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Abstract
Background  The differences in clinical bioethics between the Mediterranean and Latin American cultures have 
not been analyzed. The objective of the study is to compare the ethical conflicts that internists in Spain, Mexico and 
Argentina have.

Methods  Cross-sectional observational study through a survey directed at internists from Spain, Argentina and 
Mexico. The survey was administered to affiliated members of the National Societies of Internal Medicine across three 
countries via an online platform.

Results  762 internists participated, 261 from Spain, 154 from Argentina and 347 from Mexico. The main ethical 
conflicts that internists in Spain, Argentina and Mexico have are related (in order) to the end of life, to the clinical 
relationship and to the patient’s autonomy. Withholding and withdrawing life-sustaining treatment is the most 
frequent conflict in Spain and Argentina and the second in Mexico.

Conclusions  Internists from Spain and Argentina identify very similar ethical conflicts. Furthermore, they consider 
them more frequent and difficult than in Mexico. In Argentina they are less satisfied with the way they are resolved. To 
explain these differences, socio-cultural factors are postulated, among others: paternalism, individualism, masculinity, 
organization of the health system, formal training in bioethics and assessment of death.
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Background
Different studies on ethical conflicts in clinical prac-
tice show variability in conflicts across countries and 
ethno-cultural environments [1–4]. Although ideally 
the goals of medicine are universal and the technologi-
cal means of daily use in clinical practice may be similar 
in many countries, differences in the healthcare system, 
professional culture and priority values [5] of a country 
can significantly condition the types of ethical problems 
that appear, as well as the way to address them. Like-
wise, responses to problems are conditioned by local or 
personal values [6, 7]. Local values are prioritized in a 
culture through its ethical norms, often transferred into 
legislation [6, 8].

Current societies are increasingly multicultural, very 
much in line with the phenomenon of globalization, 
which tends to homogenize and reduce differences 
between societies [9, 10]. However, the tradition and 
the predominant cultural characteristics in each coun-
try continue to have a prevailing character in the way of 
structuring healthcare systems and in the way of under-
standing and exercising the clinical relationship [11, 12]. 
In this sense, the existence of a bioethics common to 
the Mediterranean area has been postulated (applicable, 
among others, to Spain or Italy), which would have a 
more principlist character [13–15] and with influence in 
Latin America [16, 17], in contrast to other Anglo-Saxon 
bioethics, which tends to be comparatively more utili-
tarian and pragmatic. However, other authors consider 
that it is increasingly difficult to find regional differences 
in the way of approaching problems in bioethics [11], so 
that perhaps Mediterranean and Anglo-Saxon bioethics 
could be subsumed in one Western bioethics [18], pos-
sibly different from other Eastern bioethics [19].

Comparing bioethical conflicts between countries can 
help identify specific regional problems and strengths, 
areas for improvement and models that may serve as a 
guide [20, 21]. To our knowledge, the differences in clini-
cal bioethics between the Mediterranean (Spanish) and 
Latin American cultures have not been adequately ana-
lyzed to date. In particular, Latin American bioethics has 
influences from North America (Anglo-Saxon bioeth-
ics) and Western Europe (Mediterranean bioethics), but 
it also includes many particular characteristics, some 
associated with social justice and indigenous populations 
[22]. For this reason, our main objective in this work was 
to compare the main ethical conflicts that internists have 
in Spain and in two Latin American countries, Mexico 
and Argentina. As secondary objectives, the frequency, 
importance, the difficulty involved in ethical conflicts and 
satisfaction in their resolution were analyzed. The spe-
cialty of Internal Medicine has been chosen for its holis-
tic and comprehensive vision of the patient, and because 

it is a specialty in which many of the conflicts in clinical 
bioethics converge [23].

