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QUESTION ASKED: What is the impact of patient death on oncologists’ lives?

SUMMARYANSWER: Frequent patient death had both personal and professional impacts on the

oncologists, some of which were negative and some of which were positive.

WHAT WE DID: This study used a mixed-methods design. The qualitative component used the

grounded theory method of data collection and analysis to interview 22 oncologists. The quantitative

component involved a convenience sample of 79 oncologists.

WHATWEFOUND: Personal impacts included changes to the oncologists’personality, gaining of

perspective on life, and a strain on social relationships. Professional impacts included exhaustion

and burnout, learning from each patient death, and decision making.

REAL-LIFE IMPLICATIONS: Our findings contribute to the accumulating evidence that patient

death has an impact on oncologists’ lives, some of whichmay negatively affect the quality of life for

oncologists, their families, and their patients. The palliative caremodel that encourages emotionally

open and supportive relationships among the health care team, an acceptance of death and dying as

part of the professional mandate, and work on an interdisciplinary health care team can help to

alleviate some of the stresses and negative impacts of frequent exposure to patient death in the

oncology context.

The full version of this article
may be viewed online at
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Abstract
Purpose
Although some research has found that health care professionals experience grief when

their patients die, within the oncology context, few studies have examined the impact of

this loss on oncology personnel. Given the paucity of empirical studies on this topic, this

research explored the impact of patient death on oncologists.

Methods and Materials
This study used a mixed-methods design. The qualitative component used the grounded

theory method of data collection and analysis. Twenty-two oncologists were recruited

from three adult oncology centers. Purposive sampling was used to gain maximum

variation in the sample. The quantitative component involved a convenience sample of 79

oncologists recruited through oncologist collaborators.

Results
The qualitative study indicated that frequent patient death has both personal and

professional impacts on oncologists. Personal impacts included changes to their

personality, gaining of perspective on their lives, and a strain to their social relationships.

Professional impacts included exhaustion and burnout, learning from each patient death,

and decision making. The frequency analysis indicated that oncologists experienced both

positive and negative impacts of patient death. A majority reported that exposure to

patient death gave them a better perspective on life (78.5%) and motivated them to

improve patient care (66.7%). Negative consequences included exhaustion (62%) and

burnout (75.9%) as well as compartmentalization of feelings at work and at home (69.6%).

Conclusion
Frequent patient deathhas an impact ononcologists’ lives, someofwhichnegatively affect

the quality of life for oncologists, their families, and their patients.

INTRODUCTION
In recent years, interest has grown about
the emotional lives of health care profes-
sionals (HCPs),1-6 particularly with regard
to burnout,7-9 compassion fatigue,2,10,11 and
emotional responses to patient death.12

Within the broader health care context,
several studies documented that physi-
cians and nurses may feel grief when their
patients die.12-17 Within the oncology
context, however, markedly less research
exists, and only a handful of studies have
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examined the potential impact of patient loss on oncology
personnel.18-21

A Canadian study of oncologists found that patient death
could result in burnout, emotional exhaustion, and difficulties
inmaintaining emotional boundaries betweenwork andhome
life. The professional impact of patient death included a focus
on active treatment and a tendency to withdraw from patients
who are near death.21 This research also indicated that grief
over patient death affected not only oncologists’ personal lives
but also their professional lives, which could have an impact
on both patient care and the physician-patient relationship.21

Another study that looked at pediatric oncologist responses to
patient death found that these physicians reported irritability
at home, a feeling of disconnection from family members
and friends, more desensitization to death, and a gaining of
perspective of life. Moreover, pediatric oncologists expressed
a concern about burnout and turnover at work and reported
that frequent patient death motivated them to improve care
for subsequent patients.19 Aside from this empirical research,
anecdotal reports from clinical oncologists noted that grief
over patient death can negatively affect emotional well-being

at home and can lead to stress, burnout, cynicism, and turnover
at work.4,20,22-25 Given the paucity of empirical studies on the
impact of patient death on oncologists’ lives and given the
accumulating, but limited evidence from the existing studies
on this topic, this study explored the impact of patient death on
oncologists by using a mixed-methods approach.

METHODS AND MATERIALS

Study Design and Participants
The National Institutes of Health guidelines for best practices
in health research advocate mixed-methods design. Quanti-
tative research typically examines frequencies and relation-
ships among variables, whereas qualitative research leads to an
understanding of the meaning of processes. Mixed-methods
analysis combines thesemethods and capitalizes on the strengths
of both.

