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Abstract
Objective—Physicians-in-training today are learning in an ethical environment that is
unprecedented in its complexity. There is a call for new approaches in preparing medical students
and residents for the ethical and professional issues they will encounter. The perspectives of
physicians-in-training at different levels regarding the level of curricular attention needed for
emerging bioethics concepts, practical informed consent considerations, and the care of special
populations are unknown.

Method—The authors performed a hypothesis-driven, confidential survey study to assess perceived
needs and preferences among medical students and residents related to medical ethics education at
the University of New Mexico School of Medicine.

Results—A total of 336 physicians-in-training volunteered (62% response rate). Overall, strong
interest was expressed for increased curricular attention to the domains of bioethics principles,
informed consent, and care of special populations. Women students expressed greater interest
generally. For certain domains, clinical students expressed relatively less curricular need and
psychiatry and primary care residents expressed relatively greater curricular need. Two of the four
hypotheses were supported, a third received partial support, and a fourth was not supported by the
findings.

Discussion—To be valuable and effective, new ethics curricular approaches must be responsive
to the current complex ethical environment and attentive to the preferences of medical students and
residents of both genders, at different stages of training, with different patient care responsibilities.
This hypothesis-driven study provides guidance for the inclusion of novel and important ethics
domains in training curricula across medical school and diverse residency programs.

There have been significant changes in the health care system since bioethics education first
became an essential part of medical school curricula in the 1980s.1 The extraordinary growth
in technology, the dominance of managed care in health delivery systems, the expanding
cultural diversity of the American population, and changing commitment to the care of
underserved and uninsured groups by academic medical centers have raised novel ethical
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questions and new educational needs.2,3 Physicians-in-training today are learning in an ethical
environment that is characterized by exceptional complexity.4

Across undergraduate and graduate medical education, there is a call for more substantive
preparation for the ethical challenges encountered by medical students and residents during
training and in future professional duties.5–9 There have been significant efforts to respond to
this imperative in medical education, and emerging approaches differ from prior endeavors in
several respects.

First, new ethics education approaches are informed by an evolving understanding of
professionalism and core bioethics principles. The recently issued position document,
“Medical Professionalism in the New Millennium: A Physician Charter” by the American
Board of Internal Medicine, the American College of Physicians, and the European Federation
of Internal Medicine signals a major shift in thinking about the bioethical principles underlying
health care in the United States and Europe. In this new formulation, the responsibilities of the
physician combine traditional obligations to the individual patient with substantial duties to
society.10 Some have characterized the trend in philosophical bioethics over the past two
decades as the progression from beneficence, to autonomy, to justice and there is a
corresponding evolution in the themes in medical ethics curricula.11

Second, new curricular approaches focus on demonstrable domains of professional
competence, i.e., measurable knowledge and observable skills essential to fulfilling optimal
standards of care and representing the ideals of the profession of medicine behaviorally.12 In
1999, the Accreditation Council for Graduate Medical Education introduced a new mandate
that required each residency program in each specialty across the United States, in order to be
accredited, show appropriate measures of competence in six domains, all of which contain
ethically important components, with an entire domain explicitly dedicated to professionalism.
13 This requirement has long been foreshadowed in the published ethics education literature.
1,14,15 For example, Sulmasy et al.16 reported that an ethics education curriculum focused
on treating patients with do-not-resuscitate orders was successful in improving residents’
attention to writing do-not-resuscitate orders, and the rationale and consent for obtaining such
orders increased. Similarly, we utilized a standardized patient scenario to evaluate the
performance of 79 seniors to obtain informed consent for HIV testing. Ninety-six percent of
students demonstrated competence in the station.16,17 In this new model, medical students
and residents must demonstrate the ability to perform certain professional duties, such as
obtaining informed consent and providing astute and sensitive care to persons who derive from
distinct cultural and ethnic backgrounds, who are members of defined “special populations,”
or who have different potential sources of vulnerability in the clinical situation (e.g., those who
are uninsured, immigrant, rural, or terminally ill).17–21

