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Purpose: Despite recommendations that palliative care education should be in all health 
professional programmes, such education is ad-hoc and variable. To reduce variability, the 
European Association of Palliative Care (EAPC) published a comprehensive guideline for 
curricula development. This study evaluates a new palliative and end-of-life care course for 
medical undergraduates aligned with the EAPC guidelines, focusing on knowledge, skills 
and attitudes.
Methods: Final-year medical students were surveyed using two validated questionnaires: 
Self Efficacy in Palliative Care (SEP-C) and Thanatophobia scale (TS). We compared the 
intervention group, that were exposed to an integrated palliative medicine course throughout 
the three clinical years, with a control group that were not exposed to the new educational 
intervention.
Results: For self-efficacy, the intervention group had statistically significantly higher scores 
than the control arm. The control group had high scores compared with international data. 
Positive attitudes to dying patients were low and did not differ between the two groups.
Conclusion: A well-designed palliative and end-of-life curriculum that is aligned to EAPC 
guidelines increases the self-efficacy of medical students in managing palliative patients but 
has little effect on attitudes to dying people. This is likely to be influenced by other factors 
such as the need for experiential learning.
Keywords: palliative care, curriculum development, self-efficacy, attitudes

Plain Language Summary
Palliative care is an essential part of the medical undergraduate programme; however, it is 
taught in an ad-hoc and variable way throughout the world. This study found a co-ordinated 
palliative and end-of-life care programme increases knowledge and skills but may not 
improve attitudes. The University of Otago undergraduates reported high confidence in 
patient management, symptom management and team attributes compared to other countries. 
Palliative care undergraduate courses are likely to require several experiential learning 
opportunities with patients to improve attitudes to dying people. More research of the junior 
doctor years may highlight if experience is the missing factor to develop positive attitudes.

Introduction
In 2017, the Lancet Commission on universal access to palliative care and appro
priate analgesia recommended that all health professionals involved in the care of 
patients with advanced, progressive illness receive basic palliative and pain 
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management training.1 The palliative approach strives to 
maintain quality of life for people facing life-limiting ill
ness, in collaboration with families and carers.1 Palliative 
care looks beyond the biomedical model with a focus on 
the emotional, social and spiritual dimensions of a person 
with a life-limiting illness. It requires the acquisition of 
knowledge and skills to help manage this vulnerable popu
lation. Parallel to expertise in managing life-limiting ill
ness is the attitude of health care workers towards the 
dying patient.2

For the last 20 years, medical schools have grappled 
with how to integrate palliative care teaching into already 
overcrowded curricula. Undergraduate programmes from 
around the world report a wide range of dedicated pallia
tive care curricular time from less than an hour to over 50 
hours.3–5 Undergraduate medical programmes are 
designed to impart knowledge and develop skills in core 
competencies. A recent systematic literature review of the 
effectiveness of undergraduate palliative care teaching has 
shown improved knowledge of students.6 Despite attempts 
to improve palliative care teaching in medical schools, 
newly qualified doctors tend to feel unprepared and report 
little interaction with dying patients in their undergraduate 
programmes.7 Attitudes to the dying patient directly 
impact the care a person receives at such a vulnerable 
time. Increased knowledge and training promotes confi
dence in a person’s ability to meet learning objectives and, 
according to Bandura’s theory of self-efficacy,8 this then 
encourages action. In contrast, a lack of self-confidence in 
caring for those with palliative care needs leads to avoid
ance of those situations with potential for poor health 
outcomes.8

In 2013, the European Association for Palliative Care 
(EAPC) proposed recommendations for undergraduate 
education.9 One of the major goals was to change atti
tudes towards the care of those with advanced disease 
and their families. They advised curriculum developers 
that palliative care should be “vertically integrated” 
throughout the whole undergraduate medical programme. 
Vertical integration describes the concept of weaving 
palliative care teaching throughout the multiple years of 
medical school. The spiralled curriculum refers to the 
increasing complexity and integration of the learning 
objectives as medical students advance towards gradua
tion. The learning outcomes prioritised by the EAPC 
included the basics of palliative care, pain and symptom 
management, indigenous health, psychosocial and spiri
tual needs, communication, teamwork and medico-legal 

and ethical issues.9 The EAPC recommended the teach
ing should include people from different professional 
backgrounds using a variety of methods including 
experiential learning and debriefing, discussion, role 
play and problem-based scenarios. A total of 40 hours 
training was suggested for achieving the goals of the 
curriculum.