In line with current guidelines,26 this study used a mixed-
methods design. The qualitative component used the grounded
theory27 method of data collection and analysis. Twenty-
two oncologists were recruited from three different adult
oncology centers across Israel. We used a purposive sampling
technique and interviewed oncologists at various stages of
their careers and who varied in their subspecialties, sex,
and professional and personal backgrounds. Participant

demographics for the qualitative sample are presented in
Table 1. The quantitative component involved a convenience
sample of 79 oncologists (from a total of approximately 170
oncologists) invited to participate through oncologist col-
laborators and at professional oncology meetings. Participant
demographics for the quantitative sample are presented in
Table 2.

Procedure
Institutional review board approvals were obtained before the
launch of the study. For the qualitative study, 22 oncologists
responded to an e-mail invitation from their colleagues to
participate in the research. Interviews began after these on-
cologists signed an informed consent form. The principal
investigator (PI) conducted the interviews at a place and time
convenient to the participants. A semistructured interview
guidewas used, and interviewswere recorded and transcribed.
The interview guide included questions about participant
demographics, why the participants chose oncology as their
specialty, and theparticipants’ reactions to patient deaths. The
questions for this study focused on the impact of patient death

on oncologists’ lives (eg, “Can you tellme how, if at all, patient
death affects youpersonally?Professionally?” “Whenpatients

Table 1. Participant Demographics for Qualitative Study
(n = 22)

Characteristic % (No.)

Sex
Female 36 (8)
Male 64 (14)

Mean age (range) 47 (32-70)

Family status
Single 9 (2)
Married 86 (19)
Divorced 4 (1)

Mean No. of children 2.5

Mean No. of years in oncology (range) 14 (1-33)

Specialty
Medical oncology 82 (18)
Radiation oncology 18 (4)

Mean No. of patients seen per week (range) 50 (15-100)

Mean No. of patients who die each month (range) 5 (1-25)

Range of length of relationship with patient Few days to
$ 20 years
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die, does it manifest at home in some way? Does it manifest
with other patients in any way?” “Does it impact your life in
some way I didn’t ask about?”).

The quantitative study involved a demographics ques-

tionnaire and a survey with items that pertained to the impact
of patient death on oncologists’ lives. Participants completed
the survey online or using a hard copy. The authors devel-
oped the survey to assess agreement with statements about
the impact of patient death. Items for the survey were gen-
erated from a literature review to identify other similar
questionnaires, expert opinion, and qualitative data from
in-depth interviews that the PI previously conducted with

adult oncologists.21,28-31 After the survey was finalized, cog-
nitive interviews with five oncologists were conducted.32 The
final survey was composed of nine items that assessed
the frequency with which oncologists agree or disagree with
statements about the impact of patient death on their lives
(eg, “Has led to feelings of burnout,” “Has exhausted me”;
Appendix Table A1, online only).

Data Analysis
For the qualitative study, data collection and analysis were
concurrent. The PI and a research assistant coded the first five
transcripts independently and frequently discussed discrep-
ancies and consensus with the developing coding scheme. The
remaining transcripts were coded by the research assistant who
reviewed the emerging coding scheme with the PI and dis-
cussed concerns during the process of coding. All discrepancies
were resolved before coding resumed. Team meetings on the
coding scheme were ongoing throughout the process of data
collection and analysis to ensure consistency between coders
and clinical validity of the emerging themes. Analysis involved
line-by-line coding and was inductive, with codes and cate-

gories emerging from participants’ narratives. No preconceived
codes or categories were used. As the analysis continued, the
descriptive codes were distilled to capture the major themes and
subthemes that emerged from the narratives. Constant com-
parison was used to examine relationships within and across
codes and categories. Data collection stopped when we reached
saturation and no new codes were created. NVivo 9 software
(QSR International, Melbourne, Victoria, Australia) was used
to store and organize the data. The quantitative data analysis
involved computation of frequencies of positive responses on
the items that pertained to the impact of patient death.

RESULTS

Qualitative Results
Oncologists described patient death as having both a personal
and a professional impact on them. Personal impacts in-
cluded changes to their personality, gaining perspective, and
a weakening of their relationships. Professional impacts in-
cluded exhaustion and burnout, learning from each patient
death, and becoming a better oncologist and decision maker
in the process. Each theme is described in more detail in the
next sections and presented in Table 3 with supporting
quotations.

