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

Ms J, a 55-year-old woman, presented in 2003 with lymph-
adenopathy in the groin that proved on biopsy to be poorly
differentiated adenocarcinoma. Further workup revealed an
ovarian mass, liver metastases, and a CA 125 level of more than
1000 units, leading to a diagnosis of ovarian cancer. She did
not smoke or drink alcohol. Ms J was single and was cared
for lovingly by her mother. Ms J underwent surgery for
debulking and then received 6 cycles of chemotherapy with
carboplatin and paclitaxel, achieving good response. After ap-
proximately 12 months of remission, her tumor progressed,
at which point she received cisplatin and gemcitabine, ini-
tially with good response. Subsequently, she developed symp-
tomatic bone metastases. Renewed chemotherapy included
doxorubicin, then topotecan, neither affording a response, and
radiation therapy was given for the bone metastases.

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

ease. Ms J enrolled in hospice and, cared for by her mother,
died at home.

Mr B was a 50-year-old single man with cutaneous B-cell
follicular lymphoma. Mr B had type 2 diabetes mellitus, hy-
pertension, and previous surgical resection of lung cancer. He
smoked 1 pack of cigarettes a day but did not drink alcohol.
Mr B was treated expectantly, but 6 months after initial diag-
nosis, he presented with pancytopenia, disseminated intravas-
cular coagulation, fevers, weight loss, and diffuse lymphade-
nopathy. A lymph node biopsy confirmed a diagnosis of diffuse
large-cell lymphoma. Mr B received rituximab, cyclophospha-
mide, doxorubicin, vincristine, and prednisone and had an ini-
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Physicians providing end-of-life care are subject to a va-
riety of stresses that may lead to burnout and compas-
sion fatigue at both individual and team levels. Through
the story of an oncologist, we discuss the prodromal symp-
toms and signs leading to burnout and compassion fa-
tigue and present the evidence for prevention. We de-
fine and discuss factors that contribute to burnout and
compassion fatigue and consider factors that may miti-
gate burnout. We explore the practice of empathy and
discuss an approach for physicians to maximize well-
ness through self-awareness in the setting of caring for
patients with end-stage illness. Finally, we discuss some
practical applications of self-care in the workplace.
JAMA. 2009;301(11):1155-1164 www.jama.com

Author Affiliations: Palliative Care Service, Santa Barbara Cottage Hospital and
Visiting Nurse and Hospice Care of Santa Barbara (Dr Kearney), and La Casa de
Maria Retreat and Conference Center (Dr Weininger), Santa Barbara, California;
Department of Psychiatry and Dalla Lana School of Public Health, University of
Toronto, Toronto, Ontario, Canada (Dr Vachon); Counseling Psychology Pro-
gram, University of British Columbia, Vancouver, Canada (Dr Harrison); and De-
partment of Medicine, McGill University, Montreal, Quebec, Canada (Dr Mount).
Corresponding Author: Michael K. Kearney, MD, Palliative Care Service, Santa Bar-
bara Cottage Hospital, PO Box 689, Pueblo at Bath Street, Santa Barbara, CA 93102-
0689 (mkearney@sbch.org).
Perspectives on Care at the Close of Life is produced and edited at the University
of California, San Francisco, by Stephen J. McPhee, MD, Michael W. Rabow, MD,
and Steven Z. Pantilat, MD; Amy J. Markowitz, JD, is managing editor.
Perspectives on Care at the Close of Life Section Editor: Margaret A. Winker, MD,
Deputy Editor.

©2009 American Medical Association. All rights reserved. (Reprinted) JAMA, March 18, 2009—Vol 301, No. 11 1155



Caregiver stress – 3 Syndromes



Caregiver stress – 3 Syndromes

• Burnout

• Vicarious Traumatization

• Moral Distress Syndrome
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Burnout

Results from 
stresses that 
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interaction 
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Prevalence:
30% US 

physicians and 
nurses



“The stuff that burns me out has nothing to do with 
loss…  it’s fighting insurance companies”

Dr C, medical oncologist



6 Major Organizational Antecedents of Burnout

• Workload

• Control

• Reward 

• Community

• Fairness

• Values



6 Major Organizational Antecedents of Burnout

• Workload

• Control

• Reward 

• Community

• Fairness

• Values

“The greater the 
mismatch between the 
person and the work 
environment, the 
greater is the 
likelihood of burnout.”

