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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   
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VERSION 1 - REVIEW 

REVIEWER Dr Simon G. Allan  
Arohanui Hospice  
Palmerston North  
NZ  

REVIEW RETURNED 07-Jan-2016 

 

GENERAL COMMENTS It would be helpful for non North American readers to have 
"resident" explained.  
 
It takes some time for the reader to appreciate the concept of the 3 
Wishes Project and how this impacts on the residents. One example 
of a family/patient's 3 wishes would be helpful.  

 

REVIEWER Tiffany Washington  
University of Georgia  
United States of America  

REVIEW RETURNED 03-Feb-2016 

 

GENERAL COMMENTS This well-written manuscript reports findings from a well-
conceptualized study on an important topic: EOL care. To 
strengthen the manuscript, the authors are encouraged to consider 
the following revisions:  
 
Page 3, Lines 11-18  
Please describe why there is a need for more structured teaching 
and supervision of delivering EOL care to residents-in-training. What 
does the existing curricula currently lack? Also, why is ICUE an 
“excellent venue” to teach EOL care? Surely the reason is more than 
the “high morbidity and mortality of critical illness” in ICUs.  
 
Page 3, Lines 7-8  
Please provide a citation as an example of EOL curricula that 
addresses holistic needs, but fails to view patients as “good teaching 
cases”.  
 
Page 3, Lines 33-37  
The authors may consider describing the 3 Wishes Project in greater 
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detail. When was it developed and by whom? What are its 
components? What are the targeted/expected outcomes?  
 
Page 3, Line 39  
I read ¼ of the paper before realizing that the authors are reporting 
on residents’ data, only. It is not necessary to report that you 
conducted interviews with patient or patients’ representatives in the 
methods section. That information does not apply to the methods for 
this study.  
 
Page 3, Lines 39-42  
The authors may consider providing more detail about their 
methods. What was the recruitment protocol? How were clinicians 
identified? Were the interviews conducted in-person? What was the 
consenting process?  
 
Page 4, Line 34  
I prefer to avoid beginning a sentence with an integer.  
 
Page 4, Lines 32-39 (Participant Characteristics)  
The authors presented demographic data on 50 patients in Table 1, 
but only referred to 33 patients in the text (see line 37). Please 
clarify. Also, is it necessary to present a table on patients when this 
study is concerned with data collected from residents?  
 
Page 5, Lines 54-55  
It is unclear how EOL skills are valued by residents relates to the 
theme of EOL care is a challenging component of training. Perhaps 
add 1-2 additional sentences to introduce the quotes.  
 
Page 6, Line 28  
The 3 Wishes Project is referenced again, but its components and 
aims remain unclear. As per previous comment, please explain in an 
earlier section.  
 
Page 8, Lines 25-26  
Please define experiential learning. Some audiences may not be 
familiar with the pedagogy.  
 
Page 9, Line 46  
Excellent! Indeed, reflection is an important component of 
experiential learning. Still, you should not assume audiences are 
familiar with the pedagogy, and why this finding particularly 
underscores its associated theme.  
 
Page 11, Line 34  
As per previous comment, the authors are encouraged to offer more 
critical insight into why an ICU is a unique environment for palliative 
care training. Only citing “its mortality” as a rationale weakens an 
otherwise well-conceptualized study. Also, EOL and palliative care 
are often associated with death and dying only, and your current 
rationale only supports this stigma.  
 
Discussion Section  
Overall, your discussion section could be strengthened with fewer 
studies referenced/summarized, more critical analysis of your 
findings, and directions for future EOL training in medical programs. 
For example, does the growing discourse on 
interdisciplinary/interprofessional training relate to your findings? 
Also, are there important cultural considerations worth delineating (if 
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applicable)?  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Dr Simon G. Allan  

Institution and Country: Arohanui Hospice, Palmerston North, NZ.  

 

1) It would be helpful for non North American readers to have "resident" explained.  

 

** In the Methods, we have now indicated that residents are physicians-in-training who have 

completed their medical doctorate already.  