Third, new approaches to ethics and professionalism education reflect greater attunement to
sequential developmental issues experienced by physicians-in-training.22,23 This effort is
reflected in “white coat ceremonies” that have been introduced in many medical schools and
have stimulated an increased focus on self-appraisal and personal health care in professional
development.24–27 Developmental attunement has been viewed as necessary because of
emerging evidence that medical students and residents face unique ethical conflicts that are
related to their stage of training and that ethics training needs and preferences also evolve.
28–31 Residents in several studies have expressed a preference for clinically oriented ethics
education to prepare them for the day-to-day ethical tasks encountered in their work duties.
32,33 There are also a series of more worrisome studies suggesting that the training process
fosters cynicism and physical, psychological, and moral exhaustion, which interferes with
ethical conduct and decision making by physicians-in-training over time.1,34–37
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Fourth, there is increasingly greater emphasis on the distinct ethical problems encountered in
each primary care and specialty field.33,38–40 Jacobson et al.41 surveyed 323 internal
medicine residents in six programs on their preferences for ethics education and found that
legal and end-of-life issues were two of the topics identified as meriting more attention among
these advanced, specialized trainees. More recently, a structured review of surgery residencies
identified five areas requiring more instruction: withdrawing and withholding treatment,
advance directives, do-not-resuscitate orders, informed consent, and communicating bad news.
Nearly all of the 20 surgical residents surveyed felt ethics was important and felt their
confidence in addressing ethical issues improved after a specially designed teaching program
targeting the five areas.42 A study of pediatric residents in five training programs demonstrated
heightened need for attention to withholding and withdrawing life support, child abuse and
neglect, and disputes about patient care occurring across hospital services.43

Finally, data gathered over the past three decades suggest that key differences exist in how
men and women professionals approach health care ethics decision making.44–46 Several
studies indicate that women physicians-in-training perceive greater need for ethics preparation,
value it more, and see benefit in a more diverse set of educational methods than men.47,48 For
example, a study involving 181 psychiatry residents in 10 training programs, conducted in part
by one of us (L.W.R.), showed that women had stronger general interest in ethics training,
across 26 specific curricular topics, and identified multiple valuable learning strategies.33 In
a qualitative project, Shapiro and Miller49 asked 92 medical students to identify and resolve
a clinical ethical dilemma. Narrative analysis revealed that the women students were more
focused on psychosocial and societal issues, and they used the rights of patients and families
as a basis for argument. Beyond content differences, they also used both abstract and personal
modes of analysis. Men, in contrast, gave more emphasis to issues of responsibility, authority,
and control, utilizing utilitarian arguments and engaging in more formal abstract analytical
methods.

Major academic organizations and medical education leaders have begun to respond to these
important new directions in ethics education, but there are many challenges and unresolved
curricular issues.5,23,50 For instance, there is little consensus on how to implement the
requirements of the new ACGME “Professionalism” competence domain, on how to optimally
address the erosion of ethically important attitudes during training, and the negative impact of
the “hidden, informal, and disavowed” curriculum in which students and residents are given
negative and conflicting messages about ethical conduct in medicine.12,30,51,52 Moreover,
a recent study of syllabi on ethics education from 87 medical schools found great heterogeneity
in objectives, readings, assessments, teaching, and content methods, underscoring the need for
improved curriculum development.53 Several studies have shown that medical students and
residents do not experience past and current approaches to medical ethics and professionalism
as sufficient to help them address the challenges they face.33,54,55 Finally, there are several
gaps in the existing literature that help to represent the perspectives of physicians-in-training,
the most critically important stakeholders, on “best practices” for medical ethics and
professionalism preparation.

