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RESUMO

Introducéo: As escolas médicas estdo envolvidas em reformas curriculares que tem entre as
suas finalidades a implementagdo de um cuidado mais centrado no paciente e valores
profissionais centrados no relacionamento. Apesar dos esforgos das escolas para instituirem as
mudangas curriculares, os resultados esperados na educacdo médica ndo tém sido
completamente alcancados. Objetivos: Avaliar as atitudes dos estudantes de medicina na
relacdo medico-paciente e determinar os preditores de atitudes centradas no paciente dos
estudantes em diferentes tipologias curriculares. Material e Métodos: Estudo transversal
(agosto de 2015 a marco de 2016) que avaliou as atitudes dos estudantes de medicina do 1° ao
6° ano do curso, em 21 escolas médicas brasileiras participantes do projeto de avaliacdo das
tendéncias de mudancas propostas pela Comissdo de Avaliagio das Escolas da Area de Saude
da Associacdo Brasileira de Educacdo Médica (21/46, 45,6%). As escolas participantes estdo
envolvidas em diferentes tipologias curriculares (tradicional, inovadora e avancada). Os
alunos completaram um questionario com caracteristicas sociodemogréaficas e curriculares e a
Escala de Orientacdo Médico-Paciente (EOMP) por meio de uma plataforma on-line.
Resultados: A maioria dos estudantes era do género feminino (59,3%; n=867), com idade
média de 22,3 (DP=3,3) e estudava em escola publica (87,9%; n=1286). De todos os alunos,
30,6% (n=448) foram matriculados em tipologias curriculares avancadas, 24,3% (n=355)
relataram ter atividades de habilidades de comunicacdo no curriculo e 48,9% (n=715)
participaram de atividades extracurriculares. Os estudantes de medicina foram
moderadamente centrados no paciente, com escores cuidar maior do que compartilhar em
todos os anos do curso (p<0,001; 6=0,599). Nao houve diferengas estatisticas entre os escores
total, compartilhar e cuidar de acordo com as tipologias curriculares (p>0,05), exceto no
cuidar relacionado ao contexto psicossocial, em que os alunos matriculados em curriculos
tradicionais e inovadores tinham escores mais baixos do que os do curriculo avangado
(p=0.000; 6=0.111 e 6=0.134, respectivamente). Estudantes do género feminino tiveram 0s
escores total, compartilhar e cuidar significativamente maiores do que os do género masculino
(p<0,001; 0,136<6<0,305), exceto no 5° e 6° ano. Género feminino (B=0,180; 1C95%=0,13-
0,23; p<0,001), alunos matriculados em escola publica (B=0,132; 1C95%=0,06-0,21;
p<0,001), ano do curso (B=0,021; 1C95%=0,00-0,04; p=0,019), preferéncia pela futura
pratica médica no servico publico (B=0,053; 1C95%=0,03-0,08; p<0,001) e atividades
extracurriculares (B=0,068; 95%IC=0,02-0,12; p=0,008) foram preditores de atitudes
centradas no paciente entre os estudantes de medicina. Os estudantes matriculados em escolas
com atividades de habilidades de comunicacdo no curriculo tiveram maior possibilidade de
fazer perguntas sobre os antecedentes dos pacientes (OR=4,53; 1C95%=1,02-20,15) e, em
permitir que os pacientes perguntassem sobre sua condi¢do (OR=1,46; 95%IC=1,09-1,95).
Conclusdo: Os estudantes de medicina sdo moderadamente centrados no paciente. A
tipologia curricular ndo prediz as atitudes dos estudantes de medicina. Ser do género
feminino, estudar em uma escola publica e ter atividades de habilidades de comunicag¢do no
programa curricular sdo preditores importantes de atitudes centradas no paciente entre
estudantes de medicina.

Palavras-chave: Estudantes de medicina. Relacdo médico-paciente. Cuidado centrado no
paciente. Curriculo. Aprendizagem baseada em problemas.



ABSTRACT

Introduction: Medical schools are engaged in curricular reforms that have among their
purposes the implementation of a more patient-centered care and relationship-centered
professional values. Despite efforts for curricular changes, desirable outcomes towards
medical education have not been fully achieved. Objectives: To assess medical students’
attitudes towards the doctor-patient relationship and to determine predictors of medical
students’ patient-centered attitudes among different curricular designs. Material and
methods: Cross-sectional study (August 2015 to March 2016) that assessed medical students’
attitudes from 1% to 6" year of 21 Brazilian medical schools participating in the project for
evaluation of change trends proposed by the Evaluation Commission of Health Schools of the
Brazilian Association of Medical Education (21/46, 45.6%). Participating schools are engaged
in different stages of curricular designs (traditional, innovative and advanced). Students
completed a questionnaire with sociodemographic and curricular characteristics and the
Brazilian version of the Patient-Practitioner Orientation Scale (B-PPOS) through an online
website-platform. Results: Most of medical students were female (59.3%; n=867), with a
mean age of 22.3 (SD=3.3) years, enrolled at a public school (87.9%; n=1,286). Of all
students, 30.6% (n=448) were enrolled in advanced curricular designs, 24.3% (n=355)
reported having communication-skills activities in the curriculum and 48.9% (n=715) had
participated in extracurricular activities. Medical students were moderately patient-centered,
with higher caring than sharing scores throughout all years of medical training (p<0.001;
6=0.599). There was no statistical difference among total, sharing and caring scores according
to different curricular designs (p>0.05), except in caring subscale related to the psychosocial
context, in which students enrolled in traditional and innovative curricula had lower scores
than those in advanced-curriculum schools (p=0.000; 6=0.111and 6=0.134, respectively).
Female students were more patient centered than men in total, sharing, caring domains and
subscales scores (p<0.001; 0.136<8<0.305), except in 5" and 6™ years. Female gender
(B=0.180; 95%CI=0.13, 0.23; p<0.001), students enrolled in public schools (B=0.132;
95%CI1=0.06, 0.21; p<0.001), year of medical training (B=0.021; 95%CI1=0.00, 0.04;
p=0.019), preference for future medical practice in public services (B=0.053; 95%CI=0.03,
0.08; p<0.001) and extracurricular activities (B=0.068; 95%CI=0.02, 0.12; p=0.008) were
predictors of patient-centered attitudes among medical students. Students enrolled in schools
with communication skills activities in the curriculum were more likely to ask questions about
patients’ background (OR=4.53; 95%CI=1.02, 20.15) and to let patients ask questions about
their condition (OR=1.46; 95%CI=1.09, 1.95). Conclusion: Medical students are moderately
patient-centered. Curricular design does not predict medical students’ attitudes. Being female,
going to a public medical school and having communication skills activities in the curricular
syllabus are important predictors of patient-centered attitudes among medical students.

Keywords: Students, Medical. Physician-patient relations. Patient-centered care. Curriculum.
Problem-based learning.
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1 INTRODUCAO

Em tempo de terceiro milénio, o ensino medico e o relacionamento médico-paciente
vivem um processo de transformacfes em decorréncia das mudangas sociais, politicas,
culturais, éticas e tecnoldgicas, bem como, do aumento da autonomia e dos direitos dos
pacientes (HELLIN, 2002).

No Brasil, as politicas nacionais enfrentam um grande desafio na quebra do
continuismo da formagdo tecnicista especializada, na humanizacdo das praticas médicas, no
fortalecimento da integracdo ensino-servigo-comunidade e na centralidade da atengdo basica
(DIAS et al., 2013; GONZALEZ; ALMEIDA, 2010). Um desafio que demanda
gerenciamento da formacdo (educacdo médica), da atencdo (assisténcia), da gestdo
(administragdo e suporte) e da participagdo (relacdo com usudrios das acOes e servicos de
salde) (CECIM, 2002).

A reorganizacdo do Sistema Unico de Saude (SUS), tendo a atencdo primaria como
base do modelo assistencial, levou a inameros movimentos de mudanca curricular nas escolas
médicas brasileiras. Tais mudancas exigem varias adequacfes do perfil médico e das
demandas do sistema publico de satude (ALVES et al., 2013; BRASIL, 2001, 2014).

As mudancas na saude buscam a implementacdo de politicas publicas orientadas a
formacdo de profissionais médicos capazes de atender, com qualidade, as necessidades de
salde da populacdo e ao fortalecimento do modelo de organizacdo da atencdo a saude,
preconizado pelo SUS. As escolas médicas tém buscado incorporar novos conhecimentos
cientificos e tecnoldgicos, assim como implementar mudancas curriculares efetivas que visem
fortalecer a integracdo ensino-servigo/tutores-preceptores e cumprir a interdisciplinaridade e
multiprofissionalidade (CAVALHEIRO; GUIMARAES, 2011). Essas mudancas estdo em
coeréncia com as Diretrizes Curriculares Nacionais (DCN) para os cursos de medicina no
Brasil.

As DCN para os cursos de graduacdo em medicina constituem uma mudanga do
paradigma flexneriano, técnico-cientifico, centrado na doenca, para o0 paradigma da
integralidade, um modelo centrado na pessoa, uma abordagem biopsicossocial e espiritual,
holistica, individualizada e compartilhada na entrega do cuidado. A integralidade do cuidado
proporciona um equilibrio entre as aspectos bioldgicos da doenca e os aspectos sociais e
comportamentais (BRASIL, 2014; NOGUEIRA, 2009; PERIM et al.,, 2009; LAMPERT,
2003).
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Estudos advogam que a abordagem centrada no paciente é a verdadeira base para a
qualidade do cuidado, uma vez que auxilia o estabelecimento de um bom relacionamento
médico-paciente, 0 manejo das doencas crénicas e aumenta a satisfacdo e a aderéncia do
paciente ao tratamento. Essas caracteristicas contribuem para um aumento da eficiéncia do
cuidado e para uma reducdo dos custos no sistema de salde (MALLINGER; GRIGGS;
SHIELDS, 2005; MORGAN; YODER, 2012; STEWART et al., 2000).

Para acompanhar a implementacdo das DCN e consolidar o SUS como regulador de
recursos humanos para atender as necessidades de salde da populacdo brasileira, fazem-se
necessarios instrumentos e critérios de monitorizacdo, acompanhamento e avaliacdo
permanente, em carater sequencial e progressivo, do curso de graduacdo, do processo de
ensino-aprendizagem e dos conhecimentos, habilidades e atitudes dos estudantes de medicina
(BRASIL, 2014).

Com esse intuito, a comissdo de avaliacdo das escolas médicas da Associacao
Brasileira de Educacdo Médica (CAES/ABEM) tomou a iniciativa de avaliar as tendéncias de
mudancas nos cursos médicos, a fim de diagnosticar o perfil das escolas, auxiliar e
acompanhar a evolucao dos curriculos de graduacdo em medicina. Lampert et al., em 20009,
utilizando o “Método da Roda”, avaliaram a evolugdo das mudancas dos curriculo das escolas
por meio de um processo de autoavaliagdo, avaliagdo externa e meta-avaliagcdo. As escolas
foram classificadas em trés tipologias curriculares: tradicional (modelo flexneriano),
inovadora (em situacdo de mudanca curricular) e avancada (que atende as exigéncias das
DCN). Trata-se de um processo continuo, participativo, formativo e construtivo de avaliacdo
das instituicGes, coerente com os principios do Sistema Nacional de Avaliacdo da Educacédo
Superior (SINAES) e das DCN.

Sabemos que a cultura escolar e 0 contexto educacional apresentam uma poderosa
influéncia na formacdo das atitudes e do comportamento dos estudantes de medicina a
respeito da relacdo medico-paciente (CHRISTIANSON et al., 2007, GALLENTINE et al.,
2014). Ainda, constatamos que a avaliacdo continua dessas atitudes é essencial para que
possamos obter subsidios concretos para orientar e monitorizar as mudancas curriculares no
ensino médico. Nesse sentido, 0 nosso estudo teve a oportunidade de avaliar as atitudes dos
estudantes de medicina a respeito da relacdo medico-paciente, em conformidade com as
tipologias curriculares, sejam elas, tradicional, inovadora e avangada, das escolas médicas
brasileiras que participaram do Projeto ABEM 50 anos/ 10 anos de DCN. Além disso,

também determinamos caracteristicas sociodemogréaficas e curriculares como preditoras para
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atitudes mais centradas no paciente. Nossa hipotese é que estudantes provenientes de escolas

com tipologias curriculares mais inovadores tém atitudes mais centradas no paciente.
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2 FUNDAMENTAGCAO TEORICA

Ao longo do tempo, 0 modelo biomédico dominante e o desenvolvimento tecnoldgico
priorizaram a racionalidade cientifica e estimularam uma visdo reducionista e exclusionista
das dimensdes sociais, psicoldgicas e comportamentais do processo saude-adoecimento. Esse
contexto propiciou a formacdo de profissionais médicos mais voltados para procedimentos
técnicos e menos interessados e sensiveis aos problemas do paciente e de seus familiares, bem
como politicas de saide direcionadas a exceléncia biomédica, com menor énfase a qualidade
do cuidado (ENGEL, 1977).

Diante dessa evolucdo, o modelo biomédico tornou-se ineficiente e ineficaz para lidar
com as demandas de salde da populacdo. A mudanca do perfil epidemioldgico, o
envelhecimento populacional e a alta prevaléncia de doencas cronico-degenerativas tém
exigido uma mudanca do perfil dos profissionais de saude e das politicas de salde. Essas
mudangas visam o aumento da proficiéncia do cuidado e melhores resultados em salde
(HUDON et al., 2012; REACH, 2016; SAKALLARIS et al., 2016).

Em 1977, Engel propde uma abordagem biopsicossocial do cuidado em que os
conhecimentos e as habilidades adquiridas pelos médicos devem abranger ndo somente 0s
fatores bioldgicos da doenca, mas também incluir os determinantes sociais, culturais e
psicoldgicos que envolvem o comportamento e as atitudes do paciente frente ao adoecimento.

Stewart et al. (2000) sugerem gue os médicos devem ser mais centrados no paciente,
entender ndo apenas a doenca mas também os pacientes. Os autores destacam a importancia
de seis dimensdes identificadas no cuidado centrado no paciente:

1. Explorar a experiéncia de adoecer do paciente;

2. Entender a pessoa como um todo;

3. Encontrar um consenso comum entre 0 médico e paciente no gerenciamento do
cuidado;

4. Incorporar a prevencao da doenca e a promogao da saude;

5. Melhorar o relacionamento médico-paciente e

6. Ter uma visao realista das disponibilidades de tempo e recursos.

Mead e Bower, em 2000, consideraram o relacionamento medico-paciente centrado no
paciente como um ponto crucial para a prestacdo dos cuidados de alta qualidade em salde.
Destacam a importancia da medicina centrada no paciente por meio de uma abordagem
biopsicossocial, que valoriza a experiéncia individual de adoecer do paciente, em que o poder

e a responsabilidade sdo compartilhados com o paciente na constru¢cdo de uma alianca
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terapéutica. Nessa abordagem, o paciente € encorajado a participar ativamente das tomadas de
decisfes sobre a doenca e o tratamento. Os autores ainda argumentam que a influéncia das
qualidades pessoais do medico na relacdo meédico-paciente (valores humanisticos, empatia,
respeito e relacionamentos baseados na confianca reciproca) s@o determinantes centrais da
satisfacdo do paciente.

Em 2001, o comité do Instituto de Medicina da América (IOM), destinado a avaliar a
qualidade do cuidado em salde, apresentou um plano de estratégias e acbes a fim de
proporcionar melhorias substanciais na qualidade do cuidado para o seculo 21. Seis objetivos
foram destacados como pontos chaves para alcancar essas melhorias:

1. Seguranca ao paciente (evitar injurias);

2. Efetividade no atendimento (servicos baseados no conhecimento cientifico);

3. Cuidado centrado no paciente (respeitoso, responsivo a preferéncias,
necessidades e valores individuais do paciente, com a garantia de que os valores
do paciente guiem todas as decisdes clinicas);

4. Reducao do tempo de espera pelo atendimento;

5. Eficiéncia (evitar gastos desnecessarios) e

6. Cuidado igualitario (sem distincdo de género, etnia, localizacdo geogréfica e
status socioecondmico).

Além disso, o comité enumerou principios fundamentais para orientar as mudancas no
relacionamento médico-paciente e redesenhar o sistema de salde, tais como: cuidado baseado
em um continuo relacionamento de cura e customizado de acordo com as necessidades e
valores do paciente; paciente como fonte de controle na tomada de deciséo sobre seu estado
de salde; conhecimento compartilhado e livre acesso as informagdes para 0s pacientes e
familiares; tomadas de decisdes e escolha de tratamento baseado em evidéncias cientificas;
seguranga no sistema de saude; antecipacdo das necessidades dos pacientes; continua
diminuicdo de gastos e do tempo do paciente e cooperacdo entre médicos para a troca de
informacdes e coordenacéo do cuidado (INSTITUTE OF MEDICINE, 2001).

Em concordancia com o0s objetivos e principios estabelecidos pelo 10M, Stewart
(2001) também defende os principios do cuidado centrado no paciente. A autora argumenta
que os pacientes desejam um atendimento centrado no paciente que explore o principal
motivo da visita, suas preocupagdes e suas necessidades de informacdo e busque um
entendimento integrado de seu mundo, de toda a sua pessoa, de suas necessidades emocionais
e do seu estilo de vida. Os pacientes também desejam encontrar um consenso sobre seus

problemas, concordar mutuamente sobre a gestdo e aumentar a continuidade do
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relacionamento com seus médicos (STEWART, 1995; STEWART et al., 2000). Outros
estudos tém confirmado essa preferéncia por um relacionamento centrado no paciente
(MOORE, 2008; LAU; CHRISTENSEN; ANDREASEN, 2013).

