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In 2006, the American Board of 
Medical Specialties officially rec-
ognized hospice and palliative 

medicine (HPM) as a subspecialty 
and the Accreditation Council for 
Graduate Medical Eduation (ACG-
ME) began accrediting fellowship 
programs. For the 2016-2017 aca-
demic year, there were 117 programs 
and 362 fellow slots nationally.1 In 

addition to geriatrics and sports 
medicine, HPM is the third ACG-
ME-accredited clinical subspecialty 
for family medicine. The current AC-
GME program requirements for fam-
ily medicine include geriatrics and 
sports medicine, however, there is no 
equivalent requirement for hospice 
or palliative patients.2 

Hospice and palliative consulta-
tion has demonstrated lower health 
care costs, decreased utilization, and 
improved quality of care at the end 
of life (EOL).3-5 In 1998, only 15% of 
hospitals nationally had a palliative 
medicine consultation service. That 
number grew to 67% of hospitals by 
2014.6 In 2015, the National Hospice 
and Palliative Care Organization re-
ported that the number of hospice 
programs in the United States has 
nearly doubled since 2000.7 As a re-
sult, there is a shortage in the num-
ber of physicians available to provide 
specialty-level HPM care. 

Formal training in HPM during 
residency has shown benefit in mul-
tiple studies. A 4-week hospice ro-
tation improved resident confidence 
regarding palliative skills, and a 
2-week required rotation showed im-
proved communication skills.8,9 A sig-
nificant improvement in knowledge, 
attitudes, and skills was measured 
after residents completed a 4-week 
hospice rotation, and 50% of the res-
idents surveyed perceived that the 
content was not available elsewhere 
in their training.10 Another study 
found a significant improvement in 
all palliative care domains after resi-
dents completed a geriatrics rotation 
with palliative education built into 
the curriculum.11 Finally, a Canadian 
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study demonstrated significant im-
provements of palliative and hospice 
medical knowledge in second-year 
family medicine residents after com-
pleting a 2-week palliative rotation.12 
To our knowledge, the Drexel Uni-
versity College of Medicine Family 
Medicine Residency is the only fami-
ly medicine program with a required 
4-week hospice and palliative medi-
cine rotation that combines hospital 
consultation and hospice. The aims 
of this study were to assess how this 
rotation improves comfort of family 
medicine residents in EOL care, and 
to measure if residents valued this 
experience enough justify a required 
rotation.

Methods
Rotation Design 
Two weeks are required on the hos-
pital-based palliative consultation 
service and one week at an inpatient 
hospice unit. The fourth week can be 
at either site, depending on resident 
preference. Throughout the rotation 
residents participate in weekly HPM 
fellow conference.

Data Collection
Family medicine residents were sur-
veyed across four classes after the 
completion of the 4-week rotation. 
Questions 1 through 7 ask the resi-
dents to rate their level of comfort 
in providing the basic skills need-
ed to properly practice HPM before 

and after the rotation using a 5-point 
Likert scale. Using the same scale, 
questions 8 through 10 ask the res-
idents if the rotation: (a) changed 
their view of EOL care, (b) was valu-
able to their future practice, and (c) 
should be a required rotation in the 
curriculum. 

Data Analysis 
A Wilcoxon signed ranks test was 
used for the first seven questions 
to detect a statistical difference be-
tween the mean level of comfort of 
the resident pre- and postrotation. 
For questions 8 through 10, the per-
centage of residents that strongly 
agreed with the statement was cal-
culated. This study received exemp-
tion status from the Drexel College 
of Medicine Institutional Review 
Board.

Results
A total of 28 residents completed the 
palliative care rotation from July 
2012 through July 2015. All ques-
tionnaires had 100% completion. 

