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CHAPTER 82

oncology Staff Stress and Related Interventions
Mary L. S. Vachon

oncology has been both stressful and rewarding from
to the present. This chapter focuses primarily on recent
in occupational stress and its relevance for
coping mechanisms, and programs of interven-
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stress, burnout, compassion fatigue, and moral distress
discussion of stress in oncology. Of these, the issues of

t are most studied.

The concepts of
wre relevant ina
gress and burnou

gurnout. Table 82-1 shows the symptoms of burnout which include

hysical, emotional, occupational, and social symptoms. Burnout is
2 form of mental distress manifested in “normal” people who did not
suffer from prior psychopathology and who experience decreased work
performance resulting from negative attitudes and behaviors.?

urnout is a psychological syndrome in

Components of burnout. B
al stressors on the job. The three key

response to chronic interperson
dimensions are as follows*:
Overwhelming emotional exhaustion (
dress dimension of burnout refers to feelings of being overextended
and depleted of ones emotional and physical resources Exhaustion is
the most widely and most thoroughly analyzed and studied aspect of
burnout, Exhaustion prompts action to distance oneself emotionally and
cognitively from work, as a way to cope with work overload.”
 Feelings of cynicism and detachment from the job (depersonaliza-
tion) (DP)—the interpersonal context dimension of burnout. refers to
2 negative, callous, or excessively detached response t0 various aspects

of the job. It is an attempt to put distance between oneself and .variorzls
s a consistent and strong relationship

aspects of the job. Research show’
between exhaustion and cynicism both of which emerge in the presence
of work overload and social conflict.” Sense of ineffectivencss and la

of personal accomplishment (PA)—the self-evaluation dimension of
burnout refers to feelings of incompetence and a lack of achievement
and productivity at work. PA arises more clearly froma Jack of resources
0 get the work done (e.g., lack of critical information, lack of necessall;)'
tools, or insufficient time). It may be directly related to EE and DP, or be

mﬂg independent.®
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;;c:;vcr}r. Burnout was associated with a lower satisfaction with career
o ce; it was a stronger predictor of low career satisfaction than screen-
g positive for depression in all models. It was also associated with

poorer health.?

BURNOUT IN ONCOLOGY

Stress and burnout In oncology. This review foc
from before 2000°-” and 18 from 2000 onward *22- One-third of the

s!udics were from the United States. Studies were primarily of oncolo-
gists and oncology nurses, but some also included psychosocial staff,

and support staff.

uses on five studies

‘M normative sample of

Burnout scores. In Maslach and Jackson
U.S. physicians and registered nurses, 33% had high EE, 33% high DP
d studies did not report an over-

and 33% low PA. Most of the reviewe

all score on the Maslach Burnout Inventory (MBI) but 28% of surgical
oncologists (31% of those under 50 vs. 22% over 50) and women (37% vs.
26%) had overall high-burnout scores. Using a similar population and
instrument, burnout in a large sample of oncologists decreased overtime
from 56%" to 34%.” In another large sample of American oncologists,”

61.7% reported feeling burned out.
al exhaustion is the scale that is

most responsive to the organizational environment and social inter-
actions that characterize human service work.® The lowest rate of EE
reported in the studies reviewed was 15% in Japancse palliative care
physicians."Approximatcly one-quarter of oncologists in Japan®; the
United Kingdom'; Italy, Spain and Portugal,” and surgical oncologists
in the United States reported high EE.2 One-third of Italian haemato-
oncology doctors and nurses® and Canadian gynecologic oncolo-
gists® rcportcd high EE, as did 40% of oncology and transplant staff in
Greece.” The highest rate of EE (53.3%) was found in physicians work-
ing in Cancer Carc Ontario which compared with 37.1% of allied staff.”

Kash et al.¥” used mean scores. The total sample mean for burnout
was 29.22. The normative score for US. physicians and nurses was >17. M
House staff had significantly higher EE (34.03) than nurses (29.2) and

medical oncologists (25.1).
ere assessed using

Oncologists and ophthalmologists w!
Anger Expression Inventory.® Oncology staff
on the MBI, EE, and DP scales. Increasing

burnout was associated with higher anger expressed toward the envi-
ronment and loss of anger control. Higher scores on State Anger were
associated with a pathological state of EE. Anger, as a response 10 frus-
tration, appears to be a constant clinical feature of burnout and it should
not be underestimat ed in theoretical and preventive contexts. Previously,
Vachon reported that in a study of 581 international caregivers to the
critically ill, dying and bereaved, the 110 caregivers in oncology were
more likely to report problems with anger, irritability, and frustration
than were the caregivers in other specialties. The burned out oncologists
in Allegra et al’s® sample reported feeling frustrated (78%), emotion v
exhausted (69%) and had a lack of satisfaction with work (50%).

