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Nature and Impact of Grief
Over Patient Loss on Oncologists’
Personal and Professional Lives

C aring for critically ill and terminal patients can
generate grief reactions in health care profes-
sionals (HCPs).1-4 While all HCPs can poten-

tially experience grief over patient loss, oncologists face
unique pressures because they are legally responsible for
the patients’ care and may be blamed when patients die.5

Despite the evidence that grief over patient loss is an in-
trinsic part of clinical oncology, there are no qualitative
studies examining the nature and extent of oncologists’
grief over patient loss nor the impact of this grief on on-
cologists’ lives. The objectives of our study were to ex-
plore and identify oncologists’ grief over patient loss and
the ways in which this grief may affect their personal and
professional lives.

Methods. A grounded theory approach was used.6 We
recruited and interviewed 20 oncologists between No-
vember 2010 and July 2011 from 3 adult oncology cen-
ters in Ontario, Canada. We interviewed 3 groups of on-
cologists who were at different stages in their careers (ie,
trainees and junior and senior oncologists) and varied
in subspecialty, sex, and ethnicity. Exclusion criteria were
the inability to speak English and never having had a pa-
tient die in their care. Approvals were obtained from the
research ethics board at each participating center. Par-
ticipants signed a consent form and agreed to the inter-
view being audio-recorded. A semistructured interview
guide was used, and interviews were recorded and tran-
scribed; all identifying information was removed from the
transcripts. Data collection and analysis took place con-
currently. Analysis involved line-by-line coding and was
inductive, with codes and categories emerging from par-
ticipants’ narratives.6

Results. In the Table, we provide an overview of our find-
ings, including overarching categories, themes and sub-

themes, number of oncologists who endorsed each theme,
and supporting quotations illustrating each theme.

Nature of Oncologists’ Grief. In addition to sadness, cry-
ing, and loss of sleep, oncologists’ grief had unique ele-
ments related to their sense of responsibility for their pa-
tients’ lives. These feelings could begin before the death
of the patient, arising from holding hard medical knowl-
edge such as awareness of poor test results or likely pa-
tient death before revealing this information to the pa-
tient himself or herself. Oncologists’ grief also included
feelings of powerlessness, self-doubt, guilt, and failure.

The Impact of Patient Loss on Oncologists. While on-
cologists spoke about burnout, the single most consis-
tent and recurrent finding in the interviews was the de-
scription of compartmentalization resulting from patient
loss. Oncologists’ compartmentalization involved their
ability to separate feelings of grief about patient loss from
other aspects of their lives and practices and was de-
scribed as both a coping strategy and an impact of con-
tinual patient loss. Physicians used phrases such as “de-
nial” and “dissociation” in describing this process as
patients died.

The Impact of Patient Loss on Affect. The theme of bal-
ancing emotional boundaries captured the tension be-
tween growing close enough to care about the patients
but remaining distant enough to avoid the pain of the
loss when the patient died. Few oncologists felt they had
been able to do this entirely effectively, although they rec-
ognized that the inability to balance these boundaries
might be problematic for them.

Impact of Patient Loss on Other Patients. Oncologists
talked about the impact of patient loss on their treat-
ment decisions, on their level of distraction with patients,
and on their motivation to improve care for subsequent
patients. Another impact was the strategy oncologists used
to distance or withdraw themselves from patients and their
families as the patients got closer to dying, including fewer
visits in the hospital, fewer bedside visits, and less over-
all energy expended toward the dying patient.

Personal Impact of Patient Loss. Oncologists spoke about
grief spillover as having difficulty separating their work life
from their personal lives when the grieving came home
with them. Many also talked about having a better perspec-
tive on life as a result of frequent exposure to patient loss.

