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ABSTRACT

Background Residents may learn how to perform advance care planning (ACP) through informal curriculum. Task-based

instructional designs and recent international consensus statements for ACP provide opportunities to explicitly train residents, but

residents’ needs are poorly understood.

Objective We assessed residents’ training needs in ACP at the Geneva University Hospitals in Geneva, Switzerland.

Methods Qualitative data were collected and analyzed iteratively between December 2017 and September 2019. Transcripts were

coded using both a deductive content analysis based on the 4-Component Instructional Design (4C/ID) model and an inductive

thematic analysis.

Results Out of 55 individuals contacted by email, 49 (89%) participated in 7 focus groups and 10 individual interviews, including

19 residents, 18 fellows and attending physicians, 4 nurses, 1 psychologist, 1 medical ethics consultant, 3 researchers, and 3

patients. Participants identified 3 tasks expected of residents (preparing, discussing, and documenting ACP) and discussed why

training residents in ACP is complex. Participants described knowledge (eg, prognosis), skills (eg, clinical and ethical reasoning),

and attitudes (eg, reflexivity) that residents need to become competent in ACP and identified needs for future training. In terms of

the 4C/ID, these needs revolved around: (1) learning tasks (eg, workplace practice, simulated scenarios); (2) supportive information

(eg, videotaped worked examples, cognitive feedback); (3) procedural information (eg, ACP pocket-sized information sheet,

corrective feedback); and (4) part-task practice (eg, rehearsal of communication skills, simulation).

Conclusions This study provides a comprehensive description of tasks and competencies to train residents in ACP.

Introduction

A recent international consensus defined advance care

planning (ACP) as ‘‘the ability to enable individuals to

define goals and preferences for future medical

treatment and care, to discuss these goals and

preferences with family and health care providers,

and to record and review these preferences if

appropriate.’’1 ACP aims to ensure that people receive

care that is medically appropriate and consistent with

their personal values, which is an ethical imperative

and improves patient safety and quality of care.1–4

Health care professionals need to be trained in ACP

because they are often unprepared to discuss ACP

with patients.5–7 Training is especially needed for

resident physicians. In Switzerland, residents are

typically patients’ main interlocutors for ACP in the

hospital setting and serve as liaison with other health

care professionals caring for a patient.8–10 Given the

absence of ACP curriculum standards, internationally

and nationally, training in ACP has traditionally been

implicit.11–14 Thus, residents’ needs for training in

ACP are poorly understood.

ACP is a complex process. It occurs within and

outside of health care facilities, involves multiple

stakeholders (patients, relatives, and health care

professionals), and requires regular updates.1–4 ACP

encompasses both oral and written communication. It

includes goals of care discussions with patients and

their relatives (and documentation of these discus-

sions) and decisions about the end of life that can be

written by patients (such as advance directives),

physicians (such medical orders for scope of treat-

ment and do-not attempt cardiopulmonary resuscita-

tion orders [DNACPR]), and other members of the

health care team (such as care plans).15,16 Given the

complexity of ACP, scholars and policy makers have

highlighted that training residents in ACP is criti-

cal.13,14,16 The recent international consensus on

ACP1 provides a timely opportunity to develop such

training.
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Editor’s Note: The online version of this article contains a discussion
guide and suggestions for using a 4-Component Instructional
Design framework in advance care planning training for residents.
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Developing and implementing ACP training for

residents, however, is difficult. First, the ACP-related

tasks expected of residents in daily practice are ill-

defined because ACP has traditionally been left to the

informal curriculum.11–14 Research on related tasks

has, to date, focused on training residents for

breaking bad news, discussing CPR code status, or

talking about advance care plans.14,17 Second, ACP

requires a complex set of knowledge, skills, and

attitudes5,18 that residents need to develop.11,14

Trainings published so far focused on specific aspects

of ACP such as palliative care, end-of-life decision-

making, or communication,11,12,14,19 but we still need

a comprehensive and explicit ACP competency-based

curriculum. Third, existing and limited ACP trainings

were not informed by task-based instructional de-

signs,20,21 though such designs may support integrat-

ed learning and transfer of complex competencies,

such as ACP, into clinical practice. These consider-

ations point to important research gaps that need to

be filled to support residents in learning ACP.