Methods and materials
Study design
This is an observational and cross-sectional study, 
through a self-administered, voluntary and anonymous 
opinion survey, distributed through the Society of Inter-
nal Medicine of the three countries of the study. First, the 
survey was distributed in Spain to members registered 
in the National Society for Internal Medicine through 
an online platform (between June and July 2017). Sub-
sequently (between October and December 2017), we 
considered the added interest that a comparative analy-
sis with other countries would entail, and expanded the 
scope of our study to include Latin American countries. 
We contacted members of the Society of Internal Medi-
cine of Mexico and Argentina to also carry out the study 
in those countries, and then the survey was distributed in 
Argentina and Mexico through their respective National 
Societies of Internal Medicine, also through an online 
platform. The distribution and data collection methodol-
ogy in Argentina and Mexico was similar to that carried 
out in Spain.

Preparation of the questionnaire
The questionnaire was prepared by a multidisciplinary 
team made up of internists, experts in bioethics and 
research methodology. To prepare it, two bibliographic 
searches were carried out: the first to determine which 
were the main ethical conflicts described by internists; 
the second, on the questionnaires used to explore the 
presence of said conflicts. Based on these searches, a 
draft of the survey was written. After this, a trial was 
carried out in Spain with 10 physicians specializing in 
Internal Medicine and with 10 residents of the same spe-
cialty to optimize the writing and understanding of the 
questionnaire. Finally, the questionnaire was reviewed by 
the study researchers in Spain, Mexico and Argentina, to 
avoid cultural biases and ethnocentrism. The question-
naire is available in supplementary file (Questionnaire 1).

Variables
The survey scored the frequency with which profession-
als identify different ethical conflicts and their relevance 
in clinical practice, using a scale from 0 to 5. In the study, 
19 types of ethical conflict were evaluated. Certain con-
flicts were removed from other similar questionnaires 
reviewed in the published scientific research: assisted 
suicide and euthanasia because they are illegal in Mexico 
and Argentina; abortion, reproductive problems, genetic 
counseling and transplants, as they are rare conflicts in 
internal medicine. Questions about patients’ caregivers 
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refer to “family members“, because in the studied con-
texts, caregivers are usually family members [24].

To explore the frequency, difficulty and satisfactory res-
olution of ethical conflicts, a Likert scale (1–4) was used. 
Variables were also collected about the professionals sur-
veyed, including demographic data (age, gender), number 
of years of professional experience, position within the 
institution, scope of professional activity, training in bio-
ethics, and hospital management model (public or other).

Statistical analysis
The qualitative variables are described using frequency 
tables and the quantitative variables with the mean and 
standard deviation. For the analysis of independence 
between non-dichotomous qualitative and quantitative 
variables, an analysis of variance (ANOVA) was carried 
out and a Student’s t test was carried out between dichot-
omous variables, a X2 test was carried out between quali-
tative variables and the Pearson r correlation coefficient 
was carried out between quantitative variables. The level 
of significance was p < 0.05. The data were recorded in an 
Excel® document (Microsoft Co., Redmond, WA, USA) 
and were exported and analyzed using SPSS Statistics 22® 
(IBM, Armonk, NY, USA).

Ethical aspects
The study complies with the ethical research norms and 
standards reflected in the Declaration of Helsinki of the 
World Medical Association and in the Oviedo Con-
vention relating to human rights and biomedicine. All 
respondents consented to participate in the study and 
were aware of the objectives of the study. All responses 
were anonymous and treated with the utmost confiden-
tiality, in accordance with current legislation [25]. The 
research was approved by the committee of the Fran-
cisco Vallés Clinical Ethics Institute. Before completion 
in Mexico, the study was approved by the Mexican Soci-
ety of Internal Medicine, the institution that assessed the 
ethical aspects of the study.