Nessa abordagem, a comunicagdo centrada no paciente tem sido reconhecida como
uma habilidade clinica importante e indispensavel no relacionamento médico-paciente, um
componente central na qualidade do cuidado em salde. Esse estilo de comunicagdo consiste
em uma aproximacao holistica (biopsicossocial e espiritual) do cuidado, um relacionamento
médico-paciente respeitoso e individualizado, que valoriza as preferéncias, necessidades e
valores dos pacientes. Além disso, esse tipo de abordagem estimula a autonomia dos
pacientes e a parceria ativa nas tomadas de decisdes sobre a doenca e o tratamento (EPSTEIN
et al., 2005a).

Na assisténcia a saude, uma comunicacdo centrada no paciente efetiva estd associada
positivamente a satisfacdo do paciente (HALL et al., 2015; MALLINGER; GRIGGS;
SHIELDS, 2005), a aderéncia ao tratamento (JOOSTEN et al., 2008; ZOLNIEREK;
DIMATTEO, 2009), a reducao do numero de testes diagnosticos (EPSTEIN, et al., 2005b) e a
melhores resultados em saude (STEWART, 1995; STEWART et al., 2000; YEDIDIA, 2003).

Na formacdo médica, ha evidéncias de que estudantes envolvidos em programas de
treinamento em habilidades de comunicagdo adquirem mais confianga e competéncia em se
comunicar e aumentam as atitudes centradas no paciente (LEE; LEE, 2014; NOBLE et al.,
2007). Estudos relatam que treinamentos em habilidades de comunicacdo aumentam a
capacidade dos estudantes no entendimento da perspectiva do paciente (MUKOARA et al.,
2004) e dos aspectos psicossociais, bem como, no compartilhamento das informacoes
(TSIMTSIOU et al., 2012) e das decisdes com os pacientes (YEDIDIA, 2003).

Estratégias de ensino orientadas por préaticas ativas e centradas em aprender, tais como
role-play, feedback e pequenos grupos de discussdo (SMITH et al., 2007), sdo evidenciadas
como estratégias efetivas no treinamento das habilidades em comunica¢édo (BERKHOF et al.,
2011). Recomenda-se que o treinamento dessas habilidades seja integrado e longitudinal
durante toda a formacdo médica, com inicio nos primeiros anos do curso (SMITH et al., 2007,
VAN DALEN et al., 2002). Essa continuidade educacional proporciona o desenvolvimento de
um curriculo centrado no relacionamento, centrado no aprendizado das habilidades clinicas e
do conhecimento cientifico, de forma mais humanista, com intensificacdo dos valores
profissionais centrados no paciente (GAUFBERG et al., 2014; HIRSH et al., 2007, 2012;
WALTERS et al., 2012).

No Brasil, a ideia de longitudinalidade e continuidade do cuidado € incentivada por
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Demarzo et al. (2010). Os autores apresentam uma proposta conceitual e operacional de um
“Internato Longitudinal” estruturado na atencdo basica e no exercicio clinico, a partir do perfil
de competéncia previsto para o estudante. Esse modelo de internato prevé a introducao
progressiva do estudante na pratica clinica, com inicio pela atencéo basica nos dois primeiros
anos de curso, e com acréscimo gradativo dos ambulatérios de especialidades e dos estagios
hospitalares. Com isso, introduzimos o estudante desde o primeiro ano do curso no cenério da
atencdo basica, com préaticas supervisionadas por preceptores/professores capacitados e
comprometidos com a integralidade do cuidado, o que possibilita ao estudante o
desenvolvimento do raciocinio clinico, epidemioldgico e social dos determinantes do
processo cuidado-salde-adoecimento. Tais praticas estdo preconizadas pelas diretrizes da
educacdo médica brasileira (BRASIL, 2014).

As Diretrizes Curriculares Nacionais (DCN) para o curso de graduacdo em medicina,
homologadas pelo Conselho Nacional de Educacdo em 2001 e revisadas em 2014,
preconizam uma educacdo continuada e permanente, com integracdo entre teoria e prética,
pesquisa, ensino e extensdo, considerando as diversidades bioldgica, psicoldgica, cultural,
étnico-social e ambiental do processo cuidado-satde-adoecimento. Além disso, indicam uma
insercdo responsavel dos estudantes em atividades formativas e interprofissional nos servigos
de salde, desde os anos iniciais do curso; autonomia intelectual e participacdo ativa na
construcdo do conhecimento; o cuidado centrado na pessoa, com respeito a autonomia da
pessoa, da familia e da comunidade e reconhecimento do usuario como protagonista ativo de
sua propria saude. As diretrizes delineiam o perfil que o médico deve alcancar ao concluir o
curso de graduacdo (generalista, humanista, critico, reflexivo, capaz de trabalhar em equipe
respeitando os principios éticos/bioéticos) e, orientam adaptacdes dos projetos politico-
pedagdgicos das escolas para a formacdo de profissionais competentes e qualificados (em
conhecimentos, habilidades e atitudes), direcionados a responder as necessidades de salde
(promocéo, prevencdo, recuperacdo e reabilitacdo da saude) do cidaddo, da familia e da
comunidade com eficiéncia, equidade e efetividade. As DCN também mencionam a
importancia de indicadores de avaliagdo e valorizacdo docente; a necessidade de
metodologias e critérios de acompanhamento, monitorizacdo e avaliacdo permanente do
curso; e também do processo de ensino-aprendizagem e dos estudantes, 0s quais deverao ser
avaliados em contetdos curriculares, habilidades e atitudes (BRASIL, 2014).

Diante da necessidade de acompanhar a evolugao dos curriculos e a implantacdo das
DCN nos cursos de graduacdo em medicina, a Associacdo Brasileira de Educacdo Médica

(ABEM) aprovou um projeto de Avaliacdo das Tendéncias de Mudancas no Curso de
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Graduacgdo das Escolas Médicas Brasileiras, apresentado pela Comissdo de Avaliacdo das
Escolas da Area de Salde (CAES). Esse projeto avalia as tendéncias de mudangas das
escolas ao se deslocarem de um modelo curricular tradicional para um modelo da
integralidade (escolas/servicos) no contexto das necessidades de saude da populacao.

O instrumento aplicado, nomeado de “Método da Roda”, consiste em uma
autoavaliacdo institucional, que se inicia-se com a capacitacdo da equipe (representantes das
escolas) na metodologia de avaliacdo, para posteriormente aplicar o instrumento aos atores
envolvidos (docentes, gestores, discentes, técnico-administrativos, preceptores e outros) com
a implementagdo do projeto pedagogico do curso de graduagdo e sticom 0 processo de
formacéo da prépria escola.

O “Método da Roda” aborda cinco eixos conceituais e 17 vetores de relevancia na
formacédo medica:

1. Mundo do trabalho (Caréncia e emprego; Base econdmica e Prestacdo de
Servigo);

2. Projeto pedagogico (Biomédico e epidemioldgico-social; Aplicacdo tecnologica;
Producéo de conhecimento; Pds-graduacdo e educacdo permanente);

3. Abordagem pedagogica (Estrutura curricular; Orientacdo didatica; Apoio e
tutoria);

4. Cenérios de pratica (Local da pratica; Participacdo discente; Ambito escolar) e

5. Desenvolvimento docente (Formacao didatico-pedagogica; Atualizacdo técnico-

cientifica; Participacdo na assisténcia; Capacitacdo gerencial).
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Figura 1 — “Método da Roda”: figura representativa do instrumento de cinco eixos
conceituais e 17 vetores de relevancia na formagdo médica. Cada vetor contém trés
alternativas: tradicional (1), inovadora (2) e avancada (3)
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Caréncia ecgar:;ma Prestagio
DESENVOLVIMENTO \° °*"""% deserviso /' pROJETO

DOCENTE PEDAGOGICO
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Fonte: Lampert et al. (2009).

Cada vetor apresenta uma questdo com trés alternativas que confere um percentual de
tendéncias de mudancas e a tipologia da escola, se predominantemente tradicional (nivel 1);
inovadora (nivel 2: inovadora com tendéncia tradicional e inovadora com tendéncia avancada)
e avancada (nivel 3). Nas escolas com tipologia tradicional, observam-se as caracteristicas de
um ensino tradicional, flexneriano. As escolas inovadoras apresentam aspectos do curriculo
tradicional e do avancado, pois estdo iniciando a implantacdo das mudancas curriculares. As
escolas com tipologia avancada apontam evidéncias de integralidade da atencéo e de avancos
para as transformac@es que atendem as DCN.

A avaliacgdo das escolas é dividida em trés momentos:

1. Avaliacdo interna: aplicacdo do instrumento (autoavaliagdo com justificativas e
evidéncias), andlise dos dados pela CAES e devolucdo do resultado as escolas
com o percentual de tendéncias de mudancas e a tipologia da escola;

2. Construgdo de indicadores: indicadores qualitativos e quantitativos para

identificar e acompanhar a evolu¢do das mudancas na formacdo profissional
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(escola) e na assisténcia a saude da populacdo (servico) tendo em vista o
aprimoramento, a expansao e a efetividade dessas mudangas; e

3. Avaliacdo externa: professores visitantes fazem uma observacdo participativa,
planejada e informal, reunides com os atores das escolas (gestores, docentes,
discentes, técnico-administrativos, preceptores e outros) e representantes da
comunidade, grupos focais, entrevistas individuais e visitas aos cenarios de
pratica. Os dados obtidos pelos avaliadores externos s@o encaminhados a equipe
CAES/ABEM para a sistematizacdo dos dados, analise de resultados, reflex@o
critica e a confeccdo de relatérios com recomendagBes dos avaliadores
CAES/ABEM que serdo utilizadas no planejamento e nas metas institucionais de
cada escola e na formulacdo de politicas publicas (LAMPERT et al., 2009;
LAMPERT; COSTA; ALVES, 2016).

O resultado dessa avaliagdo institucional, democratica, participativa, continuada,
construtiva e formativa pode identificar as fortalezas e as fragilidades vivenciadas pelas
escolas. A avaliacdo objetiva acompanhar o processo de mudancas, além de reajustar
estratégias e reformular metas institucionais para atender as DCN com perspectivas a
consolidacdo do SUS.

Frente a complexidade do processo ensino-aprendizagem e a implementacdo das
DCN, a avaliacdo das atitudes dos estudantes de medicina em seu contexto educacional, por
meio de instrumentos validos, faz-se necessaria. A avaliacdo possibilita a monitorizacdo e
orientacdo de estratégias de ensino voltadas ao conhecimento cientifico, as habilidades
préticas e a comunicacao centrada no paciente.

Orientados por essa necessidade, Krupat et al. (1999) desenvolveram a escala de
orientacdo médico-paciente (Patient-Practitioner Orientation Scale) — uma escala que avalia
as atitudes dos estudantes de medicina a respeito da relacdo médico-paciente.

A Patient-Practitioner Orientation Scale (PPOS) é uma escala utilizada para avaliar as
atitudes de pacientes, médicos e estudantes de medicina a respeito da relagdo medico-
paciente, se centrada no médico e na doenga (modelo biomédico) ou no paciente (modelo
biopsicossocial). Contém dezoito itens que refletem dois dominios relacionados ao paciente:
“compartilhar” (sharing) e “cuidar” (caring). Os itens do dominio “compartilhar” (1, 4, 5, 8, 9,
10, 12, 15 e 18) avaliam se os respondentes acreditam que o poder e o controle devem ser
compartilhados entre 0 médico e o paciente e em que grau 0 médico deve compartilhar
informagdes com o paciente. Os itens do dominio “cuidar” (2, 3, 6, 7, 11, 13, 14, 16 e 17)

medem se 0s respondentes consideram como elementos criticos as expectativas, 0S
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sentimentos e o estilo de vida dos pacientes (KRUPAT et al., 2000; KRUPAT; YEAGER,;
PUTNAM, 2000).

Cada dominio pode ser analisado em duas areas correspondentes ao modelo de
comunicacdo centrada no paciente proposto por Epstein et al. (2005a). O dominio cuidar
compreende as duas primeiras areas: entendendo o contexto psicossocial (itens 6, 13 e 16) e
entendendo a perspectiva do paciente (itens 2, 3, 7, 11, 14 e 17). O dominio compartilhar
corresponde as duas ultimas areas: compartilhar informacgdes (itens 5, 8, 10 e 18) e
compartilhar poder e responsabilidade com o paciente (itens 1, 4, 9, 12 e 15).

Os escores da PPOS séo obtidos por meio de uma escala Likert que varia de 1
(concordo totalmente) a 6 (discordo totalmente). Baixos escores refletem uma orientacdo
centrada no médico (alto controle médico focado em questdes biomédicas) e altos escores
denotam uma orientacdo centrada no paciente (controle partilhado e enfoque na pessoa como
um todo). Calcula-se a média das pontuacfes de todos os itens (escore total) e para 0s nove
itens de cada dominio (“cuidar” e “compartilhar). Os escores variam de 1 a 6 (KRUPAT et
al., 2000). Para a anélise dos resultados obtidos da escala, é considerada a média das respostas
para os dezoito itens (escore total da PPOS) e a média dos escores dos nove itens dos
dominios “cuidar” e “compartilhar”. De acordo com os estudos da escala original, médias dos
escores iguais ou menores que 4,57 definem atitudes centradas no médico. Médias iguais ou
maiores que 5,00 denotam atitudes centradas no paciente. O valor médio dos escores entre
4,57 e 5,00 € considerado medianamente centrado no paciente (KRUPAT et al., 2000). As
afirmativas dos itens 9, 13 e 17 tém escores invertidos (MOORE, 2008). Quando apenas um
item ndo foi respondido em um dominio, a média dos oito itens respondidos deve ser utilizada
na analise, a partir de orientagdes do autor da escala (RIBEIRO, 2006).

A analise das propriedades psicométricas da PPOS confirmou sua validade e
confiabilidade nos EUA (KRUPAT; YEAGER; PUTNAM, 2000) e no Brasil (PEREIRA et
al., 2013).

A PPOS foi traduzida, adaptada culturalmente e validada no Brasil, em 2012, por meio
de rigorosas normas internacionais de traducgdo e validacdo transcultural (BEATON et al.,
2000; EREMENCO; CELLA; ARNOLD, 2005).

As etapas de traducéo e adaptacéo cultural consistiram em sete estagios:

a) 1° estagio: Traducdo da PPOS da lingua de origem (inglés) para a lingua alvo
(portugués) por dois tradutores brasileiros profissionais bilingues e reconciliagdo
das duas traducGes em uma Unica versdao por um médico brasileiro bilingue

(versdo reconciliada);
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b) 2° estagio: A versdo reconciliada foi retrotraduzida do portugués para o inglés
por um tradutor americano bilingue (versdo retrotraduzida);

c) 3°estagio: A versdo retrotraduzida foi enviada para o autor da escala (E. Krupat)
para revisao;

d) 4° estagio: Todas as etapas anteriores foram analisadas por cinco revisores
bilingues por meio da técnica Delphi modificada (versdo revisada)
(GREATOREX; DEXTER, 2000);

e) 5° estagio: A versdo revisada foi avaliada pelo autor da escala e por um
coordenador de linguagem (versdo pré-final);

f) 6° estagio (Pré-teste): a versdo pré-final foi autoaplicada por 12 médicos
residentes, 13 estudantes de medicina e 12 pacientes, que posteriormente
responderam a duas breves entrevistas (retrospectiva e cognitiva) e

g) 7° estagio: Os resultados do pré-teste foram avaliados por dois coordenadores e
trés avaliadores médicos e novamente encaminhados para o autor da escala e
para prova de leitura (versdo final da escala).

Essa metodologia de traducdo e adaptacdo cultural produziu um instrumento com
equivaléncia conceitual e cultural, a versdo brasileira da PPOS, denominada Escala de
Orientacdo Médico-Paciente (EOMP). Em seguida, a validade linguistica da EOMP foi
mensurada e confirmada pelos testes de confiabilidade e pelas anlises fatoriais exploratéria e
confirmatoéria (PEREIRA et al., 2013). Dessa maneira, a EOMP pode ser considerada um
instrumento confiavel e valido, destinado a avaliar e monitorizar as atitudes de médicos,
estudantes de medicina e pacientes na relacdo profissional frente a operacionalizacdo das

estratégias de ensino baseadas nas DCN.
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3 OBJETIVOS

3.1 Objetivo principal

Avaliar as atitudes dos estudantes de medicina a respeito da relagdo médico-paciente
de escolas médicas brasileiras participantes do Projeto ABEM 50 anos / 10 anos de DCN.

3.2 Objetivos secundarios

Comparar as atitudes dos estudantes de medicina a respeito da relagdo médico-
paciente das escolas médicas brasileiras em conformidade com as tipologias curriculares
vigentes: Tradicional, Inovadora e Avancada.

