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THE CLINICIAN’S STORY

Dr C is a 45-year-old hematologist-oncologist in private prac-
tice for 11 years at a large, urban, community hospital. Dr C
directs his hospital’s clinical research program in oncology and
has an appointment at the nationally ranked medical school
in his city. He sees approximately 500 patients a month, 6000
patients a year, of whom 60 to 120 require end-of-life care. Dr
C is married, with 3 school-aged children. He enjoys music,
travel, tennis, and good food with friends. Dr C shared stories
of Ms J and Mr B, 2 patients who had recently died on the same
day. He had very different relationships with each.

Ms J, a 55-year-old woman, presented with lymphade-
nopathy in the groin that proved on biopsy to be poorly
differentiated adenocarcinoma. Further workup revealed an
ovarian mass, liver metastases, and a CA-125 level of more
than 1000 units, leading to a diagnosis of ovarian cancer.
She did not smoke or drink alcohol. Ms J was single and was
cared for lovingly by her mother. Ms J underwent surgery
for debulking and then received 6 cycles of chemotherapy
with carboplatin and paclitaxel, achieving good response.
After approximately 12 months of remission, her tumor
progressed, at which point she received cisplatin and gem-
citabine, initially with good response. Subsequently, she
developed symptomatic bone metastases. Renewed che-
motherapy included doxorubicin then topotecan, neither
affording a response, and radiation therapy was given for
the bone metastases.

When Ms J first came to see Dr C, in his words, “She was
riddled with disease and in a lot of discomfort.” Under his
care she was able to work, travel, and enjoy her life for 4 years,
at which point she had significant worsening of disease.
Ms ] enrolled in hospice and, cared for by her mother, died
at home.

Mr B was a 50-year-old single man with cutaneous B-cell
follicular lymphoma. Mr B had type 2 diabetes mellitus,
hypertension, and previous surgical resection of lung cancer.
He smoked 1 pack of cigarettes a day but did not drink alco-
hol. Mr B was treated expectantly, but 6 months after initial
diagnosis, he presented with pancytopenia, disseminated
intravascular coagulation, fevers, weight loss, and diffuse
lymphadenopathy. A lymph node biopsy confirmed a diagno-
sis of diffuse large-cell lymphoma. Mr B received rituximab,
cyclophosphamide, doxorubicin, vincristine, and prednisone
and had an initial response with improvement in his dissemi-
nated intravascular coagulation and a decrease in serum lac-
tate dehydrogenase level. However, by the time of his second
cycle of chemotherapy, 3 weeks later, the disease had recurred
with similar symptoms. He then received chemotherapy
with etoposide, high-dose asparaginase, methylprednisolone,
and cisplatin, but his disease progressed rapidly, leading to
multisystem organ failure requiring ventilatory support. He
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could not be weaned from the ventilator, his disease contin-
ued to progress, and he died in the intensive care unit (ICU).
Throughout Mr B’s illness, Dr C never saw any family mem-
bers, although many friends were at his bedside the night
before he died.

PERSPECTIVES

Dr C was interviewed by a Perspectives editor.

DR C: [Ms J] had ovarian cancer for 3 to 4 years.... Her disease
really started to explode over the last few months. She had
intractable pain and was on high doses of opioids. We tried
palliative radiation. She had bony metastases....It was a real
challenge to keep her out of pain. About a month before she
died, she brought in a box of beautiful watercolor floral prints
that she had painted and gave me one.

I don’t want to be devastated by a loss, like...if they were a
parent or a child, but at the same time, there’s a big difference
between that and not caring or not marking it....I said good-
bye to her, I had this beautiful watercolor, and then I had my
9:15 appointment. You have 20 other people on your calendar
that you have to take good care of. You have to be able to
function well and make good decisions and not mope around.
What I see, when I look back on [Ms ]], is the 4 years of good
quality life that she had,...the caring that I gave her, and the
caring that she gave to me, not only in the day-to-day kindness
and appreciation, but in the ability and willingness to share
something that she had created.

[Mr B] died of lymphoma on a ventilator in the ICU. That’s
exactly how I don’t want people to die.... Then, I feel that I
didn’t live up to the expectations that I set for myself. There
will be unresolved feelings about it.

GLOSSARY TERMS IN THIS CHAPTER

The following terms in this chapter are defined in the glossary
that begins on page 571.

burnout

caregiver

compassion fatigue

compassion satisfaction

depersonalization

depression

emotional exhaustion

exquisite empathy

General Health
Questionnaire

grief

intensive care

job engagement

mindfulness meditation

opioids
palliative care
posttraumatic growth

posttraumatic stress
disorder (PTSD)

prognosis

psychotherapy

quality of life

self-awareness

self-care

spirituality

vicarious posttraumatic
growth
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OVERVIEW: BURNOUT AND
COMPASSION FATIGUE

Dr C and his patients illustrate the importance of self-awareness
and self-care for physicians who care for dying patients. In this
chapter, we discuss the specific risks of this work and offer
strategies to mitigate them, which in turn promote professional
satisfaction. We propose an approach to clinician self-care
based on self-awareness, which can enhance the well-being of
clinicians and dying patients alike."?

