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The overwhelming majority of today’s medical students 
will be involved in a patient’s end-of-life (EOL) care. 
Fortunately, both medical students and residents have 

positive attitudes towards caring for EOL patients and believe 
that these interactions provide meaningful learning experiences.1,2 
Medical education deans also consider EOL care education to be 
“very important” and support its incorporation into undergraduate 
curricula.3 Since our understanding of what constitutes quality 
EOL care continues to evolve,4–6 so too should the implementation 
of these insights into medical school curricula. With this in mind, 
our objectives are to outline the essentials of quality EOL care, to 
assess the adequacy of instruction in Canadian medical curricula, 
and to discuss programs that have made steps towards addressing 
this vital issue. 

A recent study has highlighted key factors for medical 
professionals to consider when approaching clinical encounters 
in EOL care.4 The most important element identified by doctors, 
patients, and families in the provision of quality EOL care is 
being able to trust and have confidence in their doctors. Other 
factors have also been ranked highly by both parties: patients 
should not be kept on prolonged and unnecessary life-support, 
honest communication should occur between doctors, patients, 
and their families concerning the disease process, and finally, 
patients should be given adequate time to resolve conflicts, say 
their goodbyes, and prepare for life’s end. 

Effective communication techniques can minimize the 

distress experienced by families of terminally ill patients. While 
prognostic discussions may be uncomfortable, they are necessary 
to provide a shared understanding among patients and family 
members regarding the patient’s outlook and to guard against 
the unnecessary grief arising from unrealistic expectations. It 
is the responsibility of the healthcare professional to create an 
environment where these discussions can occur in an honest and 
direct manner.5 

Finally, the value of having a physician with a kind and 
caring attitude should not be taken for granted. Informal, everyday 
conversations with patients and families help create some sense of 
normalcy and humaneness in an otherwise alien situation. Indeed, 
patients and families, aware of their vulnerability in such settings, 
strive to maintain good relationships with their doctors, often 
fearing that complaints may damage the quality of their care.6 
It is thus a top priority for doctors to promote and maintain a 
comforting environment where patients and family members will 
feel satisfied with the memorable interactions that occur at life’s 
end. 
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It is unfortunate that many junior physicians find dealing with 
EOL situations to be the most uncomfortable and unknown area 
in their medical practice.7 Medical residents value learning from 
terminally ill patients; however, lack of training and supervision 
can contribute to emotional distress.2 Barriers to comprehensive 
teaching of palliative care in Canadian undergraduate medical 
education include competition for time, resources, and lack of 
faculty expertise and leadership.8 Students often feel that medical 
culture is not supportive of EOL education, perhaps because 
physicians feel unprepared to teach EOL care.4 Although EOL-
related instruction has increased over the past two decades, 
its implementation in undergraduate education tends to be 
fragmented, inconsistent, and rarely formally assessed.7 The 
Educating Future Physicians in Palliative and End-of-Life Care 
(EFPPEC) Project is a unique initiative undertaken to increase 
and standardize EOL care instruction in Canadian medical 
education.9 By 2008, this nationwide, interdisciplinary team had 
developed a complete undergraduate EOL curriculum; however, 
its effectiveness has not yet been formally assessed. 

While we are not in the position to make specific 
recommendations, there are several examples of medical schools 
that have implemented successful EOL programs, resulting in 
increased confidence perceived by their students when caring for 
patients at the end-of-life.10–12

In New Zealand, medical undergraduate students are 
required to complete intermittent visits with a hospice patient and 
his/her caregivers over a period of at least one month.10 These 
visits are followed with personal reflection regarding the student’s 
emotional responses, thoughts on spirituality, and self-identified 
areas of improvement for providing care to terminally ill patients 
in the future. Many students find the program’s emphasis on 
treating the whole person, instead of individual parts of the 
disease, to be both personally and professionally enriching. 

In contrast, a program in New York has focused on 
teaching EOL care through multiple small group discussions 
and interactive lectures.11 The curriculum is split into four main 
topics: pain alleviation, management of distressing symptoms, 
communicating bad news, and advanced directives. Students then 
practice effective communication through videotaped interviews 
with standardized patients. Co-facilitation of the discussions by 
physicians and ethicists provides an ideal team-teaching model to 
address decision-making, legal, and ethical issues related to EOL 
care. Students appreciated the opportunity to practice delivering 
difficult news to standardized patients before encountering 
potentially uncomfortable real-life situations.

