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Abstract

Background Oncologists must communicate effectively with patients and their families about

end of life (EOL). Despite the importance of communicating on this topic, many oncologists avoid

these conversations. The objective of this study was to examine the associations between sec-

ondary traumatic stress and compassion satisfaction and approach and avoidant communication

about EOL with cancer patients.

Methods A convenience sample of 79 oncologists (n = 27 men, n = 52 women) participated in

the study. Oncologists completed a survey that included a sociodemographic and clinical informa-

tion questionnaire, the Professional Quality of Life Scale, and Communication about End of Life

Survey. To examine the effect of secondary traumatic stress and compassion satisfaction on

approach and avoidant communication, while controlling for gender and age, 2 hierarchical linear

regression analyses were computed.

Results Oncologists reported high levels of secondary traumatic stress and high compassion

satisfaction. Scores on the approach and avoidant communication scales were in the mid‐range

of the scale. Lower reports of secondary traumatic stress and higher compassion satisfaction

were associated with higher approach communication strategies: however, only higher secondary

traumatic stress was associated with higher avoidant communication strategies.

Conclusions Our findings indicate that there is an association between emotional factors and

approach communication. The findings have clinical implications in designing effective communi-

cation skills training. Further research and training should take secondary traumatic stress and

compassion satisfaction into consideration to be able to ensure that terminal patients and their

families receive the best quality EOL care.
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1 | BACKGROUND

The practice of oncology can be challenging for physicians who con-

tend with a significant number of patients who are terminally ill and

who may die in their care. As such, oncologists must communicate

effectively with patients and their families about end of life (EOL)

and must do so fairly frequently. The ability to communicate effec-

tively about EOL, palliative care, and hospice is essential to the well‐

being of patients and their families.1,2 Studies have found that clear

and direct communication is associated with increased patient
wileyonlinelibrary.com/journal/p
satisfaction and less emotional distress among patients including

depression and anxiety.3,4 Patients at EOL are particularly vulnerable

and require clear and honest communication about their prognosis so

that they can make appropriate and informed decisions about their

EOL care. Early and frequent conversations about palliative care are

associated with less aggressive medical intervention when near death,

less mental health distress in patients at EOL, and earlier referrals to

hospice care.5–8 Moreover, failure to have these conversations with

oncologists can result in a more medicalized death than patients or fam-

ilies may desire. For example, a recent study that examined cancer
Copyright © 2016 John Wiley & Sons, Ltd.on 1
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patients' EOL preferences found that thosewhodepended on designated

health care proxies (compared to those who had left advance directives)

were more likely to be treated with aggressive interventions near death.9

Another recent study that compared the site of death for cancer patients

found that those in the United States (22%), the Netherlands (29%),

Belgium (51%), Canada (52%), England (42%), Germany (38%), and

Norway (45%) often died in acute care hospitals, sometimes in the

intensive care units rather than in hospice care or at home.10

Despite the tremendous importance of communicating clearly and

openly on this topic, many oncologists avoid having the EOL conversa-

tion with their patients.11–13 In a systematic review that looked at

“truth telling” in conversations with patients who had advanced illness,

Hancock and colleagues14 found that health care providers often

avoided these conversations. Barriers included having no time to attend

the emotional needs of the patients, physician stress, feeling hopeless or

inadequate about having nothing more to offer the patient, respecting

caregiver wishes to withhold this information, and fearing the potential

negative impact of having this conversation on the patient.14Qualitative

studies have also documented barriers to communication about EOL

among oncologists. One study ofCanadian oncologists reported barriers

that included physician discomfort with death and dying, lack of experi-

encewith communication about EOL, language barriers, and patient and

family reluctance to talk about this topic.15 Moreover, some research

has found that problematic communication is related to physician stress,

lack of satisfaction in one's work, and to emotional burnout.16–20

While these investigations have begun to address the complicated

relationships between physician stress, burnout, and communication

style, to our knowledge, no study has looked at the associations

between secondary traumatic stress (STS) and compassion satisfaction

(CS) and approach and avoidant communication about EOL with cancer

patients. In this study, STS refers to the stress experienced by oncolo-

gists by virtue of being exposed to their patients' stressful and traumatic

events. Compassion satisfaction in this study refers to the oncologists'