We focus on 2 syndromes, burnout and compassion fatigue,
and discuss the related concepts of job engagement, compassion
satisfaction, and vicarious posttraumatic growth. The literature
we draw on for evidence includes oncology,’ palliative care,*’
psychotherapy, and trauma®® because clinicians in these fields
face many of the same challenges and rewards.

Burnout results from stresses that arise from the clinician’s
interaction with the work environment,’ whereas compas-
sion fatigue evolves specifically from the relationship between
the clinician and the patient.”” Clinicians who care for dying
patients are at risk of both.'"*? Although there is some overlap
between burnout and compassion fatigue, and in approaches
to prevent, mitigate, and prevent them, each syndrome has its
own distinctive features. There is considerably more published
research regarding burnout than compassion fatigue.

Burnout

DR C: The stuff that burns me out has nothing to do with
loss....It’s fighting insurance companies....

With my first son, when he was just born, I would look to
him to help me out of a funk. When he was about 4, I was
driving, and he was in the back, and we were stuck in traffic.
Instead of interacting with him, which would have been pleas-
ant, I was grumbling about the traffic. The sunroof was open,
and my son looked up and asked me, “Daddy, why is the sky
so blue?” I started to cry. I realized that my son was seeing the
beauty of the sky, while I was not even seeing the beauty of
spending 20 minutes alone in the car being able to talk with
him.

Burnout is a form of mental distress manifested in normal indi-
viduals who experience decreased work performance resulting
from negative attitudes and behaviors.”® Burnout is a stronger
predictor than depression for a lower satisfaction with career
choice, and it is associated with poorer health.'** Burnout is
associated with suboptimal patient care practices and medical
errors by physicians'® and with lower satisfaction and longer
postdischarge recovery by patients."”

Symptoms and signs of burnout include both individual and
team factors (Box 42-1). As Dr C’s comment suggests, burnout
is a result of frustration, powerlessness, and inability to achieve
work goals.'® Six areas of work life encompass the major orga-
nizational antecedents of burnout: workload, control, reward,
community, fairness, and values.”"® Emotional work variables
(eg, requirements to display or suppress emotions on the job
or to be empathic) account for additional variance in burnout
scores over and above job stressors.” The greater the mismatch
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between the person and the work environment, the greater the
likelihood of burnout. A better match or fit is associated with
greater engagement with work.>"

The Key Dimensions of Burnout

Dimensions of burnout include emotional exhaustion, feelings
of cynicism and depersonalization (detachment from the job),"
and a sense of ineffectiveness and lack of personal accomplish-
ment.

Emotional exhaustion refers to feelings of being overex-
tended and depleted of one’s emotional and physical resources.
Exhaustion prompts efforts to cope by distancing oneself emo-
tionally and cognitively from work."” Depersonalization refers
to negative, callous, or excessively detached responses to various
aspects of the job and is another distancing mechanism." Lack
of personal accomplishment refers to feelings of incompetence
and underachievement at work. It may arise from a lack of
resources (eg, critical information, tools, or time) to get the
work done and may be directly related to emotional exhaustion
and depersonalization or be independent of them.?

Demographic Variables Associated With Burnout

Younger caregivers report more stressors and exhibit more
manifestations of stress and fewer coping strategies®; they are
more prone to burnout and stress reactions.'*?** In contrast,
caregivers with more years of experience are less likely to report
stress-related symptoms and burnout.?>*

Caregivers with more responsibility for dependents, whether
children or elderly parents, reported more stress.”? For both
women and men, the greater the number of children at home,
the more difficulty with work-life balance and emotional
exhaustion but not with career satisfaction or personal accom-
plishment.”” However, being single is an independent risk fac-
tor for burnout.? Although most studies show women to be
at higher risk for burnout and mental health problems,"**? a
comparison of 2 surveys on the mental health of UK National
Health Service physicians (880 consultants in 1994 compared
with 1308 in 2002) found male and middle-aged consultants to
be particularly at risk.”

Personality Factors Associated With Burnout

Highly motivated health care professionals with intense invest-
ment in their profession are at a greater risk for the develop-
ment of burnout.” The compulsive triad of doubt, guilt, and
(an exaggerated sense of) responsibility can have an enor-
mous impact on physicians’ professional, personal, and family
lives.** Diminished awareness of one’s physical and emotional
needs leads to a self-destructive pattern of overwork. A psychol-
ogy of postponement takes root, in which physicians habitually
delay in attending to their significant relationships and other
sources of renewal until all the work is done or the next profes-
sional hurdle is achieved.” Previous mental health problems
(especially depression), personality traits (intensity and impul-
sivity), medical school stress, and a wishful-thinking coping
style were all found to be significant predictors of self-reported
mental health problems in medical students.”

Self-Care of Physicians Caring for Patients at the End of Life

BOX 42-1 Symptoms and Signs of Burnout?

