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Objective: To explore the palliative care education experiences of doctors, nurses, and community residents.

Methods: A semi-structured interview was conducted with 2 doctors, 8 nurses and 9 community residents in Jinan. Content analysis and behavior change wheel theory were used to analyze the interview content.

Results: Motivation: The road to be taken; Emotional touch of personal experiences; Prepare early; Not now. Capability: Multiple cognition; Need for a topic catalyst; Trust bias; Disconnect between learning and application; Treading on thin ice. Opportunity: Willing but unable; The Need for a larger voice and greater participation.

Conclusion: Community palliative care education requires greater attention. Community residents exhibit diverse perceptions and attitudes toward palliative care, reflecting the influence of personal experiences and sociocultural factors. Innovating the content and format of educational resources and enhancing education for community residents and medical staff will facilitate palliative care.
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1 Introduction

Globally, with the rising incidence of chronic diseases and the acceleration of population aging, palliative care (PC) is gradually becoming the focus of public health work (1). In China, PC services are mainly undertaken by tertiary hospitals and palliative centers, while nursing homes and community medical services gradually are assuming this role as well (2). In 2022, the Chinese government explicitly proposed to establish a PC service mechanism linking medical institutions, communities and homes, and strengthen public life education within the community context (3).

As PC gradually extends from large medical institutions to grassroots communities, it is necessary to focus on community residents’ awareness of PC. Currently, PC education primarily targets medical staff (4), medical students (5), and terminally ill patients and their families (6), yet education for ordinary community residents remains underdeveloped. Studies in China indicate that public awareness of PC was generally unsatisfactory (7–9), lower than in Western developed countries (10, 11). Many individuals lack a basic understanding of PC, its intended beneficiaries, and access to related resources. Misconceptions, such as equating PC with “giving up treatment” or “premature death” (7) further exacerbate this gap, which not only contradicts the growing demand for PC, but also complicates the delivery of relevant services by medical staff (12).

As the front line of public health services, communities are uniquely positioned to disseminate PC knowledge. However, for these efforts to be effective, it is essential to identify specific misunderstandings and knowledge gaps in the local context. This study aims to examine how community residents view PC education in China.



2 Methods


2.1 Study design

A semi-structured interview was used to explore the experiences of community residents and medical staff regarding PC education. Interviews were conducted either face-to-face or via telephone. The interview questions (presented in the Supplementary Table S1) were based on the Behavior Change Wheel (BCW) framework (13) and were not modified after 2 pilot tests.



2.2 The behavior change wheel

The BCW is a theory-driven intervention development framework, consisting of three layers, with the innermost layer, the COM-B model, serving as the core framework for behavior change. The COM-B model analyzes three components influencing behavior change: Capability (C), Opportunity (O), and Motivation (M). Capability refers to the psychological and physical abilities required by an individual to perform a certain behavior, including the knowledge and skills necessary to perform the target behavior. Opportunity refers to the external factors that promote or hinder an individual’s ability to carry out a certain behavior, such as environmental factors, social influences and resources available to individuals. Motivation refers to the conscious and unconscious processes that stimulate and guide individual behavior, including reflective processes (such as beliefs and intentions) and automatic processes (such as habits and emotional reactions). The COM-B model offers a structured approach to intervention planning by assessing the capability, opportunity, and motivation factors that influence behavior, thereby enabling the development of targeted strategies to achieve desired behavioral changes.



2.3 Participants recruitment

Community residents were recruited from five communities in Jinan, Shandong Province, all of which had hosted or participated in PC education activities at least once. These activities were typically conducted in the form of community lectures and health consultations, held in the afternoon and lasting approximately 1 to 3 h per session. The educational content focused on introducing the definition, objectives, value, and importance of palliative care, with particular emphasis on pain management and symptom control for patients with cancer and chronic illnesses. Professional educators delivered thematic presentations using supplementary tools such as slides and handouts, while participants were encouraged to freely ask questions and share their perspectives. Participants were contacted using information collected from past activities, and purposive and maximum variation sampling methods were employed.