Results
In total, 762 internists participated, 261 (34%) from Spain 
(SPA), 154 (20%) from Argentina (ARG) and 347 (46%) 
from Mexico (MEX). The sociodemographic character-
istics of the samples are shown in Table  1. In ARG the 
average age (36 years) is lower than in ESP (45 years) and 
MEX (48 years). In ARG there are fewer men (38%) than 
in SPA (53%) and MEX (67%), and more residents (43%; 
in SPA 15% and in MEX 2%). In ARG, more internists 
work in public health (92%; in SPA 82% and in MEX (56%) 
and there are also more internists who have received uni-
versity training in bioethics (70%; in MEX 38% and in 
SPA 35%). All these differences are statistically significant 
(p < 0.05). Inpatient activity is predominant in the three 

countries (SPA 95%, ARG 97%, MEX 82%), followed by 
outpatient activity (SPA 50%, ARG 38). %, MEX 73.5%), 
but the majority combine inpatient and outpatient activ-
ity (SPA 52%, ARG 51%, MEX 63%).

70% of internists from SPA and 72% from ARG encoun-
ter ethical conflicts frequently or almost always in their 
healthcare practice (p > 0.05), while in MEX 48% do so 
(p < 0.05). Conflicts make care activities difficult almost 
never or rarely for 60% of ESP and ARG internists, while 
in MEX this is true for 82% (p < 0.05). For 68% of inter-
nists in SPA and for 62% in ARG, the reported degree of 
difficulty of ethical problems is moderate or very high, 
while in MEX 35% reported the same (p < 0.05). 92.4% 
of respondents from SPA and 92% from MEX reported 
having resolved ethical problems satisfactorily frequently 
or almost always, while in ARG 58% did so (p < 0.05). The 
average degree of satisfaction in MEX is 4 (DS ± 0.86; 
p < 0.05), in SPA (0–5) it is 3.5 (DS ± 0.79) and in ARG it is 
3.3. (DS ± 0.93; p < 0.05). Table 2.

In the three countries, women, those who work in pub-
lic hospitals and the youngest (under 41 years of age and 
less than 21 years of professional practice) reported more 
ethical conflicts in their healthcare activity and more dif-
ficulty when facing them (p < 0 0.05). Women and those 
who work in public hospitals reported resolving them 
less satisfactorily (p < 0.05) (Table S-2).

The most frequent and relevant ethical conflicts 
reported in the three countries are described in Table 3. 
In SPA and ARG the three most frequent conflicts coin-
cide. In the three countries (Table S-3) women, residents 
and those with formal training in bioethics reported 
encountering more of the ethical problems described in 
Table  3 and give them more importance (p < 0.05). On 
the other hand, those who reported encountering other 
ethical conflicts are younger (they have less professional 
experience) and report less satisfaction with the way the 
conflicts are resolved.

In the three countries there is a directly proportional 
relationship between the frequency with which ethi-
cal conflicts are encountered and the frequency with 
which conflicts make daily healthcare practice difficult 
(r = 0.53 − 0.43) and also with the reported degree of diffi-
culty of conflicts (r = 0.47 − 0.35). That is to say, those who 
report encountering more ethical conflicts, also report 
that these conflicts make their healthcare activity more 
difficult, more often.

Discussion
Spanish, Mexican and Argentine internists identified 
the most frequent and relevant ethical conflicts as those 
around the end of life, especially those related to with-
holding and withdrawing life-sustaining treatment 
(WW). WW is the most frequent conflict in Spain and 
Argentina and the second in Mexico (the first among 
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those who work in an inpatient setting). In addition to 
WW, other ethical issues at the end of life also stand 
out, such as palliative treatment or no cardiopulmonary 
resuscitation orders, which are a form of WW.

