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Abstract
Introduction Rheumatologists are the primary
healthcare professionals responsible for patients with
rheumatic diseases and should acquire medical ethical
competencies, such as the informed consent process
(ICP). The objective clinical structured examination is a
valuable tool for assessing clinical competencies. We
report the performance of 90 rheumatologist trainees
participating in a station designed to evaluate the ICP
during the 2018 and 2019 national accreditations.
Methods The station was validated and represented a
medical encounter in which the rheumatologist informed
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obtaining formal informed consent, delivering bad news
and overall communication with patients. The evaluator
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Results Candidate performance varied with ICP content
and was superior for potential benefit information
(achieved by 98.9% of the candidates) but significantly
reduced for potential complications (37.8%) and biopsy
description (42.2%). Only 17.8% of the candidates
mentioned the legal perspective of ICP. Death (as a
potential complication) was omitted by the majority
of the candidates (93.3%); after the patient–actor
challenged candidates, only 57.1% of them gave a
clear and positive answer. Evaluators frequently rated
candidate communications skills as superior (≥80%),
but ≥1 negative aspect was identified in 69% of the
candidates.
Conclusions Ethical competencies are mandatory
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Introduction

In terms of health, autonomy means self-governance to make free and responsible decisions that
affect one’s health.1 Respect for patient autonomy
promotes adequate communication between the

physician and the patient and is essential to the
informed consent process (ICP), which has a legal
aspect, represented by a mandatory document for
human research protocols and for specific healthcare interventions.2
Rheumatologists are considered the primary care
physicians of patients with rheumatic diseases,3 and
there are many clinical contexts described, where
they participate in the ICP with their patients.4 5
The Mexican Accreditation Council for Rheumatology develops and applies, on an annual basis,
the accreditation process for postgraduate trainees
in rheumatology (TRs).6 In 2018 and 2019, objective structured clinical examination (OSCE) circuits
aimed at evaluating clinical competencies included
two ethics stations. We herein report the results
of candidate performance in a station designed to
evaluate the ICP during a medical encounter, where
the rheumatologist informs a patient with systemic
lupus erythematosus and clinical active nephritis
about renal biopsy utility and its potential complications (patient capacity was assumed).

Method
Ethical considerations

In our country, accreditation is mandatory to
work as a specialist, and information from certified specialists must be public.7 In the manuscript,
all data from candidates were deidentified and no
personal information was available at any point.

Study design
TR description

The 2018 and 2019 OSCE circuits were applied
to 44 and 46 candidates, respectively, from 16
different national referral centres approved for
training in rheumatology.

Station design and evaluation

The station core skills (table 1) were selected
according to the literature review.7–9 The designed
station material included instructions to candidates, a brief case presentation, a tailored checklist,
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Candidates who performed
the task, n (%)

Core skills evaluated

Items
assigned
(n)

Informed consent process

7

 Potential benefits of renal biopsy

1

 Knowledge transmission to the
patient about the procedure

3

 Provided an explanation about the test itself

90 (100)
82 (91.1)

 Potential complications of renal
biopsy

3

 Provided an explanation about how the biopsy
s done

1

 Provided an explanation about
recommendations after the test

40 (44.4)

Formal informed consent (legal
document)

Potential complications (three items scored)

34 (37.8)

Delivering bad news

2

One point per item

 Mentioned bleeding

90 (100)

Communication skills

6*

Likert scale (1–9); three
categories: unsatisfactory (1–
3), satisfactory (4–6), superior
(7–9): final score translated to
a decimal scale

 Mentioned pain

37 (41.1)

 Mentioned any additional potential
complication

83 (82.2)

Scoring system
One point per item, final score
translated to a decimal scale

Mentioned to the patient
(one point), not mentioned (0
points)

*Formats included two additional items but did not apply to the station. Total
possible station score (0–23), translated to a decimal scale (0–10).

instructions to the evaluator, a patient–actor libretto and formats
for communication skills (CS) evaluation. The station was validated by six experienced rheumatologists not involved in the
station design, when there was ≥80% agreement regarding each
item from the checklist, as previously described.6 Two patient–
actors were trained on how to behave during a medical encounter
with candidates and how to rate CS; in addition, one evaluator
was trained on how to rate the candidate’s performance using
the checklist tailored to the station content and how to rate CS
immediately after the candidate encounter with the patient.

Statistical analyses

The descriptive statistical analysis was expressed as percentage,
mean±SD and median (quartile 25–quartile 75) after a careful
analysis of the distribution of variables.
A p value of ≤0.05 was considered significant. All tests were
performed using the statistical package SPSS V.18.

Results

The 90 candidates had a mean (±SD) age of 32.7 years (±2.2),
among whom 53% were women; 44 candidates participated in
the 2018 accreditation process and 46 in the 2019 process.

Candidate’s performance during the ICP

The mean±SD station score was 8.1±1.3 on a decimal scale.
Table 2 summarises data regarding candidate performance
during the three tasks related to ICP. The majority of the candidates performed adequately in providing kidney biopsy benefits, but the percentage significantly decreased for providing
an explanation of the procedure itself and mentioning potential (and relevant) complications. In addition, within each task,
candidate performance varied.

Informed consent permission

Only 16 candidates (17.8%) mentioned the legal perspective of
the ICP, which requires signing a document.

