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ABSTRACT
Background Palliative care is gaining 

importance within the physician’s range of 

duties. In the undergraduate medical curriculum, 

education on the four dimensions of care is 

insufficient. The spiritual dimension is hardly 

addressed. Therefore, we developed a coherent 

set of learning tasks targeted at learning to 

communicate about the spiritual dimension. 

The learning tasks are based on educational 

principles of authentic learning, reflective 

learning and longitudinal integration in the 

curriculum. This article reports on the feasibility 

of using these learning tasks in the medical 

curricula.

Methods Teachers and educational scientists 

were interviewed and students were asked to 

evaluate the learning tasks in focus groups. 

Interview transcripts were analysed by three 

independent researchers.

Results The learning tasks encourage the 

students to reflect on the four dimensions of 

palliative care and their personal values. Learning 

was clearly organised around authentic learning 

tasks relevant to the later profession, using 

paper, video cases, as well as simulations and 

real patients. Participants suggest giving more 

attention to cultural diversity. As palliative care 

is an emotionally charged subject, the safety of 

both student and patient should be guaranteed. 

All participants indicated that the program 

should start in the bachelor phase and most 

agreed that it should be integrated vertically 

and horizontally throughout the undergraduate 

program, although there is some debate about 

the optimal moment to start.

Conclusion The tasks, are authentic, encourage 

the students to reflect on the spiritual dimension 

of palliative care and are suitable for integration 

in the undergraduate medical curriculum.

INTRODUCTION
The need for palliative care is set to grow 
due to demographic changes, longer disease 
trajectories and higher comorbidity. Central 
to providing palliative care is the holistic, 
patient- centred and multidimensional 
approach, which addresses not only the 
physical, but also the psychological, social 
and spiritual dimension.1 Providing palli-
ative care is increasingly recognised as a 
universal responsibility of healthcare profes-
sionals2 3 and all doctors will see patients 
with progressive life- limiting conditions 
at some point during their careers.4 Physi-
cians, irrespective of specialism, should be 
both competent and confident in caring for 
the palliative care patient. Taking care of 
palliative care patients is typically associated 
with powerful and highly emotional situa-
tions affecting junior doctor’s emotional 
well- being.5 It is therefore important that 

Key messages

What was already known?
 ► Insufficient education on four dimensions 
of palliative care in undergraduate medical 
curriculum.

 ► Especially the spiritual dimension is hardly 
addressed.

What are the new findings?
 ► A coherent set of learning tasks developed 
in line with instructional design guidelines.

 ► Stakeholder evaluations positive; confirm 
that these are authentic and encourage 
reflection.

What is their significance?
a. Clinical: Enhances palliative care education 

for medical students.
b. Research: Suitable for integration in 

undergraduate medical curriculum.
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junior doctors develop the ability to guide palliative care 
patients during their medical training.6

Although there is a growing international movement 
to embed palliative care education in the undergrad-
uate medical curricula,5 this topic is not adequately 
addressed within all European medical universities. 
Several studies demonstrate that medical students do 
not receive sufficient education in this area.7 8 Students 
do not feel well prepared9–12 and feel especially ill 
-prepared to raise and discuss the psychological, social 
and spiritual dimensions of care.13 Their education 
primarily focuses on one dimension—the physical—
while allowing the others to fall by the wayside.14 
Students also report that self- care and reflection in the 
context of palliative care do not get much attention in 
their education.9 13 In the Netherlands, the undergrad-
uate medical education assigns only limited attention 
on palliative and end- of- life care.13 15–17 This despite 
that the national competency framework states that 
the doctor should promote people’s health and related 
quality of life, also in the palliative phase.18 The compe-
tences that Dutch medical students need to acquire to 
provide good- quality palliative care have recently been 
set out in an educational framework.19 This frame-
work specifies among others that the medical students 
should be able to talk to the patient and family about 
the incurable illness, prognosis and death, and discuss 
the four dimensions of care. They should also be able 
to take care of their own well- being and reflect on 
their own spiritual needs, alongside their perceptions 
about life, death and dying.

