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Abstract
Objective Effectively managing patient distress in oncology is
challenging. Trainees in oncology experience distress along
with their patients and patients’ families, especially during an
inpatient admission. This study evaluated the physician-in-
training experience while working on an inpatient
hematology-oncology ward.
Methods We collected a survey from internal medicine interns
and residents at the end of a 2- or 4-week-long rotation on a
hematology-oncology ward. It included the Impact of Events
Scale-Revised (IES-R), a measure of distress, information
about resident demography, rotation experiences with death,
and personal circumstances that could affect distress levels.
House officers were asked to provide comments regarding
their most stressful experiences or how they were affected
by dying patients.
Results Fifty-six residents completed questionnaires (58 %
overall response rate) and scored IES-R 18.7 (SD 14.2) indi-
cating that the majority (80 %) experienced significant clinical
distress (IES-R ≥8) and 20% experienced posttraumatic stress
disorder (PTSD) levels of distress (IES-R ≥33). Comment
themes are highlighted and included general frustration and
death-related events. Forty-one (73 %) reported that their IES-
R event was a death-related experience, and 39 (69.6 %) re-
ported that attending to dying patients was the most stressful

part of the rotation. Residents cared for 4.28 patients at the end
of life on average during the rotation, and 68 % derived a
sense of meaning from such work.
Conclusions This study suggests that physician-trainee distress
is significantly elevated while working on a hematology-
oncology ward and may relate to general frustration and
death-related events. Further study should evaluate the etiology
of medical trainee distress in oncology.

Keywords Distress . Medical education . Death . Patient
safety . IES-R (impact of events scale revised) . Meaning .

Attributedmeaning . Personal stress . Posttraumatic stress
disorder .Vicarious trauma .Hematology-oncology .Resident
medical education . Professionalism . Conservation of
Resources . Coping reserve

It is apparent that physicians, particularly those in train-
ing, have great difficulty in maintaining their equanim-
ity when they must care for and relate intimately to
terminal dying patients.
-Kenneth L. Artiss M.D., N Engl J Med 1973

Introduction/Background

Just as cancer patients and their families experience distress
over cancer, trainees in oncology also experience distress, par-
ticularly early in their professional experience [1]. It is not pos-
sible to make our patients better without understanding them; it
is not possible to make ourselves more humanistic physicians
without understanding how patient-care experiences shape us.
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For the medical trainee, the inpatient oncology rotation is a
highly stressful experience, in part because of its proximity to
dying patients and exposure to challenging family interactions
that produce high levels of distress [2]. Interns and residents are
often the frontline of medical personnel who manage many dif-
ficult situations within a hospital setting. Death-related distress,
usually in the form of secondary traumatic stress, has been do-
cumented among oncology physician trainees and in 16 to 34 %
of oncologic nurses [3–5]. Chronic conditions such as burnout,
depression, and low quality of life (QOL) are highly correlated
and prevalent among both medical students and physician
trainees at rates higher than the general population [5–8]. These
conditions are associated with an increased risk of medical and
medication errors [5], unprofessional behavior [8], jeopardized
patient safety [7], and decreased patient satisfaction [6] withmed-
ical care. Although burnout, depression, and lowQOL have been
previously described in residents as a consequence of year-long
training, distress, as an acute reaction to a specific training-related
stressor, has not been extensively evaluated.While intrinsic to the
training environment of the hematology-oncology ward, death-
related vicarious trauma may be associated with distress for the
young trainee. Distress has been associated with burnout, less
career satisfaction, and less patient satisfaction [6–9].

Acute physician-trainee distress has not been widely ex-
plored in selective clinical settings, such as inpatient hematol-
ogy-oncology. Therefore, this study also offers an exploratory
analysis of distress in relation to patient death events, personal
stressors, and derived sense of meaning, which could repre-
sent a protective mechanism to counter distress.

Methods and Materials

Participants

Subjects were internal medicine house officers (i.e., interns and
residents) working on a single-institution hematology-oncology
ward rotation. House officers who rotated a second time during
the course of the study were not included. Preliminary and
categorical internal medicine interns were both included.