Emotional exhaustion. Emotion

EEand anger.
the MBI and the State-Trait
showed higher mean scores

“may be inter

Depersonalization
gy staff actuated

pP (diminished empathy).
refusal’ in the oncolo

preted as an attitude of ‘patient
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Table 82-1. Signs and symptoms of burnout

Physical

Fatigue

Physical and emotional exhaustion
Headaches

Gastrointestinal disturbances
Weight loss

Sleeplessness

Hypertension

Myocardial infarction

Psychological

Anxiety

Depression

Boredom

Frustration

Low morale

Irritability

May contribute to alcoholism and drug addiction

Occupational

Depersonalization in relationships with colleagues, patients, or both

Emotional exhaustion, cynicism, perceived ineffectiveness

Job turnover

Impaired job performance

Deterioration in the physician-patient relationship and a decrease in
the quantity and quality of care

Social
Marital difficulties

soURCE: The table is adapted from information in references 1 and 2,

as a defense mechanism toward the bewildering and frightening experi-
ences that come with the daily assistance of oncology patients™" P ** In
Greece, DP was higher in those in pediatric oncology without children
and with fewer years of practice.”

The lowest report of DP was 4% of the allied health staff in the Ontario
study.? Nurses in the Kash et al.?” study had lower rates than house staff
or oncologists. Physicians in oncology more commonly reported rates of
DP from 10% to 15% %' Approximately one-quarter of physicians in
oncology in Ontario®; Italy, Spain and Portugal,” and Italian oncologists
and nurses reported DP.* The house staff in Kash et al's?” study scored
significantly higher than oncologists. High emotional empathy has been
found to be associated with mental well-being in internal medicine
residents.”

Low PA. American surgical oncologists were least likely to report
low feelings of PA (9.6%).” One-third of Canadian gynecologic oncolo-
gists®; about half of Ontario oncologists and allied health professionals®;
about half of Japanese palliative care physicians and 65% of oncologists
reported low PA." In the Kash et al. study” the group was almost identi-
cal to the mean of 36.53 reported by Maslach and Jackson,* but nurses’
had a significantly lower sense of accomplishment (34.94) than oncolo-
gists (38.03).

Psychiatric disturbance. Psychiatric disturbance in oncology staff
ranged from a low of 12% of palliative care physicians® to between a
quarter and one-third of the sample in the other studies *2°2* Kash et a].7
found women had more psychological distress/demoralization (30% vs
24.5%) and house staff had more than oncologists (30% vs, 21.6%). .

. Demographic variables and burnout in oncology. Younger care-
givers report more stressors, exhibit more manifestations of stress and
fewer coping strategies' and are more prone to burnout and t
reactions.'>*#% Emotional sensitivity and the ability to cnnnects'.:fts}:

-

patients rose after the age of 35.7 Those with more

ence were less likely to report stress-related symptome Years of exer
Surgeons with fewer years of experience had a lower sc::nd burnogy e

Those with more responsibility for dependents, c";c ofP‘,\ga

elderly parents, reported more stress.” Being single wag aer’chmldrm o
risk factor for burnout.* Females may be more at risk nfnl':ln Pendeny
problems and burnout.'™’#” However, in a large, recent ntntalhm[h
National Health Service physicians, male and midaged ¢qp, “f of Uy
particularly at risk.** Sultanty ypg,,

Personality factors relevant to burnout in oncolo
fession of medicine with its delay of satisfactions may lcad., The pry,.
experience burnout.*”” The compulsive triad in physicians ﬁ;ﬂdlc t
guilt feelings, and an exaggerated sense of responsibility cap 1, t_ﬂubt‘
enormous impact on professional, personal, and family li\-t:\l;m
diminishing awareness of one’s physical and emotional needs lead A
a self-destructive pattern of overwork. A psychology of Pﬂﬁtpona st
takes root in which physicians habitually delay in attending to th:i:"f_ﬁt
nificant relationships and other sources of renewal until all the yy [;:
done or the next professional hurdle is achieved.* s

The personality characteristic of hardiness—a sense of commitmery,
control, and challenge,*? helped to alleviate burnout in oncology staf
and was associated with a greater sense of PA.Y

Religiosity, spirituality, and meaning making. Being religious hy
been associated with a decreased risk of burnout.” Current work tends
to speak of spirituality in contrast to religiosity. Kearney and Mount®
define spirituality as “of, or pertaining to, affecting or concering the
spirit or higher moral questions” and speak of the need for the caregiver
to experience his or her own inner depths as he or she is with a patient
experiencing spiritual pain.

