
540

Blackwell Publishing, Ltd.O R I G I N A L  A R T I C L ETorke et al., End-of-Life Care WorkshopA Workshop to Teach Medical Students Communication Skills 
and Clinical Knowledge About End-of-Life Care
Alexia M. Torke, MD, Tammie E. Quest, MD, Kathy Kinlaw, MDiv, J. William Eley, MD, MPH, 
William T. Branch, Jr., MD

We describe a half-day workshop to teach third-year medical
students three focused end-of-life care skills: breaking bad
news, discussing advance directives, and assessing and man-
aging pain. Our workshop included a readers’ theater exercise
and three role-play exercises. In two of the workshops, faculty
members played the role of patients. We used readers’ theater
to engage the students on an emotional level and set a reflec-
tive tone for the workshop. Evaluations reflected that most
respondents felt that the workshop enhanced their under-
standing and ability to address these skills with patients. By
6 months, many students reported applying these skills to
patient care in a way they thought was effective.
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Medical educators are increasingly recognizing the
importance of education about end-of-life care, and

are calling for improvement in this area.1–3 There is evi-
dence that deficits in end-of-life training and education
have negative consequences for both patients and phys-
icians. For example, poor physician communication can
affect patients’ satisfaction and psychosocial adjustment.4

Furthermore, physicians’ perception of the adequacy of
their training in palliative care management and communi-
cation is associated with a physicians’ own adjustment.5

In spite of this, many physicians do not receive formal
training in key communication and management skills that
are essential for end-of-life care, such as treating pain or
breaking bad news,6,7 and many medical students and phys-
icians do not feel adequately prepared for these important
tasks.8–11

Educational innovations to improve end-of-life care
must not only teach knowledge and skills, they should foster
an attitude of caring and compassion. Students engaged
in such efforts must be willing to reflect on their own com-
munication style and their own emotional reactions to such
encounters. A safe environment for exploring emotionally
charged issues is important to the success of such edu-
cational endeavors.12

We set out to create a learning experience that would
meet the following goals: 1) to educate the entire third-year

class, which is usually divided among different hospitals
on their clinical clerkships, on 3 skills necessary for end-
of-life care; 2) to employ active learning techniques that
would allow students to practice essential skills; and 3) to
teach a complex set of patient-centered communication
skills, including active listening, expressions of empathy,
and responses to strong emotions.

Description

The workshop was designed by a core group of faculty,
the End-of-Life Curriculum Team. The team formed when
the dean of the school of medicine determined the need for
better end-of-life care and requested that the group plan
a curriculum to include interventions throughout the 4
years of medical school. To date, we have developed and
implemented curricula for medical students in years 1
through 3. During year 1, the curriculum includes 6 required
half-day sessions and 4 elective sessions in a local hospice,
and focuses on learning to build a relationship with a
patient who is dying. During the second year, the curriculum
focuses on advanced interviewing and communication skills
with dying patients, and consists of 2 half-day exercises
that include role-play demonstration and practice.

The third year, as described in this paper, is devoted
to skills for end of life care. To introduce these skills, we
developed a required half-day workshop for all third-year
medical students, which was held for the first time in
February 2003. This took place on an “interclerkship day,”
in which the entire third-year class is brought together to
teach skills that are essential for clinical training but may
not be addressed by any one required clerkship. Edu-
cational methods used in our workshop included: a readers’
theater exercise13 to set a reflective tone for the day; the
use of faculty playing the role of patients; and an extended
role-play exercise using a standardized patient to teach
about pain management. A small group format with
focused faculty mentoring provided the opportunity to cre-
ate a safe learning environment for such exercises. Faculty
were encouraged to help the students succeed in the exer-
cise, through the use of feedback and coaching.

The workshop was required for 108 third-year medical
students. The class was divided in two by alphabet, with
half of the students in a morning session and half in the
afternoon. Within each half-day session, students met in
a large group for the readers’ theater exercise and brief
(15-minute) didactic lectures about advance directives and
breaking bad news. We recruited a total of 13 additional
faculty, composed of 1 clinical ethicist, 11 faculty phys-
icians from the school of medicine with an interest in
palliative care and patient-doctor communication (3 general
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internists, 3 geriatricians, 2 hospitalists, 2 family phys-
icians, 1 emergency physician, and 1 chief resident), and
1 physician from the community who was the medical
director of a hospice. Each faculty member conducted the
same exercise several times, with students rotating
between exercises.