Individual

Overwhelming physical and emotional exhaustion
Feelings of cynicism and detachment from the job
A sense of ineffectiveness and lack of accomplishment
Opveridentification or overinvolvement

Irritability and hypervigilance

Sleep problems, including nightmares

Social withdrawal

Professional and personal boundary violations

Poor judgment

Perfectionism and rigidity

Questioning the meaning of life

Questioning prior religious beliefs

Interpersonal conflicts

Avoidance of emotionally difficult clinical situations
Addictive behaviors

Numbness and detachment

Difficulty in concentrating

Frequent illness—headaches, gastrointestinal disturbances,
immune system impairment

Team

Low morale

High job turnover

Impaired job performance (decreased empathy, increased
absenteeism)

Staff conflicts

Source: Maslach et al’ and Vachon.*®

Compassion Fatigue

Compassion fatigue has been described as the “cost of caring”
for others in emotional pain that has led helping professionals
to abandon their work with traumatized persons.”®” Some
researchers consider compassion fatigue to be similar to post-
traumatic stress disorder, except that it applies to those emo-
tionally affected by the trauma of another (eg, client or family
member) rather than by one’s own trauma.” Compassion
fatigue is also known as secondary or vicarious traumatiza-
tion.!** In contrast to burnout, the clinician with compassion
fatigue can still care and be involved, albeit in a compromised
way.” Compassion fatigue may lead to burnout.*

Symptoms of compassion fatigue parallel 3 domains of the
classic symptoms of posttraumatic stress disorder: hyperarousal,
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disturbed sleep, irritability or outbursts of anger, and hypervigi-
lance; avoidance, “not wanting to go there again” and the desire
to avoid thoughts, feelings, and conversations associated with
the patient’s pain and suffering®; and reexperiencing, intrusive
thoughts or dreams and psychological or physiological distress
in response to reminders of work with the dying.”

THE COSTS OF CARING FOR
PATIENTS AT THE END OF LIFE

DR C: If there came a time when I was so inured to death or
suffering that I did not want to say good-bye or it became too
difficult to sustain these losses repeatedly, I would say, “God
forbid!” I'd know it was time for me to get out....I would hate it,
be disgusted with myself, and know that this has damaged me.

There has been considerable research into the epidemiology of
burnout in oncology and palliative care.*!#1321:2628293847 Tpy g
study involving 76 house staff members, 102 oncologists, and 83
nurses at Memorial Sloan-Kettering Cancer Center, Kash et al?®
reported that all 3 groups had a higher mean score for emotional
exhaustion and diminished empathy (depersonalization) than
general medicine physicians and nurses, but their mean scores
for a sense of personal achievement were similar. In a review of
23 studies of burnout in oncology, of which 18 were published
in 2000 or later, 8 were conducted in the United States, and
2 included international participants.’® Most articles did not
report overall burnout scores. However, 28% of surgical oncolo-
gists had burnout, which was more common in respondents 50
years and younger (31% vs 22%) and in women (37% vs 26%)."
A study that involved a similar population and instrument
found that oncologists’ burnout decreased over time from 56%
of 598 participants* to 34% of 1200 participants.”® In another
sample of 1740 US oncologists,* 61.7% reported burnout.

A number of studies have reported that clinicians involved
in palliative care had neither more nor less stress and burnout
than other health professionals.****! Two international studies
comparing oncology and palliative care physicians found that
palliative care specialists experience less stress than oncologists
in the United Kingdom (N = 393)* and Japan (N = 687).*

Such results may derive from the support palliative care team
members give to one another.?***** This approach might ben-
efit staff in oncology. However, oncology staff often have had
long-standing relationships with patients with at least an initial
hope that treatment would prolong life. Therefore, oncologists
may feel more personally distressed when their patients become
sicker and die.”!

In Maslach and Jackson’s* normative sample of US physi-
cians and registered nurses, a third each had high emotional
exhaustion, high depersonalization, and low personal accom-
plishment. These characteristics contribute to burnout.

Emotional Exhaustion

Emotional exhaustion, as measured as a component of the
Maslach Burnout Inventory scale, responds most readily to
the organizational environment and social interactions that
characterize human service work.”” Two studies documented
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very high rates of emotional exhaustion (53.3% and 69% among
oncologists)*** compared with a rate of 37.1% among allied
health staff caring for their patients.*” In contrast, 1 study
documented a very low rate (15%) of emotional exhaustion in
Japanese palliative care physicians.”

Depersonalization

Oncologists and oncology nurses in both the United States and
internationally have reported rates of depersonalization ranging
from 10% to 25%.'*?>**4%%¢ In another study,” house staft scored
significantly higher rates of depersonalization than oncologists,
but nurses had lower rates than both house staff and oncolo-
gists. The lowest reported rate of depersonalization was 4%
among nonphysician health staff in a Canadian study.*

Low Personal Accomplishment

One-third of Canadian gynecologic oncologists,*” approximately
half of Ontario oncologists and allied health professionals,*
approximately half of Japanese palliative care physicians,’® and
two-thirds of Japanese oncologists® who had participated in
the studies reported feelings of low personal accomplishment.
American surgical oncologists were least likely to report such
feelings (9.6%)."*

Psychiatric Disturbance

Rates of psychiatric disturbances, including depressive symp-
toms, anxiety, and sleep disturbances,?**** in clinicians
working in end-of-life care ranged from 12% in a study of pal-
liative care physicians® to between one-quarter and one-third of
oncologists in other studies.”*** One study found that women
had more psychological distress and demoralization than men
(30% vs 24.5%) and house staff had more than attending oncol-
ogists (30% vs 21.6%).”

