
Abstract 

The medical students’ well-being may be threatened by various
stressors associated with providing care to different kinds of

patients. This study aims to explore students’ clinical experiences
with patients who suffer from life-threatening illnesses, focusing on
potential risk and protective factors. Audio-recorded and face-to-
face interviews were conducted and transcribed verbatim. The
“Interpretive Description” approach was used to analyse data.
Overall, ten medical students with a mean age of 28 years old were
interviewed. Well-being promoting factors were the following: ther-
apeutic relationships, work-life balance, social support and commu-
nication, perception of improvement in knowledge and availability
of advanced directives. Whilst factors that may reduce well-being
included death exposure, managing emotions, communication diffi-
culties, internal conflicts and disagreements, lack of knowledge and
subjective concerns. These findings shed light on facets that are
inherent parts of clinical experience with patients suffering from a
life-threatening illness and that may turn in risk or protective factors
for the medical students. Understanding the students’ subjective
experiences may aid in the improvement of the current educational
programs, as well as in the development of tailored supportive and
preventative interventions to promote well-being and professional
competencies among this kind of students.

Introduction

Distress and burnout are worldwide matter of concern among
healthcare professionals [1,2]. Medical students are affected by these
issues too. Indeed, literature in this field indicates that medical stu-
dents might experience anxiety, depression, suicidal ideation, dis-
tress, and burnout in response to stressful clinical experiences
occurred during their internships [3-6]. About half of USA medical
students complained burnout4 and the prevalence of depressive
symptoms ranged from 9.3% to almost 60% across studies with
medical students [5]. Various reasons may undermine the medical
students’ health. Firstly, the clinical education curricula of medical
schools require students to manage demanding and emotionally
tough situations related to the provision of care to suffering individ-
uals. Secondly, other factors contributing to fuel burnout among
medical students include young age, lack of free time and dissatis-
faction with one’s educational [3]. In addition, difficulties regarding
work-life balance, disproportionate workload, concerns related to
career, and financial issues are also relevant self-reported stressors
for medical students [7]. Conversely, some protective factors, such as
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positive emotions, seem to strengthen self-efficacy, to preserve stu-
dents’ well-being and to assist in reaching their professional aims [8].

The students’ clinical experience becomes even more demand-
ing when caring for individuals suffering from life-threatening ill-
nesses. For example, frequent exposure to death and sufferingmay
pave the way for experiencing negative emotions that may affect
not only the students’ well-being but also their performance and
sense of achievement [3,6,8]. However, there is still scant literature
focusing on the subjective experience of medical students regard-
ing the taking care of life-threatening patients. Considering that the
encounter with this kind of patients may occur inevitably somehow
during the clinical tranships, the understanding of student’s expe-
riences becomes a crucial aspect that urges to be better investigat-
ed. In fact, students may feel to be unprepared to effectively man-
age the patient and their caregivers, as well as their own emotions
[9]. Thus, it is important to further investigate the experience of
medical students during their educational path in order to better tai-
lor educational programs and effective professional curricula, try-
ing to bridge the gaps between theory and practice [10].

Specifically, it may be useful to inquire both positive and neg-
ative facets, trying to reach a comprehensive understanding of the
students’ subjective experience. To this regard, qualitative research
may be an effective way to reach new insights suggesting novel
directions for further studies in a certain field. Therefore,we con-
ducted a qualitative study exploring how medical students describe
their clinical experience dealing with life-threatening illnesses,
with the goal of identifying subjective risk and protective factors.

Method

Study design
This study is part of a broader observational multi-centre

cross-sectional mixed method research project focused on well-
being and distress experienced by healthcare professionals who
provide care for individuals with life-threatening illnesses
(WeDistress HELL Project).

