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INTRODUCTION
Worldwide, countries are experiencing an epidemiological 
transition with a rise in morbidity and mortality from both 
non-communicable and communicable diseases.[1] With 
the rising technological innovations in medicine, there 
is an exponential increase in the population of patients 
with chronic life-threatening illnesses living longer.[1] The 
prolonged survival is further compounded by the intercurrent 
high symptom burden, requiring active engagement by 
palliative care.[2] However, the demand for palliative care 
outweighs the availability of palliative care specialists.[3] 
The imbalance in demand and supply can be addressed by 
empowering and engaging general practitioners (GPs) in the 
community to provide primary palliative care.[3]

GPs play a critical role in providing end-of-life care and 
ensuring that patient’s wishes to be cared for at home are 
honoured.[4] In addition, GPs’ coordinate care with the 
multidisciplinary team and prevent unnecessary hospital 
admissions.[5] Despite being critical players in end-of-life 
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care provision, GPs feel anxious and lack confidence in 
care provision.[6] They prefer training in end-of-life care 
in their routine practice to address their deficiencies in the 
knowledge and skills of end-of-life care.[7]

GPs’ preference for a particular learning style depends on 
the content and context of learning and the value that they 
attribute to their learning.[4] A recent study showed that 
educational intervention that used flexible learning modules 
and a combination of case-based discussions and small group 
interactive workshops with regular follow-up post-intervention 
brought a significant improvement in GP’s knowledge, 
skills, and confidence in delivering palliative care.[8] These 
interventions also enabled GPs to alleviate patients’ physical 
and psychological symptom burden, fulfill the patient’s desire 
to die at home at the end of life, and mitigate carer anxiety and 
distress.[8] Therefore, training programs that are empowering, 
engaging, and reinforcing will attract GPs and ensure the 
sustenance of learning in end-of-life care.
Social constructivist learning theory is built on three 
premises: Cognitive processing of knowledge, self-directed 
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learning, and social construction of knowledge.[9] The 
theory provided a theoretical framework to explore GPs’ 
insights on end-of-life care learning and the processes they 
adopted to acquire and construct knowledge in a social 
context.[9] In addition, the theory also aided in the exploration 
of facilitating and impeding factors in accessing training 
programs in end-of-life care.

METHODS
The review question was
1. How do GPs construct knowledge in end-of-life care?
2. What factors influence the construction of knowledge by 

GPs in end-of-life care?

REVIEW METHODOLOGY
A narrative review served the purpose of this review 
as it helped identify literature on a broad research 
question on the learning preferences of GPs in end-of-life 
care.[10] It facilitated a conceptual and thematic synthesis 
of the literature.[10] Although narrative reviews have been 
relegated to an unsystematic approach,[10] the methodological 
rigour of the current review has been enhanced by being 
explicit about the search terms, databases accessed, and 
bibliographies reviewed. Moreover, the review had a selection 
criterion for the studies included [Table 1] and study findings 
were synthesised and interpreted,[11] hence attempting to 
strike a balance between the flexibility of narrative review 
and the rigour of systematic review.[12] The review included 
studies that explored GPs’ learning preferences in end-of-
life care and those conducted in the community or home 
care setting. Studies that looked at practitioners other than 
GPs or those conducted in the hospital/hospice setting were 
excluded from the study.

SEARCH STRATEGY
An electronic database search was conducted using PubMed, 
EMBASE, CINAHL, PsycINFO, SCOPUS, Web of Sciences, 
and Google Scholar to access citations concerning the 
review question. The search terms that included ‘attitudes 
of health personnel’ OR motivations OR emotions OR 
perceptions OR behaviour AND ‘general practitioners’ 

OR ‘family physicians’ OR ‘primary care physicians’ AND 
‘continuing medical education’ OR ‘continuing professional 
development’ OR ‘continuing education’ AND ‘end-of-life 
care’ OR ‘terminal care’ OR ‘palliative care’ OR ‘palliative 
medicine’ OR ‘hospice care’ were screened for in the titles, 
abstracts and full-text articles. The articles accessed were in 
English and ranged from 1993 to 2021. It showed a trend in 
the learning preferences of GPs in end-of-life care over the 
years. Furthermore, a bibliographic search using PubMed 
outside the search criteria and textbooks was conducted to 
include articles on social constructivist learning theory.

