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Abstract:  

Due to increasing trends in the aging population and high prevalence of chronic diseases, like 

cancer and heart disease, the burden on healthcare providers has been escalating. Healthcare 

providers are frequently exposed to physical and emotional stressors in their work environment. 

One of the well-established occupational risks among healthcare providers is their frequent 

exposure to death and the dying process of their patients. Death of a patient affect healthcare 

providers’ emotional well-being, and can also impair their job performance. Therefore, providing 

a safe and supportive workplace environment for healthcare providers to deal with the death of 

their patients is critical to promote their emotional well-being and job satisfaction. From an 

organizational perspective, supportive workplace environments can ultimately lead to better 

quality of patient care and reduce high turnover rates, thus ameliorating staffing shortages in 

healthcare settings. Through a review of literature, this capstone project will describe the 

importance of providing adequate support for healthcare providers who deal frequently with 

patients’ deaths. This paper will review some effective strategies, programs and interventions 

implemented in different healthcare settings around the world to lessen emotional stress faced by 

healthcare providers who are involved in caring for dying patients. The purpose of this paper is 

to: (1) describe the effects of patients’ deaths on healthcare providers; (2) identify existing 

supportive workplace strategies in various healthcare settings around the world to help healthcare 

providers who care for dying patients; and (3) develop recommendations for healthcare 

organizations to support healthcare providers to effectively deal with patients’ deaths. 
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Introduction  

Topic relevance:  

Public health advances and biomedical technologies have increased life expectancy and the 

ability to keep people who have serious chronic diseases alive longer. Approximately, 11.7% of 

Canadians aged 65 years and older are living with at least two of the four major chronic diseases, 

including cardiovascular diseases, chronic respiratory illnesses, diabetes and cancer (The 

Canadian Community health survey, 2014). Besides this, the number of seniors 65 years and 

older is estimated to double from 4.2 million to 9.8 million between 2005 and 2036 in Canada 

(Fowler & Hammer, 2013). Aging does not invariably equate with diseases and disabilities, but it 

does increase the risk of both (Canadian Medical Association, 2013). Thus, the rise in aging 

population and increasing trends of chronic disease exert dual stress on the healthcare system, 

leading to an increase in demand for health services. 

Elderly people and people who have terminal illnesses or end-stage chronic diseases are likely to 

spend their last days of life in healthcare facilities, mostly in hospitals under the supervision of 

trained healthcare providers. In 2013, 158,584 deaths (approximately 63% of the total deaths) in 

Canada were in hospitals and 93,282 deaths (37% of the total deaths) were at non-hospital 

settings including homes, long-term/short term healthcare settings, nursing homes and other 

unlicensed healthcare facilities (Statistics Canada, 2017). The number of people who require 

end-of-life care in healthcare facilities –including hospitals, nursing homes and long-term/short-

term hospice care facilities – has been rising, which increases the demand for healthcare 

providers required to care for those with terminal illnesses like heart disease, Parkinson’s 

disease, dementia and cancer (Fowler & Hammer, 2013). This growing patient population, and 

the demand in end-of-life care, increases the importance of providing adequate education and 



5 
 

training, and supportive resources to healthcare providers who witness death as a part of their 

daily work. Throughout this paper, the term healthcare providers refer to healthcare staffs who 

are directly involved in caring for patient at different levels or who are expected to have one on 

one contact with patients and their families. Healthcare providers in this paper include nurses, 

healthcare aides, doctors, physiotherapists, speech therapists, occupational therapists, dietitians 

and other allied health professionals who interact directly with patients.  

Caring for dying patients increases emotional labour among healthcare providers. According to 

Grandey (2000), “emotional labour is the process of regulating both feelings and expressions for 

the organizational goals” (p. 97). Emotional labour demands many professionals including 

healthcare providers to display emotions that are set by organizations and hide their true 

emotions (Bagdasarov & Connelly, 2013). Consequently, this emotional labour has a detrimental 

impact on work performance and overall well-being of healthcare providers if not addressed and 

supported in a timely manner (McVicar, 2003, Wilson & Kirshbaum, 2011 and Whitebird, 

Asche, Thompson, Rossom & Heinrich, 2013). Thus, providing safe and supportive workplace 

environment is critical for a healthy workforce and can help with retention of healthcare 

providers (Branch & Klinkenberg, 2015).  

Capstone purpose and objectives:  

This capstone project serves to highlight the importance of supportive workplace policies and 

suggest strategies that can enhance the emotional and psychological well-being and effectiveness 

of healthcare providers who care for dying patients. The purpose of the capstone project is to: (1) 

describe the effects of patients’ deaths on healthcare providers; and (2) describe the role of 

existing workplace policies, frameworks or strategies for ensuring emotional and psychological 

well-being of healthcare providers. The specific objectives of this paper are as follows:  
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1. To identify patients’ deaths and dying process as a stressor for healthcare providers.  