In this exploratory qualitative study, the authors adopted the
“Interpretive Descriptive” approach that helps the researchers to
reach a preliminary understanding of the main patterns and themes,
capturing the common and different points of view of those who
experience a certain phenomenon on a daily basis [11]. Avoiding
constraints and fixed schemes, the researcher is able to translate nar-
ratives into useful and coherent knowledge through an inductive
analytic approach that facilitates the understanding of the phenome-
na under investigation and that allows the development of practical

applications of the findings and the providing of suggestions for fur-
ther investigations [11,12]. The research question guiding the pres-
ent study was: “How do medical students describe their clinical
experience with life-threatening patients, focusing on possible risk
and protective factors?”.

Participants
The participants were international medical students enrolled

in a medical English-language university in southern Europe. The
participation was on a voluntary basis, without any form of rein-
bursement. The only inclusion requirement was having had clinical
experiences with patients suffering from life-threatening illnesses
during their clinical placements. A satisfying proficiency level in
the use of English language was guaranteed because it is a prereq-
uisite to access to the course (minimum IELTS -International
English Language Testing System - scoreof 7.0 overall).

Procedure
After the approval of Ethics Committee and general arrange-

ments with the University, a mail explaining the project and aim of
the interview were sent to all medical students, in order to present
the research which was going to take place. The contact addresses
of MM or JH was provided in order to ask for further details.

Through a convenience sampling technique, some medical stu-
dents of the two medical programmes (4-year graduate entry and 6-
year direct entry), regardless of the stage of their studies, were recruit-
ed. They were provided with a link to choose a preferred slot of time
for the interview. Considering the qualitative exploratory nature of
the study, a small sample of informative and motivated respondents
was considered satisfactory to address the research aims.

Ethical considerations
Individuals received oral and written information about the

aims of the project and were askedto sign a consent form if they
were interested in taking part in the study. Signing this form, stu-
dents consented to the use of any written material anonymously for
research purposes. A copy of the consent form was given to each
participant, and they were told that they could withdraw without
explanations in any moment if they wished.

Data collection and analysis
Interviews were collected in March 2019 and lasted approxi-

mately 30 min. MM conducted face-to-face interviews, following
a topic guide (Table 1). Each interview was audio-recorded and
transcribed verbatim by trainee psychologists. Subsequently, MM
checked for consistency between audios and transcriptions.
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Table 1. Topics discussed during the interview.

1) Reasons behind the choice of studying medicine
2) (Emotional and moral) difficulties experienced during the clinical placements when providing care for a patient with a life-threatening illness
3) The most difficult aspects to manage patients suffering with a life-threatening illness
4) The helping factors in managing patients suffering with a life-threatening illness
5) Supportiveness, communication and relations in the managing of life-threatening illness

- With colleagues
- With superiors

6) Disagreements about treatments or caring plans for patients with life-threatening illness
- With colleagues
- With superiors
- With patients/caregivers
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The interviews were analysed after data collection by MM and
KO, following the Interpretive Description approach [11]. The
transcriptions were read to gain first impressions. After that, the
transcripts were read again to ascertain the main ideas related to
the research question in each interview and were compared with
each other. Memos about common ideas and supporting quotes
from the interviews were identified and discussed by members of
the research team. Moreover, periodical briefing sessions via skype
were scheduled between the research team to discuss analysis and
to finalize results. Next, the results were reviewed in light of pre-
vious literature. Finally, the findings were discussed with a senior
nurse caring for life-threatening patients, in order to have an exter-
nal supervision. The analysis was instrumentally supported by a
free qualitative analysis software program called RQDA [13].

Results

Ten students took part in this study (mean age 28.0±8.3 years;
females/males 5/5; Table 2). The medical students’ clinical expe-
rience may be described as a journey side-by-side with patients,
with a starting point that corresponds to the decision to enrol in
Medicine. During their educational path, they experience multiple
interconnected factors both positive and negative, that may pro-
mote well-being as well as decrease it, fostering distress and
unpleasant emotions (Figure 1).