Inclusion criteria for community residents: (1) adult; (2) participation in at least one community PC education session; (3) clear speech and logical coherence; (4) voluntary participation.

The medical staff were recruited from the affiliated health centers of the above communities or from the First Affiliated Hospital of Shandong First Medical University, with snowball sampling employed to expand the sample size.

Inclusion criteria for medical staff were as follows: (1) participation in at least one community PC education session; (2) employment at a community health center or tertiary hospital; (3) clear speech and logical coherence; (4) voluntary participation.



2.4 Data collection

In this study, two researchers (GDY and RXW) conducted interviews, both of whom had received specialized training in qualitative research. GDY is pursuing a master’s degree with a major in palliative care and has previously served as an interviewer for other research projects. RXW holds a master’s degree and has three years of clinical experience. Before the interviews, the researchers provided a brief overview of the purpose and significance of the study to the participants in order to establish rapport. Neither of the interviewers had any prior connection with the participants.

Offline interviews were conducted in the lounge or conference room, while online interviews were held through Tencent Conference (a teleconference software). Researchers’ backgrounds and experiences could potentially bias data interpretation. To mitigate this effect, two researchers took detailed notes, including the interviewees’ tones and expressions during each interview. All interviews lasted 15–30 min, with an average of 24.3 min. All participants signed an informed consent and agreed to audio recording.



2.5 Data analysis

The researchers analyzed the interview transcripts using content analysis (14), identifying key concepts and themes relevant to the research questions. These codes were then categorized and summarized to form the primary research themes. The BCW framework guided the analysis by ensuring that the coding and classification aligned with its key components—motivation, capability, and opportunity.

GDY transcribed the interview recordings on the day of the interviews. The transcripts were then distributed to RXW. GDY and RXW independently read the interview transcripts twice, and marked, classified, and coded the text related to palliative care using NVivo 11.0. All transcripts were rigorously checked for completeness and accuracy.

GDY, RXW, JZ compared the coding results and discussed any discrepancies to ensure consistency and reliability in the final analysis. Any disagreements were resolved through discussion, ensuring a unified and robust interpretation of the data.



2.6 Ethics

Ethical approval was obtained for this study (SWYX: NO. 2024-187). Participants had the right to refuse to answer any questions and to freely withdraw from the interview. To ensure anonymity, participants’ names were replaced with letters and numbers in the study, such as R1 for community residents, N1 for nurses, and D1 for doctors, respectively.




3 Results


3.1 General demographic information of the participants

A total of 9 community residents and 10 medical staff were included in the study (Table 1). The median age of the community residents was 49 years (range: 28–62), with 7 (78%) being female. Five residents (55.6%) had a college degree or higher. Among the 10 medical staff, 2 were doctors and 8 were nurses, including 5 community nurses and 3 clinical nurses. The median age of the medical staff was 37 years (range: 27–48), and 7 (70%) held intermediate or higher professional titles.



TABLE 1 General demographic information of the participants.
[image: Table1]



3.2 Interview results

A total of 19 rounds of interviews were conducted. The content on community PC education was analyzed, and three themes with 11 sub-themes were identified based on the COM-B model of the BCW framework (Table 2).



TABLE 2 Themes and subthemes resulted from data analysis.
[image: Table2]



3.3 Motivation


3.3.1 The road to be taken

All medical staff believed that PC represented the future of public health and would eventually be extended to the community. The core motivation for community PC education was to align with health policies and equip community residents with the necessary knowledge. As one participant explained, “Palliative care has been around for a long time, but now it’s really on the agenda.” (D2). Another participant emphasized, “There needs to be a place where people can formally talk about death and how to die well.” (N6).

In addition, the potential value of improving professional skills was also highlighted. By addressing the challenges in community PC education, they looked forward to better performance in the future: “I learned literature retrieval and SPSS by myself, very practical skills.” (N5). Another participant demonstrated resilience and determination in tackling novel tasks, saying, “It’s really, really hard, but if I can get this unprecedented topic done, I’m not afraid to take over another one.” (D1).