A MODEL FOR UNDERSTANDING OCCUPATIONAL STRESS

Recent research on burnout has focused on the degree of match or mis
match between the person and six domains of the job environment
The greater the gap or mismatch between the person and the environ-
ment, the greater the likelihood of burnout. The greater the match orfflt
the greater the likelihood of engagement with work. Six areas of work
life encompass the major organizational antecedents of burnout. T{W
include workload, control, reward, community, fairness, and values!

Burnout arises from chronic mismatches between people and lhm.
work settings in some or all of these arcas. The area of values may P
a central mediating role for the other areas* although, for i“d’“d@f:
risk of burnout, fairness in the work environment may b¢ the up{':f.
point determining whether people develop job engagement mbumt‘ms

Emotion-work variables (e.g., requirement to display o SUFF™
emotions on the job, requirements to be emotionally ¢mP

athic) 36C04"
e . ) sors-
for additional variance in burnout scores over and above job stre®

g the et
Workload. Excessive workload exhausts the individual “;n 2 ikl

that recovery becomes impossible. Workload has long
issue in oncology.1M17182023-27 Bt
. . 0 peport 10557
Whippen and Cannelos® and Whippen et al? rep tmm“““‘"
personal time and or vacation time as two of the three M0 4 ot
reported stressors leading to burnout. In their replication EN Al
over one-third said that their burnout affected patient ¢ P:mer-'-‘ "
confidence in having sufficient time to communicate ‘.;:tﬁ,n: “"“i
associated with burnout in Japanese oncologists:” ¥ 1o d¢ “1?’1‘
ogy nurses felt time pressure which did not allow (I}cﬂ‘m "‘m.‘[ e
psychological components of care and to face sufferind and ¥ ‘d‘\“
Burnout was also associated with being overloac weeks ¥ s
home life.'s2¢ Performing more than 11 surgical case® y ced Jong€" "t
ated with burnout and surgical oncologists who “OLN kel 1 oé
(24% worked more than 70 hours a week) Wer m-i.1 »
EE” In gynecologic oncologists, low PA W& rp”
fewer partners, a high number of follow-ups i yhecol“!"“

and spending a high percen[age Df time “'ilh g
patients.®



control 18 related to it}cfﬁcﬂc?’ or reduced PA. Mismatches

m.tr‘?" - that individuals h‘nw m“.lmcwm control over the rcsnurcc;
-:-'!i"“{”.‘m({n their work or unufﬁcnlcm authority to pursue the work
'»'\'f“-“-" l\ pelieve 18 the most Cm‘ﬂ}\'c manner. Stress results from a
Ir!'u‘h".l t t:,\-icdgt‘ in interpersonal skills and a lack of communication

g of k" mnrmz!t‘“_wm skills.!M "-l"‘"'lzlmre are issues when patients

lls ?tmrr demanding consumers.

o :ﬁolngif oncologists, Ingh EE, and a negative association with
g vas ;1ssn_€lat_‘-‘d wﬂl} a l?ss of ability to bring about posi-

b atish " in the organization. ngl"l EE and high stress was associated

o t; " ficient input into my unit zfnd inadequate facilities.*

wilh 20 ently, caregivers report having difficulty performing in their

Cons - of a lack of organizational resources *141617.2023 1y addition

i‘::.:;ri fecling disenfl ranchised?”” and having an imbalance belwceri

[

virjob and their authority.™
i

eward. Lack of reward may be financial when one doesn't receive
, lary OF bcncﬁts‘ mmmensur:‘ne. with achievements, or lack of social
rewards when ones.halrd work is 1gnoredl and not appreciated by oth-
. The Jack of intrinsic rewards (e.g:. doing something of importance
and doing it well) can also be a critical part of this mismatch. Issues
vith the financial reward for work was noted by physicians.”-2 Almost
palfof Italian oncology nurses, compared with one-third of oncologists
reported low salaries.”® Low PA and high stress was reported when pay
was inequitable.” There are frequent complaints of a lack of resources to
doones work.>”

Reports of communication problems with administration often
reflect a lack of social rewards.*** In the Ramirez et al. study" deriving
little satisfaction from work was associated with burnout for oncologists.
There were concerns about the future funding of units and feeling that
«ills were being underutilized.” Oncology support staff reported feel-
ing 2 lack of value and recognition. Their lowest satisfaction score was
with job recognition.”