Furthermore, they suggest that innovative instruc-

tional design methods would be helpful in supporting

residents’ complex learning in ACP.

The aim of our study was to assess residents’

training needs in ACP at the Geneva University

Hospitals in Switzerland to inform the development

of a training program. Specifically, we sought to

address the following research questions: (1) What

are the real-life tasks expected of residents when

performing ACP with hospitalized patients? (2) What

are the competencies needed by residents to perform

these tasks? and (3) How can we support residents in

the complex learning of these competencies?

Methods
Setting

This exploratory qualitative study took place at

Geneva University Hospitals, in the French-speaking

part of Switzerland, which includes 8 hospitals, with

1600 beds in 8 departments. There are approximately

750 residents in graduate medical education training

in different specialties. Of note, in addition to Swiss

residents, the hospitals have a long record of training

residents from other European countries, especially

from France, Belgium, Greece, Italy, and Portugal,

which have different approaches to end-of-life deci-

sions, DNACPR policies, and ACP.9,22

National guidelines support patients’ empower-

ment and proxies’ involvement in shared decision-

making.10 Hospital guidelines recommend to discuss

CPR with patients in goals of care discussions prior to

document a DNACPR order, unless CPR is deemed

futile near the end of life.10 However, previous studies

conducted in Geneva have suggested that ACP is still

underused and that residents experience difficulties

with communication and decision-making during

ACP.8–10

Conceptual Framework

We used the definition of ACP as a framework and

included code status discussions about DNACPR

orders, goals of care discussions, medical decisions

regarding the overall treatment plan, and documen-

tation in electronic health records.1,4 We focused on

residents’ training needs in ACP in the hospital.

We adopted the lens of task-centered learning, an

approach underpinning several instructional design

models, such as the first principles of instruction and

the 4-Component Instructional Design (4C/ID).20,21

In this approach, learners progress in learning

complete tasks that are increasingly complex. They

receive tailored guidance that diminishes as they gain

more experience, and they learn through real-world

practice to support complex learning.23,24 Complex

learning refers to ‘‘integrating knowledge, skills, and

attitudes, coordinating qualitatively different constit-

uent skills, and often transferring of what is learnt in

the school or training setting to daily life and work

setting.’’24 Among the most renowned task-centered

instructional design methods, we chose the 4C/ID

because it offers practical guidance on 4 main

components to be elaborated: (1) the learning tasks

(authentic whole-task experiences organized in sim-

ple-to-complex classes with variability); (2) the

supportive information (supporting the learning and

performance of nonrecurrent skills, such as mental

models and cognitive feedback); (3) the corrective or

‘‘just-in-time’’ information (supporting the learning

and performance of recurrent skills, such as informa-

tion displays and corrective feedback); and (4) the

part-task practice (additional practice for selected

Objectives
To assess residents’ training needs in advance care planning
using the 4-Component Instructional Design model.

Findings
Participants identified 3 tasks (preparing, discussing, docu-
menting) and described a complex set of knowledge, skills,
and attitudes expected of residents in advance care
planning.

Limitations
The study took place in the Geneva University Hospitals
(Switzerland) and focused primarily on physicians’ perspec-
tives.

Bottom Line
Educators in graduate medical education may use the
proposed competency framework and skills hierarchy to
develop innovative trainings in advance care planning.
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TABLE 2
Themes, Codes, Descriptions, and Representative Quotes

Themes and Codes Code Descriptions and Quotes

Theme 1: ACP Real-Life Tasks Expected of Residents

Preparing Gathering and evaluating available information

And then residents further distinguish: Was this code status changed compared to the last

hospitalization? Since a lot of patients are readmitted in the system [. . .], I find it shocking to know

that if code status was determined on a previous hospitalization, some people don’t discuss it again

at readmission. (A researcher, FG)

