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Purpose: Physician competency in end—of-life (EOL) care is becoming increasingly impor—
tant. This study investigated the EOL care curricula in Korean medical schools. Methods:
Questionnaires were issued to the faculty members responsible for the EOL care curricula
at each of the medical schools. These included questions on the structure and content of
the curricula, teaching methods, and faculty members™ attitudes to the curricula. Results:
Characteristics of the EOL care curricula were compiled from 27 (66%) of the 41 medi-
cal schools. All of the medical schools taught essential aspects of the EOL care curriculum
either as a separate course or embedded within other medical education courses. The mean
time spent on EOL care teaching was 10 hrs (range, 2~32 hrs). The most frequently taught
topics were delivering bad news (100%) and symptom management (74%). When the pal—
liative care education assessment tool (PEAT) was used to evaluate the curricula, a median
of 11 PEAT objectives was met (range, 2~26; maximum, 83). More than two teach—
ing methods were used in most of the curricula. However, lectures were the only teaching
method used by three medical schools. 78% of faculty members who were responsible for
curriculum reported dissatisfaction with it, whereas 18% believed that the time allotted to
it was adequate. Only 7% of these faculty members believed that their students were ad-
equately prepared to practice EOL care. Conclusion: There is a need to improve EOL care
education in basic medical curricula and to take a more systematic approach to achieving
learning outcomes.
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INTRODUCTION

Physician competency in end-of-life (EOL) care is becom-
ing increasingly important due to an increase in life expec—
tancy and advances in medical technology. Medical students

with more exposure to EOL care have more positive attitudes

toward and feel better prepared to provide such care require
that EOL care is taught as part of the core medical educa-
tion curriculum (1-4). Consequently, medical schools in the
United States and Europe have included EOL care in their
basic medical education curricula (5-8). Furthermore, a study

of final-year medical students in Britain and the United States
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showed that the majority recognized the importance of EOL
care education (9). Nevertheless, some studies have reported
concerns about the quality of EOL care curricula. A survey of
medical students graduating in the United States found that
the quality of EOL care education was inadequate. In total,
53% of these students reported learning little or nothing about
palliative care from attending non—palliative care classes, and
78% of the students reported learning only a limited amount
from residents (10). In addition, Schmit et al (11) reported that
residents and fellows considered the EOL care communica—
tion skills education they received during medical school and
residency to be insufficient. However, there has been signifi—
cant progress in EOL care education recently. Fitzpatrick et al
(12) showed that medical schools took various approaches to
teaching this subject from a review of international studies on
palliative care education.

Across the world, the need for core EOL care learning objec—
tives, more opportunities for patient and family contact, man—
datary hospice experience, expert panels to develop curricula,
and a diverse range of teaching methods, such as role play,
have been recognized (13).

In addition, it is obvious that there is a growing need for
education and training in EOL care for medical students and
physicians in the Republic of Korea, particularly since legisla—
tion acknowledging that patients can refuse life—sustaining
treatment came into force in February 2018,

However, information on the quality and characteristics
of EOL care education available to undergraduate medical
students in Korea is limited. A recent study of interns at Ko—
rean academic medical centers suggested that the EOL care
education they had received in their basic medical education
programs was inadequate (14). Therefore, there is a pressing
need for research to investigate the current status of EOL care
curricula within Korean medical schools to determine whether
these curricula are adequate to develop the required EOL care
competencies.

This study examined the status of the EOL care curricula in
medical schools within the Republic of Korea to determine
whether these curricula are providing adequate preparation for

medical students to practice in the future.
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METHODS

1. Survey instrument

A questionnaire was developed and implemented to evaluate
the EOL care curricula at medical schools across the nation.
The questionnaire assessed characteristics of the EOL care
curricula and each faculty’s satisfaction with their own EOL
care curriculum,

The questionnaire included three parts. The first part in-
cluded three items and asked whether EOL care education
was provided as a separate course or embedded within other
courses. If the faculty did not have a separate EOL care course,
they were asked whether they planned to offer such a course
in the future. The second part of the questionnaire collected
information about the general characteristics of the EOL care
curriculum. The respondents listed the EOL care topics cov—
ered by their curriculum as well as the instruction time, ob—
jectives, and the year of study in which each topic is taught.
Respondents were also asked to indicate the teaching methods
used by choosing from lectures, various classroom activities
(e.g., small-group discussions, role play, videos), and clinical
clerkships. The final part of the questionnaire asked respon—
dents who were responsible for the faculty for their opinion of
the EOL care curriculum. There were four items graded using
a five—point Likert scale, where 1="strongly disagree” and 5=
“strongly agree”. The Cronbach’s alpha score for faculty at—
titudes toward their EOL care curricula was 0.76, indicating
reliable internal consistency.