Table 2. Participant Demographics for Quantitative Study
(n = 79)

Characteristic % (No.)

Sex
Female 65.8 (52)
Male 34.2 (27)

Mean age (SD), years 44.3 (10.1)

Family status*
Single 6.5 (5)
Married 81.8 (63)
Divorced 2.6 (2)
Living with partner 9.1 (7)

No. of children,* mean (SD) 3.4 (1.3)

Stage of career*
Resident 26.9 (21)
Expert 73.1 (57)

No. of years in oncology
, 5 24.1 (19)
5-10 26.6 (21)
11-15 17.7 (14)
. 15 31.6 (25)

Specialty*
Medical oncology 76.9 (60)
Radiation oncology 19.2 (15)
Other 3.8 (3)

No. of patients who died each month
0-2 59.5 (47)
$ 3 40.5 (32)

No. of patients seen each week
0-40 51.9 (41)
. 40 48.1 (38)

*Total number of participants is lower than the sample size (n = 79) due to
missing responses to these questions.
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Personal Impact of Patient Death on Oncologists
Personality changes
Oncologists reported that patient death made them more
subdued and pessimistic about life in general. They spoke
about being less lighthearted than they used to be; heavier;
and overall, more depressed and negative about life. As

one oncologist remarked, “It gives you a sad slant on life
overall.”

Gaining perspective
On the other side of this negativity, oncologists also reported
that patient death had changed their views on life and
gave them a clearer perspective on what is important to
them. Oncologists reported on being better able to set their

priorities, becoming more humble, and being better able
to appreciate and have gratitude for the good things in their
lives.

Weakening of relationships
Oncologists reported that the emotional impact of patient
death affected their relationships in both positive and
negative ways. The negative impacts included being irri-
table, impatient, and emotionally and physically distant
from their spouses and children at home. As one oncol-
ogist explained, “There are times that [patient death]
makes me fight with my wife. It’s hard when you come
home depressed. At home, I just want to be left alone for
awhile.”

Table 3. Personal and Professional Impact of Chronic Patient Death on Oncologists

Theme Quotes

Personal impact on oncologist
Changes in personality (pessimism/subdued) “I see everything through a depressive and negative and bad lens. I’m sure that

working with [death and dying] leaves this mark.”
“I am not the same lighthearted person that I was. I am a little heavier.”

Gaining perspective “Itmakesyoumorehumble,morehumane,moreappreciativeof the little things in
which our everyday lives are made.”

“I think that [it affectsme]positively. I appreciatemorewhat I have.Myhealthand
to look at the little moments that are good [and] appreciate them. That is
something that I think that I do more than the average person.”

“I see the crises [that cancer] creates for the patient and for the family. And the
sadness over what could have been. And I see that, and I try to remember that,
and live out of a perspective of I can. So I do.”

Weakening relationships “Impatience at home.When I was [at the hospital], I tried to be a good doctor, but
when I came home, I had no patience for my kids and my husband.”

“[My family notices] that I come home too quiet and too sad, so they don’t bother
me with their issues and give me some space.”

Professional impact
Emotional exhaustion/burnout “I can come back homewith the feeling that I am crushed and all I can do is lie on

the couch and not talk. I just want to be left alone! Enough, like, howmuch can
one give?”

“It’s a very wearing profession. Very wearing.”
“I get home fromwork, and the only thing I want to do is lay down, and I just want
everyone to leave me alone.”

Learning from patients/becoming a better oncologist “I learn from the patients. I look at these patients’ visits, I look at their
hospitalizations, what complications they had, the treatment order, and so on.
So I look out of curiosity and to know what happened.”

“I’d like to think that...I learned frompatients as timegoeson.We learn things, and
we apply them to other patients.”

Decision making “I was very scared with the next patient that needed chemotherapy. I was really
scared, I didn’t give—there was no reason to cut one chemotherapy session,
but I cut one session down, simply because I was afraid. I said, ‘I don’t want to
take any chances here.’”

“I have seen the damage that I can causewith treatments, and I remember these
cases. I remember all the people that died from treatments.”
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Professional Impact of Patient Death on Oncologists
Exhaustion and burnout
Oncologists reported that patient death could make them feel
“exhausted,” “burned out,” “worn out,” and “crushed.” Some
described a sense of heaviness or a chronic burden they carried
with them in their day-to-day work that was wearing them
down. This sense of burnout could affect their desire to
continue with their jobs. One oncologist remarked, “After a
clinic of 10 people where the disease has progressed, on a day
like this, I will ask myself why I chose this profession.”