When comparing the results between the three coun-
tries, there is a lot of similarity between the most promi-
nent conflicts in Spain and Argentina. We think that 
there are several possible causes that may explain these 
results. One is the cultural similarity between Spain and 
Argentina. According to the Kogut and Singh index of 

cultural distance, which measures cultural differences 
between countries based on six dimensions [26], the cul-
tural difference between Spain and Argentina is smaller 
than between Spain and Mexico [27]. There are also 
significant cultural differences between Argentina and 
Mexico [28]. The reasons underlying cultural similari-
ties could fundamentally obey three dimensions of Hof-
stede’s model [29–31]: power distance (PDI, defined as 
the extent to which the less powerful members of insti-
tutions and organisations within a country expect and 
accept that power is distributed unequally), individualism 
(IDV, the degree of interdependence a society maintains 
among its members) and masculinity (MAS). Regarding 
the latter dimension, it must be clarified that Hofstede’s 
model ranks a cultural system’s driving values on a scale 
where high, or masculine scores, are taken to indicate a 
high societal value of competition, achievement and eco-
nomic or workplace success (defined as high ranking in a 

Table 1  Characteristics of survey responders by country. Each p-value refers to the comparison of each country with Spain. Data: N 
(%) or average ± SD
Country Spain Argentina P

Spa-Arg
México P

Spa-Mex
P Arg-Mex

Age (years) 45.2 ± 12.5 36.2 ± 10 < 0.05 48.1 ± 11.1 < 0.05 < 0.05
Length of professional practice (years) 19.6 ± 12.4 10.1 ± 9.9 < 0.05 19.3 ± 11.3 > 0.05 < 0.05
Sex < 0.05 < 0.05 < 0.05
  Male 138 (53) 58 (38) 234 (67)
Nationality < 0.05 < 0.05 < 0.05
  Local (in each country) 246 (94.3) 130 (84.4) 343 (98.8)
  Other 15 (5.7) 24 (15.6) 4 (1.2)
Position
  Chief 61 (23.4) 27 (17.5) > 0.05 66 (19) > 0.05 > 0.05
  Attending 160 (61.3) 45 (29.2) < 0.05 250 (72) < 0.05 < 0.05
  Resident 38 (14.6) 66 (42.9) < 0.05 8 (2.3) < 0.05 < 0.05
  Other 2 (0.7) 16 (10.4) < 0.05 23 (6.7) < 0.05 > 0.05
Hospital administration < 0.05 < 0.05 < 0.05
  Public 215 (82.4) 142 (92.2) 193 (55.6)
  Other 46 (17.6) 12 (7.8) 154 (44.4)
Number of hospital beds < 0.05
  ≤200 66 (25) 54 (35.1) < 0.05 57 (16.4) < 0.05
  201–500 125 (48) 100 (64.9) < 0.05 60 (17.3) < 0.05
  501–1000 51 (20) 0 78 (22.5) > 0.05
  >1000 19 (7) 0 152 (43.8) < 0.05
Setting
  Inpatient 249 (95.4) 150 (97.4) > 0.05 286 (82.4) < 0.05 < 0.05
  Outpatient 131 (50.2) 58 (37.7) < 0.05 255 (73.5) < 0.05 < 0.05
  Emergency 57 (21.8) 32 (20.8) > 0.05 77 (22.2) > 0.05 > 0.05
  Other 14 (5.4) 8 (5.2) > 0.05 24 (6.9) > 0.05 > 0.05
Bioethics training
  None 26 (10) 16 (10.7) > 0.05 33 (9.5) > 0.05 > 0.05
  Personal reading 147 (56.3) 30 (20) < 0.05 164 (47.3) < 0.05 < 0.05
  University 92 (35.2) 105 (70) < 0.05 131 (37.8) > 0.05 < 0.05
  Postgraduate course 73 (28) 15 (10) < 0.05 105 (30.3) > 0.05 < 0.05
  Master’s degree 11 (4.2) 2 (1.3) > 0.05 22 (6.3) > 0.05 < 0.05
N Total 261 154 347

Table 2  Reported frequency of encountered bioethical conflicts. 
Data: N (%)

Spain Argentina México
Almost never 7 (2.7) 5 (3.3) 32 (9.2)
Sometimes 71 (27.2) 38 (24.7) 144 (41.5)
Frequently 171 (65.5) 90 (58.4) 149 (43)
Almost always 12 (4.6) 21 (13.6) 22 (6.3)
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hierarchical order, or “best in class“) that is inculcated in 
early stages of schooling and is a driving force of organ-
isational life. Low, or feminine scores according to Hof-
stede’s model, are interpreted as characteristic of cultural 
systems where caring for others has a high societal value 
and success is defined in terms of quality of life. Hofstede 
summarizes: “The fundamental issue here is what moti-
vates people, wanting to be the best (Masculine) or liking 
what you do (Feminine)” [31].