Maslach et al. 2001



3 Key Dimensions of Burnout

• Overwhelming physical and emotional exhaustion

• Feelings of cynicism and detachment from the job

• A sense of ineffectiveness/ lack of accomplishment

Maslach et al



Clinicians who are “burnt out”…

• Make more medical errors

• Lose their sense of empathy

• More prone to leave clinical practice

• Higher risk substance abuse, anxiety, depression, 
suicide…



Vicarious traumatization (“Compassion Fatigue”)

• Evolves specifically 
from the relationship 
between the caregiver 
and the patient

• Also known as 
“secondary traumatic 
stress disorder”

• Prevalence of 6-8%



Symptoms and Signs of Vicarious Traumatization

Increased Arousal

• Irritability and hyper-vigilance

• Difficulty in concentrating
Re-experiencing

• Intrusive thoughts

• Sleep problems including nightmares

• Distress in reminders of work with suffering
Avoidance

• Social withdrawal

• Avoidance of emotionally difficult clinical 
situations

• Numbness and disassociation
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Moral distress syndrome

Moral distress occurs when 
an individual identifies the 
ethically appropriate action 
but is prevented from acting in 
accordance with their 
convictions by external 
constraints and is often 
expected to act against their 
convictions 



Moral distress syndrome

• Feelings of frustration, anger, 
anxiety, impotence, and isolation; 
of being devalued & 
marginalized

• May lead to clinicians leaving 
that department or their 
profession

• When repeated, may lead to 
lingering sense of having been 
compromised.  This is called 
“moral residue” and may erode 
sense of self-worth

• May lead to burnout…



Burnout

Common endpoint:



BurnoutOrganizational 
Stress/mismatch



Burnoutenvironmental/
World 

Stress/mismatch
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3 Key Dimensions of Burnout

• Overwhelming physical and emotional exhaustion

• Feelings of cynicism and detachment from the job

• A sense of ineffectiveness/ lack of accomplishment

Maslach et al



Aha!

Me!



There are different models of self-care

1. practical

2. Psychological



When speaking of occupational 
stress we often use water imagery 



1. practical model

• Good boundaries





1. practical model

• Good boundaries

• Come up for air





Practical model: Good boundaries 



Practical model: Come up for air



Practical model

• This model of self-care emphasizes maintaining clear 
professional boundaries, which allows protection 
from occupational stressors 

• And encourages times out/off and activities that 
bring rest and regeneration outside the work place

• However, an exclusive reliance on this approach to 
self-care can result in clinicians who are less 
empathic to patients, and who experiences work as 
less rewarding



Limits of the Practical model

A face-to-face survey and in-depth semi-structured interview 
of 18 academic oncologists found that physicians who 
considered their physician role to encompass both biomedical 
and psychosocial aspects of care viewed the process of 
effective end-of- life care as very satisfying. In contrast, 
participants who described primarily a biomedical role 
reported a more distant relationship with the patient, a sense 
of failure at not being able to alter the course of the disease, 
and an absence of collegial support.

Jackson VA, Mack J, Matsuyama R, et al. A qualitative study of oncologists’ 
approaches to end-of-life care. J Palliat Med. 2008;11(6):893-906.



2. Psychological model

• Mindfulness

• Self-knowledge

• Self-Compassion



2. Psychological model

• Mindfulness

• Self-knowledge

• Self-Compassion

“Self-awareness”





Practical model of self-care



“Self-care with self-awareness 
is like 

learning to breath underwater”







Mindfulness

Self-Knowledge   Self-compassion



Mindfulness

Self-Knowledge   Self-compassion

Oxygen







“Exquisite Empathy”

• Highly present
• Sensitively attuned
• Finely boundaried
• Heartfelt

Harrison & Westwood



PREVENTING VICARIOUS TRAUMATIZATION OF MENTAL
HEALTH THERAPISTS: IDENTIFYING PROTECTIVE PRACTICES

RICHARD L. HARRISON AND MARVIN J. WESTWOOD
University of British Columbia

This qualitative study identified protective
practices that mitigate risks of vicarious
traumatization (VT) among mental health
therapists. The sample included six peer-
nominated master therapists, who re-
sponded to the question, “How do you
manage to sustain your personal and
professional well-being, given the chal-
lenges of your work with seriously trau-
matized clients?” Data analysis was
based upon Lieblich, Tuval-Mashiach,
and Zilber’s (1998) typology of narrative
analysis. Findings included nine major
themes salient across clinicians’ narra-
tives of protective practices: countering
isolation (in professional, personal and
spiritual realms); developing mindful self-
awareness; consciously expanding per-
spective to embrace complexity; active
optimism; holistic self-care; maintaining
clear boundaries; exquisite empathy; pro-
fessional satisfaction; and creating mean-
ing. Findings confirm and extend previ-
ous recommendations for ameliorating
VT and underscore the ethical responsi-

bility shared by employers, educators,
professional bodies, and individual prac-
titioners to address this serious problem.
The novel finding that empathic engage-
ment with traumatized clients appeared to
be protective challenges previous concep-
tualizations of VT and points to exciting
new directions for research, theory, train-
ing, and practice.