To date there has not been a systematic study assessing, in a single analysis, the perspectives
of physicians-in-training across different levels, including residents from different
postgraduate specialty areas, regarding several areas that have emerged as especially important
in light of the current ethical environment. These areas are 1) the role of bioethics principles,
including more “justice”-related concepts, in curricular training; 2) salient considerations in
obtaining informed consent such as the involvement of surrogate decision-makers, approaches
to informed refusal, and informed consent with individuals who speak a different language;
and 3) ethical challenges in caring for the needs of persons who derive from special groups
(e.g., children, immigrants) or who have certain sources of vulnerability (e.g., abuse and
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domestic violence victims). Given the current ethical training environment and evolving trends
in ethics education, understanding the ideas and preferences of medical students and residents
will be instrumental in the construction of novel, responsive, and responsible curricula.

For this reason, we performed a survey at the University of New Mexico School of Medicine
to better understand these issues. We hypothesized that 1) medical students and residents would
endorse the need for greater curricular attention to bioethics principles, informed consent
topics, and special population needs; 2) women would more strongly endorse these curricular
needs; 3) psychiatry residents would more strongly endorse curricular needs than other
residents; and 4) there would be increased perceived need in these ethics curricular domains
among trainees who were at more advanced stages of training.

METHOD
Participants and Context

All medical students (N = 308) and PGY1-3 residents (N = 233) at the University of New
Mexico School of Medicine were invited in the spring of 2000 to participate in this survey
study. Professionalism and ethics at the University of New Mexico School of Medicine are
taught through didactics, small group sessions, and individual supervision. We estimate that
medical students received 4–12 hours of formal instruction on ethics and professionalism-
related topics each year, with residents receiving 2–4 hours of such instruction. We cannot
accurately estimate the number of hours of individual supervision that gave emphasis to these
topics. At the time of this study, professionalism and ethics were evaluated during three
performance-based examinations of medical students.56,57 The performance-based
examinations encompassed topics such as confidentiality, informed consent, health disparities,
and access to care. Professionalism and ethics were part of all supervisor evaluations for
medical students and residents, consistent with the Accreditation Council on Graduate Medical
Education competence guidelines.

Survey and Procedure
Three of us (L.W.R., T.D.W., C.M.A.G.) developed a survey to assess views of professionalism
and ethics preparation and their assessment in medical education. The survey included eight
demographic questions and 124 content items in 10 domains. Content items were each rated
on 9-point scales appropriately labeled. The domains of education needs concerning bioethics
principles, informed consent, and care of vulnerable patients are reported here, with other
elements (e.g., preferred methods of learning) published elsewhere.58

The survey was sent via campus mail with a cover letter indicating the purpose of the study,
confidentiality procedures, and institutional review board approval. Two follow-up mailings
were sent to nonrespondents at 1-month intervals. Medical students received $10 in
compensation for time and effort; residents received $20.

Data Analysis
A random subset of 30 respondents completed the survey again 7 weeks later to assess
reliability. Retest correlations ranged from 0.03 to 0.79 (mean r = 0.52, p<0.05), with
correlations above 0.32 for 20 of 22 items.

Responses were subjected to repeated measures multivariate analyses of variance (MANOVA)
with items as repeated measures and gender and training level (preclinical medical students
versus clinical medical students versus residents) as independent variables. Further analyses
examined residency program group (psychiatry versus other specialties versus primary care
programs) as additional independent variables.
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RESULTS
Respondent Characteristics

Sixty-two percent of trainees (N = 336) responded (Table 1). Fifty-one percent of the
respondents were women; 20% were Hispanic American, 61% were “Anglo/white,” and 19%
were other (e.g., African American [1%], Asian American [5%], and Native American [4%])
or unreported. Training level groups did not differ significantly by gender or ethnicity. The
proportion of respondents married or living with a partner increased with advancing training
level (preclinical students: 40%, clinical students: 61%, residents: 63%; χ2 = 13.51, df = 2,
p<0.01) as did mean age (27.8 [SD = 4.0], 29.5 [SD = 4.7], and 32.5 [SD = 4.8], respectively;
F = 31.23, df = 2, 330, p<0.01). Fifty percent of residents were in primary care departments,
13% were in psychiatry, and 38% were in other specialty departments.

