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Abstract
Background The Irish Medical Council has identified gaps in knowledge and communications skills of new-entrant doctors in
legal, ethical and practical aspects of end of life care.
Aims To determine the frequency with which junior doctors deal with end of life care and patient death and to evaluate the impact
this has on their psychological wellbeing.
Design A questionnaire was distributed to junior doctors to determine the frequency with which the participants had managed a
patient at end of life. An abbreviated Posttraumatic Stress Disorder Checklist-Civilian version was used to evaluate psychological
distress. Critical incident technique interviews explored the challenges of caring for patients at end of life.
Setting/participants A total of 110 junior doctors in two teaching hospitals in Ireland completed the questionnaire: 39
(35.5%) interns and 71 (64.5%) senior house officers. In addition, 31 interviews were carried out with interns, senior house
officers and registrars.
Results The majority (81.8%) had pronounced a death with 39.4% of senior house officers doing so more than 10 times. Three
quarters (75.5%) had discussed end of life with a patient’s family. Of the 110 respondents that completed the posttraumatic stress
disorder checklist, 11.8% screened positively for posttraumatic stress disorder. Challenges identified at interview included lack of
knowledge and preparedness, difficulty communicating with family members, a lack of support and a feeling of failure.
Conclusions Junior doctors are regularly carrying out tasks related to end of life care, resulting in high levels of psychological
distress. Further training and a change in culture are required.
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Introduction

Acquiring the skills and attitudes required to be competent and
comfortable with end of life care and death is challenging and
poses many ethical, legal, practical and psychological di-
lemmas for doctors. Junior doctors achieve competence in
these skills through observation in clinical practice in a tradi-
tional apprenticeship model.

Recent data from the Irish Medical Council identifying
educational needs of new-entrants to the practice of medicine
in Ireland recognises gaps in areas, including communication
skills (for patient-centered care, end of life issues and advoca-
cy skills) and legal and ethical aspects of end of life care
(autonomy of decision-making, capacity, documentation of
care and the legal basis of prescribing). Results of a recent
national trainee experience survey in Ireland showed that
74% of interns did not feel well prepared for the physical
and/or emotional demands of clinical practice [1].

Key statements
•What is already known about the topic There are gaps in knowledge
and communications skills of new-entrant doctors around the legal,
ethical and practical aspects of end of life care.
• What this paper adds Junior doctors are reporting a high level of
psychological distress as a result of managing patient death and end of
life care.
• Implications for practice, theory or policy Further training is required
to improve preparedness for patient death and end of life care.
Junior doctors require support when dealing with distressing clinical
situations.
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Dealing with death and dying is a common source of stress
and psychological distress to doctors [2]. Stress and poor resil-
ience can lead to syndromes of clinician stress such as burnout,
moral distress, compassion fatigue and posttraumatic stress
disorder symptoms [3, 4]. Compassion fatigue (also known
as secondary posttraumatic stress disorder (PTSD)) is de-
scribed as diminished emotional energy needed to care for
patients and has symptoms similar to primary PTSD, i.e. hy-
perarousal, avoidance and re-experiencing [3, 5]. PTSD is
characterised by exposure to a significant traumatic event and
by subsequent development of characteristic symptoms [6].
Secondary PTSD applies to those emotionally affected by the
trauma of another [5]. Repeated vicarious exposure to trauma
can contribute to compassion fatigue and PTSD symptoms [4].
A recent study reported that one-third of professionals working
in a palliative care setting, who were enrolled in mindfulness-
based communication training, reported clinically significant
PTSD symptoms [4]. Syndromes of clinician stress can impact
on physician mental health, patient care and safety [7–9].

Aims

& Determine the frequency with which junior doctors deal
with end of life care and death.

& Evaluate the impact of patient death on the psychological
wellbeing of junior doctors.

Materials and methods

Research design

A mixed methods design was adopted which allowed for the
triangulation of data between the quantitative and qualitative
phases of the study. During the quantitative phase, a question-
naire investigating junior doctors’ experience with end of life
care and patient death was circulated in two teaching hospitals
in Ireland. The qualitative phase involved junior doctors in
one of the hospitals participating in critical incident technique
(CIT) interviews about their experience of end of life care and
patient death.