That is what’s really problematic to me, you constantly have to question yourself: ‘‘Is the code status

still relevant or do we need to rediscuss it?’’ (A geriatrics resident, FG)

Discussing With patients and/or relatives and with other caregivers

A good example would be a 90-year-old patient with few comorbidities, but who tells us: ‘‘I don’t want

to be resuscitated.’’ We need to be able to hear them out, I mean, that’s the whole point of having

these discussions, especially when patients are doing well and can make decisions for themselves. (A

geriatrics physician, Interview)

I think first of all we need to discuss with the family, to get a better idea of the patient that we have in

front of us. Because the acute problem could have completely changed the patient due to confusion.

The patient may usually be a lot more autonomous and. . . I mean, we need to get an accurate

picture. . . (A geriatrics resident, FG)

We realized that surgeons, some surgeons, had a different understanding of it. When we labeled a

patient NTBR, some surgeons thought it meant no surgery. (An internal medicine physician, FG)

Documenting Recording goals of care discussions using appropriate formats

As physicians, we tend to focus on some sort of checklist that we have in our mind, we want patients

to answer yes or no to mechanical ventilation, to cardiopulmonary resuscitation, to intensive care,

etc. (A geriatrics physician, Interview)

If you want the code status to be systematically recorded, you need a protocol. . . I mean, how do we

know whether or not residents will record it? I’m pretty sure that people started using NTBR because

there was a checkbox about it somewhere.

A mandatory checkbox. (An internal medicine physician and a surgeon, FG)

Tasks complexity Determinants of complexity in ACP-related tasks as experienced by participants

I think that the boundaries of what we need to do can be vague. . . I mean, I find it hard because

sometimes we have to say: ‘‘Okay, this time I’m in charge, I get to make the decision since I’m the

physician.’’ And other times, we have situations where the patients alone get to decide and there’s

nothing we can do about it. I struggle with that, especially when I don’t know the patients very well.

(An internal medicine resident, FG)

Being respectful of patient choices does not mean telling them: ‘‘You’re the patient so you’re on your

own to make decisions.’’ (A medical ethics consultant, Interview)

When you start as a resident, you may have never worked in the ICU. That makes it difficult to tell

patients what exactly could happen. I find it a little too hard for first-year residents. (An emergency

medicine resident, FG)

We’ve had young residents who had never experienced death, either in their family or through their

clinical experience, and who had not had their ICU rotation yet. . . (A nurse, FG)

Patient safetya Impact on patient safety or quality of care

There’s is a clear deficiency there: we write down decisions, but we don’t explain why we made those

decisions. When you’re on call at 2 AM and you see in the patient’s file that there is a written order

to withhold treatments, you have no idea whether it actually applies to your current situation. And

that represents a major risk. (A physician, Interview)

The tool to record [NTBR order], it’s a box to tick, but when people do not speak the same language, it

does not mean the same to them. This is what I was most concerned about. . . As he mentioned,

NTBR in France means end-of-life care... And we have quite a lot of French physicians here at HUG,

so it can get confusing! [Laughing] What a horrible misunderstanding! (An intensivist and an

internal medicine physician, FG)

I would say that in France, those questions did not come up because we used to call the intensivist

saying: ‘‘I have a critical patient, what should we do?’’ They were the ones whether or not to admit

patients to the ICU. Then, we would simply call relatives to tell them: ‘‘Here is the plan.’’ (An internal

medicine resident, FG)
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TABLE 2
Themes, Codes, Descriptions, and Representative Quotes (continued)

Themes and Codes Code Descriptions and Quotes

Theme 2: Residents’ Needed Competencies in ACP

Knowledge Knowledge expected of residents in ACP, including prerequisite knowledge

We are not good at evaluating patients’ prognosis, we are not good at assessing their quality of life.