Faculty Development

Prior to the workshop day, 9 of the 13 workshop faculty
participated in a 1-day faculty development course led by
the End-of-Life Curriculum Team. This involved an over-
view of the end-of-life curriculum at our institution, a
writing exercise in which participants wrote about and
discussed their own experiences with death, and the oppor-
tunity to participate in the role-play exercise that they
would be leading.

Readers’ Theater

Readers’ theater involves the use of a script that
depicts a short story or other text. It is performed without
props or sets, and actors usually sit rather than move
around the stage. In medical settings, scripts that illustrate
some aspect of a patient’s experience or the patient-doctor
relationship can be a powerful way to engage learners and
to begin a dialogue about these experiences.13

In our readers’ theater exercise, fourth-year medical
students were recruited ahead of time to act as readers.
They had one rehearsal, and then performed in front of the
rest of the workshop group (approximately 55 students).
One of our faculty (KK) adapted a short story by Lorrie
Moore, about the diagnosis and treatment of an infant with
Wilm’s tumor told from the mother’s perspective.14 For our
workshop, faculty members led a discussion that focused
on the students’ reactions to the story and how the char-
acters’ behavior related to their own images of physicians
and their communication with families.

Pain Management Role Play

This exercise was conducted with groups of 12 to 16
students, and was led by a faculty member who is a clinical
oncologist (WE) and experienced in the clinical manage-
ment of pain. In order to teach both the pharmacologic
aspects of pain management and the communication
aspects of caring for a patient in pain, we developed an
extended role-play exercise in which three students had the
opportunity to interview a standardized patient with cancer
pain. Each student conducted an interview at a different
point in her care.

At each step, the student was given the general goals
of showing concern and empathy for the patient and
assessing her pain. Specific learning goals for each encoun-
ter included choosing appropriate pain medications and
doses, converting intravenous to oral formulations, and
considering the treatment of side effects such as constip-
ation. Following each interview, the faculty member led a

discussion about appropriate management, and provided
necessary information about medications, doses, and side
effects. The faculty member sought to actively involve the
other students in the exercise by soliciting suggestions for
management and feedback on the student interviews.

Breaking Bad News Role Play

After reviewing the literature,9,15,16 we developed a
3-step process for breaking bad news (see Table 1). This
process included communication skills for building the
patient-doctor relationship.17 Each student was provided
with a handout and a laminated pocket card that outlined
the steps. In this role play, the faculty preceptor played the
roles of a man returning for the result of a lung biopsy that

Table 1. Instructions for Discussions About Breaking Bad 
News and Advance Directives

Breaking Bad News
1. Preparation and Delivery of News

A. Ask permission to talk
B. Ask about patient’s understanding of the problem
C. Determine how much patient knows
D. Determine how much patient wants to know
E. Preparation: “I am afraid I have some bad/difficult news”
F. Deliver the news, no medical jargon

2. Patient’s Response to Difficult/Bad News
A. Allow time for patient to hear the news and react
B. Check to be sure patient understood
C. Respond to patient’s emotions
D. Explore patient’s concerns
E. Explore the meaning of news to patient

3. Plan for the Next Steps 
A. Offer support to the patient
B. Ask whether patient wants more information about 

diagnosis and prognosis
C. Make a plan for follow-up and referral
D. Tell patient you will stick with them

Advance Directives
1. Opening the End-of-Life/Advance Directive Discussion

A. Ask permission to talk
B. Ascertain the patient’s understanding of the disease
C. Ask about patient’s emotional state
D. Introduce the topic
E. May need to reassure patient that you are not raising 

these issues because he/she is about to die now
2. Assess Patient Preferences Regarding End-of-Life Care

A. Explain treatment options at the end of life
B. Gain a deep understanding of patient preferences

3. Critical Steps to Creating an Advance Directive
A. Identify patient preferences
B. Identify surrogate decision maker(s)
C. Plan to communicate with surrogate decision maker(s) 

regarding preferences
D. Plan to communicate with health care providers 

regarding preferences
E. Document preferences and surrogate decision maker(s)
F. Offer resources/referrals for patient

4. Supportive Closing
A. Emphasis on active and engaged supportive care of 

patient
B. Arrange follow-up
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reveals cancer and then a woman who finds out she has
malignant melanoma. A faculty member worked with four
students during this exercise. Each student conducted
one phase of the breaking bad news discussion and was
given feedback immediately after. Specific learning goals
included demonstrating the 3-step process for breaking
bad news and demonstrating emotion-handling skills such
as expressions of empathy and partnering with the patient.