Quantitative phase

Questionnaire development

The questionnaire contained a section on demographics,
frequency of carrying out tasks (e.g. notification and cer-
tification of death, pronouncing death and documentation,
communication with families), desire for knowledge and
training and the psychological impact of patient deaths on
the study population. During development of the

questionnaire, a focus group of researchers (comprising
of four doctors) was held to discuss the format and con-
tent of the questionnaire. A draft of the questionnaire was
piloted before distribution. The final questionnaire was
circulated to interns and senior house officers (SHOs) in
two university teaching hospitals between September and
November 2016. An abbreviated 6-item version of the
PTSD Checklist-Civilian version (PCL-C) was incorporat-
ed into the questionnaire to assess psychological distress
related to the death of a patient (Table 1) [10]. For each of
the six questions, the respondents were asked to report on
a Likert scale 1 (not at all) to 5 (extremely) as to how
much they agreed with the statement yielding a minimum
score of 6 and a maximum score of 30. A score of ≥ 14 is
considered a positive screening test for PTSD scale. The
PCL-C yields three subsets which represent symptom
clusters of the criteria for posttraumatic stress disorder
(PTSD) (Table 1) [11].

Evaluation of the psychometric properties of the PCL-C
measure has shown high internal consistency, test-retest reli-
ability, convergent validity and discriminant validity [11]. The
PCL-C (6-item short form version) has been found to have
high criterion validity when compared with established
methods of scoring PTSD such as the Mississippi PTSD scale
and the CAPS (Clinician-Administered PTSD scale) [12]. The
PCL-C scores highly for diagnostic efficiency (0.75 ± 0.06),
sensitivity (0.92 ± 0.19) and specificity (0.72 ± 0.76) [13].

Data collection

Purposive sampling of junior doctors (interns and SHOs) took
place in two teaching hospitals in Ireland. Purposive sampling
involves choosing subjects because they possess knowledge,
experience or the other attributes relative to the phenomena
being explored. The paper-based questionnaire was distribut-
ed by a palliative care registrar (HL) at scheduled teaching
events in the hospitals. Junior doctors were approached on
the wards and asked them to return the completed question-
naire to a single collection point to ensure anonymity. Data
was collected between September and November 2016. An
information sheet including a distress protocol (in the event
that the questionnaire evoked distress in the participant) was
provided and written consent was obtained from all
participants.

Data analysis

The survey data was coded and analysed by a statistician (FC)
using simple descriptive statistics and independent t tests, to
compare junior doctors at different seniorities using SPSS
(Statistical Package for the Social Sciences) statistical
software.

634 Ir J Med Sci (2019) 188:633–639



Qualitative phase

Interview design

Critical incident technique (CIT) interviews were conducted
by a registrar in palliative medicine (HL) and by a medical
SHO (LM) following training in conducting CIT interviews.
Both interviewers work in the hospital where the interviews
were conducted and in some cases had an established profes-
sional relationship with the interviewees. CIT is a well-
established qualitative research tool used in many areas of
the health sciences used to evaluate behaviour in professional
environments. This technique was used to understand the un-
derlying knowledge, skills and attitudes of the respondents
through the description of a challenging scenario [14–16], in
this case, the death of a patient. The four primary phases to
CIT interviews are (i) selection of an appropriate incident, (ii)
probing to construct a definitive description of the events sur-
rounding the incident and exploring the reasoning, (iii) inves-
tigating teammembers’ rationales for actions taken in relation
to the incident and (iv) pinpointing specific root causes of the
incident [17]. Opening questions to identify appropriate inci-
dents included statements such as BCan you remember a chal-
lenging situation when caring for a patient at end of life?^ This
was followed by non-directive probing to explore and expand
on participant experiences of dealing with death and dying,
rationales for actions taken and an exploration of root causes
of the incident.

Data collection

Critical incident technique interviews were conducted by re-
searchers HM, LM with interns, SHOs and registrars in a
teaching hospital in Ireland between November 2016 and
May 2017. The interviews were carried out between the inter-
viewer and the participant with no other persons present. All
participants were given an information sheet which included a
distress protocol and signed an informed consent form.
Purposive sampling (a preferred method for qualitative stud-
ies) [18] was used to select participants with experience of
dealing with death and dying patients. To reduce selection
bias, a snowballing sampling technique was employed to re-
cruit potential participants. Recruitment continued until new

categories, themes or explanations stopped emerging from the
data and the research team determined that data saturation had
been reached [19]. The sample frame included junior doctors
with experience in managing dying patients. The interviews
were audio-recorded and transcribed onto a password-
protected computer. The original audio files were subsequent-
ly destroyed. Transcripts were not returned to participants. To
maximise the transferability of the research, direct quotes and
detailed descriptions were used to clearly represent the data.