WORK ENVIRONMENT STRESSORS

In several studies of oncologists, work overload was at least 1
major source of burnout.?*****” Palliative care practitioners**!
have identified the following factors as stressors in their sub-
specialty: constant exposure to death, inadequate time with
dying patients, growing workload and increasing numbers of
deaths, inadequate coping with one’s own emotional response
to dying patients,* the need to carry on “as usual” in the wake of
patient deaths, communication difficulties with dying patients
and relatives, identification with or developing friendships with
patients,* inability to live up to one’s own standards (eg, inter-
nalized responsibility to provide a “good death”),* and feelings
of depression, grief, and guilt in response to loss.**"*!

THE REWARDS OF CARING FOR
PATIENTS AT THE END OF LIFE

DR C: A patient may relapse and die of his disease. But, in the
effort that he and I both put into this as partners in fighting
his disease, there’s great solace....I hope to do my very best in
helping him die with ease.
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Despite its challenges, experienced palliative care providers
describe feelings of satisfaction and gratitude and enhanced
appreciation of spiritual and existential domains of life as a
result of their work with dying persons. These include an appre-
ciation of the reciprocal healing process, which occurs through
meaningful caregiver-patient relationships; inner self-reflection;
connection with peers, family, and community; and a height-
ened sense of spirituality.’®”!

Not all clinicians working at the end of life experience this
reciprocal relationship with patients. A face-to-face survey and
in-depth semistructured interview of 18 academic oncologists*
found that physicians who considered their physician role to
encompass both biomedical and psychosocial aspects of care
viewed the process of effective end-of-life care as very satisfying.
In contrast, participants who described primarily a biomedical
role reported a more distant relationship with the patient, a
sense of failure at not being able to alter the course of the dis-
ease, and an absence of collegial support.™

JOB ENGAGEMENT

DR C: I don’t do as perfect a job with everyone as I wish I
could, but I do a very good job for most people.

Job engagement is the opposite of burnout and is character-
ized by energy, involvement, and efficacy in the workplace. A
sense of competence, pleasure, and control in one’s work can
be a major coping strategy for clinicians engaged in end-of-life
care.>?"* Sustainable workload, feelings of choice and control,
appropriate recognition and reward, supportive work com-
munity, fairness and justice, and meaningful, valued work all
contribute to job engagement among clinicians who work in
end-of-life care.

FACTORS MITIGATING BURNOUT

DR C: I do have a formal therapist. An hour a week seems
like so little, but I think it’s important to spend structured
time thinking about your feelings and being self-aware as you
go through the week, checking you relationships and how you
function in them. I think it’s relatively rare that people do that,
and I find that surprising, but I think it’s good to encourage
people to make the time and invest the effort to take adequate
care of themselves in that way....

I have a sort of ritual when I think I am seeing someone
for the last time. Under my breath, I say good-bye and the
patient’s name. I don’t say this so that the patient can hear,
but I want to note, in my own mind, that I'm likely not to see
that person alive again....I think it’s important to remember
that when people are in your life and you lose them, the fact
that they were part of your life was important and should be
remembered and celebrated just as you would a family mem-
ber or close friend.

The personality characteristic of hardiness—a sense of commit-
ment, control, and challenge®*—helped to alleviate burnout
in oncology staff and was associated with a greater sense of
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personal accomplishment.'>” Factor analysis of data from a
cross-sectional national survey mailed in 2004 to 2000 physicians
(48% response rate)” was used to assess work-life balance, career
satisfaction, personal accomplishment, and emotional resilience
(the opposite of emotional exhaustion). Most respondents were
highly satisfied with their careers (79% women vs 76% men).
Approximately half had moderate levels of satisfaction with
work-life balance (48% vs 49%). Measures of burnout strongly
predicted career satisfaction. Both women and men reported
moderate levels of emotional resilience (51% vs 53%) and high
levels of personal accomplishment (74% for both). Measures of
personal accomplishment and emotional resilience were both
strong and significant predictors of career satisfaction, after
adjusting for work and demographic variables. Having some
control over schedule and hours worked was the strongest work
characteristic related to emotional resilience.”” This is similar to
an earlier finding of a sense of competence, control, and pleasure
in one’s work, which was the highest ranked coping mechanism
of 584 caregivers to the critically ill, dying, and bereaved.”!

Application of the 12-item General Health Questionnaire
to a random sample of 74 breast cancer teams in the United
Kingdom (548 members in 6 core disciplines)® found that
their mental health appeared to be significantly better than that
of other National Health Service cancer clinicians (27%% vs
32%%). The authors suggested that team sharing of responsibil-
ity for decision making and team support, caring for patients
with newly diagnosed conditions, and working with patients
with breast cancer who generally have a better prognosis than
patients with other solid tumors and perhaps selection bias of
those who returned questionnaires could have contributed to
this difference. Teams with shared leadership in clinical deci-
sion making were most effective.

Shanafelt and colleagues® found greater work satisfaction in
oncologists who used wellness strategies in caring for them-
selves as they care for others. In another study, Shanafelt et al**
noted the importance of physicians’ shaping their career path to
finding satisfaction in their work.

