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Abstract
Background Palliative care (PC) education for fellows in hematology/oncology (H/O) training programs is widely
accepted, but no studies to date have assessed PC education practices and values among program leadership.
Methods Program Directors and Associate Program Directors of active H/O fellowship programs in the U.S.A. were surveyed.
Results Of 149 programs contacted, 84 completed the survey (56% response rate), of which 100% offered some form
of PC education. The most frequently utilized methods of PC education were didactic lectures/conferences (93%),
required PC rotations (68%), and simulation/role-playing (42%). Required PC rotations were ranked highest, and
formal didactic seminars/conferences were ranked fifth in terms of perceived effectiveness. The majority felt either
somewhat (60%) or extremely satisfied (30%) with the PC education at their program. Among specific PC domains,
communication ranked highest, addressing spiritual distress ranked lowest, and care for the imminently dying ranked
second lowest in importance and competency. Solid tumor oncologists reported more personal comfort with pain
management (p = 0.042), non-pain symptom management (p = 0.014), ethical/legal issues (p = 0.029), reported their
fellows were less competent in pain assessment/management (p = 0.006), and communication (p = 0.011), and were
more satisfied with their program’s PC education (p = 0.035) as compared with hematologists.
Conclusions Significant disparities exist between those modalities rated most effective for PC education and those
currently in use. Clinical orientation of program leadership can affect both personal comfort with PC skills and
estimations of PC curriculum effectiveness and fellows’ competency. H/O fellowship programs would benefit from
greater standardization and prioritization of active PC education modalities and content.
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Introduction

Palliative care (PC) education for fellows in hematology/
oncology training programs is broadly accepted and included
in consensus guidelines by the American Society of Clinical
Oncology (ASCO), the European Society for Medical
Oncology (ESMO), the American Society of Hematology
(ASH), and the American Association of Hospice and
Palliative Medicine (AAHPM) [1–4]. The Accreditation
Council for GraduateMedical Education (ACGME) explicitly
identifies PC as a “core competency” for hematology/
oncology fellows, stating: “Fellows must demonstrate compe-
tence in […] the management of pain, anxiety, and depression
in patients with cancer and hematologic disorders; [and] pal-
liative care, including hospice [5].”

Despite this, studies indicate significant gaps in PC educa-
tion for hematology/oncology fellows. Buss and colleagues
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(2011) conducted a national study of second year hematology/
oncology fellows in the U.S.A. and found that while there was
agreement about the importance of education about pain man-
agement and psychosocial needs, less than one-third of
trainees received any formal education on these domains. In
addition to this, the quality of PC education was rated lower
than fellowship education in general [6]. A subsequent nation-
al survey of hematology/oncology fellows by Thomas and
colleagues (2015) found increased rates of PC education dur-
ing fellowship; however, over 25% still reported no teaching
in assessing prognosis, timing of hospice referrals, or
conducting family meetings [7]. These studies demonstrate
continued need for improved PC education in hematology/
oncology fellowships, but ambiguity remains regarding how
efforts should be focused.

Program leadership, including Program Directors (PD) and
Assistant/Associate Program Directors (APD), is a critical
stakeholder in setting the educational agenda, with unique
insight into current curricular design and developmental bar-
riers. To date, we are aware of no prior studies evaluating PD/
APD values and perceptions of PC education in hematology/
oncology fellowships. This needs assessment survey charac-
terizes practices, beliefs, and challenges of current PC educa-
tion in U.S.A. hematology/oncology fellowships described by
program leadership.

Materials/methods

The University of California, Los Angeles Institutional
Review Board committee exempted this study from further
review. Participation was voluntary, and there were no finan-
cial incentives offered for completion or participation in this
study.

Survey development

The authors developed a 24-question survey with Likert-style
and multiple-choice questions, as well as qualitative free text
answer choices (Supplementary Appendix 1). Demographic
information about fellowship class size, number of faculty,
and teaching hospital types was included to assess the diver-
sity of respondents. We specifically sought estimates of the
number of PC-trained hematologist/oncologists at each insti-
tution, given the potential impact this new area of
subspecialization could have on PC education within
hematology/oncology [8].