2. To review evidence from the literature on the effects of patients’ deaths on the emotional and 

psychological well-being of healthcare providers. 

3. To review and identify existing strategies to promote resilience, provide grief support and 

reduce burnout among healthcare providers dealing with dying patients.  

4. To develop recommendations for healthcare organizations to support healthcare providers 

dealing with dying patients in various healthcare settings. 

Death and dying as a workplace stressor:  

The healthcare profession is amongst the most stressful professions due to long working hours, 

frequently changing working conditions and dealing with patients who have unpredictable health 

conditions (O'Connor, O'Connor, White & Bundred, 2000). Caring for dying patients and 

critically ill patients is an integral part of many healthcare providers’ daily work. Death of a 

patient is a well-established source of occupational stress among healthcare providers (McVicar, 

2003 and Robinson, Clements & Land, 2003). Death itself is an inevitable and a stressful event 

for anyone, but for healthcare providers it is often perceived as a failure to prolong or save the 

patient’s life which can be more distressing for them. Adding on to that, frequent encounters 

with sudden, traumatic deaths and deaths of young people further characterizes death as an 

unavoidable work stress for many healthcare providers (Payne, Dean & Calus, 1998). 

Factors influencing attitudes towards death and dying:  

Many factors impact healthcare providers’ attitudes towards the death of a patient. Nurses’ 

attitudes towards caring for dying patients can vary because of their professional, past and 

personal characteristics (Benner, 1984). Professional experiences include the amount of contact 

time with patients and clinical experience in dealing with dying patients. One study revealed that 
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emotional stress is much higher in healthcare providers who provide end-of-life care to patients 

and who have spent more time with dying patients (Rickerson et al., 2005). Past experiences 

such as level of education, training related to end-of-life care and personal experiences like age, 

race, and religion were highlighted as factors influencing nurses’ attitudes towards death and 

dying process (Dunn, Otten & Stephens, 2005) (See figure 1 in appendix). This concept of 

determinants of attitudes towards death and dying can also be applied to a wider population of 

healthcare providers similar to nurses (Benner, 1984 as cited by Dunn et al., 2005). 

Impact of patients’ deaths on healthcare providers:  

The death of a patient and caring for a patient throughout the dying process can be challenging 

and stressful for healthcare providers. The literature highlights that dealing with death and dying 

process can create death anxiety, compassion fatigue and feeling of grief among healthcare 

providers. The term “moral distress” is also used to describe “emotional distress and moral 

suffering faced by healthcare providers when institutional barriers and workplace responsibilities 

prevent them from acting according to their own moral judgement” (Rushton, 2017, p.11). Moral 

distress is a complex term and it is not limited to the emotional distress faced by healthcare 

providers who care for dying patients. Therefore, due to the limited focus of this paper and, the 

complex nature and presence of controversies around the concept of moral distress, this term is 

not discussed further in this paper. 

Witnessing a person going through the pain, trauma and suffering that can be associated with 

dying may provoke anxiety among healthcare providers. Frequent experience of the death and 

dying processes of others reminds a person of their own mortality and can evoke fear, anxiety 

and uneasiness (Peters et al., 2013). As noted by Deffner & Bell (2005), death anxiety is a well-

known phenomenon that revolves around end-of-life healthcare providers dealing with patients 
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who have life-limiting illness or injuries. “Death anxiety” is defined as “a feeling of dread, 

anxiety or fear at the thought of death or anything to do with dying” (Lehto & Stein, 2009, p. 

14). This phenomenon is complex and it includes thinking about one’s own mortality, fear of 

death of significant others and fear about the dying process. As patients’ deaths are a frequent 

part of healthcare providers’ experience, many healthcare providers have to deal with their own 

fears about death, and simultaneously have to cope with frequent patients’ deaths (Payne et al., 

1998). Death anxiety can pose both negative and positive impacts on a person, depending on the 

personal and professional factors discussed earlier in this paper (Peters et al., 2013). Many 

studies suggest that patients’ deaths can cause a feeling of self-awareness and help healthcare 

providers reflect on their own life’s purpose. On the other hand, it can have a disruptive impact 

on mental well-being of healthcare providers (Nia, Lehto, Ebadi & Peyrovi, 2016). According to 

Dunn et al., (2005) and Peters et al., (2013), the quality of care and caring attitudes towards 

dying patients can be impaired by death anxiety. Death anxiety can become worse after the 

patient’s death and it can impair the grief responses and the ability of healthcare providers to 

manage and cope effectively with death events in the future (Peterson et al., 2010). 