Studies of caregivers in end-of-life care have highlighted
the importance of spirituality and meaning in preventing
burnout.®* Caregivers in oncology who rated themselves as
being religious had a decreased risk of burnout.”® Huggard®
studied 230 New Zealand physicians and found an inverse cor-
relation between burnout and spirituality.

In a 2009 before-and-after study, Krasner and colleagues®
demonstrated that an intensive educational program in com-
munication and self-awareness was associated with short-term
and sustained improvement in primary care physicians’ well-
being, psychological distress, burnout, and capacity for relating
to patients.

There are varying levels of evidence that certain practical
measures (Box 42-2) may be used to reduce burnout and pro-
mote job engagement. Although there is little evidence from
prospective, controlled studies as to the effectiveness of such
interventions,”® randomized trials have shown the effective-
ness of mindfulness meditation® and reflective writing.*® If
distress persists despite use of these practices, and particularly
if any objective impairment in functioning occurs, the clinician
should seek psychiatric evaluation and treatment.
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BOX 42-2 Measures That May Help Prevent Burnout

Mindfulness meditation®

Reflective writing®

Adequate supervision and mentoring''¢!''8
Sustainable workload®!**

Promotion of feelings of choice and control* >
Appropriate recognition and reward®*
Supportive work community®**!'*?

Promotion of fairness and justice in the workplace®!*%°
Training in communication skills®!2°
Development of self-awareness skills®!?!

Practice of self-care activities®®!!

Continuing educational activities'*!*!>
Participation in research'*'>*

Developing a grateful outlook'>

Web-based self-help interventions'*

Use of ritual®'?

Mindfulness-based stress reduction for team'?

Meaning-centered intervention for team'*

Compassion Satisfaction

DR C: When somebody does die, and you feel like you cared
for them well during life...and allowed them to...create the
kind of death that they would want, then there is...peace
between you and the patient.

Compassion satisfaction is pleasure derived from the work of
helping others. Acknowledging the risks of work-related sec-
ondary exposure to trauma, Stamm® identified compassion
satisfaction as a possible factor that counterbalances the risks of
compassion fatigue and suggested that this may in part account
for the remarkable resiliency of the human spirit.

Posttraumatic Growth and
Vicarious Posttraumatic Growth

DR C: I joke that it’s kind of like being an emotional Houdini.
I see the good and not just the loss, even as people die.

Posttraumatic growth®* is characterized by positive changes
in interpersonal relationships, sense of self, and philosophy
of life subsequent to direct experience of a traumatic event
that shakes the foundation of an individual’s worldview.®***
Posttraumatic growth is not uncommon and may occur
concurrently with negative sequelae of trauma.®® The term
vicarious posttraumatic growth describes the phenomenon of
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clinician growth that results from witnessing positive sequelae
of other people’s experiences of trauma. This may include the
clinician’s feelings that his or her own life has been enriched,
deepened, or empowered by witnessing the patient’s or family’s
posttraumatic growth.*®® When patients experience meaning
and peacefulness in relation to their approaching death, this
enriches the lives of the clinicians involved. This phenomenon
appears similar to the “healing connections” identified by
Mount and colleagues® and to what has been described as the
“gift side of loss.”®’

Research has provided empirical evidence for the construct
of vicarious posttraumatic growth.*” Exemplary therapists who
were thriving in their work with traumatized clients experi-
enced positive shifts in their sense of meaning or spirituality.
Therapists enrolled in a study® described having gained an
expanded worldview, even paradoxically feeling enriched, as a
result of witnessing the sequelae of other people’s experiences of
trauma. Research on exemplary oncology nurses has focused on
moments of connection, making moments matter, and energiz-
ing moments.®

FACTORS MITIGATING
COMPASSION FATIGUE

Useful information about the mechanism that accounts for the
transmission of traumatic stress from one individual to another,
potentially leading to compassion fatigue, can be gained by
focusing attention on empathy.® Figley’® hypothesized that
the caregiver’s empathy level with the traumatized individual
plays a significant role in the transmission of traumatic stress.*
Empathic engagement in the trauma therapy relationship has
been posited as a key causal factor and a liability in conceptual-
izations and definitions of compassion fatigue. However, more
recent research discussed below calls into question existing
assumptions about the presumed causal relationship between
caregiver empathy and compassion fatigue.

Exquisite Empathy

Qualitative research on peer-nominated, exemplary therapists
who were thriving in their work with traumatized clients,
including palliative care patients and their families, has identi-
fied a variety of protective practices that enhance caregivers’
professional satisfaction and help prevent or mitigate compas-
sion fatigue.® In particular, trauma therapists who engaged
in exquisite empathy, defined by Harrison and Westwood as
“highly present, sensitively attuned, well-boundaried, heartfelt
empathic engagement,” were “invigorated rather than depleted
by their intimate professional connections with traumatized cli-
ents” and protected against compassion fatigue and burnout.*®'%)
This idea, which has also been referred to as bidirectionality,?
refutes the commonly held notion that being empathic to dying
patients must lead to emotional depletion.!®”*72

Exquisite empathy is characterized by loving attunement and
the ability to simultaneously hold multiple perspectives, rather
than overidentifying with or distancing from dying patients.
This requires a “sophisticated balance on the part of the clini-
cian as she or he simultaneously maintains clear and consistent
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boundaries, expanded perspective, and highly present, intimate
and heartfelt interpersonal connection in the therapeutic rela-
tionship...without fusing, or losing sight of the clinician’s own
perspective.”¢®214)

The practice of exquisite empathy is facilitated by clinician
self-awareness,® which was identified in another study as the
most important factor in psychologists’” functioning well in the
face of personal and professional stressors.”

