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ABSTRACT
Background and Objectives: Serious illness communication (SIC) skills promote
care that is aligned with patient preference and essential for well-rounded family
physicians. We aimed to show that the presence of family medicine faculty with
hospice and palliative care (HAPC) expertise improves the quality of SIC training.

Methods: The Council of Academic Family Medicine Educational Research
Alliance’s 2023 survey of program directors (PDs) explored SIC training in family
medicine residency programs (FMRPs). We used χ2 tests and logistic regressions
to compare independent program and PD predictors of perceived resident ability
to lead serious illness conversations.

Results: A total of 271 PDs responded (37.9% response rate). Of the programs
represented, 97% of FMRPs provided SIC training, and 60% of programs lacked
faculty with HAPC expertise. Having faculty with HAPC expertise increased the
odds of SIC training at least yearly (vs. less than yearly; aOR: 2.41, 95% CI: 1.24–
4.68) and residents leading conversations versus consulting specialists (aOR:
2.81, 95% CI: 1.34–5.8). Programs where PDs rated residents better prepared to
lead conversations had higher odds of residents leading their own discussions
than referring to specialists (aOR 4.87, 95% CI: 2.08–11.43). The training
method/frequency did not vary according to program characteristics.

Conclusions: Our findings indicate key areas for improvement and further
exploration. Reassuringly, the study identified SIC training in more than 90%
of surveyed FMRPs. Our associative data imply that residencies might invest in
faculty with HAPC expertise to enhance resident abilities in this important skill
set.

BACKGROUND
Given their close, long-term relation-
ships with patients and families, family
physicians are uniquely well-positioned
to provide primary palliative care. This
includes essential pain and symptom
management as well as initiating serious
illness conversations with patients and
their families. The benefits of such care
are well-established, including improved
quality of life for patients and fami-
lies,1,2 increased satisfaction with care,3

and decreased care costs.3 Since pallia-
tive care became formally recognized
as a medical subspecialty in 2008, the
demand for specialty palliative care has

steadily increased. This increase has been
attributed partly to the aging population
and better understanding and acceptance
of palliative care.4 However, the number
of palliative care specialists is insuffi-
cient to respond to this increased demand
alone.5 In turn, family physicians have
an essential role to play in meeting
this demand and supporting patients and
families facing serious illness and the end
of life.

The term “serious illness” refers to
conditions with a high risk of mortality
and negative impact on daily function or
quality of life, or significant strain on
caregivers.6 Serious illness conversations
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are discussions among patients with serious illness, their
families, and clinicians that elicit prognostic understand-
ing, emotions, and care preferences and that ideally occur
longitudinally over the course of a patient’s illness trajec-
tory.7 These conversations are central to primary and specialty
palliative care practice. The value of these conversations
has been well-documented.1,8,9 Studies have shown that
conversations about end-of-life care between patients and
clinicians lead to care more aligned with patient preferences.8

Meanwhile, patients who do not have such conversations are
more likely to receive aggressive medical care at the end of life,
which has been associated with decreased quality of life for
both patients and their caregivers.1 Primary care physicians
often struggle with these conversations, as reflected in a
2016 review of serious illness communication in primary care.
This review highlighted deficits in clinician knowledge and
skills regarding serious illness communication and uncer-
tainty about disease prognosis and appropriate conversation
timing.9 Also in 2016, a survey study of resident training in
end-of-life communication skills at one institution found that
despite these conversations being common in practice, they
were often unsupervised, and most residents had inadequate
preparation for them in residency and medical school.10

While studies have explored palliative care training
for medical students11 and residents and fellows in other
specialties, including internal medicine,12 pulmonology,13

emergency medicine,14 and surgery,15 less is known about
how family medicine residents are taught primary palliative
care skills, including serious illness communication, during
their training. This study aimed to explore the landscape of
serious illness communication training in family medicine
residencies across the United States, including the frequency,
methods, barriers to training, and trainers’ expertise, as well
as whether the presence of family medicine faculty with
hospice and palliative care (HAPC) expertise improves the
quality of serious illness communication training. To this
end, we explored associations among the presence of faculty
with HAPC expertise, program director ranking of resident
preparedness to lead conversations, and training characteris-
tics.