Educational Needs for Complex Issues Surrounding Bioethics Principles
On a scale of 1–9 (in which 1 = “much less,” 5 = “same,” and 9 = “much more”), trainees rated
educational attention needed for the complex ethical, social, and legal issues surrounding
bioethics principles compared with the amount currently provided (Table 2). Trainees indicated
a need for more attention to all of the principles (overall mean = 6.06), with the most attention
requested for the principle of respect for human dignity, some requested for compassion for
suffering, community responsibility, and nondiscrimination, and the least additional attention
requested for justice, truth-telling, scientific integrity, and respecting the law.

Women expressed greater need than did men for additional education on all topics (Table 2),
particularly for nondiscrimination (p<0.05) and responsibility to improve community (p<0.09).
Clinical phase medical students expressed marginally less need for additional attention to
principles (mean = 5.86) than did preclinical medical students (mean = 6.14) or residents (mean
= 6.20) (main effect of training level: F = 2.67, df = 2, 325, p<0.08; maximum d = 0.30).

Educational Needs for Complex Issues Surrounding Informed Consent
On a scale of 1–9 (in which 1 = “much less,” 5 = “same,” and 9 = “much more”), trainees rated
educational attention needed for the issues surrounding informed consent compared with the
amount currently provided (Table 3). Trainees indicated need for more attention to all issues,
with the most additional attention requested for the issues of obtaining informed consent from
patients with compromised decisional capacity, surrogate decision-makers, non-English
speaking patients, and patients declining recommended treatment; some additional attention
for negotiating alternatives and withholding information; and the least additional attention for
deciding how much clinical information to share with decisionally capable patients.

Women expressed greater need for additional education than did men for all topics (Table 3),
with the widest differences concerning patients declining recommended treatment (p<0.04),
deciding when to withhold information (p<0.04), deciding how much information to share
(p<0.06), and surrogate decision-makers (p<0.08). There was also a significant training level
effect: clinical phase medical students and residents expressed slightly less need for additional
education attention to informed consent issues than did preclinical medical students.

Educational Needs for Complex Issues Surrounding Vulnerable Populations
On a scale of 1–9 (in which 1 = “much less,” 5 = “same,” and 9 = “much more”), trainees rated
educational attention needed for the complex ethical, social, and legal issues surrounding
vulnerable populations compared with the amount currently provided (Table 4). Trainees
indicated need for more attention for all vulnerable groups, with the most additional attention
to abused children and situations of domestic violence, and chronically, critically, or terminally
ill patients; some additional attention for patients with potentially stigmatizing illnesses and
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children, adolescents, elderly and pregnant patients, and patients who are indigent, non-English
speaking, from other cultures, or in rural areas; and the least additional attention for adult men
and women.

Women expressed greater need for additional education than did men for all special or
vulnerable populations (Table 4), particularly for patients with potentially stigmatizing
illnesses (p<0.04); chronically, critically, and terminally ill patients (p<0.09); children,
adolescents, elderly, and pregnant patients (p<0.09); and patients who are indigent, non-
English speaking, from other cultures, or in rural areas (p<0.09). There was also a significant
training level effect: clinical phase medical students and residents expressed slightly less need
for additional education attention to vulnerable populations than did preclinical medical
students.