Yet I think that these factors are crucial to having a good discussion. (A physician, FG)

Some situations sometimes get labeled as palliative care, typically that would be a patient with

terminal cancer. That is straightforward and we don’t have problems with these. However, it can be

challenging to detect that a patient with advanced dementia is also in a palliative care situation. (A

geriatrics physician, Interview)

Skills Skills expected of residents in ACP-related tasks, including recurrent and non-recurrent skills in the

4C/ID model

I would tell residents: ‘‘Don’t try to determine what type of doctor you are then always behave the

same with all your patients. Your patients need you to adapt to them, to their needs, to the

situation.’’ (A consultant, Interview)

I tend to think that the priority is to have a conversation with the patient, to know what they expect

us to do for them. In that way, I am not shocked when a patient tells me: ‘‘I am 80 years old, I am

doing great, but I do not want to be resuscitated if anything happened to me.’’ (A resident, FG)

I think you can influence a patient’s answer by the way you frame the question. (A resident, Interview)

Attitudes Attitudes expected of residents in ACP and goals of care, including empathy, respect, and reflexivity

I could tell that there were 2 important dimensions. . . First, I guess, is the technical part: doctors need

to have medical knowledge. And then, there’s the dimension of being with another human being.

They need to be able to have a human connection, to humanize the conversation. . . Getting the

patients on board, involving them, making sure they remain positive and constructive despite

possible bad news or diagnoses that are difficult for them . . . (A patient, Interview)

I would say that one competency that is really needed is empathy. I mean, discussing ACP can be a

violent experience for patients who get here, so we need to be able to have this conversation

without making it too difficult for patients. (A geriatrics physician, Interview)

Every caregiver must be self-reflective and wonder: how do I view medicine? How do I cope with. . .? I

mean, there’s a certain feeling of helplessness or failure... (A rehabilitation physician, Interview)

If I ever got one of the diseases that I sometimes see in the neuro-ICU, even though I don’t have any

health issues at the moment, I think about it and there are things that I would refuse. . . But I’ve

been saying that for years, I really should write down my advance directives [laughs]. (An ICU

physician, FG)

Theme 3: Supporting Residents’ Training in ACP

Existing training Description of existing training in ACP, including learning tasks in the 4C/ID model

– You just learn it on the spot, you watch others do it and you learn from them, you decide what you

like and what you don’t like in what they do. . .
– See one, do one, then you’re in! [Laughs] (2 internal medicine residents, FG)

– Can you remember. . . Has anyone observed you for that competency, and has anyone ever given you

feedback on that? (Interviewer)

– No, never! Never! [laughs] (2 geriatrics residents, FG-4)

It’s true that when I was in that situation, at the beginning, I wondered: ‘‘which words should I use?

How am I going to explain that?’’ Well, I just looked it up in the literature and that’s how I learnt. (A

nurse, FG)

Training needs Description of training needs, including suggestions for learning tasks and part-task practice in the

4C/ID model

It would be useful to have an interactive hour, once every 3 months or so, where we could discuss how

to. . . Where attendings could tell us: ‘‘Here’s an idea for how to discuss code status with a patient.’’

(An internal medicine resident, FG)

Interprofessional training is also super important because that’s a good way to learn about what

others can do. Because that’s not always very obvious, and we can support each other play different

roles at different times. When we need to decide, it obviously is physicians’ responsibility. But for

everything that comes before and after that decision, support, readjustments, we could perhaps find

a way to better work hand in hand? (A nurse, FG)
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recurrent skills to be automated).21,24 In addition, the

4C/ID allows for the involvement of all relevant

stakeholders in needs assessment and to adapt

training to the context.21,24

Data Collection

To illuminate residents’ training needs in ACP, we

used a qualitative research design to explore meanings

and tasks associated with ACP in our setting.25 We

conducted focus groups and individual interviews

with the main stakeholders involved in ACP in

various departments of the hospitals and with

researchers in the field of ACP in the French-speaking

part of Switzerland. We collected and analyzed the

data iteratively between December 2017 and Septem-

ber 2019. As residents’ training in ACP has tradition-

ally been implicit,11–14 and as residents need to

discuss ACP with the interprofessional health care

team,8–10 our needs assessment included multiple

stakeholders involved in ACP. We recruited partici-

pants using purposive sampling of residents, fellows,

attending physicians, nurses, and other members of

the health care team, researchers with expertise on

ACP, and members of the ‘‘Patients-as-Partners’’

program (developed at the hospitals to promote

patient advocacy in care, research, and health

professions education).26 Involving members from

the program in this study enabled us to elicit patient

perspectives without interviewing hospitalized pa-

tients.