 

2) It takes some time for the reader to appreciate the concept of the 3 Wishes Project and how this 

impacts on the residents. One example of a family/patient's 3 wishes would be helpful.  

 

** We have now inserted the 5 categories of wishes in the Results section to share the scope of teh 

wishes. Residents were involved in many of these. There was no single patient and family dyad 

whose wishes were all elicted and/or implemented by residents, so we did not insert a specific 

example exclusive to residents. We hope this makes sense to underscore the interprofessional nature 

of the project, as now addressed in response to a suggestion from Reviewer 2, and as introduced in 

the Discussion.  

 

Reviewer: 2  

Reviewer Name: Tiffany Washington  

Institution and Country: University of Georgia, United States of America  

 

This well-written manuscript reports findings from a well-conceptualized study on an important topic: 

EOL care. To strengthen the manuscript, the authors are encouraged to consider the following 

revisions:  

 

** Thank you for your comments and suggestions.  

 

Page 3, Lines 11-18  

1a) Please describe why there is a need for more structured teaching and supervision of delivering 

EOL care to residents-in-training.  

 

** We have taken this statement from Gorman et al which we cite, which highlights that the need for 

more structured instruction is based on residents’ perceived role in the team, which may prevent them 

from addressing end of life decision-making issues at all if they leave this important task to the 

attending physician. Local institutional culture likely plays a role in whether EOL issues are valued on 

the team and thereby addressed, or undervalued and overlooked. The review by Gorman et al 

suggests that residents feel unprepared and want more hands-on training. Their value of and comfort 

with end of life decision making are key determinants to whether these  

decisions are addressed, and their comfort with the EOL decision-making process increases with 

experience. ICU rotations may be an opportunity for residents to begin addressing these issues  

by direct involvement in discussions on withholding or withdrawing treatments.  

 

** We believe that along with having access to palliative care consultations and chaplaincy services, 

all practising physicians need to develop core end of life skills. Residents need exposure to end of life 

care skills in their various training programs which they can then adapt to their future roles. This is 

crucial, particularly given the incoming limited work hours and frequent hand-overs that will threaten 
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the continuity of care in the future. We believe that compared to traditional didactic teaching, 

experiential, case-based, patient-centred curricula for hands-on learning about the practical aspects 

of spiritual and palliative care could be transformative. Through the processes of observing expert role 

models involved in the 3 Wishes Project, receiving facilitated feedback in eliciting wishes, and 

proceeding gradually toward supervised responsibility leading such discussions, our hope was that 

core end of life skills would be developed. As we have added quite a bit to the manuscript already, we 

did not add more text on these points but would be happy to reconsider.  

 

1b) What does the existing curricula currently lack?  

 

** It seems generally agreed upon that most existing educational curricula are lacking when it comes 

to end of life care. One area which is lacking is the human connection that residents seldom have with 

patients. Stories and narratives are an important component of clinical medicine which are powerful 

tools for residents. Health care trainees are taught to elicit histories of the present problem, past 

medical histories, family histories, and social histories. Residents re-tell these histories during sign-in 

rounds, sign-out rounds, daily rounds and case conferences, adapting their content and length for the 

audience, purpose and time. The 'medicalization' of these stories is reflected in professional terms 

such as ‘case histories’ and ‘teaching scripts’, often objectifying the patient. End of life care provides 

golden opportunities for residents to listen to, and recount stories - in this instance, a broader view of 

how stories can help us to understand our patients, and connect with them and their families. The 

intimacy of shared vignettes and narratives at the end of life through this project allows residents to 

share more deeply in the human experience. Another area in which end of life education is lacking is 

ways to address the helplessness that residents feel when their patients are dying. Residents often 

want to do things for patients and families but feel frozen. The 3 Wishes Project provides a structure 

and vehicle for this. Our interview data indicate that residents involved in wish eliciation and 

implementation confirmed that residents often feel powerless when there are no further medical 

treatments of much value to provide. They felt empowered by the 3 Wishes Project to continue to 

provide care to the patient and family through the dying period and in the immediate bereavement 

period. We have added a few more phrases in the discussion to reflect this, not by saying so directly, 

but by highlighting the gaps indirectly by sharing what this project offers.  