Learning from patients and becoming a better oncologist
Aswith the personal impact, oncologistswere nuanced in their
descriptions of the impact of patient death on them pro-
fessionally. Although emotional exhaustion and burnout were
possible consequences, learning from patients who died and
becoming a better oncologist in the process also were noted as
important. Learning frompatients could involvebothpractical
skills and medical knowledge for treating the next patient and
could mean being inspired by the way patients handled their
disease and death and a desire to emulate them in their own
lives. For example, one oncologist told a story about a dying
patient that left a profound impact on her:

There is now a patient on the ward that is about to die. I often
find myself saying things like how would this patient do it?
She is very wise in her end-of-life journey. She is a woman
that impacted me greatly. She set a good example for me.

Decision making
Related to learning from patients who had died, some on-
cologists reported that patient death could influence their
decision making, particularly as it relates to deciding on how
much treatment to give when patients were close to the end of
life. Oncologists who had witnessed people dying and suffering
from what they perceived to be overtreatment noted that they
learned to be more conservative in administering aggressive
treatments. For example, one oncologist who believed that he
used to administer excessive treatments at the end of life
explained, “I have seen the damage that I can cause with
treatments, and I remember these cases. I remember all the
people that died from treatments.”

Quantitative Results
AppendixTable A1 presents oncologist responses to the items
that assessed the impact of patient death on their personal and

professional lives. The data indicate that patient death has
both positive and negative influences on the oncologist. The
majority of oncologists reported that exposure to patient death
gave them a better perspective on life (79%) and motivated
them to improve care with subsequent patients (67%). Negative
consequences of patient death included feelings of exhaustion
(62%) and burnout (76%) as well as compartmentalization of
feelings at work and home (69.6%). Approximately one half of
the sample indicated that patient death had normalized death
and dying for them (53%), whereas fewer oncologists reported
that it made deathmore frightening (24%) and/or sad (28%) for
them.

DISCUSSION
This study used a mixed-methods design to explore the impact
of patient death on oncologists’ personal and professional
lives. This dual approach allowed us to examine oncologists’
perceptions about the impact of patient death on their lives
and to understand the prevalence of these impacts across a
wider sample of oncologists. The qualitative results indicate

that frequent patient death affects oncologists both personally
and professionally. The personal impacts include changes in
personality, gaining perspective on life, and a weakening of
personal relationships. The professional impacts include emo-
tional exhaustion and burnout, learning from patients, and
decision making with patients.

The frequency analysis indicates some corroboration with
the qualitative findings. For example, the majority of oncol-
ogists reported that patient death gave them a better per-
spective on life (79%),motivated them to improve patient care
(67%), and led to feelings of burnout (76%) and emotional
exhaustion (62%). In the survey, however, one half of the
sample also reported that patient death normalized death
and dying for them (53%), and about one quarter indicated
that it made death more frightening (24%) and sad (28%)
for them.

These results are of concern particularly as they pertain
to emotional exhaustion, burnout, treatment decisions, and
impact on personal relationships. Of note, the most significant
impact of patient death as it relates to the emotional well-being
of oncologists at home and at work was articulated in the
qualitative interviews and robustly documented in the survey.
Although few studies have looked specifically at the impact of
patient death on oncologists, some research has found that
dealing with patients at the end of life can lead to emotional
distress and burnout.21,33,34
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Clinical Implications
The findings contribute to the accumulating evidence that
patient death has impacts on oncologists’ lives, some of which
may negatively affect the quality of life of the oncologists, their
families, and their patients. A number of reports have called
for interventions to help HCPs to manage the emotional
repercussions of patient death.3,24,30 For example, some re-
ports suggested that physician support groups,35,36 debriefing
sessions,37 and forums to share experiences20,38,39 can help to
mitigate some of the negative impact of patient death. The
majority of these reports, however, did not empirically
evaluate the interventions, and those that did include a pre-
and postanalysis found little evidence for the effectiveness of
these interventions in reducing burnout and/or physician
grief.3,36

One difficulty with these interventions may be that
they focused almost exclusively on the personal ability/
responsibility of the HCP to find ways to cope with, and thus
minimize, the negative impact of patient death on their lives.
This individualistic focus does not take into account that
oncology as a practice involves continual exposure to patient

death, and thus, the best way tomitigate the impact is to make
structural changes to both the training for and the practice of
oncology. Palliative care is a particularly good example of a
discipline that deals almost exclusively with patient death, yet
palliative HCPs report fewer impacts than oncologists. For
example, a systematic review of palliative HCPs found that
despite their constant exposure to patient death, they do not
experience high rates of burnout compared with other HCPs.40

