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ONCOLOGY

A Canadian Cancer Research Journal

Experiences of Canadian oncologists
with difficult patient deaths and coping
strategies used

L. Granek php,* L. Barbera mp," O. Nakash php,* M. Cohen ma,* and M.K. Krzyzanowska Mb mpHS

ORIGINAL ARTICLE

ABSTRACT

Objectives We aimed to explore and identify what makes patient death more emotionally difficult for oncologists
and how oncologists cope with patient death.

Methods A convenience sample of 98 Canadian oncologists (50 men, 48 women) completed an online survey that
included a demographics section and a section about patient death.

Results More than 80% of oncologists reported that patient age, long-term management of a patient, and unexpected
disease outcomes contributed to difficult patient loss. Other factors included the doctor-patient relationship,
identification with the patient, caregiver-related factors, oncologist-related factors, and “bad deaths.” Oncologists
reported varying strategies to cope with patient death. Most prevalent was peer support from colleagues, including
nurses and other oncologists. Additional strategies included social support, exercise and meditation, faith, vacations,
and use of alcohol and medications.

Conclusions  Oncologistslisted anumber of interpersonal and structural factors that make patient death challenging
for them to cope with. Oncologists reported a number of coping strategies in responding to patient death, including
peer support, particularly from nursing colleagues. No single intervention will be suitable for all oncologists, and
institutions wishing to help their staff cope with the emotional difficulty of patient loss should offer a variety of

Curr Oncol. 2017 Aug;24(4):e277-¢284

interventions to maximize the likelihood of oncologist participation.
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INTRODUCTION

Over the past few decades, an increasing focus has been
placed on the emotional life of health care professionals
and its potential effects on patient care and the personal
lives of physicians, nurses, and other health care work-
ers!'2. More recently, the focus has been on the effect of
caring for terminally ill patients at end of life, and the
subsequent feelings of griefand sadness than can ensuein
oncologists®>, nurses®-8, and other physicians who have
exposure to frequent patient death?9-2, In the cancer care
context, this literature has additionally focused on how
oncologists and other health care professionals cope with
patient death!3-2%, Much of the literature to date has been
anecdotal, with physicians writing personal essays about
their own experiences with patient death and offering

advice or lessons learned to other physicians about how
to cope with deaths?1221-23,

Only a handful of studies have examined the experi-
ences of Canadian oncologists with patient death. In an
empirical study that examined oncologist grief, Granek
and colleagues?* interviewed 20 oncologists who treat
adults and found that their grief is a unique emotional
experience that includes feelings of self-doubt, guilt,
failure, powerlessness, and sadness, as well as loss of
sleep and crying. That study also found that oncologists
use a cognitive strategy of compartmentalization and the
practical strategy of withdrawing from families at end of
life to avoid dealing with the emotional strain of patient
death!3. The physicians also turn to social supports,
exercise, and faith as coping strategies in dealing with
their grief when patients die'3.
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Other Canadian studies have looked at the experiences
of oncologists with stress and burnout as a result of their
jobs. For example, in a survey study of 35 Canadian gyne-
cologic oncologists, 26% of respondents indicated that their
job was extremely stressful and scored high on emotional
exhaustion?. In another study looking at the well-being of
131 medical oncologists in Ontario, approximately half the
sample reported emotional exhaustion (53%) and low per-
sonal accomplishment (48%), and almost a quarter reported
depersonalization (22%) as a result of their work?®,

Insummary, despite the evidence that grief connected
to patientdeathis asignificant part of clinical oncology and
can affect an oncologist’s life, very few studies have looked
at the experiences of oncologists with patient death in the
Canadian context. Canadian oncologists work within a
publicly funded health care system and have a high patient
load. Although some research has examined the emotional
toll of patient death on oncologists, few studies have looked
at other important aspects of coping with and responding
to patient death in the oncology setting. The objectives of
the present study were therefore to explore and identify
what makes some patient deaths more emotionally difficult
for Canadian oncologists and how Canadian oncologists
cope with patient death on a personal level.

