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l Are newly qualified doctors prepared to provide 
supportive and end-of-life care? A survey of 
Foundation Year 1 doctors and consultants

ABSTRACT 
Objective: To establish whether Foundation Year 1 (FY1) doctors in Edinburgh are 
sufficiently prepared to deliver generalist palliative care, with a view to informing 
developments in undergraduate and postgraduate medical education. 
Methods: Questionnaires were sent to FY1 doctors and to supervising consultants. 
Semi-structured interviews were conducted with five FY1 doctors.
Results: A total of 60 FY1 doctors and 31 consultants replied. The majority of FY1 
doctors did not feel well-prepared to deliver basic palliative care, especially when 
managing distress and social issues. Consultants agreed that FY1 doctors were 
underprepared. Junior doctors reported high levels of distress themselves, with few 
seeking support from senior colleagues. Both sets of respondents made suggestions 
for curricular improvements.
Conclusions: Newly qualified doctors were not adequately prepared to deliver 
generalist palliative care and lacked first-hand experience of end-of-life issues. Current 
reviews of palliative care education should address the learning and supportive needs 
of our most junior doctors more effectively.
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Background

Ensuring that all UK medical graduates are able to care 
for patients and families with palliative care needs has 
become a national priority. Tomorrow’s Doctors (2009) 
stated that students must be able to contribute to the 
care of patients and their families at the end of life, 
including management of symptoms, deal with practical 
issues of law and certification,  effectively communicate 
and work well in teams. Several other General Medical 
Council (GMC) learning outcomes also relate to 
palliative care, particularly ethics, safe prescribing and 
shared decision-making.1 Medical schools in the UK, 
including the five schools in Scotland, are currently 
moving towards more outcome-focused curricula in line 
with GMC recommendations, and are reviewing their 
palliative care teaching to ensure it meets the 
requirements. There is increasing recognition of the 
importance of palliative care, though it is acknowledged 
that access to this care for those who need it varies 
greatly in different countries across Europe.2 

In 2008, the Association for Palliative Medicine of Great 
Britain and Ireland (APM) published a recommended 
syllabus for medical undergraduates, following a Delphi 

study of palliative medicine specialists.3,4 This document 
provides a clear framework for palliative care educators, 
but has been described as ‘not achievable in already 
overloaded undergraduate curricula’.5 The Scottish 
Government action plan for palliative care and the 
Department of Health end-of-life care programme both 
highlight the need for better education and training of all 
health professionals.6,7 To inform the review of palliative 
care undergraduate medical curriculum and highlight 
potential areas for improvement, we surveyed FY1 
doctors and supervising consultants in South East 
Scotland. We aimed to find out if the Foundation Year 1 
doctors felt able to care for patients and families with 
supportive and palliative care needs and to compare 
this with the views of consultants. We also investigated 
whether these junior doctors felt distressed when 
caring for patients at the end of life and asked them to 
identify their sources of support. 

Methods

A questionnaire for FY1 doctors was developed as part 
of a fourth year ‘student selected’ project.  A combination 
of ratings scales and open questions were used to allow 
comparison of key data and capture thoughts about 
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individual experiences. Questionnaires were piloted 
with 14 senior medical students and minor revisions 
were made. Questions were grouped into three sections 
– undergraduate teaching experiences, FY1 experiences, 
and recommendations for future undergraduate training.

Questionnaires were emailed to the 176 FY1 doctors 
working in the South East Scotland Deanery in 
November 2009. Reminders were sent twice. Paper 
copies were also distributed to FY1 doctors in the two 
largest acute hospitals. Respondents were asked if they 
would consent to a short discussion and semi-structured 
interviews were conducted with a convenience sample 
of five FY1 doctors who volunteered. They were asked 
to expand on themes included in the questionnaires. The 
aim was to generate narrative accounts that provided 
contextual descriptions of the doctors’ experiences. 

Data from the questionnaires were entered into a 
spreadsheet and basic comparative analysis was 
conducted. The interviews were tape-recorded and 
representative accounts were selected to highlight key 
findings from the questionnaires. 

A consultant questionnaire was designed to explore 
similar issues. These questionnaires were distributed in 
early 2010 by hand to a convenience sample of 47 
consultants from a range of medical and surgical specialties 
who were clinical or educational supervisors for FY1 
doctors. A reminder was sent after one month.

The project was approved as an educational needs 
assessment by the undergraduate special study module 
review group, and ethics committee approval was not 
considered necessary.

Results

Sixty FY1 doctors returned the questionnaire (34% 
response rate), 40 of whom were female. The response 
rate from the consultants was 66% (n=31). The median 
number of FY1 doctors supervised by each consultant 
during the four months since qualification was four.

1. Undergraduate teaching and FY1 preparedness 
for practice

FY1 survey
A total of 29/60 FY1 doctors (48%) felt that they had 
‘too little’ palliative care education at medical school 
while 25/60 FY1s were satisfied that the amount of 
palliative care education had been ‘about right’; 40/60 
FY1 doctors (67%) stated that at the point of graduation 
they were ‘not very well prepared’ to manage end-of-life 
issues in general, but the remaining 20 (33%) felt ‘well 
prepared.’ One of the interviewees commented that 
undergraduate training only took them so far:

You can learn things up to a point as a medical student, 
but when you’re actually in the position of having to 
do it on your own on the wards in the middle of the 
night by yourself you learn pretty quickly.