Comparar as atitudes dos estudantes de medicina a respeito da relagdo médico-
paciente da Universidade Federal de Uberlandia (UFU) em conformidade com duas tipologias
curriculares vigentes em curso: Tradicional e Inovadora (Aprendizado Baseado em
Problemas- PBL).

Detectar possiveis diferencas dessas atitudes nos diferentes anos do curso médico da
Universidade Federal de Uberlandia (UFU).

Determinar se caracteristicas sociodemograficas e curriculares sdo preditoras de
atitudes centradas no paciente dos estudantes de medicina nas diferentes tipologias

curriculares.
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4 METODO
4.1 Estudo

Este é um estudo transversal aprovado pelo Comité de Etica em Pesquisa da
Universidade Federal de Uberlandia (UFU) em 13/12/2014 (NUmero do Parecer: 912.960;
CAAE: 36988514.5.0000.5152) (Anexo A).

4.2 Participantes do estudo

Foram convidados a participar do estudo os estudantes de medicina do 1° ao 6° ano de
46 escolas médicas brasileiras participantes do projeto ABEM 50 anos/ 10 anos de DCN.
Vinte e uma escolas, por meio das autorizagdes de seus diretores/coordenadores, aceitaram
participar do nosso estudo (Apéndice B).

Os estudantes responderam o termo de consentimento livre e esclarecido (TCLE)
(Apéndice A), um questionario com variaveis sociodemograficas e curriculares (Apéndice C)
e a EOMP (Apéndice D) por meio de uma plataforma on-line, no periodo de agosto de 2015 a
marco de 2016.

A auséncia de resposta a dois ou mais itens de um dos dominios da EOMP foi

considerada critério de exclusao.

4.3 Questionario sociodemogréafico

Estudantes de medicina responderam on-line um questionario (Apéndice C)
construido para identificar:

1. Variaveis sociodemogréaficas: idade, sexo, renda familiar, vinculo empregaticio,
religido, grau de envolvimento com a religido, escolaridade pai/mae, presenca de pais
médicos, experiéncia prévia com doenca grave pessoal e/ou familiar, area de
especializacdo futura (clinica/ cirargica) e exercicio profissional pretendido apés a
formatura (publico/ privado).

2. Variaveis curriculares: administracdo das escolas (publica/ privada), tipologia
curricular vigente na instituicdo (tradicional/ inovadora/ avancada), anos de
treinamento médico, presenca e duracdo das atividades de habilidade de comunicagéo

e a participagdo em atividades artisticas e/ou estagios extracurriculares.
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4.4 Andlises estatisticas

O teste de Kolmogorov-Smirnov, com corre¢édo de Lilliefors, foi realizado para
verificar a normalidade da distribuicdo dos dados da amostra.

A anélise estatistica descritiva e o teste do Qui-quadrado foram utilizados para
caracterizar e comparar os dados sociodemograficos e curriculares dos estudantes de
medicina.

A confiabilidade da consisténcia interna da EOMP (escore total e dominios) foi
determinada pelo coeficiente alfa Cronbach (CRONBACH, 1951).

Os escores da EOMP foram comparados de acordo com 0 género e anos do curso
utilizando os testes de Wilcoxon-Mann-Whitney U ou Kruskal-Wallis.

A andlise de regressdo linear multipla, pelo método dos Minimos Quadrados
Ordinarios (MQO), foi utilizada para predizer a influéncia das variaveis sociodemograficas e
curriculares (variaveis independentes) nos escores da EOMP (variaveis dependentes). Foram
incluidas na analise de regressdo apenas as variaveis independentes com coeficiente de
correlacdo de Spearman significante (p<0,05) com os escorres da EOMP. Testes diagndsticos
de multicolinearidade, heterocedascidade e autocorrelacéo foram realizados.

A associacdo das variaveis curriculares (administracdo das escolas, modelo curricular
vigente na instituicdo, atividades extracurriculares, exercicio profissional pretendido ap6s a
formatura, atividades de habilidade de comunicagdo no curriculo e area de especializacao
futura) e cada item da EOMP foi verificada pela analise de regresséo logistica.

A magnitude das diferencas estatisticas, denominada tamanho do efeito, foi avaliada
por meio do Delta de Cliff, recomendado para distribuicdes ndo paramétricas. Valores
absolutos do tamanho de efeito pelo Delta de Cliff séo considerados insignificante (6< 0.147),
pequeno (6< 0.330), médio (6< 0.474) e grande efeito (6> 0.474) (CLIFF, 1993; MacBETH;
RAZUMIEJCYK; LEDESMA, 2011).

As analises foram realizadas no software SPSS 20.0, Gretl 1.9 e Cliff’s Delta
Calculations considerando um nivel de significancia de 5% (p < 0.05).
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5 RESULTADOS

Artigo 1. Personal and curricular characteristics: how much do they influence medical

students’ patient-centeredness?
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Artigo 2. Predictors of medical students’ patient-centered attitudes
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ABSTRACT

Purpose: To assess medical students’ attitudes towards the doctor-patient relationship at a
Brazilian medical school with a traditional and a problem-based learning (PBL) program in
progress. Method: Cross-sectional study (August 2015 to March 2016) that assessed medical
students’ attitudes from 1% to 6™ year (1*-2"-year: PBL students; 3"-6"-year: traditional-
curriculum students). Students completed a questionnaire with demographic and curricular
characteristics and the Patient—Practitioner Orientation Scale (PPOS). Results: Students’
mean age was 22 years (2.8), 57.7% were female (n=158), 103 (37.6%) were enrolled in the
PBL curriculum and 20.8% (n=57) reported having communication skills activities in the
curriculum. Medical students were moderately patient-centered, with higher caring than
sharing scores throughout all years of medical training (p=0.001; 56=0.531). Female students
had higher total and sharing power and responsibility scores when compared to males
(p=0.017, ©6=0.168; p=0.038, 056=0.147, respectively). Communication skills activities
(B=0.47; 95%CI=0.19, 0.76; p=0.001), and female gender (B=0.25; 95%CI=0.08, 0.42;
p=0.004) were important predictors of patient-centered attitudes among students, particularly
in relation to sharing attitudes. Having a religious affiliation (B=-0.27; 95%CI=-0.53, -0.01;
p=0.04) was negatively associated with patient-centered attitudes. Year of medical training
was not a predictor of patient-centered attitudes among students (p>0.05). Conclusions: The
presence of communication skills activities in the curriculum was the strongest predictor of
sharing understanding among students in our study. Our findings that the years of medical
training have no impact in students’ patient-centered attitudes may signalize the importance of
introducing programs focused on abilities and competences for a more person-centered care in

medical schools.

Keywords: Students, Medical; Physician-patient relations; Patient-centered care, Attitude of

Health Personnel; Curriculum; Problem-based learning.

INTRODUCTION

Patient-centered practice has been acknowledged as the driving force for health care
systems reforms in this era of population ageing and increasing burden of chronic diseases.* A
solid body of evidence associates patient-centered care with improvements not only in
patient’s adherence to treatment, satisfaction and quality of life but also in the quality of care

with lower health costs.?*
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Such advantages of the patient-centered approach are accounted for one of its core
principles, that is, the respect for patient’s perspectives, responsibilities and rights that
warrant one’s capacity to exercise autonomy.> A patient-centered practice allows partnership
building, empowerment of patients and sharing understanding, responsibility and power in a
collaborative decision-making and treatment.*®

It is not surprising that educational guidelines endorse the development of patient-
centered practice as a core competence for medical students.”® Despite these
recommendations, studies show erosion of medical students’ patient-centered attitudes during
medical training.’*" Researchers have advocated that traditional curricular designs, based on
the disease-centered model of health, with no formal syllabus on patient-centered
communication and reflexive practice, along with inadequate role modeling, may be
responsible for the deterioration of patient-centered attitudes among students.'? Others have

13-15

argued that in comparison with merely changes curricular designs ™, effective training

strategies for teaching patient-centered communication skills, good role models and support
institutional are more influential in developing students’ patient-centeredness.*®*’

This cross-sectional study aimed to assess medical students’ attitudes towards the
doctor-patient relationship at a Brazilian medical school with a traditional and a problem-
based curricular program in progress. We also aimed to analyze possible sociodemographic
and curricular variables related to students’ patient-centered attitudes. We hypothesized that
year of medical training, presence of communications skills activities in the curricular
syllabus and preference towards medical specialties might influence medical students’ person-

centered attitudes.

METHOD
Study population

All medical students enrolled at our institution were invited to participate in this cross-
sectional study through e-mail. We designed an online website-platform for data collection.
The local ethics research committee approved this study and students’ participation was
voluntary, with informed consent provided by all participants.

Our institution runs a 6-year program, which has been under a curricular reform since
mid-2013. At the time of data collection (from August 2015 to March 2016), there were two
different curricular designs in progress: 1% and 2"%-year students followed a problem-based
learning (PBL) program and 3" to 6™-year students experienced a traditional syllabus. The

PBL-curriculum is divided into two stages: pre-clerkship (1%-4" years) and clerkship years
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(5M-6" years). In the PBL design, students experience diverse learning scenarios, being
exposed to real patients since the first year of medical training. Communication skills
activities are developed longitudinally, in consonance with students’ needs, through the use of
strategies such as role-play, feedback, reflective writing, literature, arts and cinema. Strategies
are student-centered so as to foster autonomous and life-long learning. The traditional
curriculum was characterized by a two-year basic sciences module, developed mostly in
classroom, with minimum patient contact, followed by two years of pre-clinical classes,
predominantly held at ambulatory settings and two years of clerkship rotations within the
Pediatrics, Obstetrics and Gynecology, Internal Medicine, Surgery, Emergency Medicine and
Family Medicine programs. There were no formal communication skills activities throughout

the traditional curricular design.

Study instruments

We used the Brazilian version of the Patient—Practitioner Orientation Scale (B-PPOS)
to assess medical students’ attitudes towards the doctor-patient relationship. The scale
contains 18 items related to two domains: sharing and caring. The 9-item sharing domain
assesses whether power and control must be shared between doctor and patient and the degree
to which the doctor should share information with the patient. The caring domain comprises 9
items that measure medical students’ attitudes concerning the elicitation of patients’ world,
expectations, feelings and preferences as a central nucleus to the doctor-patient relationship.
Responses are given in a six-point Likert scale (1= strongly agree to 6= strongly disagree),
with higher scores indicating more patient-centered attitudes.'®® The caring and sharing
domains can be analyzed into 2 subscales each. The caring domain consists of two subscales:
the patient’s perspective and the psychosocial context. As well, the sharing domain comprises
two subscales: sharing understanding and sharing power and responsibility.® The B-PPOs has
been translated, adapted and validated for use in Brazil.2°

A questionnaire was used to assess students’ sociodemographic and curricular
variables, such as curriculum design, age, gender, father and mother educational level,
previous experience with personal or familiar severe disease, work experience, religion,
preference for future medical practice (public/private), area of specialty intended for future
professional practice (general practice, surgery, clinical surgery, other specialties, not decided
yet), participation in scientific research, extracurricular and artistic activities and presence of

communication skills activities in the curricular syllabus.
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Statistical analysis

We used Cronbach’s alpha to determine the internal consistency of the B-PPOS and
the Kolmogorov—Smirnov Test to assess the normal distribution of data. All
sociodemographic and curricular variables were analyzed using descriptive statistics. B-PPOS
data were analyzed by calculating the means and standard deviations (SDs) for the total,
caring, sharing and subscales scores. Wilcoxon-Mann-Whitney U Test or Kruskal-Wallis Test
were used to compare B-PPOS scores according to gender and year of medical training.
Ordinary Least Squares Regression Analysis was used to predict the influence of
sociodemographic and curricular variables (independent variables) in B-PPOS scores
(dependent variable). We only included variables with significant Spearman’s correlation
coefficients with the B-PPOS scores (p<0.05) in the regression models. Diagnostic tests to
detect multicollinearity, heteroscedasticity and autocorrelation were performed in the
regression analysis. The sample size was estimated to demonstrate a medium effect size on
major variables at 80% statistical power and 5% maximum type | error,”* corresponding to
224 medical students. Effect sizes of significance were assessed using Cliff’s delta statistic.
Cliff’s delta (8) values were considered as negligible (6< 0.147), small (6< 0.330), medium
(8< 0.474) and large effects (5> 0.474). We used IBM SPSS Statistics (version 21, Armonk,
New York), Gretl (version, 1.9, Bellingham, WA) and Cliff’s Delta Calculation software for

our analyses.

RESULTS

Of all the 534 medical students enrolled at our institution at the time of data collection,
274 completed the questionnaires of the study (response rate: 51.3%). Of these, 103 (37.6%)
were enrolled in the PBL curriculum. None of the questionnaires had to be excluded due to
incomplete data. Mean age of participants was 22 years (2.8), most of them were female
(n=158; 57.7%), reported having a religion (n=213; 77.7%) and 20.8% (n=57) of them
reported having communication skills activities in the curricular syllabus (Table 1).

The Cronbach’s alpha coefficients of the total, sharing and caring B-PPOS scores
were 0.73, 0.70 and 0.57, respectively.

Caring scores are largely higher than sharing scores (p=0.001; &= 0.531). Our findings
show that caring scores related to the patient’s perspective were significantly lower than the

scores related to the psychosocial context (p=0.001; 6=-0.762). Mean scores related to sharing
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power and responsibility were significantly higher than the scores related to sharing
understanding (p=0.001; 6=0.389) (Table 2).

Female students have higher total and sharing scores when compared to their male
counterparts (p=0.02; 6=0.168), sharing more power and responsibility than men (p=0.04;
6=0.160). Differences among students in the first and sixth years of medical training are
accounted for the gender differences found in our study. In the first year, women have higher
total B-PPOS (p=0.012; 6=0.401) and share more understanding than men (p=0.019;
6=0.375). In the sixth year of medical training, women share more power and responsibility
than men (p=0.044; 56=0.442). There are no statistically differences in caring scores according
to gender (p>0.05) (Table 3).

Medical students have higher caring scores in comparison to sharing in all years of
medical training (p<0.01; 0.226<8<0.740). Highest total and sharing scores are observed
among second-year medical students (p<0.001; 0.323<6<0.518). No statistical difference was
observed in total and sharing scores among third-, fourth-, fifth- and sixth-year students
(p>0.05). Medical students’ caring scores did not differ statistically throughout the years of
medical training (p>0.05). Second-year male students’ sharing scores are higher than scores
of students from all other years of medical training (p<0.02; 0.464<6<0.623) (Table 4).

In the regression analysis, we observed a positive association between total B-PPOS
scores (R?=0.090; p<0.001) with female gender (B=0.15; 95%CI=0.03,0.28; p=0.02) and
presence of communication skills activities in curricular syllabus (B=0.19; 95%CI=0.04,0.35;
p=0.02), as well as a negative association with having a religious affiliation (B=-0.14;
95%CI=-0.29,-0.002; p=0.04). No statistical association was seen between caring scores with
any of the sociodemographic variables (p>0.05). When we analyze sharing scores, the
regression model (R?*=0.125; p<0.001) showed a positive association with female gender
(B=0.25; 95%CI=0.08,0.42; p=0.004) and the presence of communication skills activities in
curricular syllabus (B=0.31; 95%CI=0.09,0.53; p=0.005), and a negative association with
having a religious affiliation (B=-0.24; 95%CI=-0.44,-0.04; p=0.02) and father’s educational
level (B=-0.06; 95%CI1=-0.13,0.00; p=0.05). Sharing understanding scores were positively
associated with presence of communication skills activities in curricular syllabus (B=0.47;
95%C1=0.19,0.76; p=0.001) and negatively associated with having a religious affiliation (B=-
0.27; 95%CI=-0.53,-0.01; p=0.04). Sharing understanding, power and responsibility scores
were positively associated with female gender (B=0.24; 95%CI1=0.02,0.46; p=0.03; B=0.25;
95%C1=0.06,0.44; p=0.009, respectively). Sharing power and responsibility scores were
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negatively associated with father’s educational level (B=-0.08; 95%CI=-0.16,-0.01; p=0.02).
Year of medical training and choice for specialties were not significant predictors of students’
attitude towards the doctor-patient relationship (p>0.05) (Table 5).

DISCUSSION

Our findings show that medical students at our institution are moderately patient-
centered and demonstrate higher scores than students from other countries.*® 2%

Students are more centered on caring than sharing in the doctor-patient-relationship,
and, in the caring domain, are more focused on the psychosocial context than the patient’s
perspectives. Observational results have demonstrated that medical students exhibit the
poorest performance in eliciting the patients’ perspectives during clinical skills assessments.?
The high scores on caring attitudes could also be related to the Brazilian cultural and societal
values that support the importance of emotions among any human relation. However,
students’ caring attitudes did not differ throughout the years of medical training, as also found
in other studies.?” This may be explained by the motivations for entering medical school: the
intention to care for and heal people, a markedly person-oriented characteristic. Nevertheless,
we should also highlight a tendency to overestimate socially desirable attitudes among
students with person-oriented motives to enter medical school®® as a possible explanation for
high scores on caring attitudes among our students.

The tendency of sharing more power and responsibility than understanding with
patients among our students reflects the difficulty for Brazilian medical students to establish a
real egalitarian doctor-patient relationship.*® We may infer that less patient-centered attitudes

* inadequate role

towards sharing information are a consequence of students’ insecurity,2
models and a still prevailing paternalistic idea of the doctors’ role cultivated in the hidden
curriculum®®? for both male and female students.