Becoming a physician is a journey with the patient as they are
busy dying, the whole thing is that it takes a lot out of you emotion-
ally (Student 6).

Starting point

The enrolment in university to study medicine was the starting
point of the educational path ofmedical students. The triggers that
result in this choice were linked to interest in the human body and
science, as well as to the desire, as future doctors, to help others.

I find it interesting, I find the human body fascinating, and
there are so many different aspects of it that you can do, so there’s
always something for someone (Student 4).

I just enjoying being able to help people (Student 7).

Factors that may promote wellbeing

Therapeutic relationship with the patient
The first protective factor identified by medical students was

the development of a therapeuticrelationship with the patient. This
relationship opened up the possibility to empathise with patients
and to think and act in an altruistic way. This approach implied an
awareness of professional boundaries, too.

It is putting a line between being there for them and helping
them emotionally but at the same time being like having a clear
head or clear enough to take the right decision and maybe not the
right decision that you think for yourself, like really taking a
shared decision with the patient (Student 7).

Balance between work and private life
The capacity to maintain a balance between private life and

work was also perceived as a helping factor for wellbeing. It per-
mitted students to stay focused on the present, avoiding recursive
thoughts that may otherwise consume energies and drain emotions.

You have got to compartmentalise and say that’s totally that is
what it is (Student 3).

I think it’s about forgetting. So, when you leave work, when you
close your office you have to forget about what happened in the
morning and then (silence) go backhome, go out and live your life
as if nothing happened and next in the morning comeback and con-
tinue (Student 8).

Social support (networking, family)
Relationships and communication with others also provided

students support when they were required to witness or cope with
difficult situations experienced in clinical practice. The presence of
supportive people, such as family and friends, was perceived as a
soothing elementand helped the student preserve their own well-
being.

Having around the right kind of people really helps me
(Student 2).

I spoke to my mom [clinician too] about it (feelings, not patient
details) (Student 4).

My wife is a GP who is very, very supportive [mmm] in terms
of everything (Student 10).

                             Article

Table 2. Main characteristics of the interviewees.

Student                                   Sex                                 Age                   Current year course                           Kind of the degreecourse

Student 1                                             Male                                            20                                               1                                                                       MD (6 years)
Student 2                                          Female                                          20                                               2                                                                       MD (6 years)
Student 3                                             Male                                            25                                               2                                                                     MBBS (4 years)
Student 4                                          Female                                          30                                               3                                                                     MBBS (4 years)
Student 5                                             Male                                            26                                               2                                                                     MBBS (4 years)
Student 6                                          Female                                          47                                               2                                                                     MBBS (4 years)
Student 7                                          Female                                          23                                               2                                                                       MD (6 years)
Student 8                                             Male                                            25                                               4                                                                     MBBS (4 years)
Student 9                                          Female                                          27                                               4                                                                     MBBS (4 years)
Student 10                                          Male                                            37                                               1                                                                       MD (6 years)
MD, Doctor of Medicine, 6-Year Degree in Medicine; MBBS, Bachelor of Medicine, Bachelor of Surgery, 4-Year Graduate Entry Medicine Degree.
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Communication with colleagues and superiors
Another helpful element was the possibility to speak with clin-

ical supervisors about patients and treatments. Discussing the clin-
ical experience is supportive when facing difficulties and tough
moments.

What helps me in difficult moments are colleagues and superi-
ors, definitively,someone to talk to about these things (Student 9).

Perceived improvement in knowledge and understanding
Medical students in this study underlined the importance of

perceiving improvements in termsof training, practice and knowl-
edge in order to become a capable healthcare professional. The
learning process was perceived as implicit in clinical practice and
as never stopping.

I think personally… what helps me is to make me better in what
I wanna do and pushes me to continue (Student 7).

I think training. Knowledge helps you the more. I do believe
that the more you are facing with this situation the more you are
learning… When you are going to practical field, the practical field
itself teaches you a lot of stuff, which can’t be just learned from the-
ory (Student 10).