Besides death anxiety, compassion fatigue and burnout can be seen in healthcare providers 

who frequently deal with death and dying processes. The term compassion fatigue, which was 

introduced around 1980, is used to refer to caregivers who experience an unexpected sense of 

helplessness and uncertainty. It is defined as “a stress reaction that arises from caring for or 

yearning to care for people who are most likely to die” (Figley, 1995 as cited by Branch & 

Klinkenberg, 2015). Compassion fatigue often includes burnout and secondary traumatic stress 

(STS). Burnout is the feelings of frustration, despair and helplessness, and STS is stress faced by 

caregivers who are dealing with terminally ill patients (Branch & Klinkenberg, 2015). Healthcare 
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providers working in pediatric, trauma and oncology units are at highest risk of developing 

compassion fatigue (Branch & Klinkenberg, 2015). Nurses and frontline healthcare providers are 

at higher risk for developing compassion fatigue than other healthcare providers due to their 

direct contact with patients (Bush, 2009). Compassion fatigue can lead to many negative 

outcomes, including irritability, anger, poor decision-making, poor caring attitudes, absenteeism 

and drug use (Cocker & Joss, 2016). Therefore, high levels of death anxiety and compassion 

fatigue can worsen or complicate the grieving process among healthcare providers after their 

patients’ deaths (Wilson, 2014 and Papadatou, 2000).  

The death of a person is a stressful event for the family, but the death of a patient can also create 

a feeling of grief and loss among healthcare providers (Papadatou, 2000). However, the grief 

experienced by healthcare providers is different than the grief the patient’s family experiences.  

The death of a patient is a subjective experience for healthcare providers that is directly linked to 

their professional efforts and investment. According to Papadatou (2000), this professional 

investment can be related to their close relationship with patients and families, their goals and 

efforts, their dreams and ambitions and their professional role. Therefore, the death of a patient 

can be viewed as the loss of their investments. Due to the different levels of investment in a 

particular patient, grief among healthcare providers can vary widely (Papadatou, 2000). 

Healthcare providers working in palliative, hospice, long-term and oncology care settings who 

have long-term relationships with patients and families, can experience the loss of their 

relationships with the patient and his family following the patient’s death. In contrast, staff 

working in emergency or acute care settings might experience a different type of loss or grief. 

Grief reactions include feelings of helplessness, the need to cry, to reflect about the patient and 

distance oneself from the daily activities. Healthcare providers can also feel guilt, anger or 
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depression after patients’ deaths (Papadatou, 2000). Papadatou further noted that these reactions 

can last for a few minutes, hours or even for months. However, due to the busy work 

environment and professional commitments, healthcare providers often limit or fail to 

acknowledge and share their grief reactions or experiences. As noted by Gerow et al. (2010), 

healthcare providers often try to hide their emotions and create a “curtain of protection” to hide 

their grief, so that they can continue to work. Furthermore, grieving and feeling sad over 

patients’ deaths is sometimes considered a sign of weakness and professional incompetency as 

reported by many healthcare providers, especially physicians (Shorter & Stayt, 2010). Many 

studies reveal that healthcare providers exposed to frequent patients’ deaths have reported having 

experiences of unresolved grief or disenfranchised grief, leading to a variety of emotional and 

physical consequences that can affect the personal and professional life of those individuals 

(Shorter & Stayt, 2010). Many healthcare providers who witness frequent and sudden deaths and 

do not get a chance to vent their feelings can be victims of cumulative grief. Therefore, it 

becomes important to explore personal and organizational factors that influence the grieving 

process among healthcare providers and to deal with workplace barriers to ensure effective 

coping with grief among healthcare providers.  

Determinants of grieving process among healthcare providers:  

Healthcare providers’ ability to effectively cope with grief after a patient’s death is an interactive 

process that depends on the individual (lifestyle) and work-environment (workstyle) factors 

(Papdatou, 2000) (See figure 2). Lifestyle factors include personality traits and a healthcare 

provider’s value or belief systems. The personal history of loss and how it was dealt with also 

affects a person’s coping mechanism. Institutional or workstyle factors, which contribute to how 

healthcare providers process their grief, include the goals and value systems of the organizations, 
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availability of organizational resources to staff, organizational attitudes towards its staff and the 

culture of the work environment (Papdatou, 2000). For instance, if the organization recognizes 

that caring for a patient throughout the dying process is a challenging task and acknowledges the 

emotional and psychological needs of healthcare providers by developing appropriate provisions, 

it becomes easier for healthcare providers to express and share their grief and become involved 

in effective coping. 