One reason for this may be that palliative and hospice care
workers have a different perspective on death and dying than
oncologists. Although previous research has found that on-
cologists perceive patient death as a personal and professional
failure,21 palliative HCPs perceive the dying process as a
meaningful stage of life6 in which they can intervene to help
patients and families to cope with the dying process. More-
over, palliative care values interdisciplinary collaboration in
the care of dying patients and focuses on alleviating physi-
cal and psychological symptoms. As such, palliative HCPs
derive a sense of meaning and personal growth from their
contact with dying patients.41

Although changes to the underlying structure of oncology
may be more challenging to make than implementation of an
intervention, as is evident in the palliative care context, amore
effective strategy may be to mitigate the negative impact of
patientdeath in the long run.These changesmay includea shift

in perception from viewing patient death as a failure to viewing
it as a part of the work of oncology; thus, the provision of
adequate training on how to cope with emotional responses to
patient death would be needed. Another shift might be in the
perception of sharing vulnerable emotions about patient death
thatmay relieve some of the emotional burden on oncologists’
personal relationships. For example, palliative HCPs reported
that talking to their colleagues helps them to prevent burnout
and gives them an outlet at work to discuss emotional matters
as they relate to patient death rather than at home.41,42 On the
other hand, oncologists have reported that talking about
patient death at work is considered a weakness and a stigma,
which has led them to seek more support from their spouses
and family members.29,31 By creating a more open and
accepting space to show emotions in the workplace, oncol-
ogists may be better equipped and willing to turn to their
colleagues to process the negative impact of patient death
rather than to do so at home. One study that examined
oncologists’ preferences for coping with patient death cor-
roborates this point. When asked what would help them to
deal with the emotional burden of patient death, oncologists

responded that they wanted their feelings of grief to be ac-
knowledged and validated in the workplace.28

Some institutional attemptshavebeenmade to createmore
open and accepting spaces to discuss emotions about patient
death. One particularly good example includes the Schwartz
Center Rounds. These rounds provide HCPs with a regularly
scheduled time to openly discuss the social and emotional
issues they face during the treatment trajectory and at the end
of life. The focus of these rounds is on the human dimension
ofmedicine, andHCPs are encouraged to share their thoughts
and feelings in response to patient case studies.43 Empirical
evidence suggests that Schwartz Center Rounds can be helpful
innormalizing emotional reactions to difficult situationswhile
caring for patients and facilitating open communication
among HCPs on these issues.44-46

Limitations
Onepotential limitation for the quantitative survey is selection
bias. There are approximately 170 practicing oncologists in
Israel, and approximately one half participated in this study
for a response rate comparable to otherWeb-based surveys.47

Another potential limitation in the quantitative survey is recall
bias. Oncologists who experienced a patient death recently
may have been more likely to respond that they were more
affected than those who did not experience a recent death.
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On the other hand, the qualitative data that corroborated the
quantitative data indicate consistency among oncologists’
experiences when it comes to the impact of patient death on
their lives. The qualitative interviews were more nuanced and
asked about recent patients who had died and about patient
death in general. Further research may use a longitudinal
design and collect data from the oncologists at more than one
time point.

In conclusion, the findings indicate that patient death can
have a negative impact on oncologists’ personal and pro-
fessional lives. An effective intervention to help oncologists
cope with the emotional burden of their work can emulate
the palliative care approach. This approach encourages emo-
tionally open and supportive relationships among the health
care team, an acceptance of death and dying as part of the
professionalmandate, andwork on an interdisciplinary health
care team. These structural interventionsmay help to alleviate
some of the stresses and negative impacts of patient death in
the oncology context.
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Appendix

Table A1. Frequency of Oncologists’ Responses on Items
About the Impact of Patient Death (n = 79)

% No.

Has normalized death and dying for me 53.2 42

Has made death more frightening for me 24.1 19

Has made death more sad for me 28.2 22

Is just part of the work I do and has
no impact on me

19 15

Has led to feelings of burnout 75.9 60

Has exhausted me 62 49

Motivates me to improve care with
subsequent patients

66.7 52

Gives me a better perspective on life 78.5 62

Has led me to compartmentalize my
feelings at work and at home

69.6 55
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