Comment. To our knowledge, this study is the first quali-
tative exploration of the nature and impact of grief in on-
cologists. We found that for oncologists, patient loss was
a unique affective experience that had a smokelike qual-
ity.Likesmoke, thisgriefwas intangibleandinvisible.None-
theless, it was pervasive, sticking to the physicians’ clothes
when they went home after work and slipping under the
doors between patient rooms. Of greatest significance to
our health care system is that some of the oncologists’ re-
actions to grief reported in our study (eg, altered treat-
ment decisions, mental distraction, emotional and physi-
cal withdrawal from patients) suggest that the failure of
oncologists to deal appropriately with grief from
patient loss may negatively affect not only oncologists
personally but also patients and their families. One way to
begin to ameliorate these negative effects would be to pro-
vide education to oncologists on how to manage difficult
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Table. Categories, Themes, Subthemes, and Supporting Quotations Resulting From Data Analysis

Category
Themes and
Subthemes

Oncologists
Who Endorse

Themes, No. (%)
(N = 20) Supporting Quotation

Particulars of
oncologists’
grief

Holding hard
knowledge

13 (65) “Sometimes I’ll take a chart and I’ll look at the imaging, and everything’s worse and the
numbers are worse, and I have to drag myself into the patient’s room and figure out
what can I offer them that’s hopeful and positive. It’s tough.”

Powerlessness 13 (65) “Let’s face it, people who go into medicine have full-blown fantasies, I mean, I do. You
think you’re going to go in there to cure people . . . and it doesn’t happen. It doesn’t
matter what you do really. . . . Sometimes I make an impact on what happens but
sometimes I just get steamrolled.”

Self-doubt 12 (60) “It is part of the grief of the patient because, you know . . . someone has died and you
always think, if you had done something differently, would they still be here?”

Guilt 7 (35) “If I felt that there was something else I could have done or something that I did in error
then there’s definitely a different component of guilt to kind of, you know, feeling even
possibly responsible for the events that subsequently occurred.”

Failure 11 (55) “There is a personal sense of failure any time a patient doesn’t get a desirable outcome.
So, the grief is that this is a person who you’re not able to help.”

Sadness 14 (70) “There’s always sadness with every loss.”
Loss of sleep 6 (30) “It keeps me awake at night.”
Crying 6 (30) “Sometimes I cry. I cry on the way home in the car.”

Impact of
patient loss

Normalization of
death

13 (65) “I think you just get exposed to so much death that you just become somewhat
accustomed to it. . . . It’s part of our job. I mean death is normal, everybody dies, it’s
just that we experience a larger amount of it.”

Burnout 11 (55) “I go through weeks where it’s very difficult to come into work. I come in and I don’t
really want to be here at all. It’s an effort to drag myself down to clinic . . . because
I know that I’m going to see patients who are going to do badly.”

Compartmentalization 17 (85) “It is a very bad thing to become emotionally attached to your patients because you’re
going to suffer.”
“It’s something bad, but I have to keep my personal feelings and personal life separate
from my work feelings and work life. I have to keep reminding myself to have a little
bit of dissociation like that, so I can sleep every night and not carry things home.”
“In your mind you know that death is closer and closer. But you never fully prepare
yourself; in order to cope you always have to have a little bit of denial.”

On Affect:
Balancing emotional

boundaries
8 (40) “The issue with doing Oncology is that you walk a very fine line; if you get too involved

with your patients you can’t function because it’s too much emotional load to bear, and
if you get too distant from your patients then I don’t think you’re being a very good
physician because people pick up on that.”

Emotional exhaustion 12 (60) “I’m up to the point where I probably lose one or two patients a week minimum. And
that’s a lot of people . . . it’s a physical sensation of being ground away . . . it takes me
a long time to recover from that.”

On Patients:
Treatment decisions 11(55) “Maybe I got that case after someone had just died and I was in a more aggressive

mode. Or, maybe I undertreated someone because I just saw a patient with terrible
toxicity . . . it’s not a science, it’s very much influenced by a lot of things that are very
difficult to quantify.”