 

 

 

 

 

 

Figure 2: Healthcare providers grieving process (Papdatou, 2000) 

Institutional barriers can hinder effective coping among grieving healthcare providers. On many 

occasions, healthcare providers have identified that the lack of training to deal with grief, lack of 

support from their organization, lack of time to grieve over patients’ deaths and excessive 

workload as some workplace barriers to effectively cope with their grief after a patient’s death 

(Wenzel, Shaha, Klimmek & Krumm, 2011). Marcella & Kelly (2015), studied organizational 

factors in long-term care setting that can influence grief and coping among frontline healthcare 

providers. Many healthcare providers reported that the unpredictable nature of death, lack of 

proper training and education regarding grief and loss, the concept of death being a part of work 
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and the silent culture in the organization regarding death are some of the barriers to effective 

processing of grief experiences (See figure 3 in appendix). 

Organizations play a critical role throughout the grieving process of healthcare providers. If 

healthcare providers are not supported and helped during their grieving after patient death, it can 

affect their mental and emotional well-being, and lead to a cascade of stress that can ultimately 

cause exhaustion and high staff turnover rates, posing a negative impact on both quality of 

patient care and organizational budgets (Brosche, 2007) (See figure 4 in appendix). Therefore, it 

becomes vital to identify organizational strategies for healthcare organizations to support 

healthcare providers caring for dying patients. 

Methods:  

I used a literature review as the principal method for my capstone project. The search 

methodology focused on peer-reviewed articles. My search was not limited to any particular time 

range. However, due to scarcity and small number of peer-reviewed articles informing the role of 

supportive workplace strategies for healthcare providers dealing with patients’ deaths, I 

incorporated the “gray literature” – non-peer reviewed articles, governmental, non-governmental 

and international organizational reports – to supplement the literature review. The aim of this 

literature review is to identify existing supports or strategies to provide grief support, reduce 

burnout and promote resilience among healthcare providers. Promoting resilience among 

healthcare providers means “enabling healthcare providers to successfully overcome or 

withstand sudden, unpleasant workplace events like patient death” (McEwen, 2011, p.2).  

I employed a comprehensive search strategy in consultation with the SFU Health Sciences 

Librarian. The databases used for carrying out a literature search includes Current Index of 

Nursing and Allied Health Literature (CINAHL), Medline and Psych info to identify 
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qualitative and quantitative research studies of workplace strategies to support healthcare 

providers’ grief and loss after their patients’ deaths. These three databases were included in the 

literature search to provide access to a wide range of peer–reviewed articles and texts relevant to 

this topic. To augment the literature search, some articles were manually searched from the 

bibliography of articles found from these three databases. The initial search used general key 

word search such as (“support for healthcare staffs or healthcare providers after patient death”), 

followed by a more advanced search using MeSH (subject headings) terms, such as "Attitude of 

Health Personnel" OR "Nursing Staff" OR "Medical Staff " OR "Nursing Staff, Hospital" OR 

"Medical Staff, Hospital" AND "Palliative Care" OR "End of Life Care"  OR "Terminal Care"  

OR "Dying or Death " AND "Grief Support" OR "Bereavement Debriefing". 

These search strategies yielded a total of 101 peer-reviewed articles. All titles and abstracts were 

skimmed and 20 articles were selected for the full-review. Further scrutiny of those 20 articles 

resulted in 13 articles that met the inclusion criteria for analysis. Articles were included if they 

reported stress among healthcare providers dealing with dying patients or end-of-life care, and 

provided information on workplace strategies to support staff caring for dying patients. I scanned 

the bibliography of all the eligible articles to identify additional sources relevant to the subject of 

this capstone. I also searched for relevant gray literature using key word search “Grief support 

for healthcare providers dealing with dying patients” and “emotional support for healthcare 

providers dealing with dying patients” in Google Scholar. Only English language and full text 

journals were reviewed for this literature review. 

Results: Supportive workplace strategies  

I identified a considerable amount of information on strategies to reduce burnout, compassion 

fatigue and grief among healthcare providers dealing with dying patients, especially in oncology 
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and palliative care setting. There was, however, a lack of empirical studies about the 

effectiveness of those strategies.  

Following are some examples of workplace programs and strategies that have been proven to 

help healthcare providers cope with patients’ deaths, and enhance effective grieving to reduce 

burnout and compassion fatigue among healthcare providers. The results of this literature review 

are divided into three parts: supportive policy development, resource development and 

appropriate practice changes.  