Upon completion of the palliative 
medicine rotation, there was signifi-
cant improvement in the residents’ 
self-assessment in providing all basic 
HPM skills. Residents felt improve-
ment and more confidence in as-
sessing pain, managing pain, opiate 
titration and rotation, managing de-
termining if a patient is appropriate 

for hospice, and EOL ethics (Table 1, 
Figures 1 and 2)

The percentage of residents that 
strongly agreed was calculated for 
questions 8 through 10 (Table 2). 
Seventy-eight percent of residents 
strongly agreed that the palliative 
medicine rotation changed the way 
they view EOL care. All residents 
strongly agreed that a palliative 
medicine rotation was a valuable 
experience to their future practice 
and that palliative medicine should 
be a required rotation.

Discussion
Based on our study, the palliative 
medicine rotation significantly im-
proved the residents’ level of comfort 
in all measured areas. These skills 
are vitally important to the develop-
ment of a family physician regard-
less of future practice setting. The 
importance of these skills was rec-
ognized by the residents and reflect-
ed their agreement that the rotation 
was a valuable experience to their 
future practice. 

Another important result of this 
study was that all residents surveyed 
strongly agreed that the 4-week rota-
tion should be required. With great-
er need for providers skilled at EOL 
care, adding a palliative medicine re-
quirement in residency serves as an 
opportunity to help close the gap and 
increase quality of care provided to 
terminal patients. Family physicians 

Table 1: Resident Responses Shown as a Mean on a 5-Point Likert Scale

Survey Question Mean+SD (Start 
of Rotation)

Mean+SD (End 
of Rotation) P Value

Level of comfort in assessing pain in EOL 3.09+0.51 4.72+0.44 <0.001

Level of comfort in managing pain in EOL 2.68+0.77 4.66+0.47 <0.001

Level of comfort in opiate titration and rotation in EOL 2.71+0.81 4.54+0.47 <0.001

Level of comfort in managing dyspnea in EOL 2.50+0.64 4.43+0.50 <0.001

Level of comfort in running a family meeting in EOL 3.07+0.82 4.73+0.51 <0.001

Level of comfort in determining if a patient is hospice 
appropriate

3.00+0.90 4.89+0.32 <0.001

Level of comfort with EOL ethics 2.86+0.93 4.57+0.56 <0.001

EOL=end of life
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Figure 1: Residents’ Comfort Level Before and After Completion of the HPM Rotation 

Figure 2: Residents’ Comfort Level Before and After Completion of the HPM Rotation 

Shown as a mean with standard deviation. All fields improved significantly (P<0.001).

Shown as a mean with standard deviation. All fields improved significantly (P<0.001).
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are well suited to fill this gap due to 
the emphasis placed on continuity, 
building relationships, and caring for 
the family unit. To provide quality 
care for patients who are gravely ill 
and dying, family physicians need a 
basic skill set that includes facilitat-
ing discussions on goals of care and 
managing EOL symptoms. By incor-
porating a required rotation into the 
residency curriculum, residents will 
be exposed to HPM early in their 
training to broaden their knowledge 
and provide exposure to residents if 
fellowship training is desired.

Our study is based on residents’ 
self-assessment of their level of com-
fort in providing HPM as opposed 
to objective performance evaluation. 
This design may have recall bias as 
it is asking residents to self-evalu-
ate after the rotation was complete. 
However, this methodological design 
also allows for residents to serve as 
their own control and eliminates 
confounding biases, which could be 
seen as a strength. Lastly, despite 
data gathering over four classes, our 
study is still limited to a small sam-
ple size at a single institution. 

This rotation can provide a model 
example that can be implemented 
in other residency programs. Imple-
mentation of this rotation may help 
close the gap of patients not receiv-
ing quality EOL care.
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Table 2: Resident Responses Shown as a Mean+SD and Percentage of 
Responders Who Strongly Agree (5 on a Scale of 1-5)

Survey Question Mean+SD Percent at 5 
(Strongly Agree)

HPM rotation changed the way I view EOL care 4.79+0.42 78%

HPM rotation was a valuable experience to my future practice 5+0 100%

HPM rotation should be a required rotation 5+0 100%

EOL=end of life