Learning from errors
Medical students noted that being aware of errors and then

accepting them as a way to learn more, helped to promote their

well-being, too. This experienced interpretation refuelled the stu-
dents and pushed them to do better in the future, improving their
own knowledge and skills.

You should always take that case and say “Ok, what can I do
better next time?” and then relive yourself of that guilt of whatever
you did not do or you did wrong [silence] […] learning more…
learn more about it so the next time it does not happen (Student 9).

Acceptance
The ability to “let it go” was described as a way to accept sit-

uations, avoiding waste of time and energy. Acceptance is
described as a sort of respect for the situations and for people, too.

So, respecting the situation, respecting the decision of people
depending on the way that their life ends was also a massive
[silence] a massive way of like getting over the issue (Student 2).

Advance directive as a guide in the clinical practice
Students reported support for the use of advance directives in

clinical practice. Indeed, the presence of advance directives may
reduce negative emotions when students provided care. The stu-
dents perceived to have a “guidance”, that is they know what to do
on the base of the patient’s will.

When you are rushed and when you have to make a quick deci-
sion, if you have guidance from patient regarding what they want,
makes life easy for the patient and for the doctor (Student 10).
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Figure 1. The scaffolding that shows how the students experience their educational path caring for life-threatening illnesses.
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Factors that may potentially reduce well-being

Unprepared for tough emotions that come at end of life
The medical students in this study noted that witnessing suffer-

ing and sudden death was “tough”, “shaking”, “shocking” and
“sad,” and they felt unprepared to manage the emotions experi-
enced in those contexts. They were aware, of course, that they
would be likely to witness these types of events, but awareness
alone was not enough to overcome the emotionalresponses.

The difficult thing is... death is always difficult, no matter how
prepared you thinkyou are or how much you accept it. At the end
of the day, it’s final and it is difficultto deal with even if you don’t
know the person personally […] I was shaken... andI couldn’t stop
crying for a few days afterwards (Student 4).

It stacked in me because it had happened so quickly, like I was-
n’t…. when he first came in I wasn’t… we all weren’t expecting it
[…] I also started crying … (Student 9).

Communication difficulties related to giving “bad news”
Another issue that had the potential to reduce well-being was

difficulty related to “bad news.”Students noted that it was hard to
find the right words and the right approach to deliver unpleasant
messages. They often felt unprepared to manage this kind of com-
munication. Situations requiring the sharing of “bad news” typical-
ly gave rise to questions from patients that were hard to answer.

I didn’t know what to say and I felt bad not saying anything to
reassure her, but I didn’t (have) the words to say! That’s what I strug-
gled with, I didn’t know what to say to reassure her (Student 4).

Internally distressing conflicts (moral dilemmas,
cultural differences, organizational rules) 

The students in this study experienced internal conflicts when
they were required to fall into line with difficult decisions with
which they disagreed regarding patient care. Students experienced
internal distress when dealing with external constraints, such as
clinical protocolsand organisational rules that pushed them to act
against their values.

[The student was taking care of an old woman who suddenly
fell down. Although the patient sought help to stand up, the hospital
procedures prescribed to ask for the help of a superior and to not
move the person in order to avoid secondary damages] It was a
problem where I had to follow the protocol or… to follow the situa-
tion […]It takes, I think, a lot of courage to not do something which
is naturally required from you and still follow the procedure […]
So… I think [mmm] that affected me the fact that she was crying
and she was in pain (Student 10).

Cultural differences were perceived as challenging issues to
accept and manage. Specifically, some procedure and practice
were perceived distant and in contrast with what one is used to
believe correct.