Specific teaching methods included in the survey were
drawn from previous surveys of PC education in other medi-
cal specialties [8, 9]. Questions 11 through 14 elicited percep-
tions on 9 core PC domains, as gathered from ASCO,
AAHPM, ESMO, and ACGME guidelines and used in previ-
ous PC education surveys [1–5, 8]. Question 12 (“How well

do you think each of following palliative care topics fits into
the scope of practice for hematology/oncology?”) was added
to disambiguate PC domains perceived as important to learn
(Q11) from those that serve practicing hematologist/
oncologists on a routine basis. While related, we felt this
reframing could define those areas that respondents believe
fall more within the purview of specialist PC clinicians.

Survey distribution

This web-based survey was distributed to PD of U.S. hema-
tology and medical oncology fellowship programs with
trainees using automated emails containing unique survey
links via Qualtrics software. If no response was obtained after
the first 2 months, a personalized follow-up email was sent to
the prospective respondent. After three attempts at follow-up,
contact for study recruitment was shifted to an APD at the
same institution. Follow up contact for APD nonresponders
was attempted roughly 1 month apart and up to three times.
The recruitment period for participation was December 2019
to June 2020.

Participants

All accredited U.S. adult hematology and medical oncology
fellowship programs with fellows enrolled at the time of sur-
vey distribution were included. Programs without trainees at
the time of survey distribution were excluded. Contact infor-
mation for PD and program coordinators was obtained using
the publicly available ACGME program search directory.
Contact information for APD was gathered through depart-
mental website listings, published articles, or referral from
program coordinators. Demographic information was primar-
ily self-reported. Information not provided through self-
reporting was gathered from departmental websites and
publications.

Data analysis

Answers to values-based questions (questions 10–15) were
correlated with primary clinical role as a hematologist (H) or
solid tumor oncologist (STO) using the Mann–Whitney U
test. Qualitative data obtained from free text, write-in answers
were included in the results if thematically linked content
appeared more than twice, with representative quotes chosen
at the authors’ discretion. Qualtrics software (version October
2019; copyright © 2019 Qualtrics) was utilized for survey
distribution, data collection, and descriptive analyses.
Completion of the survey was not contingent on all survey
questions being answered, however participants must have
reached the end of the survey and hit submit to be included
in the final data analysis.
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Results

Baseline characteristics

In total, 149 fellowship programs were contacted, includ-
ing 146 combined hematology/oncology programs and 3
medical oncology programs. Of these, 84 (56.3%)
consented and completed the survey and 3 (2%) did not
consent. Respondents were predominantly PD (62%)
whose primary clinical specialty was solid tumor oncology
(60.7%) (Table 1). Most programs reported having either 0
(27%) or 1–2 (41%) hematology/oncology faculty mem-
bers with formal PC training. Programs reported fellows
rotate at university-based hospitals (83.3%), community
hospitals (33.7%), military hospitals (15.1%), and public
hospitals (11.6%). All but 1 respondent reported having PC
services at their institution (98.8%). Most (67.9%) reported
an affiliated PC fellowship program. All participants re-
ported their fellowship program included some form of
PC education.

Delivery methods and content

Varied modalities of PC education were represented among
respondents. Didactic seminars/conferences (92%) and re-
quired PC rotations (68%) were reported by the majority of
programs. Education was primarily provided by PC faculty
(93%), hematology/oncology faculty with (41%) and without
(42%) formal PC training, and nurse practitioners with formal
PC training (37%). When asked about proprietary and non-
proprietary materials used for PC education, no one source
predominated. The most common content reported by pro-
grams was materials developed at their home institution
(36%) (Table 2).

Among programs that reported using PC didactic seminars/
conferences, 77% reported 1–4 h of total didactic time annu-
ally (Table 3). Settings of required PC rotations were inpatient
only (39%), outpatient only (11%), or both (50%), and were
1–2 weeks (34%) or 3–4 weeks (58%) long.

Simulation/role playing/standardized patients were report-
ed by 42% of programs as part their PC curriculum, with 1–4 h
annually in 67% of programs. Programs using live practice
with formal feedback for communication skills training re-
ported no minimum (38%) or 1–2 (38%) required sessions
throughout the course of fellowship training.