Female students in our study, similarly to previous research,'®#?*2%3 are more
patient-centered than men. They enter medical school more patient-centered, sharing more
understanding, and graduate sharing more power and responsibility than men. Differences in
communication and doctor-patient relationship between genders could explain these results.
Women seem to have more positive attitudes towards doctor-patient relations,* are more
empathic,? dedicate more time to patients and are more engaged in rapport building,
psychosocial counseling and emotionally approach on consultations. They are also more open
to an equal exchange of information and different approaches of treatment and engage in

patient-centered communication.*
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Patient-centered attitudes are more pronounced among second-year students. In our
university, the PBL curriculum design might have had a positive effect in this result. Previous
studies show that earlier contact with patients plays a central role in developing more patient-
centered attitudes,® improving learning and teaching skills*®> and helping students in
understanding patients’ perspectives.*® Within the traditional curriculum in progress at our
institution, students are exposed to patient contact at later stages of medical training and have
few or none communication-skills activities during pre-clinical years. PBL students are
introduced to real patients’ scenarios since the first year of medical training and have the
opportunity to develop communication skills through longitudinal activities tailored to their
needs during pre-clinical and clinical years.

If we consider the contact with patients as an important trigger to the development of
patient-centered communication, we might expect more patient-centered attitudes among
students in more advanced years of medical training, when students have intense contact with
patients during clerkship rotations. However, we could observe that final-year students share
less understanding, power and responsibility than earlier-year medical students. Several
studies have demonstrated that students become less empathic,*”® less idealistic, less focused
on the elderly, on chronic diseases and on population at risk*****° during medical school.

Inadequate role models'®*?

could also explain our findings, since students experience closer
contact with their mentors in clerkship than in any other stage of medical training.

Surprisingly, year of medical training was not a predictor of patient-centered attitudes
among students, neither was preference for clinical or surgical specialties. The presence of
communication-skills activities in the curriculum and female gender were the strongest
predictors of patient-centered attitudes in our study, followed by not having a religion and
lower father’s educational level.

Our findings suggest that higher father’s educational level is associated to less patient-
centered attitudes among medical students. Higher educational level is closely related to
higher socioeconomic status. Previous results show that physicians with high socioeconomic
background have more difficulty in sharing information with patients.* It is also known that
the higher the father’s educational level, the higher his engagement in his offspring
education.** Parental education, particularly in Brazil, is highly influenced by paternalistic
models. We could hypothesize that paternalist parental education may influence medical
students’ attitudes in the doctor-patient relationship. Offspring of fathers with higher
educational levels may be more tempted to follow the parental model by taking decisions for

others, with difficulty to preserve patients’ autonomy and to share power and responsibility.
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In a paternalistic relationship, patients are placed in the position of sons and daughters who
need to obey orders.*

Having a religious affiliation was a strong negative predictor of patient-centered
attitudes, especially related to the process of sharing. This result is similar to a study held in
Greece.?* Studies on patient-centered preferences held among patients reveal that religion is
associated with less patient-centered attitudes.***> It seems likely that religious people,
whether doctors or patients, have a strong belief in God’s will regarding health determinants
and outcomes* and may be more prone to submit to authority® as well as to transfer one’s
autonomy to God. Religious patients seem less willing to be involved in the decision-making
process,* whereas religious doctors appear to place less value on patients’ perspectives*® and
are less likely to share information.*’

The presence of communication skills activities in the curriculum is the strongest
predictor of sharing understanding among students in our study. Communication skills
teaching and learning strategies may include self-awareness,*® narrative medicine,* role-play
and feedback.® There is a significant enhancement of students’ communication-skills after
training programs with the use of communication strategies directed to the patient’s agenda,
ideas and feelings.”*? Studies also found a positive association between sharing decision-
making,>® caring for patient’s perspectives™ and communication skills programs. These
findings support the hypothesis that not only attitudes but also behaviors towards patient-
centered communication skills can be developed during medical training. It is important to
highlight that communication skills activities should be learner-centered, practice-based™ and
have a longitudinal rather than concentrated design® within the curriculum.

We should consider some limitations to our study. We used an instrument that
assesses students’ attitudes rather than their real behavior towards the doctor-patient
relationship. Although we know that attitudes may predict future doctors’ skills and
Competences,55 we should take the possibility of the social desirability bias in our students’
responses. Nevertheless, the use of a self-report scale allowed us to assess a larger number of
students, at all stages of medical education. The cross-sectional design may limit our
inferences about causality, temporality and does not allow us to assess unmeasured variables
that may have influenced the students’ attitude during the years of medical training.
However, the cross-sectional design proved suitable to make comparisons between the two
curricula in progress during the curricular reform at our institution. One of the most important

contributions of our study was the possibility to observe differences in PBL and traditional
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students’ attitudes. Moreover, we could shine a light on the effects of communication skills

training and curricular design in patient-centered attitudes.

CONCLUSIONS

Our findings that the years of medical training have no impact in students’ patient-
centered attitudes may signalize the importance of introducing programs focused on abilities
and competences for a more person-centered care in medical schools. Students should be
exposed earlier to real patient scenarios in a curricular design that prepares them to be
autonomous and patient-centered since beginning of medical school. Further investigations
should explore the effects of gender disparity, religious affiliation and values, as well as the
impact of faculty development programs in students’ patient-centered behaviors. For a better
holistic approach in a sharing-centered scenario, problem-based curriculum should become
patient-based, focused on the empowerment and engagement of the patient as a partner in the
of doctor-patient relationship. Future research should also assess longitudinally students’
attitudes change through communication skills activities in order to guide curricular reforms

and identify their effects on medical practice.
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Table 1: Sociodemographic and curricular characteristics of medical students (n=274),

Brazil, 2016

Characteristics

Students enrolled in PBL curriculum, n (%)
Mean age, years (SD)
Female gender, n (%)
Father’s / Mother’s Educational level, n (%)
- Higher education
- High School
- Elementary School
- Missing data
Exposure to severe disease, n (%)
- In family
- Personal
Employment, n (%)
Having a religion, n (%)
Preference for medical practice, n (%)
- Public practice
- Private practice
- Others
Preference for area of specialty, n (%)
- General practice
- Surgery
- Surgical clinic
- Not decided yet
- Other
Involvement with scientific research, n (%)
Involvement with extracurricular activities, n (%)
Involvement with artistic activities, n (%)

Communication skills activities in medical curriculum, n (%)

103 (37.6)
22.0 (2.8)
158 (57.7)

143 (53.3) / 178 (64.9)
83 (30.3) / 69 (25.2)
43 (15.7) 1 27 (9.9)
2(0.7) /0 (0.0)

145 (52.9)
22 (8.0)
7(2.6)
213 (77.7)

115 (42.0)
153 (55.8)
6(2.2)

97 (35.4)
53 (19.3)
19 (6.9)
99 (36.1)
6(2.2)
65 (23.7)
75 (27.4)
61 (22.3)
57 (20.8)
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Table 2: Medical students’ B-PPOS scores in the total sample (n=274), Brazil, 2016

*

B-PPOS 1°-6° year p 3
Score (SD)
Total score (caring and sharing items) 4.71 (0.51)
Caring domain score (2, 3, 6, 7, 11, 13, 14, 16, 17 ltems) 5.02 (0.48) 0.001 0.531
Sharing domain score (1, 4,5, 8, 9, 10, 12, 15, 18 Items) 4.40 (0.72)

Caring subscale score

The patient’s perspective subscale (2, 3, 7, 11, 14, 17 Items) 4.73 (0.59) 0.001 -0.762
The psychosocial context subscale (6, 13, 16 Items) 5.60 (0.57)

Sharing subscale score

Sharing understanding subscale (5, 8, 10, 18 Items) 4.05 (0.92) 0.001 -0.389

Sharing power and responsibility subscale (1, 4, 9, 12, 15 Items) 4.67 (0.78)

Abbreviations: Items refer to the number of the statement on the B-PPOS (Brazilian version of the Patient-Practitioner
Orientation Scale). Wilcoxon Rank-Sum Test: significance level: "p< 0.05. § (Cliff’s Delta): effect size: negligible (8<0.147),
small (8<0.330), medium (6<0.474) and large (6>0.474),
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Year of Medical Training

B-PPOS Gender 1"t year 2" year 3 year 4" year 5% year 6" year Total
n 53 50 49 44 49 29 274
Total score (SD) Female 4.86 (0.35) 4.95 (0.57) 4.66 (0.54) 478 (0.39) 4.59 (0.50) 4,73 (0.44) 4.76 (0.49)
Male 452 (0.57) 4.94 (0.44) 4.64 (0.52) 4,65 (0.44) 4.47 (0.56) 4,55 (0.48) 4,63 (0.52)
*n 1§ 0.012" /0.401 0.741 0.881 0.246 0.412 0.323 0.017"/0.168
Caring score (SD) Female 5.05 (0.35) 5.08 (0.53) 5.09 (0.50) 5.08 (0.41) 4.88 (0.65) 5.11 (0.49) 5.04 (0.51)
Male 4.96 (0.33) 5.01 (0.51) 5.00 (0.47) 5.10 (0.40) 4.80 (0.57) 5.03 (0.39) 4.99 (0.45)
*p 0.545 0.568 0.696 0.315 0.388 0.291 0.275
The patient’s Female 471 (0.47) 4.80 (0.59) 4.82 (0.47) 474 (0.53) 4,65 (0.72) 4.79 (0.70) 4.74 (0.60)
perspective subscale
score (SD) Male 4.62 (0.49) 4.86 (0.52) 4.67 (0.56) 4.84 (0.48) 4.45 (0.78) 4.82 (0.53) 4.70 (0.57)
*p 0.675 0.787 0.569 0.711 0.401 0.965 0.480
The psychosocial Female 5.74 (0.31) 5.65 (0.64) 5.63 (0.44) 5.76 (0.49) 5.33 (0.79) 5.75 (0.26) 5.62 (0.56)
context subscale score
(SD) Male 5.64 (0.28) 5.32 (0.91) 5.67 (0.53) 5.61 (0.55) 5.49 (0.46) 5.67 (0.38) 5.57 (0.57)
*p 0.097 0.342 0.465 0.277 0.958 0.726 0.309
Sharing score (SD) Female 4.67 (0.49) 4.81 (0.69) 4.22 (0.69) 4.49 (0.62) 4.31 (0.55) 4.34 (0.61) 4.49 (0.64)
Male 4.08 (0.98) 4.87 (0.59) 4.28 (0.72) 4.20 (0.67) 4.15(0.73) 4.06 (0.79) 4.27 (0.80)
*p /8 0.029"/0.349 0.795 0.865 0.135 0.556 0.324 0.023"/0.160
Sharing understanding ~ Female 4.36 (0.91) 4.48 (0.84) 4.09 (0.70) 4.18 (0.91) 3.82 (0.70) 3.88 (0.80) 4.15 (0.83)
subscale score (SD)
Male 3.63 (1.15) 451 (0.81) 3.90 (1.07) 3.79 (0.87) 3.91 (0.90) 3.85(1.07) 3.92 (1.01)
*p /6 0.0197/0.375 0.992 0.548 0.159 0.592 0.844 0.058
Sharing power and Female 4.92 (0.54) 5.08 (0.76) 4.33(0.81) 4.74 (0.68) 4.69 (0.64) 4.71(0.77) 4.76 (0.73)
responsibility subscale
score (SD) Male 4.45 (1.05) 516(0.53)  459(072)  452(0.69)  4.34(0.82)  411(0.79)  4.55(0.83)
*n /8 0.099 0.960 0.379 0.288 0.208 0.044770.442  0.03870.147

Abbreviations: B-PPOS: Brazilian version of Patient- Practitioner orientation Scale. - Mann-Whitney Test: significance level: "p< 0.05.
6 (Cliff’s Delta): effect size: negligible (3< 0.147), small (6< 0.330), medium (< 0.474) and large (&> 0.474).
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Year of Medical Training

B-PPOS 1"t year 2" year 3" year 4™ year 51 year 6" year p 5
Total sample (n=274) (n=53) (n=50) (n=49) (n=44) (n=49) (n=29)
Total score (SD) 4.70 (0.49)* 4.94 (0.52)° 4,65 (0.52)* 4,73 (0.42)° 4,55 (0.52) 4,65 (0.46)° 0.001 1™-2"= .0.328 / 2"-3"%= 0.373
2".4"= 0,338 / 2"-5"= 0.462
2".6"= 0.402
Caring score (SD) 5.01 (0.34) 5.11 (0.52) 5.05 (0.48) 5.09 (0.40) 4.85 (0.62) 5.11 (0.44) 0.180 -
Sharing score (SD) 4.39 (0.81)* 4.84 (0.65)° 4.25 (0.70)* 4.37 (0.65) 4.25 (0.62) 4.18 (0.70)° 0.000 1.-2M= 0,323 / 2"-3"= 0.485
2".4"= 0,410/ 2"-5"=0.518
2".6"= 0,516
*n /8 0.0001 / 0.493 0.001/0.226 0.0001/0.676 0.0001 / 0.644 0.0001 / 0.496 0.0001 / 0.740
Female students (n=158) (n=28) (n=31) (n=25) (n=26) (n=32) (n=16)
Total score (SD) 4.86 (0.35)*° 4.95 (0.57)° 4.66 (0.54)° 478 (0.39)*° 459 (0.50)° 473 (0.44)*° 0.028 2"9-3= 0,376 / 2"-57= 0.450
Caring score (SD) 5.05 (0.35) 5.08 (0.53) 5.09 (0.50) 5.08 (0.41) 4.88 (0.65) 5.11 (0.49) 0.623 -
Sharing score (SD) 4,67 (0.49)*® 4.81 (0.69)° 4.22 (0.69)° 4.49 (0.62)* 4.31(0.55)° 434 (0.61)"° 0.001 1-3"= 0.401 / 1'%-5"= 0.360
2"-3"= 0,501 / 2"-5"= 0.496
2".6"= 0.451
*n /8 0.001/0.460 0.004 / 0.307 0.000/0.720 0.001/0.590 0.006 / 0.494 0.002/0.687
Male students (n= 116) (n=25) (n=19) (n=24) (n=18) (n=17) (n=13)
Total score (SD) 452 (0.57) 4.94 (0.44) 4,64 (0.52) 4.65 (0.44) 4.47 (0.56) 4,55 (0.48) 0.073 -
Caring score (SD) 4.96 (0.33) 5.01 (0.51) 5.00 (0.47) 5.10 (0.40) 4.80 (0.57) 5.03 (0.39) 0.442 -
Sharing score (SD) 4,08 (0.98)° 4.87 (0.59)" 4.28 (0.72) 4.20 (0.67)° 4.15 (0.73)° 4,06 (0.79) 0.015 11-2"=.0.484 / 2-3" = 0.464
24" =0,549 / 2""-5" =0.557
26" =0.623
*p /8 0.001/0.550 0.472 0.000/0.605 0.000/0.725 0.003/0.498 0.002/0.834

Abbreviations: B-PPOS: Brazilian version of Patient-Practitioner Orientation Scale. * Wilcoxon Rank-Sum Test. * Kruskal Wallis Test: scores followed by same letter do not differ statistically
according to Student-Newman-Keuls post hoc test. Significance level: p<0.05. 8 (Cliff’s Delta): effect size: negligible (6< 0.147), small (5< 0.330), medium (8< 0.474) and large (6> 0.474).
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Table 5: Ordinary Least Squares Regression Analysis for medical students’ B-PPOS scores and sociodemographic and curricular characteristics
(n=274), Brazil, 2016

Total B-PPOS score Caring B-PPOS score Sharing B-PPOS score Sharing understanding subscale Sharing power and responsibility
. B-PPOS score subscale B-PPOS score
OLS Analysis
Regression® R%=0.090, Adj. R%=0.070 R%=0.011, Adj. R%=-0.011 R%=0.125, Adj. R%=0.106 R%=0.102, Adj. R%=0.082 R%=0.091, Adj. R%= 0.070
F (6, 267)= 4.426, p= 0.0003 F= (6, 267) 0.503, p= 0.806 F (6, 267)=6.370, p= 2.77¢-06 F (6, 267)= 5.083, p= 0.00006 F (6, 267)= 4.445, p= 0.0003
Predictors B SE t p B SE t p B SE t i) B SE t p B SE t p
(95%Cl) (95%Cl) (95%Cl) (95% ClI) (95%Cl)
Constant 4.89 0.11 441  <0.001 5.06 0.11 459 <0.001 472 0.15 305 <0.001 427 020 213 <0.001 5.08 017 297 <0.001
(4.67, (4.85, (4.42, (3.87, (4.75,
5.11) 5.28) 5.03) 4.66) 5.42)
Gender 0.15 006 243  0.02 0.05 006 0.86 0.39 0.25 009 287 0.004 0.24 011 218 0.3 0.25 009 263 0.009
(0.03, (-0.07, (0.08, (0.02, (0.06,
0.28) 0.17) 0.42) 0.46) 0.44)
Father -0.04 002 -170  0.09 -0.02 002 -069  0.49 -0.06 003 -1.94 005 -0.04 004 -090 037 -0.08 004 -232 0.02
education level (-0.09, (-0.06, (-0.13, (-0.12, (-0.16,
0.01) 0.03) 0.00) 0.05) -0.01)
Having a -0.14 0,07 -199  0.04" -0.05 007 -0.72 047 -0.24 010 -234 002" -0.27 013 -204 0.04 -0.21 011 -190  0.06
Religion (-0.29, (-0.19, (-0.44, (-0.53, (-0.43,
-0.002) 0.09) -0.04) -0.01) 0.01)
Year of -0.02 002 -088 038 0.0002 002 001 0.99 -0.03 003 -126 021 -0.02 003 -055 0.0 -0.05 003 -153 012
medical (-0.05, (-0.04, (-0.09, (-0.09, (-0.11,
training 0.02) 0.04) 0.02) 0.05) 0.01)
Communicatio 0.19 008 242 002 0.07 008 093 0.35 0.31 011 281 0.005 0.47 014 331 0.001" 0.18 0.12 147 0.14
n-skills (0.04, (-0.08, (0.09, (0.19, (-0.06,
activities 0.35) 0.23) 0.53) 0.76) 0.42)
Choice for -0.03 003 -014 025 -0.007 0,02 -027 079 -0.05 004 -144 015 -0.07 005 -144 015 -0.04 004 -1.00 032
surgical (-0.08, (-0.06, (-0.12, (-0.16, (-0.12,
specialties 0.02) 0.04) 0.02) 0.02) 0.04)

Abbreviations: B-PPOS: Brazilian version of the Patient-Practitioner Orientation Scale. * OLS: Ordinary Least Squares Regression Analysis: B: unstandardized coefficient. CI: Confidence Interval.
SE: Standard error. Multicollinearity test: VIF: Variance Inflation Factor (1.03<VIF<1.20). Significance level: "p < 0.05.
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KEY POINTS

Question Which are the most relevant predictors of medical students’ patient-centered
attitudes?