To bridge the gap between what students should 
learn and actually learn about spiritual care, we devel-
oped a coherent set of eight learning tasks. Addressing 
the spiritual dimension is a complex task. According 
to current educational principles, learning complex 
tasks can be supported by providing authentic or real-
istic learning tasks20, by using principles of reflective 
learning, and should be integrated in the curricula. 
Authentic tasks allow students to acquire knowledge, 
skills and attitudes in an integrated fashion,21 which 
improves the transfer of the curriculum to the work-
place.20 These authentic learning tasks can be inter-
woven in existing curricula in a horizontal and vertical 
integration manner. Reflection is a skill that is consid-
ered crucial for personal and professional develop-
ment.22–25 Through reflection, students are encouraged 
to think about their role as a physician,22 foster profes-
sional growth, release the emotional burden of caring 
for palliative care patients and increase patient care 
skills.24 Self- reflective training on the spiritual dimen-
sions within the students’ own lives is recommended.2

We developed a coherent set of realistic authentic 
learning tasks, in which students learn about and reflect 
on communication about the four dimensions of care, 
with a particular focus on the spiritual dimension. The 
main aims of these learning tasks are that students 
learn about spiritual care, are able to talk about it with 

a palliative care patient, and to reflect on their spiritual 
experiences regarding life and death. This article gives 
more insight into the usability and feasibility of these 
learning tasks from the stakeholders’ perspectives, that 
is, medical students, teachers and educational scientists 
on the design of the learning tasks based on the educa-
tional principles of authentic educational scenarios, 
reflection and integration. The research question is: 
How do medical students, teachers and educational 
scientists evaluate a set of coherent learning tasks 
focusing on the spiritual dimension of palliative care?

METHODS
Design
Three groups of stakeholders were asked to partici-
pate in this evaluation: medical students, teachers, and 
educational scientists. The students were interviewed 
in focus groups. The teachers and educational scien-
tists were questioned in individual interviews, due to 
their busy schedules. This qualitative approach was 
used to gather in- depth information and insights from 
our stakeholders.

Setting
In the Netherlands, it takes 6 years to qualify as a physi-
cian. In the first 3 years, the Bachelor’s program, the 
student primarily acquires theory and medical knowl-
edge. In the last 3 years, the Master’s program, the 
focus is on the application of knowledge in the work 
setting by letting students rotate between different 
internships.

Coherent set of learning tasks
We designed a set of eight learning tasks (table 1; for 
a full description, see online supplemental appendix 
1), designed to be integrated into the undergraduate 
medical curriculum. The designers included diversity 
and variations in teaching methods, diseases, treat-
ment plans, age and gender of the patient. The compe-
tencies to be acquired are described in box 1. These 
competences are a selection of the framework from 
Pieters et al.19

The educational principles of authenticity, and 
reflection are incorporated into the set of learning 
tasks (see table 2).

Table 1 The eight learning tasks

1 Learning about the four dimensions: physical, psychological, social 
and emotional

2 Discussing and reflecting on palliative patient in the context of life
3 Reflection on personal views on life, death and dying
4 Recognising the spiritual dimension
5 Learning to integrate the spiritual dimension into counselling
6 To conduct an interview on meaning and purpose and work with 

the diamond model
7 Simulation interview with a palliative patient
8 Unsupervised interview with a palliative patient
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Participants
Three groups of stakeholders were asked to partici-
pate in the evaluation: medical students, teachers and 
educational scientists. The stakeholders came from 
faculties of medicine of four different universities in 
the Netherlands.

Medical students (N=9)
These stakeholders were asked to be interviewed in 
focus groups as they represented the educational users 
as learners. Medical students in their final year of the 
Bachelor’s program or studying for their Master’s 
degree were invited. These students have an informed 
opinion as to which tasks they deemed suitable for 
students and at what stage the tasks could best be 
implemented in the curriculum.

Teachers of palliative care (N=9)
These stakeholders were invited for their insight and 
experience in education and their substantive expertise 
in palliative care. This group of stakeholders included 
medical specialists, mental healthcare providers and 
psychologists involved in teaching in undergraduate 
medical education.

Educational scientists (N=4)
These stakeholders were asked for their expertise in 
both educational design and the educational princi-
ples used in this learning program (Authentic learning, 
reflection and integration into existing courses). The 
educational scientists worked at medical faculties.

Instruments
The teachers and educational scientists were inter-
viewed individually, the students were interviewed in 
focus groups, using the same semistructured interview 
guide (see online supplemental appendix 2). The inter-
view guide asked for perceptions of the set of learning 
tasks, focusing on the educational learning principles 
that shaped them: authentic learning tasks, the princi-
ples of reflective learning, and the integration into the 
existing courses.