 

1c) Also, why is ICUE an “excellent venue” to teach EOL care? Surely the reason is more than the 

“high morbidity and mortality of critical illness” in ICUs.  

 

** Yes. In addition to the high mortality rate in an ICU, this environment may be a very good venue for 

teaching end of life care because there are frequent family meetings about the goals of care. This is a 

core part of critical care because of the high prevalence of basic and advanced life support employed, 

necessitating discussion about whether and how to administer, withhold or withdraw life support in 

anticipation of death. Residents are typically involved in these family meetings or conferences, so 

there is ample opportunity for residents to participate in them or at least learn from them by 

observation. Also residents tend to care for fewer patients in the ICU than they would on a regular 

hospital ward, so they do get to know the patients (and particularly their families, with whom they are 

more commonly conversing than often comatose or semicomatose critically ill patients). The ICU team 

tends to be more consistent a group of individuals than some other clinician teams caring for other 

hospitalized patients on the wards. We have modified the Introduction accordingly to cite some of 

these points. Thank you for this suggestion.  

 

2) Page 3, Lines 7-8  

Please provide a citation as an example of EOL curricula that addresses holistic needs, but fails to 

view patients as “good teaching cases”.  

 

** In our study, there were no residents who we can cite as saying, verbatim, that 'dying patients do 
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not make good teaching cases' but this is a phrase often mentioned by teachers as a prevailing 

attitude among some residents (as well as clinical preceptors). We did not mean to indicate that this 

was a quote (we have only inserted quotes directly and written them in italics to indicate when a 

concept comes directly from a resident). We have not found a published original research report on 

this point, but we did add a reference to a recent publication in the JAMA series, 'A Piece of My Mind'. 

The article is called, 'The Final Course' and the author recalls a patient called Ms. Nichols who was 

actively dying, and admitted to the medical ward where he worked as a medical student. The resident 

and intern discussed their concern with the medical student that she might be 'a poor learning case'. 

As the author illuminates, this could not have been farther from the truth. We have added this citation 

to our revised report in the Introduction.  

 

3) Page 3, Lines 33-37  

The authors may consider describing the 3 Wishes Project in greater detail. When was it developed 

and by whom? What are its components? What are the targeted/expected outcomes?  

 

** As suggested, we did describe the 3 Wishes Project in more detail including the start date of 

January 2013. We have referred to the interprofessional team who developed it. We have provided a 

fuller rationale and methods. We appreciate the chance to highlight that there are 3 issues related to 

the wish process: 1) eliciting the wishes; 2) labelling whose wishes they were, and 3) implementing 

the wishes. To further explicate the roles, the person eliciting the wish was not always the person 

implementing it. Sometimes the 3 Wishes team elicited a wish but did not implement it (e.g., the 3 

Wishes team established that the patient would like the family pet to come into the ICU, but a family 

member actually brought in the pet). Other times the resident elicited a wish and also implemented it 

(e.g., the resident established that the family members would appreciate some coffee and biscuits, 

and the resident would go to get the snacks for them to share while they maintained vigil). Other times 

a clinician elicited a wish and the 3 Wishes team implemented it (e.g., the bedside nurse established 

that the patient's birthday was coming up and determined that the family would like to have an early 

birthday cake for their father and the 3 Wishes team bought the cake). This was not scripted, but 

emerged organically based on interest, time, and other logistics after the patient was enrolled.  