SELF-AWARENESS TO ENHANCE SELF-CARE

Self-awareness involves a combination of self-knowledge and
self-empathy and the development of dual-awareness, a stance
that permits the clinician to simultaneously attend to and moni-
tor the needs of the patient, the work environment, and his/her
own subjective experience.

When functioning with less self-awareness, clinicians are
more likely to lose perspective, experience more stress in inter-
actions with their work environment, experience empathy as
a liability, and have a greater likelihood of compassion fatigue
and burnout. Clinicians functioning with greater self-awareness
may experience greater job engagement with less stress in inter-
actions with their work environment, experience empathy as
a mutually healing connection with their patients, and derive
compassion satisfaction and vicarious posttraumatic growth.
Self-awareness may both enhance self-care””* and improve
patient care and satisfaction.”””>”¢

Methods of self-care that do not involve enhanced self-
awareness, such as maintaining clear professional boundaries,
offer protection from occupational stressors and can make pos-
sible renewal outside work. However, an exclusive reliance on
such approaches to self-care has limitations and can result in a
clinician who is less emotionally available to patients and who
experiences work as less rewarding.”* A clinician who adopts
a self-awareness—based approach to self-care may be able to
remain emotionally available in even the most stressful of clini-
cal situations.® This approach enhances the potential of the work
itself to be regenerative and fulfilling for the clinician. Physicians
with burnout who use self-care without self-awareness may feel
as though they are drowning and barely able to come up for air,
whereas self-care with self-awareness is like learning to breathe
underwater.

Developing Self-Awareness

DR C: I spoke with the chair of [the] ethics committee about
[my unresolved feelings] and I spoke to one of the nurses in
our practice who has a lot of experience with palliative care
and end of life and I spoke to my therapist about it. You try
to examine the process both functionally, what could one have
done to make it go in a better way and, ultimately, you try to

forgive yourself.

Self-awareness is an innate psychological function that may
expand one’s range of choices and allow for more creative
responses in any given situation. In times of stress, self-aware-
ness may collapse into a constricted view of reality and more
reactive patterns of behavior, but self-awareness can be actively
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fostered and strengthened.” Some data suggest that doing so
can lead to neurobiological changes, including a reduction in
stress-induced immune responses’”” and the establishment of
new neural pathways.”s%

There are a number of practical ways of enhancing self-
awareness. These include initiatives such as participation in
educational projects®  and peer-support groups.®® Two
methods of enhancing self-awareness that have empirical data
to support their effectiveness are mindfulness meditation®” 548
and reflective writing.®*

Mindfulness Meditation Practice

Mindfulness meditation refers to a process of developing care-
ful attention to minute shifts in body, mind, emotions, and
environs while holding a kind, nonjudgmental attitude toward
self and others.®**! There is increasing interest in the potential
benefits of mindfulness meditation within medicine, and a
number of North American medical schools, including the
University of California at San Francisco, Harvard, Duke, and
McGill, now offer courses in mindfulness meditation to medi-
cal students and other health care practitioners.*

The practice of mindfulness meditation simultaneously raises
clinicians’ consciousness of their inner reality (physical, emo-
tional, and cognitive) and of the external reality with which
they are interacting.” It teaches the clinician to develop a “kind,
objective witnessing attitude” toward himself or herself® and
helps to develop empathy for others.** One study found that
mindfulness meditation helps psychotherapists remain hopeful
in the face of suffering and contributes to compassion satisfac-
tion.®

Mindfulness meditation is now widely used by both clini-
cians and patients for its psychological benefits in a variety
of health care settings, such as the Stress Reduction and
Relaxation Program of the University of Massachusetts
Medical Center.*® The psychological benefits include reduc-
ing anxiety; enhancing a sense of well-being; alleviating
pain; increasing empathy; tapping repressed material in the
unconscious; and gaining a greater sense of self-actualization,
self-responsibility, and self-directedness.”* Although it has
been unclear whether these benefits are from relaxation in
general or mindfulness in particular, recent research suggests
that they may, at least partially, be mediated by an increase in
mindfulness.”*"”

A matched, randomized trial examined the effect of an 8-week
mindfulness-based intervention on medical and premedical stu-
dents. The intervention group reported significantly less depres-
sion and anxiety and greater empathy compared with a wait-list
control group, even though postintervention data acquisition
coincided with the participants’ school examinations.”

