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Introduction

Studies suggest that good physician communication at 
the end of life can positively impact decision making in 
patients with serious illness (1), reduce length of stay in 

the intensive care unit (2-4), decrease non-beneficial life-

sustaining interventions (5,6), and improve patient and 

family satisfaction with end of life care (7,8). 

A goals of care (GOC) discussion can clarify a patient’s 
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understanding of their illness and confirm a health care 
provider’s understanding of their patient’s values and  
goals (9). These conversations cover complex content and 
require a delicate approach (10-12). Physicians often find 
it difficult to engage in these discussions for a variety of 
reasons, including inadequate training (1,10,12-17). 

Palliative care training during residency may be an 
optimal time to set the groundwork for developing good 
communication behaviors (14). Several studies have shown 
that classroom-based training can improve residents’ 
communication skills regarding end-of-life (18,19), serious 
illness (20) code status (21-23), giving bad news (21,24), 
and GOC (24). Further, hands-on training in a palliative 
care setting has been associated with self-perceived (25,26) 
and demonstrated (16,27) improvements in residents’ 
communication skills. However, it is not clear whether 
communication with terminally ill and dying patients is 
deliberately taught at bedside, or an inadvertent lesson 
learned (28). While these studies highlight that classroom 
or bedside training may improve GOC conversation 
skills, they do not explore the mechanisms—namely the 
learning environment and activities—that facilitate skill 
development. 

S t u d i e s  t h a t  d e s c r i b e  r e s i d e n t s ’  e n d - o f - l i f e 
communication training experiences have primarily 
focused on quantifying trainees’ exposure to certain 
learning activities or palliative care communication (29-33).  
However, these studies do not explain the educational 
value of these experiences. Further, none of these studies 
specifically focused on training within a palliative care 
context or training with a specialized palliative care center. 

A previous publication on a subset of our data reported 
that training in a specialized palliative care setting 
increased family medicine residents’ capacity to manage 
pain and symptoms, and communicate with patients 
and families. However, it may have also inadvertently 
reinforced a message that palliative care is a specialized 
area of medicine (34). 

The purpose of this study is to explore family medicine 
residents’ perceptions of their GOC training over a 4-week 
rotation with a specialized palliative care center, specifically 
focusing on residents’ self-perceived development, and 
identifying elements of the training that may facilitate 
communication skills development. 

Methods

Design

This is a qualitative secondary analysis of a previously 
collected data set. We used Inductive Thematic Analysis (35) 
to analyze semi-structured interviews with family medicine 
residents and explore their educational experiences during a 
palliative care rotation. The hospital research ethics board 
approved this study.

Participants

Information letters describing the study were emailed to 
all first-year and second-year family medicine residents 
completing a four-week rotation at a specialized palliative 
care center. A total of 25 residents completed a rotation at 
the center from July 2013 to June 2014. The study primary 
investigator (RM) is a physician with the center’s inpatient 
team and was in a supervisory role to some participants. In 
order to protect participant identity and reduce potential 
response bias, the study coordinator (AMK), who had no 
involvement in the participants’ educational experiences or 
evaluations, completed all recruitment. RM’s role was made 
known to participants during the consent process. 

Educational experience

The center offers palliative care services to patients in their 
homes, as well as inpatient consultations. Residents spent 
two weeks in each environment. In the home environment, 
residents accompanied palliative care physicians on patient 
home-visits. In the inpatient environment, residents worked 
with a palliative care consultation team consisting of two 
palliative care physicians and one clinical nurse specialist 
in an urban teaching hospital. No standardized teaching 
methods or curriculum were utilized throughout the 
training, other than weekly didactic seminars.

Data collection

Residents first completed a brief survey about their previous 
palliative care experience. Following their rotation, 
participants completed a semi-structured, one-on-one 
interview about their educational experience during the 
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rotation and their perceived roles as family physicians 
in the delivery of palliative care. The interview guide 
was developed by the PI and the study coordinator with 
feedback from the research team. The study coordinator 
conducted the interviews in person or over the phone (36).  
Interviews were audio-recorded and professionally 
transcribed. Transcripts were de-identified, and referred 
to by study ID during analysis. The study coordinator 
compared completed transcripts to the audio recordings to 
verify accuracy. 