Keywords: vicarious trauma, preven-
tion, compassion fatigue, countertrans-
ference, empathy

The risks of working directly with traumatized
individuals on a regular basis are well docu-
mented (Arvay, 2001; Buchanan, Anderson,
Uhlemann, & Horwitz, 2006; Figley, 2002; Pearl-
man & Mac Ian, 1995). McCann and Pearlman
(1990) first identified the problem of vicarious
traumatization (VT), which they defined as the
cumulative transformative effects upon therapists
resulting from empathic engagement with trau-
matized clients. As part of their work, these cli-
nicians must listen to graphically detailed de-
scriptions of horrific events and bear witness to
the psychological (and sometimes physical) af-
termath of acts of intense cruelty and/or violence.
The cumulative experience of this kind of em-
pathic engagement can have deleterious effects
upon clinicians, who may experience physical,
emotional, and cognitive symptoms similar to
those of their traumatized clients (Pearlman &
Saakvitne, 1995a, 1995b; Sexton, 1999). How-
ever, there is consensus in the field that there is
not enough empirical literature on the definitive
factors that contribute to VT, nor the practices
that may prevent or ameliorate its harmful effects
(Arvay, 2001; Figley, 2004; Pearlman, 2004).

Although research and theory have begun to
emerge about VT vulnerability and treatment
(Figley, 1995, 2002; Saskvitne & Pearlman,

Richard L. Harrison and Marvin J. Westwood, Department
of Educational and Counseling Psychology, and Special Ed-
ucation, University of British Columbia.

This article was based on the doctoral dissertation research by
the principal author, which was generously funded by the Social
Sciences and Humanities Research Council of Canada and the
Michael Smith Foundation for Health Research in partnership
with WorkSafe BC (Worker’s Compensation Board of British
Columbia). The primary author wishes to thank his dissertation
committee (Drs. Marvin Westwood, Marla Buchanan, and Wil-
liam Borgen) for their insight, rigor, and warmhearted support.

Correspondence regarding this article should be addressed to
Richard L. Harrison, Vancouver Couple and Family Institute,
Suite 270, 828 W. 8th Ave, Vancouver, BC, Canada, V5Z 1E2.
E-mail: dr.richardharrison@shaw.ca
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”Exquisite 
empathy
is Only 
possible with 
Clinician 
self-
awareness”
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“The loose and open weave of the heart”







“Soft-shelled Crab”



“My heart is hurting”



“My heart is hurting”

“Chronic heart pain”



Burnout

Moral distress

Vicarious 
Traumatization

Environmental/
World

Stress/mismatch

Chronic heart pain



The ways I knew of being with pain

Practical way

•Medical model

•“Treat or retreat” (fight or flight)

•The classical model of self-care

Psychological way

•Mindfulness, Self-knowledge, self-compassion

•“Being present to” – “Holding” – “Waiting”

•The self-awareness based model of self-care





The outline of another way of being with pain?



• Opening to

• Receiving

• Allowing in

• feeling

• Not holding on to

• Releasing

• Letting be & letting go

• Letting be, and always letting go…
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• Opening to

• Receiving

• Allowing in

• Feeling

• Not holding on to

• Releasing

• Letting be & letting go

• Letting be, and always letting go…



“Breathing-Through-Heart Meditation”







Becoming a flow-through…



Surrendering to a deeper stream…



A spiritual model of self-care

• Self-awareness

• Deep nature connection

• Openness, receptivity, and Deep surrender



A spiritual model of self-care

• Self-awareness

• Deep nature connection
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Original Article

Healing Connections: On Moving
from Suffering to a Sense of Well-Being
Balfour M. Mount, MD, Patricia H. Boston, PhD, and S. Robin Cohen, PhD
McGill Programs in Whole Person Care (B.M.M.), Department of Oncology, McGill University,
Montreal, Quebec; Division of Palliative Care (P.H.B.), Department of Family Practice, University of
British Columbia, Vancouver, British Columbia; and Departments of Oncology and Medicine (S.R.C.),
McGill University, and SMBD Jewish General Hospital, Montreal, Quebec, Canada