Procedure

In September 2013, a single-institution institutional review board
approved this study.House officers whomet the inclusion criteria
were consented and asked to fill out the survey 3 days prior to
finishing the rotation. Surveys were collected at that time and up
to 2 days after finishing the rotation. The survey was adminis-
tered in paper form or via RedCAP® and consisted of the Impact
of Events Scale-Revised (IES-R), demographic information (age,
gender, postgraduate year, previous hematology-oncology rota-
tions, length of this rotation, absences), clinical information about
the rotation and death-related events (1) Bwas the stressful event

(the IES-R asks the participant to identify a stressful event) death-
related?^ (Yes/No) (2) BHow many ‘actively’ dying patients did
you care for during your rotation?^ (3) BWere these the most
stressful experiences of your rotation?^ (Yes/No) (4) BIf no,
briefly describe the most stressful issue you’ve been facing dur-
ing this rotation^ (free-text). (5) BDid you derive a sense of
meaning from working with dying patients?^ (Yes/No) (6)
BPlease describe how dealing with dying patients on this rotation
has affected you^ (free-text), and personal situational information
(e.g., personal stress, effect on personal/work life, verbal mis-
treatment on the wards by attending physicians, family support).

Measures

The IES-R is a 22-item scale to measure current subjective
distress related to a specific event that the participant is asked
to identify [10, 11]. It highlights the three most commonly
reported responses to traumatic stressors, avoidance (8 ques-
tions), intrusion (7 questions), and hyperarousal (7 questions).
It has proven validity in multiple settings with averaged inter-
nal consistencies of 0.86 and 0.90 for intrusive and avoidance
subscales, respectively [12–15]. There is a theoretical maxi-
mum of 88 points, and scores above an 8 are considered to
have clinical implications while scores under 8 are subclinical.
Scores over 33 represent a high likelihood (over 90 %) of
posttraumatic stress disorder (PTSD) [16, 17]. Of note, a clin-
ical interview is necessary to make any formal psychiatric
diagnosis, and therefore, a scale may only suggest its presence
based on studies that have included both the scale (e.g., IES-
R) and formal psychiatric evaluations.

Statistical Analysis

The analysis of this study involved primarily descriptive sta-
tistics. This included means, standard deviations, medians,
and ranges, or percentages of several demographic variables
and the scores of the scales. Univariate linear regression was
performed on continuous variables, and non-parametric corre-
lations were made using Spearman’s Rho. Statistical proce-
dures were performed using the SPSS version 22 software
(SPSS, Chicago, IL, 2013), and statistical tests were two tailed
with a 5 % significance level.

Results

Fifty-six out of 96 residents completed the questionnaires
(58 % overall response rate). The cohort was comprised of
33 internal medicine interns (PGY I) (59 %) followed by 13
third-year residents (PGY III) (22 %) and 10 second-year res-
idents (PGY II) (19 %), with an average age of 28.78 (SD 2.3)
ranging from 26 to 35 years old (Table 1). Thirty-nine house
officers spent 2 weeks (70 %) and 17 house officers spent
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4 weeks (30 %) on the rotation. One resident (1.8 %) was
absent for over 3 days of his 2-week rotation. On the ward,
35.7 % had rotated previously (although not during the study
period).

The cohort’s distress (IES-R) averaged 18.7 (SD 14.2), and
subscale results were intrusion 8.1 (SD 6.1), avoidance 7.4
(SD 6.2), and hyperarousal 3.2 (SD 3.5) (Table 1). IES-R
scores indicated that the majority (80 %) experienced signifi-
cant distress (≥8), and 20 % experienced PTSD levels of dis-
tress (≥33). Intern (PGY I) IES-R was 20.09 (SD 13.04) and
did not differ significantly from resident IES-R (PGY II/III)
17.22 (SD 17.18) (p=0.618). Distress scores of house officers
who rotated for 2 weeks (IES-R 19.02) did not differ signifi-
cantly from those who rotated for 4 weeks (IES-R 19.11) (p=
0.974).