Respondents were asked to rate their preparedness in a 
number of key palliative care subjects, to try to establish 
which areas were most in need of development. Clinical 
communication and pain control were the areas that 
FY1s reported feeling most prepared for, while ‘spiritual 
distress’, ‘social issues’ and ‘psychological distress’ were 
those that they felt least prepared to manage (Figure 1).

Consultant survey
Consultants rated their FY1 doctors as generally less well 
prepared than the FY1s rated themselves to care for 
patients with a variety of palliative care needs (Figure 2).

‘Pain control’ was the area that the consultants saw 
their FY1 doctors as most prepared for, with ‘spiritual 
distress’ and ‘social issues’ the poorest. Several 
consultants commented that they did not expect FY1 
doctors to be fully prepared to deliver palliative care. 

2. FY1 doctor experience

FY1 survey
A total of 56/60 FY1 doctors had been involved in some 
way in caring for dying patients since qualifying. Of these, 
44 (79%) had felt out of their depth, though the majority 
of these (n=40, 91%) stated that there was someone 
they could approach for advice about end-of-life care. 
The hospital palliative care teams and their senior 
colleagues were the most popular sources of advice.

I wasn’t that shocked that I hadn’t seen dying people, 
but the first time you see it is when you’re a doctor 
and the families are asking questions and you’ve 
never met them before. That’s the scenario you’re 
faced with. 

I would have liked to have been talked through how 
people die, like assessing when you think someone is 
dying and how long it takes different people to die. I 
didn’t realise people could be dying for days. 

A total of 39/60 FY1 respondents (65%) had felt 
personally distressed when caring for patients with 
palliative care needs, with only around half of these 
(n=18) believing that there was someone they could 
approach for support. For the most part, this support 
came from family and friends rather than their colleagues 
or senior consultants. None of the interviewees talked 
explicitly about feeling distressed.

Consultant survey
A total of 26/31 of the consultants believed that there 
were adequate learning opportunities available relevant 
to palliative care while working in their specialty, with a 
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similar number (n=28) agreeing that the FY1 doctors’ 
abilities improved over their first year.  Several commented 
that role-modelling by senior consultants played an 
important part in this. 

A total of 26/31 of the consultants felt that FY1 doctors 
would ask for their support appropriately, but few had 
actually provided assistance for FY1s who were 
distressed at caring for patients at the end of life. 
Interestingly, 26/31 respondents felt adequately prepared 
to provide support for FY1s.

3. Suggestions for future undergraduate training

FY1 survey
A total of 28/60 FY1 respondents made suggestions for 
a future curriculum; 18/28 suggested more practical 
sessions, 13/28 proposed more clinical exposure to 
patients nearing the end of life, and 6/28 suggested that 
more case-based teaching would be beneficial. 

Just how to write up syringe drivers, what you can put 
in them, what you can prescribe for respiratory 
secretions, anti-emetics, that sort of thing. The practical 
side of things is probably most helpful.

Maybe if you were on a placement, you could get 
more involved and see what actually happens towards 
the end.

Case-based is good, so like, ‘here’s a kardex, what 
would you do?’ make it very practical and teach us 
about stopping and rationalising meds and all that.

Consultant survey
Consultant respondents agreed with the FY1s that more 
exposure and hands-on experience of dealing with dying 
patients and those with difficult symptoms would be 
beneficial. Several proposed undergraduate attachments to 
hospital palliative care teams, while others suggested that 
they could deliver valuable ward-based teaching themselves. 
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figure 1 How prepared were you at graduation to manage the following?
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figure 2 How prepared are the Foundation Year 1 doctors you supervise at managing the following?
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Discussion 

Most FY1 doctors we surveyed felt that there had been 
insufficient undergraduate teaching in palliative care, 
although we cannot say that more education would 
necessarily equal better preparedness at the point of 
graduation. Many of the consultants thought that to 
expect ‘preparedness’ was unrealistic. A number of the 
FY1 doctors reported that while they felt out of their 
depth and generally unprepared, this was acceptable 
given their junior status. However, we know that FY1 
doctors in all specialties will be caring for patients with 
palliative care needs in their first year of work.5,9,10 They 
do not require specialist knowledge, but should be 
confident and competent in delivering holistic, generalist 
palliative care and be able to cope with the emotional 
demands of caring for dying patients and their families. 
Our survey demonstrated that newly qualified doctors 
in South East Scotland did not feel fully prepared to 
provide end-of-life care, especially with respect to 
managing psychological and spiritual distress and social 
issues. Studies in other settings have previously shown 
that junior doctors lack confidence in their ability to 
deliver palliative care.8,9 We do not know if our sample 
of FY1 doctors would have rated their ability to deliver 
other types of medical care similarly to palliative care, as 
this was not included in the questionnaire. 