Findings In this multicenter cross-sectional study, curricular designs that reinforce learner-
centered and system-based approaches do not influence students’ patient-centeredness.
Students from public schools and those reporting communication skills activities in the
curriculum are more likely to have patient-centered attitudes.

Meaning Innovative and advanced curricular designs do not guarantee desirable medical

students attitudes towards a patient-centered relationship.

ABSTRACT

Importance: Medical schools are engaged in curricular reforms in order to implement more
patient-centered care and relationship-centered professional values. Despite attempts for
curricular changes, desirable outcomes towards medical education have not been fully
achieved. Objective: To determine predictors of medical students’ patient-centered attitudes
among students from different curricular designs. Design: Multicenter cross-sectional survey
from August 2015 to March 2016. Setting: Twenty-one Brazilian medical schools
participating in the project for evaluation of change trends proposed by the Brazilian
Association of Medical Education (21/46; 45.6%). Schools were engaged in different stages
of curricular designs (traditional, innovative and advanced). Participants: All medical
students from 1% to 6™ year were invited to participate in this study by e-mail (response rate:
1,463/12,960; 11.3%). Medical students answered the survey questionnaires through an online
website-platform. Main outcomes and measures: The Brazilian version of the Patient—
Practitioner Orientation Scale (B-PPOS) was used to assess medical students’ patient-centered
attitudes. Students also answered a questionnaire with curricular and sociodemographic
variables. Results: Most of medical students were female (59.3%, n=867), from public
schools (87.9%, n=1,286), with a mean age of 22.3 (SD=3.3) years. Of all students, 30.6%
(n=448) were enrolled in advanced curricular designs. Brazilian medical students cared more
than shared (p=0.000; 6=0.599). Female students shared and cared more than males (p<0.01;
0.136<06<0.305), except in clerkship years (p>0.05). Female gender (B=0.180; 95%CI=0.13,
0.23; p<0.001), students from public schools (B=0.132; 95%CI1=0.06, 0.21; p<0.001), year of
medical training (B=0.021; 95%CI=0.00, 0.04; p=0.019), preference for future medical
practice in public services (B=0.053; 95%CI=0.03, 0.08; p<0.001) and extracurricular
activities (B=0.068; 95%CI1=0.02, 0.12; p=0.008) were predictors of patient-centered attitudes
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among medical students. Students from schools with communication skills activities in the
curriculum were more likely to ask questions about patients’ background (OR=4.53;
95%CI=1.02, 20.15) and to let patients ask questions about their condition (OR=1.46;
95%CI=1.09, 1.95). Conclusions and Relevance: Curricular designs did not predict medical
students’ attitudes. Being female, going to a public medical school and having communication
skills activities in the curricular syllabus were important predictors of patient-centered

attitudes among medical students.

INTRODUCTION

In recent years, medical schools are engaged in curricular reforms aimed at fostering
patient- and learner-centeredness.’® Such curricular transformations are thought to
counterbalance the erosion of humanistic and professional values® and idealism’s loss® of
recent graduate physicians. They usually involve faculty, students and institutions acting as
the modeling process of relationship-centered professional values.®’

Despite attempts for curricular change, desirable outcomes towards patient-centered
care have not been fully analyzed.*®*° Most studies have assessed punctual interventions in

3,11

the medical curriculum, addressing longitudinal integrated clerkship®™* and integrated

communication skills activities.*>** However, previous results on the real effects of curricular
designs in medical students’ attitudes are controversial.®**

In line with this trend, Brazilian medical schools are facing the challenge of
redesigning medical curricula towards more learner-centered and patient-centered approaches,
stimulated by recent national medical education guidelines.”® Since the publication of these
educational guidelines, Brazilian schools have been involved in different stages of curricular
changes. This multicenter cross-sectional study aims at assessing medical students’ attitudes
towards doctor-patient relationship among different stages curricular designs (traditional,
innovative and advanced). We also intended to investigate curricular and sociodemographic

predictors of patient-centered attitudes.

METHODS
Setting and study population

All of the 12,960 medical students enrolled in the medical schools participating in the
project for evaluating change trends proposed by the Brazilian Association of Medical

Education were invited to this cross-sectional study by online and printed communication.
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This national project consisted of the completion, by each academic community (students,
faculty and preceptors), of a self-evaluation instrument designed to detect different stages of
curricular changes required by national medical education guidelines.*® National guidelines
reinforce the need of learner-centered and system-based approaches, as well as the integration
of education with community health problems.”® Based on this self-evaluation, medical
schools may be classified into three categories of curricular designs: traditional
(predominance of teacher- and disease-centered approaches), innovative (characteristics of
both traditional and advanced education) and advanced (in line with national guidelines).*®
The institutional review board at each of the 21 participating medical schools
approved the study prior to student recruitment. An online website-platform was used for data
collection from August 2015 to March 2016. After signing informed consent, 1,463 (response
rate: 11.3%) medical students from 1% to 6" year answered to two study instruments: the
Brazilian version of the Patient—Practitioner Orientation Scale (B-PPOS) and a questionnaire

with sociodemographic and curricular variables.

Study instruments

We used the B-PPOS to assess medical students’ attitudes towards the doctor-patient
relationship. The scale contains two 9-item domains: Caring and Sharing. Answers are given
in a six-point Likert scale (1=strongly agree to 6=strongly disagree). Based on previous
studies with the original PPOS, students’ attitudes can be classified as patient-centered
(score>5.00), moderately patient-centered (4.57<score<5.00) and doctor-centered
(score<4.57)."*® Domains can be divided in four subscales: caring — the patient’s perspective
(items 2, 3, 7, 11, 14, 17) and the psychosocial context (items 6, 13, 16); and sharing —
sharing understanding (items 5, 8, 10, 18) and sharing power and responsibility (items 1, 4, 9,
12, 15).19%0

A questionnaire with sociodemographic and curricular variables was used to assess
students’ age, gender, the presence of medical parents, father’s and mother’s educational
level, religion and religion involvement, future medical service (public/private), participation
in extracurricular activities, future area of specialization (clinical/surgical) and year of
medical training. We also assessed school administration (public/private), school self-
evaluation of curricular design, presence and duration of communication skills activities in

the curricular syllabus.
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Statistical analysis

Cronbach’s coefficient was used to determine internal consistency of the B-PPOS.
Descriptive statistics and chi-square tests were used to compare sociodemographic and
curricular characteristics. B-PPOS scores were compared according to gender and year of
medical training using Wilcoxon-Mann-Whitney U Test and Kruskal-Wallis Test. We
predicted the influence of sociodemographic and curricular variables in B-PPOS scores with
Ordinary Least Squares Regression Analysis. Only variables with significant Spearman’s
correlation coefficients with the B-PPOS scores were included in regression models. Logistic
regression was performed to confirm the association of independent curricular variables with
each of the 18 PPOS items. P-values less than .05 were considered significant.

A minimum of 374 medical students was necessary to detect a medium effect size on
major variables at 80% statistical power and 5% maximum type | error.?* Cliff’s delta (8)
values were used to calculate effect sizes and were interpreted as follows: negligible (6<
0.147), small (8< 0.330), medium (8< 0.474) and large effects (8> 0.474).?> We used IBM
SPSS Statistics (version 21, Armonk, New York), Gretl (version, 1.9, Bellingham, WA) and

Cliff’s Delta Calculation software for our analyses.

RESULTS

Medical students’ mean age was 22.3 years (SD=3.3), most of them being female
(n=867; 59.3%). Only 24.3% (n=355) of the students reported having communication-skills
activities and 48.9% (n=715) had participated in extracurricular activities. All students
(n=305; 20.9%) enrolled in traditional curricular designs were from public schools (Table 1).

Cronbach’s coefficients of the total, sharing and caring B-PPOS scores were 0.7, 0.6
and 0.5, respectively.

Brazilian medical students’ caring scores were higher than sharing (p=0.000;
6=0.599). Caring scores related to the psychosocial context were significantly higher than
scores related to the patient’s perspective (p=0.000; 06=0.797). Sharing power and
responsibility scores were significantly higher than sharing understanding (p=0.000, 6=0.455)
(Table 2).

There was no statistical difference among total, sharing and caring scores according to
curricular designs (p>0.05), except for the psychosocial context, in which students enrolled in
traditional and innovative curricula had lower scores than advanced-curriculum students
(p=0.000; 6=0.111and 6=0.134, respectively) (Table 2).



52

Female students had higher scores than males in all domains and subscales (p<0.01;
0.136<6<0.305). There was no statistical difference according to gender among clerkship
students (5™ and 6" years) (Table 3).

In the regression analysis (Table 4), we observe a positive association between total B-
PPOS scores (R*=0.089; p<0.001) with public schools (B=0.132; 95%CI=0.06, 0.21;
p<0.001), female gender (B=0.180; 95%CI=0.13, 0.23; p<0.001), year of medical training
(B=0.021; 95%CI=0.00, 0.04; p=0.019), preference for future medical practice in public
services (B=0.053; 95%CI1=0.03, 0.08; p<0.001), extracurricular activities (B=0.068;
95%CI=0.02, 0.12; p=0.008), as well as a negative association between total B-PPOS scores
with father’s educational level (B=-0.029; 95%CI=-0.05, -0.01; p=0.003) and choice for
surgical specialties (B=-0.028; 95%CI=-0.05, -0.01; p=0.008).

For caring scores (R?=0.043; p<0.001), there was a positive association with public
schools (B=0.100; 95%CI1=0.03, 0.17; p=0.008), female gender (B=0.110; 95%CI1=0.06, 0.16;
p<0.001), year of medical training (B=0.018; 95%CI1=0.00, 0.03 p=0.04), preference for
future medical practice in public services (B=0.028; 95%CI=0.00, 0.05; p=0.019) and
negative association with father’s educational level (B=-0.021; 95%CI=-0.04, 0.002;
p=0.029). The patient’s perspective scores were positively associated with public schools
(B=0.111; 95%CI=0.01, 0.21; p=0.024), female gender (B=0.111; 95%CI=0.05, 0.17;
p<0.001), year of medical training (B=0.028; 95%CI=0.005, 0.05; p=0.015), preference for
future medical practice in public services (B=0.044; 95%CI=0.01, 0.07; p=0.005) and
negatively associated with father’ educational level (B=-0.025; 95%CI=-0.05, -0.001;
p=0.044). The psychosocial context scores showed a positive association to public schools
(B=0.079; 95%C1=0.00, 0.16; p=0.048), advanced curricular designs (B=0.053; 95%CI=0.02,
0.09; p=0.003) and female gender (B=0.107; 95%CI1=0.06, 0.16; p<0.001).

Sharing B-PPOS scores (R?=0.083; p<0.001) showed a positive association with
public schools (B=0.165; 95%CI=0.06, 0.27; p=0.002), female gender (B=0.250;
95%CI=0.18, 0.32; p<0.001), preference for future medical practice in public services
(B=0.078; 95%CI1=0.04, 0.11; p<0.001), extracurricular activities (B=0.089; 95%CI=0.00,
0.15; p=0.014), and a negative association with father’s educational level (B=-0.036;
95%CI1=-0.06, -0.008; p=0.01) and choice for surgical specialties (B=-0.038; 95%CI=-0.07,
0.01; p=0.011). Sharing understanding scores were positively associated with public schools
(B=0.284; 95%CI=0.14, 0.43; p<0.001), female gender (B=0.183; 95%CI=0.09, 0.27;
p<0.001), presence of communication skills activities in curricular syllabus (B=0.183;
95%CI1=0.00, 0.36; p=0.043), preference for future medical practice in public services
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(B=0.067; p=0.004), extracurricular activities (B=0.109; 95%CI=0.01, 0.20; p=0.026) and
negatively associated with choice for surgical specialties (B=-0.040; 95%CI=0.02, 0.11;
p=0.044). Sharing power and responsibility was positively associated to gender (B=0.303;
95%CI=0.22, 0.38; p<0.001), preference for future medical practice in public services
(B=0.088; 95%CI=0.05, 0.13; p<0.001) and negatively with and father’s educational level
(B=-0.045; 95%CI1=-0.08, -0.01; p=0.005) and choice for surgical specialties (B=-0.037;
p=0.032).

Public medical schools students were more willing to disagree with items 2 (OR=1.89;
95%Cl1=1.34, 2.65), 3 (OR=1.92; 95%CI1=1.34, 2.74), 5 (OR=1.76; 95%CI1=1.25, 2.46) and 10
(OR=1.55; 95%Cl=1.11, 2.16). Students who reported the presence of communication skills
activities in curricular syllabus were more likely to disagree with items 6 (OR=4.53;
95%CI=1.02, 20.15) and 8 (OR=1.46; 95%CI=1.09, 1.95) (Table 5).

DISCUSSION

This cross-sectional study demonstrates that Brazilian medical students are moderately
patient-centered. We know that holistic care and sharing decision-making varies among
cultures and social norms.® Brazilian cultural and societal values reinforces medical students’
attitude in caring more than sharing in the doctor-patient relationship.® Furthermore, our
students consider much more the patients’ psychosocial context than the patient’s perspective.
For a more person-centered care, beyond the psychosocial context, individual patient’s goals
and preferences must be in the center of the doctor-patient relationship, which requires a great
change in the culture of health care and medical education.?***> Understanding care from the
patients’ perspective can be fostered by educational strategies that value contact with patients’
narratives.?*%

Our students share more power and responsibility than understanding. Doctors and
students tend to underestimate patients’ preference to be fully informed,?® giving partial
information about a diagnosis and limiting the patient’s opportunity for reflection.”
Furthermore, physicians may consider shared decision making a simple philosophical
principle or value, and may not necessarily adopt or use it to communicate with patients.*
Since patients’ attitudes and behaviors influence physicians’ behavior,®* patients should be
encouraged by physicians to assume active role as agents for change,” acquiring knowledge,
skills and confidence to manage their healthcare.**®* A truly shared decision approach
requires both doctors and patients to be involved in information exchange and treatment

decisions.3*®
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Gender is one of the factors that influence the doctor-patient relationship,® being the
strongest predictor in patient-centered attitudes in our study. Female students share and care
more than males throughout the years of medical training, except in clerkship years. Factors
previous to medical school entrance such as family background and personality have a
remarkable influence on women’s professional role identification and patient-centerdeness.*’
There are evidences that at the beginning of medical training, women are more enthusiastic
about the humanistic and psychosocial attributes of the physician’s role. Such enthusiasm
becomes less evident in more advanced years of medical training.®® This could be explained
by a process of professional socialization in which female students tend to adapt to the
institutional culture and role model behavior.?*%

We know that both male and female medical students have the capacity to improve
their communication skills, but there is an evident gender-dependent communication style
influenced by stereotypes. Female physicians and students report more interest in the doctor-
patient communication and the patients’ psychosocial context, sharing more information with
their patients.**** Women also report to be more empathetic, receptive, helpful and sociable
than men, whereas men see themselves as robust, overbearing and inhibited. They tend to
establish a relation of power over the patient, concerning more with medical history and less
interested in voluntary improve their communication skills and attitudes.** In face to these
gender-differences, effective strategies for implementation of gender-sensitive
communication skills teaching is crucial to enhance the quality of medical training and care,
especially among male students.>***

Medical students from advanced curricular designs care more for the psychosocial
aspects of care. Medical schools with advanced curricular designs prioritize primary care, the
integration of teaching and community service and the biopsychosocial, environmental and
epidemiological determinants of the health-disease process.>*®*? Surprisingly, students from
advanced curricular designs did not show more patient-centered attitudes in all other domains
of the PPOS. This could be attributed to the low offer of communication skills activities
during medical training. It is common knowledge that communication training improves
rapport building, shared decision making®® and understanding patients’ perspectives.* Studies
show that most of medical schools concentrate communication skills activities during
preclinical years®™. Without formal training in clinical and clerkship years, medical students’
communication skills is proven to deteriorate.*®*" Therefore, longitudinal communication
skills activities associated with real contact with patients must be implemented throughout all

years of medical training.***®
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Despite expectations of medical schools to develop humanistic and patient-centered
relationships, medical training does not guarantee these desirable learning outcomes.*®° We
observed an influence of years of training only in students’ attitudes regarding the patient’s
perspective. This result seems to be mostly due to the effect of informal aspects of the
medical curriculum such as role models and the hidden curriculum.