THEME GENERATION
Screening and data extraction were conducted independently 
by two reviewers. The third reviewer helped resolve the 
conflicts. Data were summarised across studies and patterns 
were identified from the data and the reviewers explored 
the relationships within and between studies to generate 
meaningful categories and themes.[13]

RESULTS
Of the 10,037 citations identified, 23 studies were included in 
the review. Eleven studies were qualitative, 11 were surveys 
and one was a mixed-method study. Fifteen studies were 
from Europe (eight from the United  Kingdom, two from 
Belgium, one from Denmark, the Netherlands, Austria, 
Germany, and Ireland), six from Australia and two from 
Canada. The qualitative studies were from a single centre 
and the quantitative studies were a combination of single and 
multicentric studies.
The narrative review yielded the following themes: The value 
GPs attributed to end-of-life care learning; past experience 
and reflection on clinical practice as a departure point for 
learning; relevance of context of learning to clinical practice; 
learning as self-directed; learning as a process of self-  and 
professional-identity transformation and learning as 
embedded in social interaction and interpretation.

THE VALUE ATTRIBUTED TO LEARNING
At an individual level, value refers to education’s fundamental 
role in achieving one’s goals.[14] Education assists in achieving 
moral values such as self-awareness, self-efficacy, and self-
actualisation.[14]

GPs develop a strong therapeutic bond with their patients 
over a prolonged period of care.[15-19] It uniquely positions 
them to address patients’ physical and situational challenges 
at the end of life which, in turn, motivates them to keep 
abreast with the growing body of knowledge in end-of-life 
care.[20] However, the diversity and complexity of end-of-
life clinical scenarios instil a sense of incompetence or fear 
of failing their patients, for which GPs need recourse.[19,21] 
GPs are motivated to learn if the new knowledge aligns with 
their area of clinical practice and would add value to their 
current practice. Furthermore, it should affirm their belief 

Table 1: Selection Criteria of the Studies included in the review

Inclusion criteria Exclusion criteria

1.  Studies published in English 
from 01/01/1990 onwards  

2.  Studies that explored views 
of general practitioner or 
similar healthcare provider 
on end- of-life care learning 
preferences 

3.  Community/Home care 
setting  

1.  Learning preferences other 
than end-of-life care  

2.  Medical practitioners other 
than general practitioners or 
family physicians 

3.  Studies conducted in a 
hospital or hospice setting  
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in mastering a skill and the education program should be 
equipped in terms of learning efforts and benefits.[16,22,23]

Although individuals are intrinsically motivated to learn, 
their learning can be influenced by extrinsic environmental 
factors such as rewards, societal values, power dynamics, 
critical assessments, and penalties.[23-25] GPs are central to 
care coordination and are the trusted key people who guide 
patients through the disease.[18,19,26] It makes them accountable 
for the care they provide.[7,19] A competency-based trust is the 
trustor’s belief in the trustee’s ability to complete a task.[27] 
The assured mutual support and acknowledgement of the 
specialists and trust in their capability by their patients 
motivate GPs to invest in learning and the contrary could be 
demoralising.[22,28] Distrust could undermine one’s self-esteem 
by questioning one’s capability,[29] fracturing interpersonal 
collaboration[27] and demoralising the individual from task 
performance and accessing learning.[29] The extent to which 
these extrinsic factors have been internalised and integrated 
by the individual will determine the motivation to sustain 
and remain committed to learning.[24]

PAST EXPERIENCE AND LEARNING
Adult learners have a wealth of experience that influences 
their learning.[9] Their backgrounds include various 
individual and collective historical experiences, past beliefs 
and practices, contradictions, the ambivalence of daily 
routine, learning materials, and agencies involved in the 
learning process.[9] Individuals, therefore, enter the learning 
environment with this experience as it grants viability to 
their learning process.[30]

GPs have a wealth of experience built over years of clinical 
practice and their relationships with their patients.[7] It will 
continue to grow into the future.[9,30] Individual and collective 
historical experiences gained from the contradictions 
and ambiguity of daily clinical practice.[7,21,30] These are 
embedded in the complex interaction with patients and 
their families, colleagues, and mentors.[15,31,32] They reflect 
on their idiosyncratic experiences and generate questions, 
summaries, and analogies as a mechanism to solve clinical 
dilemmas.[15,31,32]

