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Abstract

Purpose—Given the shortage of palliative care specialists in the U.S., to ensure quality of care

for patients with serious, life-threatening illness, generalist-level palliative care competencies need

to be defined and taught. The purpose of this study was to define essential competencies for

medical students and internal medicine and family medicine (IM/FM) residents through a national

survey of palliative care experts.

Method—Proposed competencies were derived from existing Hospice and Palliative Medicine

fellowship competencies, and revised to be developmentally appropriate for students and

residents. In spring 2012, the authors administered a web-based, national cross-sectional survey of

palliative care educational experts to assess ratings and rankings of proposed competencies and

competency domains.

Results—The authors identified 18 comprehensive palliative care competencies for medical

students and IM/FM residents, respectively. Over 95% of survey respondents judged the

competencies as comprehensive and developmentally appropriate (survey response rate=72%,

71/98). Using predefined cut-off criteria, experts identified 7 medical student and 13 IM/FM

resident competencies as essential. Communication and pain/symptom management were rated as

the most critical domains.

Conclusions—This national survey of palliative care experts defines comprehensive and

essential palliative care competencies for medical students and IM/FM residents that are specific,

measurable, and can be used to report educational outcomes; provide a sequence for palliative care

curricula in undergraduate and graduate medical education; and highlight the importance of

educating medical trainees in communication and pain management. Next steps include seeking

input and endorsement from stakeholders in the broader medical education community.

A growing body of evidence suggests that incorporating specialty-level palliative care into

the care of patients with serious or life-threatening illness improves quality of life, dying,

and bereavement; and also affects larger social issues such as inappropriate use of

ineffective and burdensome medical interventions for seriously ill patients and underuse of

interventions that promote quality of life such as timely hospice referrals.1–4 However, there

is a shortage of palliative care specialists across the United States compared to the growing

number of patients facing serious and life-threatening illnesses.5 As national health care

reform unfolds, with its emphasis on patient-centered care and “bending the cost curve,”
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experts highlight the need for improvements in palliative care service delivery.6 Improved

generalist physician training in palliative care competencies is a critical need to attain these

objectives.7–8

Introduction

Good evidence now demonstrates that palliative care competencies can be successfully

taught at the undergraduate,9–12 graduate,13–15 and practicing physician level16–18; however,

the content of existing curricula and methods of instruction are inconsistent across academic

centers,19–22 and national standards for medical school and residency palliative care

education are needed. Other fields, including geriatrics, pulmonary and critical care

medicine, and emergency medicine, have published specialty-based consensus competencies

for medical students, residents, and fellows.23–27 The purpose of this study was to create

palliative care specialty-defined competencies for medical students and internal medicine

and family medicine (IM/FM) residents.

This study builds on an extensive body of work over the past decade to define consensus-

based clinical palliative care competencies, and to standardize required competencies for

hospice and palliative medicine (HPM) fellowship. In 2004, after a rigorous consensus

process, the National Consensus Project for Quality Palliative Care published clinical

guidelines for palliative care; and in 2007 the National Quality Forum released a set of

preferred practices for palliative care based on these guidelines.28,29 Within the same time

period, in accord with the Accreditation Council for Graduate Medical Education

(ACGME)’s Outcome Project30 mandate for competency-based curriculum and assessment,

leaders in academic palliative care began a process of iterative review to create

comprehensive HPM fellowship competencies.31 The fellowship competencies, and more

recently competency-based measurable outcomes and assessment methods, have been

endorsed by the American Academy of Hospice and Palliative Medicine (AAHPM) and

published on their website.32–33

Method

In this study, we used medical student and resident competencies derived from published

HPM fellowship competencies as the basis for a national survey34,35 to assess content

validity (i.e., were the proposed competencies comprehensive and developmentally

appropriate?), to prioritize essential graduation competencies, and to rank the importance of

palliative care domains for each learner group.

Drafting proposed competencies

In April 2010 we convened palliative care educators (KS, EC, VP, SS, LM, ECC) from six

academic medical centers across the United States and a senior leader (SDB) to form the

Medical Student and IM/FM Residency Competencies Workgroup. All members were

leaders in medical student or residency palliative care education at their institutions, and had

expertise with competencies and/or learner evaluation. We designed a multi-step process to

generate a list of comprehensive competencies for medical students and residents,

respectively, using the published HPM fellowship competencies as a starting point. First,
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two members of the workgroup (EC, KS) reviewed each fellowship competency and

categorized it as a general medicine competency, a fellowship-level competency beyond the

scope of generalist-level practice, or a fellowship-level competency that could be

transformed into developmentally appropriate resident and medical student competencies.