Data analysis

We used a thematic analysis approach (35) to organize and 
describe participant experiences and perceptions. After 
the first 6 interviews had been completed, two reviewers 
(RM and AMK) collaboratively reviewed the transcripts 
and generated a list of codes based on high-level recurring 
concepts. Using NVivo software (Version 10), the codes 
were then independently applied line-by-line to the initial 
6 and each of the 9 subsequent interviews as they were 
completed. New codes were created and applied as required. 
Interview questions were modified as necessary to probe 
emerging areas of interest. 

During two subsequent meetings, the reviewers compared 
their application of codes to the interviews to achieve 
consensus. RM, AMK, and JW, a home-environment 
physician from the palliative care center, reviewed the data 
within the codes related to communication and teaching 
strategies to identify patterns across participant responses. 

Throughout the analysis and writing process, emerging 
themes were checked against the data to ensure that themes 
were representative of participant responses. Through 
this process of pattern identification and refinement, the 

research team determined that no new dimensions or 
insights were emerging, indicating that we had achieved 
saturation (37). Coding and interviewing were terminated at 
this time.

Results

Of twenty-two residents that consented to participate, 
15 completed interviews, which lasted 15–30 minutes. 
Seven residents did not complete interviews due to time 
restrictions or lack of response. Participant characteristics 
are presented in Table 1. Of the 15 participants, nine were 
first-year residents and six were second-year residents. Sixty 
percent of participants indicated this was their first palliative 
rotation (n=9). Of these participants, 4 (44%) indicated 
they had previous exposure to palliative care during medical 
school training.

Learner perceptions of their communication skill 
development

Participants indicated that learning how to have a GOC 
conversation was a valuable part of the rotation that would 
serve them in their future family practice. 

“I think the most important thing that I took home was 
the communication piece and I saw some really great ways of 
approaching things that I wouldn’t necessarily feel comfortable 
approaching myself or would have been before” (PGY2-1). 

Participants often described feeling more competent and 
comfortable conducting GOC conversations at the end of 
the rotation. 

“I’d say the GOC discussions and family meetings are 
definitely something I’m more comfortable with now. I’ve had the 
chance to see experts do them a few times and I think I’ve gained 
some tips watching them” (PGY1-13).

Elements of training that were valuable for communication 
skill development

We identified two themes that describe elements of the 
rotation that were valuable for GOC communication 
development. These include: (I) a constructive learning 
environment, and (II) structured learning activities. 

A constructive learning environment
Participants described two factors that created an 
environment that promoted engagement in GOC 
conversations: (I)  adequate time for having GOC 

Table 1 Participant characteristics

Participant characteristics Participant responses n (%)

PGY year

PGY 1 9 (60.0)

PGY 2 6 (40.0)

First palliative care rotation

Yes 9 (60.0)

No 5 (33.3)

Blank 1 (6.7)

PGY, post graduate year.
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conversations, and (II) preceptor support. 

Adequate time for GOC conversations
Participants did not feel rushed, which allowed them to 
engage in meaningful GOC conversations with patients and 
families. This was contrasted with other rotations, where 
residents have less time for patient interactions in order to 
get through a larger volume of cases. 

“I could sit there and talk to them [patients] whereas all the 
other rotations it’s quick, quick, okay, what’s their medical issue 
and let’s resolve their medical issue.” (PGY2-2).

Preceptor support 
Participants felt supported in their learning when their 
preceptors were available to help during conversations if the 
resident was not sure what to do.

“I was able to lead interviews with patients, but I always felt 
that I was really supported and that there was someone with more 
experience close by” (PGY1-5).

For many residents, this was their first time participating 
in the care for dying patients and participants described 
having opportunities to reflect on specific conversations, 
their feelings about death and dying, and the rotation 
overall with their preceptors. 

 “I felt like there was a lot of opportunity to reflect, and ask 
questions, even if it wasn’t just about the discussion, but about how 
I was feeling about what I was talking about, or seeing, which 
was good.” (PGY2-4).

Structured learning activities
Within the constructive learning environment, residents 
described three types of learning activities that facilitated 
development of their GOC communication skills: (I) 
preceptor modeling, (II) supervised resident-led discussions, 
and (III) independent practice. These learning activities 
were described along a continuum of independence.