Residency Program Comparisons
Resident trainee responses in the domains of education needs concerning bioethics principles,
informed consent, and care of vulnerable patients were analyzed with residency program group
(psychiatry versus other specialties versus primary care programs) and gender as independent
variables. Overall mean ratings for bioethics principles (items in Table 2) did not reach
significant differences across program groups (psychiatry: 6.42, primary care: 6.24, other
specialties: 5.89; maximum d = 0.47, p<0.15). Overall mean ratings for informed consent topics
(items in Table 3) also generalized across program groups (psychiatry: 6.78, primary care:
6.68, other specialties: 6.27; maximum d = 0.48, p<0.09). On the other hand, residents in
primary care and psychiatry programs indicated greater need for additional education
concerning care of persons who derive from special groups or have heightened sources of
vulnerability (primary care: 6.55, psychiatry: 6.62) than did residents in other specialty
programs (overall mean rating: 6.04) (maximum d = 0.58, p<0.02). Overall, as noted in Figure
1, there was an ordering pattern in which the expressed interest in additional curricular training
was greatest among psychiatry residents followed by primary care and other specialty residents.

DISCUSSION
To prepare medical students and residents for the ethical challenges they face now and will
encounter in the future, ethics curricula will incorporate an evolving understanding of bioethics,
demonstrable competence in performing ethically important tasks, professional developmental
issues, specialty-specific training, and differential values and learning preferences of students.
This study uniquely contributes to this constructive process for two reasons. It explicitly
assesses stakeholder perspectives at three distinct developmental stages of training in a single
analysis and permits the testing of hypotheses that are useful in crafting valuable educational
approaches. It also focuses on topics that have not been previously addressed in the published
literature but are reflective of the actual issues and conflicts extant in the current ethical
environment. In this section, we will organize our comments around the four hypotheses
informing our study. We found full support for two of our four hypotheses, partial support for
a third, and the fourth hypothesis was not supported by our findings.

Endorsement of Overall Curricular NeedFully Supported Hypothesis
Medical students and residents strongly expressed their interest in greater curricular attention
to bioethics principles, informed consent-related topics, and special population issues in their
training. The high ratings on these items indicate strong support for our hypothesis. The global
impression of perceived importance of, and increased need for, ethics preparation among early
career physicians replicates findings of other studies.33,41–43,59,60 Traditional topics such
as respect for human dignity and compassion for suffering were seen as important, as were
several topics related to expanded professional duties in society including responsibility to
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community, nondiscrimination, justice, truth-telling and honesty, and respecting the law.
Scientific integrity and research ethics issues were also ranked as requiring greater emphasis.

It is interesting that every informed consent-related topic was endorsed as requiring more
curricular attention. This set encompassed several practical clinical ethics challenges, including
obtaining informed consent with persons with decision-making deficits, with surrogate
decision makers, with persons who do not speak English, and with persons who decline
recommended treatment. Given our aging, more culturally diverse, and often more proactive
patient population, each of these issues will increase in importance in coming years. On an
encouraging note, the physician-in-training responses to subtler informed consent issues—
such as discussions around treatment alternatives, deciding when to withhold information, and
deciding how much information to share—reveal that our early career colleagues do not view
informed consent merely as a procedure by which a signature is obtained.

The perceived needs around the care of special populations and persons who have sources of
vulnerability in the clinical context were considerable. The increased attention to health care
disparity issues nationally has heightened awareness of the challenges inherent to the care of
these unique patient groups.61 Medical students and residents identified the need for greater
ethics preparation in caring for abused children, persons affected by domestic violence, persons
with serious and terminal illnesses, persons whose health conditions are especially
stigmatizing, different age groups, and persons who derive from diverse socioeconomic and
cultural contexts. Some greater focus on ethical considerations in treating adult men and women
was also requested. To our knowledge, this is the first time that a systematic assessment of
ethics educational needs perceived by trainee stakeholders related to special populations has
been documented empirically, although it is a concept frequently advanced by advocates and
policy statements in the published literature.62–65