METHODS

Participants and Procedure

A convenience sample of 98 oncologists from Canada (50
men, 48 women) participated in the study. Oncologists were
recruited using online methods. Members of the Canadian
Association of Medical Oncologists and the Canadian
Association of Radiation Oncology were sent an e-mail
message explaining the study and the time commitment
involved in completing the electronic survey, and inviting
their participation. The study was approved by the Uni-
versity Health Network research ethics board. All surveys
were anonymous and confidential.

Measures

Sociodemographic and Clinical Information

A self-report questionnaire that asked for information
about the participant’s sex, age, marital status, country of
birth, years of experience, mean number of patients seen
each week, and mean number of patients who die while in
their care each month.

Difficult Patient Loss and Strategies in Coping with
Patient Death
The patient death survey was developed by the authors to
assess the factors that make some patient deaths more chal-
lenging than others and the methods that oncologists use
to copewith patientdeath. Preliminaryitems for the survey
were generated from three sources: a literature review to
identify any broadly similar questionnaires already devel-
oped, expert opinion (that is, from clinicians), and quali-
tative data from in-depth interviews that one author (LG)
had previously conducted with adult oncologists!®2427-29,
After the survey had been developed, cognitive inter-
views were conducted with 5 oncologists. The cognitive

interview is a systematic way of evaluating new items in
the process of questionnaire development with the popula-
tion for whom the survey is intended (Caspar RA, Lessler
JT, Willis GB on behalf of the Research Triangle Institute.
Reducing Survey Error Through Research on the Cognitive
and Decision Processes in Surveys. Presented at: 1999 An-
nual Convention of the American Statistical Association;
Baltimore, MD, U.S.A.; 8-12 August 1999). Oncologists
were asked to complete the survey in the presence of the
research assistant and to use the “think aloud” technique
to clarify the cognitive processes involved in completing
the survey. Cognitive interviews include questions about
comprehension of the survey items, memory retrieval of
relevant information, decision processes, and response
processes. Based on the cognitive interviews, the survey
was edited as necessary until the research team was satis-
fied with the final product.

The final Difficult Patient Loss scale consisted of 18
items assessing whether oncologists agreed or disagreed
with factors pertaining to challenging patient deaths. One
example of the items in the scale is the statement “I find it
particularly difficult when a patient dies,” which could be
completed with phrases such as “who I felt close to,” “who
reminds me of myself,” and “when invasive treatment was
used,” among others. In addition, an open-ended qualita-
tive question was presented to the oncologists: “Were there
any other cases where you felt that a patient death was espe-
cially difficult for you?If so, please describe this situation.”

The final Coping Strategies Scale consisted of 19 items
assessingwhether oncologists agreed or disagreed with fac-
tors pertaining to coping with patient death. One example
of the items in the scale is the statement “When a patient
dies,” which could be completed with phrases such as “Italk
to my spouse,” “I talk to other oncologists who work with
me,” and “I take time off work”, among others. In addition,
an open-ended qualitative question was presented to the
oncologists: “Do you use any other coping strategies to
deal with patient death?If so, please describe them below.”

The Maslach Burnout Inventory

The Maslach Burnout Inventory (mB1)3° is considered the
reference standard for the assessment of burnout. How-
ever, its length (22 items) limits its utility in large surveys
addressing multiple content areas. In the present study,
burnout was therefore assessed using 2 items adapted from
the full mBI that assess 2 different burnout domains. The
first assesses emotional exhaustion (“How often do you
feel burned out from your work?”); the second assesses
depersonalization (“I have become more callous toward
peoplesinceItookthisjob”). Those questions are answered
on a 7-point Likert scale, whose response options range
from 0 (“never”) to 6 (“every day”). Those two items cor-
relate strongly with the emotional exhaustion of burnout
and depersonalization as measured by the full mBr®! and
have also been shown to perform well as predictive factors
relative to the full mB1%2.

The Hamilton Rating Scale for Depression

The Hamilton questionnaire®? is designed to assess the
severity of depression; it is the most widely used measure
of depression severity in clinical trials (for example, Bagby
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et al.3*). The Hamilton questionnaire consists of six items,
each scored on a 3- or 5-point scale. The final score,
which ranges from 0 to 22, is generated by summing the
responses. A higher score indicates a higher level of de-
pression. Internal reliability in the present study was good
(Cronbach alpha =0.84).