Performance at delivering bad news

During the ICP, only six candidates (6.7%) mentioned death as
a potential complication. The patient–actor challenged the other
2

Table 2 Number (%) of candidates who scored/performed specific
items/tasks during the ICP

Provided potential benefits of kidney biopsy
Provided explanation about kidney biopsy (three
items scored)

89 (98.9)
38 (42.2)

*’.

84 candidates; among them, 48 (57.1%) responded affirmatively, 15 (17.9%) denied the complication, 19 (22.6%) did not
provide a clear answer, and information from two candidates
(2.4%) was missing.

Candidate CS performances

The mean±SD patient–actor and evaluator scores were
7.5±1.4 and 7.6±1.4, respectively, on a 0–9 scale. Both evaluators frequently rated candidate CS as superior (≥80%), although
up to 69% of the candidates received negative comments from
the patient-actor perspective about their performance (confused
explanation, did not ask about patient’s name, failure to be
empathic, anxiety when talking about death as a potential
complication, no eye contact, medical jargon and lack of introduction about himself/herself).

Discussion

There is an increasing focus on the performance of doctors and a
societal demand to ensure that they are fit to practice, a process
known as competency. Physicians are expected to incorporate
the current ethical discourse into their practice. Professionalism
is demonstrated through a foundation of clinical competency, CS
and ethical understanding,10 which may have distinctive characteristics in the rheumatology field.11 12
Ethical competencies represent the simultaneous and complex
integration of verbal, nonverbal, emotional and knowledge
skills; accordingly, they are hard to assess. There is only one
study published that describes the use of interactive stations
designed to evaluate CS and professionalism in clinical scenarios
that represent difficult patient dilemmas with ethical implications in rheumatology care. Berman et al,13 used simulated clinic
settings and provided an opportunity for rheumatology fellows
to be observed for their professionalism and humanistic qualities. Their data revealed that the abilities to minimise medical
jargon and to create a patient-centred empathic environment
were perceived as two important components that make up the
competency of professionalism.
During our national accreditation process, candidate performance was significantly poorer for providing complications
and risks when compared with performance when providing
benefits. In accordance, a minority of the candidates mentioned
death as a potential risk associated with the renal biopsy; even
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Table 1 Core skills explored, corresponding items in the tailored
station checklist and scoring system
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Conclusions

The field of rheumatic disease is fraught with a wide variety of
ethical issues. Today, the law, medical ethics and society demand
that rheumatologists incorporate the current ethical discourse
into their practice. Our study identified areas for improvement
in ethics competency performance in candidates undergoing a
national accreditation process in rheumatology. It seems reasonable and necessary to include an ethics competency framework
in the curriculum throughout the rheumatology residency.
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more, when candidates were challenged by the patient, up to
40% denied or did not make clear that death could eventually
happen. This high percentage could be in part explained by the
discomfort and uncertainty associated with breaking bad news
to patients.
Bad news in medicine is defined as any information that
produces a negative alteration to a person’s expectations
about their present and future,.14 Withholding bad news from
patients has been associated with the paternalistic model of
patient care.15 This model has been recently replaced by one
that emphasises patient autonomy and empowerment and
requires the full disclosure of information.16 Nonetheless,
strong paternalistic attitudes can still be seen, particularly in the
Latin American region,17 where the imbalance in social status
and education between the patient and the physician favours a
high power–distance culture.18 Baile et al19 applied a survey of
the practice of disclosure of a cancer diagnosis by oncologists
to patients and found that doctors from developed countries
were less likely to withhold unfavourable information from
patients. Similar to our results, Fallowfield et al20 showed that
the content of a consultation may influence a doctor’s ability to
assess how well they communicated with a patient; in a comprehensive study that analysed doctor performance during more
than 3000 consultations, performance was worse when palliative treatment was being discussed compared with potentially
curative treatment.
A second important finding of our study was the discrepancy
in the ICP and its legal dimension, which was mentioned by a
minority of the candidates. There is a conceptual distinction
between both dimensions; the former has an ethical and deontological character of respect to the patient’s autonomy, and the
latter has an additional legal character.2 Beauchamp and Childress, highlighted that informed consent should be understood
as a continuous process over time and the common view that the
signed form is the essence of the consent should be dismissed.21
Third, CS were rated in the majority of the candidates as
superior by both evaluators, although negative comments about
candidate performance were noted by the patient–actor in a
substantial proportion of the evaluations. CS are now recognised
as an important component of professionalism and ethical
competencies. A competency framework for shared decision
making with patients identifies listening and communicating
as essential for building a partnership,.22 In addition, a recent
systematic review showed that doctor–patient relationship and
communication influence healthcare outcomes18; additional
studies have shown that the CS curriculum improves competency ratings.23 24 According to our findings, it seems reasonable
to propose a progressive and dedicated CS-based curriculum
throughout the rheumatology residency.
Limitations of the study need to be addressed. First, we
report the results of a short station that limits the testing of
the candidate’s ability to address complex ethical problems.
Second, we report results from two consecutive accreditation
processes. Third, the station represented a clinical scenario with
ethical implications related to a procedure that is not routinely
performed by rheumatologists; trainees may have felt that is
not their role to be involved in the ICP. Last, the discrepancy
between performance in communicating benefits and risks
could be attributable to additional factors such as lack of trainee’s knowledge about the potential implications of the biopsy,
omission bias or even trainees understanding that extremely
low-risk but high-impact complications should not be discussed
in ICP.
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