There is a higher PDI in Mexico (81) compared to Spain 
(57) and Argentina (49), which implies more paternalistic 
and hierarchical attitudes. This can condition the clini-
cal relationship. In Mexico there is a lower IDV (30) -or 
greater collectivism- compared to Spain (51) and Argen-
tina (46), which is related to the search for belonging 
to the group and the tendency to obey, to avoid enter-
ing into conflict and with high-context communication. 
Finally, in cultures with a higher MAS, such as Mexico 
(69; Argentina 56 and Spain 42), negotiation and the 
capacity for integration is lower [29–31]. 

For internists in Spain and Argentina, ethical prob-
lems related to the end of life are more important than 
in Mexico. An explanation for this data is the type of 
activity of the internists, since among Mexican internists 
who work in hospitalization, WW is the most frequent 
conflict (it is the eighth most frequent among those who 
work in the outpatient setting). Another aspect that may 
influence this result is the greater acceptance of death 
in Mexico [32], which in turn is correlated with lower 
life expectancy [33] or the greater cultural presence of 

religion. In Mexico, death and the treatment of the dying 
are less taboo topics than in other countries [34, 35]. We 
must also note other factors that can lead to fewer ethical 
problems at the end of life in Mexico, such as the under-
development of palliative care units in Mexico [36].

The importance in our study of WW as an ethical 
conflict is in line with other studies [37]. WW decisions 
are complex for many reasons: due to their variety, dif-
ficulty [38] and the lack of adequate training. Work car-
ried out on a similar sample showed that only 25% of 
Spanish internists have an adequate knowledge of what 
WW is [39]. The same happens in Mexico, where WW 
is mislabeled as “passive euthanasia”, being rejected by 
44% of residents [40] and by 47.9% of medical students 
[41]. The confusion in Mexico between WW and the 
misnamed “passive euthanasia” [42, 43] also exists with 
palliative sedation [44, 45]. It has been proposed that the 
term WW can cause rejection in Mexico for religious 
reasons [46], and it is of note that the idea of a “medi-
cal miracle” (which would prevent withdrawing life sup-
port measures) is still strongly rooted in Mexico [21]. In 
Argentina, the main barrier to WW is legal: 36% consider 
that it lacks adequate legal support, and only 15% con-
sider that it is an ethical issue [47].

After the ethical problems at the end of life, the most 
frequent and relevant group of ethical problems, espe-
cially in Mexico, are those linked to the clinical relation-
ship: doctor-patient communication (the most frequent 
in Mexico), conflicts with family members or problems 
with confidentiality. It is possible that outpatient activity, 

Table 3  Frequency and relevance of ethical conflicts. Data: average (order in the country’s sample)
Ethical conflict Frequency Relevance