We conducted physician-only and interprofessional

focus groups to understand the participants’ perspec-

tives on ACP, which enabled us to collect rich and

contrasted data. However, focus groups require

participants to feel at ease and speak freely with one

another. To protect focus group dynamics, we

conducted individual interviews with participants

who had higher levels of seniority and with partici-

pants from the Patients-as-Partners program. We

contacted participants by email with up to 2

reminders. Out of the 55 individuals we contacted,

51 agreed to participate, but 2 were not able to attend

focus groups, resulting in 49 participants in this study

(89%). We conducted focus groups in dedicated

rooms close to participants’ workplaces and inter-

views in the location of participants’ choice, usually

their offices. For both focus groups and interviews, we

used a discussion guide based on the 4C/ID compo-

nents (provided as online supplementary data).21,24,27

We designed questions following principles of cogni-

tive task analysis: participants first described recent

ACP experiences, then were asked to explore mental

models and cognitive strategies by discussing or

drawing diagrams on a paper board.28,29

Data Analysis

Three researchers who did not work with study

participants conducted the interviews and focus

groups—an intensivist in a geriatric emergency

department with a background in public health and

qualitative research (T.F.), a medical sociologist with

experience in qualitative research (N.B.), and a

research assistant in medical education (A.R.). We

audiotaped and transcribed all focus group and

interview data. We uploaded anonymized transcripts

into Dedoose software for qualitative analysis (So-

cioCultural Research Consultants LLC, Manhattan

Beach, CA).30 We coded the data using 2 comple-

mentary approaches: deductively using content anal-

ysis with an a priori coding framework to identify the

components of the 4C/ID, and inductively using

thematic analysis to unveil potential themes beyond

the deductive coding framework.25 Two authors (T.F.,

N.B.) independently coded 2 interviews and 2 focus

groups to develop an initial coding framework; 3

authors (T.F., N.B., A.R.) then coded the subsequent

transcripts using this framework, which was consen-

sually revised with the other researchers when new

TABLE 2
Themes, Codes, Descriptions, and Representative Quotes (continued)

Themes and Codes Code Descriptions and Quotes

Simulation Simulation in existing training and suggestions for future training, including ideas for scenarios and

assessment

Simulated patients would be great. But the problem is that if you want to train 90 residents with

simulated patients, you’ll need an army of SPs! And I don’t think that residents are that bad at role

plays, so they could easily just put themselves in their patients’ shoes to learn how to have code

status discussions. (An internal medicine physician, FG)

Developing simulations with simulated patients would be great. However, practically speaking, it means

that you’re slowly training a small number of people. I like (Physician)’s idea of making everyone

watch a video of an intensivist talking about code status with their patient, that would be easy to

do. (An ICU physician, FG)

Abbreviations: ACP, advance care planning; FG, focus group; NTBR, not to be resuscitated; 4C/ID, 4-Component Instructional Design; AD, advance

directives; DNACPR, do not attempt cardiopulmonary resuscitation.
a Codes identified inductively through thematic analysis.
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codes were integrated. The Standards for Reporting

Qualitative Research guided our research design, data

collection, and analysis.31

According to Swiss law, the Geneva Ethics Com-

mittee waived a complete review for this study. We

provided participants with a letter summarizing the

aim of the study and asked for their written consent to

participate in the study.