LEARNING IS CONTEXTUAL
Learning is perceived as inherently problematic.[33] It is 
situated in the context of the individual’s physical and social 
experience,[34] practice[25] and cultural context.[35] End-of-life care 
is more likely to be provided by GPs who have a larger clientele of 
sicker patients or who have a long-term patient follow-up.[15,18,36] 
However, their perceived incompetence in alleviating patients’ 
physical and psychosocial sufferings, further compounded by 
the evolving advancements in end-of-life and palliative care, 
demands constant knowledge and skill enhancement.[22,28]

Learning is situated in the learning environment 
or community of practice.[25] GPs navigate multiple 

communities of practice, such as experiential learning, 
reflective learning, simulation, self-learning, or didactic 
learning.[7,22,37] Navigation across communities is contingent 
on the resources available and the content and context of 
learning.[17,18,21,37] Although individuals ascribe meanings 
to their experiences in their minds, meanings are deeply 
rooted in culture.[35] Most GPs learn from their GP 
colleagues or specialists in multidisciplinary meetings or 
case discussions,[7,17] which gives a legitimate endorsement 
to their practice.[7,21,25] Therefore, learning is always situated 
in a cultural setting and utilises cultural resources for 
development.[30,33,35] Power relations influence the acquisition 
and sustainability of learning.[25] General practitioners 
prefer a learning environment that is empowering and 
engaging where the mentors acknowledge their past clinical 
experience, and allow a healthy and safe dialectical exchange 
of ideas and perspectives.[7,25,37]

LEARNING IS SELF-DIRECTED
In self-directed learning, adult learners advance their learning 
by diagnosing their felt needs, formulating learning goals, 
choosing and implementing appropriate learning strategies, 
and identifying human and material resources to facilitate 
learning.[38] Learners invest their cognitive and affective 
components in learning to develop and preserve their self-
identity, self-conception, and self-actualisation.[25,34] They 
have the locus of control and acquire knowledge according to 
their choice and satisfaction.[34] Self-directed learning entails 
learners’ motivation to learn, autonomy in inquiry, self-
regulation, and individuality in learning tasks.[34]

GPs cater to the variable spectra of disease conditions and 
varying intensities of physical and psychosocial problems in 
patients reaching the end of life and provide support to their 
patients by alleviating their symptom burden and enhancing 
their quality of life.[7,16,19,26,37,39-41] These demands broaden 
their perspective from the usual framework of cure to a more 
holistic approach.[7] To achieve this, they formulate a learning 
plan with the help of their GP colleagues or specialists and 
choose their learning resources based on the content and 
context of their learning, such as seminars or self-study 
materials and appropriate knowledge and skills in alignment 
with their needs.[19,28,36,39-42] Therefore, self-directed learning 
must be apportioned to the learning needs of the GPs to 
enhance their performance and improve patient outcomes.[43]

LEARNING THROUGH A TRANSFORMATIVE 
LENS
Individuals prefer to preserve their self-esteem, uphold 
their role identity, and have consistency in their thoughts, 
beliefs, attitudes, values, and actions.[44,45] Their progressive 
experiences are sometimes inconsistent with their values 
or beliefs, leading to a state of dissonance in their cognitive 
structure.[45] In medical practice, many situations can cause 



Atreya, et al.: Social constructivist learning theory to unpack general practitioners’ learning preferences of end-of-life care

Indian Journal of Palliative Care • Volume 29 • Issue 4 • October-December 2023 | 371

cognitive dissonance. Conflict may arise when the treatment 
path chosen based on the available evidence is contradictory 
to what the physicians favour based on their current clinical 
practice.[45] Cognitive dissonance results in psychological 
discomfort, which triggers actions to reduce this aversive 
feeling and restore consonance.[45] In the process, physicians 
reappraise the situation and change their behaviour and, 
eventually, their attitude.[45] They reappraise the situation 
depending on the perceived importance of the dissonant 
cognition in a variety of ways and also take cognisance of 
the impact on clinical practice.[45] They may either dismiss 
the dissonant cognition as trivial and continue with their 
current practice, or they may deal with it by remodelling 
the cognitive structure to accommodate the contradictory 
knowledge.[44,46,47] Certain extrinsic factors may influence 
the individuals’ dissonance reduction strategies, such as 
personal goals, specific situations under which they have 
arisen, the influence of significant others and inter-individual 
variations.[44] Dissonance reduction strategies will differ 
among individuals depending on the repertoire of reduction 
strategies, social context, and feedback on the efficacy of the 
strategies chosen.[44]