Three-quarters of the FY1 doctors surveyed had felt 
out of their depth while caring for patients with 
palliative care needs, and almost two-thirds had become 
distressed when caring for the dying. These findings are 
consistent with other studies and specifically with 
another recent Scottish survey of FY1 doctors.10 Both 
surveys highlight that only around half of foundation 
doctors feel adequately supported in caring for a dying 
patient, and that most don’t seek (or receive) much 
support from their senior colleagues in these 
circumstances. Our consultant survey supports this 
finding, but also raises the question of ‘why not?’ since 
the majority of consultants reported feeling adequately 
prepared to deliver such support. 

Ten years ago, Field and Wee,11 and more recently 
Gibbins et al.,5 found that palliative care education varied 
considerably among UK medical schools, with some 
having very little dedicated teaching time and others 
with longer clinical placements. Our survey highlighted 
that a number of FY1 doctors had had little or no 
contact with dying patients or families during their 
clinical training. This is despite all students visiting 
inpatient hospice teams, and spending many months on 
hospital wards and in primary care placements. Gibbins 
et al. surveyed palliative care educators and found that 
the lack of hands-on experience was common.12 There 
was general acknowledgement that students were 
denied access to the most unwell patients, with one 
educator commenting that at their university students 

could go through the entire undergraduate medical 
course without ever seeing anybody with a life-
threatening illness. Comments from the FY1 doctors we 
surveyed about not knowing how people died suggest 
this is an ongoing problem. In another survey, Arolker et 
al. interviewed palliative care professionals and patients 
and found that while staff acted as ‘gatekeepers’ by 
‘protecting’ the most unwell patients from medical 
students, the patients themselves were overwhelmingly 
positive about seeing students.13 This was the case even 
for those who had a very poor performance status. 

Study limitations and strengths

This was a small-scale, regional survey.  The FY1 doctors’ 
response rate was poor, due in part to the use of 
university and NHS email addresses to contact them 
(students didn’t use them as often as personal email 
addresses), and as a result, the views of almost two-
thirds of FY1s were not captured. Distributing paper 
copies from the outset might have been more effective 
in encouraging completion and return of the 
questionnaires. Similarly, the consultant survey only 
reflects the views of a small number of FY1 supervisors, 
and as such may not be fully representative.

Questionnaires were completed variably, with many of 
the free text responses left blank by both the FY1s and 
consultants. This might have been overcome had 
interviews been used as the main method for gathering 
data and discussing personal experiences, though this 
would have been significantly more time-consuming.

Interviews were only conducted with a small convenience 
sample of FY1 doctors (the first five we asked who 
agreed). Interviewing a larger number of FY1 doctors and 
in-depth qualitative analysis of their responses may have 
provided valuable insights into some of the key issues. 

We asked about perceptions of ‘preparedness’, but 
appreciate that these may not represent actual levels of 
clinical competence. However, exploring the views of 
both FY1 doctors and consultants provided a more 
balanced evaluation of behaviour in practice. This study 
was participatory and constructive. Our findings are 
informing a review of the palliative care curriculum in 
Scottish medical schools and could form the basis of a 
wider, national survey, assisting medical educators in 
other parts of the UK and internationally.

Recommendations and conclusions 

It is unrealistic to expect that our medical students will 
graduate feeling adequately prepared to deal with all 
patients with supportive and palliative care needs. 
However, undergraduate education should ensure 
doctors qualify with core competencies that will be 
developed by subsequent experience and training. 
Greater awareness of the issues that FY1 doctors 
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we might meet their educational and supportive needs 
more effectively. We have highlighted that training in 
managing distressed patients and families, dealing with 
social issues relating to palliative care and responding to 
spiritual needs could be improved. Foundation doctors 
who experience distress should to be able to access 
support and senior clinicians may need to be more 
proactive in offering such help. 

Undergraduate opportunities

Curricular pressures are unlikely to allow more 
designated palliative care teaching time, but clinical 
teachers in a range of hospital specialties and primary 
care are well placed to offer students valuable 
experiences. Providing medical students with more 
opportunities to be directly involved in the care of 
people with advanced conditions who are approaching 
the end of life should go some way to improving 
foundation doctors’ preparedness for practice, and is in 
line with GMC recommendations. Encouraging medical 
students to witness patient and family distress, showing 
them how it is managed, and allowing them to be 
present when multi-disciplinary team discussions about 
social, psychological and spiritual care needs as well as 
medical problems are taking place is a priority. Clinicians 
should be encouraged to involve medical students as 

junior team members sharing in the care of people who 
are dying in all settings. This would be welcomed by 
many patients provided it is handled sensitively. Practical 
teaching sessions on prescribing are seen as increasingly 
important preparation for clinical practice and should 
include palliative care cases.

Postgraduate opportunities

Clinical supervisors in all specialties support learning in 
clinical practice and foundation doctors will have many 
opportunities to build on their undergraduate training in 
palliative care. Training for postgraduate supervisors 
should include ways of addressing the support needs of 
junior doctors. Foundation doctors need to be able to 
give and receive support as members of the wider multi-
disciplinary team. Case-based discussions offer structured 
opportunities to review and improve competencies in 
palliative care.
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