sense of satisfaction at being able to do their job well and to work in a

profession that is beneficial to others. Given the importance of clear

and effective communication with patients at EOL, and given the fact

that some oncologists avoid these conversations, this study sets out

to examine the relationships among these variables.
2 | METHODS

2.1 | Participants and procedure

A convenience sample of 79 oncologists (n = 27 men; n = 52 women)

participated in the study. Recruitment of participating oncologists

was conducted via 3 methods: (1) Oncologist collaborators sent an

email to their departments explaining the study and asking them to fill

out the survey online; (2) The study principal investigator travelled to

oncology departments to speak at their team meetings to introduce

the study and ask oncologists to fill out the survey; (3) An oncologist

collaborator took the survey to the annual Society for Clinical

Oncology and Radiation conference and recruited participants on site.

There are approximately 170 oncologists working in Israel: thus, the

sample represents approximately 46% of the oncologists in the country.
Institutional EthicsApprovalswere obtained prior to launching the study.

After signing an informed consent form, participants completed a survey

that included a sociodemographic and clinical information questionnaire,

the Professional Quality of Life Scale, and Communication about End of

Life Survey. All survey measures were created as a hard copy file as well

as mounted online on a secure data collection website. All surveys,

whether using a hard copy or online, were anonymous and confidential.

2.2 | Measures

2.2.1 | Sociodemographic and clinical information
questionnaire

A self‐report questionnaire was used to collect sociodemographic and

clinical information that included the following items: gender, age, mar-

ital status, stage of career, years of experience, mean number of

patients seen each week, and mean number of patients who die in their

care each month.

2.2.2 | Professional Quality of Life Scale IV

The Professional Quality of Life Scale IV is a newer version of the

Compassion Fatigue Self‐test.21 It consists of 30 items assessing 3

dimensions: STS (also known as compassion fatigue), CS, and burnout.

The STS dimensions relate to work‐related secondary exposure to

extremely stressful events. High scores in this dimension are associated

with exposure to emotionally disturbing experiences at work, in our

case, caused by exposure to suffering and traumatized cancer patients.

The CS dimensionmeasures the pleasure that is derived from being able

to do one's work well. High scores on this dimension represent satisfac-

tion related to the physician's ability to work in a profession that is help-

ing people and to be an effective health care professional. Burnout in

this measure is associated with feelings of hopelessness and inefficacy

at work. Higher scores on this dimension are associated with higher risk

for burnout. Items are rated on a 6‐point Likert scale, ranging from

0 (“never”) to 5 (“very often”). Final scores were calculated for each

dimension separately, as recommended in previous studies. Final score

for each dimension ranged between 0 and 50.22

In the current study, we use the STS and CS dimensions, which

revealed good internal reliability (Cronbach's α = 0.8, 0.82,

respectively). The burnout scale was not used because of low internal

reliability (Cronbach's α = 0.5).

2.2.3 | Communication about End of Life Survey

The oncologists' communication survey was developed by the authors

to assess oncologists' communication strategies in discussing EOL issues

with patients. Items for the surveywere based on the principal investiga-

tor's qualitative research studies examining oncologists' responses to

patient death.15,23–27 The use of qualitative data to develop survey

items is in line with the best practices in health research and ensured

that the measured items are based on the participants' lived experiences

and not on researchers' assumptions28–30 and tominimize measurement

error.28,31 Preliminary items for surveywere generated from3 sources: a

literature review to identify any broadly similar questionnaires already

developed; expert opinion (ie, clinical members of the research team);

and qualitative data from in‐depth interviews previously conducted with

oncologists.15,23–27 After developing the finalized survey, cognitive



TABLE 1 Participant demographics

Sociodemographic and Clinical Information (N = 79)

Gender

Female 65.8% (52)

Male 34.2% (27)

Age (mean, SD) 44.3 (10.1)

Religiositya

Orthodox 11.7% (9)

Traditional 11.7% (9)

Secular 74% (57)

Other 2.6% (2)

Marital statusa

Single 6.5% (5)

Married 81.8% (63)

Divorce 2.6% (2)

Living with partner 9.1% (7)

No. of childrena (mean, SD) 3.36 (1.3)

Stage of careera

Resident 26.9% (21)

Expert 73.1% (57)

No. of years in oncology

Less than 5 24.1% (19)

5‐10 years 26.6% (21)