The University of Alberta has received generally positive student 
feedback by integrating both of the aforementioned techniques 
into its instruction.12 It splits palliative care teaching into six 
classroom sessions, involving both small group discussions and 
didactic lectures. These are followed by a hospice visit and post-
visit discussion led by a palliative care expert. The classroom 
sessions provide an opportunity to clarify information and ask 
questions before attending the hospice session while the hospice 
visit provides reinforcement and integration of lecture content. 

It is worthwhile noting that virtually any amount and 
type of educational intervention, especially those with multiple 
methods of instruction, can improve students’ knowledge and 
competence when encountering EOL situations.2,13 Our hope 
is that this commentary will provide areas of focus for medical 
schools to enhance the teaching of EOL care in medical curricula 
and that graduating students may be adequately prepared to meet 
the needs of terminally ill patients and their families in our aging 
population.  

REFERENCES

1.	 Lloyd-Williams M, Dogra N. Attitudes of preclinical medical students 
towards caring for chronically ill and dying patients: does palliative care 
teaching make a difference? Postgrad Med J. 2004; 80(939): 31–4.

2.	 Schroder C, Heyland D, Jiang X, Rocker G, Dodek P. Canadian Researchers 
at the End of Life Network. Educating medical residents in end-of-life 
care: insights from a multicenter survey. J Palliat Med. 2009; 12(5):459–
70.	

3.	 Sullivan AM, Warren AG, Lakoma MD, Liaw KR, Hwang D, Block SD. 
End-of-life care in the curriculm: a national study of medical education 
deans. Acad Med. 2004; 79(8):760–8.

4.	 Heyland DK, Dodek P, Rocker G, Groll D, Gafni A, Pichora D, et al. 
Canadian Researchers End-of-Life Network (CARENET). What matters 
most in end-of-life care: perceptions of seriously ill patients and their 
family members. CMAJ. 2006; 174(5)627–33.

5.	 Heyland DK, Allan DE, Rocker G, Dodek P, Pichora D, Gafni A. Canadian 
Researchers End-of-Life Network (CARENET). Discussing prognosis 
with patients and their families near the end of life: impact on satisfaction 
with end-of-life care. Open Med. 2009; 3(2):101–10.

6.	 Spichiger E. Patients’ and families’ experiences of their relationship with 
professional healthcare providers in hospital end-of-life care. J Hosp 
Palliat Nurs. 2010; 12(3):194–202. 

7.	 Lloyd-Williams M, MacLeod RD. A systematic review of teaching and 
learning in palliative care within the medical undergraduate curriculum. 
Med Teach. 2004; 26(8):683–90.

8.	 Oneschuk D, Moloughney B, Jones-McLean E, Challis A. The status of 
undergraduate palliative medicine education in Canada: a 2001 survey. J 
Palliat Care. 2004; 20(1): 32–7.

9.	 EFPPEC. Educating future physicians in palliative and end-of-life care 
– project overview. [Internet]. 2008[updated 2008 March 31; cited 2011 
April 25]. Available from: http://www.afmc.ca/efppec/pages/main.html 

10.	 MacLeod RD, Parkin C, Pullon S, Robertson G. Early clinical exposure to 
people who are dying: learning to care at the end of life. Med Educ. 2003; 
37(1):51–8.

11.	 Pan CX, Soriano RP, Fischberg DJ. Palliative care module within a 
required geriatrics clerkship: taking advantage of existing partnerships. 
Acad Med. 2002; 77(9):936–7.

12.	 Oneschuk D. Undergraduate medical palliative care education: a new 
Canadian perspective. J Palliat Med. 2002; 5(1):43–7.

13.	 Shaw EA, Marshall D, Howard M, Taniguchi A, Winemaker S, Burns S. A 
systematic review of postgraduate palliative care curricula. J Palliat Med. 
2010; 13(9):1091–108.

37

COMMENTARIES

Barriers to comprehensive 
teaching of palliative care in 

Canadian undergraduate medical 
education include competition for time, 
resources, and lack of faculty expertise 
and leadership.

“