METHODS
For this study, we surveyed family medicine program directors
about serious illness communication training in residency.
Survey questions were included in a larger omnibus survey
of Accreditation Council for Graduate Medical Education
(ACGME)-accredited US family medicine program directors
conducted by the Council of Academic Family Medicine
Educational Research Alliance (CERA). Details of the CERA
program director survey methodology have been described
elsewhere.16 The survey was distributed by email using the
online program SurveyMonkey (SurveyMonkey Inc). Data was
collected from September 26 to October 30, 2023. The authors
used the change theory in education to develop the specific
serious illness communication survey questions,17 which were

pretested with local family medicine educators who were not
part of the sampling population, but who had educational
theory expertise and a clinical perspective. Pretesting allowed
face validity, interpretation of the language, and clarity of the
questions’ purpose to be refined. The question-and-answer
formats were subsequently edited to improve readability, flow,
and timing. The American Academy of Family Physicians
Institutional Review Board approved the survey. The survey is
available in the Supplement.

The CERA survey covers program director characteristics
(including gender, age, race, and years as program direc-
tor) and program characteristics (including location and
size). The survey included 10 questions specific to serious
illness communication education. These questions explored
curriculum content, including the frequency and methods
of serious illness communication training; qualifications
of educators, including whether the program had family
medicine faculty with expertise in HAPC; outcome measures,
including program director confidence in resident abilities
to conduct conversations and the frequency of residents
leading their own discussions; and barriers to training.
Though the term has been defined more broadly elsewhere as
suggested earlier,7 in the survey, “serious illness communi-
cation/conversations” was defined as discussing prognosis
and care goals with patients with serious illness. Survey
questions prompted program directors to consider training
in discussions about prognosis and goals of care rather
than advance care planning (including discussions about
advance directives), which has been more extensively studied
and integrated into quality metrics.18 Though an important
element of serious illness communication, assessment of
patient understanding was not included as part of the survey
definition. In the questions, “expertise” referred to any
person with notable training and experience with HAPC,
including fellowship training or obtaining a certificate of
added qualifications.

We used logistic regressions to explore demographic
predictors of having family medicine faculty with HAPC
expertise. We used χ2 tests to investigate the associations
among preparedness to lead serious illness conversations,
the presence of faculty with HAPC expertise, and train-
ing characteristics. For significant associations, logistic
regressions were adjusted for program director gender,
years in the program director role, number of residents in
the program, and residency type (university-affiliated vs.
nonuniversity affiliated). Statistical analyses were conducted
using SAS version 9.4 (SAS Institute Inc).

RESULTS
The overall response rate for the September 2023 CERA
program director survey was 37.9% (271/715). Of 271
respondents, 258 (95%) responded to all questions about
serious illness communication, and six responded to at least
70% of topic-specific questions. Most program directors
(56.5%) came from community-based, university-affiliated
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residency programs. Program directors came from every
region of the country and a range of community sizes, with
most (60.5%) serving in their roles for less than 5 years.
Respondents were majority female (53.5%) and majority
White (73.4%). Only 37 (13.7%) program directors identified as
underrepresented in medicine (Table 1).

Curriculum Content

Most programs (71.6%) provide serious illness communica-
tion training at least once per year of residency. One-third
(33.6%) of program directors reported that residents primarily
learn serious illness communication skills through didac-
tic sessions, while 23.6% reported that skills are taught
mainly through HAPC rotations. About half (49.8%) of
program directors reported that the most important skill for
residents to learn was discussing goals of care. Only eight
programs (3%) did not provide training. The training method
and frequency did not vary by program size, location, or
university- versus community-based.

Barriers to Education

Ninety-seven program directors (35.8%) reported no barriers
to serious illness communication training. Of those who cited
barriers, the most common were lack of resident learning time
(29.5% of cited barriers) and lack of faculty expertise (24.7%).

Educator Qualifications

Educator qualifications differed by program size and director
characteristics. Program size was a significant predictor of
having family medicine faculty with HAPC expertise. While
most programs (60%) had no faculty member with HAPC
expertise, larger family medicine residency programs with
more than 31 residents had higher odds of having faculty
with HAPC expertise than small programs with fewer than
19 residents (OR 3.13, 95% CI 1.48–6.60). Programs with
program directors who identified as underrepresented in
medicine were less likely to have faculty with HAPC expertise
(OR 0.35, 95% CI 0.15–0.82). Other demographic character-
istics (i.e., program director gender, race/ethnicity, years of
experience, community size, location, or program type) were
not associated with faculty expertise.