Both of them have not been informed by the medical team and
often the family will say “we don’t want them to know” which I think
it’s damaging the patient’s autonomy it’s, you know, stealing from the
patient, really, the patient’s choices and decisions […] So it’s a bit of
an ethical dilemma that I sit with because yeah[…] In this particular
context it’s cultural but it’s not ethical […] this is not compatible
with my values and culture, this is not compatible with my beliefs”
or then it puts a situation where I have a conflict of, you know, in a
way I’m also involuntary deceiving this patient because I’m part of
the team, I’m part of the health team, even though I’m just a stu-
dent... So, what do you do, you know? (Student 6).

Possible disagreements (with colleagues, patient/caregiver)
Possible disagreements with medical staff or caregivers about

care provided may also be a riskfactor for well-being. Some stu-
dents thought other approaches or treatment choices were more
appropriate but were reluctant to voice their views.

I’m like arguing with my colleagues about how they say “No,
we should give themthis treatment” and I’m like “No, they literally
said they don’t want it” (Student 9).

So in that case when a patient wants to go with the treatment
and I don’t think it’s medically viable and you want them to ehm
[silence] to be better. Yes, I guess that that’s the most major dis-
agreement between the clinician and the patient (Student 3).

In most cases, the medical students in this study did not openly
express disagreement with their superiors because they thought it
was not appropriate for individuals still in training.

I disagreed but kept it to myself because ultimately it is not my
place (Student 5).

Powerlessness (no more can be done)
Powerlessness was perceived as a distressing factor, too.

Students described this experience as“loss of control” and regret-
ted they could not do more to make a difference for the patients.

The difficult thing is seeing inability, not being able to help
someone that needs [mmm] not being able to do […] So troubling,
I would say, the thought of a lack ofcontrol over what could happen
(Student 3).

“I wish I did more for the patient” but like yeah, I didn’t know
or, you know, who knows what it was best to do like there were two
options and like there were pros and cons to both (Student 9).

Insufficient trainings and knowledge
The experience of not knowing enough to adequately manage

demanding situations was another contributor to reduced well-
being.Although the students recognised that they were at the outset
of their medical education, they complained and felt themselves
unprepared for difficult situations.

I think maybe preparation for the students would be much bet-
ter before they start, like an icebreaker or something or… just an
orientation, how to cope, how not to be affected (Student 8).

Not having th.e knowledge to do better, definitively, yeah, at
that time you wish or specifically for that patient […] that’s the
hardest part, looking back and thinking that I haven’t enough
information (Student 9).

Subjective concerns and expectations
Past experiences and personal characteristics of each student

appeared to influence how they interpreted situations that were part
of their clinical experience, potentially reducing their well-being.
The practical experience gained during their placements was
described as a means to adjust previous and potentially incorrect
expectations.

I was dreading it for a while because I thought it would be
really heartbreaking to see people that you know that are about to
die […] it [palliative care] wasn’t what Iexpected, I thought there
would be a lot of hysteria and a lot of sadness (Student 4).

Discussion

Ten international medical students were interviewed regarding
their clinical experience with patients who were experiencing life-

                             Article

Non
-co

mmerc
ial

 us
e o

nly



threatening illness. The findings unveiled several relevantaspects
that in previous research were not often considered together.

According to the authors, the metaphor that best describes the
findings of this study is a “journey through roses and thorns”. This
image evokes a clinical experience perceived as a travel charac-
terised by different factors that may promote or inhibit personal
well-being (Figure 1).

The journey starts with the students’ enrolment at the University.
The decision to choose a medical degree was linked to their interest
in sciences and their desire to help others who are suffering. Since
that moment, students began to think about themselves as future
doctors, therefore it could be described as a time when the students
start to build their professional identity as healthcare professionals
[14,15].