Abstract
Life-threatening illness is an assault on the whole persondphysical, psychological, social, and
spiritual. It frequently presents caregiver and sufferer with a paradoxdsuffering does not
correlate with physical well-being alone. Drawing on a purposive sample of 21 participants,
a phenomenological study was carried out to explore the relevance of the existential and
spiritual domains to suffering, healing, and quality of life (QOL). The phenomenological
method was used to achieve an in-depth description of both existential suffering, and
conversely, the experience of integrity and wholeness, in persons with life-threatening illness;
identify ‘‘inner life’’ and existential contributors to suffering and subjective well-being in
advanced illness; and develop a narrative account of these QOL extremes. The importance of
meaning-based adaptation to advanced illness was supported, as were Frankl’s sources of
meaning and Yalom’s sources of existential anguish. Divergent themes characteristic of the two
QOL extremes were identified. Four types of ‘‘healing connections’’ involving a sense of
bonding to Self, others, the phenomenal world, and ultimate meaning, respectively, were
identified. They situated the participant in a context that was greater and more enduring than
the self, thus leading to enhanced meaning and QOL. The assumptions underlying the
construct ‘‘health-related QOL’’ are questioned. J Pain Symptom Manage
2007;33:372e388. ! 2007 U.S. Cancer Pain Relief Committee. Published by Elsevier Inc.
All rights reserved.

Key Words
Suffering, healing, quality of life, response shift, meaning, qualitative research

Introduction
Life-threatening illness is an assault on the

whole persondphysical, psychological, social,
and spiritual. It frequently presents caregiver
and sufferer with a paradoxdsuffering does
not correlate with physical well-being. The pa-
tient may have significant pain or other symp-
toms but no anguish, no suffering. Conversely,
the patient may be free of physical symptoms,
yet suffer terribly. Suffering is experienced by
whole persons, not bodies. It is subjective

This study was funded in part by the Nathan Cum-
mings Foundation and the Project on Death in
America.

Address reprint requests to: Balfour M. Mount, MD, De-
partment of Oncology, McGill University, 546 Pine
Avenue West, Montreal, Quebec H2W 1S6, Canada.
E-mail: balfour.mount@mcgill.ca

Accepted for publication: September 4, 2006.

! 2007 U.S. Cancer Pain Relief Committee
Published by Elsevier Inc. All rights reserved.
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doi:10.1016/j.jpainsymman.2006.09.014
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healing connections 

1. Self: meditation, journaling

2. Others: meaningful times with loved ones

3. The phenomenal world: Other-than-human nature, 
music, the body

4. Ultimate Meaning: religious and spiritual practice



Healing connections Exercise



healing connections 

1. Self

2. Others

3. The phenomenal world

4. Ultimate Meaning

• For each of the 4 areas 
Use 10cm visual-analogue 
scale

• Left - ” connected”

• Right – “Disconnected”



Spectrum of burnout



1o cm 



Curriculum
• Opening Retreat:  How to be with our pain

• Month 1: Deep Nature Connection 1

• Month 2: Deep Nature Connection 2

• Month 3: The importance of Gratitude

• Month 4: Honoring our pain

• Month 5: Self-Compassion (with RW)

• Month 6: Customizing our own self-care Plan

• Month 7: Cultivating Emotional Balance (with RW)

• Month 8: Seeing with New Eyes
• Closing Retreat: Going Forth



Practicum

• Breathing-Through-Heart meditation

• Journaling – What are your “Healing 
Connections”?

• Read about the “sit spot”: Chapter 4 in What 
the Robin Knows, pp. 48-79.



What are your healing connection practices?



healing connection practices

Practices that bring you into a felt-sense of 
interconnectedness where you experience energy and 
information flowing between you and others and 
where you know that you’re part of rather than the 
center. 

Side effect!! 

You may notice that you care more and long to help



What are your healing connection practices?

• What makes me most awake, alive, connected?

• What brings me into a sense of lightness of being?

• What brings me peace of heart?

• What brings me into gratitude?

• What brings me into a sense of deep belonging?

• What awakens in me a longing to care for all beings, 
especially the most vulnerable?

• What healing connection practices are already part of 
my life?

• And what healing connections practices could I make part 
of my life?



And Remember!!!!

Next Session (Session 1) is Next Saturday, 24 September, 730—11am