Next (from April 2010 through March 2011), through a process of emails, seven conference

calls, and in-person meetings, we iteratively reviewed and revised each competency in the

third category, and derived corresponding developmentally appropriate medical student and

IM/FM resident competencies. The language of each competency was kept as true to the

published fellowship competencies as possible, and crafted to be “SMART” (specific,

measureable, achievable, relevant, and timely).36 We sorted the resulting 18 medical student

competencies and 18 corresponding resident competencies into five domains (pain and

symptom management; communication; psychosocial, spiritual, and cultural aspects of care;

terminal care and bereavement; and palliative care principles and practice), and presented in

a side-by-side table format to emphasize the developmental trajectory of knowledge, skills,

and attitudes expected over the course of undergraduate and graduate training (see

Supplemental Digital Appendix 1).

Survey design and implementation

We used Qualtrics (a web-based tool) to develop the survey of experts’ ratings and rankings

of proposed competencies and competency domains (survey available upon request).

Eighteen student competencies and 18 resident competencies were sorted into the five

domains. To minimize the risk of order bias, the five domains were presented in random

order in each survey, and items within each domain were also presented in random order. To

minimize social desirability bias and protect confidentiality, survey instructions detailed that

workgroup members would not have access to respondent identifiers, and all survey data

would be de-identified and stored on a secure server after data collection. The study was

approved by the Partners Institutional Review Board, and met requirements of institutional

review boards for each of our institution at the time.

We asked respondents to rate each competency at each training level as “essential for all,”

“important for all,” “important for some,” or “not appropriate for this level,” with no more

than 10 competencies in each learner group as “essential for all.” A running tally of items

selected as “essential” was shown on each survey page to assist in this process. Survey

instructions defined a competency as “essential for all” if it was a prerequisite for graduation

from medical school or residency. We provided a reference table to respondents showing

medical student and corresponding resident competencies presented side-by-side by domain.

To assess content validity—that is, whether the 18 competencies were comprehensive and

covered important palliative care content—we gave respondents the opportunity to make

comments to revise or refine competencies or to suggest additional competencies they felt

were missing.

Finally, to assess the relative weight that the group of educators collectively assigned to each

domain, we asked each respondent to weigh the importance of each of the five palliative

care domains for each learner group. The survey program automatically added the weights

to ensure that the sum could not be greater than 100%. These domains were also presented
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in random order to minimize order bias. We requested the following demographic

information of respondents: gender, number of years practicing clinical palliative care,

proportion of clinical practice spent in palliative care, board certification in palliative care,

faculty appointment, and length of time teaching various palliative care learner groups.

Potential participants received advance notice about the study by email from one of us

(SDB), followed by an email invitation to participate with an embedded link to the survey.

We sent the survey by email in February 2012 with three email reminder notices over a three

week period. No incentives were offered for participation.

Survey participant selection process

We identified a cohort of 98 expert palliative care physician educators using the three

inclusion criteria below. Physicians who met any of the three criteria were eligible to

participate (several participants met more than one selection criteria). No authors

participated in the survey. Inclusion criteria were defined as follows.

Evidence of leadership role in medical student or resident education at the
local or national level—To fulfill this criterion, a participant could serve as a leader of a

palliative care program or course, or have developed a curriculum or assessment tool. In

addition, s/he had to have taught as a faculty member for at least two years. We identified 49

educators fulfilling this criterion by emailing the AAHPM Fellowship Director listserv,

Medical School Palliative Care Education project scholars,37 and educators who participated

in the AAHPM Leadership Education and Academic Development (LEAD) leadership

development program.

Evidence of publications related to medical student and IM/FM resident
palliative care education—To qualify, participants needed one publication as first or last

author and board certification in HPM, or two or more publications as first or last author

with any board certification. We performed a PubMed search using the keywords “palliative

care” and “medical education, undergraduate and graduate,” and included articles from 1996

to the present. Board certification was confirmed with the American Board of Medical

Specialties.38 We identified 32 potential participants by this process.