RESULTS

Sample Characteristics and Clinical Information

Table 1 presents the sample’s sociodemographic character-
istics and clinical information. Participants were mostly
between the ages of 30 and 60 years, married, past the
residency stage, and specialists with more than 15 years

TABLE | Participant sociodemographic and clinical information

Variable Value
Participants (n) 98
Sex [% (n)]
Women 49 (48)
Men 51 (50)
Age group [% (n)]
20-30 Years 5(5)
31-40 Years 28 (27)
41-50 Years 32 (31)
51-60 Years 22 (22)
61+ Years 13 (13)
Religious affiliation?® [% (n)]
Christian 55 (53)
Atheist 16 (15)
Agnostic 11 (11)
Jewish 6 (6)
Muslim 30)
Other 9(9)
Spirituality? [% (n)]
Very spiritual 12 (12)
Moderately spiritual 51 (49)
Not spiritual 37 (36)
Marital status? [% (n)]
Single 8 (8)
Married 88 (86)
Widowed 2(2)
Separated 2(2)
Mean children at home (n) 3+1.4

Stage of career® [% (n)]

Resident 4 (4)

Expert 96 (94)
Time in oncology? [% (n)]

<5 Years 19 (19)

5-10 Years 22 (22)

11-15 Years 13 (13)

>15 Years 44 (43)

of clinical experience. Of this sample, 70% saw up to 40
patients per week, and 30% saw more than 40 per week.
Of these oncologists, 45% experienced 0-2 deaths per
month in their practices, and 55% experienced 3 or more
patient deaths per month. The mean scores for emotional
exhaustion (1.93 + 1.51) and depersonalization (1.29 + 1.52)
were in the lower range of the scales. The mean score on
the Hamilton questionnaire (2.36 + 2.86) was also in the
lower rage, which is considered “no depression.”

Factors That Make Patient Death Difficult for
Oncologists

Table 11 presents 8 categories of factors that oncologists
indicated made patient death particularly challenging

Specialty [% (n)]

Radiation oncology 43 (42)
Medical oncology 55 (54)
Other 2 (2)
Weekly workload [% (n)]
0-40 Patients 70 (69)
>40 Patients 30 (29)
Monthly exposure to patient death [% (n)]
0-2 Deaths 45 (44)
3+ Deaths 55 (54)
Province or territory of residence? [% (n)]
Ontario 43.8 (42)
British Columbia 17.7 (17)
Alberta 14.6 (14)
Quebec 9.4 (9)
Nova Scotia 5.2 (5)
Manitoba 4.2 (4)
New Brunswick 3.1 (3)
Newfoundland and Labrador 1.(1)
Prince Edward Island 1(1)
Northwest Territories 0(0)
Nunavut 0 (0)
Saskatchewan 0 (0)
Yukon 0 (0)
Depression
Present score” 2.36+2.86
Past self-report [% (n)]
Yes 16.3 (16)
No 83.7 (82)
Mean Maslach Burnout Inventory score
Question 1¢ 1.93+1.51
Question 24 1.29+1.52

2 Total number of respondents is lower than the sample size because
of missing responses.

By the Hamilton rating scale.

¢ “How often do you feel burned out from your work?”

“I have become more indifferent toward patients since | started
this work.”

Current Oncology, Vol. 24, No. 4, August 2017 © 2017 Multimed Inc.
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TABLE Il Difficult patient loss, responses of 98 participants

Category Response Value

[% (m)]

Doctor—patient relationship m Who | felt close to 71(71)
Identification with patient ®  Who reminds me of myself 55 (54)
m  Who reminds me of one of my family members 66 (65)

= Who reminds me of one of my friends 60 (59)

m  When the patient had children under the age of 18 74 (72)

Patient age m  When the patient was young 84 (82)
Long-term patients m  When I've treated the patient for a long time 80 (78)
Unexpected disease outcomes ~ m  When the patient died unexpectedly 85 (83)
m  When the patient died of complication and not from the disease 83 (81)

Caregiver-related factors um  When the family was not prepared for the patient to die 72 (71)
m  When the family had unrealistic expectations about the patient’s prognosis and treatment 59 (58)

m  When the patient’s family blamed me for the patient’s death 71 (69)

m  When the patient’s family was angry at me 67 (66)