11‐15 years 17.7% (14)

More than 15 31.6% (25)

Specialtya

Clinic oncology—radiation 12.8% (10)

Clinic oncology—chemo 33.3% (26)

Clinic oncologic 43.6% (34)

Radiation 6.4% (5)

Other 3.8% (3)

No. of patients dying each month

0‐2 59.5% (47)

3 and above 40.5% (32)

No. of patients seen each week
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interviews with 5 oncologists were conducted. The cognitive interview

is a systematic way of evaluating new items in the process of

questionnaire development with the population you intend to survey.32

The final survey consisted of 19 items divided into 2 subscales

assessing approach (8 items; eg, “I speak openly and honestly to

patients about their terminal condition”) and avoidance strategies

(11 items; eg, “I avoid the end of life conversation because it's uncom-

fortable for me”) in communicating about EOL with patients (Appendix

A). Items are rated on a 5‐point Likert scale, ranging from 1 (“never”) to

5 (“always”). Final scores are computed by summing items on each

subscale separately. The final score on the “approach communication

strategies” subscale ranged between 8 and 40. Higher scores on this

scale indicate more proactive and direct communication with patients

about EOL. The final score on the “communication avoidance strate-

gies” subscale ranged between 11 and 55. Higher scores on this scale

indicated a tendency to avoid communication about EOL with patients.

Internal reliability of the approach and avoidance communication sub-

scales was good (Cronbach's α = 0.70, 0.79, respectively).

2.3 | Data analysis

Analyses were performed using SPSS version 21.0. Bivariate correla-

tions between independent and dependent variables were calculated

using Cramer's phi for categorical variables (ie, gender and marital sta-

tus). Kendall's tau‐bs was calculated for ordinal variables (ie, age, stage

of career, years of experience, mean number of patients seen each

week, and mean number of patients who die each month) and

Pearson's r for continuous variables (ie, age, STS, CS, approach commu-

nication, and avoidant communication).

To examine the effect of STS and CS on each of the communica-

tion strategies, 2 hierarchical linear regression analyses were com-

puted. In one regression approach, communication was entered as

dependent variable, and in the other avoidant, communication was

entered as the dependent variable. In both regressions, independent

variables included demographic variables (gender and age) in the first

block and STS and CS in the second block.

0‐40 51.9% (41)

More than 40 48.1% (38)

aTotal number of participants is lower than the sample size (79) because of
missing responses to these questions.
3 | RESULTS

Participant demographics are presented in Table 1. The average STS

score in the current study was high (M = 15.88; SD = 7.59). The aver-

age CS score in the current study was also high (M = 36.43; SD = 6.56).

Both scores are comparable to those found in previous studies21 and

to studies conducted among oncological nurses.33 In addition, the

average scores of the communication strategies in the current study

were in the mid‐range M = 32.11 (SD = 3.79) for approach communi-

cation and M = 25.77 (SD = 5.54) for avoidant communication.

Bivariate correlations between independent and dependent

variables are presented in Table 2. There were significant small to

medium negative correlations between STS and CS and approach com-

munication and a small significant positive correlation between STS

and avoidant communication. Moreover, there was a small significant

positive correlation between CS and approach communication. Addi-

tionally, there was a significant small negative correlation between

approach and avoidant communication.
We used 2 hierarchical linear regression analyses. Approach and

avoidant communication scores were entered as the outcome

variables. Gender and age (first step) and STS and CS (second step)

were entered as predictor variables. Using these analyses, we were

able to examine the effects of STS and CS on each of the communica-

tion strategies while controlling for the possible effects of the associ-

ated demographic variables.

The first analysis looking at the predictors of approach communi-

cation strategies revealed a significant effect, predicting 16% of the

variance. As can been seen in Table 3, STS and CS were significantly

related to approach communication, such that lower reports of STS

(partial r = −.26, P < .01) and higher CS (partial r = .26, P < .01) were

associated with higher approach communication strategies.