 

** The expected impact of the project was considered as follows, measured as much by qualitative 

data in interviews as well as using the usual quantitative data: 1) For the patient, the 3 Wishes 

Demonstration Project would encourage individualized end of life care. This goes beyond gestures, 

and is about doing ‘what matters most’ for the dying person and their family. 2) For the family, this 

project would help to commemorate the patient by creating poignant moments to carry forth. It is 

about constructing positive imagery to balance the negative visual, auditory and tactile memories 

propagated by technology in the ICU. 3) For ICU clinicians, this project would encourage personal 

engagement to create the best possible death for all persons involved. It is about inspiring intimacy 

among clinicians and family members and engendering respect for all, mitigating the moral distress 

and compassion fatigue experienced by some ICU clinicians. 4) For physicians in training, this project 

would offer experiential, case-based, patient-centred learning about providing compassionate, 

personalized and dignified end of life care, particularly in coming era of limited resident hours and 

concerns about shift-work mentality. 5) For the ICU, this project would be congruent with the critical 

care mission to foster optimal patient and family-centred care. 6) For the hospital, this project would 

inspire others to create system-wide improvements in end of life care. 7) For society, while some ICU 

interventions can prevent or delay death, far fewer interventions have been developed to 

compassionately ease the transition from life to death in the high-technology ICU setting. These 

impacts would be sought in qualitative data, for as Einstein observed ‘not everything that counts can 

be counted’.  

 

** We have added some of the foregoing information, but to avoid too much description, we refer 

readers to our original 3 Wishes Publication as the most efficient way to share more background.  
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4) Page 3, Line 39  

I read ¼ of the paper before realizing that the authors are reporting on residents’ data, only. It is not 

necessary to report that you conducted interviews with patient or patients’ representatives in the 

methods section. That information does not apply to the methods for this study.  

 

** We were trying to describe this resident report in the context of the larger study. We didn't wish to 

mislead, as though residents were the only clinicians we interviewed. To address this, we have 

switched the order of the methods statement highlighting resident interviews as the focus of this 

report, in the context of a broader range of interviews.  

 

5) Page 3, Lines 39-42  

The authors may consider providing more detail about their methods. What was the recruitment 

protocol? How were clinicians identified? Were the interviews conducted in-person? What was the 

consenting process?  

 

** Thank you for suggesting more detail. We have now expanded the methods considerably, including 

patient recruitment. All resident interviews were conducted in person, which is now specified in the 

results. All resident interviews were preceded by written informed consent, as mentioned earlier in the 

methods.  

 

6) Page 4, Line 34  

I prefer to avoid beginning a sentence with an integer.  

 

** We have changed this so the sentence begins with 'Overall,....'  

 

7) Page 4, Lines 32-39 (Participant Characteristics) The authors presented demographic data on 50 

patients in Table 1, but only referred to 33 patients in the text (see line 37). Please clarify. Also, is it 

necessary to present a table on patients when this study is concerned with data collected from 

residents?  

 

** These 33 patients cared for 50 patients because some residents cared for more than 1 patient in 

the 3 Wishes Project. We found an error in the text section of the results; thanks for noting this. 

Residents working in the ICU may care for up to 4 or 5 patients under the supervision of an attending 

physician. We thought that it would be important to honour the patients cared for by these residents, 

so we have retained the patient characteristics as well as the resident characteristics. We have now 

indicated this in the legend of both Tables 1 and 2.  

 

8) Page 5, Lines 54-55  

It is unclear how EOL skills are valued by residents relates to the theme of EOL care is a challenging 

component of training. Perhaps add 1-2 additional sentences to introduce the quotes.  

 

** Despite being a challenging aspect of practice, residents indicated that they wanted more learning 

on this topic.  

 

9) Page 6, Line 28  

The 3 Wishes Project is referenced again, but its components and aims remain unclear. As per 

previous comment, please explain in an earlier section.  

 

** In responding to an earlier suggestion, we have now better introduced and described the project. 

Thank you for the request.  
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10) Page 8, Lines 25-26  

Please define experiential learning. Some audiences may not be familiar with the pedagogy.  

 

** Experiential education is an approach used by educators to purposefully engage with learners in 

direct experience and focused reflection on that experience. Designed to be active and interactive 

rather than passive, the goal is to increase knowledge, develop skills, clarify values, and encourage 

self-awareness. It is different than, but complementary to, traditional education which tends to be 

focused on imparting or delivering knowledge to learners, with little attention paid to understanding 

learners' experiences. A hallmark of experiential learning is having reflections and sufficient time for 

such reflections, which helps with personal introspection, to process and understand what has 

occurred, and think about key challenges and key learnings from the direct engagement. Experiential 

education is thought to foster student understanding of themselves, others around them, and the 

setting. We have modified the results section to set up some findings, and the discussion section to 

briefly explain these ideas.  