The questionnaire was based on a research instrument used
to evaluate undergraduate palliative medicine education in
Canada (15). The researchers who are experts on the EOL
care or have experience in curricular development designed
the contents of this survey. The three researchers have an ex-
perience over 10 years in EOL care for cancer patients and
published many articles about hospice and palliative care.
Another one researcher has interested in critical care of clini—
cal nephrology and developing a new curriculum that can
tackle current ethical challenges. And last one researcher has
published in a broad range of areas in medical education in—
cluding; curriculum design, evaluation, and e-learning. It was

developed after several rounds of feedback among researchers.
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The survey is shown in Appendix 1.

2. Data collection

The questionnaires were sent by e—mail to the course direc—
tors or faculty members teaching EOL care curriculum subjects
in all medical schools in the Republic of Korea (a total of 41
at the time of the study) between March and May, 2016. The
questionnaires were accompanied by requests to participate
from the Korean Association of Medical Colleges and the Ko—
rean Society for Hospice and Palliative Care. The instrument
was self-administered and questionnaires were returned by e~
mail or by post in a sealed envelope. A follow—up e-mail was

sent to non—responders to remind them to participate.

3. Data analyses

Categorical data are presented using descriptive statistics. We
used the palliative care education assessment tool (PEAT) to
evaluate data for the objectives in each curricular domain, in
accordance with the method described by Schiessl et al (13).
The PEAT comprises seven domains and 83 objectives (16).
The domains include palliative medicine (6 objectives), pain
(12 objectives), neuropsychological syndromes (11 objectives),
other symptoms (10 objectives), ethics and the law (20 ob—
jectives), patient/family/caregiver nonclinical perspectives on
EOL care (12 objectives), and clinical communication skills (12
objectives). Independent t—tests were used to compare respon—
dents’ attitudes toward EOL care education across different
curricular formats. Correlational analyses were performed to
analyze associations between EOL care curricula formats and
faculty perceptions of curricula using the Pearson correlation
coefficient. The data were analyzed using SPSS software (ver.
22.0; IBM, Armonk, NY, USA) and a P-value <0.05 was

considered statistically significant.

4. Ethical considerations

This study was reviewed and approved by the Institutional
Review Board of Dongguk University Hospital (Goyang,
Republic of Korea; IRB No: 2—-16~13). Participation was
voluntary, and respondents completed their questionnaires

privately and anonymously.
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RESULTS

1. Structure and instruction times for EOL care
curricula

In total, 27 of the 41 medical schools in the country re-
sponded to the survey (66% response rate). Seven (26%) pro—
vided a separate course in EOL care, whereas the remaining 20
taught the topic as part of other courses (Table 1).

Among schools that did not have a separate course in EOL
care, 5 (19%) responded they planned to offer it in a separate
course format, while 15 (56%) answered they felt the need
to develop as a separate course. Those responded that there
was no need to offer EOL care education as a separate course
pointed out that the relevant learning outcomes were being
covered in the existing courses.

The EOL care instruction time within basic medical educa-
tion curricula varied across schools, ranging from 2 to 32 hrs
(mean, 10.22 hrs; standard deviation, 6.28 hrs) (Table 1).
Most medical schools provided EOL care instruction across
the preclinical (years 1~2) to the clinical (years 3~4) stage. In
the preclinical phase, the emphasis was on communication,
attitudes, ethics, and an introduction to EOL care, whereas
during the clinical years, the emphasis was on practical man—

agement and clinical experience.

2. EOL care curricula content

The most frequently taught topics were delivering bad news
(27 schools, 100%), symptom management (20 schools, 74%),
and physician assisted suicide/euthanasia (18 schools, 67%).