Community. This mismatch arises when people lose a sense of per-
sonal connection with others in the workplace. Social support from
people with whom one shares praise, comfort, happiness, and humor
affirms membership in a group with a shared sense of values. Problems
with colleagues were reported in many studies. 4167292 [n the Kash
study? oncologists reported less support from their collcagues than did
nurses or fellows. A lack of support from administration was foundl in
ltalian nurses® as well as support staff at Massachusetts Genera]‘Hospnal
(MGH)." In Greek staff, a lack of role clarity was associated with burn-
out? French nurses reported that the absence of a doctor at the time
of a patient’s death was associated with distress lasting fora wcg':k after
the patient's death. Gynecologic-oncologists had high DP and hlg}ﬁfj ob
stress if they had difficult relations with collcagues.* High EE and lghti
job stress were associated with taking on managerial responsibilities an
telationships with colleagues.?

Faimess. This mismatch arises when there is perceived “nfmmfs.s
inl}he workplace. Fairness communicates resP*‘-C: and confirms peop'cs
self-worth, Mutual respect between peaple is centra : g
ommunity, There arel:(’:oncerns abor'.)lt funding"’; nurses not fg.:ch:; ; !::lalze
Ported in meeting patients’ emotional needs”; and having ina :;1 o
fesources to do the job properly** In Turkey, oncology nsrses .
oncologists experienced an imbalance between their jobs and I tpa.n
sbilities, unfairness in job promotion, inadequacy of equipment,

igh cost of drugs.

their job to do something
B alnes lternatively, there
|s and the values

Valyes, People might feel constrai A
Unethical and not in accord with their own values.
May be a mismatch between their personal career §02
of the organization. People can also be caught in con a lofty mis-

'€ organization, as when there is @ discrepancy between in conflict
+on statement and actual practice, or when the values are

. s COEX-
Lft? high-quality service and cost con‘a',nmegtcdl?) 3(: 1;111:’;)]’; prop-
- Staffing problems can lead to not being » reased staff morale.

% @ decrease in quality patient care and dec

| to a shared sense of

flicting values of

ONcoL
OGY STAFF STRESS AND RELATED INTERVENTIONS 577

l(iEZ'en‘cculngic}-m:cnlogists had high EE and high-|

S€ was not being put 1 d use.! By i

e . 0 good use.! Burned out oncolo "

i likciyu:: :lnhhlhcir career choice. Surgeons in priﬂ!gcu;ﬁ?tr;zc :’:r::'

Sy thes “'ou]dyl: ey would br:v.:umc a physician again, and less likely trc»

2o ol icnme a surgical oncologist again. Devoting less that
€ to research was associated with burnout in that study.

oh stress if their exper-

indl-;rl?(tlrtlon/wqu variables. Emotion/work variables
ividual to display or suppress emotions on the
requirement to be emotionally empathic. Staff repor

aspects of communicating with sick, suffering,
their family members, /58 0020260

require the
job and involve the
tdifficulty in various
‘ and dying patients and
A ) particularly if they are young."*

A recent study of academic oncologists* found that those who viewed
their roles as encompassing both biomedical and psychosocial aspects of
care reported a clear method of communicating with patients and families
f‘hom end-of life issues, an ability to positively influence patient and fam-
ily coping with and acceptance of the dying process. They described com-
munication as a process, made recommendations to the patient using an
individualized approach, and viewed the provision of effective EOL care
as very satisfying. In contrast, oncologists who described primarily a bio-
medical role reported a more distant relationship with the patient, a sense
of failure at not being able to alter the course of the disease, and an absence
of collegial support. In their descriptions of communication encounters
with patients and families, these physicians did not seem to feel they could
impact patients’ coping with and acceptance of death and made few rec-
ommendations about EOL treatment options. Physicians who viewed
EOL care as an important role reported increased job satisfaction.

In a Southern European study, low psychosocial orientation and burn-
out symptoms were associated with lower confidence in communication
skills and higher expectations of a negative outcome following physician-
patient communication.* Confidence in communication was not related
to age or years in practice. Physicians who scored high on DP considered
it very unlikely that a positive outcome would be achieved as a result of
communicating with their patients. Japanese oncologists and palliative
care physicians who were less confident in dealing with psychologic care
and demonstrated higher levels of EE were more likely to choose contin-
uous-deep sedation for patients with refractory physical and psychologic
distress.” Insufficient confidence in the psychological care of patients was
associated with physician burnout rather than involvement in EOL care.”

In the original burnout study by Whippen and Cannelos' adminis-
tering palliative or terminal care was a contributing factor to burnout in
53% of respondents. In the later study® this dropped to 31%. Frustration
with limited therapeutic success dropped to 22% versus 45%.