Individuals’ efforts at reducing dissonance result in a change 
in the knowledge schema.[48] Learners strive to preserve 
their knowledge schema[49] and shape the new experience to 
conform to this schema.[48,50] To reduce the uncomfortable 
feelings of dissonance, they will engineer ways to remove 
the dissonant cognition[48] by reconfiguring the knowledge 
structure to accommodate the new knowledge.[50]

GPs prefer to reflect on their discordant thoughts in a forum 
of palliative care specialists and GP colleagues.[17,22,28,42] They 
acquire multiple perspectives through interaction with 
mentors and peers in the learning environment or at work, 
critically reflect on these perspectives, amend their practice, 
and reflect and consolidate them.[7,26,34,37,41,50] Although 
traditional didactic learning styles are presumed to be 
prescriptive in nature, when the learning occurs in a small 
group interactive session, it helps to bring an attitudinal 
shift, integrate multiple thoughts, and lead to better 
understanding.[18,26,31] Similarly, online or e-learning in the 
current era has cut across geographical barriers.[19,22,36,40-42,51] 
With either the information on web pages or through 
online training, learners have the opportunity to construct 
meaning through active participation and self-directed 
inquiry.[18,21,31,36,37,51]

THE SOCIAL CONSTRUCTION OF 
KNOWLEDGE
Individuals and society are intricately interwoven.[34] 
Individuals extract information from one another in the group 
without any cognitive or affective disposition or consent 
of those involved in the interchange.[52] Learning is an 
interpretive, iterative, and non-linear process in which 

learners actively engage with their physical and social 
world,[49,52] exchange personally relevant and viable 
meanings,[33] ascribe value to their interactivities[52], and 
draw on legitimate practice.[33,52] GPs believe in the culture of 
openness and shared commitment between their colleagues 
and specialists, as this instils flexibility and cohesion within 
practice and improves their intrapersonal and interpersonal 
competences.[17,28,33,41,52] They prefer to learn by interacting 
with peers and specialists in the clinical or learning 
environment, as this allows legitimate integration of research 
evidence into clinical practice.[26,39,41,50]

BARRIERS TO LEARNING
The learner’s decision to participate in a training program 
can be constrained by factors that could be dispositional, 
situational, institutional, or academic in nature.[53] 
Dispositional barriers may include diffidence in providing 
palliative care,[18,54] fear of treading into the patient’s or family’s 
private spiritual space,[54] perceived lack of competence or a 
sense of hopelessness,[54] emotional burden of care[19] and 
fear of medicolegal recrimination.[28,42] Situational barriers 
may include personal and family commitment,[36] resource 
constraints such as having to self-fund their training,[18,31] 
providing compensation for organising locum GPs, especially 
for those working in remote areas and having a solo practice.[31] 
Institutional barriers may include job-related challenges such 
as excess work pressure with the resultant lack of time,[18,31] 
poor remuneration,[22,36] and the temporary nature of the 
job,[19] disempowerment of GPs,[19] conflict in care provision 
between specialists,[7,21] and GPs and lack of clear delineation 
of roles and responsibilities[7,21] and non-acceptance of 
palliative care by patients and reluctance of specialists to refer 
to primary palliative care.[7] The other barrier to palliative care 
education is related to the misconception of palliative care as 
end-of-life care, which is often perceived as a threat to clinical 
practice and future referrals.[55] Academic barriers include 
constraints related to training opportunities. Most end-of-life 
care training programs focus on oncology, providing fewer 
opportunities for them to learn non-malignant end-of-life 
care skills, which account for a significant portion of their 
practice.[41] Training occurs mostly during office hours in the 
hospital setting[16,31,42] and skills gained may not be replicable 
in the community due to differences in the infrastructure in 
both settings.[7] Some of these factors may be barriers, but 
others may provide benefits if they are addressed appropriately 
in the course of learning.[53]

DISCUSSION
Learning is an internal cognitive progressive process that 
is embedded in the social and cultural context.[56] Social 
constructivist learning theory enables us to theorise about 
how individuals attribute value to their learning within a 
social, emotional, temporal, and cultural context.[35] GPs feel 



Atreya, et al.: Social constructivist learning theory to unpack general practitioners’ learning preferences of end-of-life care