Among the 27 curricula, data from 20 medical schools could

Table 1. Structure and Instruction Times for EOL Care Curricula.

Characteristics n (%)
Schools responding to survey 27 (66)
Course formatx
Separate 7(26)
Integrated 20(74)
EOL care instruction time (hrs, M+ SD) 10.22+6.28

#The integrated course format means EOL care is taught as part of other
courses; the separate course format is when the course in EOL care is offered
not being integrated into other courses.

EOL: End-of-Life.
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be evaluated using the PEAT. The number of specific objec—
tives per domain varied for each medical school (median, 11
objectives; range, 2~26). Table 2 shows the medical schools
teaching at least one objective from each domain.

When the results are separated according to domains, com—
munication skills with patients and families, such as breaking
bad news and/or advance directives were common among the
12 objectives of domain VII (Figure 1). Most of the objectives
from domain II (pain) were met by 5~14 medical schools. The
most frequently taught objectives from domain V (ethics and
law) concerned the definition of physician—assisted suicide and
voluntary active euthanasia (8/20 medical schools, 40%) and
the legal and ethical basis of do not resuscitate decisions (6/20
medical schools, 30%). Objectives such as truth telling (domain
V), community resources and social support, suffering (do-
main VI), and interdisciplinary care teams (domain VII) were
each met at only one medical school. Several objectives were
not taught by any of the 20 medical schools, including clinical
capacity determination and legal concepts, futility (domain V),

and suicidality (domain VI).

3. Educational methods used in EOL care curricula

Table 3 shows the teaching methods used in EOL care cur-
ricula. Lectures accounted for 73% of the total instruction
time and were used in all of the medical schools. Three medi-
cal schools teaching EOL care (11%) used lectures only. Most

medical schools used lectures combined with small-group dis—

KJHPC
cussions, clinical clerkships, role play, or videos. Nine medical
schools teaching EOL care (33%) used lectures, active learning
methods in the classroom, and clinical clerkships. One medi-
cal school included case discussions of hospice cancer patients.
This school offered one—week course called ‘end of life care’ to
medical students in their fourth year. Delivering bad news was
the most popular topic for active learning, such as small-group
discussions or role play. Sometimes, standardized patients and
role play were used teach students how to deliver bad news.

Videos were also used to learn about death, advanced care

planning, condolence, and communication techniques.

4. Faculty members’ attitudes toward their EOL care
curricula

Table 4 lists descriptive statistics for faculty members’ at-
titudes toward their EOL care curricula. Only 22% (n=6) of
respondents were satisfied with their EOL care curricula and
19% (n=5) believed that the instruction time allotted to EOL
care in their curricula was adequate. In total, 59% (n=16) of
respondents reported that their students gained sufficient EOL
care experience during their clinical rotations. However, only
7% (n=2) of respondents agreed that their students were ad-
equately prepared to practice EOL clinical care.

Faculty members’ overall attitudes toward their EOL care
curricula were similar, regardless of whether EOL care was
taught as a separate course or as part of integrated medical
training (t=0.36, P=0.72). Attitudes toward EOL care cur-

Table 2. Presence of at Least Objectives Being Taught Classified by the Curricular Domain of the Palliative Education Assessment Tool (N=20).

Domain Description Frequencies (%)
|. Palliative medicine (6 objectives) Identify the basic concepts of palliative care and its inclusion within the care continuum 5(83)
II. Pain (12 objectives) Understand the origin of pain and the diagnostic and therapeutic therapies used (e,g,. as 11(92)
distinct from suffering and psychosocial stress)
lll. Neuropsychological symptoms Address those symptoms associated with dying, including those that are byproducts of 3(27)
(11 objectives) disease or medications (i.e, agitation, depression, delirium, dementia, etc.)
IV. Other symptoms (10 objectives) Address those symptoms that are often the most concern to the patient- those symptoms 6 (60)
that are byproducts of medications (i.e.., dyspnea, nausea/vomiting, constipation,
diarrhea, pruritus, etc.)
V. Ethics and law (20 objectives) Discuss the ethical and legal issues surrounding the end-of-life 15(75)
VI. Patient/family/caregiver nonclinical ~ Include the concerns of the patient, family, and nonclinical caregiver as the end-of-life is near 7(58)
perspectives on end of life care
(12 objectives)
VII. Clinical communication skills Include clinical communication skills that are essential in all aspects of medicine, and those 12 (100)
(12 objectives) skills specific to end-of-life care
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DVII-G1. Breaking bad news