Oncologist-related factors ®m  When | feel I have not given them enough of myself 41 (40)
“Bad death” = When excessive treatment was used 44 (43)
»  When invasive treatment was used 26 (25)

m  When the patient was in pain when they died 81 (79)

m  When the patient didn’t say good-bye to their loved ones 63 (62)

for them. The 1st category included the doctor-patient
relationship, where oncologists felt close to their pa-
tients (71%). The 2nd category included identification
with patients, where patients reminded the oncologists
of themselves (55%), patients reminded them of family
members (66%), patients reminded them of friends (60%),
and patients had children under the age of 18 (74%). The
3rd categoryhad to do with patient age when patients were
particularly young (84%). The 4th categoryincluded long-
term patients—that is, patients that the oncologists had
treated for a long period of time (80%). The 5th category
included unexpected disease outcomes, such as when a
patient died unexpectedly (85%) or from a complication
and not from the disease itself (83%). The 6th category
had to do with caregiver-related factors such as when the
family was not prepared for the patient to die (73%), when
the family had unrealistic expectations about the patient’s
prognosis and treatment (59%), when the patient’s family
blamed the oncologist for the death of the patient (71%),
and when the patient’s family was angry at the oncologist
(67%). The 7th categoryhad to do with oncologist-related
factors, such as when the oncologist felt that they had not
given enough of themselves to the patient and the fam-
ily (41%). The final category had to do with “bad patient
deaths” thatincluded the perceived use of excessive (44%)
and invasive treatments (26%), a patient who was in pain
when they died (81%), and a patient did not have an
opportunity to say goodbye to loved ones (63%).

Table 111 presents the qualitative data that oncologists
provided in response to what makes patient death espe-
cially difficult for them, with quotations illustrating some
of the themes found in the survey. In addition, oncologists

named factors not found in the survey, such as the acces-
sibility and impact of clinical trials on the lives of patients,
patients who inspire them, and patients who turn to
unconventional treatments before their death.

Strategies That Oncologists Use in Coping with
Patient Death
Table 1v presents 6 categories of coping strategies that on-
cologists use in dealing with patient death. Social support
included talking with a spouse (38%), talking with another
family member (12%), talking with a friend (11%), spending
time with children (44%), and spending time with extended
family (20%). Professional support included talking with a
primary nurse or a nursing colleague (75%), talking with a
social worker on the health care team (15%), talking with a
spiritual care worker on the team (6%), talking with other
oncologists with whom theywork (61%), talking with oncolo-
gists with whom they don’t work (22%), and talking with a
psychologist or other mental health professional (2%) about
patient death. Coping-related activities included hobbies
(38%), exercise (38%), spending time outdoors (47%), and
focusing on research (24%). Other coping strategies in-
cluded turning to faith (21%), taking time off work (6%), and
distraction-typeactivities such as drinking alcohol (5%) and
avoiding thinking about the patient unless at work (31%).
Table v presents the qualitative data that oncologists
provided about their coping strategies when patients die.
In addition to expanding on the themes in the survey,
oncologists named additional coping strategies that in-
cluded mindfulness and meditation, turning to media,
taking sleeping pills, and finding closure with patients
who are near death or with the family after a patient death.

€280
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DISCUSSION oncologists use to cope with patient death. The results pro-

vide awindow into the emotional lives of Canadian oncolo-
The objectives of the present study were to explore and gistswhen it comes to their experiences with patient death.
identify the factors that make some patient deaths more Almostthree quarters of oncologists (more than 70%) in
emotionally difficult for oncologists and the methods that our sample reported that difficult patient deaths occurred

TABLE IlII  Qualitative responses to the question “Were there any other cases where you felt that a patient death was especially difficult for you?