Kash et al.?” found that nurses and house staff most often see patients,
rather than the patient when they are most ill with symptoms, or in
the terminal stage of disease. The stressors contributing most to burn-
out and demoralization were dealing with a high number of deaths, or
struggling over a Do Not Resuscitate (DNR) decision with another col-
league or family member. Ethical issues also contributed to burnout in
Italy where oncologists reported mare difficulty with ethical and moral
problems than did nurses but seemed to have better judgment on the
communication training received.*® Cohen and Erickson*® suggest that
students and novice nurses in oncology may experience more uncer-
tainty and distress related to ethical issues, evolving from conflicting
values or beliefs about what is the right or best course of action.

Oncology nurses? reported feeling impotent if patients didn’t improve
and over one-third reported disgust with preparing dead bodies for the
mortuary, especially with stuffing orifices.

Rural nurses working in Australia with oncology patients found thata
key issue in providing psychosocial care was their own “emotional toil”
They are multiskilled generalists providing care to patients with cancer
without necessarily having specialist knowledge or skill. This results in
fatigue and EE that impact on their own well-being.*®

JOB ENGAGEMENT AND COMPASSION SATISFACTION

Job engagement® and compassion satisfaction (CS)* are two frameworks
to understand what keeps workers functioning and enjoying their work
in challenging situations.
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)OB ENGAGEMENT

i i i osite of burnout.
ob engagement is conceptualized as being the oppo: r
] e 3 ective-motivational

Engagement is defined as a persistent, POSili“C‘?lr i Anilia:
state of fulfillment in employees that is characterized by vigor, dedic

tion, and absorption.® Engagement is associated with a sustainable work-
load, feelings of choice and control, appropriate recognition m‘id reward,
a suppnni\:c work community, fairness and justice, and meaningful and
valued work, -

Maslach and Leiter’ describe the continuum between the negative
experience of burnout and the positive experience of engagement. There
are three interrelated dimensions to this continuum: exhaustion-energy,
cynicism-involvement, and inefficacy-efficacy. Exhaustion and_cyni-
cism are the two primary measures of burnout. They “go together,” both
appearing strongly in people experiencing burnout and they both faflc
away in people experiencing engagement with their work. A potential
early warning sign of burnout is the appearance of one, but not the other
of these signs. They suggest there is a push to move from an inconsistent
pattern to a consistent one. A predictor of whether an inconsistent pat-
tern will evolve toward burnout or engagement will be the presence of
a negative incongruence between the person and the job. For someone
who is experiencing one of the burnout dimensions, this level of incon-
gruity can be the tipping point into burnout. In a university setting the
workplace incongruity (tipping point) that determined whether people
changed was their perception of fairness in the workplace.

Compassion satisfaction. Compassion satisfaction* is satisfaction
derived from the work of helping others. It may be the portrayal of effi-
cacy. Caregivers with CS derive pleasure from helping others, like their
colleagues, feel good about their ability to help and make a contribution.
There may be a balance between compassion fatigue and CS. Caregivers
may experience compassion fatigue, yet they like their work because
they feel positive benefits from it. They believe what they are doing is
helping others and may even be redemptive. When a person’s belief sys-
tem is well maintained with positive material, a persons resiliency may
be enhanced.” What seems to count most for resilience is the opportu-
nity to encounter pain within a context of meaning and to find that one’s
compassion (one’s suffering with) has power. These sustain an underly-
ing belief that the world is good and in order.**

COPING

Job satisfaction and meaning making. When caregivers to the crit-
ically ill, dying, and bereaved were asked what enabled them to continue
working in the field, the top coping mechanism identified was as follows:
a sense of competence, control, or pleasure in one’s work.* One-third of
Italian oncologists and nurses™ were very satisfied with their jobs and
60% were quite satisfied. More than 80% would repeat their choice to
work with oncology patients.

Sources of satisfaction for oncology staff include the following:

» dealing well with patients and relatives'*

« patient care or patient contact®-

» having professional status and esteem, deriving intellectual satis-
faction, and having adequate resources to perform one’s role'*

+ being perceived to do one’s job well*

« having good relationships with colleaguest1420.24

« personal ideals?