DII-J. Use of opioids

DII-I. Non-opioid pharmacologic management of pain

DII-L. Efficacy of pain management

DII-K. Non-pharmacologic management

DI-A. Palliative care definition

DIl-H. Diagnostic assessment of pain

DII-F. Pain-related history and physical examination

DII-D. Pain characteristics

DII-C. Neurobiology of pain

DII-B. Barriers to adequate pain management

DI-F. Role of hospice and hospice philosophy

DVII-D. Eliciting relevant narrative and clinical information in the clinician-patient encounter
DVII-C. Instruction in empathic interviewing skills

DVII-A. Understanding the experience of dying

DV-K. Definition of physician-assissted suicide and voluntary active euthanasia
DI-D. Indications and benefits of PC

DVII-G4. Advance directives

DV-T. Public policy dimension of end of life care

DV-H. Legal and ethical basis of do not resuscitate issues

DII-A. Epidemiology of pain

DVI-B. Psychological support needs at the EOL

DIV-H. Pharmacologic management of other symptoms

DII-E. Disease-specific pain syndromes

DI-E. Integrating palliative care as a continuum of care

DVII-G3. Withdrawing/withholding life-sustainig treatment

DVII-E. Ability to empathize with patients and their intimates

DV-J. Withholding/withdrawing life-sustaining treatment

DIV-B. Pathophysiology of non-pain syndromes

DI-C. Developing goals of care at the end of life

DVI-A. Values history

DV-P. Pronouncing death

DV-C. Analyzing ethical issues at the EOL

DV-A. Professional obligation to dying patients and families

Dlll-I. Pharmacological management of neuropsychologic symptoms
DVII-I. Communicating and negotiating goals of care to patients and intimates
DVI-L. Bereavement process and therapeutic interventions for survivors
DVI-I. Caregiver and family dynamics and their influence on care

DV-N. Definition of brain death

DV-G. Legal and ethical basis of informed consent

DV-D. Awareness of ethics committee and other institutional resources
DIV-G. Diagnostic assessment of non-pain syndrome

DIV-D. Symptoms as complications of therapy

DIV-C. Disease-specific syndromes

DIV-A. Epidemiology and its significance of other symptoms

DIlI-B. Neurobiology of symptoms

DI-B. List of clinical components of PC

DVII-L. Notification of patient's death

DVII-K. Communicating with patients and intimates as death approaches
DVII-F. Ability to work and communicate with an interdisciplinary care team
DVII-B. Respect for and knowledge of differing values, cultures, and beliefs
DVI-K. Community resources and social supports

DVI-J. Social work interventions

DVI-D. Suffering

DV-S. Death certification

DV-O. Organ transplantation

DV-I. Surrogate decision making and advance directives

DV-F. Truth telling

DV-B. Professional self-reflection regarding attitudes, beliefs, and experiences with death
DllI-H. Counseling/psychotherapeutics

Figure 1. Number of medical schools which offer PEAT objectives (N=20).
PEAT: palliative care education assessment tool.

EOL Care Curricula Survey

T T T T T T T 1
6 8 10 12 14 16 18 20
No. of medical schools (n)

ricula were also compared, based on the length of EOL care
instruction time. Faculty members had a more positive overall
perception of their EOL care curricula when the EOL care in—

struction times were longer (t=2.31, P<0.05) (Table 5).

Vol. 22 « No.4 + 2019

DISCUSSION

This is the first study to investigate the EOL care curricula of
undergraduate medical schools in the Republic of Korea. As
with similar studies performed in Europe and North America

(5-9), we found that EOL care education does form part of
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the basic medical education curriculum in Korean medical
schools. However, there was significant variation in course
formats, content, instruction time, and teaching methods
across the different medical schools. Moreover, the faculties
involved in teaching EOL care were generally dissatisfied with
their curricula.

First, the instruction times allocated to EOL care by medi-
cal schools (mean, 10 hrs) were shorter than those reported in
the United States and in several European Union nations (13).