Characteristics of HAPC expertise are presented in Table
2. Over half (52.4%) of programs reported the involvement
of HAPC experts in serious illness communication training
(including either family medicine faculty with HAPC expertise
or palliative care faculty not affiliated with family medicine).
About one-third (34.0%) of program directors reported that
serious illness communication training is primarily taught by
faculty who do not have HAPC expertise.

Programs with family medicine faculty with HAPC
expertise had significantly higher odds of having one or
more serious illness communication training sessions per
year of residency compared to programs that did not have
faculty with HAPC expertise (adjusted OR: 2.41, 95% CI:
1.24–4.68), adjusted for program director gender, years in

TABLE 1. Family Medicine Residency and Residency Program Director
Characteristics (N=271)

Characteristic n (%)

Type of program

  University-based 43 (15.9)

  Community-based, university-affiliated 153 (56.5)

  Community-based, nonaffiliated 64 (23.6)

  Military 5 (1.9)

  Other 6 (2.2)

Community size

  Less than 30,000 27 (10.0)

  30,000 to 74,999 50 (18.5)

  75,000 to 149,000 51 (18.8)

  150,000 to 499,999 65 (24.0)

  500,000 to 1 million 33 (12.2)

  More than 1 million 44 (16.2)

  Missing 1 (0.4)

Program location

  New England (NH, MA, ME, VT, RI, or CT) 7 (2.6)

  Middle Atlantic (NY, PA, or NJ) 38 (14.0)

  South Atlantic (PR, FL, GA, SC, NC, VA, DC, WV,
DE, or MD)

44 (16.2)

  East South Central (KY, TN, MS, or AL) 11 (4.1)

  East North Central (WI, MI, OH, IN, or IL) 55 (20.3)

  West South Central (OK, AR, LA, or TX) 26 (9.6)

  West North Central (ND, MN, SD, IA, NE, KS, or
MO)

32 (11.8)

  Mountain (MT, ID, WY, NV, UT, AZ, CO, or NM) 28 (10.3)

  Pacific (WA, OR, CA, AK, or HI) 30 (11.1)

Size of community served

  Less than 30,000 27 (10.0)

  30,000 to 74,999 50 (18.5)

  75,000 to 1,49 000 51 (18.8)

  150,000 to 499,999 65 (24.0)

  500,000 to 1 million 33 (12.2)

  More than 1 million 44 (16.2)

  Missing 1 (0.4)

Number of residents in program

  <19 106 (39.1)

  19–31 121 (44.7)

  >31 43 (15.9)

  Missing 1 (0.4)

Years as program director

  <5 154 (56.8)

  ≥5 117 (43.2)

Gender

  Female/woman 145 (53.5)

  Male/man 121 (44.7)

  Choose not to disclose 4 (1.5)

  Missing 1 (0.4)

Race

  American Indian/Alaska Native/Indigenous 0

(Continued)
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program director role, number of residents in the program,
and residency type (university-affiliated vs nonuniversity
affiliated; Table 3). Likewise, programs with HAPC faculty also
had higher odds of residents leading their own serious illness
conversations (rather than referring to a specialist; adjusted
OR: 2.81, 95% CI: 1.34–5.87), adjusting for the same demo-
graphics (Table 4).

The presence of faculty with HAPC expertise was not
associated with whether programs had required didac-
tic sessions to help residents understand how to nav-
igate patients’ death anxiety and questions about life
purpose/meaning. Faculty HAPC expertise also was not
associated with whether residents primarily received serious
illness communication training during rotations (vs. by other
means), or program director ranking of resident preparedness
to lead conversations.

