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LITERATURE REVIEW

 Current medical curricula is centered on maintaining health 
and curing diseases, leaving physicians feeling ill-prepared 
for EOL care.1

 We conducted a systematic review of EOL care preparation 
in 3rd and 4th year medical students.

 Of the 10 studies identified, it was found that amount of 
exposure to EOL care correlates with students’ feelings of 
preparedness. 

 Future research should focus on:

 Development of EOL curricular objectives/requirements for 
medical students; and 

 Addressing hidden curricular messages that can negatively 
impact students’ overall perceptions of EOL care. 

Katie E. Nelson,1 Joseph E. Gaugler, PhD2

This research was funded by the University of Minnesota’s Undergraduate Research Opportunities Program.

1University of Minnesota Rochester; 2Center on Aging, School of Nursing, University of Minnesota

OBJECTIVE

 To identify medical students’ degree of preparation to 
provide end-of-life (EOL) care in future practice. 

METHODS

 A cross-sectional, anonymous survey of EOL care 
preparedness was developed utilizing adapted instrument 
items.2,3,4 

 The survey was distributed to 22 institutions (Big 10 
institutions and peers); 4 institutions responded (N = 113).

 Data collection: 

 Background characteristics

 Attitudes about EOL care (1 = strongly agree; 4 = strongly 
disagree)4

 Self-perceived competence (1 = very competent; 5 = not 
competent)3

 Open-ended item on perceptions of EOL training

 Analysis

 Descriptive data analysis: Frequency response

 Bivariate associations between student background and item 
responses: Chi-square and analyses of variance (ANOVAs)

BIVARIATE ASSOCIATIONS

 Women were more likely to dread dealing with the emotional 
stress of family members than men (M = 2.79 vs. 3.14; p < 
.05).

 Non-Caucasians and those who did not complete a rotation 
on EOL care were more likely to feel that caring for dying 
patients is depressing (M = 2.45 vs. 2.85; M = 2.67 vs. 3.11, 
respectively; p < .05).

 Women felt less competent in EOL care for a number of 
items (p < .05).

 4th year students felt more competent in EOL care than 3rd 
years students on a number of items (p < .001 to p < .05).

 Taking a course in EOL as well as completing a rotation in 
EOL also appeared to enhance medical students' 
perceptions of EOL competence (p < .05).

DISCUSSION

 Students recognize that physicians have a responsibility to 
provide EOL care, yet educational deficiencies exist.4

 The amount of exposure to EOL care directly correlates with 
a student’s feelings of preparedness to provide EOL care to 
patients in the future.

 Less emphasis on psychological domains of EOL care 
(discussing patients’ feelings, providing bereavement, etc.).

 Limitations: institutional refusal rate, self-report, varying 
training standards across institutions

CLINICAL AND PRACTICE IMPLICATIONS

 These data demonstrate that educational deficiencies exist 
in current EOL care training.

 General hesitancy to acknowledge death and patients’ needs at 
the end of life.4

 Students require more exposure to dying patients so that 
they can develop EOL care skills.

 Implementation of standard EOL requirements are 
important.3

Table 1. Background Characteristics (N = 113) 

 
Variable 

 
All Respondents, % 

 

Gender (Female) 61.9 
  

Race (Caucasian) 74.3 
  

Training Year (4th year) 62.8 
  

Experienced death of loved one 77.9 
  

Taken course in end-of-life care 33.6 
  

Completed rotation in end-of-life care 16.8 
  

Preparedness for future end-of-life care                   
(not at all/not very prepared) 

35.4 

REFERENCES
1) Balaban RB. A Physician’s Guide to Talking About End-of-Life Care. J 

Gen Intern Med. 2000; 15: 195-200. 
2) Billings ME, Engelberg R, Curtis JR, Block S, Sullivan AM. 

Determinants of Medical Students’ Perceived Preparation To 
Perform End-of-Life Care, Quality of End-of-Life Care Education, 
and Attitudes Toward End-of-Life Care. Palliat Med. 2010; 13(3): 319-
326. 

3) Billings ME, Curtis JR, Engelberg RA. Medicine Residents’ Self-
Perceived Competence in End-of-Life Care. Acad Med. 2009; 84: 
1533-1539. 

4) Sullivan AM, Lakoma MD, Block SD. The Status of Medical Education in 
End-of-Life Care: A National Report. J Gen Intern Med. 2003; 18:
685-695. 

Table 3. Self-Perceived Competence in End-of-Life Care. 

Results Indicate Respondents who selected “Very 

Competent” or “Moderately Competent”.  

Survey Item 

All 
Respondents, 

% 

Giving bad news about an illness.  46.9 
  

Conducting family meetings.  30.1 
  

Expressing empathy.  91.2 
  

Discussing treatment options. 68.2 
  

Discussing how a patient can maintain hope. 41.6 
  

Discussing code status with patients and 
families. 

59.3 

  

Discussing a hospice referral.  43.4 
  

Determining a patient’s goals/fears at the 
end of life. 

52.2 

  

Effectively managing pain. 33.6 
  

Communicating with other care providers. 76.1 
  

Eliciting a patient’s emotional reaction to 
his/her illness. 

63.7 

  

Responding to “Why did this happen to 
me?”  

38.9 

  

Responding to patients who deny the 
seriousness of their illness. 

23.9 

  

Responding to patients/families wanting 
treatments not indicated. 

31.9 

  

Discussing religious/spiritual issues with 
patients/families.  

47.8 

Table 2. Attitudes about End-of-Life Care. Results Indicate 

Respondents Who “Agreed” or “Strongly Agreed” with 

Statement. 

Statement 
All Respondents  

% 

Physicians have a responsibility to help 
patients prepare for death. 

99.1 

 
 

Little can be done to alleviate suffering and 
grief for dying patients.  

29.2 

 
 

It’s possible to maintain hope when giving a 
poor prognosis. 

64.6 

 
 

Psychological suffering is as severe as 
physical suffering. 

100.0 

5  

Depression is treatable for terminal 
patients. 

98.3 

Family members interfere when providing 
end-of-life care. 

41.6 

 
 

I dread dealing with the emotional distress 
of family members. 

30.1 

 
 

An interdisciplinary approach can better 
meet patients’ needs. 

96.4 

 
 

Caring for the dying is depressing. 38.9 
 

 

I feel guilty after a death. 28.3 
 

 

I feel I have failed as a doctor if a patient 
dies. 
 

12.4 

Caring for dying patients is more satisfying 
than other clinical activities.  

26.6 

Table 4. Selected Open-Ended Student Responses on Adequacy of Medical Training 

in End-of-Life Care.  

 
Responses 

 

“I think there is a general hesitancy to discuss EOL issues in the medical community, 
which makes it difficult to incorporate this into the medical curriculum despite its 
importance.”  
 

“So much of our training focuses on care of patients who are going to recover or who 
we are helping to minimize complications of chronic illness or avoid dying. I've had a 
number of sessions discussing EOL issues from theoretical perspective, but 
precious little real experience with real dying patients, which I think would be 
necessary to achieve true competence."  
 

"I have witnessed many family discussions but never had the opportunity to lead 
(with supervision) family discussions. I think this should be more integrated in the 
curriculum.” 
 
 

"We were immersed in settings attending codes, trauma, etc. but most of the time the 
resident and attending did not discuss EOL issues afterwards with us. We did not 
have assigned groups or mentors to bring these experiences to if we had questions."  
   

“This is an especially challenging aspect of good care, and I would welcome 
additional opportunities to practice and improve my competency in delivering that 
care.”  

 