Medical schools in the United States typically teach EOL care

Table 3. Teaching Methods in EOL Care Curricula (N=27).

Methods n (%)
Lectures 27 (100%)
Small group learning 14 (52%)
Clinical clerkship* 12 (44%)
Role play 4(15%)
Videos 2 (7%)
Casediscussion 1(4%)

*Bed side teaching while clinical rotation period.
EOL: End-of-Life.

KJHpPC

for 4 weeks, whereas European medical schools, such as those
in England and Germany, provide approximately 40 hrs (and
a minimum of 20 hrs) of EOL care education at appropri—
ate intervals within the basic medical education syllabus (13).
Although there is wide variation in undergraduate EOL care
curricula internationally, limited time has been allocated to
EOL care education in the Republic of Korea and this varies
significantly across medical schools (2~36 hrs). In addition,
because there is a lot of medical coursework to teach, it may
be impossible to ensure that enough time is spent on EOL care
education unless it is made compulsory. More than half (56%)
of the faculty members who responded to our survey said that
their EOL care curricula need further development. Therefore,
institutional or national support for compulsory EOL care
education may be necessary. Boland et al (17) suggested that
making EOL care courses compulsory could be the first step in
effectively integrating EOL care across the undergraduate cur—
riculum to improve the teaching of palliative care.

We found that communication skills and pain management

were the most widely covered topics among the EOL care

Table 4. Faculty Members' Attitudes toward the EOL Care Curricula (N=27).

ltem Strongly disagree  Disagree Neutral Agree Strongly agree
Satisfied with the EOL care curricula 3(11%) 13 (48%) 5(19%) 6 (22%) 0(0%)
Instruction time on EOL care is adequate 4(15%) 12 (44%) 6 (22%) 4(15%) 1(4%)
Students spend enough time in EOL care during dlinical rotations 4(15%) 3(11%) 4(15%) 16 (59%) 0 (0%)
Students are prepared for clinical practice in EOL care 6 (22%) 16 (59%) 3(11%) 2 (7%) 0 (0%)

EOL: End-of-Life.

Table 5. Faculty Members' Attitudes toward the EOL Care Curricula across Different Course Structure and Format (N=27).

Course formatx Length of instruction time
(M+SD) (M+SD)"
fem ed <10hrs >10hrs
S?ﬁz:;a)te In'zﬁgrza(')t) t  P-value h=11) (n=14) t  P-value
Satisfied with the EOL care curricula 2.40(0.940) 2.86(1.069) 1.070 0341  218(0.982) 2.86(0.949) 1.740  0.095
Instruction time on EOL care is adequate 240(0.940) 2.71(1.380) 0.673 0507  2.18(1.250)  2.79(0.893) 1410 0.172
Students spend enough time in EOL care during 3.25(1.251) 3.00(0.816) 0490 0.628  273(1.421) 357(0.852) 1.847 0.078
clinical rotations
Students are prepared for clinical practicein EOLcare  2.05(0.887)  2.00(0.577)  0.138  0.891 1.73(0.647)  2.36(0.842) 2048 0.052
Total 2.52(0.794) 264(0.7200 0.3 0.72 220(0.820)  2.89(0.626) 231 0.026

*The integrated course format means EOL care is taught as part of other courses; the separate course format is when the course in EOL care is offered not being
integrated into other courses, " Two missing data.

EOL: End-of-Life.
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curricula (15,18,19). In particular, delivering bad news is an
essential topic for the Korean Medical License Examination.
All of the medical schools covered this topic, although they
used different teaching methods. We compared our curricula
objectives in each curricular domain using PEAT with data
from a worldwide review of undergraduate EOL care curricula
(13). Although 60 of the 83 PEAT objectives were met across
the schools considered, a median of only 11 objectives were
met. This suggests that these objectives were not consistently
covered across the schools and students would not acquire the
same set of core competencies. The objectives from domain I
(pain) and domain VII (communication skills) were covered
most frequently. However, domain III (neuropsychological
symptoms) and domain IV (other symptoms) objectives were
covered by less than one—quarter of the medical schools. The
objectives included in domain V (ethics and the law) were
covered by medical schools in our study, reflecting the recent
introduction of the Self-determination Act and issues regard—
ing life sustaining treatment for terminally ill patients. Interest—
ingly, the least taught domain was domain VI (patient/familial
perspectives), although this was the domain covered by the
largest number of international medical schools (13). In addi-
tion, although several domain VII objectives were taught, these
rarely included multidisciplinary teamwork. EOL care has
emotional costs for patients, families, and physicians. Our re—
cent study showed that medical trainees’ experiences of death
and dying occurred mostly during their final year of medical
school. Such experiences may generate powerful emotions.
Therefore, discussions about death and dying and thinking
about the factors that affect the experience of dying are im—
portant steps in accepting the inevitability of death and devel-
oping adequate coping strategies (20).