Distraction 5 (25) “If you just came out of something, when I go to the next patient, I’m sure that I might
not appear as totally focused on them. . . . I can say that some patients say, ‘well, you
look like you’re a little, not frazzled . . . well, I guess I’ve heard that word, frazzled, or
you know, not your usual self.’ ”

Distancing/
withdrawing

10 (50) “I remember in my training, asking one of my staff guys, a fairly senior guy, ‘how do you
cope with the dying?’ Because it was hard, it was really hard. And he said, ‘When I
know the patient is going to die soon, I withdraw emotionally.’ And I thought that was
really terrible because that’s when they need you most. . . . It’s very hard to actively
treat and support and palliate all at the same time.”

Motivated to improve
care

5 (25) “[Patient loss] definitely molds you and humbles you. It does make you more careful
about what you do, and it makes you respect your patients and your families a lot
more. When you see others that have gone, it turns into more like a reality check that
you really have to try harder, and try to do more rather than accept the status quo;
what we are offering patients is not good enough.”

Personal Impact:
Grief spillover 13 (65) “If something at work makes me not function in my usual capacity at home, to be

distracted from my children, my wife, to not enjoy a weekend as much as I would
otherwise, then that’s a form of grief I think, because I’m sad for my patient and their
family.”

Having perspective on
life

9 (45) “I’d say in the big scheme of things you do become a bit philosophical. . . . I think it
probably straightens your need or want to be a good parent and to be a good friend
and a good partner . . . because that’s where happiness really lies.”
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emotions such as grief starting at the residency stage and
as continuing education throughout their careers, with the
recognition that grief is a sensitive topic that can produce
shame and embarrassment for the mourner.7
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INVITED COMMENTARY

Oncologists Responding
to Grief

T he practice of oncology can be stressful. While
some stress can be motivating and challenging,
in its extremes, stress can lead to emotional

exhaustion, depersonalization, and self-perception of
incompetence, all of which are considered hallmarks of
burnout.

Stress and burnout should not be confused with grief.
Grief is deep mental anguish arising from loss.1 Since
death and loss are intrinsic aspects of oncologists’ prac-
tice, grief is common, whether it be over the physical
absence of a patient or the more abstract surrender of a
meaningful joint struggle. Unaddressed grief over time
can clearly contribute to burnout, which is an occupa-
tional hazard for physicians in general and oncologists
in particular.

The undermining effects of stress, burnout, and de-
pression among physicians have been studied.2 Healthy
coping strategies have also been elucidated, including
maintaining interests and friendships outside of medi-
cine, allowing sufficient time for sleep, meals, and soli-
tary contemplation, attending to routine medical and
dental care, protecting time for family and friends with
attention to scheduling, and acknowledging emotional re-
sponses in the context of the physician-patient experi-
ence.3 The recognition, expression, and exploration of grief
in itself may be considered a coping strategy. Based on the
model described by Kubler-Ross,4 the 5 stages of grief in-
clude denial, anger, bargaining, depression, and ulti-
mately, acceptance. Therefore, a constructive approach to
lessening the isolation associated with grief can be pur-
sued, providing opportunities for sharing such feelings.

Granek et al5 systematically explore oncologists’ grief
over patient loss and its potential personal and profes-
sional impact. Their results show some positives that
emerge from these experiences, including a perceived “bet-
ter perspective on life as a result of frequent exposure to
patient loss.” Conversely, they also find negative effects
such as physician distraction and withdrawal from pa-
tients. One suggestion that they and others1 have made
to ameliorate the adverse effects of grief is to provide edu-
cation on recognizing and working through the grief pro-
cess, along with learning strategies that emphasize self-
care, starting in the training years and continuing
throughout their careers.

At the University of Rochester Medical Center, we
have initiated a process that does just that. In response
to reports of significant burnout rates in practicing on-
cologists of approximately 56%6 and in oncology physi-
cian trainees of about 30%,7 a staff support group meet-
ing was established in 2008 at the Wilmot Cancer
Center. The group meeting is mandatory for hematol-
ogy/oncology fellows and strongly recommended for all
other team members who regularly interface with can-
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