In New Zealand, there are currently two medical 
schools, each of 6-years duration. The University of 
Otago Medical School students are spread across three 
campuses for their clinical years 4–6 (Dunedin, 
Wellington and Christchurch). In 2017, the Palliative and 
End-of-Life Module (PEOLC) commenced at the 
Christchurch campus. The creation of the integrated course 
allowed many of the principles of the EAPC curriculum to 
be instituted, including vertical integration, teaching from 
a variety of professions, different methods of delivery and 
some preliminary assessment.

This study aims to evaluate a new and spiralled pallia
tive and end-of-life care programme for medical students 
integrated through the years 4–6 at the University of 
Otago, Christchurch, New Zealand.

Methods
Study Participants
The study took place at Otago Medical School, 
Christchurch campus between 2017 and 2019. Ethical 
approval was obtained from the University of Otago 
Ethics Committee. The participants were all final-year 
medical students about to newly qualify as doctors. 
Convenience sampling of this population was utilised. 
The control group consisted of the first two years of 
students (2017, 2018) who did not have the PEOLC mod
ule. This allowed baseline data to be collected. The inter
vention group (2019) was the first group of students to 
experience the full spiralled integrated palliative care 
course woven throughout the three clinical years. Over 
the study period, there was no change in admission cri
teria, assessments or completion rates for the programme, 
reassuring the research team that the cohorts were other
wise similar.

Context
The medical undergraduate degree at University of Otago is 
six years, with the three early learning years in Dunedin. The 
first year is general Health Science focused on the basics of 
health. Students enter medical school at the completion of 
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the first year or as graduates from another degree. The next 
two years have sessions in the curriculum on the principles 
and philosophy of palliative care, models of care, the role of 
spirituality in end-of-life situations, communication in pal
liative settings, collaborative decision-making and medico- 
ethical issues. The class is divided into three campuses in 
different cities for the clinical years 4–6.

Palliative and End-of-Life Care 
Intervention
The PEOLC programme was commenced at one campus 
(Christchurch) in 2017. It was designed as a spiral course 
over years 4, 5 and 6. In the fourth year, the teaching was 
exclusively run by an academic specialist in palliative care 
with tutoring support from other specialties and disciplines 
such as nursing and dietetics. Five 2-hour teaching ses
sions were spread over the year and focused on the phy
siology of dying, goals of care, symptom management, 
cost of caring and the last days of life. The sessions were 
twice in the same week, with half the class at each time 
slot. The teaching incorporated interactive lectures, video 
clips, small group work, visiting community carers and 
cases. Additionally, the students visited a hospice for 4 
hours in groups of 2–4 and spoke with an inpatient when 
possible. Each session had specified learning outcomes 
that were made available to the students.

In the fifth year, a further five 2-hour teaching sessions 
were integrated with other courses such as pharmacology, 
ethics, professional skills and Hauora Māori (Indigenous 
Health). This included a simulation session on how to 
break bad news. In the final year, there was a one-hour 
teaching session on prescribing for patients at the end of 
life and a more advanced session on symptom manage
ment at the end of life. The teaching methods were varied 
and included mixed media, lectures, small group discus
sion, cases, assigned readings and role play. Summative 
assessment was not part of the module, but a palliative 
medicine question could be part of the final examinations 
in the fifth year.

Study Design
The intervention group received dedicated teaching on 
specific palliative medicine topics by a medical specialist 
in the field. The control group learnt about end-of-life 
topics from specialties in an ad hoc way with less explicit 
learning outcomes. They had minimal exposure to pallia
tive medicine specialists and their approach to life-limiting 

illness. Both groups received the year 2–3, largely didac
tic, curriculum.