3.3.2 Emotional touch of personal experiences

Personal experiences, often involving witnessing or caring for relatives suffering from incurable illnesses, served as strong emotional motivators to implement or participate in PC education. These experiences were described as distressing and suffocating, yet they reinforced the importance of PC. Some participants recalled, “I missed my loved one who died of cancer. The last time I saw her, she was yellow all over, her stomach was big, but she was very thin. It was caused by ascites. If she had it (palliative care), she might not have suffered so much.” (R3). One nurse noted, “I’ve been there, so people need to really understand palliative care.” (N1).

In one case, a community resident internalized her pet euthanasia experience, expressing a desire to avoid causing unnecessary pain to herself or others. “I had my pet euthanized six months ago; it was hit by a car. But maybe one day I’ll go through the same thing, and these are things you must decide for yourself.” (R8).

Another participant also mentioned incidental exposure to the palliative unit, which provided unexpected insights: “When I was in the hospital accompanying patients, there was one staying in a single room, usually listened to Peking Opera or did cross-stitch in the room every day. I found it out later (it was a palliative ward), but she looked well.” (R2).



3.3.3 Prepare early

The lack of preparation for end-of-life decision-making motivated many community residents, particularly the older adult people, to attend lectures for more PC information: “I’m getting on in years but have not really thought much about death. I just made my last will. I’d just say I’m not afraid, just get off at the station.” (R7). Specifically, one community resident mentioned the importance of lifelong learning and said, “Never too old to learn, learn the knowledge of the older adult (Laughter).” (R7). He asserted that participation in PC education not only serves as a social interaction, but also as a reflection of the knowledge the old should learn, which helped him better understand all aspects of aging life.

Younger community residents focused on the long-term needs and well-being of their older family members, as well as the potential impact of chronic conditions, such as coronary heart disease or chronic kidney disease, on quality of life: “My older adult family member has some heart issues. They’re healthy for now, but it’s good to learn a bit about it just in case.” (R4); and “Life is unpredictable, just be prepared for us and others.” (R5).



3.3.4 Not now

The medical staff gave several reasons why many community residents resisted PC education, ranging from superstitions to a lack of perceived relevance, with comments like: “enjoy life when healthy,” “just accept it if needed,” “feels like a curse,” and “I’ll be a joke.” Despite efforts to provide PC information through educational activities, most community residents remained focused on routine health checks, and many left the lectures midway. “We held free cancer and palliative care clinics in the square. Not many people came; instead, most of them just wanted to check blood pressure or to get gifts; they were not really interested in what we wanted to do. A lot of people just turned around and left.” (D2).




3.4 Capability


3.4.1 Multiple cognition

Initially, most community residents defined PC as euthanasia or psychological counseling. After community education, terms like “giving up” and “negative” were replaced by “caring” and “dignity.” Although they were unable to speak specifically about PC, they viewed it as a good way of relief from sickness and loneliness, or as a healthy concept. As they put it, “Less painful, less sad. Leave peacefully.” (R1); and “It’s just how I want it, I just do not want my spouse and family to be upset.” (R6).

In general, younger community residents’ views were more conservative. As one explained, “I’m not sure if I will accept it, but it does have its benefits. I feel that way now, but it might change later.” (R8). Moreover, they preferred to maintain life and believed that persuading oneself to accept PC was a process of gradual and deepening understanding: “I still feel a bit sorry, cause accepting this really means leaving this world soon, but if I get treatment, there’s still a small chance to survive for me. Maybe I will not really understand until that day.” (R3). In addition, one community resident expressed a sense of passive comfort and freedom in restriction: “I’d rather think about it after the tour of my life, with my family, not lying in a bed.” (R4), while the older residents were more determined and wished to maintain a final measure of decency: “It’s acceptable, cannot let the pain afflict me.” (R9).

Notably, many community residents prioritized health, believing that valuing life were prerequisites for respecting death and receiving PC. Changes in lifestyle habits were often mentioned: “I gave up milk tea and kebabs, signed up for exercise classes and took my parents for check-ups. The palliative care was advisable, but I could not just see the end.” (R8).