Data analysis

All interviews were audio-recorded using a denaturalised ap-
proach and transcribed verbatim by two independent re-
searchers (HL, FC). Investigators independently read all inter-
view transcripts to identify primary themes and subthemes.
Data was analysed line-by-line by (FC) without using quali-
tative data software. The results from the quantitative data
served as a provisional starting list of priori codes by which
to analyse the data.

An inductive content analysis method was employed to
analyse the emerging themes from the qualitative data.
Inductive content analysis consists of three main stages: prep-
aration, coding and reporting [20]. This inductive process fol-
lows a grounded theory approach in which the categories are
informed by the data [21]. Researchers subsequently met to
establish a consensus for a coding scheme to inform all later
analyses. Any disagreements regarding coding were resolved
by discussion to reach consensus. For this research, the re-
searchers developed categories and definitions of common
issues that doctors experience during and after the death of a
patient which emerged strongly throughout the data.
Employing an inductive content analysis allows the researcher
to describe the phenomenon of dealing with the death of a
patient from the doctors’ perspective, to increase understand-
ing and generate knowledge [20]. The formulation of catego-
ries requires the researcher, through interpretation, to decide
the appropriate categorisation for the data [20]. These defini-
tions were illustrated with examples from the interview data to
ensure external heterogeneity and internal homogeneity which
were representative of the research findings representing the
most prevalent factors influencing doctors’ actions when deal-
ing with the death of a patient.

Table 1 6-item abbreviated
PTSD Checklist-Civilian version
(PCL-C with question subsets
based on clusters in DSM-IV
diagnostic criteria)

Subset: Re-experiencing
(cluster B)

1. Repeated, disturbing memories, thoughts, or images of the incident?

2. Felt very upset when something reminded you of the incident?

Subset: Avoidance
(cluster C)

3. Avoided activities or situations because they reminded you
of this stressful experience?

4. Feeling distant or cut off from other people?

Subset: Hyperarousal
(cluster D)

5. Feeling irritable or having angry outbursts?

6. Difficulty concentrating?
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Results

Quantitative phase

Participants

After excluding missing data resulting from unfinished ques-
tionnaires (n = 17), our final sample consisted of 110 partici-
pants; 39 interns (response rate 44.8%; n = 39/87) and 71
SHOs (response rate 33.6%; n = 71/211). The interns had a
mean of 3.2 months (range = 4 months) in clinical practice
and the SHOs had 29.2 months (range = 72 months). A total
of 81.9% (n = 86) of participants were graduates of Irish med-
ical schools and 18.9% (n = 20) were from medical schools
outside of Ireland.

Prevalence of tasks related to end of life

Table 2 outlines the frequency with which junior doctors carry
out tasks associated with end of life care. For SHOs, 90% (n =
63/70) had been involved in a cardiac arrest when the patient
has died compared to just 41% (n = 16/39) of interns. Chi-
square tests indicate that SHOs were significantly more likely,
than interns, to have carried out all specified tasks associated
with end of life.

Psychological impact of patient death

A total of 86.4% (95/110) of respondents reported feeling
distressed as a result of a patient death, 51.8% (57/110) at least
moderately and 4.5% (5/110) to an extreme level. Of the total
sample, 42.7% (47/110) had repeated disturbing memories,
19.1% (21/110) at least moderately and 2.7% (3/110) to an
extreme extent. Just under half of the total participants, 48.1%
(53/110) were upset by a patient death. 18.2% (20/110)
avoided activities that reminded them of the patient death.
24.5% (27/110) admitted to feeling distant or cut off from
others. When respondents were asked if they felt angry or
described having angry outbursts, 18.2% (20/110) identified
that they had. Some respondents (28.2%; 31/110) had

experienced difficulty concentrating following a patient death.
The results of the breakdown of psychological impact on in-
terns and SHOs are outlined in Tables 3 and 4 respectively.

Of the total sample, 13/110 (11.8%) of respondents scored
positively for PTSD determined by the PCL-C (score greater
or equal to 14), consisting of 3/39 (7.7%) of interns and 10/71
(14.1%) SHOs. Using independent sample t tests, no signifi-
cant difference was found between SHOs and interns on PCL-
C mean scores (p = 0.117).

Education and training around end of life care

A total of 80% (88/110) respondents expressed a desire for
more training in palliative care: when comparing doctors at
varying seniorities, this consisted of 71.8% (28/39) interns
and 84.5% (60/71) of SHOs.