Forty-one participants (73 %) stated that their IES-R event
was related to a death-related experience on the job. This
question was followed up with an additional question where
39 participants (69.6 %) reported that attending to dying pa-
tients was the most stressful part of the rotation and 28 pro-
vided comments describing how dealing with dying patients
had affected them on the rotation (Table 2). On average, res-
idents reported caring for 4.28 dying patients (SD 3.6) with a
range from 0 to 20 over the course of the rotation. Only one
resident reported not taking care of at least one dying patient
during his 2-week rotation (his IES-R score was 18.0).
Seventeen participants (30.4 %) reported that it was not the
most stressful experience, and all seventeen left comments
describing what they considered to be the most stressful ex-
perience of the rotation (Table 2).

Table 2 lists house officer comments based onwhether they
felt that death-related experiences were the most stressful of
the rotation (left-hand column) or not (right-hand column).
The most common themes were death-related events and gen-
eral frustration and were evenly divided between both groups/
columns. House officers who felt that caring for dying patients
was the most stressful experience of the rotation also
commented on general frustrations of the rotations, and those
who did not feel that death events were the most stressful also
appeared to comment on death events. Two commentators
gave personal reflections of how they actually felt, Bterribly,
with guilt^ and Bmade me question my actions and whether I
missed anything,^ which were in the death-as-most stressful
column. That column garnered more positive comments as
well. The frustration theme appeared to center around interac-
tions with educators, not having enough time to adequately
care for patients, and disagreement about treatment plans.
Many house officers offered what they felt should have been
provided for patients or families but was not offered or pro-
vided. Many chose to cite examples instead of directly an-
swering the question about how dealing with dying patients
had affected them. Although, frequently, the descriptions of
events provided insight into how they actually felt, such as
Bseeing so many dying patients was stressful,^ Bmade me
question,^ Bmore comfortable,^ and Boverwhelming experi-
ence,^ for example.

Despite the majority of negative comments about death
and frustrations with the rotation, 68 % of house officers
replied yes to the question Bdo you derive a sense of meaning
from working with dying patients?^ One resident
commented, BI felt very fulfilled by this rotation and that
what I did mattered. I was able to form relationships with a
few patients as they stayed throughout my two weeks on
service…It is tough to juggle it all but with a positive attitude
and with time, you improve in all those domains.^ These
words seem to indicate a perspective that finds meaning in
this work based on the relationships that are made. Another
commented, Bpatients may not die if we do everything right,^
which may indicate that this resident’s sense of meaning is
tied to helping patients to obtain survival. However, identify-
ing a derived sense of meaning and correlations with both
death as the most stressful experience (r=−0.079, p=0.543)
or death-related IES-R events (r=−0.149, p=0.251) were not
statistically significant.

Personal stressors, as indicated by interns and residents,
were concurrently experienced by 16 % of the cohort.
Characteristics of house officers who identified personal
stressors versus those who did not are listed in Table 3.
Stressors included issues such as moving, marriages, family
illnesses, financial losses, and breakups. The personal stressor
group was slightly younger (27 versus 29) and had higher
median IES-R scores (24.0 versus 18.9; average 18.0 versus
17.0) with similar subscale scores.

Table 1 Intern and resident cohort characteristics. Participant
characteristics and their distress measurements by the IES-R
(postrotation questionnaire)

Cohort (N=56) Mean (SD)

Age 28.8 (2.3)

Gender M=17, F=14

Postgraduate year (PGY) • 33 PGY I
• 10 PGY II
• 13 PGY III

Distress (IES-R total) 19.0 (14.7)

• Intrusion 7.5 (6.2)

• Avoidance 8.1 (6.6)

• Hyperarousal 3.4 (3.8)

Attributed distress (IES-R) Bevent^ to death-related
event

70 %

Were death experiences the most stressful? 73 %

End-of-life patients (#) during rotation 4.28 (3.6)

Did you derive a sense of meaning from working with
dying patients?

68 %

Any personal stressful events going on outside of work? 16 %

IES-R Impact of Events Scale-Revised, PGY postgraduate year, SD stan-
dard deviation
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Discussion

The inpatient hematology-oncology ward engenders multiple
stressful situations for medical house staff. Treating patients
with end-stage diseases, interacting with patients’ family
members who are often themselves experiencing distress,
and simultaneously managing myriad acute medical condi-
tions are difficult. The levels of distress documented by the
IES-R in this study are similar to distress results for nurses
who may have been exposed to severe acute respiratory syn-
drome in Taiwan (IES 17.8, SD 12.4) and are perhaps greater
than obstetric professionals who experienced a miscarriage,
for example [18, 19]. The rates of PTSD-like distress echo
prevalence rates that are found among civilians in an area of
a natural disaster (tsunami, earthquake) [20, 21]. This may be
the first study to document IES-R scores for internal medicine
residents rotating on a hematology-oncology ward.