Role-play techniques have been used with success in
workshops addressing end-of-life issues with attending
physicians18 and residents.19 We could find few published
reports of other educational exercises in which faculty play
the role of the patient.20,21 This approach is economically
feasible for a large class of students who are working in
small groups and allows the patient to be played by some-
one who is very familiar with the clinical presentation and
concerns of typical patients, creating a realistic role player.
Additionally, the faculty member remains in control of the
direction of the role play, and can be sure that key issues
arise.

Advance Directives Role Play

We developed a 4-step process for conducting a dis-
cussion of advance directives (see Table 1) and provided
students with a handout and a card outlining the steps.
The faculty physician again portrayed the same patient
with lung cancer at a later stage in his disease. Each of
four students conducted one portion of the discussion.
Learning goals included demonstrating the 4-step process
for discussing advance directives and demonstrating an
understanding of advance directive documents through
explanation to the patient.

EVALUATION

Evaluation Methods

Students completed surveys at the end of the workshop
session, and again 6 months later. The survey given imme-
diately after the session assessed each of the individual exer-
cises. The 6-month follow-up evaluation focused on the students’
experiences using these skills in the care of patients.

Course Evaluation

Response rates for the first evaluation were 60 of 108.
Overall, 20 responders (37%) rated the course as excellent
and 30 (56%) rated the course as good. Fifteen responding
students (25%) strongly agreed and 33 (55%) agreed that
the reader’s theater exercise enhanced the introduction to
the course.

The majority of responding students agreed or strongly
agreed that the different aspects of the course enhanced
their understanding of how to address these topics with
patients and how to build a relationship with a patient (see
Table 2).

Perceived Skills and Knowledge

For the 6-month follow-up, 58 of 108 students
responded. A majority of respondents felt prepared to
address these issues with a patient. Twenty-one (36%) had
discussed advance directives, 22 students (46%) had bro-
ken bad news, and 34 students (59%) had addressed pain
issues. The majority of students agreed that the advance
directives and breaking bad news workshops prepared
them for the clinical skill (see Table 3).

Table 2. Course Evaluation (N ==== 60)*

 

Question SA A D SD M†

The reader’s theater enhanced the introduction to the 
course

15 33 9 2 1

I would recommend reader’s theater to future classes 14 34 9 2 1

  Advance Directives Breaking Bad News Pain Management

SA A D SD M SA A D SD M SA A D SA M

This role-play exercise enhanced my understanding of 
(this skill)

24 33 1 1 1 23 34 1 1 1 41 18 1 0 0

This role-play exercise enhanced my understanding 
of how to build a relationship with a patient

16 40 1 1 2 16 40 2 1 1 29 29 1 1 0

This session provided me with practical information for 
caring for patients

23 34 1 1 1 15 41 2 1 1 39 20 1 0 0

Patient, preceptor, and fellow classmate feedback was 
very helpful

25 33 0 1 1 27 29 1 2 1 – – – – –

I feel prepared to address (this skill) with a patient 12 44 3 0 1 10 44 5 0 1 18 34 7 0 1

My faculty leader was an effective teacher 33 26 0 0 1 32 25 1 1 1 40 18 1 0 1

I would recommend this session 23 35 0 1 1 21 36 1 1 1 – – – – –

* Blanks reflect questions that were not asked regarding that particular exercise.
† SA = strongly agree, A = agree, D = disagree, SD = strongly disagree, M = not applicable or data missing.
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Other responses reflected that students who had
addressed any of these issues with a patient generally felt
that they were able to meet essential goals of the encounter
(see Table 3).

