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THE ART OF ONCOLOGY: WHEN THE TUMOR IS NOT THE TARGET

When Your Favorite Patient Relapses: Physician Grief and
Well-Being in the Practice of Oncology
By Tait Shanafelt, Alex Adjei, and Frank L. Meyskens

Where in the lexicon of learning
was I taught
the wave action of this moment.
Never,
never more
Did I learn the pulling of the tide
on those entrusted to me,
To me.
I am not young anymore
God damn, summon me.
So many have passed this way,
and I, one more.
Stand-down and let it pass.
Ocean falling behind the door.
Tidal wave,
taunt me no more.
By Frank L. Meyskens, MD
THE ISSUES: OCEAN RISING BEHIND THE DOOR

The above experience raises issues and emotions that are
not unique to its author. Grief, futility, exhaustion, guilt, and
the existential aspects of being a physician are realities of
medical practice that must be confronted by all oncologists.
As the above verses express, we may feel powerless and
overwhelmed by tidal waves of bad news, treatment failures,
patient suffering, medical futility, and death, which are all
part of the everyday practice of oncology. Dr Meyskens’
poem provides an opportunity for reflection.

Tidal Wave
So many have passed this way before,
ocean rising behind the door,
the sea forestalled no more.
What do you want of me?
So many have passed this way
knowing what’s behind the door
needing solace and nothing more.
What do you expect of me?

PHYSICIAN GRIEF: SO MANY HAVE PASSED THIS
WAY BEFORE
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So many have passed,
wanting my miracle,
not seeing the Sirens behind the door.
Oh god, what do you demand of me?

Although much has been written about the grieving process of
patients and their families, little is known about physician
grief.1-4 As a professional caregiver, the physician is expected to
be an honest, compassionate, and knowledgeable guide who is
able to advise and comfort patients and families in their most
desperate hours. But physicians are no less human than others. In
fact, many have been drawn to medicine through their sensitivities to the needs and the suffering of others. Physicians forge
close relationships with many patients with whom they have
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T’S GOOD Friday and the end of a long week. I smile to see
one of my favorite patients at the end of the day’s schedule.
All of us have those patients who touch us more deeply than
others. My patient, Mr X, is a 50-year-old white male who was
diagnosed with localized leiomyosarcoma of his right thigh in
1996. I had taken great satisfaction in his outcome. He had
returned to full time work and a normal lifestyle; he was a silver
lining, indeed, amid many other patients of mine who had not
fared so well. At his 5-year follow-up visit, a routine computed
tomography scan demonstrated pleural disease on the right side.
Given the focal recurrence after a long disease-free interval,
he underwent removal of resectable disease followed by
additional chemotherapy. Follow-up computed tomography
scan and positron emission tomography scan were negative at
the completion of therapy. I hoped in my heart that he was
free of disease.
I glanced at his scan on my way to his room, my eyes in
disbelief quickly traveling to verify the name in the corner. The
report confirmed what I had seen, “new pleural mass since most
recent evaluation, extensive pleural disease.” The emotion and
introspection triggered by that encounter acted as an earthquake
that reverberated through the Easter weekend. The poem that
follows is an account of my struggle.

I
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PHYSICIAN LIMITATIONS: WANTING MY MIRACLE

The hopes, expectations, and denial of certain patients and
families can also be a heavy cross to bear. Physicians make
significant personal sacrifices for their patients, often sacrificing
personal time, sleep, hobbies, and even family life to meet the
needs of their patients.
The sacrificial nature of being a physician is expressed in Dr
Meyskens’ poem in the cry, “summon me”. Yet despite the
altruism of oncologists, the progress of science, and the requests
of our patients, miracles are few and far between. Physicians
must be mindful and calculated in their sacrifices. Our resources
and reserve are ultimately limited; thus, unrestricted sacrifice
without adequate opportunities to recharge eventually leads to
personal depletion and loss of effectiveness.
PHYSICIAN GUILT: THOSE ENTRUSTED TO ME

Failure to accept limitations leads to physician guilt. Oncologists’ sense of commitment and obligation to their patients can
lead them to feel somehow personally responsible for their
inability to produce miracles. After all, these patients are
entrusted to us, and we feel the weight of that responsibility.
Patient appeals, such as “There must be something else you
can do,” can strengthen the miracle worker paradigm and can
lead physicians to pursue treatments and interventions they
suspect are unwarranted. Feelings of failure and inadequacy
may spur additional attempts at salvage therapy, rather than
helping patients transition to a palliative approach. Medical
mistakes also can cause significant physician guilt and are
often borne in silence.3-6
But doctors are not deities, and a misguided sense of duty is
a foundation for unsound medical decisions and ineffective
oncologic care. Despite our best intentions, we often have little
ability to reverse the course of malignant diseases. Accepting
this fact allows us to pursue the meaningful work of helping
patients come to terms with their illness and to make decisions

about how to spend the remainder of their lives. In Dr Meyskens’
poem, the oncologist’s recognition that many of his patients are
“needing solace and nothing more” is a critical reframing of his
role from savior to shepherd. It is in this role that he can guide
the patient’s struggle to accept his illness and relieve suffering.
PHYSICIAN EXHAUSTION: THE SEA FORESTALLED