Oncology was perceived to be a special environment, often because
of longstanding relationships with patients.** Attachment to work and
patients hardly declines, even in burnout. Stress may be “double-edged”
in the sense that a task done badly was a source of stress, but the sime
job done well was a source of satisfaction 2 '

Hamilton,” a neurosurgean, writes of coming to recognize how we
are all connected “...as a physician, you have unparalleled entry into the
lives of others. Every patient is an existential conduit 1o seeing your own
struggle” 7*. Taylor,*” a neuro-anatomist had a left brain stroke at age 37
In My stroke of insight she says the experience made her aware lha!t; "i
am part of a greater structure-an eternal flow of energy and molec;x.I.cs

——

from which [ cannot be separated” ro, "My left }

trained to perceive myselfl as a solid, separate from ::1'} Phere b,
from that restrictive circuitry my right In-mi-'.ph-:,(,r Il-‘_'rs L]
ment to the eternal flow. [ was no longer isq cls
speaks of being sensitive to the energies of hey

'!m;I "‘-'.Ir»f.'_'!
Ited apg o Vittyy
Caregivery, -9,
[ experienced people as concentrated Packages of enere

nurses were massive conglomerations of powerfy| lrnr: " ,rmr‘”“
came and went. .. With this shift onto my right hr:r;i-,“}nrtm -
empathic to what others felt. Although I could ney undc,p T, | begy
they spoke, | could read volumes from their facial tlprc:t:‘fitithe wopd
language. 1 paid very close attention to how energy d T:'“n,‘ ind by
me. 1 realized that some people brought me energy, whi]:m;ct ey
ﬂ\\'a}' P -.'\‘ mhtn toak '

BY thy
a
1

Hamilton* says "Medicine was not meant to be o
tion. It's a spiritual quest, putting your own soul on
the patient’s” M,

Katz*' redefines counter-transference and speaks of yp alch
reaction which occurs when two individuals engage together g [hfmrul
vulnerable time in human existence-the EOL, Alchemy | .!}‘m::dm:
that takes its own place in the poignant relationship between hel.e;lr.e
patient. Through the experience both can be transformed. ' -

mechanicy] yp,,

the Iinfl a]nng v

with

PERSONAL WELLNESS

A number of recent documents®** have addressed the concept of w1
ness for cancer survivors, but caregivers also need to addresy the;
personal wellness. We cannot continue to give if we are empty vesscly
Meier, Back, and Morrison* propose a model for increasing physicisa
self-awareness, which includes identifying and working with emotiony
that may affect patient care. Kearney, Weininger, Vachon, Mount, and
Harrison* have written of the need for physicians to be “connected’ 1
continue to practice end-of-life care.

Elit et al.* found that three areas must be addressed to decrease stress
and burnout in physicians-physician well-being, job description, ind
environment. Physician well-being seems to be inversely correlated v
number of hours on call, number of hours in direct patient contact, 1nd
lack of vacation time. The Joint Committee on Accreditation has man
dated that all hospitals have a program to address physician well-beint
separate from disciplinary processes.”’ ,

Spickard et al.,? note the best prevention for physician burnost '.‘.ff
promote personal and professional well-being on all levels: phjﬂ:L:
emotional, psychological, and spiritual. This must occur “‘”,fg‘fi
the professional life-cycle of physicians, from medical sc_h'nnl ! r[L:;;
retirement. It is a challenge not only for individual physicians .mn,r',.,j,
own lives but also for the profession of medicine and the ﬂfb'-‘mlfv r
in which physicians work. Of course this concept applics rq_u_l; it
to all other professional caregivers. Shanafelt and his colleag"C
done a series of articles on wellness in residents.” onmlﬂgﬁt’trm
surgical oncologists.** The well-being and personal w:llncsi{ : o
of medical oncologists in the North Central Cancer Trces age ¢
were assessed. Half reported high overall well-being- BS:LS;,‘ o
younger, male, and working 60 hours or less per week
with increased overall well-being. -
Ratings of the importance of a number of persona! ‘.““2;;51::: o>
strategies differed for oncologists with lligh'“'dl'banﬁuch' bkt
those without high well-being. Developing an app? -mn'h‘": o
to dealing with death and end-of-life care, U-"ng-r; a hﬂt‘--“i;
exercise, taking a positive outlook and inc‘orpanIﬁi rat *"L:;;i
balance between personal and professional life “'c]n sts wit h:-i',,‘,,.
tially more important wellness strategies by "",w'ob‘ pepor ¥
being...Oncologists with high overall well-bein

also
g
career satisfaction P9, ping .\!-""f?;,
five €OF7 %) ar Y
to the top .;nn"'d ¢ Joe
of competen<® - ™

: by &
d sy, 1S
ng anc® tal phe

P

These coping strategies are similar
identified two decades ago': a sense of ¢
sure in one’s work; team philosophy, buildi ‘
aspects of practice; lifestyle management: an<?
illness, death and one’s role in life.