“She [preceptor] took it step by step. She let me watch her 
first and then she let me control everything while she was in 
attendance, and then she’d let me do things on my own, and then 
she would come back and review. It was a good progression, in 
terms of how she gave me my independence” (PGY2-2).

Preceptor modeling
At the beginning of their rotation, most residents described 
feeling inadequately prepared to have GOC conversations 
with patients and families. At these times, preceptors led 
the conversation to demonstrate key aspects of effective 
GOC discussions. Residents valued these opportunities 

for observation and indicated that this degree of guidance 
was unique to this rotation. Participants felt that 
observing experts have these conversations improved their 
understanding of the key elements of GOC conversations. 

“Speaking about goals of care with families and having 
family meetings, I think, is also something we don’t get a lot 
of experience with [in other rotations]… That was also a huge 
learning opportunity, just to see how the staff lead those meetings” 
(PGY1-3).

A few residents did not have this opportunity to observe 
expert-led interactions, which they identified as a missed 
learning opportunity. 

“[The patient] was so angry about his diagnosis he did not 
want to talk about it at all. I felt like I was shadowboxing a little 
bit and not really getting anywhere. I know one of the staff went 
in later to see him, and I thought that would have been helpful 
for me to watch to see how they worked their magic in that space.” 
(PGY1-8).

Supervised resident-led discussions
Residents described being given the opportunity to lead 
GOC conversations, but with the preceptors in the room 
observing. Some residents were uncomfortable being 
observed but ultimately appreciated these opportunities for 
hands-on practice, and targeted feedback from preceptors. 

 “I always find it awkward when someone is watching you 
because I feel more nervous, and I'm not as comfortable as if I’m 
just by myself. But, I felt like that I hadn’t had a lot of end-of-life 
discussions, so, I was also uncomfortable talking about it, so, it was 
good to get the feedback like, ‘you asked this well’, or, ‘you brought 
it up well, don’t forget to ask this and that’” (PGY2-4).

Residents contrasted this experience with other rotations 
where they were given total independence with minimal 
support. 

“I guess [the level of support] just surprised me because my 
previous experience was kind of like I’d be on a rotation and I 
would be told to go tell someone that they were dying, or I would 
have to go get a code status on someone who I had just met.” 
(PGY1-5).

Supervised, resident-led discussions were challenging 
when patients and families directed their communication to 
the preceptor, placing the resident in a more passive role. 

“The other issue is when you’re with a staff seeing a patient… 
Even if [the preceptor] sets out to give you all the independence, it 
ends up being that the patient’s family will bring the staff into the 
conversation because it’s just automatic; that when [the preceptors] 
are sitting there they get pulled in.” (PGY1-6).
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Independent practice 
Finally, residents described opportunities to independently 
put their skills into practice. In these instances, residents 
engaged in conversations with patients and families without 
preceptors in room, but still had access to them for help or 
debriefing. 

“There was lots of trying to encourage me to be independent 
and assess patients on my own and take on some of the more 
difficult parts of the conversation, which I appreciated. So lots of 
independent learning…” (PGY1-10).

Residents noted they had more opportunities for 
independent practice with patients in the inpatient 
environment. This was contrasted with the home setting, 
where residents and preceptors travelled together to all 
patient visits. As a result, there were fewer opportunities for 
independent, unsupervised patient encounters. 

“In the community I observed the goals of care conversations 
for the most part and then I did one or two on my own. I guess 
two on my own with one being observed. And then the inpatient 
was basically all, I think, me” (PGY2-12).

Discussion

Our study explored resident perceptions of their learning 
experiences during a rotation with a specialized palliative 
care center. Residents felt that having GOC conversations 
with patients and families were meaningful experiences 
that would be relevant to their future practices, and they 
were more comfortable having these conversations at 
the end of the rotation. This finding is relevant given 
that effective GOC discussions can positively influence 
patient satisfaction (7,8) and patient care (1,5,6) yet family 
physicians feel inadequately trained to discuss treatment 
preferences and values with their patients (1,12-17).

Residents described several elements of the training 
experience that may have facilitated their communication 
skill development. These included a constructive learning 
environment (i.e., ample time for, and support during and 
after GOC conversations) and specific learning activities 
(i.e., modelling, supervised practice, and independent 
practice).