Medical schools have traditionally depended on role modeling as part of the informal
curriculum, in which physicians’ values, attitudes and behaviors influence students’ attitudes
and career choice.*®*° Depending on faculties’ clinical attributes, teaching skills and personal
qualities,™ there may be a negative role model, with resistance for changes in medical
education®! and threat to the acquisition and nourishing of humanistic skills and attitudes by
future physicians.** Lack of empathetic role models may determine a decline in students’
empathy in clerkship years.>> Medical students report feelings of powerlessness, fear and
concern on how to behave in the clerkship hierarchy when confronting patient-centered
competences acquired in preclinical years to role model experiences in the hospital
environment.>® In clerkship, much of the doctor-student socialization occurs outside formal
places, where informal experiences become more influential, creating a cascade of events that
preclude real changes in medical students’ attitude, despite curricular reforms.*>*

Beyond that, the hidden curriculum also shapes values, roles and identity of medical

trainees, at the level of the organizational culture and structure,”>®

creating important barriers
to effective and positive role modeling. Emotional neutralization, loss of idealism, acceptance
of the hierarchical structure and the adoption of a ritualized professional identity may
influence enculturation in medical training.>>***° At the same time, lack of institutional
support for faculty development, career development and formal training in teaching methods
and reflective practice, associated with a work overload,®® lead to a less effective role
modeling, especially in clerkship years.

The presence of communication-skills activities in the curriculum is one of the
predictors of sharing understanding among our students. Students who report communication
skills activities during medical education are more prone to ask questions about patients’
background and to let patients ask questions about their condition. This may happen because
medical students feel more confident to practice patient-centered communication in clinical
encounters with previous training.®* Nevertheless, communication-skills learned at the
beginning of medical training can be easily forgotten if not reinforced and maintained
throughout medical education® with longitudinal integration in clinical contexts.*®

Extracurricular activities are associated with more sharing understanding attitudes.
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Participation in these activities develops empathy, allows reflection and self-development,®®
improves interaction with peers and people of different realities, making students more
engaged in the teaching-learning process® and in the diversity of care.®® These experiences
may contribute to students’ interest in the patient’s psychosocial, cultural and environmental
factors.®® Despite the positive outcomes of these activities, these results should be interpreted
with caution, as students may be overloaded with extracurricular activities in a parallel
curriculum. ®

Higher fathers’ educational level is a predictor of less patient-centered attitudes.
Higher educational level is linked to higher socioeconomic conditions and higher engagement
in parental education.®’ Brazilian parental education is deeply influenced by paternalistic
principles®®, which could lead students to adopt a medical paternalistic model, with difficulty
to consider patients’ perspective and preferences decision-making process. Previous studies
have also associated physicians with high socioeconomic status with more difficulty in
sharing information and decision-making with patients.*

Our results indicate that choice for surgical specialties may predict doctor-centered
attitudes. Personal characteristics and personality traits may be related to the choice of
medical specialty” and can predict cognitive and clinical performance of medical students.”
Students who intend to choose a surgical specialty demonstrate less social orientations,
preference for acute patients, technology-oriented activities and prestige, and are more
hospital-oriented than clinical-oriented students.”*” Surgeons tend to be less abstract, more
resolute, less open to other viewpoints, less empathic and less swayed by feelings. They
usually pay more attention to practical issues rather than patients’ personal feelings and
emotions.” These findings suggest that students prone to surgical specialties should receive
special support to foster their patient-centered attitudes towards the doctor-patient
relationship.

Our study has some limitations. Since we chose an online-based questionnaire to
assess students from twenty-one medical schools of different regions in Brazil, difficulties
concerning response rates were faced. Despite such difficulties, we were able to achieve a
representative sample of respondents.? Although the use of self-report validated scales
facilitates assessing a larger sample of participants, social desirability bias inherent of such
instruments may have influenced responses.” Another limitation may be related to the fact
that PPOS measures attitudes rather than real behavior towards patient-centeredness.
Nevertheless, we know that attitudes may predict future physicians’ skills and competences.”®

Inferences of causality and temporality are limited by our study design. We could not find
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possible causes for the fact that public-school students showed more patient-centered
attitudes. Further studies with longitudinal or qualitative designs should be performed in order
to explore our findings. Despite such limitations, to the best of our knowledge, our study was
the first to assess students’ attitudes enrolled in different curricular designs, in a multicenter

approach.

CONCLUSIONS

Curricular designs did not predict medical students’ attitudes. Being female, going to a
public medical school and having communication skills activities in the curricular syllabus
were important predictors of patient-centered attitudes among medical students. Our findings
support our hypothesis that medical schools should focus on the development of positive role
models. Moreover, the institutional organization should foster and support professionalism
development and relationship-centered values, in order to establish a proper and safe teaching
environment. In clerkship years, medical schools should implement longitudinal student-
centered integrated programs, with continuous reflective, critical thinking and communication
skills activities. Further longitudinal research should investigate the direct influence of the

role of school administration and faculty members in students’ patient-centered attitudes.
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Table 1: Sociodemographic and curricular characteristics of study population (n=1,463)
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Sociodemographic characteristics

School administration

Total Private Public  X* P
(n=1,463; 100.0%) (n=177; 12.1%) (n=1,286; 87.9%)
Average age, years (SD) 22.3 (3.3) 23.3 (4.5) 22.2 (3.0) - 0.06%
Female gender, n (%) 867 (59.3) 117 (66.1)+ 750 (58.3)*  3.90 0.05
Male gender, n (%) 596 (40.7) 60 (33.9)+ 536 (41.7)*
Medical parents, n (%) 127 (8.7) 15 (8.5)% 112 (8.7)+ 0.01 0.92
Father and mother’s
educational level, n (%)
- Higher education 773 (52.8) 1 932 (63.7) 75 (42.4)1/ 115 (65.0)+ 698(54.3)*/ 817(63.5)+ 11.7/  0.01/
- High school 469 (32.1) / 387 (26.4) 66 (37.3)1/ 47 (26.6) T 403(31.3)1/ 340(26.4)+ 118 0.76
- Elementary school 207 (14.1) /137 (9.4) 32 (18.1)1/ 15 (8.5)F 175 (13.6)1/ 122 (9.5)1
- Missing data 14 (1.0)/ 7 (0.5) 4 (2.3)1/ 0 (0.0)F 10 (0.8)+/7 (0.5)F
Having a religion, n (%) 1,085 (74.2) 151 (85.3)% 934 (72.6)* 131  <0.01
Religion involvement, n (%)
- High 248(17.0) 38 (21.5)+ 210 (16.3)+ 123 0.01
- Moderate 486 (33.2) 62 (35.0)+ 424 (33.0)1
- Low 327 (22.4) 47 (26.6)+ 280 (21.8)+
- None 402 (27.4) 30 (16.9)+ 372 (28.9)*
Curricular characteristics
Self-evaluation of curricular
design, n (%)
- Advanced 448 (30.6) 89 (50.3)+ 359 (27.9)* 674 <0.01
- Innovative 710 (48.5) 88 (49.7)t 622 (48.4)+
- Traditional 305 (20.9) 0 (0.0)¥ 305 (23.7)*
Communication-skills activities in
curriculum, n (%) 355 (24.3) 88 (49.7)% 267 (20.8)* 71.0 <0.01
Future medical service, n (%)
- Public service 599 (40.9) 65 (36.7)F 534 (41.5)+ 2.7 0.26
- Private service 844 (57.7) 111 (62.7) 1 733 (57.0)t
- Others 20 (1.4) 1(0.6)% 19 (1.5)%
Extracurricular activities, n (%) 715 (48.9) 107 (60.5)+ 608 (47.3)* 10.8 <0.01
Future area of specialization, n (%)
- General practice 519 (35.5) 74 (41.8)F 445 (34.6)t 11.6 0.02
- Surgical area 314 (21.5) 37 (20.9)F 277 (21.5)F
- Surgical clinic area 68 (4.6) 12 (6.8)F 56 (4.4)+
- Doesn’t know 521 (35.6) 46 (26.0)+ 475 (36.9)*
- Other 41 (2.8) 8 (4.5)1 33(2.6)1

Abbreviations: n (%) followed by same symbol does not differ statistically according to Chi-Square test (X?).

2 Mann-Whitney Test. Significance level: p< 0.05.
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Table 2: Medical students’ B-PPOS scores in the total sample and according to curricular design

(n=1,463)
Score (SD) p? 8°
(n=1,463)
Total score (caring and sharing items) 4.64 (0.47)
Caring domain score (2, 3, 6, 7, 11, 13, 14, 16, 17 ltems) 5.02 (0.45) 0.000 0.599
Sharing domain score (1, 4,5, 8, 9, 10, 12, 15, 18 Items) 4.26 (0.66)
Caring subscale score
The patient’s perspective subscale (2, 3, 7, 11, 14, 17 Items) 4.70 (0.58) 0.000 -0.797
The psychosocial context subscale (6, 13, 16 Items) 5.68 (0.47)
Sharing subscale score
Sharing understanding subscale (5, 8, 10, 18 Items) 3.88 (0.87) 0.000 -0.455
Sharing power and responsibility subscale (1, 4, 9, 12, 15 Items) 4.57 (0.75)
Curricular design " -
Traditional  Innovative Advanced
(n=305) (n=710) (n=448)
Score (SD) Score (SD) Score (SD)
Total score 4.63(0.46) 4.64(0.48) 4.65 (0.45) >0.05 -
Caring domain score 5.01 (0.48) 5.02 (0.44) 5.04 (0.45) >0.05 -
Sharing domain score 4.25 (0.65) 4.27 (0.68) 4.27 (0.64) >0.05 -
n/8° 0.000/0.651  0.000/0.644  0.000/0.686
Caring subscale score
The patient’s perspective subscale 4.68 (0.61) 4.71 (0.56) 4.68 (0.60) >0.05 -
The psychosocial context subscale 5.66 (0.49) + 5.64(0.50) + 5.75(0.40) * 0.000 0.111/0.134
%/ o° 0.000/-0.813  0.000/-0.808  0.000/-0.874
Sharing subscale score
Sharing understanding subscale 3.87 (0.88) 3.89 (0.88) 3.85(0.83) >0.05 -
Sharing power and responsibility subscale 4.56 (0.72) 4.57 (0.77) 4.59 (0.74) >0.05 -
p/ o° 0.000/-0.447 0.000/-0.426  0.000/-0.497

Abbreviations: B-PPOS: Brazilian Patient-Practitioner Orientation Scale.

@Wilcoxon Rank-Sum Test. Significance level: p< 0.05.

P§ (Cliff’s Delta): effect size: negligible (5< 0.147), small (5< 0.330), medium (5< 0.474) and large (5> 0.474).

¢ Kruskal Wallis Test: scores followed by same symbol do not differ statistically according to Student-Newman-Keuls post hoc test.
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Table 3: Distribution of B-PPOS scores by medical school year and gender (n=1,463)

Year of medical training

B-PPOS Gender 1"'year 2"year 3"“year 4"year 5"year 6" year Total

Female (n) 163 205 203 155 92 49 867
Male (n) 125 144 139 84 56 48 596
Total score Female 4.94 4.74 4,72 4,76 4.66 4.70 4.72
(SD) (0.43) (0.45) (0.43) (0.39) (0.45) (0.45) (0.43)
Male 4.44 4.54 451 4.63 4.57 4.66 4.30
(0.50) (0.54) (0.50) (0.41) (0.46) (0.47) (0.49)
p® <0.001 <0.001 <0.001 0.003 >0.05 >0.05 <0.001
&° 0.289 0.270 0.275 0.229 0.213
Caring score Female 5.02 5.08 5.12 5.10 4.99 5.11 5.07
(SD) (0.41) (0.45) (0.42) (0.40) (0.52) (0.41) (0.44)
Male 493 493 4.92 5.04 4.94 5.07 4.96
(0.43) (0.50) (0.51) (0.41) (0.46) (0.42) (0.47)
p? >0.05 0.006 0.001 >0.05 >0.05 >0.05 <0.001
& 0.174 0.244 0.136
Sharing score Female 4.34 441 4.33 443 4.32 4.28 4.37
(SD) (0.61) (0.62) (0.63) (0.58) (0.57) (0.68) (0.61)
Male 3.96 4.15 4.09 4.21 4.20 4.24 4.12
(0.75) (0.77) (0.66) (0.57) (0.63) (0.67) (0.70)
p? <0.001 0.001 0.001 0.003 >0.05 >0.05 <0.001
&° 0.305 0.206 0.219 0.236 0.192

Abbreviations: B-PPOS: Brazilian Patient-Practitioner Orientation Scale.
# Mann-Whitney Test. Significance level: p< 0.05.
b§ (Cliffs Delta): effect size: negligible (5< 0.147), small (8< 0.330), medium (8< 0.474) and large (5> 0.474
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Table 4: Ordinary Least Squares Regression Analysis for B-PPOS scores and sociodemographic and curricular characteristics of medical students

(n=1,463)

OLS Analysis Regression®

Total B-PPOS score

Caring B-PPOS score”

Sharing B-PPOS score”

R?=0.089, Adj. R?=0.082
F (12, 1450)= 11.83, "p=<0.001

R?=0.043, Adj. R?=0.035
F= (12, 1450)= 5.38, “p=<0.001

R?=0.083, Adj. R?=0.075
F (12, 1450)= 10.93, "p=<0.001

Predictors

Constant

School administration
Self-evaluation of curricular design
Gender

Father education level

Having a Religion

Religion involvement

Year of medical training
Communication-skills activities
Years of communication-skills activities
Future medical practice
Extracurricular activities

Choice for surgical specialties

B (95%Cl)
4.267 (4.08, 4.45)
0.132 (0.06, 0.21)
0.014 (-0.02, 0.05)
0.180 (0.13, 0.23)

-0.029 (-0.05, -0.01)
-0.023 (-0.09, 0.05)
-0.015 (-0.05, 0.02)
0.021 (0.00, 0.04)
0.079 (-0.01, 0.17)
0.024 (-0,02, 0.07)
0.053 (0.03, 0.08)
0.068 (0.02, 0.12)

-0.028 (-0.05, -0.01)

*

p
<0.001
<0.001"

0.401
<0.001"
0.003"
0.542
0.353
0.019
0.100
0.314
<0.001"

0.008"

0.008"

B (95%Cl)
4.702 (4.51, 4.89)
0.100 (0.03, 0.17)
0.019 (-0.01, 0.05)
0.110 (0.06, 0.16)

-0.021 (-0.04, 0.002)
0.013 (-0.06, 0.08)
-0.003 (-0.03, 0.03)
0.018 (-0.00, 0.03)
0.056 (-0.04, 0.15)
0.028 (-0.02, 0.07)
0.028 (0.00, 0.05)
0.046 (-0.00, 0.10)

-0.017 (-0.04, 0.003)

*

p

<0.001

0.008"

0.268

<0.001"

0.029
0.728
0.848
0.040°
0.236
0.235
0.019
0.070

0.095

B (95% Cl)
3.833 (3.57,4.10)
0.165 (0.06, 0.27)
0.010 (-0.04, 0.06)
0.250 (0.18, 0.32)

-0.036 (-0.06, -0.008)
-0.058 (-0.16, 0.04)
-0.027 (-0.07, 0.02)
0.023 (-0.00, 0.05)
0.102 (-0.03, 0.23)
0.020 (-0.05, 0.09)
0.078 (0.04, 0.11)
0.089 (-0.00, 0.15)

-0.038 (-0.07, 0.01)

*

p
<0.001
0.002"

0.683
<0.001"
0.010°
0.270
0.240
0.063
0.132
0.557
<0.001"

0.014"

0.011"

Abbreviations: B-PPOS: Brazilian Patient-Practitioner Orientation Scale.
20LS: Ordinary Least Squares Regression Analysis. B: unstandardized coefficient. Cl: Confidence Interval. Multicollinearity test: Variance Inflation Factor (1.03<VIF<3.05).
® Regression analysis of subscale B-PPOS scores are describe in Results sections. Significance level: "p< 0.05.
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PPOS

Curricular Characteristics

Caring domain

School
administration
OR (95%CIl)*

Teaching
methodology
OR (95%Cl)

Extracurricular
activities
OR (95%Cl)

Future medicine
practice
OR (95%Cl)

Communication-
skills activities
OR (95%Cl)

Choice for
surgical
specialties
OR (95%CI)

2- Although health care is less personal these days, this is a small
price to pay for medical advances.

3- The most important part of the standard medical visit is the
physical exam.

6- When doctors ask a lot of questions about a patient’s
background, they are prying too much into personal matters.

7- If doctors are truly good at diagnosis and treatment, the way
they relate to patients is not that important.