In addition, several community residents still regarded hospitals and doctors primarily as symbols of life-saving and could not accept the concept of assisting others in achieving a peaceful death: “That makes sense, but it’s so counterintuitive that I went to the hospital to die (Laughter).” (R2). Another opinion was more straightforward, “Frankly speaking, I think this is a disguised reprieve from death (Shrug).” (R4).



3.4.2 Need for a topic catalyst

Almost all participants acknowledged that no formal family discussions about death or PC had occurred. Talking about death with older adult family members was often perceived as unfilial or injustice. As one participant shared, “Honestly, my mother and I are always best friends. We talk about everything, but this is an exception—some things just end up hurting without us meaning to.” (R4). Likewise, the older adult feared causing their children unnecessary worry, leaving both sides unprepared to discuss the topic. “I do not want the kids to overthink it. Let them decide, it’s not up to me (Laughter).” (R7).

Participants preferred that others initiate the discussion if they were unclear about how to approach the topic. “If they want to talk, I’ll talk.” (R6). Some were triggered by external events, such as the death of a friend: “One of his (father’s) friends passed away from COPD, and he said at dinner that if he meets the same situation, just let him go.” (N4).

The strong personalities of some elders also discouraged younger family members from raising such topics. “I cannot even imagine what it will mean for my strong-willed father if I say this. Feels like the sky is falling if I bring this up.” (R3).

One nurse compared PC to sex education, highlighting similarities in societal attitudes toward these sensitive topics. Both were subjects acknowledged but rarely openly addressed: “Everyone wants a good ending, but it just like sex education, people imagine it as a secret that is not public but well-known. It seems that all understanding and cognition will automatically improve with age and practice. In fact, this is unlikely.” (N4).

Medical staff noted that while many community residents recognized the value of PC, few exchanged ideas. Instead, they often responded with silent nods or waited for others to speak: “They know it’s meaningful, but they do not want to speak up, just nodded. It should not just be us talking while everyone else sits quietly.” (N2). The nurses also tried to engage community residents to break the silence by playing an enthusiastic audience. “I pretended to be a resident to liven up the atmosphere, or else it’s really going to be an awkward silence.” (N3). Despite collecting suggestions after lectures, medical staff often received little feedback, which made them confused about how to improve the design of subsequent sessions. “We gathered suggestions for improvement after the lecture but nearly got nothing. Still a long way to go — do we need to do it again?” (N7).



3.4.3 Trust bias

Although nurses played a critical role in PC education, they lacked the trust of community residents, and were often perceived in traditional roles, such as administering injections and medications. PC education was frequently dismissed as hospital marketing with criticisms like: “They think nurses only give injections and medicine. Without doctors involved, they do not trust us much, thinking we are just promoting the hospital. They say, ‘sounds great, but have you tried it yourself?’” (N1). Another nurse described bluntly the situation as “Recognition without respect.” (N6).

There is a trend that community residents preferred attending lectures when doctors were present. However, due to the term “care,” doctors regarded PC education as the responsibility of nurses and were reluctant to participate: “They (doctors) do not want to go (give lectures), and we cannot change it.” (N2).

This stereotype and uneven division of labor lead to dissatisfaction with no reward for hard work, which was reflected in the statement: “It’s a bit of hard work without deserved appreciation.” (N5).



3.4.4 Disconnect between learning and application

There was a gap between the teaching materials and the actual needs in community PC education. The cases presented in the textbooks often originated from hospital settings, which differed from the situations in communities and families: “The current resources are mostly aimed at medical personnel or hospitals, but there’s a need for more content that’s relevant to communities or families. We cannot talk too much about how to treat or use drugs. It’s too dry and too hard for residents to understand and remember.” (N8). Furthermore, excessive focus on hospital-related content was seen as off-putting to audiences. “Hospitals are still the main force of palliative care, but who wants to keep an eye on the hospital.” (D1).