Evidence of a national leadership role in palliative care and significant
experience teaching medical students and IM/FM residents—To qualify, the 73

participants we identified needed to be a leader of a palliative care program or to have

participated in medical education projects or committees at a national level, and have greater

than five years’ experience teaching medical students or residents.

Data analysis

We carried out a descriptive analysis of survey items, reporting frequencies and percentages

for categorical variables and means and standard deviations for continuous variables. To

classify a competency as required for graduating medical students or residents, we specified

a predetermined cutoff of 50% or greater percentage of experts rating that competency as

“essential for all” and no more than 5% of respondents rating the item as “not appropriate

for this level.” To assess within-group differences across individual competency ratings or
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across the five domains, as well as between groups by faculty rank, we carried out repeated-

measures multivariate analysis of variance with contrasts. We specified a pre-determined

level of α=0.05 (two-tailed) for tests of significance. Statistical analyses were performed

using SAS/STAT Version 9.3 (SAS Inc., 2012).

Results

The survey response rate was 72% (71/98) (79% of those invited to participate responded to

the survey; however, 6 of these surveys were incomplete and not included in the analysis).

Demographic characteristics of respondents are shown in Table 1. Most respondents

reported spending the majority of their clinical time in palliative care. Both junior and senior

faculty members are represented in this sample, and most have taught students, residents,

fellows, and faculty for more than 5 years. At the time of data collection, 93% of

respondents were board certified in HPM.

Rating of specific competencies

The proposed comprehensive palliative care competencies and essential competencies are

shown in Supplemental Digital Appendix 1.

Medical student competencies—Table 2 shows that the majority of respondents rated

all 18 medical student competencies as either “essential for all” or “important for all.” Seven

medical student competencies, covering all five palliative care domains, were identified by

50% or more of respondents as essential for graduation. Only five items were rated as “not

appropriate for this level,” and no more than four respondents gave this rating to an

individual competency. Four respondents suggested items that were missing, and these

suggestions were reviewed by the workgroup and assessed to be not meaningfully different

from the 18 competencies already proposed. The number one ranked competency for

medical students was to demonstrate the ability to describe ethical principles that inform

decision-making at the end of life. Two of the top seven medical student competencies fell

within the domain of communication: using patient-centered techniques when giving bad

news and discussing resuscitation preferences, and exploring patient and family

understanding of illness, concerns, goals and values that inform the plan of care. Two of the

top seven competencies were in the domain of principles and practice of palliative care:

developing the ability for self-reflection, especially when caring for patients at high risk for

dying, and defining the philosophy and role of palliative care and hospice. Identifying

psychosocial distress in patients and families and assessing pain systematically were also

ranked in the top seven.

Resident competencies—Table 3 shows the competencies for graduating IM/FM

residents. Similar to the medical student competencies, the majority of respondents rated

each competency as either “essential for all” or “important for all” residents. No competency

was rated as inappropriate for the residency-level, and no respondents suggested items that

were missing. Thirteen competencies were identified by 50% or more of respondents as

essential for graduation. As with the essential medical student competencies, essential

competencies represented all 5 palliative care domains. The top two resident competencies
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related to patient-centered communication and shared decision-making. Three of the thirteen

essential competencies were in the terminal care and bereavement domain. Of note, seven of

the thirteen essential resident competencies were the more advanced versions of the essential

medical student competencies. Other competencies identified as essential for IM/FM

residents included more detailed expertise in opioid use, diagnosis and initial management

of psychiatric symptoms, handling strong patient and family emotion, integrating cultural

values into the treatment plan, symptom management at the end of life, and communication

with family after a patient dies.

Ranking of palliative care domains

Figure 1 shows the relative weights assigned to each of the palliative care domains, for both

medical students and residents. For both learner groups, the competency domains of

communication and pain and symptom management received the highest weights.

Differences between rankings for competency domains were statistically significant for all

domains except between the two least weighted categories, psychosocial care and terminal

care (student competencies, Wilk’s lambda for within-group difference F = 54.8, P < .0001;

resident competences F = 71.7, P < .0001).