Spain Argentina México Spain Argentina México
Withholding and withdrawing care 3.84 (1st) 3.87 (1st) 3.3 (2nd) 3.69 (1st) 4.09 (1st) 4.10 (6th)
Palliative care 3.75 (2nd) 3.70 (2nd) 3.06 (8th) 3.31 (5th) 3.93 (3rd) 4.18 (3rd)
DNR orders 3.33 (3rd) 3.65 (3rd) 3.20 (4th) 3.26 (7th) 3.89 (5th) 4.08 (7th)
Conflicts with patient’s loved ones 3.11 (4th) 3.06 (9th) 3.13 (6th) 3.36 (3rd) 3.54 (8th) 3.92 (10th)
Decision making in incapable patients 3.06 (5th) 2.85 (10th) 2.90 (10th) 3.36 (4th) 3.49 (10th) 4.03 (8th)
Patient-Physician communication 3.05 (6th) 3.60 (4th) 3.61 (1st) 3.17 (8th) 3.93 (4th) 4.47 (1st)
Evaluation of capacity 2.76 (7th) 3.09 (7th) 3.07 (7th) 3.49 (2nd) 3.40 (11th) 4.15 (5th)
Confidentiality and privacy 2.59 (8th) 3.28 (6th) 3.26 (3rd) 2.91 (11th) 3.86 (6th) 4.38 (2nd)
Rejection of procedures 2.57 (9th) 3.38 (5th) 3.02 (9th) 3.27 (6th) 3.5 (9th) 3.99 (9th)
Informed consent 2.37 (10th) 3.08 (8th) 3.20 (5th) 2.71 (12th) 3.66 (7th) 4.17 (4th)
Conflicts with other professional groups 2.20 (11th) 2.63 (11th) 2.60 (12th) 2.65 (13th) 3.15 (16th) 3.25 (16th)
Conflicts with colleagues 1.85 (12th) 2.16 (15th) 2.22 (17th) 2.60 (14th) 3.01 (17th) 3.24 (17th)
Resource allocation 1.78 (13th) 2.49 (12th) 2.38 (13th) 2.54 (15th) 3.28 (15th) 3.44 (15th)
Conflicts with cultural values 1.62 (14th) 2.14 (16th) 2.77 (11th) 2.42 (16th) 3.29 (14th) 3.81 (13th)
Advance directives or living will 1.56 (15th) 2.12 (18th) 2.32 (14th) 2.94 (10th) 3.40 (12th) 3.82 (12th)
Conflicts of interest with third parties 1.51 (16th) 2.12 (17th) 1.74 (19th) 2.21 (18th) 2.65 (18th) 2.66 (18th)
Favorable treatment of certain patients 1.34 (17th) 1.49 (19th) 1.95 (18th) 1.97 (19th) 2.11 (19th) 2.18 (19th)
Patient mistreatment 1.27 (18th) 2.47 (13th) 2.22 (16th) 3.12 (9th) 3.99 (2nd) 3.91 (11th)
Vital risk to physicians 1.06 (19th) 2.25 (14th) 2.23 (15th) 2.39 (17th) 3.37 (13th) 3.75 (14th)
Total Average 2.35 2.81 2.75 2.91 3.45 3.76
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which is significantly more common in Mexico, pre-
disposes for more conflicts related to communication. 
However, problems with communication are the most 
relevant in Mexico, both for who work in inpatient as 
well as in outpatient settings. We must note that in Mex-
ico there is greater distance of power and that the clinical 
relationship is more paternalistic and hierarchical, which 
causes more dependent behaviors with respect to author-
ity [29, 48]. Paternalism as a source of ethical problems 
has also been described in Mediterranean countries such 
as Italy [4] or Greece, where patients report not always 
wanting to know the truth of their clinical situation [49]. 
The paternalistic clinical relationship results in submis-
sion to the doctor as a form of respect [9, 50] and gives 
more value to the family in decision making [51–53]. 
In Argentina, the autonomist influence exerted by doc-
tors trained in the United States is evident [54]. In Spain, 
work has been done on patient autonomy for several 
decades, with extensive legislative development when 
compared to Mexico or Argentina [55–57]. However, 
Spanish internists report more conflicts with families. It 
is probably due to the lesser distance from the power in 
Spain [29], which leads to more horizontal clinical rela-
tionships. There are not, however, exempt from ethical 
problems, increasing confrontation due to differences in 
criteria between doctors and patients, or their relatives 
[37, 58, 59].