Both groups were surveyed using questionnaires – for 
the control group, this was with paper surveys prior to the 
final teaching session in the sixth year. The intervention 
group were given the same surveys after their final teach
ing session. The distribution of the questionnaires occurred 
at the same time of year. However, in the intervention 
group, the information was gathered after the teaching 
session as that concluded the new PEOLC module. 
Informed consent was obtained from all participants. An 
electronic survey link was also sent out so that students 
who were overseas on elective or unwell at the time of the 
survey could be included. The electronic and written 
responses were combined.

Data Collection
Demographics
The demographic section of the survey asked participants 
which pathway they had entered medical school through – 
first year University Health Sciences, graduate entry or other. 
There was also a question regarding the amount of involve
ment with dying patients over the preceding 12 months with 
options of never, 1–3 patients, 3–5 patients or over 5 
patients. The respondents were also asked how often they 
had been involved in multidisciplinary discussions about the 
palliative and end-of-life needs of patients and families, with 
options of never, rarely, sometimes or regularly.

Questionnaires
The Self-Efficacy in Palliative Care Scale (SEP-C) is 
a validated 23-item self-assessment survey that asks 
about various aspects of management in end-of-life 
situations.10 The scale has three different subscales:

1. Communication (8 items)
2. Pain and symptom management (8 items)
3. Multidisciplinary teamwork (7 items)

Each subscale outlines target attitudes and knowledge. 
Respondents are asked to self-rate their confidence in the 
behaviours and tasks on a 0–100 visual analogue scale with 
the lower answers indicating anxiety or lack of confidence.

The Thanatophobia scale (TS) is also a validated ques
tionnaire, which has seven questions using 7-point Likert 
scales and investigates the attitudes of the respondent 
towards possible scenarios that occur when caring for 
a dying patient.11 This includes feeling uneasy, or helpless 
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when patients are facing serious outcomes. The answers 
range from 1 (strongly agree) to 7 (strongly disagree). The 
lower numbers equate to better attitudes and less discom
fort with this group of patients.

Data Analysis
Data analyses were undertaken using the software Statistical 
Package for the Social Sciences (SPSS Inc., Chicago, IL, 
version 23). The mean and standard deviation (SD) of the 
subscales of SEP-C and each question of TS were calculated. 
Data for the control group was compared to the intervention 
group. Differences on the SEP-C and TS between the control 
and intervention groups were compared using a parametric 
independent t-test. Effect sizes were determined in the con
ventional way by expressing differences in means as 
a proportion of the standard deviation. Additional compar
isons were made on the least exposed group of students; 
those who saw <3 palliative care patients in their final year 
and never or rarely were involved in multidisciplinary team 
discussions compared with those who participated with mul
tiple patients and planning meetings. All incomplete ques
tionnaires were excluded from analysis. A p value <0.05 was 
considered to indicate a statistically significant result.

Results
Demographics
The control group consisted of 91 students in 2017 with 
a response rate of 57% (n=52) and three excluded due to 
incomplete data and 109 students in 2018 with a 49% (n=53) 
response with one excluded. This led to a control group of 
101 students. The intervention group consisted of 100 

students with a response rate of 60% (n=60). Two responses 
were excluded due to missing data, leaving 58 responses. In 
all three years, health science entry into medicine was over 
75% of the cohorts (82%, 85%, 76%), followed by a small 
number of graduate entry respondents (12%, 13%, 12%).

Those with little involvement with palliative patients and 
family discussions were grouped together as a least exposed 
cohort. The least exposed group comprised 23 students 
(23%) in the control group and 17 students in the interven
tion cohort (29%). In 2017, two students self-reported that 
they never had involvement with the care of a dying patient. 
This increased to six students in 2018 and 14 respondents in 
2019. The number of students with no involvement in multi
disciplinary team discussions about palliative and end-of-life 
care needs with patients and families was reasonably static 
with eight students in 2017, six in 2018 and five in 2019.

Self-Efficacy in Palliative Care
Table 1 compares the control and intervention groups on 
self-efficacy. The self-reported self-efficacy scores were 
significantly higher in the intervention group for all three 
subscales: communication, patient management and multi- 
disciplinary teams. The effect sizes were 0.4–1.1 suggest
ing large to moderate effects.