1. Supportive policy development  

Emotional safety policy: Providing physical safety in the healthcare setting is well established, 

but little attention is given to provide an emotionally safe working environment for healthcare 

providers. Administrators of Mercy Hospice Auckland (MHA) in New Zealand identified 

emotional needs of healthcare providers and introduced the emotional safety policy. The aim of 

the policy was to provide an emotionally and psychologically supportive work environment for 

palliative healthcare providers (Huggard & Nicholas, 2011). Before the formulation of this 

policy, the emotional safety committee was formed to identify the supportive needs of healthcare 

providers (Huggard & Nicholas, 2011). The policy includes a number of steps taken to avoid and 

reduce emotional stress, fatigue and burnout among staff of MHA. According to Huggard & 

Nicholas (2011), following are the range of organizational strategies that were introduced to 

promote and restore emotional safety:  

- Proper recruitment of staff  

- Precise job description  

- Provision of thorough orientation program  

- Ongoing, organized opportunities for professional supervision and support  
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- Ongoing feedback systems and regular discussion forums  

- Encouraging reflective practices  

- Debriefing of critical incidents when required by staff  

- Effective scheduling of staff  

- Acknowledgement of personal and workplace stressors among staff  

- Celebrating individual and team success together  

- Provision of two weeks of annual leave  

 

Apart from the above workplace strategies, healthcare providers were encouraged to take 

responsibility for their own emotional safety by using available resources (See figure 5 in 

appendix). Huggard & Nicholas (2011), reported that MHA participated in the national online 

workplace survey in 2010 along with 245 organizations in New Zealand. The aim of the survey 

was to identify best practices and gain knowledge about how employees’ attitudes and 

performances can be improved. The MHA was ranked fourth among the best practice 

organizations. More than 92% of the MHA staff had full trust in their organization; they felt that 

MHA cared about them and that they were respected by the organization (Huggard & Nicholas, 

2011). Staff satisfaction wasn’t solely due to the emotional safety policy; many other 

organizational factors contributed to staff satisfaction. Some healthcare organizations are already 

practicing some of the activities described in the emotional safety policy, but intentionally 

documenting those activities in its organizational policy can increase its recognition and 

utilization by staff. Furthermore, healthcare providers will get an idea that their emotional needs 

are being acknowledged and accepted by their organization. 
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2. Resource development  

Quality Palliative Care in Long Term Care Alliance, Grief tool kit for staff: In the province 

of Ontario, Canada, efforts have been made to support healthcare providers who work in 

palliative and long-term care settings. A grief tool kit was formulated based on research 

conducted by the Quality Palliative Care in Long Term Care (QPC-LTC) Alliance, including 

four long-term care settings, group of researchers and 50 organizational partners. This tool kit 

highlights the appropriate workplace interventions to support staff during their grief experienced 

throughout end-of-life care or after a patient’s death.  

The QPC-LTC grief tool kit noted that healthcare providers often learn how to deal with 

patients’ deaths in their work environment. Therefore, it becomes crucial for the organization to 

provide adequate training and resources to healthcare providers. Through this tool kit, staff in 

different LTC settings in Ontario identified a number of coping strategies in managing their 

grief. These coping strategies are:  

-The acceptance and preparation for a patient’s death  

- Reflecting and acknowledging a patient’s achievement during his or her lifetime 

- Seeking support from peers and co-workers  

(Grief support tool kit, 2006)  

Additional strategies suggested by the LTC staff as supportive during their grieving process 

through the research survey conducted by QPC-LTC alliance are as follows:  

- Proper education and training during orientation process  

- Informal support from peers and co-workers  

- Additional formal supports such as debriefing sessions on regular basis  

- Adopting some rituals after the death of patient as a standard part of practice  
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- Memorial service bi-annually or annually.  

The formation of this tool kit recognizes the emotional needs of healthcare providers and accepts 

their need to grieve. It also highlights the critical role organizations can play in influencing loss 

and grief experienced by staff working in long-term care settings and other areas of care. The 

generalizability of these strategies, which were identified as helpful by those LTC staff who 

participated in the research, requires further validation. 

 

3. Practice changes or interventions 

a. Art therapy to reduce death anxiety and burnout in End of Life care providers:  

 Art therapy may help healthcare providers dealing with dying patients in expressing their 

emotions and grief, reducing and managing stress, promoting support seeking behaviors. Art 

therapy has been beneficial to assist in expressing emotions and feelings which are difficult to 

verbalize (Potash et al., 2014).   

In 2014, Potash and his colleagues conducted a quasi-experimental study to understand the 

effects of supervised art therapy in end-of-life care providers, including nurses, doctors, clergy, 

social workers and volunteers, occupational therapists and physical therapists from different 

hospice care settings in Hong Kong. The study participants were assigned randomly to two 

groups, either supervised art therapy or a skill-based supervision group, which was a part of a 

regular training program for all hospice workers organized by the Society for the Promotion of 

Hospice Care. Each group shared similar demographics. Each course was offered three times in 

one year period, having 25 participants in each session. There were six weekly-3 hour sessions 

for art therapy based supervision offered by a certified art therapist (Potash, Ho, Chan, Wang & 

Cheng, 2014). The activities in this session included deep breathing exercise, guided imaginary, 

making art, reflective writing and group discussions (Potash et al., 2014). The details about the 
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focus area of these sessions are in table 7 in the appendix. The skills-based supervision included 

three 6-hour sessions on a daily basis led by a counselling psychologist and nurse consultant. The 

focus areas of this session were providing opportunities to acquire new clinical skills and engage 

in case analysis (see table 8 in appendix). The self-standardized surveys or scales used prior and 

post to evaluate course effectiveness include Maslach Burnout Inventory-General Survey (MBI-

GS), the Five Facet Mindfulness Questionnaire (FFMQ), and the Death Attitude Profile- Revised 

(DAP-R) (Potash et al., 2014).  