For avoidant communication strategies, the analysis revealed sig-

nificant results, predicting 11% of the variance in avoidant



TABLE 2 Bivariate correlations between independent and dependent variables

Variable 1 2 3 4 5 6 7 8 9 11 12

1 Gender – .35* .28 −.02 .21 .11 .00 .49 .72* .43 .36

2 Age – .2 .6** .78** .19 −.19 −.25* .06 .05 .00

3 Marital status – .33* .23 .07 .24 .6 .47 .43 .57

4 Stage of career – .68** .29* −.33** −.07 −.1 −.16 .09

5 Years of experience – .24* −.25* −.1 −.03 −.03 .02

6 No. of patients seen each week – .03 .01 .06 .15 .02

7 No. of patient deaths per month – .01 .12 .14 −.2*

8 Secondary traumatic stress – −.22* −.31** .32**

9 Compassion satisfaction – .31** −.05

11 Approach communication – −.28*

12 Avoidant communication –

For gender, male = 0, female = 1. Cramer's phi was calculated for gender and marital status. Kendall's tau‐bs was calculated for stage of career, years of expe-
rience, no. of patient seen each week, and no. of patient deaths per month. Age, secondary traumatic stress, compassion satisfaction, approach communi-
cation, and avoidant communication represent Pearson's r.

*P < .05.

**P < .01.

TABLE 3 Hierarchical linear regression examining predictors of approach and avoidant communication strategies (N = 79)

Model

Approach communication a Avoidant communication b

B SE B β Partial r B SE B β Partial r

Step 1

Gender −.55 .95 −.07 −.07 1.3 1.38 .11 .11

Age .2 .45 .05 .05 .3 .66 .05 .05

Step 2

Secondary traumatic stress −.14 .06 −.27* −.26 .25 .09 .35** .32

Compassion satisfaction .15 .06 .26* .26 .01 .09 .01 .01

aR2 = .16, F(4,74) = 3.63, P < .01.
bR2 = .11, F(4,74) = 2.35, P = .06.

*P < .05.

**P < .01.
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communication. As can been seen from Table 3, only STS was related

to avoidant communication, such that higher STS (partial r = .35,

P < .01) was associated with higher avoidant communication

strategies.
4 | DISCUSSION

Our findings suggest that lower STS and higher CS were associated

with a more proactive and direct approach to communication about

EOL, while higher STS was associated with more avoidant approaches

to communicating on this topic. Thus, the findings indicate that effec-

tive communication about EOL with patients is associated not only

with practical skills but also with emotional factors. That is, higher

satisfaction about the ability to help others, and lower feelings of

emotional traumatization, was associated with a higher ability to com-

municate directly with patients about EOL. On the other hand, higher

traumatizing from frequent exposure to STS at work was associated

with avoidance at having EOL conversations. These results are not sur-

prising given how emotionally challenging and painful it can be to have

EOL conversations with patients.15,34 The more the oncologist is
exposed to and affected by the emotional pain of their patients, the

less likely they will be able to summon the emotional resources neces-

sary to initiate painful EOL conversations.
4.1 | Clinical implications

These findings have important implications for interventions aimed at

improving communication skills among oncologists. Given the impor-

tance of effective and clear communication for patients and families

at EOL, a significant amount of time, effort, and resources have been

put into designing effective communication skills training (CST) inter-

ventions for oncologists.4,35,36 One recent trial randomly assigned

oncologists to a 2‐day CST program and compared their communica-

tion skills to a control group that received no CST. Those that

received the intervention were rated by patients as being able to pro-

vide more emotional support and to be better communicators than

those who received no CST. Significantly, the patients who communi-

cated with the trained oncologist endorsed less clinical depression

than those who received the standard of care communication.4

Another study that used a randomized control trial to assess the
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efficacy of a comprehensive CST program on oncologists also yielded

positive results. The course included structured feedback, review of

videotaped consultations, role‐play with simulated patients, group

demonstrations, and discussions led by trained facilitators. As such,

the course addressed cognitive, behavioral, and experiential aspects

of communication with patients. The outcome measures were com-

prehensive and included both objective and subjective ratings by

the researchers, the patients, and the doctors on improvement in

communication skills. While not focused solely on EOL conversations,

this innovative structure yielded good results with those who went

through the training showing an increased use of open questions,

expressing more empathy, and providing appropriate responses to

patient cues.37

These randomized controlled trials, as with most CST's, focused on

practical and technical skills that the oncologist could develop to be

able to communicate effectively with patients. While this randomized

controlled trial was successful, other studies on CST training have

found mixed results. A recent review on the efficacy of CST interven-

tions found that the only high positive effect after analyzing dozens of

studies with thousands of participants was the physician's ability to

show empathy. Moderate effects included an increase in using open‐

ended questions and stating facts clearly. No statistically significant

results were found in patient satisfaction with communication or a

reduction in patient mental health distress after the intervention.38

To be able to implement the most time and cost‐effective CST inter-

ventions, it is important to understand why some interventions work

and others do not. The findings from our study may provide one impor-

tant answer to the wide variability in the effectiveness of CST training.