The recurring analogy of the physician acting as a dike
holding back an overwhelming sea is a powerful image that
resonates with oncologists. Studies on distress and burnout in
physicians indicate that the most compassionate doctors may be
the most vulnerable to physician burnout,7 a syndrome of
emotional exhaustion, depersonalization, and a low sense of
personal accomplishment that leads to decreased effectiveness at
work.8 Burnout primarily affects individuals whose profession
involves an intense involvement with people. It has been found
in a wide range of practicing physicians from interns to department chairs.9-11 A number of studies indicate that burnout
adversely affects the medical care physicians deliver.5,9,10
Oncologists may be particularly vulnerable to burnout because
of the emotional nature of caring for patients with terminal
illness, with studies reporting that 25% to 50% of oncologists
experience burnout.12-14 Oncologists also often receive little
training regarding how to communicate bad news to patients or
how to deal with patients’ emotional reactions.15 This lack of
training on how to advise, empathize with, and counsel patients
may lead to additional distress for oncologists.12 New avenues to
improve this training for oncology fellows have been developed.16,17 Avoidance is one method of dealing with this lack of
training on delivering bad news. An oncologist presenting a
blithely optimistic impression to a patient with metastatic disease
who has a good response to treatment is one example. Ultimately, avoiding discussing the reality of disease behavior with
patients robs them of opportunities to reflect on values and make
decisions about how to live the rest of their lives.18
Physician burnout is a complex phenomenon that can be the
net result of a number of personal and professional factors. On a
professional level, having inadequate training in dealing with
dying patients, inadequate control over practice setting, inadequate support staff, and a lack of open and supportive relationships with colleagues all seem to contribute to burnout.12 On
a personal level, problems in relationships, inadequate personal time, and the absence of identifying meaning in the
work experience may also contribute.9,14,19-21 Additionally,
the tension between personal and professional responsibilities
can be an even more significant contributor to burnout than
the job or personal characteristics themselves.22,23 Oncologists who feel they are unable to be a good spouse and/or an
involved parent because of the demands of their work are at
high risk for burnout.22,23
EXISTENTIAL ASPECTS OF BEING A PHYSICIAN: OH GOD,
WHAT DO YOU DEMAND OF ME?

The practice of medicine can certainly be a spiritual endeavor.
Indeed, patients do entrust their lives to us, and we routinely
make decisions that can affect the length and quality of their life.
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shared significant tears, trials, and triumphs of diagnosis and
treatment. Unfortunately, although physicians often successfully
execute their duty of support to patients and families, they
commonly have little time to process their own sorrow about
their patients’ death and suffering.1 Instead, more often than not,
the extra time spent being a compassionate provider to the last
patient has left them 30 minutes late for another needy patient.
Thus, they shelve their unresolved emotions from the last
encounter in an effort to serve the next patient.
But these rain checks have a tendency to stack up. If the grief
is not appropriately resolved, it overflows. When there is no
more room to store additional grief, we lose the ability to be
compassionate and invested with patients. This distress from
work can then spill over into our personal life. One response is
to become callous, technical, and distant. Although some degree
of detachment is healthy and even necessary to maintain perspective, being too detached may render us ineffective healers.
The depersonalization that results can slowly exhaust our compassion and lead to a lack of engagement with patients and
eventually to burnout.
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ACCEPTANCE AND PHYSICIAN WELL-BEING: TAUNT ME
NO MORE

Oncologists must recognize the above issues if they are to
avoid burnout and achieve renewal and well-being. A number of
specific suggestions can be helpful in preventing burnout.
Developing approaches to delivering bad news and dealing
with emotional responses to bad news can help minimize the
stress precipitated by these tasks frequent to oncologists.12
Allowing adequate personal time to grieve our own losses can
bring healing that preserves compassion and prevents struggles at work from spilling over into personal relationships.1,2
Limiting workload, designing flexibility in scheduling, and
developing coverage systems with colleagues can minimize
tension between personal and professional life and help
immunize against burnout.23,25-27
Identifying and reflecting on the existential aspects of being a
physician is an opportunity for personal growth. Regular meetings with colleagues to discuss grief, mistakes, suffering, and the
personal challenges and rewards of medicine can strengthen

self-awareness and help physicians realize that they are not
alone.20,28,29 A variety of formats that foster personal and
physician reflection, generally built on confidentiality, active
listening, and limitations on criticism or giving advice, are
effective.28 These meetings are an opportunity not only to share
struggles, but also to promote a sense of being connected, to
reaffirm professional values, and to enrich practice. Religious or
spiritual practices can be equally important as a source of
renewal for many physicians.9,20,24
Recovery from burnout is possible, with increasing evidence
indicating that physicians can actively promote their own wellbeing.20,24,26,30 Placing limits on work, nurturing and protecting
personal relationships, pursuing self-care activities (such as
exercise and hobbies), engaging in religious and spiritual practices, and developing a life philosophy that promotes balance
between the personal and professional lives are characteristics of
healthy physicians.20,24 A time of introspection to reflect on
values can be an important first step to identifying priorities and
incorporating them into our lives.30 Comprehensive reviews of
physician well-being have been published.26,27
CONCLUSION

All physicians confront the “tidal wave” at some point in their
practice. Weathering this storm is no trivial task. We face the
onslaught of grief, exhaustion, guilt, existentialism, and burnout.
We question our strength, our values, our motivation, and our
reserve. Ultimately, as Dr. Meyskens demonstrates in his poem,
recognizing and accepting our abilities and limitations brings
healing and an opportunity for personal growth. Developing a
personal strategy to promote well-being is critical. The realization that we stand with a host of others who have “passed this
way before” allows opportunities to develop a sense of connectedness with colleagues that can be both healing and rejuvenating.
Recognizing these challenges and proactively promoting our
own wellness can help us survive the tidal wave—to “stand
down and let it pass” so it will “taunt us no more.”
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