Outcome Measures

Despite fewer reported serious illness discussions among
residents at programs without HAPC expertise, 86.0% of all
program directors perceived that graduates of their programs
were prepared to lead effective serious illness conversa-
tions independently. Programs where program directors rated
residents as prepared to lead serious illness conversations had
higher odds of residents leading their own discussions (as
reported by program directors) than referring to specialists
(adjusted OR 4.87, 95% CI: 2.08–11.43; Table 4), adjusting for
program director gender, years in a program director role,
number of residents in the program, and residency type. The
program director’s ranking of resident preparedness was not
associated with the training method, training frequency, or
HAPC faculty’s presence.

DISCUSSION
Serious illness communication training is essential for
residents to become well-rounded family physicians and meet
the needs of patients who are aging and living longer with
serious illness. This study explored the landscape of serious

TABLE 1. Family Medicine Residency and Residency Program Director
Characteristics (N=271) (Continued)

Characteristic n (%)

  Asian 23 (8.5)

  Black/African American 11 (4.1)

  Hispanic/Latino/of Spanish Origin 13 (4.8)

  Middle Eastern/North African 3 (1.1)

  Native Hawaiian/other Pacific Islander 0

  White 199 (73.4)

  Choose not to disclose 11 (4.1)

  Multi (two races) 10 (3.7)

Self-identify as underrepresented in medicine

  No 230 (84.9)

  Yes 37 (13.7)

  Missing 4 (1.5)

illness communication training in family medicine residencies
and avenues for improving training in this crucial skill set.
We showed that programs with family medicine faculty with
HAPC expertise had higher odds of having more frequent
training and of residents leading conversations, suggest-
ing that exposure to faculty with HAPC expertise promotes
training in serious illness communication.

By 2050, 23% of the United States population will be
65 or older.19 At the same time, the prevalence of chronic
conditions is rising.20,21 As more of the population ages and
chronic disease burden worsens, the demand for palliative care
is expected to increase. That said, palliative care special-
ists cannot meet this increased demand alone. According
to one estimate, by 2030, just one palliative care physician
will be available for every 23,000 patients with palliative
needs.5 Furthermore, access to specialty palliative care, which
traditionally has been concentrated in academic hospital
settings, remains limited in significant portions of the United
States, particularly in southern and central regions of the
country and in rural communities. The Center to Advance
Palliative Care found that only about 17% of rural hospitals
with 50 or more beds have palliative care programs.22

Family physicians are essential in filling these access
gaps by providing primary palliative care services, mak-
ing family medicine residency training in serious illness
communication essential. While family physicians face
numerous demands and residency training time is limited,
serious illness communication training should be priori-
tized as a foundational skill in both inpatient and outpa-
tient settings. Fortunately, communication skills are already
recognized by ACGME as a critical competency for fam-
ily medicine residents. ACGME family medicine training
milestones include the ability to “sensitively and compassion-
ately deliver medical information, managing patient/family
values, goals, preferences, uncertainty, and conflict” and
use shared decision-making to “align patient/family values,
goals, and preferences with treatment options.”23 Integrating
serious illness communication training in family medicine
residency training (with even one session per year) will
prepare residents for the realities of caring for patients with
serious illness, particularly in the outpatient setting and
in the context of an aging population and the increasing
prevalence of chronic conditions. Furthermore, these skills
can promote interprofessional collaboration24 and may even
benefit physicians personally with evidence showing that
participation in communication skills training can increase
empathy and reduce burnout.25

Although our findings indicate the benefits of involv-
ing faculty with HAPC expertise in resident training, access
to such faculty may be a barrier for some programs. For
instance, our study indicated that smaller programs were
less likely to have faculty with HAPC expertise. For such
programs, one solution may be the use of established serious
illness communication training programs such as VitalTalk,
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TABLE 2. Influence of Demographic Factors on the Presence of Faculty With HAPC Expertise

Demographic factor
No faculty with HAPC
expertise

Faculty with HAPC expertise

N=163
n (%)

N=101
n (%)

Crude OR
(95% CI)

Type of program

  University-based 22 (13.5) 20 (19.8) 1.0

  Community-based, university-affiliated 93 (57.1) 54 (53.5) 0.64 (0.32–1.28)

  Community-based, nonaffiliated 42 (25.8) 22 (21.8) 0.58 (0.26–1.28)

  Military 4 (2.5) 1 (1.0) 0.28 (0.03–2.67)

  Other 2 (1.2) 4 (4.0)