Thanatophobia
Table 2 compares the control and intervention groups on 
attitudes of students towards dying people. The introduc
tion of the PEOLC module did not change the attitudes of 
students towards dying people. However, the group least 
exposed to patients with end-of-life care needs tended to 

Table 1 Self-Efficacy Questionnaire Outcomes for the Control Group and the Intervention Group with the Higher Scores 
Representing Greater Self-Efficacy

SEP-C N Mean SD t value p value Mean Diff Effect Size (∂)

SEP-C-Communication

Control 101 47.51 15.73 −2.37

Intervention 58 53.42 14.10 −2.44 0.016 −5.91 0.40

SEP-C-Patient Management

Control 101 47.14 13.42 −6.45

Intervention 58 60.98 12.27 −6.60 0.000 −13.83 1.1

SEP-C- Multi-disciplinary Teams

Control 101 48.39 15.79 −4.32

Intervention 58 59.23 14.16 −4.45 0.000 −10.84 0.72
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have poorer attitudes. The effect sizes were 0.16–0.18 
suggesting small effects.

International Comparisons
The SEP-C and Thanatophobia validated scales have been 
utilised in the setting of undergraduate medical students and 
their palliative care teaching across the world. It is therefore 
possible to compare the intervention and control groups to 
other developed countries. Scores from our intervention 
group compare favourably with other countries with only 
the UK scoring more highly, although teamwork scores 
were higher than the UK (but lower than Spain) (Figure 1). 
In contrast, the intervention group had poorer attitudes 
(higher scores) to dying patients than the United Kingdom, 
Spain, Ireland and France (Figure 2). The majority of these 
European studies were undertaken in newly qualified doctors 
after completion of medical school. The Australian data are 
from mid-way through their training.

Discussion
Despite recommendations that palliative care education 
should be included in all health professional programmes, 

such education is often ad hoc and variable.12–15 Our study 
has shown that a well-designed palliative and end-of-life 
curriculum aligned to EAPC guidelines increases the con
fidence and self-efficacy of medical students in managing 
palliative patients.9 However, the curriculum appeared to 
have little effect on attitudes to dying people. Our research 
suggests that lower exposure to dying patients may be 
associated with worse attitudes to dying people. This 
study also indicates that after experiencing the integrated 
PEOLC curriculum, our students had some of the highest 
ratings of reported self-efficacy in the world, and they also 
showed moderate-to-large effect sizes. In explaining the 
lesser effect on attitudes to dying people, we suggest two 
possibilities. The first, as suggested by our results, is that 
these attitudes may be more influenced by experience – 
those students less exposed to dying people had poorer 
attitudes. It is therefore possible that these attitudes may 
change after graduation – an area worthy of future 
research. Alternatively, it is possible that students bring 
with them their own cultural beliefs and backgrounds that 
will influence their attitudes to dying. These are less likely 
to be altered by any curriculum.

Table 2 Thanatophobia Questionnaire Outcomes for the Control Group and the Intervention Group with the Lower Scores 
Representing Improvement in Attitudes

Thanatophobia N Mean SD p value Mean Diff Effect Size

Control 101 3.08 0.95

Intervention 58 2.94 0.84 0.36 0.14 0.16

Least exposed Control 23 3.35 1.03

Least exposed Intervention 17 3.15 1.10 0.18 0.20 0.18
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70
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France 2015 Italy 2015 Ireland 2015 Spain 2015 UK 2015 UK 2019 Current study

SEP-C scores after undergraduate Palliative Care curriculum

SEPC Com SEPC Pat Man SEPC Team work

Figure 1 The SEP-C scores per country for communication, patient management and team work with the higher scores representing high self-efficacy.
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Comparison with Existing Literature
Others have found a spiralled palliative medicine curricu
lum, with repeated exposure to relevant topics and concepts, 
works to improve knowledge and skills in end-of-life 
care.16 Various formats, interventions, lengths and teaching 
methods are effective, with most curricula made up of 
didactic or interactive lectures and small group 
teaching.17–19 There did not appear to be one teaching 
method more successful than any other in the undergraduate 
curriculum, although we would suggest a variety of meth
ods seems effective.6

Although knowledge and skills are critical to excellent 
patient care, attitudes to those with life-limiting illness 
also play a vital role in the quality of health care provision. 
Attitudes towards death and dying impact the way doctors 
care at the end of life.20 Here, we suggest experiential 
learning is likely to be effective.21,22 This is based on 
our own results, where those with less exposure had poorer 
attitudes. Also, a qualitative study of newly qualified doc
tors in the UK found multiple factors had played a role, 
but the most influential was the perceived lack of exposure 
to patients with life-limiting illness.21 Anderson et al com
pared first-year graduates with students in their first month 
of medical school.23 Participants who reported personal or 
professional experience with death were more likely to 
have positive attitudes about the responsibilities of doctors 
and the ability to care for this patient population.