Individuals experiencing burnout and compassion fatigue
tend to display an increasing lack of compassion toward
themselves and others and experience a shift of world-
view, such as a loss of belief in basic goodness and spiritual
interconnectedness.'®*** Mindfulness meditation is reported
to develop and enhance a person’s capacity to feel both self-
compassion and empathy for others.”>!® Self-compassion has
been demonstrated to protect against anxiety and promote
psychological resiliency. '
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BOX 42-3 Some Suggested Self-Care and Self-
Awareness Practices in the Workplace?

As you walk from your car to your workplace or through the
corridors of your workplace, attend carefully to the sensation
of contact between your feet and the ground.

Set your watch or telephone alarm for midday each day. Use
this as a prompt to perform some simple act of centering, eg,
take 4 deep, slow breaths; yoga or stretching for 1-2 min in
one’s office/at one’s desk; think of a loved one; recite a favor-
ite line of poetry or a prayer; imagine weights around your
waist and the words “ground, down.”

Reward yourself after the completion of a task, eg, an early
coffee break.

Call a “time out” (usually just a few minutes) as way of deal-
ing with emotional flooding after a traumatic event; call a
colleague saying “I need a walk” or a break.

Stop at a window in your workplace and notice something
in nature; consciously give it your full attention for a few
moments.

Take half a minute of silence or take turns to choose and read
a poem at the beginning of weekly interdisciplinary team
meetings.

Before going into the next patient’s room, pause and bring
your attention to the sensation of your breathing for 2 to 5
breaths.

Take a snack before the end of clinic to prevent neurogly-
copenia.

Stay connected to the outside world during the day, eg, check
in with loved ones.

Multitask self-care, eg, dictate or meditate while using the
treadmill in your office.

Use the suggested 20 s of hand washing in creative ways, eg,
pay attention to the sensation of the water on your skin and
allow yourself to sink into this experience; make this an act of
conscious receiving by acknowledging to yourself “I am wor-
thy of my own time”; or repeat a favorite line from a poem or
prayer; or sing yourself “Happy Birthday!”

Don’t be afraid to ask the question, “Is it time for a break?”

Deliberately make connections during the day with col-
leagues and with patients, eg, use humor; look for some-
thing particular or unusual in the patient’s room; or notice
patient’s birth date or age.

Keep a notebook and write “field notes” on traumatic or
meaningful encounters and events; occasionally take time at
interdisciplinary team meetings to share this material.

Deliberately develop a “role-shedding ritual” at the end of the
day, eg, pay attention to putting away your stethoscope or
hanging up your white coat; use the drive home from work
deliberately, eg, take the longer more interesting route; listen
attentively to the news, music, or books-on-tape.
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The following are verbatim descriptions of self-care practices
from a sample of experienced clinicians, some of whom have
been working in end-of-life care for more than 30 y:

“I recite the words ‘make me an instrument of Thy peace” as
I approach the hospital and before going into a situation I do
not know how to handle.”

“I always try to figure out some way to touch the patient
during the visit...shake hands, do even a small part of the
physical exam. When I check the blood pressure, I hold the
patient’s arm in between my side and my arm, which is both
an accurate and intimate technique that helps me feel really
connected.”

“While taking the blood pressure, I ask patients to breathe
slowly through their nose, and I mirror their breathing with
my own.”

“I practice daily meditation before leaving my office for
rounds or clinic.”

“I pause mindfully prior to each new patient or new interven-
tion, eg, while scrubbing prior to each surgical operation. I
silently acknowledge my fellow-traveler connection to the
patient prior to our discussion. I consciously monitor my sense
of inner stress during the encounter and respond by intention-
ally returning to the place of quiet within, by briefly focusing
on the lower retrosternal region. I visualize a healing connec-
tion (my wife, dog, friend) as I move between patients.”

“As I wash my hands I say to myself, ‘May the universal life
force enable me to treat my patients and colleagues with
compassion, patience, and respect.”

*Based on the experience of the authors and their colleagues.

Reflective Writing

Writing in a reflective and emotionally expressive way is
another form of self-care that enhances self-awareness. There
are demonstrated somatic'®'® and psychological benefits in
patients®!% to this practice, and it has been extended to pro-
mote reflection and empathic engagement in physicians.'*!"!
Charon'? introduced a method called “parallel charting” in
medical training that involves medical students’ recording
personal thoughts and feelings in a journal in parallel to the
objective clinical data they document in the patients’ medical
records. The students then meet on a regular basis to read their
accounts to each other.

Different ways of practicing reflective writing have been
suggested."'*!'>!13 Spann'* described one simple method as
“Keep the pen moving; welcome everything; don’t worry about
errors; let the subject choose you; write for your eyes only; feel-
ings, feelings, feelings; and details, details, details!”

PRACTICING SELF-CARE

DR C: [A]lmost every night, my 7-year-old daughter comes
running into my arms when I come through the door. It’s like
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she barrels into me at full speed. If my hands aren’t empty, and
I'm not able to absorb the force of her, we’d both be bowled
over. It’s almost like the physical impact...literally shocks me,
physically, into being connected with my family and not with
work when I step over the threshold. I love it....That’s defi-
nitely a key to my survival. It’s nothing I ask for; it just comes
from her heart.