11- If a doctor’s primary tools are being open and warm, the
doctor will not have a lot of success.

13- A treatment plan cannot succeed if it is in conflict with a
patient’s lifestyle or values.

14- Most patients want to get in and out of the doctor’s office as
quickly as possible.

16- It is not that important to know a patient’s culture and
background in order to treat the person’s illness

17- Humor is a major ingredient in the doctor’s treatment of the
patient.

1.89" (1.34-2.65)
1.92" (1.34-2.74)
2.79 (0.96-8.12)
1.70 (0.60-4.79)
1.29 (0.69-2.40)
1.67 (0.78-3.56)
1.09 (0.72-1.66)
0.52 (0.06-4.24)

0.52 (0.06-4.24)

1.24 (0.94-1.64)
1.13 (0.84-1.52)
0.81 (0.26-2.47)
0.97 (0.38-2.50)
0.92 (0.53-1.60)
1.41 (0.72-2,75)
1.03 (0.74-1.42)
0.90 (0.25-3.30)

0.90 (0.25-3.30)

1.09 (0.87-1.36)
1.317 (1.03-1.66)
1.37 (0.59-3.18)
1.74 (0.82-3.69)
0.86 (0.56-1.32)
1.40 (0.81-2.43)
1.37" (1.05-1.77)
1.89 (0.64-5.58)

1.89 (0.64-5.58)

1.19 (0.95-1.50)
0.95 (0.74-1.21)
1.37 (0.57-3.26)
1.46 (0.68-3.16)
1.67" (1.06-2.62)
0.99 (0.57-1.72)
1.30 (0.99-1.70)
0.84 (0.30-2.33)

0.84 (0.30-2.33)

1.14 (0.87-1.50)

1.33 (0.99-1.80)

453" (1.02-20.15)

1.46 (0.57-3.74)
1.17 (0.69-1.97)
0.67 (0.36-1.23)
1.25 (0.90-1.72)
0.82 (0.25-2.70)

0.82 (0.25-2.70)

0.81 (0.62-1.06)
0.737(0.55-0.97)
1.30 (0.44-3.86)
1.09 (0.44-2.70)
1.27 (0.74-2.19)
0.70 (0.38-1.30)
0.83 (0.61-1.13)
0.71 (0.22-2.27)

0.71 (0.22-2.27)

Sharing domain

1- The doctor is the one who should decide what gets talked
about during a visit.

4- 1t is often best for patients if they do not have a full
explanation of their medical condition.

5- Patients should rely on their doctors’ knowledge and not try to
find out about their conditions on their own.

8- Many patients continue asking questions even though they are
not learning anything new.

9- Patients should be treated as if they were partners with the
doctor, equal in power and status

10- Patients generally want reassurance rather than information
about their health.

12- When patients disagree with their doctor, this is a sign that
the doctor does not have the patient’s respect and trust.

15- The patient must always be aware that the doctor is in charge.
18- When patients look up medical information on their own, this
usually confuses more than it helps.

0.96 (0.68-1.35)
1.44 (0.81-2.54)
1.76" (1.25-2.46)
1.36 (0.95-1.96)
0.92 (0.63-1.34)
1.55" (1.11-2.16)
1.12 (0.77-1.64)

1.09 (0.72-1.66)
1.23 (0.88-1.73)

0.91 (0.69-1.19)
1.06 (0.65-1.73)
0.90 (0.67-1.19)
1.00 (0.75-1.34)
1.24 (0.94-1.65)
0.90 (0.70-1.17)
0.83 (0.60-1.14)

1.03 (0.74-1.42)
1.35°(1.03-1.77)

1.11 (0.90-1.38)
1.15 (0.78-1.69)
1.25 (0.99-1.56)
1.34" (1.06-1.70)
1.13 (0.89-1.42)
0.98 (0.79-1.20)
1.10 (0.86-1.41)

1.37"(1.05-1.77)
1.10 (0.89-1.36)

1.76" (1.41-2.19)
1.22 (0.82-1.82)
1.31" (1.05-1.64)
1.317 (1.03-1.66)
1.21 (0.96-1.54)
1.19 (0.97-1.47)
1.47" (1.14-1.90)

1.30 (0.99-1.70)
1.33" (1.08-1.65)

1.25 (0.96-1.62)
1.19 (0.73-1.93)
1.29 (0.98-1.70)
1.46" (1.09-1.95)
1.06 (0.80-1.40)
1.22 (0.95-1.57)
1.00 (0.75-1.35)

1.25 (0.90-1.72)
1.11(0.86-1.43)

0.757(0.58-0.96)
0.81 (0.52-1.27)
0.90 (0.69-1.18)
0.80 (0.61-1.06)
0.98 (0.74-1.29)
0.97 (0.76-1.25)
1.04 (0.77-1.41)

0.83 (0.61-1.13)
0.90 (0.69-1.16)

Abbreviations: PPOS: Patient-Practitioner Orientation Scale. ®Logistic Regression Analysis. OR: Odds Ratio. Cl: Confidence Interval. Significance level: "p< 0.05
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6 CONSIDERACOES FINAIS

A cultura e a estrutura organizacional das institui¢cbes de ensino interferem diretamente no
processo de reformulacéo curricular. As escolas médicas devem apoiar e conduzir programas
curriculares longitudinais e integrados, centrados nos estudantes, focados no desenvolvimento
de habilidades e competéncias centradas no paciente e no profissionalismo.

Os docentes e 0s preceptores devem ser conscientes da importancia de seu papel de
modelagem na formagéo médica e da influéncia que exercem sobre os estudantes na escolha
da especialidade. A capacitacdo continua e permanente dos atores envolvidos no processo de
ensino/ aprendizagem é fundamental para que se tornem modelos a serem seguidos pelos
estudantes. Docentes e preceptores que possuem alto padrdo de competéncia clinica,
exceléncia em habilidades de ensino centradas no paciente, qualidades pessoais humanisticas
e relacionamento respeitoso com pacientes/estudantes/colegas sao essenciais para o
desenvolvimento do caréater profissional dos futuros médicos.

Os estudantes de medicina devem ser expostos a reais cenarios de pratica desde os
primeiros anos do curso, com metodologias ativas e atividades reflexivas que estimulam o
pensamento critico, a autonomia e relacionamentos centrados em valores.

Além disso, o treinamento em habilidades de comunicacdo por meio de estratégias
efetivas, tais como role-play, feedback e pequenos grupos de discussdes, devem ser
implementadas ndo apenas nos anos pré-clinicos, mas de maneira continua e integrada
durante toda a graduagéo.

Para que possamos acompanhar a efetividade das mudancas no curriculo médico e a
implementacdo das DCN, que visam adequar o perfil do médico "as necessidades de saude da
populagéo, precisamos instituir uma cultura de avaliagdo permanente dos estudantes, dos
docentes/preceptores e das escolas médicas brasileiras. Somente com essas avaliacfes
seremos capazes de obter subsidios concretos para instituir e orientar estratégias de a¢cdo no
ensino médico que visem valorizar o cuidado como essencial componente humano da préatica

clinica, a comunicacéo e a autonomia dos pacientes na producao da saude.
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APENDICE A - TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO (TCLE)

TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Convite a participacdo de um estudo para avaliar as atitudes dos estudantes de

medicina a respeito da relacdo médico-paciente.

Estamos convidando vocé a participar de uma pesquisa que tem a finalidade de avaliar
se a atitude do estudante de medicina a respeito da relagdo médico-paciente € centrada no

paciente ou no medico e na doenga.

Gostariamos de contar com a sua colaboracdo durante alguns minutos para responder a
dois questionarios online: um sobre a sua atitude a respeito da relacdo médico-paciente
(Escala de orientacdo médico-paciente-EOMP) e outro referente a dados sécio-demograficos

relacionados a vocé (Questionario sdcio-demogréfico).

Gostariamos de esclarecer que, apesar do tempo despendido para responder 0s
questionarios possa trazer algum desconforto para vocé, sua participacdo € voluntaria, sem
qualquer tipo de gasto ou ganho financeiro, independentemente de suas atividades
curriculares na instituicdo que em nada serdo influenciados caso vocé néo estiver de acordo
em participar. Asseguramos que em nenhum momento vocé serd identificado. Todas as
informacdes prestadas por vocé serdo sigilosas e utilizadas somente para esta pesquisa. A
publicacdo dos resultados sera andbnima e em conjunto com as respostas de um grupo de

pessoas.

Os beneficios da pesquisa consistem em obtermos uma avaliagdo das atitudes dos
estudantes de medicina a respeito da relagdo medico-paciente, e com isso orientar estratégias
de acédo no ensino médico que assegure o cumprimento das Diretrizes Curriculares Nacionais
(DCN) voltadas a formagdo de profissionais competentes e qualificados as necessidades de
salde da populacao.

Se vocé quiser fazer alguma pergunta antes de decidir, sinta-se a vontade para fazé-la
e a qualquer momento poderad desistir de participar do projeto sem nenhum prejuizo ou
coacao.

Uma copia deste Termo de Consentimento Livre e Esclarecido sera enviada ao seu e-

mail.
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Este projeto estd sob a responsabilidade dos pesquisadores prof. Dr. Carlos Henrique
Martins da Silva, Professor Titular da Faculdade de Medicina da Universidade Federal de
Uberlandia e da doutoranda Claudia Maria Alves da Silva Pereira, tendo esse documento sido

revisado e aprovado pelo Comité de Etica dessa instituicao.

Em caso de qualquer duvida a respeito da pesquisa vocé podera entrar em contato com
os pesquisadores Claudia Maria Alves da Silva Pereira (claudia.masp@hotmail.com) ou Dr.
Carlos Henrique Martins da Silva na secretaria do Programa de Pds-graduacdo: Av. Para
1720, bloco H, Campus Umuarama — Uberlandia- MG, CEP: 38405- 320, fone: 34- 3225-
8628.

Podera também entrar em contato com o Comité de Etica em Pesquisa da Universidade
Federal de Uberlandia: Av. Jodo Naves de Avila, n° 2121, bloco A, Sala 224, Campus Santa
Monica — Uberlandia- MG, CEP: 38408- 100; fone: 34- 3239- 4131.

Uberlandia, ..... (o [ TRTTTTTTTTTTTTTT de 20....

Assinatura dos pesquisadores

Eu aceito participar do projeto citado acima, voluntariamente, apds ter sido

devidamente esclarecido.

Assinatura do participante da pesquisa
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APENDICE B - CONVITE E TERMO DE AUTORIZACAO INSTITUCIONAL
PARA PARTICIPACAO EM PESQUISA

CONVITE AS INSTITUICOES DE ENSINO SUPERIOR PARA PARTICIPAR DA
PESQUISA

De: Prof. Dr. Carlos Henrique Martins da Silva
Professor Permanente do Programa de P6s-Graduacdo em Ciéncias da Saude
Universidade Federal de Uberlandia

PAra:l ST () .vevevereeerieieiesie s
Cargo:
Instituicdo:
Endereco:
Fone:

Prezado senhor,

NOs iremos desenvolver o projeto de pesquisa “Atitudes dos estudantes de medicina a
respeito da relacdo médico-paciente”.

Os responsaveis pelo desenvolvimento desse projeto sdo o Prof. Dr. Carlos Henrique
Martins da Silva e Ms. Claudia Maria Alves da Silva Pereira.

Os objetivos desta pesquisa sdo: avaliar as atitudes dos estudantes de medicina a
respeito da relacdo médico-paciente em conformidade com os modelos curriculares
tradicional ou inovador; avaliar as possiveis diferencas dessas atitudes nos diferentes anos do
curso médico e avaliar o impacto das caracteristicas socio-demogréficas sobre as atitudes
centradas no paciente. Para desenvolver esse projeto, nés utilizaremos como metodologia a
abordagem eletrdnica (e-mail) dos estudantes de medicina do primeiro ao sexto ano para que
possam responder voluntariamente online dois questionarios (sécio-demogréafico e a Escala de
Orientagdo Médico-Paciente).

NoOs pretendemos buscar alguns dados da nossa pesquisa na sua Instituicdo e, para
1SS0, precisamos de sua autorizacgao para obter esses dados.

No final da pesquisa nés iremos publicar em revistas de interesse académico e
garantimos o sigilo de sua Instituicdo. O senhor ndo ter4 nenhum prejuizo com a pesquisa e
com os resultados obtidos pela mesma, assim como ndo terd nenhum ganho financeiro de

nossa parte.
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O projeto sera analisado pelo Comité de Etica em Pesquisa com Seres Humanos na
Universidade Federal de Uberlandia (CEP/UFU) e nds nos comprometemos em atender a
Resolucao 196/96/Conselho Nacional de Saude.

Caso o senhor queira, poderd nos solicitar uma copia do Parecer emitido pelo
CEP/UFU, apo6s a andlise do projeto pelo mesmo.

A sua autorizagdo serd muito Util para a nossa pesquisa e nos seré de grande valia.

Aguardamos a sua manifestacéo.
Atenciosamente,

Prof. Dr. Carlos Henrique Martins da Silva
Universidade Federal de Uberlandia

TERMO DE AUTORIZACAO INSTITUCIONAL PARA PARTICIPACAO EM
PESQUISA

DECLARACAO DA INSTITUICAO COPARTICIPANTE

Declaro estar ciente que o Projeto de Pesquisa “Atitudes dos estudantes de medicina a
respeito da relagdo médico-paciente” sera avaliado por um Comité de Etica em Pesquisa e
concordar com o parecer ético emitido por este CEP, conhecer e cumprir as Resolugdes Eticas
Brasileiras, em especial a Resolucdo CNS 196/96. Esta Instituicdo estd ciente de suas
corresponsabilidades como instituicdo coparticipante do presente projeto de pesquisa, e de seu
compromisso no resguardo da seguranca e bem-estar dos sujeitos de pesquisa nela recrutados,
dispondo de infraestrutura necessaria para a garantia de tal seguranca e bem-estar.

Autorizo os pesquisadores prof. Dr. Carlos Henrique Martins da Silva e Ms. Claudia Maria
Alves da Silva Pereira realizarem as etapas de recrutamento e coleta de dados por meio de
abordagem eletronica (e-mail) dos estudantes de medicina do primeiro ao sexto ano
utilizando-se da infraestrutura desta Instituigéo.

<Nome do responsavel pela Instituicdo>
<Cargo que exerce>
<Nome da Instituicdo>
<Data da assinatura.>
<Carimbo do responsavel pela Instituicdo>
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APENDICE C - QUESTIONARIO SOCIO-DEMOGRAFICO E CURRICULAR

QUESTIONARIO SOCIO-DEMOGRAFICO E CURRICULAR

Este questionario contém algumas perguntas sobre vocé, suas atividades e escolhas em

relacdo a medicina. Assinale a alternativa correta em cada item:

1- Idade ........
2- Sexo: ( ) Masculino () Feminino
3-INSEItUICAD @ QUE PEITENCE: ... eevicie e cee sttt Estado:.........

5- Renda Familiar em Reais: ........cc.cccocvervvrnnnne.
7-Possui bolsadeestudo  ( )Sim () Naéo

Se sim, eSPecCifiCar: .......cccooeviveeiiere e

8- Estagios extracurriculares ( )Sim ( )Néo

9- Possui aulas (tedricas ou praticas) cujo contetdo programatico tem como objetivo melhorar
as suas habilidades de comunicacdo? ( ) Sim ( ) Néo

10- Experiéncia com doenca grave pessoal () Sim () Nao
11- Experiéncia com doenca grave na familia ( ) Sim ( ) N&o

12- Tem alguma atividade artistica (Ex: faz pinturas, teatro, toca instrumento musical,
escreve poesias, Vversos, contos, etc) ( )Sim ( )Néo

13- Escolaridade do pai () Fundamental ( ) Médio ( ) Superior
14- Escolaridade da mde ( ) Fundamental ( ) Médio ( ) Superior
15- Pai ou mae médicos ( )Sim ( ) Néo

16- Atividade de iniciacdo cientifica ( ) Sim () N&o



17- Especialidade pretendida apos a formatura :

( ) Area clinica. ESPECITICAr ........ccecvveveeveeeeieeeeieeesneeas
( ) Area cirtrgica . ESPECITiCar .........cccvvvevveerreerieisiennnns
() Outras . ESPeCIfiCar .......ccccoevvivieireiiiie e
( ) Nao sei

18- Pretende exercer a medicina principalmente como:

( ) profissional liberal

( ) emprego em servico publico

() emprego em empresa privada

( ) outramodalidade  Especifique .........ccccceevvevveiicciesnnenen.
19- Estad empregado no momento? ( ) Sim () Né&o

20- Religido a que pertence:

( ) Catolica ( ) Afro-brasileira
( ) Evangeélica (' ) Judaismo

( ) Espirita ( ) Outras

( ) Budismo () Nenhuma

( ) Ortodoxica

21- Grau de envolvimento com religido:
() Nenhum

( ) Baixo

() Moderado

() Alto

79
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APENDICE D - ESCALA DE ORIENTA(;AO MEDICO-PACIENTE
Escala de Orientacdo Médico-Paciente - EOMP

As afirmacdes abaixo referem-se a crencas que as pessoas possam ter a respeito de médicos, pacientes e
assisténcia médica. Leia cada item e depois marque o circulo que indica o quanto vocé concorda ou discorda de
cada um. O nimero 6 indica discordancia total e o nimero 1 indica concordancia total.