Most of all, our findings suggest that not enough teaching
time is currently allocated to meeting the necessary learning
objectives for EOL care within the curricula. Therefore, learn—
ing objectives and competencies need to be prioritized. As with
the PEAT, the Korean Association of Medical Colleges also
list several learning outcome requirements for basic medi—
cal education, such as delivering bad news, providing a sense
of dignity, and understanding the bereavement process (21).
However, our results show that these topics are not always

covered. Therefore, a more careful approach to teaching Ko—

Vol. 22 « No.4 + 2019
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rean medical students EOL care is needed.

In addition, a shift toward more active learning may enhance
our teaching approach. We found that most EOL care instruc—
tion time involved lectures, and three Korean medical schools
only used lectures as a teaching method. As with other inter—
national medical schools, some Korean schools used various
teaching methods. However, simulation and role play (15%)
were rarely used compared to international data (20~40%) on
palliative care education for undergraduate medical students.
Similarly, online/technology was rarely used in our study
(<10%) compared to medical schools in the UK (up to 79%)
(12). Moreover, teaching activities such as reflective essays and
hospice visits were not mentioned by any of the Korean medi-
cal schools. Hospice visits are considered mandatory for EOL
care education and many international medical schools include
these, including up to 92% of UK medical schools (12,17,20).
These findings suggest that a greater number of diverse and
active learning approaches should be used to improve EOL
care education in Korean medical schools. The neglected
domain IV objectives and absent teaching methods, such as
reflective essays and hospice visits, suggest that EOL care edu-
cation in the Republic of Korea should focus more on the pa—
tient’s value and relieving suffering.

As of 2019, the Korean Society for Hospice and Palliative
Care certifies physicians for hospice and palliative medicine
(22). However, the tutors involved in our analyses specialized
in hematology, medical oncology, medical ethics, family medi—
cine, and psychiatry. In the future, tutors with the necessary
certification will be available and palliative medicine will be
recognized at a national level.

Most faculty members who responded to our questionnaire
and were responsible for an EOL care curriculum were not
satisfied with their own curriculum. Fortunately, faculty mem—
bers’ perceptions of their EOL care curriculum were influenced
by their students’ exposure to EOL care education. This find—
ing is consistent with a study of medical students in the United
States, which showed that students felt better prepared to de—
liver EOL care and rated their EOL care curricula more highly
when they had more exposure to EOL care education (1).

This study had some limitations. First, approximately one-
third of the medical schools did not respond to the survey, and

only about half of them could be evaluated using the PEAT.
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Some respondents described curricular objectives (e.g., ‘other
symptom control, such as dyspnea, delirium’) in such a way
that they could not be categorized using the PEAT. Although
the PEAT is not validated for analyzing curricula from different
countries, comparing our results with international data may
provide valuable insight. A future study using a checklist to
evaluate our curricula and curricular mapping may overcome
this limitation. Second, we did not investigate the informal and
hidden curricula. Previous studies have shown that the in-
formal and hidden curricula can sometimes impair learning if
they convey negative messages (1,23-25). Therefore, a future
study of the three EOL care curricula modalities is needed to
understand the development of EOL care education in depth.
Third, we did not investigate how EOL care curricula students
are assessed. Because student assessment is fundamental to the
quality of educational programs, an evaluation of the student
assessment process will also be necessary to identify aspects of
the EOL care curriculum that could be improved.

This study highlights the need to improve EOL care educa-
tion in basic medical curricula within the Republic of Korea.
National guidelines or legislation should be introduced to en—
sure that physicians are adequately equipped to provide EOL

care.
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