Although physician self-care may happen through some of the
formal practices and methods discussed in this chapter, it may
also happen in countless informal ways as an everyday part of
a physician’s working life. Many experienced physicians have
evolved what are sometimes unique yet time-tested methods of
self-care. For example, Dr C’s homecoming has become a ritual
of shedding his role, reconnecting to his loved ones, and heal-
ing. Each of us might consider how we could integrate practical
and effective moments of self-care into the fabric of our work-
ing day. A collection of suggested self-care and self-awareness
practices in the workplace is provided in Box 42-3.

Physicians working with patients at the end of life frequently
have to respond to overwhelming human suffering in the
absence of adequate institutional support or resources. In this
context, the idea of “self-care” may seem a selfish irrelevance
and an unjustifiable luxury. In fact, self-care is an essential part
of the therapeutic mandate.® Self-care enables physicians to
care for their patients in a sustainable way with greater com-
passion, sensitivity, effectiveness, and empathy.** As Shapiro'*®
cogently put it, “The heart must first pump blood to itself.”

METHODS TO UPDATE THIS CHAPTER

This chapter was originally published in the “Perspectives on
Care at the Close of Life” section in JAMA on March 18, 2009.
The article was updated by its authors based on a PubMed
search of MEDLINE in July 2009. The search used the search
terms “burnout,” “compassion fatigue,” “compassion satisfac-
tion,” “posttraumatic growth,” “vicarious posttraumatic growth,”
“exquisite empathy,” “self-awareness,” “mindfulness meditation,”
and “reflective writing.” Articles were selected with a publication
date between March 1, 2008, and July 14, 2009, and included
only articles with abstracts, concerning humans, in the English
language, and that reported a clinical trial, meta-analysis, prac-
tice guideline, randomized controlled trial, or review. Articles
were selected for analysis by relevance.

For Physicians On Self-Awareness And Self-Care

» o«

» <«

Self-Assessment of Occupational Satisfaction and
Occupational Stress

Professional Quality of Life Scale
http://www.proqol.org/ProQol_Test.html

This is a short (30-item) self-test that physicians and other

practitioners can use to gauge their level of compassion sat-
isfaction, burnout, and compassion fatigue.

Self-awareness and Self-care

Center for Practitioner Renewal
http://www.practitionerrenewal.ca

Center for research on mental health and well-being in the
health care workplace that offers consultation, counseling,
supervision, and education programs for physicians.

Institute for the Study of Health and Illness at
Commonweal
http://www.commonweal.org/ishi

Education and training center that offers retreat workshops
for physicians aimed at enhancing wellness and a sense of
meaning in medicine.

End-of-Life Training Programs With Emphasis on Self-
Awareness and Clinician Renewal

Metta Institute’s End-of-Life Practitioner and Cultivating
Presence Programs

http://www.mettainstitute.org

Ongoing and residential training programs for clinicians
working in end-of-life care.

Naropa University’s Program in Contemplative End of
Life Care
http://www.naropa.edu/extend/contemplativecare/certifi-
cate.cfm

Residential and online training program in end-of-life care.
Sacred Art of Living Center’s Sacred Art of Living and

Dying Programs and Anam Cara Project
http://www.sacredartofliving.org

Modular and ongoing educational and training programs on
spirituality in end-of-life care.

Upaya Institute’s Being with Dying Program
http://www.upaya.org/programs/event.php?id=38
Residential training program in contemplative end-of-life care.
Mindfulness Meditation

Spirit Rock Meditation Center

http://spiritrock.org

Offers ongoing classes, daylong programs, and residential

retreats in insight or mindfulness meditation.

University of Massachusetts Medical School Center for
Mindfulness in Medicine, Health Care, and Society
http://www.umassmed.edu/cfm/mbsr

Offers mindfulness meditation-based stress-reduction pro-
grams and education and research programs on mindfulness
meditation.

Reflective Writing

Writing and Health
http://homepage.psy.utexas.edu/HomePage/Faculty/
Pennebaker/home2000/WritingandHealth.html

Practical guidelines on reflective writing, with some useful
references.
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QUESTIONS

. Physician burnout is associated with:

A. Dissatisfaction with career choice.

B. Suboptimal patient care practices.

C. Medical errors.

D. All of the above.

. A dimension of burnout that is manifested by negative,

callous, or excessively detached responses to various
aspects of the job is called:

A. Compassion fatigue.

B. Depersonalization.

C. Emotional exhaustion.

D. Incompetence.

. Physicians who are adversely emotionally affected by the
trauma of a patient may develop symptoms of hyper-

arousal, avoidance, and reexperiencing, which are also
characteristic of:

A. Posttraumatic stress disorder.

B. Psychology of postponement.

C. Low personal accomplishment.

D. Palliative care.

. Among clinicians who work in end-of-life care, sustain-

able workload, feelings of choice and control, appropriate
recognition and reward, supportive work community,
fairness and justice, and meaningful, valued work all
contribute to:

A. Nonreciprocal healing processes.

B. Job engagement.

C. Wishful thinking.

D. The responsibility to provide a “good death.”

. Clinicians may experience job engagement, empathy, and

vicarious posttraumatic growth if they maintain:
A. Amorphous professional boundaries.

B. Self-awareness.

C. Resistance to hardiness.

D. Emotional depletion.

For answers, see page 565.
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