Program location

  New England (NH, MA, ME, VT, RI, or CT) 3 (1.8) 4 (4.0) 1.0

  Middle Atlantic (NY, PA, or NJ) 18 (11.0) 18 (17.8) 0.75 (0.15–3.84)

  South Atlantic (PR, FL, GA, SC, NC, VA, DC, WV, DE, or
MD)

25 (15.3) 15 (14.9) 0.45 (0.09–2.29)

  East South Central (KY, TN, MS, or AL) 8 (4.9) 3 (3.0) 0.28 (0.04–2.08)

  East North Central (WI, MI, OH, IN, or IL) 33 (20.3) 21 (20.8) 0.48 (0.10–2.35)

  West South Central (OK, AR, LA, or TX) 15 (9.2) 11 (10.9) 0.55 (0.10–2.97)

  West North Central (ND, MN, SD, IA, NE, KS, or MO) 24 (14.7) 8 (7.9) 0.25 (0.05–1.37)

  Mountain (MT, ID, WY, NV, UT, AZ, CO, or NM) 20 (12.2) 8 (7.9) 0.30 (0.05–1.65)

  Pacific (WA, OR, CA, AK, or HI) 17 (10.4) 13 (12.9) 0.57 (0.11–3.02)

Size of the community served

  Less than 30,000 15 (9.3) 11 (10.9) 1.0

  30,000 to 74 999 27 (16.7) 22 (21.8) 1.11 (0.43–2.90)

  75,000 to 1 49 000 30 (18.5) 19 (18.8) 0.86 (0.33–2.27)

  150,000 to 4 99 999 43 (26.5) 21 (20.8) 0.67 (0.26–1.70)

  500,000 to 1 million 19 (11.7) 13 (12.9) 0.93 (0.33–2.67)

  More than 1 million 28 (17.3) 15 (14.9) 0.73 (0.27–1.98)

  Missing 1

Number of residents in the program

  <19 66 (40.7) 38 (37.6) 1.0

  19–31 81 (50.0) 36 (35.6) 0.77 (0.44–1.35)

  >31 15 (9.3) 27 (26.7) 3.13 (1.48–6.60)*

  Missing 1

Program director degree

  MD 130 (79.8) 79 (78.2) 1.0

  DO 33 (20.3) 22 (21.8) 1.10 (0.60–2.01)

Years in current program director role

  <5 105 (64.8) 55 (55.0) 1.0

  ≥5 57 (35.2) 45 (45.0) 1.51 (0.91–2.51)

  Missing 1 1

Years as a program director in any role

  <5 99 (60.7) 51 (50.5) 1.0

  ≥5 64 (39.3) 50 (49.5) 1.52 (0.92–2.50)

Program director gender

  Female/woman 90 (55.6) 52 (51.5) 1.0

  Male/man 72 (44.4) 46 (45.5) 1.11 (0.67–1.83)

  Genderqueer/gender nonconforming 0 0

  Nonbinary 0 0

  Choose not to disclose 0 3 (3.0)

  Missing 1

(Continued)
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which offers virtual training courses for clinicians and faculty
development to train the trainer.26 Inviting experts from
outside institutions, either in person or virtually, is another
option when faculty expertise is lacking. Additionally, defining
specific competencies for family medicine residents within
serious illness communication training would enhance
existing milestones and help to align training across the
country.

Strengths and Weaknesses

Our survey strength was the participation of programs across
the country with various community sizes and program
types. The strength of the CERA survey mechanism is that it
provides significant insight into resident curricula as medicine
advances and our populations age.

Our limitations were those commonly reported for CERA
surveys, including lack of data from nonresponding programs.
Data also relied on the program director’s perceptions of
resident preparedness to lead conversations and frequency
of conversations, which may be prone to bias and inaccuracies.
Indeed, even well-meaning program directors are unlikely
to directly observe residents’ serious illness conversations to
assess their competencies in most cases. Likewise, program
directors are unlikely to know precisely how often residents
lead serious illness conversations in the outpatient setting.