If so, please describe this situation”

Category

Response

Long-term patients

Clinic trials

Inspiring patients

Sudden or unexpected death

Personal connection with patients

Unconventional treatments

“Bad death”

When | have looked after metastatic patients for many years—like 5 to 10—then it is really hard to hand
them over to palliative care and stop seeing them. Then | just wait to hear they have died, which is awful.
When | had enrolled them in a clinical trial which likely resulted in their sudden death.

| feel really frustrated when a patient has especially been keen to take part in clinical trials, and I've been
unable to obtain this opportunity for them. This is quite an issue right now, where immunotherapy seems
to hold so much promise, and yet we can’t get most patients a crack at this. There have been very few
advances in treating ovarian cancer during my longish career, and | feel especially let down for those
patients—that we haven’t obtained any breakthroughs in treating this disease, where so many other diseases
[of those | treat] have seen advances.

Patients who accepted their outcome with tremendous grace.

Sudden death of a patient with good information indicating apparent improvement.
Death from treatment complications are the hardest especially when patient is otherwise doing well.

Another issue is where the patient and their family live close by or have shared friends or acquaintances
with me, as | work in a smaller city.

When they desperately seek unconventional, expensive, and useless therapies from opportunistic providers.

When there was discordance between the patient’s and the family’s wishes, or when we were unable to
transition an imminently dying patient from active to comfort measures—poor pain control.

When the patient and their family do not believe that that they are dying and are unable to accept the
inevitable.

TABLE IV Strategies used in coping with patient death, responses by 98 oncologists

Strategy Activities Value
[% (m]
Social support I talk with my spouse. 38 (36)
I talk with another family member. 12 (12)
| talk with a friend. 11(11)
| spend time with my kids. 44 (42)
| spend time with my extended family. 20(19)
Professional support I talk with the primary nurse or nursing colleague. 75 (73)
| talk with the social worker. 15 (15)
I talk with the spiritual care worker. 6 (6)
I talk with other oncologists who work with me. 61 (60)
I talk with other oncologists who don’t work with me. 22 (11)
I talk with a psychologist or another mental health professional. 2 (2)
Activities I turn to my hobbies. 38 (37)
| exercise. 38 (37)
I spend time outdoors. 47 (46)
I focus on my research. 24 (23)
Faith | turn to faith. 21 (21)
Vacations | take time off work. 6 (6)
Distractions | drink alcohol. 5 (5)
| don’t think about the patient unless I’'m at work. 31 (30)

Current Oncology, Vol. 24, No. 4, August 2017 © 2017 Multimed Inc. e281
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TABLEV Qualitative responses to the question “Do you use any other coping strategies to deal with patient death? If so, please describe them below”

Strategy Response
Spending time with friends ®m  Hang out with girlfriends. My extended family is not in Canada.
Mindfulness and meditation m  Practice mindfulness.
m  Meditation
Media ® |read and think, listen to music or talk radio (CBC).
Sleeping pills m  If I'm terribly distressed, | may take half a sleeping pill to help me get to sleep for a few nights. | don’t ever

use illicit drugs.

Finding closure with patients

| find that having closure with the patient’s family after death helps.

®m  Spend time with patients who are not at acute death risk, and some who are.

when they felt close to the patient, when the patient had
children under the age of 18, when the patient was young,
when the oncologisthad treated the patient for along stretch
of time, when the patient died unexpectedly or of a compli-
cation, when the family was not prepared for the patient
to die, when the patient’s family blamed the oncologist for
the patient’s death, and when the patient was in pain when
they died. Some of those findings—for example, closeness
to patients, young patients, and complications, among oth-
ers—were reported in the only other Canadian study that
used qualitative methods to examine the experiences of on-
cologists with patient death?’. Our quantitative findings cor-
roborate a wide consensus that those factors make patient
death particularly emotionally challenging for oncologists.

Some of the factors involved in patient death are part
and parcel of the experience of working with people with
serious illness, but other factors can be ameliorated. For
example, 71% of oncologists reported that patient death was
particularly challenging when the family was unprepared
for it, and 81% reported that it was hard for them when
the patient who died was in pain. Substantial evidence
indicates that the early integration of palliative care can
prepare patients, their families, and the health care team
for the end oflife3>-%%, and in the process, it can also reduce
miscommunication between patients, caregivers, and phy-
sicians3>3641-43 According to the National Consensus Proj-
ectfor Quality Palliative Care*4, palliative care is defined as
“patient and family-centered care that optimizes quality
of life by anticipating, preventing, and treating suffering.
Palliative care addresses physical, intellectual, emotional,
social, and spiritual needs throughout the continuum of
illness. Palliative care also facilitates patient autonomy,
access to information, and choice™*. Thus, palliative care
services whose mandate includes pain relief for patients
can substantially reduce unnecessary pain and physical
suffering at end of life for patients, and in the process, can
also reduce suffering for the oncologist, who experiences
emotional distress when patients die in pain.