Greater Perceived Need Among Women Respondents—Fully Supported Hypothesis
We predicted that women would more strongly endorse ethics curricular needs, and this was
a consistent pattern across all three topic domains and all three training levels we examined.
The statistically significant differences across multiple measures indicate strong support for
this hypothesis. Women placed greater emphasis on certain topics such as nondiscrimination,
obtaining “informed refusal,” deciding when to withhold information from patients, and caring
for persons with potentially stigmatizing illnesses. In understanding this pattern, it is important
to note that when ethics teaching was first consistently introduced into medical school curricula
in the late 1980s, women represented only one-third of applicants and graduates of medical
training. As of 2003, women represent 49% of all applicants to medical school, 45% of medical
school graduates, and as many as 74% of residents in some postgraduate specialty training
programs.66 Women are therefore an increasingly important stakeholder group in academic
medical settings, and in our study—as with others—they expressed vigorous need for ethics
preparation.67,68 In light of theoretical and empirical work that has shown women as placing
a greater emphasis on relationships, values, compassion, and an overall “ethics of care” in
clinical ethics decision making relative to men, who often express narrower rationales or more
rule-based approaches, it is likely that the predominant paradigms for decision making may
evolve.45,69

Greater Perceived Need Among Psychiatry Resident Respondents—Partially Supported
Hypothesis

On the basis of the patient populations they serve and consistent with our own and others’
earlier work, we anticipated that psychiatry residents would more strongly endorse curricular
needs related to all topic areas.33,40,41,70 We did, in fact, find this general pattern, but the
differences did not reach significance except in relation to the special populations ethics issues.
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Thus, only partial support for the hypothesis was obtained. Possible explanations for the lack
of full support for this hypothesis include the relatively small number of psychiatry residents
in the study sample, the overall level of enthusiasm expressed by residents across all programs,
and the observation that the psychiatry residency program provided significant ethics teaching
for its trainees at the time of the survey. Future work will continue to help clarify whether there
are differential ethics preparation needs of residents in diverse fields of medicine.

Greater Perceived Need Among More Advanced Trainees—Unsupported Hypothesis
We predicted that an increasing need for curricular attention would be perceived by individuals
at later stages of training. We based this prediction on evidence that residents have considerable
unmet need for ethics training as assessed in other studies (and that residents deal daily with
very complex clinical and ethical issues).13,71 This hypothesis was also predicated on the view
that residency ethics education is often the least well developed from a curricular perspective.
32,72 This pattern did not emerge in our indings, and so we conclude that the hypothesis was
not supported, although trainees at all levels did identify curricular needs in all domains. For
the first domain related to bioethics principles, however, a marginal (p<0.08) training level
effect was found in which preclinical students identified the greatest needs and clinical students
the least, with residents in between. For informed consent, residents expressed least need and
preclinical students the greatest, with clinical students in between (p<0.03). For special
populations ethics issues, preclinical students had the greatest perceived need for increased
curricular attention and clinical and resident needs were assessed as the same (p<0.06). In other
words, depending on the topic, perceived needs at different levels of training differed.

Our findings cannot be attributed simply to acquired mastery among advanced trainees or to
specific curricular innovation within each domain, nor can they be tied to special developmental
emphases at different stages. Because this study may be distinguished from most other
published projects because of its cross-sectional design and inclusion of both medical students
and residents, the intriguing pattern of differences may be more evident in this work. Further
study is needed to clarify whether the responses in this study are generalizable.

Strengths and Limitations
The strengths of this study are its focus on three stages of training in a single analysis, permitting
hypothesis-testing that lays groundwork for curricular planning and future empirical studies.
It also places unique emphasis on contemporary ethical topics in medical education. The
response rate of 62% is relatively strong. Nevertheless, its limitations relate to the self-report
methodology and the fact that it took place at a single institution, raising potential questions
about the applicability and generalizability of our findings to other settings. The distinct
multicultural context of New Mexico may have contributed to the interest in greater curricular
attention to special population issues, for example. For these reasons, we offer this work as the
basis for future study.