Results

We conducted 7 focus groups (median duration 68

minutes, IQR 54–78) and 10 individual interviews

(45 minutes, IQR 40–54). As TABLE 1 shows, we

involved 49 participants: 19 residents, 18 senior

physicians, 4 nurses, 1 psychologist, 1 medical ethics

consultant, 3 researchers, and 3 patients. TABLE 1

displays the participants’ characteristics. TABLE 2

displays the 3 themes and codes with selected

quotations detailed in the following sections. In brief,

participants described 3 tasks expected of residents

and discussed why training residents in ACP is

complex. They identified knowledge, skills, and

attitudes that residents need to integrate to become

competent in ACP. They described the current

training and identified priority needs for future

training.

Real-Life Tasks Expected of Residents

We identified 3 main task classes related to ACP for

residents in the hospital: preparing, discussing, and

documenting ACP. Preparing ACP involved gathering

and evaluating prior ACP information (eg, advance

directives or surrogate decision-maker) from diverse

locations (eg, patient medical files at the hospital,

nursing home, or family medicine physician office). It

required residents to distinguish between simple and

complex ACP situations, to determine the urgency,

and to identify individuals to involve in the discus-

sion. Discussing ACP involved different tasks depend-

ing on who participated in the conversation.

Residents had to inform patients and their relatives

about diagnosis and prognosis, explore end-of-life

preferences, and ideally agree on realistic goals of

care. They also had to discuss complex situations with

their supervisors and other members of the health

care team, such as primary care providers, nurses, or

psychologists. Documenting ACP involved filling out

a form in patients’ electronic health records. At the

time of the study, this meant checking 2 boxes (CPR/

DNACPR order, discussed with patient ‘‘Yes/No’’)

and documenting the goals of care in a free text box.

Supervisors stressed that documenting the form upon

admitting a patient and updating it throughout

hospitalization were important for patient safety

and were elements of a physician’s ethical duty to

respect patient preferences. These tasks ranged from

simple to complex, depending on a series of factors

detailed in TABLE 3. The perceived level of complexity

influenced the way residents reasoned, communicat-

ed, and made decisions. In simple situations (eg,

elderly patients with dementia for whom palliative

care was already initiated), residents tended to

determine patients’ code status by themselves with

no or limited discussion with the patients and to leave

what had previously been documented unchanged in

the medical record. In contrast, in complex situations

with a potential risk to patient safety (eg, older

patients with life-threatening emergencies for whom

intensive care may not be beneficial or even harmful),

residents tended to work more collaboratively with

patients and relatives and to call for help from senior

physicians or palliative care consultants.

Residents’ Competencies in ACP

Competencies for residents to discuss ACP with

hospitalized patients included knowledge, skills, and

attitudes (BOX). Residents needed knowledge about

the legal and ethical principles used for ACP in

Switzerland, which was often new to foreign resi-

dents. In addition, residents had to grapple with

uncertainty and unclear information as to patients’

status and prognosis. Residents also mentioned they

needed deeper knowledge in palliative care, especially

in life-threatening situations.

In terms of skills, residents needed skills in

reasoning and communication (BOX and FIGURE).

Residents needed clinical reasoning skills to evaluate

whether patients were able to have a conversation

and make decisions, to establish diagnosis and

prognosis, and to prescribe treatments. They also

needed ethical reasoning skills to assess the extent to

which patients or relatives wanted to be involved in

ACP. Intertwined with clinical and ethical reason-

ing, residents needed decision-making skills to

evaluate existing prior ACP, to initiate new discus-

sions when needed, and to know when to refer to

supervisors if the situation became too complex, for

example with older patients with uncertain progno-

sis in life-threatening emergency conditions. Resi-

dents needed excellent communication skills to

address critical points with patients and relatives

(eg, diagnosis, prognosis, treatments, and patients’

preference), to listen to patient needs, and to

demonstrate empathy.

In terms of attitudes, residents needed be empa-

thetic and tactful. They were also expected to be

reflexive of how their own opinions and values

influenced their approach to ACP and end-of-life
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care, as these represent sensitive topics. During focus

groups, we noticed that participants often used

humor when discussing these topics, suggesting their

emotional involvement.