iete can shape their career anc_l inclrcasc their likelihood
{ :n;; " reonal nnd. p‘rn'fcssmnal SﬂlleﬂChﬁ‘n through: identify-
-f"'hfi-‘:«i-i‘ | goals, optimizing c:sirccr .m‘. |denl11:ying and managing
£l ificto practice l}'pt‘:. an achieving optimum work-life bal-
o nafelt suggests it .surlglcal oncologists™ can find meaning
r Sha crsonal satisfaction in their career through asking oneselt"

0, an . I : N g
W€ 2 on a series of questions related to: one's greatest priority

 geflect fgﬂhfr one has been living life in a way that demonstrates

w Jdwh . : :
e aﬂnﬁ where one is most irreplaceable; looking at adequate balance
cking ife; i i i
‘Ht'afn home and personal life; how much professional achievement

g 10 cacrifice to have more time with family; checking if one
e is ¥ ore of @ spouse than one should; asking what type of legacy
5 ghln.ﬂﬁ 10 leave one’s children; inquiring what person or activity one
o-’-f:ﬂ;m.,_. heen ncglccling; hn_w one woluld relive the past year; asking
I one would like life to be like in 10 years and asking one's
‘;:“ do] fear? Shanafelt“l also suggests look'!ng at relationships, tak-
i e for cﬁngal reflection, ‘splr:tual practices, self-care and hob-
|:»s ind annnl interests. Caring ff)r one’s s:elf. cultivating personal
,'g-;;iomhi?“ and nurturing pcrsc?nal interests is what makes time away

- work meaningful and provides Endn'lduals with opportunity for
,}ﬂe\ ement and pcrsogal growth ogtsxdc of work.

A study of 349 surgical oncolagnsts” f_ound that devoting less than
e of time 10 research was assqcmted wllth greater burnout and there
s 2 lower physical quality of life associated with a low sense of PA,
h problematic alcohol use include screening posi-

Factors associated wit : i
grefor depression and devoting at least 25% of time to research. Kuerer
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etal, c-oncluded that there w
to their physical health (eg
care physician,
measures),

asn? nctcd to cnfclouragc faculty to be attentive
- maintaining fitness, establishing a pri

p ; ’ Tima
staying current with recommended health rr?nin]:enang

STUDIES OF INTERVENTION

:‘:’;};il;r“a;“& 2{1}:1:1:@5 rc;c;ail'di?)g the imcrpcrsnna]. dynamics between the
the porrces of oo pcnpﬁe m‘t' c‘workpla.ce have yielded new insights into
b be det 5css. effective interventions to prevent burnout have yet
i € t¢\510pcd. T!)c model proposed by Maslach and her colleagues
fmgrﬁeesdsin t:;lr;ffccftnc interventions to deal with b.urnnul should be
s of the three dimensions of exhaustion, cynicism, and
sense of inefficacy. Currently their interventions are focusing on build-
ing J'ob engagement, rather than reducing burnout.’ Programs of inter-
vention in oncology could focus on one or more of the issues addressed
above in the section on A model for understanding occupational stress,

A Cochrane Review assessed the prevention of occupational stress
in healthcare workers,” concluding there was limited evidence for the
effectiveness of person- and work-directed interventions to reduce stress
levels in healthcare settings. Only two trials, one in oncology”’ were
rated as being of high quality, based on receiving 75% on the internal
validity subscales.

One of the reviewed studies that could have relevance for oncology
is an 8 week Mindfulness-Based Stress Reduction (MBSR) program for
nurses in a hospital system. Work had already been done to improve