Asnoted by the findings about difficult patient deaths,
some aspects of caring for dying patients cannot be
helped. We were therefore interested in examining how
Canadian oncologists cope with patient death. What is
striking about our results is that unlike the findings with
respect to difficult patient death, where the oncologists
showed a broad consensus, very few coping strategies
were widely practiced among the oncologists. The only
coping strategy that was reported by more than half the

participants was talking with primary nurses and with
other oncologists, reported by 75% and 61% of the respon-
dents respectively. The importance of colleague or peer
support cannot be understated in helping to ameliorate
some of the emotional burdens of coping with patient
death. For example, in the pediatric and adult oncology
context, social support at work has been identified as an
important factor in helping nurses!'” and oncologists cope
when their patients die'®1820, Moreover, it is noteworthy
that three quarters of the sample reported that the pri-
mary nurse or nurse colleague is an integral part of their
peer support network. In recent years, the primary care
nursing model has been reduced or eliminated in many
provinces, including in Ontario, where 44% of our re-
search sampleresided. Ourresearch findings point to the
tremendous importance of this model in strengthening
relationships within the health care team that can aid in
coping with the more emotionally challenging aspects of
the work, including regular patient death. Encouraging
an atmosphere of openness and sharingin the workplace
about the emotions arising after patient death could help
to reduce isolation for oncologists coping with deaths
among their patients. Our findings suggest that this
type of openness might be most likely in the context of
physician-nurse dyads who work closely together or with
other trusted colleagues, or both.

Other research (not necessarily in the Canadian con-
text) found that physicians used social support, exercise,
and faith as coping strategies in dealing with patient
death!3141719,20; they also turned to work or developed
a philosophy of life!>. Our survey findings indicate that,
although some of the coping strategies mentioned by our
participants are corroborated by other studies, the indi-
vidual coping preferences of oncologists are idiosyncratic.
Inrecentyears, institutions have attempted to incorporate
debriefing sessions?®4>46, day-long retreat workshops*™-49,
education sessions about coping®®?!, and week-long resi-
dential programs®® to help health care professionals cope
with patient death and other difficult aspects of working
with terminally ill patients. Although these are excellent
resources to offer to oncologists, our findings point to wide
variability in preferred coping strategies, and no single
intervention is likely to be suitable for all, or even most,
oncologists. Coping interventions for oncologists should
thus always be optional and should vary in approach and
style so as to maximize the benefit for the physicians.
Future studies should empirically find cost-effective
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interventions that are tailored to the needs of oncologists
coping with difficult patient loss.

Our study should be interpreted in the context of its
limitations. First, the study was conducted using a con-
venience sample that could be subject to selection bias. It
is possible that individuals who are more willing to share
their experiences are also more willing to participate in a
study, and that there are other coping strategies that were
notrepresented in our findings. Second, our study was un-
able to determine whether the coping strategies reported
are effective in ameliorating the effect of patient death on
the oncologists. Third, our study findings suggest that the
integration of palliative care might also reduce distress
and suffering among oncologists. Further research should
empirically test that hypothesis.

CONCLUSIONS

Our sample of Canadian oncologists listed a number of
interpersonal and structural factors that make it particu-
larly challenging for them to cope with patient death. Early
integration of palliative care into the treatment trajectory
might help to ameliorate some of those factors and, in the
process, might improve quality of life for oncologists who
have frequent exposure to patient death. Moreover, apart
from the importance of peer support, Canadian oncologists
listed a broad variety of coping strategies used in respond-
ingto patient death. Given that variety, no single interven-
tionwill be suitable for all oncologists, and institutions that
want to help their staff cope with the emotional difficulty
of patient loss should offer a variety of optional interven-
tions, thus maximizing the likelihood that oncologists will
participate in the interventions and that the interventions
themselves will be useful for the health care staff.
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