Supporting Residents’ Training in ACP

Participants identified developing competencies re-

quired for ACP as important learning objectives,

although they described this as an educational

challenge. Residents in our study reported learning

ACP by shadowing more senior physicians. They also

regretted not receiving any feedback from supervisors

on how they managed ACP, which made them feel

uncertain about what needed improvement. Some

residents mentioned reading about ACP in their free

time and attending workshops organized by the

institution (eg, on breaking bad news, ethics).

All participants believed that residents’ training in

ACP was critical, particularly as residents were often

left in charge of ACP even though most experienced

participants acknowledged that it had taken them

years to feel confident in managing complex ACP

situations. Participants also noted that there were

important barriers to overcome to develop residents’

training in ACP. These barriers included limited time

for learning, the high number of residents, the short

duration of rotations, and the limited training of

supervisors themselves. However, participants also

believed that ACP training could be integrated into

existing learning activities. Such activities included a

patient-physician relationship module at the under-

graduate level, a role-play for internal medicine

residents at the postgraduate level, and a workshop

on clinical supervision at the faculty development

level. Another suggestion was to embed an introduc-

tion to ACP within an existing e-learning module on

CPR, compulsory for every new health care profes-

sional at the hospitals.

In terms of educational strategies, many partici-

pants noted that simulation and role-play may be

fruitful. In particular, they imagined a e-learning

module with videotaped simulated goals of care

discussions prior to a 2-hour practice session with

role-play.

Discussion

This qualitative study increased our understanding of

current practices and training needs for residents in

ACP; it revealed that residents perform 3 main task

classes regarding ACP, namely preparing, discussing,

and documenting ACP. To perform these tasks, this

study showed that residents needed complex sets of

skills and attitudes that include clinical and ethical

reasoning. Finally, this study outlined suggestions for

designing an innovative training in ACP using a

whole-task instructional design.

Our proposed ACP skills hierarchy diagram

(FIGURE) provides a hierarchical description of all

constituent skills and their relationships24 and fits

BOX Advance Care Planning: Residents’ Needed
Competencies

Knowledge
& Ethical principles

* Autonomy and decision-making, futility
& End-of-life legal framework in the context of Switzerland

* Advance directives, surrogate appointment, assisted
suicide

& Advance care planning
* Terminology and acronyms, definition, and conceptual

framework
* International and Swiss consensus statements
* Difference between ACP, AD, and DNACPR orders

& Prognosis and benefit/risks in:
* Resuscitation for in-hospital cardiac arrest
* Frequent ICU admissions (eg, acute respiratory failure,

septic shock)
* End-of-life course of frequent chronic diseases (eg,

dementia, COPD, CKD)
& Evidence-based palliative care

* Best practices in goals of care conversations
* Palliative options in life-threatening emergencies (eg,

pain control, sedation)

Skills
& Reasoning skills

* Assessing patient’s ability to discuss ACP (eg, cognitive
decline or confusion)

* Integrating clinical and ethical reasoning to justify
decisions

* Making decisions regarding when and with whom to
discuss ACP

& Communication skills, with patients and relatives
* Using a structured yet flexible format
* Tailoring the information and avoiding jargon
* Listening and identifying patients’ needs and cues
* Avoiding influencing patients’ decisions

& Communication skills, with colleagues and interprofes-
sional team
* Using a structured format for oral handovers (eg, ISBAR)
* Using appropriately DNACPR orders and goals of care

forms in electronic health records
* Handling conflicts

Attitudes
& Empathy
& Respect patient’s willingness to be involved or not in the

decision-making process
& Intercultural open-mindedness
& Reflexivity regarding

* Self-perceived confidence and competency to proceed
without supervision

* Personal values and experience regarding disease,
handicap, and end of life

* The potential biases in goals of care discussions
* Emotional impact of ACP

Abbreviations: ACP, advance care planning; AD, advance directives;