Table 82-2. Intervention: communication studies

Authors Sample Design Results
Ti -ed communication skills in oncologists assigned to training
lowfield 160 UK. Allocated to written Improve ssigne g
h]rt al B4 oncologists from feedback plus course; Twelve month follow-up—no dcmons_trab]c attrition in communication
| 34 cancer centers course alone; written behaviors in those who had shown improvement previously, including fewer
feedback alone on leading questions, appropriate use of focused and open-ended questions and
tient cues
control responses to pa . - .
Each dlinician had 6-10 Additional skills not -ap'parcnt. at3 m01:1ths included fewer interruptions and
interviews with patients increased summarizing o:'_ mfé)rmanon
/i line Expressions of empathy decline . o .
: lc:;o}:apc(:na;rh;s: Twi]ve-ﬁftecn months after intervention, clinicians hlad integrated key
- t rec’ ntion communication skills into practice and were applying others
postlntfr\e‘ ned to Significant training effect on attitude.s, especially those re’lated to self-concept,
il AL dasie Bendoe hological and occupational stress related to mad.equatc preparation
24-_h?urs psyeno ogr Limited changes found regarding posttraining skills ' -
training program Trained staff were significantly more in cor}t{ol of th? interview :
wait-list perio Consolidation of the skills through posttraining sessions is neede
gram Communication skills improved more 1n the consolidation-workshop group
Razavi 63 Belgi Basic training Prog" o . the waiting-list group
elgian than in the waiting [ , _ P _
ttal s 3 h Eicians randomly assigne simulated interviews—significant increases in open and open d1r§ctwe ques
= to Co“wlidmion tions and utterances alerting patients to reality, and significant decrease in
workshops re reassurance . )
xrillm;::ent intcr\’iews-—signiﬁcant increase in ad.m(‘)wlcdgemcnts and
Actu f{hic statements, educated guesses, and negotiations L
emp interacting with physicians who benefited from consolida-
Pat{cnti\lorkshop s reported higher scores concerning their physicians
tion W T
ing of their disease ) . o
unde:;tiiz:iimgskills scores for the intervention group increased significantly
Comm
Wilkj +-ed to 3-day res decreased . d
ns ndomize ) ntrol sco : - , for experimental group an
ttal ‘?n oS e Racommunication skills ggnﬁ dence scores increased 51gmﬁcanll) for exp B
training program e decreased in c:lmtréﬂ %r(?:rﬂ etk
imulate ) . -
Bty control g(;’ ?ll]; Vidcma}f’t*?d:;:‘;u; disglaye nonsigmﬁcanltly. more Sr;aglr::gnn:}r:: :Igt::rmrnt
W et o] & : participated 1N & Interventio E hehaviors after completion and 12 .
o 9“‘3010%1'5‘5 s 1,5-day intefs ™ kills and fewer t?]ocl‘;lé‘ciimq valued the training highly but there was nota
six teaching communication ski The intervention L0r ress or burnout | =
hospitals in six ining program significant change ekt comewhat less than those repor
Australian cities tra pascline stress and burnoy

¢Jsewher¢
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employee satisfaction and retention; a nursing advisory council was
set up; there was work to enhance the model of self governance and
increased opportunity for education and professional development.
Mindfulness: being fully present to one’s experience without judgment
Or resistance; emphasis on self-care, compassion and healing makes it
relevant as an intervention for helping caregivers. The treatment group
had decreased scores on the MBI which lasted 3 months. These included
decreased EE and DP and a trend toward significance in PA.

INTERVENTION TO IMPROVE THE ONCOLOGY WORKPLACE

Communication training. Fellowes, Wilkinson, and Moore® did a
Cochrane Review of communication skills training for healthcare profes-
sionals in oncology. Three trials, involving 347 health professionals met
the criteria.** At the time of that review the work of Wilkinson, Perry,
and Blanchard © was noted as being ongoing and has been reported.
Table 82-2 briefly describes these studies, as well as the Delvaux, Razavi
et al.* study and a recent Australian study.®*

Team Intervention. LeBlanc et al.*® did a quasi experimental study
of a team-based burnout intervention on 29 oncology units in the
Netherlands. Nine wards were randomly selected to participate in the
Take Care! intervention. The program consists of six monthly 3-hour
sessions including education about the mechanisms of stress and feed-
back about the participants’ work situation; this feedback was used to
help participants structure their subjective feelings by providing them
with relevant topics for discussion and for their plans to reduce work
stress on their ward. They were provided with their ward scores, but
not team burnout scores. At the end of the first session, the job stres-
sors that were to be dealt with during the training session were selected.
The remaining sessions consisted of an education and an action por-
tion. Subjects included unwanted collective behavior; communication
and feedback, building a support network; balancing job-related invest-
ments and outcomes; personal experiences; and potential problems
with change. During the action component, participants formed prob-
lem-solving teams. Outcomes of these sessions were, for example, the
introduction of more efficient procedures in regards to reporting about
patients and ordering supplies (quantitative demands), the appoint-
ment of staff members as “guardian angels” who should watch over team
members’ well-being (support), and restructuring of the weekly work
meetings to enable more participation (voice) of staff members (partici-
pation in decision making). Results of multilevel analyses showed that
staff in the experimental wards experienced significantly less EE at both
Time 2 and Time 3 and less DP at Time 2, compared with the control
wards. Moreover, changes in burnout levels were significantly related to
changes in the perception of job characteristics over time.

CONCLUSIONS

In conclusion, the stressors and satisfactions in oncology have not
changed since the early years of the field but there are new insights into
the factors that might contribute to burnout, ways of identifying those at
risk of burnout and programs to promote job engagement. As important
as workplace interventions are, the responsibility of caregivers to engage
in personal wellness programs is essential. Remember the warning when
traveling in airplanes and first attach your own oxygen mask,
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