 

11) Page 9, Line 46  

Excellent! Indeed, reflection is an important component of experiential learning. Still, you should not 

assume audiences are familiar with the pedagogy, and why this finding particularly underscores its 

associated theme.  

 

** We have now explained this a bit more as noted above under comment 11).  

 

12) Page 11, Line 34  

As per previous comment, the authors are encouraged to offer more critical insight into why an ICU is 

a unique environment for palliative care training. Only citing “its mortality” as a rationale weakens an 

otherwise well-conceptualized study. Also, EOL and palliative care are often associated with death 

and dying only, and your current rationale only supports this stigma.  

 

** Thank you for raising this again. We hope that our reponses to 1c) and the associated text changes 

in the introduction are satisfactory. We have also abbreviated a section of the discussion because of 

the augmented introduction.  

 

Discussion Section  

13a) Overall, your discussion section could be strengthened with fewer studies 

referenced/summarized, more critical analysis of your findings, and directions for future EOL training 

in medical programs. For example, does the growing discourse on interdisciplinary/interprofessional 

training relate to your findings?  

 

** We have tried to provide a fuller interpretation of our study in the Discussion, particularly in light of 

the interprofessional aspects of the 3 Wishes Project. We agree that collaborative practice allows 

health care professionals to learn with, from, and about each other, while utilizing the unique skills 

and abilities of each professional group. We were glad that this project offerred residents exposure to 

collaborative practice, giving a concrete example of how interprofessional care received by a patient 

and family can be superior to the care delivered by any one clinician individually. Indeed, 

determinants of this successful collaboration emerged in 2 groups: the genesis and the growth of the 

3 Wishes Project. Factors considered key to the genesis were the project's relevance to patient care, 

a shared purpose, and the team members' mutual respect. Growth of the 3 Wishes Project has been 

supported by factors different from those which birthed the project. Factors considered key to the 

growth were the structure and consistency of the project, non-hierarchical leadership, and ongoing 

reflections on our shared learnings. These determinants of successful interprofessonal collaboration 

allowed us to see patients through a different lens, illuminating them holistically in the context of their 

lives -- an experience which broadened the scope of practice for all clinicians and team members. 
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Interprofessional synergies fostered by the 3 Wishes Project energizes the team to 'walk the walk 

together' while providing clinical care, enhancing education and evaluating the impact of the project. 

While the resident interviews did not expound much on these issues, they were acknowledged; we 

have worked in a few of these concepts in the discussion and cited an abstract we developed on this 

topic.  

 

** ** As there are so few studies directly relevant to this topic we were not comfortable eliminating 

some evidence in this field. In view of the length of the discussion already, we did not expand on 

suggestions for future end of life training as such ideas were not the focus of our interviews. We hope 

this is satisfactory.  

 

13b) Also, are there important cultural considerations worth delineating (if applicable)?  

 

** Indeed, cultural considerations are key in end of life education, but not often taught. Trainees 

generally unaware of the cultural landscape that reflects a hospital’s catchment area, for example. 

Involvement in the 3 Wishes Project offered an opportunity to learn more about the community served 

by the hospital. For example, valuable insights were be obtained through discussions of how 

language influences perceptions across cultures, and ways in which cultural norms influence what is 

most compelling to people at the end of life. Some of our residents were involved in wishes that were 

primarily culturally sensitive or culture and faith-based. Our revised Discussion incorporates some of 

these examples.  

The positive feedback from our trainees about the experiential education offerred by the 3 Wishes 

Program energizes us to keep it going. Thank you for considering our revised manuscript in BMJ 

Open. 

VERSION 2 – REVIEW 

REVIEWER Tiffany Washington  
University of Georgia School of Social Work, United States  

REVIEW RETURNED 08-Mar-2016 

 

GENERAL COMMENTS This manuscript is much improved. Thank you for adequately 
addressing my comments.  
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