Indian Journal of Palliative Care • Volume 29 • Issue 4 • October-December 2023 | 372

accountable for the care that they provide to their patients 
because of the prolonged period of care from birth to the end 
of life.[15,17-19] Changing clinical scenarios, complex end-of-
life care needs, and evolving evidence-based practice in end-
of-life care instil a feeling of dissonance for which GPs seek 
recourse.[7,21,30] However, the transformation of knowledge 
will only occur if the past clinical experience is honoured 
and its future is appreciated[50] or if the GPs perceive this 
transformation as adding valuable information to address the 
gap in their knowledge.[50]

GPs prefer to autonomously decide on their learning needs 
and learning styles[56] and seek a learning environment that 
provides ample space for them to democratically express their 
intellectual and emotional content.[35,56] Language mediates 
this expression and helps learners interact with others in 
the learning environment, probe each other’s thoughts, and 
understand the way each individual interprets reality.[57] 
Learners then negotiate, defend their positions, and create 
meaning on their own terms.[35] GPs value reflective practice 
under the guidance of specialist palliative care teams or 
experienced GPs as this gives them the opportunity to amend 
their practice.[7,37] The mentor in the learning environment 
acts as a scaffolding agent, facilitates the interchange within 
the group, and gives an apportioned degree of emphasis on 
the contents.[56,57] Therefore, GPs constantly acquire and apply 
knowledge under the guise of autonomously developing, 
maturing, and enhancing themselves[56] and preserving their 
professional and self-identity.[57]

LIMITATIONS OF THE REVIEW
The search strategies were limited to studies published in 
English. Although the studies included in the review were 
dated from 1993 to 2019, most of them were published 
in the last 10  years. Studies explored were from the 
United  Kingdom, Europe, Australia, and Canada. The 
healthcare system provides universal coverage of health 
insurance and mandates gatekeeping by GPs in order for 
patients to access insurance facilities. In some countries, 
such as Canada, specialists receive less payment for non-GP 
referred patients. This could perhaps justify the reason for 
these countries to have studies on end-of-life care provision 
by GPs.[58,59] Since we were aiming at exploring multiple 
perspectives of the GPs, the heterogeneity of the articles, 
the combination of quantitative and qualitative methods 
employed, and data obtained from across the continents, 
increased the depth of our understanding, allowing it to be 
replicated in different settings.

IMPLICATIONS FOR POLICY AND PRACTICE
Patient-related suffering and how empowered GPs feel in 
addressing them determine their learning preferences in 
end-of-life care. Thus, identifying the challenges that GPs 
face in caring for a patient at the end of life will add relevance 

to the training program. There is a need for a paradigm shift 
in training programs from traditional didactic training to 
more experiential and reflective learning under the guidance 
of a mentor. The learning environment must ensure that 
GPs have the democracy to bring their unique clinical and 
emotional experiences to the learning arena. This will also 
facilitate more sustainable training programs in the future by 
having a transformative effect on the GPs.

IMPLICATIONS FOR FUTURE RESEARCH
The relevance and context of learning in end-of-life care 
predetermine access to training. Future interventions must 
focus on knowledge translation that will transpire knowledge 
into practice in alignment with the GP’s preference for end-
of-life care training. Learning is a dynamic process where 
there is a continuous evolution of knowledge that influences 
practice. This must, therefore, be reflected in the evaluation 
process during training. Learning could be constrained by 
barriers at various levels, such as dispositional, situational, 
institutional, and academic. There is thus a need for research 
to understand how these barriers affect learning and to 
check the feasibility of interventions that align with the GPs’ 
requirements.

CONCLUSION
Social constructivist learning theory explicates that learning 
is a dynamic social process where learners collaborate 
to create a meaningful learning experience. GPs’ life and 
clinical practice experiences contribute to their learning 
and act as a starting point of learning. GPs act as important 
fulcrums in the community by delivering primary palliative 
care. Considering the vast expanse of medical knowledge 
and evolving evidence in end-of-life care practice, GPs 
continue their learning to keep themselves abreast of the 
growing body of knowledge. Thus, the focus of control on 
learning shifts from the mentor to the GP learners, who 
autonomously decide on the method that they would like 
to adopt contingent on the content and context of learning. 
Furthermore, only if the learning can transform their 
self- and professional identity will it be sustained. Therefore, 
training programs must be designed in alignment with GP 
learning preferences as this may have an impact on access to 
future training programs and end-of-life care practice among 
GPs.
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