DISCORDO CONCORDO
TOTALMENTE TOTALMENTE
6 5 4 3 2 1

1 | E o médico quem deve decidir o que sera o o o o o o
conversado durante a consulta.

2 | Embora a assisténcia médica seja mais impessoal o o o o o o
hoje em dia, este é um pequeno prejuizo em troca
dos avangos da medicina.

3 | A parte mais importante da consulta médica é o o o o o o o
exame fisico.

4 | Geralmente, € melhor para os pacientes que eles ndo o o o o 0 0
tenham uma explicacdo completa de sua condicéo
médica.

5 | Os pacientes deveriam confiar no conhecimento de o o o o o o
seus medicos e ndo tentarem descobrir sobre sua
condicdo por si mesmos.

6 | Quando os médicos fazem muitas perguntas a o o o o o o
respeito do historico do paciente, eles estéo
intrometendo muito em questdes pessoais.

7 | Se os médicos sdo realmente bons em diagndstico e o o o o o o
tratamento, a maneira como eles se relacionam com
0s pacientes ndo é tdo importante.

8 | Muitos pacientes continuam fazendo perguntas, o o o o o o
mesmo quando ndo tém mais o que aprender na
consulta.

9 | Os pacientes devem ser tratados como se fossem o o o o o o
parceiros do médico, com poder, direitos e deveres
semelhantes.

10 | Os pacientes geralmente querem ser tranquilizados o o o o o o
em vez de ter informag&o sobre sua sadde.

11 | Se as caracteristicas principais de um médico sdo o o o o o o
ser sincero e amigavel, ele ndo tera muito sucesso.

12 | Quando os pacientes discordam de seu médico, € o o o o o o
um sinal que o médico ndo tem o respeito e a
confianca de seu paciente.

13 | Um tratamento pode ndo ter sucesso se estiver em o o o o o o
conflito com o estilo de vida ou valores do paciente.

14 | A maioria dos pacientes quer entrar e sair do o o o o o o
consultério do médico o mais rapido possivel.

15 | O paciente deve estar sempre ciente de que o o o o o o o
médico é quem esta no comando.

16 | Néo é tdo importante conhecer a culturae o o o o o o o
histdrico do paciente para tratar sua doenca.

17 | Humor é um ingrediente principal do médico no o o o o o o
tratamento do paciente

18 | Quando o paciente procura por informacdes sobre o o o o o o

seu estado de saude por conta propria, isso
geralmente confunde mais do que ajuda.
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APENDICE E - CONVITE AOS ESTUDANTES DE MEDICINA
PARA PARTICIPAR DA PESQUISA

Caro estudante ,

Convidamos vocé a participar da Pesquisa “Orientagdo Médico-Paciente do Estudante de
Medicina®, a qual tem objetivo de avaliar as atitudes dos estudantes na relacdo médico-
paciente, se centrado no paciente ou no médico e na doenca. Essa pesquisa serd realizada
simultaneamente em mais de 21 Escolas Médicas Brasileiras.

Para participar vocé deve preencher a pesquisa online disponivel no site
WWW.pesguisaeomp.com.br

Os dados serdo publicados sem qualquer identificacdo e de forma global. VVocé tera a opc¢éo
de receber os resultados da pesquisa em seu e-mail.

Atenciosamente,

Dra. Claudia Maria Alves da Silve Pereira
Doutoranda pela P6s-Graduacéo em Ciéncias da Saude
Anestesiologista do Hospital de Clinicas da Universidade Federal de Uberlandia- UFU

Figura 2- Cartaz de divulgac¢do da Pesquisa: “Orientagdo Médico-Paciente do Estudante de

Medicina“

Qe; do Estudante de Medicina

— EOMP - Escala de Orientagao Médico-Paciente

* Orientagao Médico-Paciente

i sﬂAydan'tee medicina
na relacao'medicospacier

0 que é esta pesquisa?
f uma pesquisa que visa avaliar a atitude dos estudantes de

medicina a respeito da relacdo médico-paciente nas escolas médicas
brasileiras.

Se vocé é estudante de Medicina
PARTICIPE JA!

www.pesquisaeomp.com.br

Apoio

®UFU 1 ra® e
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ANEXO A - PARECER DO COMITE DE ETICA EM PESQUISA DA
UNIVERSIDADE FEDERAL DE UBERLANDIA

@ U FU UNIVERSIDADE FEDERAL DE Plataforma
UBERLANDIA/MG 29"0!'

Comité de Efica com Poqoiza

PARECER CONSUBSTANCIADO DO CEP

DADOS DO PROJETO DE PESQUISA

Titulo da Pesquisa: Atitude dos estudantes de medicina a respeito da relagdo médico-paciente
Pesquisador: CARLOS HENRIQUE MARTINS DA SILVA

Area Tematica:

Versao: 2

CAAE: 36988514.5.0000.5152

Instituicdo Proponente: Universidade Federal de Uberlandia/ UFU/ MG

Patrocinador Principal: Financiamento Proprio

DADOS DO PARECER

Numero do Parecer: 912.960
Data da Relatoria: 27/11/2014

Apresentacao do Projeto:

Introducao

Nas ultimas décadas, a educagdo médica tem sido um grande desafio para pesquisadores e educadores
que buscam instituir inovagées no curriculo e nas estratégias de ensino, tais como: os ciclos de pratica e
reflexdo; o aprender e o ensinar habilidades em comunicac¢@o; humanismo e profissionalismo, como
propostas para melhoria do ensino médico (BRADDOCK, ECKSTROM E HAIDET, 2004).
Comissdes educacionais de diversos paises vém se reunindo para redesenhar a educagéo do profissional
com a integracdo da educacdo médica ao sistema de salde. Nesse contexto, o profissional de satude deve
ser formado para mobilizar conhecimentos; adquirir raciocinio critico e condutas éticas; atuar em sistemas
de salde voltados para o individuo e para a populagéo, assegurando cobertura universal de servigos de
qualidade e equidade entre e dentro dos paises (FRENK et al., 2010).

No Brasil, as politicas de salde e o ensino médico referendam a discusséo internacional a respeito do
modelo de educacgéo profissional, por meio de anélises e debates pelos profissionais da area e da
sociedade em geral, com a finalidade de redefinir a relagdo entre os atores envolvidos e seus papéis na
producgéo social da saude, em decorréncia da

profunda insatisfagdo da populagédo com a qualidade da atencédo a saude (FUERWERKER, 2003).
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O Conselho Nacional de Educag¢é@o homologou, em 2001, as Diretrizes Curriculares Nacionais (DCN) para o
Curso de Graduagdo em Medicina que indicam a educagdo permanente com integracdo entre teoria e
pratica, pesquisa e ensino, e dos conteudos bioldgicos, psicolégicos, sociais e ambientais do processo
saude-adoecimento-cuidado; bem como a inser¢do responsavel dos estudantes em atividades formativas
nos servigos de saude desde os anos iniciais do curso, com estimulo a participagado ativa e independente na
construgdo do conhecimento. As diretrizes delineiam o perfil que o0 médico deve alcangar ao concluir o curso
de graduacédo (generalista, humanista, critico, reflexivo, capaz de trabalhar em equipe respeitando os
principios éticos) para que as escolas adaptem seus projetos politico-pedagogicos com o objetivo de formar
profissionais competentes e qualificados (em conhecimentos, habilidades e atitudes) direcionados as
necessidades de saude (promocao, preservagao, recuperagao e reabilitacdo da satde) do cidaddo, da
familia e da comunidade. Com isso, as diretrizes satisfazem, com base na realidade epidemiologica e
profissional, a integralidade das a¢des dos futuros médicos por meio da compreensédo dos determinantes
sociais, culturais, comportamentais, psicolégicos, ecoldgicos, ticos/bioéticos e legais, do individuo e da
coletividade, dentro do processo saude-adoecimento-cuidado. Outras recomendagdes mencionam a
necessidade de metodologias e critérios de acompanhamento e avaliacdo permanente do curso, do
processo de ensino-aprendizagem e dos estudantes, os quais serdo avaliados em competéncias,
habilidades e contetdos curriculares (BRASIL, 2001).

Mediante os movimentos nacionais e internacionais que recomendam adequar a formagéo do profissional
médico ao atendimento das necessidades de salde e a valorizagdo da avaliagdo como instrumento de
gestéo, a Associagao Brasileira de Educagdo Médica (Abem) tomou a iniciativa de promover a avaliagéo das
tendéncias de mudancas nos cursos médicos; a fim de impulsionar, nessas escolas médicas, a construcao
de um processo avaliativo que venha diagnosticar os cursos, permitindo auxiliar e acompanhar a evolugéo
das mudancas de forma participativa e construtiva, com o objetivo de melhorar a qualidade da assisténcia
prestada a saude da populacgéo brasileira (ABDALLA et al., 2009).

Sibille, Greene e Bush (2010) sugerem que as habilidades de comunicagéo sédo essenciais para a formagao
de estudantes de medicina capazes de resolver os problemas de satde deste século. As recomendagoes
visam melhorar a integracéo das ciéncias comportamentais e sociais no curriculo médico, tendo como areas
principais a comunicagdo médico-paciente e a promog¢do da mudanga de comportamento em saude. Os
autores reforcam que o cuidado centrado no paciente, a avaliagao das atitudes e crencas, o treinamento
individualizado e a promog¢ao das habilidades em
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comunicagédo e da mudanga de comportamento em saude sdo componentes prioritarios na relacdo médico-
paciente. Nesse contexto, esforcos educacionais devem ser direcionados para promover a aquisicdo de
habilidades interpessoais e em particular, as comunicativas, pelos estudantes de medicina, uma vez que
crengas, conhecimentos, atitudes (WOLOSCHUK et al., 2004), habilidades e comportamentos podem mudar
com o treinamento.

A avaliacao da relacdo médico-paciente por meio da EOMP (Escala de Orientagcdo Médico-Paciente)
apresenta-se de grande importancia para que se possa mensurar e verificar a atitude do estudante de
medicina a respeito da relacdo médico-paciente, além de orientar estratégias de ensino e monitorizar o
cuidado como essencial componente humano da pratica clinica, valorizando a comunicagao e a autonomia
dos pacientes na produgédo da saude, o que pode resultar no aumento da satisfagdo dos usuarios e na
reducdo dos custos para o sistema de saude (STEWART, 2000; RIBEIRO; KRUPAT; AMARAL, 2007).

Objetivo da Pesquisa:

Segundo o projeto:

Objetivo principal:

Avaliar a atitude dos estudantes de medicina a respeito da relacdo médico-paciente nas escolas médicas
brasileiras.

Objetivos secundarios:

- Avaliar a atitude dos estudantes de medicina a respeito da relagdo médico-paciente em conformidade com
os modelos curriculares vigentes: tradicional ou inovador.

- Avaliar possiveis diferencas dessa atitude nos diferentes anos do curso médico.

- Avaliar o impacto das caracteristicas socio-demograficas (sexo, religido, renda familiar, profissional médico
na familia, experiéncia prévia com doenca grave, especialidade profissional pretendida apo6s a formatura e
participagdo em atividades extracurriculares) sobre as atitudes centradas no paciente.

Avaliacao dos Riscos e Beneficios:

De acordo com os pesquisadores:

O estudo oferecera risco minimo de identificagdo das universidades e dos individuos que participarem da
pesquisa, pois 0s registros da pesquisa (dados s6cio-demogréaficos e da EOMP) serédo identificados por
nameros, preservando o anonimato da instituicdo e dos sujeitos da pesquisa. Sera garantido os meios
necessarios para o sigilo absoluto do sujeito da pesquisa e ndo havera exposi¢cao a substancias, drogas ou
dispositivos prejudiciais a saude. O desconforto estara
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relacionado ao tempo despendido para responder os questionarios.

Os beneficios da pesquisa para o estudante de medicina consistem em obtermos uma avaliagdo de sua
atitude a respeito da relagdo médico-paciente, e com isso orientar estratégias de ensino que contribua a sua
formacao profissional, voltada a atitudes mais centrada no paciente e as necessidades de saude da
populagdo, com menor custo para o sistema de salde e para o paciente.

Comentarios e Consideracoes sobre a Pesquisa:
Nenhum comentario.

Consideracoes sobre os Termos de apresentacéo obrigatoéria:
Os termos foram apresentados.

Recomendacdes:
Nenhuma.

Conclusées ou Pendéncias e Lista de Inadequacoes:
As pendéncias relacionadas no Parecer Consubstanciado do CEP No. 878.267 de 19 de Novembro de 2014
foram atendidas.

De acordo com as atribuicdes definidas na Resolucdo CNS 466/12, o CEP manifesta-se pela aprovacdo do
protocolo de pesquisa proposto.

O protocolo ndo apresenta problemas de ética nas condutas de pesquisa com seres humanos, nos limites
da redacéo e da metodologia apresentadas.

Situacao do Parecer:

Aprovado

Necessita Apreciacdo da CONEP:

Nao

Consideracoes Finais a critério do CEP:

Data para entrega de Relatério Parcial ao CEP/UFU: fevereiro de 2016.

Data para entrega de Relatério Final ao CEP/UFU: fevereiro de 2017.

OBS.: O CEP/UFU LEMBRA QUE QUALQUER MUDANGCA NO PROTOCOLO DEVE SER INFORMADA
IMEDIATAMENTE AO CEP PARA FINS DE ANALISE E APROVAGCAO DA MESMA.

O CEP/UFU lembra que:
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a- segundo a Resolugédo 466/12, o pesquisador devera arquivar por 5 anos o relatorio da pesquisa e os
Termos de Consentimento Livre e Esclarecido, assinados pelo sujeito de pesquisa.

b- poderd, por escolha aleatoéria, visitar o pesquisador para conferéncia do relatério e documentacéo
pertinente ao projeto.

c- a aprovagao do protocolo de pesquisa pelo CEP/UFU da-se em decorréncia do atendimento a Resolugéo
CNS 466/12, ndo implicando na qualidade cientifica do mesmo.

Orientagdes ao pesquisador :

« O sujeito da pesquisa tem a liberdade de recusar-se a participar ou de retirar seu consentimento em
qualquer fase da pesquisa, sem penalizagdo alguma e sem prejuizo ao seu cuidado (Res. CNS 466/12) e
deve receber uma via original do Termo de Consentimento Livre e Esclarecido, na integra, por ele assinado.
« O pesquisador deve desenvolver a pesquisa conforme delineada no protocolo aprovado e descontinuar o
estudo somente apés andlise das razées da descontinuidade pelo CEP que o aprovou (Res. CNS 466/12),
aguardando seu parecer, exceto quando perceber risco ou dano néo previsto ao sujeito participante ou
quando constatar a superioridade de regime oferecido a um dos grupos da pesquisa que requeiram acao
imediata.

+ O CEP deve ser informado de todos os efeitos adversos ou fatos relevantes que alterem o curso normal do
estudo (Res. CNS 466/12). E papel de o pesquisador assegurar medidas imediatas adequadas frente a
evento adverso grave ocorrido (mesmo que tenha sido em outro centro) e enviar notificagdo ao CEP e a
Agéncia Nacional de Vigilancia Sanitaria — ANVISA — junto com seu posicionamento.

« Eventuais modificagcdes ou emendas ao protocolo devem ser apresentadas ao CEP de forma clara e
sucinta, identificando a parte do protocolo a ser modificada e suas justificativas. Em caso de projetos do
Grupo | ou Il apresentados anteriormente a ANVISA, o pesquisador ou patrocinador deve envia-las também
a mesma, junto com o parecer aprobatério do CEP, para serem juntadas ao protocolo inicial (Res.251/97,
item 111.2.e).
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ANEXO B - PPOS - PATIENT-PRACTITIONER ORIENTATION SCALE

PPOS - Patient-Practitioner Orientation Scale

88

The statements below refer to beliefs that people might have concerning doctors, patients, and medical care. Read each item and then blacken
in the circle to indicate how much you agree or disagree with each.

10.

11.

12.

13.

14.

15.

16.

17.

18.

The doctor is the one who should decide what gets
talked about during a visit.

Although health care is less personal these days, this
is a small price to pay for medical advances.

The most important part of the standard medical
visit is the physical exam.

It is often best for patients if they do not have a full
explanation of their medical condition.

Patients should rely on their doctors’ knowledge and
not try to find out about their conditions on their
own.

‘When doctors ask a lot of questions about a patient’s
background, they are prying too much into personal
matters.

If doctors are truly good at diagnosis and treatment,
the way they relate to patients is not that important.

Many patients continue asking questions even
though they are not learning anything new.
Patients should be treated as if they were partners
with the doctor, equal in power and status.

Patients generally want reassurance rather than
information about their health.
If a doctor’s primary tools are being open and warm,

the doctor will not have a lot of success.

When patients disagree with their doctor, this is a
sign that the doctor does not have the patient’s

A treatment plan cannot succeed if it is in conflict

with a patient’s lifestyle or values.

Most patients want to get in and out of the doctor’s

office as quickly as possible.
The patient must always be aware that the doctor is
in charge.

It is not that important to know a patient’s culture
and background in order to treat the person’s illness.

Humor is a major ingredient in the doctor’s

treatment of the patient.

When patients look up medical information on their
own, this usually confuses more than it helps.

Strongly
desagree
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(o]
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desagree
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