Awareness of resources to manage distress

A total of 60.9% (67/110) respondents are not aware of re-
sources at their disposal should they be feeling distressed/
experiencing low mood, corresponding to 53.8% (21/39) of
interns and 64.8% (46/71) of SHOs.

Qualitative phase

Participants

A total of 31 junior doctors were recruited for the qualitative
phase of this project: 5 interns, 16 SHOs and 10 registrars.
There were 34 separate experiences within these 31 inter-
views. Response rate was 88.6% (31/35). Participants that
declined reported that their reason for doing so was the lack
of an experience to discuss. Of the total sample, 35.3% (12/34)
pertained to experiences in intern year, 38.2% (14/34) to SHO
years and 23.5% (8/34) to registrar years. Interviews lasted
between 3:08 and 24:39 min. We continued to recruit partic-
ipants to interview until the researcher determined that data
saturation had been reached.

Table 2 Frequency of carrying out tasks related to end of life

End of life tasks (at least once) Interns (%) SHOs χ2 sig. difference between
interns and SHOs

Total

Pronouncing death 24/39 (61.5%) 66/71 (93%) 0.000 90/110 (81.8%)

Involved in a cardiac/respiratory arrest when
the patient has died

16/39 (41%) 63/70 (90%) 0.000 79/109 (72.5%)

Discuss patient at end of life with relatives 25/39 (64.1%) 58/71 (81.7%) 0.002 83/110 (75.5%)

Discuss resuscitation with relatives 9/39 (23.1%) 51/71 (71.8%) 0.000 60/110 (54.5%)

Discuss withdrawal of life-sustaining measure 7/39 (17.9%) 30/71 (42.3%) 0.010 37/110 (33.6%)

Notified coroner 4/39 (10.3%) 19/71 (26.8%) 0.042 23/110 (20.9%)
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Qualitative interviews explored issues experienced by
doctors when caring for patients at end of life. Four prima-
ry themes emerged from the data: (i) difficulty with com-
municating death and dying to patients and family mem-
bers, (ii) lack of awareness of support structures for doctors
in the aftermath of patient death, (iii) lack of knowledge
and understanding of the legal processes surrounding pa-
tient death including post-mortem, coroner, advanced care
directives and (iv) lack of preparation for the impact of
patient death and dying.

(i) Communicating death to family members

The most common issue identified by doctors when
delivering end of life care and interacting with patient
death was difficulty in communicating death to family
members, involved in 59% (20/34) of scenarios. Junior
doctors expressed discomfort in delivering bad news to
families if they have inadequate information to deliver
to families regarding the patient’s treatment. The data sug-
gested that there can be a lack of support from senior
clinicians and that there is delayed decision-making with
regard to care goals.

BI actually found it quite difficult. I was an intern and
had little experience so I found it quite difficult because

her family would stop you in the corridor looking for
answers for different things and I didn't necessarily have
them so I would often have to just defer and wait until
somebody else came along to answer them. A lot of it I
wasn't able to answer for them.^ [Intern 5]

(ii) Support structures

A second issue identified was the lack of support structures,
identified by 17/34 (50%) of participants. The ability to deliv-
er bad news and develop a positive emotional and professional
strategy to manage the process of patient death comes with
experience. Participants admitted that they adopted a strategy
of distancing themselves from their patients in order to medi-
ate the distress of patient deterioration and eventual death.
Doctors perceive a lack of support structures or formal profes-
sional service to reflect on patient death.

BI found it hard to have those heavy conversations with
the patient- I felt somewhat burdened going home in the
evenings … It has had a psychological impact and it
affects my decisions to this day… I hope that as a result
of this case that I would be more assertive when talking
to my seniors about my concerns. A lot of learning will
come with experience. I think that confidence comes
with experience.^ [SHO 3]

Table 4 Psychological impact after experiencing patient death: SHO data

Total At least moderately (score greater
than or equal to 3 on Likert)

Extremely
(score 5 on Likert)

Distressed 64/71 (90.1%) 38/71 (53.5%) 4/71 (5.6%)

Repeated disturbing memories 35/71 (49.3%) 16/71 (22.5%) 2/71 (2.8%)

Upset 41/71 (57.7%) 17/71 (23.9%) 0/71 (0%)

Avoided activities that reminded them of stressful experience 16/71 (22.5%) 4/71 (5.6%) 0/71(0%)

Felt distant or cut off from others 20/71 (28.2%) 6/71 (8.5%) 1/71 (1.4%)

Feeling angry or had angry outbursts 16/71 (22.5%) 6/71 (8.5%) 1/71 (1.4%)