Along their educational path, the students encountered different
positive factors, the so- called roses, which act as potential resources
and promoters of well-being. One of the most important helping fac-
tors emerged is the ability to “adequately stay with” the patient,
avoiding being too emotionally involved and professionally biased.
Indeed, it was perceived as necessary to be able to control feelings
in order to avoid emotional breakdown and distress [16]. Sometimes
the relationship with the patient may lead to a loss of boundaries and
professional identity. Consequently, the student may be unable to act
with a clear mind as a healthcare professional ought. In this regard,
it is importance to teach students about how to build a “therapeutic
relationship” that allows the students to both empathise with the
patient and to provide evidence-based care while maintaining their
professional identity [17]. To this regard, the students of the present
study underlined the importance to maintain a balance, that is the
necessity to “compartmentalise” private life and work, staying
focused in the present time and avoiding thinking about clinical
experience at home. The balance between private life and profes-
sional activity was described to be a protective factor against
burnout also in senior healthcare professionals [18,19].,

Other cornerstones described for potentially preserving stu-
dents’ well-being were the importance of an open communication
with clinical supervisors and the possibility of receiving support
from their social network (family and friends) and medical staff, too.
Indeed, spending time with others and having effective communica-
tion with them may help to manage tough emotions, as well as to
prevent burnout [20]. In this vein, social support may act as a buffer,
moderating distress [21]. For this reason, speaking with colleagues
and education supervisors may allow medical students to exchange
their points of view and to share demanding situations. The same
patterns have been uncovered in other healthcare students [22].
Moreover, the literature addressing healthcare professionals has
underlined the importance to foster resilience and supportive envi-
ronments [2,19,23]. This study deepened this knowledge, extending
the pivotal role of social support to medical students dealing with
life-threatening patients.

The interviewed students reported to perceive a constant
improvement of their own knowledge and professional competencies
and this perception was described as a helping factor. They appreci-
ated the possibility to gain effective expertise through their practical
clinical placements, as well as through their errors, too. Previous
authors, going back as far as Aristotle and Aquinas, have confirmed
the value of learning from real experience [20,24-26]. Furthermore, it
is conceivable that, through this way of learning, the students may
also develop their capacity to accept the course of illnesses [25].
Moreover, all interviewees showed agreement with the implementa-
tion of advance directives in clinical practice to safeguard the
patients’ wishes, and to guide the clinician [27]. In this regard, a pre-
vious study reported the medical students’ interest in deepening their

knowledge regarding advance directives during their educational cur-
ricula [28]. Moreover, a review underlined the general healthcare pro-
fessionals’ positive attitude toward the utilisation of advance direc-
tives [29]. Thus, the present study strengthens the relevance of
advance directive also from the point of view of medical students as
they can be seen as a compass to use during decision-making.

The participants to this research described some challenging risk
factors, too. These elements may be described as thorns, as they are
unpleasant and have the potential to decrease well-being. One of the
most relevant factors potentially inhibiting well-being was the expo-
sure to death and the management of tough and demanding emo-
tions, such as sadness, pain, powerlessness. Students perceived not
being ready when their life-threatening patients died. Some of them
were overwhelmed by emotions. Similarly, the experience of nurs-
ing students who found themselves unprepared and shocked by the
death of their patients has been previously described [24]. Moreover,
other authors have found that the patients’ death is a common expe-
rience between medical students, and supporting them to manage
this occurrence is a need perceived by the learners [22]. So, it is rec-
ommended that teachers of medical students provide specific occa-
sions to address this theme. Debriefing discussion groups may be
one example of assistance, to deal with issues related to death and
dying [22]. Another option might be an invitation to meet with
supervisors, who could provide a safe environment for reflection by
the students whose clinical exposure includes experiences with
dying patients.