Problems with confidentiality, most prominent in 
Mexico and Argentina, may also have a cultural basis 
[59, 60]. More collectivist societies (markedly Mexico) 
and with low tolerance for uncertainty are more con-
cerned about privacy [61]. It is also important to note 
that conflicts with confidentiality, although they occur in 
all clinical settings [62], are more linked to less reliable 
health systems, with conditions that cause social stigma 
(HIV, among others) and among marginalized commu-
nities [63–66] and with the occurrence of immigration, 
domestic violence, abortion in Argentina, among others 
[58, 67–69].

The third group of problems is more directly related to 
respect for the patient’s autonomy. In Mexico and Argen-
tina, conflicts with informed consent stand out, while 
in Spain capacity (assessment of capacity and decision-
making in people without capacity) and rejection of 
procedures stand out. Informed consent, which can be 
considered the explicit putting into practice of respect for 
autonomy in a clinical setting [11], can cause greater con-
flict in less autonomous cultures [70–72]. In Mexico, for 
example, there are official recommendations that empha-
size not being “too explicit” with the patient, in case the 
information generates “distress, depression or fear” [73]. 
Given that in Spain patient autonomy is considered more 
valuable, more problems related to decision-making 
capacity appear, since this is a prerequisite to be able to 

exercise autonomy. It is of note that in Spain life expec-
tancy is 7–8 years longer than in Mexico and Argentina 
[33], and therefore there are more patients with cognitive 
impairment [74, 75] and with loss of decision-making 
capacity [76]. Finally, in the three countries there are few 
conflicts arising from advance directives, undoubtedly 
because their implementation is very rare in the coun-
tries of the study [77–79].

Finally, a varied group of problems appears: conflicts 
with colleagues (more frequent in Spain), with other pro-
fessional groups, with the distribution of resources and 
cultural conflicts. In last place are conflicts with third 
parties, due to mistreatment and favorable treatment 
of patients. Regarding conflicts of interest (for example, 
with the pharmaceutical industry or with public adminis-
tration), it is striking that they are not highlighted more, 
because they are considered a serious problem when 
studied specifically [80]. In all three countries, it has been 
described that the pharmaceutical industry unduly influ-
ences prescription in a significant number of clinicians 
[81–83]. It has been postulated that there may be a cogni-
tive bias in clinicians regarding the influence of the phar-
maceutical industry on their decisions [84], minimizing 
its importance.

The findings of studies carried out in other countries 
have common aspects with ours. In the United States, 
conflicts at the end of life were also identified as the most 
frequent and difficult in routine clinical practice, while 
those in the clinical relationship are less common. Justice 
conflicts also stand out [3]. In a multicenter European 
study (Italy, Norway, Switzerland, United Kingdom), 
conflicts related to autonomy in decision-making pre-
dominated (94.8%), followed by disagreements between 
caregivers (81.2%) and conflicts related with WW and 
with lack of CPR orders (79.3%) [4]. Conflicts due to cul-
tural or religious reasons, as in our work, are rare.