Discussion

Based on a national survey of expert palliative care physician educators, we have defined

comprehensive and essential palliative care competencies specifically for medical students

and IM/FM residents that can be applied to standardize the content and assessment of

palliative care curricula at both levels, and can be the basis for future research to validate

new assessment tools for all levels of learners. The palliative care competencies derived

from our survey were crafted to be specific, measurable, achievable, and relevant for each

learner group, and can be linked to existing ACGME competencies and standardized

assessment tools already used in HPM fellowship training.33 Further, the developmental

framework of the competencies is consistent with the ACGME’s New Accreditation System

(NAS) mandate to identify “milestones,” or educational outcomes that can be demonstrated

by the learner as s/he progresses through novice and advanced beginner levels, towards

proficient and expert levels of competency.39,40 As residency programs strive to meet new

ACGME credentialing requirements, these new palliative care competencies may be used to

define reportable educational outcomes.41,42

In addition, the essential medical student and resident competencies suggest a

developmental sequence for teaching and assessing palliative care competencies over the

course of medical education. Developmentally, medical students must first establish an

ethical compass to use when caring for seriously ill patients, and integrate their clinical

experiences and the meaning of this work into their identity as physicians.43 Building on this

foundation, residents need to revisit and deepen the knowledge, skills, and attitudes defined

in the essential student competencies. For example, residents must not only be able to

explain palliative care, but must also appropriately refer to hospice; residents need to not

only recognize psychosocial distress, but also evaluate and appropriately refer patients and

families with such distress; and residents must not only reflect on their own emotional

Schaefer et al. Page 7

Acad Med. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



reactions to caring for patients at the end of life, but also model self-reflection for their team.

In addition, the essential resident competencies include more complex symptom

management, patient-centered communication to clarify goals of care, and an understanding

of how hospice and palliative care fit into the health care system. Assessment approaches

could also reflect these developmental differences. For example, a standardized patient

simulation could be used to assess medical student proficiency with an algorithm for

delivering bad news, whereas a 360° evaluation might be used to assess a resident on

multiple communication competencies after an interdisciplinary family meeting.

Understanding that undergraduate and graduate learners will be at different skill levels at

different times, these new expert-derived competencies should be applied with flexibility

during training, based on the individual trajectory of each learner. It would be anticipated,

for example, that a second year resident might have attained minimum level competency in

some palliative care competencies, but by the end of the residency training, should be

required to attain minimum level competency in all 13 of the essential competencies. The

competencies can also be used to assess for gaps in training throughout the course of

medical education, including continuing medical education for practicing physicians. For

example, all practicing internists should be able to demonstrate all of the 13 essential

competencies, and continuing medical education programs can target ones that may not have

been addressed effectively during residency training.

Finally, this study reinforces the need to teach and reinforce patient-centered communication

techniques and symptom management at all levels of training. Patients with serious or life-

threatening illnesses consistently rate communication with their physician and symptom

management as high priorities for their care.44 Therefore, rigorous physician training in

these and other basic palliative care competencies will be essential to the development and

implementation of patient-centered models of care delivery for seriously ill patients.45

This study has some limitations. The drafting of the proposed comprehensive competencies

mainly represented the work of 7 palliative care experts. However, we derived the medical

student and residency competencies from the HPM fellowship competencies, which were

vetted widely by expert palliative care physician educators and leaders in a separate iterative

process. In addition, the 72% response rate and balanced demographics of the survey

respondents support the generalizability of the outcomes. Finally, despite the important and

highly-valued role non-physician members of the interdisciplinary team play in the training

of medical students and residents, we decided not to include representation from other

disciplines in the survey. We believe that defining competencies required for independent

physician practice is best done by physician experts. A critical next step to maximize the

impact of this project and disseminate the results will be to seek input and endorsement from

stakeholders in the broader medical education community. This will then allow for optimal

integration of the competencies into medical training.

In conclusion, using expert iterative review and a national survey, we have defined

comprehensive and essential generalist-level palliative care competencies that are specific,

measurable, and relevant, and can be integrated into undergraduate and graduate medical

education in internal medicine and family medicine. We propose that the academic medical
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community should “raise the bar” to require that all graduating medical students and IM/FM

residents demonstrate a minimum level of competence in the five domains of palliative care.

Introducing these competencies early and in a thoughtful developmental sequence may

improve physicians’ sense of clinical efficacy in these essential areas, and more importantly,

improve the quality of care for patients with serious or life-threatening illness.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1.
Relative weight of importance of competencies assigned by 68 experts to each of five

palliative care domains. Developed from a survey of 71 palliative care experts (data from 3

participants were missing or not given).
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