Procedure
Participants were recruited through purposeful 
sampling within the network of Pasemeco until data 
saturation was reached. They were invited through 
an email that included the information letter. Prior to 
their individual or focus group interview, the partici-
pants received a short explanatory video and a docu-
ment with an overview of the set of learning tasks. 
The interviews took no more than 45 min and were 
conducted by JP and EN. The interviewees gave their 
written informed consent.

Analysis
The interviews were recorded and transcribed. To 
support the qualitative data analysis,  Atlas. ti V.8 was 
used. The transcripts were analysed using template 
analysis, taking into account the step- by- step plan of 
Brooks et al.26 Researchers JP, EN, and FW carried 
out the preliminary coding of the data, starting with 
determining the a priori themes. These themes were 
based on the components of the research question 
(authentic learning tasks; reflection and integration 
into the curriculum). Two interview transcripts were 
read and coded independently by researchers JP, EN, 
and FW. They discussed their findings, merged the 
themes into meaningful clusters, and provided an 
initial coding template. This template was then applied 
independently by the three researchers to three other 
transcripts.

After consultation, the template was finalised and 
applied to the full data set. Themes were discussed 
and elaborated on iteratively with the whole research 
team. JP and DV coded the other eight transcripts 
independently and discussed the results afterward. The 
results were then discussed among all of the authors.

Reflexivity
This learning program was developed by a multidis-
ciplinary group that included educational scientists 
(DV and DD), researchers (JP and EN) and physicians 

Box 1 : Intended competencies of the learning 
tasks

Competencies:
1) The student communicates in a respectful and empathetic 
manner with patients and relatives.
2) The student makes the four dimensions (somatic, 
psychological, social and spiritual) of palliative care 
discussable with the patient and family.
3) The student reflects on distance and closeness in the 
treatment relationship with a palliative patient.
4) The student reflects on his/her spiritual and existential 
views around life and death.

Table 2 The incorporated educational principles in the different 
learning tasks

Authentic tasks The materials provided are based on life- like, 
authentic tasks. The video clips used are based on 
real cases encountered by professionals in their 
work. The learning tasks have been developed in 
close consultation with various care professionals. 
Furthermore, the student interviews a real patient 
they have met in the workplace.

Reflecting Reflection is a vital part of almost every learning task. 
Reflection is emphasised in several areas:

 ► Reflection on personal values, standards, and 
allocation of meaning and purpose (learning tasks 2, 
3 and 5)

 ► Reflection on the influence of the four dimensions on 
the patient and the care trajectory (learning task 1, 
4, 5 and 8)

Integration The learning tasks are developed for integration into 
existing courses.
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(FW and MvdBvE). The different perspectives have 
enhanced the strength of this paper, but may have 
influenced our views on educational principles and the 
learning tasks.

RESULTS
Authentic tasks
The stakeholders agreed that the educational mate-
rials, including the case descriptions, the video clips 
and short movies, showed the students a realistic 
view of what they could encounter in the workplace. 
The learning tasks were authentic and presented in a 
logical and structured order, from paper cases to a full- 
fledged conversation with a patient. The stakeholders 
commented that the learning tasks and materials could 
be further improved if they provided a better reflection 
of the cultural diversity within the patient population. 
Students especially appreciated the clips in which real 
patients and doctors talked about palliative care and 
suggested that encouraging the possibility to discuss 
cases students have encountered in medical practice 
would further increase the authenticity.

Reflective learning
Stakeholders recognised reflection is a recurring 
element across the learning tasks. They also consider it 
to be an important skill. According to the stakeholders, 
the majority of the students should be able to reflect 
well on the various health dimensions, but the spiritual 
dimension can be emotionally charged. Some stake-
holders indicated that to be able to reflect on this prop-
erly, some life experiences would not go amiss. Novice 
medical students’ reflections lack the necessary depth 
in comparison with Master’s degree students. Both the 
teachers and students preferred oral group reflection. 
The students indicated that they attached great value 
to the interaction with their fellow students and that 
it helps them express themselves better. Student safety 
must be ensured in order for them to properly reflect 
in a group.