The MBI-GS results suggested the exhaustion among art based supervision group was reduced 

significantly from the baseline mean (Baseline mean=15.46 and post intervention mean=13.73) 

(P-value=0.011) as compared to control group in which mean reduction was not very significant 

(baseline mean=15.19, post intervention mean=14.74). The FFMQ results revealed a significant 

increase in observing the external world for the art-therapy-based supervision group from 

baseline (M=26.55) to post-intervention (M=28.26) (P-value=0.002). The art therapy based 

supervision group experienced significant decreases in acting with awareness from baseline 

(M=21.17) to post-intervention (M=19.69) (P-value =0.013) and for non-judging of inner 

experiences from baseline (M=22.42,) to post-intervention (M=21.47) (P-value=0.038) 

compared to control group. Along with this, DAP-R scale also showed significant reduction in 

fear of death and death avoidance score among art-based supervision group as compared to 

control group (Refer to the table 4 for detailed results). 
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Source: Potash et al., 2014 

This research suggests that art-therapy based supervision can reduce burnout, exhaustion and 

death anxiety among healthcare providers working with dying patients. Further studies are 

needed to validate its effectiveness in different healthcare settings around the globe and to 

demonstrate the benefits in longitudinal studies. 

b. Bereavement Debriefing Sessions:  

Bereavement debriefing sessions appear to be an effective strategy to support anyone who is 

exposed to critical, traumatic or devastating incidents (Mitchell & Everly, 2001). To improve 

quality of care provided to pediatric patients with terminal illnesses, multidisciplinary 

bereavement debriefing sessions were developed as a part of palliative care program at John 

Hopkins Children’s Center in 2002, and offered to members of the team caring for these patients 

(Rushton et al., 2006). Under the pediatric palliative care program, 113 bereavement sessions 

were organized to provide adequate emotional support to multidisciplinary staff in distress after 

the death of a patient. These sessions offered healthcare providers a platform to express and 
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reflect on their relationship with the patient and their feelings about his or her death. Further, the 

sessions were an opportunity for healthcare providers to reflect on the circumstances of a 

patient’s death and express their feeling about how the patient’s death affected their caring role. 

The format of the debriefing sessions is shown in figure 6 below. 

 

Figure 6: Format of debriefing sessions (Keene et al., 2010)  

The impact of these debriefing sessions was evaluated using self–report. The evaluation process 

showed that staff who participated in these sessions reported an increased sense of well-being by 

helping them to manage their grief effectively and also help them to involve in reflective practice 

for professional growth (Keene et al., 2010). Hence, debriefing sessions can be used as a 

platform to help healthcare providers to reflect on the death of a patient and express their feelings 

of grief. 

c. Formation of Grief team: 

Establishing grief teams to support healthcare providers after a patient’s loss is critical to reduce 

compassion fatigue and burnout, and promote emotional and mental well-being of the nurses and 
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other healthcare providers (Brosche, 2007). The grief team is a resource that can help healthcare 

providers feel that it is appropriate to grieve after patient death and provide them opportunity to 

grieve in their own manner and at their own pace. Brosche (2007) noted that grief teams can help 

minimize the “disenfranchised grief or cumulative grief” among healthcare providers. The 

formation of a grief team can help eliminate the taboo or stigma attached with mourning after a 

patient’s death, including critical care areas such as intensive care units. The grief team consists 

of experienced healthcare providers, including nurses and doctors, who are trained by crisis 

management teams and bereavement counselors (Brosche, 2017). After every incident of patient 

death, the grief team offered support to healthcare providers. This intervention was developed for 

intensive care unit nurses, but it can be used to support other healthcare providers during their 

grieving process. Establishing grief support teams need further study before it is widely 

implemented (Brosche, 2007).  

All of the examples shared in the results section have limited evidence regarding long-term 

efficacy in reducing burnout, promoting resilience and supporting staff during their grieving 

process. Further research studies are needed to validate their long-term efficacy in different 

settings and among different healthcare providers around the world. In my opinion qualitative 

research approaches such as Focus Group Discussions (FDGs) and individual interviews can 

serve as an effective tool to identify the needs and expectations of healthcare providers in 

different settings, in regard to their emotional safety. It can also help to identify supportive 

strategies or interventions required by healthcare providers to maintain their emotional well-

being at their workplace. After conducting FGDs and interviews, healthcare providers would be 

randomly assigned to receive an intervention or serve as a control group. Self- reported 

evaluation and other standardized survey tools can be used to understand the outcomes of that 
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experimental study. This type of research study will help administrators of the organization to 

understand the effectiveness of those proposed strategies over a certain period of time and will 

guide them in implementing effective strategies on a wider level.  