The intern or resident rotating on a hematology-oncology
ward may encounter death for the first time, and it is often
without the team support that is frequently encountered in an
intensive care unit. Dr. Artiss appreciated the unique stressors
of the hematology-oncology ward environment [1] in 1973,
and they continue today. While entrenched in this environ-
ment, residents (PGY II, III) are given new responsibilities
at a higher level of care for their patients and are expected to
endure a greater amount of stress during this rotation com-
pared with others. They are also given increased responsibility
for a select group of hematologic and oncologic patients,
adding to uncertainty in making decisions about treatments.

This study highlighted common themes of frustration and
death-related events that house officers rotating on an oncol-
ogy ward may face. The theme of frustration with how care is
delivered brings up a moral dilemma for residents who are
obligated to carry out others orders. Additionally, death-
related events appear to be highly salient for the interns and
residents who are experiencing those events, albeit vicarious-
ly. The majority of house officers reported that their stress was
related to a death event when asked in two different ways (two
separate questions). Also, residents and interns who identified
personal or non-work-related reasons for their distress report-
ed slightly higher distress symptoms. Perhaps, the perception
and experience of distress are cumulative; stressors mount as
residents identified caring for a greater number of dying pa-
tients as well.

Concomitantly, the majority of house officers derived a
sense of meaning from working with dying patients.
Although the correlation was not statistically significant, per-
haps finding meaning in clinical work ameliorates or modu-
lates the stress of working with dying patients for some of the
house officers. That is, a subgroup of house officers may seek
meaning in their clinical work as a coping mechanism or ther-
apeutic perspective. Several extrapolated comments, as listed
in Table 2, could be seen as reflecting a need for meaningT
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when it is absent (i.e., comments about frustration with pro-
viding futile care or care with which the resident may not
have agreed). Many of the positive comments about the rota-
tion reflected a sense of meaning Brepresents an opportunity
to help during a time of greatest need.^ These associations
would require much further analysis to understand, especially
since the survey did not allow for a universally understood
definition of meaning. Without more qualifying data or a
universally accepted understanding of meaning, it is not pos-
sible to draw strict conclusions from how house officers an-
swered Bdo you derive a sense of meaning from working with
dying patients?^

There are several important limitations to this study. It is a
cross-sectional study involving a relatively small cohort with-
out a control group, making its analysis descriptive and inter-
pretations speculative. Perhaps, most limiting is that there is no
baseline comparator data from other rotations, which could
engender similar levels of distress; thus, it is difficult to draw
any conclusion about the uniqueness of the hematology-
oncology ward environment for the medical trainee. Also, the
IES-R does not make a formal psychiatric diagnosis (as
discussed in the BMethods and Materials^ section), and it is
not clear that the house officers actually were functionally im-
paired, which would be necessary for a PTSD diagnosis, de-
spite experiencing relatively high IES-R scores. The number of
end-of-life patients was subjectively obtained from each house
officer and was subject to their retrospective perceptions of the
rotation. Work hours would have been a helpful predictor of
distress but were not collected. Although work hours are re-
stricted to 80 h per week by ACGME (Accreditation Council
for Graduate Medical Education), there could still be an asso-
ciation with those who work close to or over 80 h per week but
has not been a consistent predictor of burnout as recent studies

with new work hour restrictions have indicated [22–24].
Finally, the overall response rate was 58 % for those residents
who filled out both pre/postrotation surveys; it is quite plausible
that the remaining 42 % of residents who did not fill out the
surveys were even more distressed. Speculative reasons for not
returning surveys may have included disgruntled attitudes and
time pressure.