Another challenge in medical staff training was the lack of focus on practical skills due to too much emphasis on theory. As one nurse noted, “This field is very hands-on, but our training is too much in theory.” (N3). Furthermore, tools that can concretize PC were needed. “Like, we can use a model to show how to press ear points. But for palliative care, we do not have any physical examples like that.” (N4).

Furthermore, medical staff required additional training as they often struggled to address specific inquiries posed by patients, such as the “backfire” they listed below:


“One person said, ‘What if a patient feels bad after getting palliative care, and their life quality goes down, making them die faster.’” (D1).

“Last time someone asked me, “what is the end-of-life period?” I said it was within 6 months, and she asked, “if the last palliative care was more than 6 months, did they maybe miss out on treatment, it’s hard to explain to recipient.” (D2).

“Like how do we determine whether our family members want to accept it or not? This cannot be a moral kidnapping.” (N8).

“She asked if hemodialysis patients still need dialysis in palliative care. I said it have to think about a lot of things because it involved a lot, and then she felt like I was just trying to get by.” (N3).
 



3.4.5 Treading on thin ice

Medical staff experienced significant emotional stress when navigating this sensitive topic with caution, which compelled them to be highly attentive to their diction and content, as well as to balance a serious and relaxed teaching style. One nurse observed, “Most of the people there were old, and some words were hard for them to get, so we had to say things a few times without being too straight, which made it a bit confusing.” (N8). Any language or prepared content that was too direct or potentially anxiety-inducing was avoided. “I was afraid they might get upset or think too much, so I left some stuff out. I’ve never been that nervous.” (N6).

A nurse recalled an incident in which a community resident became emotionally overwhelmed during a meeting due to a seriously ill relative. “I was really worried about those who had sick family members because someone cried last time. We had to take her to another room and calm her down.” (N7).

Medical staff emphasized the importance of emotional guidance and gradual teaching. They recommended exploring more inspirational topics, such as the meaning of life and ethical decision-making. Rather than focusing solely on the specific PC details, they suggested: “You should not just jump into the main topic right away, especially with older folks. It’s not about how much they learn, but more about getting what palliative care is; they need guidance, not memorization of knowledge.” (D1), an approach which helped community residents understand the value of PC from a broader perspective and facilitated a shift in their views on life and death. One community resident reflected, “I cannot recall the details; it’s more about the change in mind, like how we think about life and death. I never thought that.” (R1).




3.5 Opportunity


3.5.1 Willing but unable

Older adult individuals with illnesses were the main education target, but due to physical conditions, many of them, along with their caregivers, were unable to attend. “Those who really need palliative care cannot come, their bodies do not allow them.” (D2). Additionally, hearing impairments or heavy accents often made it difficult for some to fully understand the content. As reported by a participant, “Someone cannot hear well, or have accents, it’s hard to talk to each other.” (D2).

Similarly, young community residents often encountered scheduling conflicts due to work or other obligations, making it difficult to attend lectures consistently. “I just listened a little, about 30 min, then it ended. I have to Google it myself.” (R3).



3.5.2 The need for a larger voice and greater participation

Most community residents claimed that they were previously unaware of PC, with two residents indicating that their initial impressions were shaped by short videos on TikTok. Medical staff emphasized the necessity for government efforts to promote PC policies, helping community residents establish a cognitive framework and proper mental preparation: “The promotion just is not there; lots of people do not know or understand, and some do not even believe it.” (N8). Another staff member drew a simple comparison: “People do not really know what palliative care is, unlike they do with diabetes or hypertension. So, the government should help folks get a basic understanding. Then, when we talk about it, it will not seem so surprising.” (D1). Advocating for broader societal recognition of PC, one community resident stated: “Just step up publicity so that our families will not think that this is just a personal will, but a social consensus.” (R5).

Community residents also proposed specific suggestions for educational formats. They emphasized the need for interactive and diverse approaches, authoritative facilitators, and appropriate session frequency: “This is a controversial topic, but I hope it can have more relaxing elements, so people can be attracted and think about it. But do not be too frequent, it will cause more people’s disgust.” (R4). Another community resident remarked, “I do not want to sit in the classroom anymore. It’s easy to get sleepy.” (R5).