DISCUSSION

Our goal was to create a half-day workshop that intro-
duced students to key communication and clinical skills
related to end-of-life care. We accomplished our objectives
by using a small group format, a rotating schedule with
repeating sessions on each topic, a readers’ theater exer-
cise, and role-play exercises. We used the readers’ theater
exercise to engage the students on an emotional level
through the use of a patient’s story. Although we did not
directly compare readers’ theater to other techniques such
as trigger videos or demonstration role plays, we hypo-
thesize that an adapted short story engages people on a
deeper emotional level because it involves an extended
narrative. Gaining a deep understanding of patients’ experi-
ence through narrative has been increasingly recognized as
a component of good medical practice.22 Although readers’
theater has been used as a part of medical conferences or
workshops in other settings (Todd Savitt, personal com-
munication, January 16, 2004), we are unaware of other
publications that assess student reaction to the exercise.
Our evaluations reflect the experience of other educators

who have found that role play can be a useful way to teach
about psychosocial and emotional aspects of care,23 com-
munication skills,24 and specific tasks involved in end-of-
life care,7,12,18,25 and add to the limited literature on using
faculty as role players20,21 by demonstrating that respond-
ing students thought such exercises enhanced their under-
standing and skills.

Our workshop has several limitations. First, our evalu-
ation is preliminary. We did not objectively assess knowl-
edge, attitudes, or skills, and our evaluation design was
posttest only without a control group, limiting our ability
to conclude that there were changes in any of these areas.
Second, our response rates of 50% to 60% raise the possib-
ility of selection bias in responses. Third, we did not specifi-
cally elicit student assessments of the faculty role plays.
It is possible that students may have felt intimidated by
role playing with faculty and that this may have inhibited
learning. Fourth, two of our role-play exercises allowed
each student the opportunity to participate, but the pain
management exercise did not. This exercise may have had
less of an impact on those students who did not play an
active role. Finally, this workshop is not a complete cur-
riculum in itself. It was designed as one part of an overall
approach to teaching end-of-life care that recognizes the
importance of a multilevel, multimethod approach to teach-
ing and reinforcing knowledge, attitudinal, skill, and per-
formance objectives.

Table 3. Six-month Follow-up (N ==== 58)*

 

Question Advance Directives Breaking Bad News Pain Management

Since the session, I have addressed 
this topic with a patient
Yes 21 27 34
No 35 28 16
Missing  2 2 8

SA A D SD M† SA A D SD M SA A D SD M

If Yes:

This session was helpful in preparing me to address 
(this topic).

1 14 3 1 2 6 18 1 1 1 – – – – –

I was able to explain (the topic) in terms the patients 
could understand.

6 15 0 0 0 6 20 0 0 1 – – – – –

I was able to help the patient make decisions about 
advance directives.

1 18 0 0 2 – – – – – – – – – –

I was able to provide empathy and support to the 
patient.

– – – – – 8 18 0 0 1 4 26 4 0 0

I was able to adequately assess the patient’s pain. – – – – – – – – – – 5 28 1 0 0
I was able to treat the pain effectively. – – – – – – – – – – 6 22 6 0 0

If No (circle all that apply): Number Number Number
I have not treated a patient for whom the issue 

has arisen.
21 17 8

Other members of the team addressed the issue. 10  7 7
I am not comfortable addressing the issue.  4  0 0
Other  3  1 0

* Blanks reflect questions that were not asked regarding that particular exercise.
† SA = strongly agree, A = agree, D = disagree, SD = strongly disagree, M = not applicable or data missing.
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Not withstanding these limitations, we have demon-
strated that it is feasible to integrate into an interclerk-
ship curriculum a well-conceived half-day workshop that
addresses specific end-of-life skills and that incorporates
multiple learning strategies, such as readers’ theater, role-
play, and standardized patient exercises. It is encouraging
that respondents viewed the workshop favorably, and felt
their knowledge and ability to address specific end-of-life
skills were improved. Most importantly, a substantial per-
centage reported using these skills with patients during the
subsequent 6 months, in ways they felt were effective.

This project was supported by a grant from the Courts Foun-
dation, Atlanta, Ga. We wish to thank Tanisha J. Sullivan, BA for
coordinating the workshop.
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