To be able to improve the frequency and quality of EOL conversations

with cancer patients, CST interventions must address both the emo-

tional and practical components of the oncologists work in having

these conversations. While this is not a common practice in CST inter-

ventions, a few studies have addressed this in their design. For

example, one study that evaluated a compassion fatigue resilience pro-

gram for oncology nurses found that the intervention helped reduce

secondary traumatization and in the process increased clarity of com-

munication with patients.39 Another Belgium study combined a stress

management training course with a communication course for junior

physicians but provided no pre‐ and post‐outcomes to assess its

efficacy.

Other publications that have focused on treating STS have also

come up with recommendations to help oncologists deal with the emo-

tional aspects of their work. Kearney and colleagues40 recommend

that oncology clinicians can mitigate STS by improving their self‐

awareness through mindfulness meditation and reflective writing,

develop “exquisite empathy” skills that involve being highly present

and empathic in the moment with patients, while also developing good

interpersonal boundaries, and engaging in self‐care activities such as

taking breaks for food and relaxation.40 Another study that

interviewed therapists who work with patients suffering from trauma

about their self‐care strategies reported that countering interpersonal

isolation, developing mindful self‐awareness, maintaining and honoring

boundaries, creating meaning, and focusing on professional satisfac-

tion were effective in countering the negative emotional effects of

secondary traumatization.41
4.2 | Limitations

This study has limitations. First, the study was conducted among a con-

venience sample that may be subject to selection bias. Second, our

study is cross‐sectional, and thus, causality cannot be inferred. Third,

although we controlled for gender in all the analyses and found no sig-

nificant differences, future studies should aim to have equal represen-

tation of male and female oncologists in their sample. Finally, future

research might consider including real‐time recordings of EOL conver-

sations to assess concordance between oncologists' recall/self‐report

and live conversations on this topic. Another line of research might

also examine the impact of CST training on oncologists' comfort and

use of approach communication about EOL.

4.3 | Conclusions

Despite these limitations, to our knowledge, this study is one of the

first to look at the relationships between CS and STS as it relates to

oncologists' approach and avoidance communication styles about

EOL. The findings have important clinical implications, particularly in

designing effective CST training. While the currently available training

programs may be effective in teaching practical communication skills,

the findings from this research indicate that a focus on the emotional

components of the practice of oncology may be necessary to be able

to improve communication skills about EOL in the oncology context.

Further research and training should take STS and CS into

consideration to be able to ensure that terminal patients and their fam-

ilies receive the best quality EOL care.
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APPENDIX A
Communication about End of Life Survey: approach (AP) and avoidant (AV) communication
Never Rarely Occasionally Frequently Always

It is my responsibility to tell them about their terminal condition (AP)

It is emotionally difficult for me to communicate about end of life (AV)

I speak openly and honestly to patients about their terminal condition (AP)

I inform terminal patients about the treatment they will be receiving to ease their
symptoms (AP)

I inform patients that these treatments will not cure them (AP)

I try to balance hope and reality (AP)

I show empathy (AP)

I take the cues from the patient about how to have this conversation (AP)

I frequently initiate the conversation about end of life with patients (AP)

I find it difficult to talk about palliative care (AV)

I avoid the end of life conversation because it's uncomfortable for me (AV)

I postpone the end of life conversation because it's uncomfortable for me (AV)

I feel that patients don't want to have the end of life conversation (AV)

I avoid the end of life conversation by asking another doctor to do it (AV)

I avoid the end of life conversation by prescribing more treatments (AV)

I have found that over time, it has gotten harder to have the end of life conversation (AV)

I avoid the end of life conversation if the patient's family doesn't want me to tell the patient
about their condition (AV)

I avoid the end of life conversation if there are language barriers with the patient or the
family (AV)

I avoid the end of life conversation if the patient is young (AV)