Discussion:  

The workplace environment has a big impact on the health of healthcare providers. The World 

Health Organization (2008) considers employment and working conditions as among the key 

social determinants of health. The social determinants of health affect a person’s overall health 

status. Therefore, WHO (2008) clearly states that every healthcare organization has a 

responsibility to develop appropriate occupational health policies and programs, and adds that a 

primary focus should be on upholding healthcare providers’ health and well-being. 

The Canadian Healthcare Association (CHA) (2013), identifies psychological and emotional 

health as a primary component for creating and sustaining a productive, effective and mentally 

healthy workforce. CHA sets out a standard for psychological health and safety in the workplace 

and strongly recommends all health organizations follow those standards. The implementation of 

appropriate strategies to promote emotional and psychological health of workers can be critical 

in the reduction of staff turnover and job productivity. Also, a psychologically safe workplace 

environment is important in reducing the number of patient-safety errors and leads to well-

functioning healthcare systems by providing highly engaged healthcare providers (Hugh & 

Shamian, 2013). Indeed, employers or organizations have a legal responsibility to maintain 

healthy and safe workplace environments for workers, which also includes providing 

emotionally and psychologically safe work environments (Shain, 2009). 

Healthcare profession is regarded as some of the most stressful professions. According to 

Statistics Canada, work-related stress among healthcare providers is potentially higher than any 
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other occupation. The Occupational Health and Safety Agency of Healthcare (OHSAH) in BC, 

under the Healthy Workplace initiative, conducted a survey that revealed that dealing with 

trauma and patient death is one of the key workplace stressors affecting the psychological and 

emotional health of healthcare providers (2007).  

Many organizations around the globe have recognized the importance of providing 

psychologically healthy and safe working environment. However, only a few organizations in 

some countries, including Canada, are now working to provide a psychologically safe working 

environment (Lowe, 2006 & Kitts, 2013). Healthcare organizations are trying to engage in 

developing innovative strategies to address emotional and mental stress among healthcare 

providers. Examples include providing training on emotional intelligence and reflection. Peer- 

support programs have also been used as a supportive strategy for tackling mental health issues 

among workers in Canada (Mental Health Commission of Canada, n.d.). But these peer-support 

programs have not been established in the workplace settings that raises accessibility issues 

(OHSAH, 2007). Another program in Canada is an Employee Assistance Program (EAP) that 

provides counselling, crisis management, and advice to the employees of certain organizations 

(Health Canada, 2016). Again, it requires time to make an appointment and some people might 

not feel comfortable discussing their situation with a person who is outside of their profession or 

stranger. Therefore, supportive strategies should meet the needs of the healthcare providers and 

be easily available to them.  

Supportive workplace strategies have been identified for healthcare providers who work in a 

palliative care setting and oncology units to help them grieve and cope after a patient’s death. 

Informal caring rituals, such as a healthcare providers gathering in the room of a deceased patient 

to talk about their feelings and emotions can be beneficial. Attending the funeral of a deceased 
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patient can also help healthcare providers cope with a patient’s death. (Gerow et al., 2010 and 

Hildebrandt, 2012). If healthcare providers wish to attend the funeral of a deceased patient, 

organizations should provide opportunities for staff to attend those rituals. Moreover, organizing 

staff retreats, get-togethers, sending out bereavement cards to patient families, creating a 

memory tree having the names of the deceased patients on the leaves of the tree have also been 

described as effective strategies (Medland, Howard-Ruben & Whitaker, 2004 and Houk, 2013). 

Formal and informal peer support is viewed as beneficial among many staff and it provides a 

platform for effective closure after the death of a patient (Hildebrandt, 2012). Some healthcare 

providers reported that their religion, their faith, or engaging in alternate therapies, like 

meditation, was one way to overcome grief after the death of a patient (Granek, et al., 2016). 

Houk (2013) views effective coping and reduction of compassion fatigue as a shared 

responsibility of the organization and staff. The summary of roles and responsibility of 

healthcare providers and organizations in dealing with patients’ deaths and dying processes as 

cited by Aycock & Boyle, 2009 is shown in figure 9 in appendix.  

My literature review clearly highlights the need for supportive workplace strategies to maintain 

the emotional and psychological well-being of healthcare providers who care for dying patients. 

It also provides some valuable examples of supportive strategies that can be potentially helpful 

for reducing death anxiety, burnout and compassion fatigue among healthcare providers. 