Values and perceptions

The majority of those surveyed felt either somewhat (60%) or
extremely satisfied (30%) with their program’s PC education
(Table 4). Responses were scored as somewhat (+ 1) or ex-
tremely (+ 2) satisfied, or somewhat (− 1) or extremely (− 2)
dissatisfied. Stratification by primary clinical role revealed

Table 1 Participant characteristics. Characteristics of respondents
including fellowship role, primary clinical role, number of fellows per
class, number of hematology/oncology (H/O) faculty, number of faculty
with formal palliative care (PC) training, types of hospitals included in
training, and whether or not PC education for H/O fellows, PC specialist
consultation, and a PC fellowship were available at their institution

Fellowship role N = 84

Program director 62% (52)

Associate/assistant program director 38% (32)

Primary clinical role

Solid tumor oncologist 61% (51)

Hematologist 34% (29)

Both 5% (4)

Program size: number of fellows per class

1–2 15% (13)

3–4 32% (27)

5–6 26% (22)

7–8 15% (13)

9–10 4% (3)

> 10 7% (6)

Division size: number of total H/O faculty

1–10 17% (14)

11–20 23% (19)

21–30 13% (11)

31–40 9% (8)

41–50 11% (9)

51–60 8% (7)

> 60 15% (13)

No answer 4% (3)

Number of faculty with formal PC training a

0 27% (23)

1–2 41% (34)

3–4 9% (8)

5–6 4% (3)

> 6 6% (5)

Do not know 13% (11)

Types of hospitals included in fellowship program b

University 83% (70)

Community 34% (29)

Military 15% (13)

Public 12% (10)

PC services at your institution?

Yes 99% (83)

No 1% (1)

PC fellowship at your institution?

Yes 68% (57)

No 32% (27

Fellowship includes some form of PC education?

Yes 100% (84)

No 0% (0)

a Defined as board certification or fellowship training in palliative care
bMore than one selection possible
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that solid tumor oncologists were significantly more satisfied
with their institution’s PC education than hematologists (1.26
vs 0.82, p = 0.035).

Participants were asked how likely they were to add PC
education curriculum hours to the next academic year,
ranging from “not at all likely” (0) to “absolutely” (4).
Programs responded not at all likely (33%), somewhat
likely (38%), very likely (18%), and absolutely (12%).
Solid tumor oncologists did not significantly differ from
hematologists in their likelihood to add PC education hours
to the curriculum (0.94 vs 1.29, p = 0.197). Perceived bar-
riers were time for teaching (63%), availability of faculty
(54%), faculty expertise (32%), educational resources
(21%), and fellow support (19%) (Table 4).

Participants ranked the effectiveness of educational deliv-
ery methods, ranging from “not effective” (1) to “critical” (4).
Delivery methods ranked highest were required PC rotations
(average 3.22), followed by live practice with formal feedback
(3.09), elective rotations (2.84), simulation/role playing
(2.67), and formal didactic seminars/conferences (2.62)
(Fig. 1).

Participants ranked each of 9 core PC domains, ranging
from “not at all important” (1) to “critical” (5). Core PC do-
mains included pain assessment, nonpain symptom assess-
ment, advance care planning, care for imminently dying, prog-
nostication, addressing spiritual distress, ethical/legal issues,
hospice/palliative care resources, and communication.

Table 2 Palliative care (PC) education methods, educators, and mate-
rials. Percentage of respondents reporting the use of particular PC educa-
tion methods, choice of educators, and use of particular proprietary and
non-proprietary PC education materials. Note: totals do not add to 100%,
as more than one answer choice available

PC education methods N = 84

Didactic seminars/conferences 93% (78)

Required PC rotations 68% (57)

Simulation/role-playing 42% (35)

Live practice with formal feedback 30% (25)

Elective PC rotations 26% (22)

Self-directed materials 15% (13)

Online learning modules 14% (12)

PC educators N = 83

PC faculty 93% (77)

Hematology/oncology faculty without PC training 42% (35)

Hematology/oncology faculty with PC training a 41% (34)

Nurse practitioners with PC training 33% (27)

Social workers/case managers 19% (16)

Psychiatrists/psychologists 18% (15)

Chaplains 7% (6)

Ethics faculty 6% (5)

Otherb 4% (3)

Sources of PC educational materials N = 80

Privately developed 36% (29)

Education in palliative and end-of-life care (EPEC) 19% (15)

None 17% (14)

Palliative care network of Wisconsin (PCNOW) fast facts 7% (6)

American academy of hospice and palliative medicine
(AAHPM)

7% (6)

Center to advance palliative care (CAPC) 6% (5)

National residency end-of-life education program (NRELEP) 1% (1)

American Society of Clinical Oncology (ASCO) 1% (1)

Vital talk 1% (1)

a Defined as PC fellowship training and/or board certification
bOther = anesthesia pain faculty, PhD focused on communication skills

Table 3 Frequency of palliative care (PC) education methods.
Programs reporting the use of particular PC education methods were
asked to specify how often that method was employed for their fellows