Another matter of concern was communication difficulties that
future doctors may experience during their clinical placements.
Breaking bad news concerning a diagnosis with a poor outcome was
reported as a potential risk factor for well-being. In our opinion, the
presence of supportive superiors is essential in this regard. Indeed, a
senior clinician may help the student to move from a “cure” perspec-
tive, characterised by a never-ending search of answers, towards a
“care” approach, the essence of which resides in the ability to pro-
vide emphatic listening. In this way, it is possible to foster the shift
from a cure to a care orientation approach in medicine [30]. Indeed,
the interviewed students were troubled as they perceived themselves
lacking in communications and interpersonal skills in this regard.
Literature on senior healthcare professionals has already demon-
strated this aspect as a critical issue with which individuals face
[24,28]. Although a previous research reported that medical students
consider communication skills something natural and linked to
expertise and practice [28], in the present studies the students wel-
comed and fostered communication trainings during their education-
al path, in particular regarding how to manage the breaking of bad
news. In a similar way, disagreement and difficulty in communica-
tions with colleagues and superiors may also become a matter of dis-
tress for students, as already reported by other professionals [2,19].

Moreover, the students interviewed reported difficulties in fol-
lowing practices and rulesthat are not in line with their own values
[16,31]. This internal conflict, leading to a decline in well-being, is
known in literature as moral distress and it affects many healthcare
professionals, particularly so when dealing with bioethical and
moral issues [1,2,32]. In this regard, senior clinicians may support
the medical students towards the understanding and the adoption
of a taking care approach in accordance with local habits and cus-
toms, to adequately take care of their patients and caregivers.

Lastly, knowledge, subjective concerns and expectations may
affect the students’ well-being during their practical clinical place-
ments. Indeed, the students interviewed reported difficulties linked
to the lack of sufficient know-how and prior negative expectations
regarding taking care of patients with life-threatening illnesses.
However, improving knowledge and practice with regards to this
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kind of patients changed expectations and ameliorated their clinical
experiences [24]. Practising in real contexts may allow students to
experience what it really means to work with life-threatening
patients in a scholarly manner, and thus become more aware of the
importance of the never-ending learning processes, too [25].

Practical implications

Although further investigations are needed, these findings may
highlight the following points as suggestions that could be used to
develop tailored educational curricula:
• To promote trainings focused on how to build a therapeutic

relationship with the patients and how to adopt an effective
communication (e.g., how to break bad news) both with the
patient and with their caregivers;

• To increase technical knowledge and practical training enhanc-
ing and anticipating the clinical placements with life-threaten-
ing illnesses;

• To foster occasions and facilities where the students can reflect
on their clinical experienceand be supported by superiors.

Strengths and limits

The main strength of this research resides in the focus on mani-
fold risk and protective factors in the same investigation, providing
a comprehensive understanding of students’ experience in touch
with a specific kind of patients, that is individuals suffering from
life-threatening illnesses. Moreover, another strength point was the
adoption of an approach useful to develop a practice-relevant knowl-
edge valuable to improve educational programs for medical stu-
dents, bridging the gap between theory and clinical practice. Indeed,
using the Interpretive Description approach, the research team was
able to detect protective and risk factors characterizing the experi-
ence of medical students who dealt with life-threatening patients
[11,12]. In this way, medical students’ narratives turn into powerful
instruments to improve their training and educational path.
Moreover, the flexible but rigorous method enabled the researchers
to conduct a coherent preliminary inquiry that may provide a base-
line for further studies on the same topic [12].

Nevertheless, some limits have to be underlined. Firstly, the
sample size did not allow safe generalization. However, this study
has to be intended as a preliminary investigation. Thus,these find-
ings provided only suggestions for further studies and fuel deeper
reflections on actual educational programs. Secondly, the not con-
sidered differences in the length of clinical placements in touch
with life-threatening patients may be a bias of the findings. Finally,
it hasto be underlined that the multi-nationality of the sample may
be both a value and a limitation.

However, the size of the sample and the nature of the study did
not allow to do further reflections about possible cultural differ-
ences or common traits.

Conclusions

In this exploratory study, the authors attempted to shed light on
students’ clinical experience with life-threatening illnesses, high-
lighting the critical issues to be managed, as well as the helping

factors to be exploited in support of interventions and educational
practice. Indeed, to safeguard the well-being and to respond to
needs of medical students of today is imperative, inorder to pre-
serve the well-being of our physicians of tomorrow [33,34].
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