experience among the residents.

Study impact

The topic of ethics and professionalism education, which is still a relatively new
area of medicine, is strongly supported by the findings of our study. Some significant
investigations in this area have been started by academic authorities (Blank et al.
2003). Consequently, our research highlights the need for creating a strong ethics
training program that equips residents and fellows with the necessary skills. Click or
tap here to enter text.
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Limitation

When evaluating the findings, it is important to consider the limitations of this study.
First of all, because it is a cross-sectional study, it is possible that the sample size is
not representative of all medical residents. Second, because the study depended on
self-reporting, flaws including social desirability bias or response bias might have
occurred. Thirdly, the study only examined residents’ attitudes and views rather than
evaluating how the training affected their actual ethical behavior and decision-making.

Although the study has several weaknesses, it also offers some advantages. The
fact that the study includes significant participants with respect to the population
boosts the sample’s diversity and the generalizability of the results. Furthermore, the
high response rate demonstrates that residents are highly interested in and concerned
about training in medical ethics and professionalism. The perspectives from the many
medical residency specialties were first collected in our study, which is another note-
worthy point. The study also sheds light on areas that need to be improved upon and
the challenges facing the training of medical residency programs’ ethics and profes-
sionalism education.

Conclusion

It is essential to recognize the areas of weakness and take necessary action to solve
them to build an effective curriculum and training program for medical ethics. This
study encourages the development of guidelines for structured ethics education dur-
ing the clinical years, which is crucial for enhancing the competency of medical resi-
dents. Trainees can improve patient care and the healthcare system by concentrating
on improving interpersonal communication skills.
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