CONCLUSION
This hypothesis-driven study provides evidence for the inclusion of bioethics concepts with
increased societal emphasis, of multiple clinically and ethically important considerations in
obtaining informed consent, and unique issues that arise in the care of persons who derive from
special populations or have sources of vulnerability in clinical care contexts. It offers guidance
for the inclusion of novel and important ethics domains in training curricula across medical
school and diverse residency programs. For example, faculty responsible for ethics education
may wish to review their curricula systematically to assure that certain topics have been
included in their formal teaching program. In addition, faculty may wish to make sure that
topics receive particular emphasis in some specialty areas or attend to the special interests of
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women trainees. To be valuable and effective, new ethics curricular approaches must be
responsive to the current complex ethical environment and attentive to the preferences of
medical students and residents of both genders, at different stages of training, with different
patient care responsibilities. As we move into the 21st century, we will experience ethical
complexity far greater and of a different quality than what we have witnessed in the past three
decades of medical ethics education. It will therefore be crucial for medical educators to
understand what ethical and professional domains are seen as salient to the ability to practice
compassionate and competent medicine in this rapidly changing practice context from the
perspective of our most critical “stakeholder” group—tomorrow’s physicians.73
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FIGURE 1. Residency Program Differences in Ratings of Educational Attention Needs for the
Complex Ethical, Social, and Legal Issues Surrounding Care of Special Populations
aRated on a 9-point scale indicating attention needed (1 = “much less” to 9 = “much more”)
relative to the amount currently provided. Means are from a MANOVA with method as a
repeated measure and residency group and gender as independent variables. Residency group
main effect p<0.02.
bPrimary care departments are family practice, pediatrics, and internal medicine; other
specialty departments are anesthesiology, emergency medicine, obstetrics/gynecology,
pathology, radiology, and surgery.
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TABLE 4
Physician-in-Training Ratings of Educational Attention Needs for the Complex Ethical, Social, and Legal Issues
Surrounding Care of Special Populations Compared With Adults in General

Gender

Women (N = 163) Men (N = 160) Overall (N = 323)

Special Population Mean
Ratinga

SD Mean
Ratinga

SD Differenceb Mean
Ratinga

SD

Abused children and
situations of domestic
violence (alpha = 0.84)

7.29 1.30 6.86 1.33 0.36 7.08 1.31

Chronically, critically, and
terminally ill patients (alpha
= 0.89)

6.98 1.28 6.52 1.31 0.39* 6.75 1.29

Patients with potentially
stigmatizing illnesses
(HIV,infectious diseases
with public health
consequences, mental
illness, suicidal, violent,
substance abuse, or at risk
forgenetic disorders) (alpha
= 0.88)

6.76 1.03 6.21 1.06 0.46** 6.48 1.05

Children, adolescents,
elderly, and pregnant
patients (alpha = 0.83)

6.60 1.08 6.14 1.11 0.38* 6.37 1.09

Patients who are indigent,
non-English speaking, from
other cultures, or in rural
areas (alpha = 0.83)

6.45 1.19 5.99 1.22 0.39* 6.22 1.20

Adults (women and men)
(alpha = 0.68)

6.12 1.14 5.77 1.17 0.30 5.94 1.15

Meanc 6.70 0.97 6.25 1.00 0.46*** 6.47 0.99

a
Represents response on a 9-point scale indicating attention needed (1 = ‘‘much less’’ to 9 = ‘‘much more’’) relative to the amount currently provided.

b
Standardized mean difference (pooled SD = 1.19). Gender means are significantly different for indicated items at p<0.10 (*), p<0.05 (**), or p<0.01

(***) by Fisher’s least significant difference for items and by analysis main effect for means.

c
From a MANOVA with item as a repeated measure and gender and training level as independent variables. Significant main effects were seen for gender

(F = 16.96, df = 1, 317, p<0.0001; d = 0.46), item (F = 70.94, df = 5, 313, effect p<0.0001; maximum d = 0.96), and training level (F = 2.88, df = 2, 317,
p<0.06; d = 0.30). Overall item differences >0.12, and within-gender item differences >0.17 are significantly different (p<0.05) by Fisher’s least significant
difference.
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