PC didactic seminar/lecture hours per year N = 74

1–2 15% (28)

3–4 39% (29)

5–6 15% (11)

7–8 3% (2)

9–10 1% (1)

> 10 4% (3)

PC simulation hours per year N = 34

1–2 35% (12)

3–4 32% (11)

5–6 15% (5)

7–8 3% (1)

9–10 0% (0)

> 10 15% (5)

Live practice with formal feedback (number of sessions
throughout fellowship)

N = 24

1–2 38% (9)

3–4 12% (3)

5–6 8% (2)

7–8 0% (0)

9–10 0% (0)

> 10 4% (1)

No minimum 38% (9)

Required number of weeks on PC rotation N = 56

1–2 34% (19)

3–4 59% (33)

5–6 0% (0)

7–8 3% (2)

9–10 2% (1)

> 10 2% (1)

Elective number of weeks on PC rotation N = 22

1–2 50% (11)

3–4 50% (11)
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Participants assessed each domain in terms of (1) relative im-
portance; (2) how well it fits into the scope of practice for a
practicing hematologist/oncologist; (3) how well trained they
felt their fellows were within each domain (fellows’ compe-
tency); and (4) how comfortable they themselves felt in each
of the domains (personal competency). The domain ranked
highest was communication (average 4.68), and lowest was
addressing spiritual distress (3.87) across all 4 categories
(Fig. 2).

As compared with hematologists, solid tumor oncologists
ranked significantly higher personal competency with pain
assessment/management (4.65 vs 4.36, p = 0.042), nonpain
symptom management (4.71 vs 4.36, p = 0.014), and ethical
and legal issues (4.47 vs 4.07, p = 0.029), with differences in
communication approaching significance (4.90 vs 4.64, p =
0.064). Solid tumor oncologists also felt that fellows at their
institution were significantly less competent in pain
assessment/management (1.86 vs 2.39, p = 0.006) and com-
munication (1.60 vs 2.03, p = 0.011), with differences in

nonpain symptom management approaching significance
(1.93 vs 2.29, p = 0.075).

Qualitative descriptions

Five survey questions (questions 9–10, 16–18) provided space
for optional, free-text entries. We selected specific responses
for qualitative analysis of recurrent themes.

The first recurrent theme was the value of experiential
learning. One PD, summarizing PC education at their institu-
tion (Q17), wrote “Learning by doing. Much of what oncolo-
gists do is palliative care.” Another PD wrote, “Most valuable
is real life experience with oncology patients as they transition
through stages of cancer. Other “materials“ are less effective.”

The second recurrent theme was the difficulty of deliver-
ing effective feedback. One PD wrote, “Direct observation
with feedback is very effective […] however, fellows often
have these conversations without direct observation so it is
difficult to standardize a way to provide routine effective
feedback.” Another wrote, “A more robust educational ex-
perience with interactive feedback is needed but we lack the
time and resources to devote to improving the palliative care
education.”

The third recurrent theme was the importance of PC edu-
cation early in fellowship training. One PD wrote, “We do the
rotation towards the end of the 1st year so they can reflect on
what they’ve seen and adjust their practice going forward–I
want them to incorporate it early in the first year before their
practice style/pattern is set. Sometimes the 2nd and 3rd year
fellows know everything already…”.

The last recurrent theme was dynamics between PC
clinicians and hematology/oncology fellows. Participants
reported fellows’ experiences with PC were shaped by a
combination of formal education hours, role modeling by
PC faculty, comanagement of mutual patients, and the
deeper cultural and interprofessional dynamics within
the institution. One respondent stated, “A very good re-
lationship between the palliative care and the H/o [hema-
tology/oncology] team is critical. When the fellows don’t
feel supported by palliative care or feel their involvement
is detrimental, it hinders their desire to involve them in
early co-management, and thus they have less opportuni-
ty to learn and see the benefits of palliative care.” The
reliance on PC team support was also identified multiple
times as a potential barrier to fellows’ PC education. One
PD stated, “I think, overall, our fellows are able to avoid
learning palliative care because our institution has such a
large palliative care practice. We simply defer to them.”
Similarly, “Consult [to] palliative care by fellows instead
of managing patient themselves leads to lack of
experience.”