Similarly, universities and tertiary hospitals were identified as significant forces in advancing community PC education efforts. One medical staff noted, “It’d be great if we could get universities or hospitals involved. They’ve done volunteer work before that people really liked.” (N2).

PC volunteer teams were also mentioned as a potential resource for enhancing outreach and engagement. As a doctor suggested, “The Morning Star (a local palliative care volunteer team), they got a lot of praise online. I think it’s good if they can get involved in this kind of work.” (D1).

Finally, digital media was seen as a key platform for spreading awareness while ensuring personal privacy. “If palliative care can be spread on TV series or short videos, people might chat more about it in anonymity.” (R4).





4 Discussion

This study investigated the educational experiences in community PC from various perspectives, contributing to an understanding of the slow implementation of PC. PC was inherently regarded as desirable; however, several factors impeded the preparation for PC, including varying degrees of unpreparedness, incapacity, and disbelief regarding death and end-of-life matters, which were influenced by personal experiences, culture, and disparities in educational and medical resources.


4.1 Motivation

The implementation of community-based PC education reflects multiple motivations, including the transmission of knowledge, the implementation of policies, and the enhancement of professional skills, and is considered a process that benefits both altruism and self-interest. In the context of an aging population (15) and the rising incidence of cancer in younger people (16), the popularization of PC holds practical significance.

Other studies also capture the impact of personal experiences, revealing a desire for dignity and comfort and eliciting empathy from community nurses (17). Deep reflections on future life help to address anxiety about death and promote positive attitudes towards self-improvement, lifelong learning, and preparing for the future (18). Higher self-efficacy is also associated with more proactive learning behaviors (19).

Consistent with our expectations, reluctance to engage in PC education is widespread. Community residents who refuse to participate in PC education often adhere to a “better safe than sorry” mentality. When people are healthy, PC is a distant or irrelevant issue, which is more common among young people. The absence of death education and cultural taboos directly hinder individuals’ understanding and coping with death, the dying process, and the impact of death (20). The starting point for death education should be to confront the issue of death directly. Existing studies have improved understanding of death through direct visits to funeral homes (21). Cultivating the ability to think about and discuss death could be attempted in parallel with PC education (22), however, in the cultural context of China, how to explore Chinese death cultural resources as a foundation for shaping views on life and death deserves further research.



4.2 Capability

Similar to other studies, community residents often associate “giving up” with PC (23), but this perception can be altered through education, repositioning it as an acceptable means of relief. Young community residents believe that a meaningful death is contingent upon a meaningful life, viewing this as a prerequisite for accepting PC. Erikson’s theory of psychosocial development seems to explain the age-related differences in perceptions of PC (24). The views of young community residents on PC may encompass an exploration of the meaning of life and a fear of the unknown, with a greater focus on immediate gratification and current life. In contrast, older residents may be in the “generativity vs. stagnation” or “ego integrity vs. despair” stages. If they perceive their lives as meaningful, they may be more receptive to PC to maintain dignity and comfort at the end of life.

More importantly, due to the context of avoiding death, some cognitive shifts occur at a slow pace, like ending life in a hospital going against common sense. Individuals need not only to address the challenge of death by enhancing the quality of life but also to imbue life with profound meaning through desensitization to death (25).

The research indicates that appropriate education is both effective and necessary, yet cognitive and attitudinal shifts often manifest as silent agreement, a phenomenon also seen among medical personnel. Luo et al. define the ability to discuss death and explore the meaning of life as “death discourse literacy,” emphasizing the development of knowledge, beliefs, and behaviors (26). There is more concern about how to talk about death than about death itself. In family settings, traditional values of filial piety and care for younger generations dominate. The deficiency of communication skills, uncertainty about others’ willingness to engage, and social taboos create a vicious cycle, making medical personnel feel they are imposing education rather than facilitating dialogue. The absence of emotional feedback may delay decision-making or lead to outcomes contrary to the individual’s wishes (27). To address this, creating a more interactive environment and conducting education within the family unit may be key (28). Medical staff can offer a neutral perspective, helping both parties find the right timing and approach for discussion (29).