Future Directions

Multiple different directions for further exploration in this
topic are possible. Future studies must assess family medicine

TABLE 2. Influence of Demographic Factors on the Presence of Faculty With HAPC Expertise (Continued)

Demographic factor
No faculty with HAPC
expertise

Faculty with HAPC expertise

Program director race

  Asian 11 (6.8) 12 (11.9) 1.83 (0.77–4.37)

  Black/African American 9 (5.6) 2 (2.0) 0.37 (0.08–1.78)

  White 121 (74.7) 72 (71.3) 1.0

  Other 21 (13.0) 15 (14.8) 1.20 (0.58–2.48)

  Missing 1

Self-identify as underrepresented in medicine

  No 132 (82.0) 92 (92.9) 1.0

  Yes 29 (18.0) 7 (7.1) 0.35 (0.15–0.82)**

  Missing 2 2

*P<.05.
**P<.01.
Abbreviations: CI, confidence interval; HAPC, hospice and palliative care; OR, odds ratio

TABLE 3. Influence of Faculty With HAPC Expertise and Other Program-Level Characteristics on the Frequency of Training

Characteristic Serious illness communication training at least once per year (vs less than yearly or not
at all)

OR (95% CI) aOR (95% CI)

Presence of faculty with HAPC expertise

  No faculty with HAPC expertise 1.0 1.0

  Faculty with HAPC expertise 2.25 (1.21–4.18)* 2.41 (1.24–4.68)**

Program director gender

  Male 1.0 1.0

  Female 0.68 (0.39–1.20) 0.69 (0.38–1.25)

Number of years as program director

  <5 1.0 1.0

  ≥5 0.88 (0.51–1.54) 0.80 (0.44–1.45)

Residency program

  University-affiliated (community or academic) 1.0 1.0

  Not university-affiliated (community, military) 1.10 (0.58–2.09) 1.10 (0.57–2.13)

Number in residency program

  <19 1.0 1.0

  19–30 1.12 (0.62–2.04) 1.23 (0.66–2.29)

  31+ 1.18 (0.51–2.71) 0.99 (0.40–2.43)

*P<.05.
**P<.01.
Abbreviations: CI, confidence interval; HAPC, hospice and palliative care; OR, odds ratio; aOR, adjusted odds ratio
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residents’ perceived comfort and competencies in conducting
serious illness conversations. Specifically, studies that elicit
residents’ comfort with leading serious illness communi-
cation at graduation and perceptions of different training
techniques are needed. Furthermore, in a world of multiple
competing demands on primary care providers and limited
time in training, care must be taken to ensure that training
is efficient and practical. Finally, exploring further whether
unique benefits exist to having trainings conducted by family
medicine faculty with HAPC expertise versus other specialists
with HAPC expertise would be valuable.

CONCLUSIONS
This national survey provides an initial overview of the
landscape of serious illness communication training in
family medicine residencies and indicates important areas
for improvement and further exploration. Notably, equipping
family medicine faculty with HAPC skills will likely enhance
the frequency and quality of this critical training. In turn, in
addition to allocating time for structured training sessions
throughout residency, programs should consider investing
in family medicine faculty development in this important
skill set. The ability to lead effective serious illness conversa-
tions provides an opportunity to connect more deeply with
patients and families, promotes care aligned with patient
goals, and aligns directly with family medicine’s goal of
providing high-quality primary care across the lifetime.
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The program director agrees that graduates are prepared to lead effective serious illness conversations independently.

  Strongly disagree/disagree/neutral 1.0 1.0

  Strongly agree/agree 5.09 (2.31–11.22)* 4.87 (2.08–11.43)*

Program director gender

  Male 1.0 1.0

  Female 1.29 (0.74–2.28) 1.32 (0.70–2.49)

Number of years as program director

  <5 1.0 1.0

  ≥5 1.03 (0.58–1.82) 0.89 (0.47–1.69)

Residency program

  University-affiliated (community or academic) 1.0 1.0

  Not university-affiliated (community, military) 0.57 (0.31–1.06) 0.59 (0.31–1.15)

Number in residency program

  <19 1.0 1.0

  19–30 1.02 (0.56–1.86) 1.01 (0.53–1.93)

  31+ 2.61 (0.93–7.34) 2.23 (0.67–7.40)

*P<.01.
**P<.001.
Abbreviations: CI, confidence interval; HAPC, hospice and palliative care; OR, odds ratio; aOR, adjusted odds ratio
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