However, according to Van Staa et al. (2000), the successful implementation of a strategy cannot 

be achieved if it does not meet the needs of the target population. Thus, it is important to 

consider the perceived needs and coping mechanisms of healthcare providers, their level of 

experience and training, the nature of their work specialty, the culture of the organization or 
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specific unit, the working relation between healthcare team members, the availability of existing 

resources and funding, and the organizational willingness to implement new initiatives.  

Recommendations:  

My literature review suggests that healthcare organizations should provide appropriate and 

accessible strategies to support their employees’ emotional and psychological well-being. The 

supportive strategies could include proper training and education, supportive policy development 

and resource development after proper assessment of emotional needs of the healthcare 

providers.  

The key to building resilience among healthcare providers is the provision of appropriate training 

in emotional intelligence and reflective practices. Providing training in reflective practices and 

emotional intelligence will enable healthcare providers to identify their own emotional responses 

and will provide them ability to manage them successfully. Educational sessions should be 

organized for healthcare providers regarding the warning signs of cumulative grief and 

information about supportive resources available in the workplace. Besides appropriate training 

and education for healthcare providers, establishing a culture of acceptance within an 

organization is pivotal. The healthcare organizations should establish the importance of 

acknowledging grief as a normal human response to the patient death and offer opportunities for 

healthcare providers to reflect on their work experiences. This can be achieved by introducing 

policies and initiatives focused towards upholding the emotional well-being of healthcare 

providers. Placing emotional safety as an integral part of organizational policy reflects that the 

organization is acknowledging healthcare providers’ emotional needs and is willing to provide 

them support. This can create awareness among all organizational staff regarding emotional 

stress and grief of healthcare providers, and in turn, this will encourage healthcare providers to 
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seek help and utilize organizational resources effectively when needed. Furthermore, healthcare 

organizations should conduct a needs assessment to identify the strategies that healthcare 

providers feel is supportive for them to deal with patient death and also help them to provide 

quality care to dying patients.  

Lastly, making the grieving resources accessible to every staff person within their own work 

setting regardless of their specialty area, is critical as dealing with death is a subjective feeling, 

and attitudes towards death and dying can vary widely among healthcare providers irrespective 

of their area of specialty and other demographic factors. Thus, organizations can support 

healthcare providers in dealing with death and dying of patients by acknowledging their 

emotional needs, creating a culture of acceptance in the workplace, providing appropriate 

training, and providing adequate, suitable and accessible resources within their own work 

environment.  

Conclusion:  

The evidence presented in this paper indicates that there is a growing awareness about stress in 

dealing with dying patients and the need for supportive organizational initiatives. Most of the 

previous research, with a focus on grieving and cumulative stress, was targeted to nurses in 

palliative/ hospice and oncology; increasingly, the focus is expanding to include all healthcare 

providers who can expect to care for dying patients. 

In this literature review, it became evident to me that some strategies exist to support healthcare 

providers after the death of a patient to enhance compassion, and to prevent burnout and 

cumulative stress. Unfortunately, the long-term effectiveness of these strategies is lacking.  
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Reflection:  

The MPH program at Simon Fraser University was a unique and inspiring experience for me. I 

entered this program having clinical experience as a nurse, but I had no public health training. I 

appreciate the knowledge and skills that I have acquired as being part this program, and it has 

contributed a lot towards my professional development as an emerging public health practitioner. 

This capstone project is the last step towards completion of the MPH program, built not only on 

the knowledge and skills gained from this degree program, but on my commitment and passion 

to enhance the health and well-being of healthcare providers. Through this capstone project, I 

was able to apply concepts of environmental and occupational health, including risk assessments, 

policy and program evaluation, and system thinking approach. The subject area of this capstone 

was of particular interest to me because I am a nurse, and my capstone helped me in articulating 

the steps and strategies needed to support healthcare providers caring for dying patients. Now, I 

feel more confident in articulating the critical steps needed to improve emotional well-being of 

healthcare providers and look forward to serving as an agent of change to ensure that healthcare 

providers have access to safe, healthy and supportive workplace environments. 
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Appendix: 

 

Source: Dunn, Otten & Stephens, 2005 
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Figure 3: Organizational context influencing grieving process among healthcare providers long-

term care settings. (Marcella & Kelly, 2015) 
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Figure 4: Stress cascade among healthcare providers. (Brosche, 2007) 
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Figure 5: Personal responsibilities to ensure emotional safety for self (Emotional safety policy as 

cited in Huggard & Nicholas, 2011) 
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Table 7: Focus areas of art-therapy-based supervision sessions (Potash, et al., 2014) 

 

Table 8: Focus areas of Skill-based supervision sessions (Potash, et al., 2014) 



39 
 

 

Figure 9: Interventions for reducing compassion fatigue and Cumulative grief by Aycock & 

Boyle, 2009 

 

 

 

 

 

 

 

 

 