Integration
The stakeholders believed that the learning tasks should 
be integrated across the curriculum in different years.
However, it is important that this does not become too 
fragmented and that students can clearly see the cohe-
sion. Almost all stakeholders mentioned that the initial 
tasks (tasks 1–5) would be best implemented in the 
Bachelor’s program, as the cases in these tasks revolve 
around the basis of palliative care. The other learning 
tasks (tasks 6–8) were considered more appropriate 
for more advanced students during the internships 
as these center around communication with a simu-
lated or real patient. According to the stakeholders, 
they required experience with patients that students 
only acquire during the Master’s degree. There was 
no consensus as to when to start the learning trajec-
tory. Some stakeholders believed that palliative care 

education should start in the very first year, so that 
students become immediately aware that palliative 
care is a part of routine care. But others thought it 
better to wait until the end of the Bachelor’s program, 
because students would not be open to the subject or 
not fully understand the subject matter until then.

The implementation should also take into account 
the differences between students. In the final learning 
task, students conduct an unsupervised interview with 
a palliative patient. According to the stakeholders, the 
learning program does prepare students well for this 
interview, but it is still an emotionally charged task. 
In order to protect both the patients and the students, 
the students must be well prepared and be able to take 
the lead in such an interview. Some students may need 
more training or support (table 3).

DISCUSSION
The medical students, teachers, and educational scien-
tists agree that the set of learning tasks was designed 
in line with contemporary instructional design guide-
lines. Learning was clearly organised around authentic 
learning tasks relevant to the later profession, using 
paper, video cases, as well as simulations and real 
patients. The tasks encourage the students to reflect 
on the four dimensions of palliative care and their 
personal values. There were various options offered 
for the integration of the tasks into existing curricula. 
The stakeholders also offered a number of suggestions 
to take into account, which will be discussed further.

First, palliative care and the spiritual dimension 
in particular are emotionally charged subjects. Extra 
attention to both student and patient safety is required. 
Both the students and teachers attached great value to 
the group discussions and reflections, where a bond 
of trust and psychological safety between all of the 
attendees was considered to be essential. These find-
ings are in line with the literature, where confidentially 
sharing experiences is needed and only possible in a 
group of people who know each other.2 27

Second, the educational materials were considered 
authentic with variation in cases and learning methods, 
but to increase authenticity, the stakeholders suggested 
including more cultural diversity among the patient 
cases used in the learning tasks. Contemporary society 
is more culturally diverse than the current materials 
reflected. It is an important topic that should not be 
overlooked, given that many physicians are unfamiliar 
with the specific needs of ethnic minorities regarding 
palliative care and communication.28

Third, there was discussion on how to integrate 
learning tasks or palliative care education in general. 
All participants agreed that this should start in the 
Bachelors and most agreed that it should be integrated 
vertically, throughout the undergraduate program 
and not as a stand- alone module. Furthermore, it 
needs to be integrated horizontally, where relevant, 
for instance, in cardiology, oncology, humanities, and 
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communication training. Integrating this set of learning 
tasks, therefore, mainly depends on the curriculum of 
a medical university and its identity as to where and 
when palliative care education can be implemented in 
the curriculum. The idea of vertically and horizontally 
integration is in line with recent educational research 
and guidelines.4 29 30

Some stakeholders argued that for learning about 
spiritual and palliative care in general, students should 
have some life experience and, therefore, it would be 
more suitable to start the program later in the bachelor. 
Others argue that palliative care should be normalised 
for the students and should, therefore, start in the first 
year. The concern that early exposure may be emotion-
ally challenging for young students, is the main reason 
why curricula integrate palliative care education in 
general later in the program.31 32 However, research 
shows that direct experience with palliative care for 
first- year students is associated with positive effects on 

the students’ attitudes regarding caring for palliative 
care patients.29 31 33 34 Junior doctors who were trained 
earlier in palliative care have enhanced competencies 
of psychosocial and spiritual aspects of palliative care, 
communication, and self- awareness.34 Thus, early 
exposure helps to normalise death and dying and the 
complex emotions that students and physicians can 
encounter while treating palliative care patients.31 33 34 
Interestingly, in this study, students themselves had 
lively discussions on this topic too, but they mainly 
discussed more practical obstacles: when is there time 
for this in the curriculum?