Sweeney et al assessed the educational impact of 
a palliative care module in Ireland on medical students, parti
cularly focused on knowledge, skills and attitudes.17 They also 
used the SEP-C and Thanatophobia tools utilised in our study. 
Their students were mid-way through their medical school 

training and were offered an elective module consisting of 12 
weekly 2-hour sessions with a range of teaching methods, 
which included lectures, small group discussions, role-play 
and case studies. This aligns closely with our curriculum in 
teaching style but not timing. Sweeney et al obtained similar 
results to our study with significant improvements in skills and 
knowledge, but not attitudes. Experiential learning appears to 
be the key.24,25

The question is then raised about timing and length of 
clinical experiences required to improve attitudes to the 
dying patient. Mason et al developed two parallel curricula, 
six versus nine days of inpatient palliative care experience and 
found no difference between the two formats.19 Both cohorts 
had improved SEP-C and Thanatophobia scores equally well. 
Simulation also improved medical student attitudes towards 
end-of-life care in an Irish study. They report 2×25 minutes of 
simulation had a positive impact and is therefore a viable 
alternative to clinical exposure. In a regional or rural area, 
outside of the big teaching hospitals, this may be explored 
further as a way of exposing medical students to the patient 
with life-limiting illness.

On a global scale, the UK appears to have the most 
effective curricula with high SEP-C scores and low TS 
scores suggesting positive attitudes towards dying 
people.26 The success of these curricula are speculation but 
may be, in part, the prioritisation of palliative medicine 
teaching.27 Furthermore, care of the person with a life- 
limiting illness is integral to the UK health system and has 
been for several decades. This integration has allowed pal
liative medicine role models and champions to rise up within 
the health system, to develop educational strategies and 
identify opportunities for reform. It is in this context that 
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Thanatophobia scores after undergraduate Palliative Care 
curriculum

Figure 2 The Thanatophobia scores per country with higher scores representing worse attitudes towards dying people.
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UK medical students learn end-of-life care, in what is effec
tively an apprenticeship model. The less successful curricula 
appear to begin with didactic or small group teaching but 
lack authentic experiences of palliative care in their training.

Strengths and Weaknesses of the Study
The value of this study lies in both assessing the success of 
a spiralled palliative medicine curriculum in a New Zealand 
context on skills and knowledge, and revealing the need for 
experiential learning for true attitude change. A further 
strength is the inclusion of a control group for comparison. 
The limitations of the study include the single-centre design 
and the inability to tease out the elements of the curriculum 
that have allowed for the greatest impact on the students.

Implications for Future Practice
In our study, the benefit of dedicated teaching time which 
focused on identification of the dying patient, symptom man
agement and communication was obvious and measurable. 
The exposure, however, to patients varied widely and appeared 
to be worsening through the study period. Experiential learning 
that is more likely to occur in a spiralled or longitudinal format 
has positive impacts on learning and skill development.16,28 

This study suggests undergraduate palliative medicine curri
cula should focus on teaching the concepts and content of end- 
of-life care but also provide several opportunities to experience 
the care required for a quality death.

Conclusions
An appropriately resourced, designed and integrated medical 
education programme as recommended by the Lancet 
Commission equips senior medical students with basic skills 
in palliative care. Dedicated time in the curriculum to pallia
tive medicine during the clinical years results in statistically 
significant improvements in communication, symptom man
agement and multidisciplinary care. A spiralled course with 
relevant topics improves knowledge and skills but has little 
impact on the attitudes of medical student to the dying patient. 
Impact on attitudes is likely to require experiential learning 
beyond just one or two sessions, sustained throughout at least 
a week of clinical placement in appropriate settings.
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