Table 4 Overall satisfaction, future intentions, and barriers to palliative
care (PC) education. Answers to the following questions: “In general,
how satisfied are you with your current PC education for hematology/
oncology fellows?” “How likely are you to add more PC curriculum
hours to next year’s fellowship class?” “Please describe barriers your
program has had when trying to implement more PC education”

Overall satisfaction N = 82

Extremely satisfied 30% (25)

Somewhat satisfied 60% (49)

Somewhat dissatisfied 9% (7)

Extremely dissatisfied 1% (1)

Likelihood of increasing PC education N = 82

Absolutely 12% (10)

Very likely 18% (15)

Somewhat likely 37% (30)

Not at all likely 33% (27)

May reduce hours 0% (0)

Barriers to PC education a N = 83

Time for teaching 63% (53)

Availability of faculty 54% (45)

Faculty expertise 32% (27)

Educational resources 21% (18)

Fellow support 19% (16)

No barriers 13% (11)

Departmental support 12% (10)

Institutional support 12% (10)

Otherb 7% (6)

aMore than one selection possible
b Competition with other material to cover; differences in palliative care
for patients with hematologic malignancies
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Discussion

Our survey characterizes the current PC education practices
and values in U.S. hematology/oncology fellowship programs
from the perspective of program leadership. Inclusion of at
least some form of PC education across all programs surveyed
adheres with ACGME requirements as well as ASH and
ASCO guidelines for fellowship education in hematology/
oncology and demonstrates investment in fellows’ PC
training.

We found high rates of program leadership satisfaction
with their current hematology/oncology fellowship PC educa-
tion. Similar to prior studies of program leadership from other

medical specialties, satisfaction seems to be congruent with
rates of reported formal integrated PC education. Our findings
of high satisfaction are similar to those among leadership of
neuro-oncology fellowships (83%), who similarly reported
high rates of formal PC education (88%) [9]. By contrast,
program leadership of pulmonary/critical care reported lower
satisfaction rates (20–50%) and lower integration of PC edu-
cation, with only 20% reporting use of PC clinical rotations,
and less than 10% used simulation/role-playing [10].
Similarly, program leadership in surgical oncology reported
satisfaction rates of 40% and low integration of PC education,
with only 15% of programs using lectures/small group discus-
sions, and 15% utilizing required or elective PC clinical

2.62

3.22

2.67

3.09
2.84

2.17 2.06

1.00

2.00

3.00

4.00Fig. 1 Perceptions of palliative
care (PC) education by method
(n = 82). Comparative results of a
4-point Likert scale answering the
following question: “How
effective are each of these formats
in teaching palliative care?”
(1 = not effective; 4 = critical)

1

2

3

4

5

Importance Scope of Prac�ce Fellows' Competency Personal Competency

Fig. 2 Perceptions of palliative care education by domain (n = 82).
Comparative results of a 5-point Likert scale of the following questions:
1. “How important do you believe it is for hematology/oncology fellows
to receive education on the following palliative care topics?” (1 = not at
all important, 5 = critical); 2. “How well do you think each of following
palliative care topics fits into the scope of practice for hematology/

oncology?” (1 = not at all well, 5 = extremely well); 3. “How well trained
do you think your hematology/oncology fellows are in the following
palliative care topics” (1 = not at all well, 5 = extremely well); 4. As a
hematologist/oncologist yourself, how comfortable are you with provid-
ing the following palliative care for your patients? (1 = extremely uncom-
fortable; 5 = extremely comfortable)
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rotations [11]. The higher uptake of PC educational modalities
in our group of respondents may account for the increased
satisfaction reported here. Overall, 67% of respondents in
our survey were at least somewhat likely to add PC education
hours to next year’s curriculum, suggesting continued moti-
vation to improve and expand formal PC education.

Evaluations of specific PC domains showed a trend to-
wards valuing teaching communication and less value to
teaching about care for the imminently dying or spiritual dis-
tress. This parallels teaching domains emphasized by the
ASCO/AAHPM multidisciplinary consensus panel on high
quality PC in oncology, wherein communication skills were
endorsed as important with high consistency (79%), and spir-
itual and cultural assessment were considered important with
low consistency (35%) [4]. By contrast, this same panel also
rated End-Of-Life (EOL) care as the most important domain
(81%). The low value assigned to teaching EOL care in our
survey may reflect respondents’ self-reported discomfort with
their skills in this domain relative to others. Previous surveys
of hematology/oncology fellows have found the perception of
better teaching in EOL care domains was associated with low-
er rates of emotional exhaustion and depersonalization (tradi-
tional proxies for burnout), and that fellows who felt a respon-
sibility to help patients at the EOL had higher sense of per-
sonal accomplishment [12]. This further supports the impor-
tance of identifying gaps in PC educational domains for
hematology/oncology fellows.