Despite nurses being recognized as key providers of PC education, our findings reveal that their roles are often misunderstood by community residents, who typically view them as merely administering injections and medications, which may stem from prejudices of low education and limited job responsibilities. This i3nsufficiency of trust, as shown in our study, aligns with Herzberg’s Two-Factor Motivation Theory (30), which posits that an imbalance between effort and reward can reduce work engagement. When nurses are not recognized for their educational roles, they may feel disengaged, reinforcing the importance of clear role delineation in community-based education. The misunderstanding of nurses’ roles, especially in PC education, further underscores the need for a more collaborative approach and clearer role communication within multidisciplinary teams (31).

Choosing PC involves complex issues, such as respecting patient autonomy and balancing benefits and risks, requiring tailored information to meet community residents’ needs. Additionally, there is a lack of theoretical guidance and appropriate teaching materials in current community PC education, highlighting the need for more rigorous interventions (32). Conveying PC information requires consideration of residents’ emotional states and cultural backgrounds (33). Using cultural materials such as videos and books to convey the values of PC highlights the significant advantages of these intuitive resources in emotional communication and educational effectiveness. Therefore, more reflection is devoted to teaching approaches that aim to shift thinking without directly mentioning PC.



4.3 Opportunity

Our research indicated that community residents’ participation in PC education was constrained by physical and time limitations. Similarly, Iris et al. highlight that health issues and physical limitations often result in missed educational opportunities (34). These barriers suggest that educational content and activities need to be more flexible and varied to better accommodate the needs of vulnerable groups. Conducting PC needs screenings before education can better identify individuals who require services (35, 36) and assess their understanding of PC (37).

Community residents and medical staff offered several suggestions to make PC education more authentic and engaging, including involving universities, tertiary hospitals, and volunteer teams. This not only helps improve the quality of interventions but also provides valuable feedback for medical and educational institutions to conduct further research. At present, most community education in China mainly consists of lectures or free clinics on weekdays. The traditional teaching mode may lack interactive and personalized considerations, which calls for innovation in content and delivery to meet diverse needs. Using new media to highlight the effectiveness of pilot PC programs can increase societal attention. Cultural institutions like libraries (38), museums (39, 40), and art galleries (41) can use books, images, and art to promote life education through exhibitions and activities, fostering both public engagement and institutional development.

This study found that community residents initially had limited knowledge of PC, with some first encountering the concept through network short videos. Successful promotion requires public awareness. Although PC has made progress, it remains a relatively new concept for most community residents. In addition to social and cultural influences, we infer that the lack of legislation is also a key factor. China currently lacks dedicated legislation for PC, with related documents and regulations scattered across medical and older adult care policies, failing to form a complete and independent system. There remains a significant imbalance between the demand for and access to PC services (42). This may be attributed to the complexity of the PC issue, sharp ethical conflicts, and the difficulty of legislation, as well as a weak societal awareness and insufficient recognition of the necessity for legislation in this area. The government should expedite the formulation and implementation of specialized laws and policies related to PC, ensuring their broad support and effective integration across medical institutions, communities, and all sectors of society.




5 Conclusion

Community PC education faces a multitude of challenges, including misconceptions among residents, emotional barriers, inadequate communication skills, and a disconnect between educational content and actual needs. Increased policy promotion, educational activities, and community engagement can enhance public awareness and acceptance, and a cultural shift is required in the discourse surrounding death and end-of-life care.


5.1 Limitations

This study has several limitations: (1) The diversity of the medical staff professional backgrounds is limited, perspectives from other disciplines are equally meaningful for this study. (2) This study may be affected by recall bias and age and gender structure. (3) The views of community residents who opposed PC education were relayed by medical staff, which may partly lead to misinterpretation or omission of information.
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