Residents suggested that they were given increasing 
degrees of independence over the course of the rotation. 
This  resonates  with the concepts  of  progress ive 
independence (38-40), and entrustment in competency-
based medical education (41). These concepts suggest 
that as residents develop and demonstrate increasing 
competence, their needs for instruction and supervision 

decrease, and they are afforded increasing degrees of 
responsibility and independence. 

Learning that occurs under direct supervision of faculty 
presents important educational opportunities. For example, 
preceptors can verbally explain the rationale, rules and 
boundaries that guide expert clinical decision-making at 
the time care is provided (40,42,43). As well, observing 
residents at the bedside allows preceptors to provide 
immediate and specific feedback (42-44) about areas for 
improvement, which can then be addressed in future patient  
encounters (44). Residents in other studies have noted the 
value of observing senior staff (32,33,45) and receiving 
targeted feedback (32,45). However, these opportunities 
may be limited during residency. Most studies report that 
only 23–50% of residents have an opportunity to watch 
senior physicians discuss advanced directives or end-of-
life care (31,32,46). Similarly, few residents report being 
observed or receiving feedback on their communication 
during rotations (20,31-33,45). This could have negative 
learning implications as learners miss out on valuable 
formative feedback aimed at supporting clinical skill 
development (47). 

In later stages of training, residents may be afforded 
greater degrees of responsibility and independence. 
Residents in our study valued independence with support 
from their preceptor. It has been argued that unsupervised 
practice in a supportive training environment is necessary 
to prepare residents for real life practice where they will be 
acting completely independently (41).

The nature of a palliative care rotation may lend itself 
to these types of activities in a way that other rotations 
do not; patient encounters in the home and inpatient 
environments are often longer in duration with an 
emphasis on complex conversations. This allows for equal 
prioritization between patient care and teaching that is 
responsive to resident learning needs in a way that may not 
be possible in acute care environments (48,49). This also 
provides an opportunity to practice responding genuinely to 
human suffering rather than following scripted instructions 
that lack empathy (50). Given that participants noted 
fewer opportunities for independent practice in the home 
setting, preceptors in the community environment must 
make intentional efforts to ensure residents have adequate 
opportunities for independent practice.

Our findings highlight the elements of a palliative care 
rotation that were meaningful to residents and empowered 
them to feel comfortable having GOC discussions with 
patients. However, it is important to recognize that the 
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needs of learners vary. Indeed, the flexibility needed for 
skilled conversations is mirrored in the responsiveness and 
reflexivity needed to teach this skill. Movement back and 
forth between the three stages of independence described 
by residents is more realistic than a continuous progression; 
as residents develop and reflect on their skills, it is 
important to identify areas of weakness and address them by 
re-engaging in this iterative learning cycle. This should not 
be viewed as a regression, but rather as a natural part of the 
learning process. 

Limitations

As this study was conducted within one comprehensive 
palliative care program in a large urban center, there 
may be limited generalizability from these findings to 
other palliative programs. Future research should explore 
whether this study’s findings of effective teaching processes 
regarding GOC conservations may be applicable to trainees’ 
experiences in different palliative care programs. Further, 
residents’ reports of what was effective for their learning 
may not actually correlate with improved communication 
from the patients’ or families’ perspectives, particularly in 
the long-term. Further study is needed to understand how 
patients perceive GOC conversations following resident 
training in this area. 

Conclusions

Through this qualitative study, we found that residents 
value a teaching environment that prioritizes learning and 
a teaching approach that affords them various degrees of 
independence in GOC discussions. Residents observed 
preceptors having GOC conversations, demonstrating 
empathy, compassion, and honesty. They further benefitted 
from having conversations with patients in a supportive, 
learning-focused environment that provided opportunities 
for feedback and reflection. Finally, residents were given 
ample time to independently practice and refine their 
skills, which was perceived as a key component to their 
development. 

Underscoring this continuum of independence was 
an environment that supported residents’ educational 
journeys. Prioritizing learner development in having GOC 
conversations and allowing time for residents to develop 
relationships with patients were vital components of this 
environment. 

It is essential that faculty members who are skilled in 

communication be available for mentoring residents early 
in their training. The nature of palliative care lends itself 
to purposefully guiding resident development of GOC 
conversation skills. Improving residents’ skills to have 
effective conversations with patients and families will 
ultimately improve patient satisfaction (7,8) and the quality 
of care they receive at end-of-life (1-6). 
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