This study had some limitations. To begin with, we 
evaluated the set of learning tasks prior to its imple-
mentation. This meant that we could not reflect on 
the implementation process itself, leaving this to 
be researched at a later stage. We also focused on 
the stakeholders in the educational setting: medical 
students, teachers, and educational scientists. Patients 

Table 3 Themes and quotes of the stakeholders

Theme Quotes

Authentic 
tasks

‘I recognise this(authenticity, eds.)in so far that patients tell you a lot of stories. So, in that sense, they are all very authentic stories and this 
is how patients present themselves to doctors’ – I10
 

‘If you look at the learning tasks, you do see a clear structure. From watching to an increasingly active role to eventually actually having a 
conversation with a patient, of course’ - I8
 

‘I would also pay more attention to a more diversified background,(…). The impression here is that it might be more about the classic 
white Dutch native than perhaps the Surinamese or Moroccan who gets into these problems and needs an essentially different approach’ 
– I7
 

‘(the clips, eds.)in the sense that the doctors who were talking, for example a [person] I have met in the clinic as well so that appeals more 
to the imagination. That actually makes it even more authentic’ - FG2
 

‘That there are not only videos but also something like a link to a wishlist, and a Volkskrant [newspaper] article so I think that’s already very 
authentic. You might want to make it a little more authentic by having students contribute cases they encounter’ – FG2

Reflective 
learning

‘I believe, indeed, that in real life that might be better than on paper, especially because you sometimes have to put something on paper 
and then you are not really sure or you feel differently or have not enough time and if you are really working in such a group, then ideas 
emerge or feelings that other people then evoke in you or you hear it and you think, oh that’s right, I agree or I do not’ – FG1
 

‘What is also important here is that in your educational groups, or in the subgroup where you would discuss this, you have a bond of trust 
as well as feel safe’ - I11

Integration And what might also be good timing,(…), is the second half of the third year of medicine. Students are then very receptive to everything 
that is useful in their internships, so to speak, because then it is kind of a big thing that you will have to tackle soon and so you have to get 
started’ – FG2
 

‘I see no reason not to do it (integration as of year 1, eds.). And another advantage is that students will get an idea of - oh, yes, so this is 
part of the job as well? It soon makes it more normal, because students often enrol with a strong idea of: we are going to make everyone 
better… but accepting that you can't make someone better will become the reality… but it is not really part of the idea of beginning 
students so, in that sense, I think: maybe it’s also good to create some kind of awareness here’ -I12
 

‘I believe you could use that simulation interview as a go/no- go for having an interview with a patient. And, once again, they really are 
vulnerable patients, often in the final stage of life, who are often quite willing to contribute to the training, but who should also not be 
burdened disproportionately by oafs or students who are not interested or cut corners, and that such a patient is about to go home with a 
bad feeling after 45 minutes’ - I8

FG, Focus Group; I, Interview.
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were not involved in the evaluation, although they 
were involved in the overarching project within which 
the learning tasks were developed. Last but not least, 
the educational principles within this learning program 
were tailored to the Dutch situation. The educational 
principles and general setup of the design are inter-
nationally transferable, if tailored to the national 
situation. Following the authenticity principle means 
that it is important to paint a realistic picture of the 
professional field. If authenticity is to be guaranteed, 
learning tasks will have to be reviewed and adapted 
to be used in other countries. This also regards to the 
principle of reflective learning. The students involved 
in this study are already familiar with reflecting and 
sharing their opinion, since it plays a vital role in their 
curriculum. On a national level there is a lively debate 
on end- of- life care, but not on the spiritual dimension. 
Therefore, an emphasis was placed on the spiritual 
dimension.

This study has several practical implications. First, 
it pays off to integrate the program horizontally 
and vertically into the curriculum. It depends on 
the specific tasks and the curriculum itself how and 
where the integration can best take place. Some tasks 
will fit in well with education regarding communica-
tion or where clinical conditions are discussed such as 
oncology or lung disease. To avoid fragmentation and 
guarantee that all aspects are covered, however, it is 
also important that someone has an overview of where 
and how palliative care is addressed in the curriculum, 
for example, a curriculum coordinator or someone 
specifically assigned with this task. Furthermore, the 
tasks can always be adapted to specific contexts. For 
example, it might be difficult to arrange interviews 
with palliative care patients. Students could then inter-
view a chronically ill patient instead of a palliative 
patient. With explicit attention to communication and 
spiritual care education, it is possible to better prepare 
students for working in the professional field. The 
spiritual dimension of care deserves explicit attention 
in the medical curriculum.
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