When stratified by clinical specialty (solid tumor oncol-
ogist vs hematologist), PD and APD who are solid tumor
oncologists reported significantly more comfort with cer-
tain PC domains than their hematologist counterparts.
Differences in PC delivery for patients with solid tumors
versus hematologic malignancies have been well docu-
mented, and show that patients with hematologic malig-
nancies have high rates of chemotherapy use, hospitaliza-
tion and ICU stay within 30 days of death, less effective
symptom control, and less integration with hospice and PC
services [13–16]. Thus, solid tumor oncologists may have
more familiarity with PC delivery and therefore increased
comfort with PC. PC domains that solid tumor oncologists
felt particularly comfortable with were inversely related to
their evaluation of the fellows’ competency in these do-
mains, suggesting that educators who feel better trained
in a given clinical domain may harbor higher standards
for their trainees. Solid tumor oncologists also endorsed
higher satisfaction with current PC education at their insti-
tution, which may reflect their own perceived comfort. Our
findings support the general conclusion that the clinical
orientation of fellowship program leaders in hematology/
oncology may affect their views of PC education.
However, no significant differences were seen in prefer-
ences for certain education modalities or PC domains, or
in motivation to add PC curricular hours, suggesting these

differences may have functionally little effect on PC edu-
cation delivery.

Consistent with prior data suggesting diversity in the
approach to PC education across GME programs, we
found different formats for PC education [17]. This was
anticipated, as the ACGME charges programs with train-
ing fellows to “demonstrate competence” in PC without
specific guidance about methods. The majority reported
the use of didactic seminars and conferences, which rep-
resent the most common and structurally convenient for-
mat of medical education delivery overall [18]. However,
cognitive science and learning theory consistently empha-
size the use of active over passive forms of learning for
improved retention and learner satisfaction [19].
Recognition of this seemed to be reflected in PD and
APD attitudes towards different PC education methods,
as the more active modalities (PC clinical rotations, live
practice with formal feedback, simulation/role play) were
given higher average ratings than their more passive coun-
terparts (didactic conferences/seminars, self-directed read-
ing materials, online modules). Notably, respondents gave
the highest ratings to required PC clinical rotations, a view
that coheres with ASCO’s 2020 vision for PC education,
which explicitly advocates for the inclusion of mandatory
1-month clinical rotations in palliative cancer care during
oncology fellowship [3]. Despite this, nearly one-third of
programs surveyed did not report use of required PC rota-
tions. This dissonance between attitudes and practice rep-
resents an area for potential improvement, whereby insti-
tutions could prioritize transitions from passive to active
PC education modalities, such as simulation or clinical
rotations. Such active teaching modalities also serve to
elevate the learner’s evaluable skills, from understanding
and retention to observable behaviors—an ascension up
the Kirkpatrick Triangle [20]. However, this must be bal-
anced against the additional time and resources required to
facilitate these sessions, which were readily recognized as
current barriers to PC education.

There are multiple limitations of our study. First is the
response bias inherent to survey methods. Program leadership
that responded may be particularly passionate about or com-
fortable with PC education at their institution. Reliance on
accurate participant reporting of measures of current PC edu-
cation practices may result in recall bias. The response rate
reported here is comparable to prior published surveys of on-
cology subspecialty fellowship directors, which ranged from
55 to 65% [21–23]. Survey respondents collectively repre-
sented 56% of active hematology/oncology fellowships in
the U.S.A., with a variety of program sizes, geographical re-
gions, and hospitals included, suggesting external validity.
Combining PD and APD survey responses may represent
two different populations with distinct roles within the fellow-
ship program and curricular development. These roles may
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correlate with differing educational values and potential to
implement change.

Conclusion

Program leadership in U.S. hematology/oncology fellowship
programs report a high satisfaction and implementation rate of
PC education, despite varied educational delivery methods
and content. The clinical orientation of program leadership
can affect both personal comfort with PC skills and estima-
tions of PC curriculum and fellows’ competency. National
guidelines from ACGME emphasizing EOL care and specific
PC educational modalities such as PC clinical rotations and
simulation may result in greater standardization of curricular
content, and assure prioritization of more active PC education
modalities. Additional studies are needed to assess the long-
term impact of PC education on fellows’ PC skill
development.
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