DNACPR, do not attempt cardiopulmonary resuscitation; COPD, chronic

obstructive pulmonary disease; CKD, chronic kidney disease; ISBAR,

identity, situation, background, assessment, recommendation (mnemonics

for handover).
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well in competency-based residency programs en-

dorsed worldwide, notably in Canada, the United

States, and Switzerland.32–34 This visual representa-

tion of our skills hierarchy can be used by instruc-

tional designers to guide the development of learning

tasks, as well as by clinical supervisors and residents

to share a common mental model of the skills to be

integrated in the complex learning of ACP.20,21 Our

finding that residents need to acquire knowledge on

disease prognosis and palliative care management is

consistent with 2 reviews of the literature.11,14 This

need can be addressed through integration of pallia-

tive medicine and geriatrics competencies into post-

graduate curricula.35 Additionally, our skills

hierarchy is helpful for including clinical and ethical

reasoning into ACP postgraduate training.11,36,37 In

line with previous research,38,39 our study shows that

residents often struggle to integrate clinical and

ethical reasoning because they tend to be taught in

isolation. Research has suggested that learning ethical

and clinical reasoning skills in a more integrated way

requires a shared theoretical framework, assuming a

balance between deductive (top down) and inductive

(bottom up) reasoning.40

Residents and senior physicians reported experi-

ences of learning ACP-related tasks on the job

through role modeling and informal curriculum

rather than through formal trainings. This echoes

the literature in Switzerland and in other set-

tings.8,9,14 Participants suggested that simulated

role-play and clinical supervision could be starting

points to improve the training, and that e-learning

modules, journal clubs, and ACP guidelines or

pocket-sized information sheets may be helpful.

Some of these strategies are already described in

the literature.19,41 However, they are typically used

during one-time training and focus on tasks at a

single point in time, such as code status discussions,

goals of care conversations, or breaking bad

news.17,42,43 We suggest that a whole-task approach

is more consistent with the most recent approach to

ACP, which promotes the integration of discussions

and documentation of goals of care regularly

updated along the ACP process.5,15,16 In addition,

a whole-task instructional design is expected to

FIGURE

Skills Hierarchy of Resident Competencies for Advance Care Planning
Abbreviations: ACP, Advance care planning; AD, advance directives; DNACPR, do not attempt cardiopulmonary resuscitation; GOC, goals of care.

Note: Black color: 3 ACP-related tasks; gray color: dual clinical and ethical reasoning skills; Roman font: non-recurrent skills; italic and bold: recurrent skills;

double arrows: simultaneous relationship; horizontal simple arrow: temporal relationship; vertical simple arrow: prerequisite relationship.
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support residents’ complex learning in ACP.20,21 We

provide suggestions for how to develop such an ACP

training for learners in graduate medical education

using the 4C/ID framework in the online supple-

mentary data.

This study has several limitations. Due to time and

budget constraints, we were limited in our ability to

triangulate data collection methods. We conducted

focus groups and semistructured interviews because

we wanted to explore participants’ perceptions of

and experiences with ACP, but we did not conduct

field observations.31 Our understanding of partici-

pants’ behaviors and interactions during ACP-

related tasks was limited from what they described,

which may be different from what they actually do in

real life. Another limitation of this study is that it

focused primarily on physicians’ perspectives. We

attempted to involve patients’ perspectives by

interviewing members of the Patients-as-Partners

program, but we still have limited insights into

patients’ needs, which may differ from professionals’

needs and be relevant to residents’ training in ACP.43

Similarly, although we included one interprofession-

al focus group, we are still limited in understanding

other health care professionals’ potential role in

training residents in ACP.44

Future research could delve deeper into how

residents perform ACP with patients by using

ethnographic observations, which would allow to

address underexplored phenomena in ACP such as

barriers to patients’ involvement in the decision-

making process.42,43,45 Furthermore, as we under-

took this study to develop a program to train

residents in ACP, we will conduct further research

on the implementation and evaluation of the

program.

Conclusions

In line with recent international consensus statements

on ACP, this study provided a comprehensive

description of tasks and competencies to train

residents in ACP. It proposed a competency frame-

work and a skills hierarchy for educators in graduate

medical education to develop innovative trainings in

ACP using the 4C/ID model.
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