Difficulty concentrating 22/71 (31%) 4/71 (5.6%) 0/71 (0%)

Table 3 Psychological impact after experiencing patient death: intern data

Total At least moderately (score greater
than or equal to 3 on Likert)

Extremely
(score 5 on Likert)

Distressed 31/39 (79.5%) 19/39 (48.7%) 1/39 (2.6%)

Repeated disturbing memories 12/39 (30.8%) 5/39 (12.8%) 1/39 (2.6%)

Upset 12/39 (30.8%) 4/39 (10.3%) 0/39 (0%)

Avoided activities that reminded them of stressful experience 4/39 (10.3%) 3/39 (7.7%) 0/39 (0%)

Felt distant or cut off from others 7/39 (17.9%) 2/39 (5.1%) 0/39 (0%)

Feeling angry or had angry outbursts 4/39 (10.3%) 2/39 (5.1%) 1/39 (2.6%)

Difficulty concentrating 9/39 (23.1%) 3/39 (7.7%) 0/39 (0%)
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(iii) Legal process of death

Lack of knowledge of the systems and the process of pa-
tient death was involved in 13/34 interviews (38%). The par-
ticipants reported feeling totally unprepared when asked to
contact the coroner, recommend a patient post-mortem or be
called to an inquest into the death of a patient. There was a
lack of clarity as to the role of the junior doctor in these
scenarios and what was appropriate for them to be doing.

BTo me the issues in this case were the timing of withdraw-
al of active treatment, the family’s role in this decision and
how to proceed once active treatment is stopped like should
one continue parenteral fluids? I felt unsure about a lot of these
issues^ [SHO 1]

and
BThe reg (istrar) on that night said that we will have to

clarify with the coroner and notify the coroner and I almost felt
like I was being asked to do it which I was definitely not
comfortable with as I was only a few weeks on the job.^
[SHO 10]

(iv) Emotional impact of patient death

The lack of preparedness for impact of patient death and
dying on the doctor was identified in 14/34 (41%) of inter-
views. The medical compulsion to treat actively as instructed
by medical training appears to accentuate the distress felt by
doctors when a patient dies under their care. Participants
agreed that when a patient was transferred to palliative care,
it seemed to indicate a failure on the part of the doctor to
effectively treat the patient.

BI think it’s probably different now but certainly when I
was in medical school it wasn’t taught well I think and there
was still a sense that palliative meant maybe a failure... that
you failed to cure… Now I don’t know how you teach that. I
think we’re a little bit better about teaching that now.^
[Registrar 6]

Discussion

Main findings

Junior doctors are frequently carrying out tasks related to end of
life care. This poses many ethical, legal, practical and psycho-
logical dilemmas for an underprepared doctor. Our study has
identified specific areas in which junior doctors are experienc-
ing difficulties when caring for patients at end of life.

They are potentially vulnerable to psychological distress
due to lack of skills and knowledge around end of life care,
lack of support from colleagues and a lack of timely decision-
making regarding goals of care. There is also a lack of aware-
ness around role and responsibilities.

What this study adds

This study has identified a number of learning needs for
doctors. Educational interventions at undergraduate and
postgraduate level are required to better prepare junior doc-
tors for the practical challenges of end of life care and
death. Suggested interventions include simulated training
in breaking bad news, the discussion around withdrawal of
active care and in practical tasks such as completing rele-
vant paperwork and training for doctors on the indications
for post-mortem and coroner referral.

This study has also highlighted a perceived lack of
structured support in the aftermath of patient death and a
perception by some doctors that a patient death indicates a
failure on the part of the doctor. Increased awareness of the
vulnerability of junior doctors and the importance of iden-
tifying those in extreme distress is essential. To address
this, it is important to put systems in place to mentor and
support colleagues and team members.

In addition to educational interventions, a change in the
current anti-emotion culture in medicine is required which
would facilitate discussion and encourage those in distress
to seek help.

Limitations of the study

The sample size for the questionnaire was small which may
limit generalisability. The numbers of interns and SHOs
were unequal; however, this was a proportional represen-
tation of the total interns and SHOs in the hospitals sam-
pled. Approaching participants directly may have contrib-
uted to selection bias. In order to account for selection bias,
the quantitative and qualitative data was anonymised and
participants were recruited from two discrete sites. The
PCL-C is indicative of self-reported symptoms rather than
using an objective assessment of PTSD, and therefore the
results are not diagnostic of PTSD. There is no normative
data on the levels of psychological distress in junior doc-
tors as a result of patient death to draw a comparison.
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