Seven out of ten internists in Spain and Argentina 
reported encountering ethical conflicts in their clinical 
practice frequently or almost always, while in Mexico less 
than half (48%) did so. On the other hand, in Spain and 
Argentina ethical problems frequently or almost always 
made clinical practice difficult for four out of ten, more 
than double than in Mexico (18%). When asked about 
the degree of difficulty of ethical problems, it was moder-
ate or high for more than 60% of internists in Spain and 
Argentina, and only for 35% of Mexicans. Therefore, as 
internists encounter more ethical conflicts, more find 
it difficult to resolve them, as is the case in Spain and 
Argentina. These findings may be due to a certain “axi-
ological blindness”: if ethical conflicts are not identified 
(as was more frequently reported in Mexico), one is not 
aware of the problems associated with said conflicts. In 
the Spanish and Argentine cohort, healthcare profes-
sionals with formal training in bioethics (and, therefore, 
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who could be more sensitized) encountered more con-
flicts and found them difficult more frequently. All of 
this would reinforce the “Dunning-Kruger” effect: peo-
ple with a lack of knowledge and skills are more likely to 
overestimate themselves and not perceive their decisions 
as wrong [85]. For this reason, we consider it essential 
to increase training in bioethics in ordert o raise aware-
ness among clinicians and increase the detection and 
engagement with ethical problems [86]. The same applies 
to women (more sensitivity) [87, 88] and public workers 
(more solidarity), which could explain why such findings 
(encountering more conflicts and more participants find 
it difficult to resolve) in countries with less MAS such as 
ARG or SPA. Our study has been carried out in countries 
that share a language and historical influences [16], while 
their healthcare systems [89, 90], legislative and eco-
nomic systems [91] show certain differences. In general, 
the data from internists in Argentina and Spain are simi-
lar: they identify the same ethical problems (the same 
typology and with the same frequency) and consider 
them difficult to a similar degree. However, profession-
als from both countries differ regarding their satisfaction 
when solving them. In Spain and Mexico the satisfactory 
resolution is higher: 92% resolve ethical conflicts satis-
factorily frequently or almost always, while in Argen-
tina only 58% do so. Professional experience (which was 
longer in Spain and Mexico) is a possible explanation 
for these data. In fact, the subgroup of residents (more 
inexperienced) in Argentina is the one with the least sat-
isfaction, whereas those with more than 20 years of expe-
rience were the most satisfied.

This study has the limitations inherent to studies car-
ried out with self-administered questionnaires and closed 
answers. The degree of comprehension of the questions 
and the reasons that motivate the answers are unknown, 
and we cannot be sure that the participants have limited 
their interpretation of conflicts to the examples being 
cited in the questionnaire. There is also the possibility 
of a selection bias: that the respondents are more sensi-
tive or interested in the subject studied. Furthermore, 
the sample may not be representative because the sample 
size calculation was not conducted and the three samples 
present differences in their size (Mexico’s is larger) and 
sociodemographic characteristics, and they only repre-
sent a proportion of the internists in each country. The 
time lapse since data collection is significative, and the 
impact of the COVID-19 pandemic, the new regulation 
on euthanasia in Spain and advances in artificial intelli-
gence and telemedicine are not being evaluated in these 
results. Regarding its strengths, our study has a large 
sample size, the largest carried out with these character-
istics to date. Furthermore, the methodology when devel-
oping the survey has been exhaustive and a sufficient 

number of surveys has been obtained in each country to 
be able to draw robust conclusions.

Conclusions
Our findings suggest that the main ethical conflicts that 
internists in Spain, Argentina and Mexico face are related 
(in order) to the end of life, to the clinical relationship 
and to the patient’s autonomy. WW is the most frequent 
conflict in Spain and Argentina and the second in Mexico 
(the first among those who work in the inpatient setting). 
There is a lot of similarity between the most prominent 
conflicts in Spain and Argentina. Seven out of ten inter-
nists in Spain and Argentina report encountering ethical 
conflicts in their clinical practice frequently or almost 
always, while in Mexico less than half do so. In Spain and 
Argentina, ethical problems are considered more chal-
lenging and, in addition, they more commonly negatively 
influence daily clinical practice: four out of ten internists 
in Spain and Argentina reported that ethical conflicts 
frequently or almost always made their clinical prac-
tice more difficult, more than double than in Mexico. In 
Argentina, internists are less satisfied with the way ethi-
cal problems are resolved. To explain these differences, 
we have proposed different socio-cultural factors, among 
others: a positive assessment of death would decrease 
end-of-life ethical issues, paternalism would increase 
conflicts in the relationship with the patient, individual-
ism would increase conflicts in the relationship with the 
patient’s family and decrease privacy conflicts and lower 
masculinity index, public organization of the healthcare 
system and formal training in bioethics would increase 
the frequency of encountering ethical conflicts, as well as 
finding them more often difficult.
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