Interventions, in the form of group support, are effective in
positively changing attitudes, improving an appreciation for the
humanistic side of medicine in oncology, and improving pro-
vider confidence [25–27]. Also, many internal medicine pro-
grams currently have end-of-life, hospice, and palliative care
training curricula [2, 28], and trainees have reported favorably
on their implementation [29]. Simply having a psychological
presence is a notable component in the clinical environment
and may provide a catalyst to hone coping skills [30].

Few studies postulate a specific mechanism by which their
intervention affects change. An underlying causal mechanism
is rarely described in various intervention studies and needs to
be investigated further. A deeper understanding of physician
and trainee distress is necessary in order to promote improved
provider quality of life and positive health outcomes for pa-
tients. Increasingly, physicians are expected to respond to pa-
tients empathically, but there is little formal guidance on how
to do so within the distress-laden environment of oncology. It
appears that the medical practitioner can easily vacillate be-
tween providing open, sensitive, and compassionate care to
becoming overwhelmed, burnt out, and without proper edu-
cation or mechanisms to emotionally take care of ones’ self. In
order to best inform educational- and therapeutic-type inter-
ventions, a guiding theory is needed.

The theory of Conservation of Resources (COR) developed
by Dr. Stevan Hopfoll approaches stress as inversely

Table 3 Personal stressors. Participants who identified personal stressors versus those who did not identify personal stressors. Examples of personal
stressors were moving, family illnesses, financial losses, breakups

Personal stressors were declared Personal stressors were not declared

Number 9 47

Age (range) 27.5 (26–29) 29 (26–35)

Female gender 67 % 50 %

Postgraduate year PGY I 44 %, PGY II 22 %, PGY III 33 % PGY I 64 %, PGY II 18 %, PGY III 18 %

IES-R total (range) 18 (1–56) [mean=24.0] 17 (1–59) [mean=18.9]

IES-R avoidance 7 (0–17) 7 (0–24)

IES-R intrusion 8 (0–24) 8 (0–22)

IES-R hyperarousal 3 (1–15) 2 (0–13)

Number of end-of-life patients (#) during rotation 5 (1–20) 4 (0–10)

Were death experiences the most stressful? 88 % 65 %

Did you derive a sense of meaning from working
with end-of-life patients?

75 % 63 %

Parentheses indicate range

IES-R Impact of Events Scale-Revised, PGY postgraduate year
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proportionate to one’s perceived losses [31, 32]. Similarly, a
coping reserve model, as described by Dr. Laura Dunn [33],
demonstrates how people manage stressors based on re-
sources. These theories explain how house officers with per-
sonal stressors had slightly higher distress scores while caring
for the same population of end-of-life patients. Also, these
theories may explain why residents who reported personal
stresses also reported caring for more dying patients as they
saw a diminishing of their personal resources. Additionally,
the majority of house officers derived meaning from attending
to dying patients on the ward, even while they also reported
high rates of distress. These theoretical guides are useful to
develop directed strategies to develop and reinforce residents’
emotional resources. Heightened anxiety and the concurrent
assignment of meaning suggest that the hematology-oncology
ward environment is filled with teachable moments. Residents
are most receptive to guidance in humanistic medicine when
the events are most salient to them, as indicated by the adult
learning theory [34]. This moment could also be seen as a
critical teaching opportunity to ensure healthy coping tech-
niques and the avoidance of maladaptive protective behaviors,
such as terse communication or the disavowal patients’ dis-
tressful symptoms that have been so commonly employed by
physicians historically [35].

In summary, clinically significant distress levels were pres-
ent in the majority of house officers rotating on the
hematology-oncology ward. Significant content themes were
frustration (i.e., with the learning experiences or providing
care with which they did not agree) and salient death-related
events. The majority of house officers identified a death-
related event as their IES-R (distress scale) event and also felt
that these were the most stressful of the rotation. At the same
time, the majority also derived a sense of meaning from work-
ing with dying patients. Future directions should include fur-
ther study into the mechanism of medical provider distress
(e.g., death-related phenomena), interventions to lessen pro-
vider distress, and to understand the role of meaning.
Interventions could experientially process routine vicarious
death trauma for the medical providers and enhance a derived
sense of meaning, similar to a recent successful intervention
study [36]. Patient-related outcomes secondary to diminished
physician distress should also be explored.
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