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PHYSICIAN COMPETENCE IN END-OF-
life care requires skill in commu-
nication, decision making, and

building relationships. Physician abil-
ity in this area correlates directly with
patients feeling satisfied with their medi-
cal care and adhering to medical ad-
vice, as well as indirectly with liability
litigation.1-3 It may also substantially en-
hance physicians’ own experiences of
providing care. Yet, these skills were not
taught to the majority of physicians in
practice during their training.

We present a 7-step approach for
structuring the communication of im-
portant information. It expands on the
approaches described by Buckman4 for
the communication of “bad” news to in-
clude setting treatment goals, advance
care planning, withholding or withdraw-
ing therapy, making decisions in sud-
den life-threatening illness, resolving
conflict around medical futility, respond-
ing to a request for physician-assisted sui-
cide, and guiding patients and families
through the last hours of living and early
stages after death. A review of the litera-
ture supports this overall approach to
structuring such conversations.5

A 7-Step Communication Tool
The first 3 of the 7 steps prepare the pa-
tient, caregivers, and physician for dis-
cussing important information. After de-
livering the news, the last 3 steps permit
the physician to respond to the pa-
tient’s reactions and establish a plan. The
steps’ discrete and sequenced presenta-
tion is only a model to guide practice and
the acquisition of proficiency (TABLE).

In clinical practice, steps will be accom-
plished in different ways and with vary-
ing intervals, or even sequence.

Step 1 is preparing for the discus-
sion. To prepare, physicians should con-
firm the medical facts of the case, estab-
lish an appropriate environment, make
sure that enough time is available to
communicate the information effec-
tively, and ensure that everyone the pa-
tient would like to have present is able
to attend. Step 2 is establishing what the
patient (and family) knows. Beginning
with open-ended questions establishes
what the patient and/or family know
about the patient’s situation. Step 3 is de-
termining how information is to be
handled. More than 90% of US resi-
dents would rather know the truth about
their illness, especially if it is one that
will be fatal.6 However, because people
handle information differently, it is im-

portant for physicians to first deter-
mine how each patient wants to have in-
formation shared. Patients have the right
to decline to receive information. Phy-
sicians should not assume that an indi-
vidual’s preferences track with ethnic,
cultural, or religious norms.

To minimize the risk of communi-
cation errors, step 3 might best be ac-
complished at the beginning of the pa-
tient-physician relationship before
specific news needs to be given. Some-
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times family members ask the physi-
cian not to tell the patient the diagno-
sis or other important information.
While it is the physician’s legal obliga-
tion to obtain informed consent from
the patient or proxy, an effective thera-
peutic relationship is enhanced by a
congenial alliance with the family. Such
requests should prompt an open-
ended question to find out why the fam-
ily doesn’t want the patient to be told.
After the physician has listened atten-
tively to the family, a suggestion to go
to the patient together may result in a
discussion that leads to a mutually sat-
isfactory plan for information sharing.

Similarly, when the patient is a child,
the parents may want to protect the
child from distressing information. Yet,
most children will perceive that there
is a serious health problem and may de-
velop distrust if information is with-
held. It may be better to communicate
important medical information to the
child at an age-appropriate level. A simi-
lar family discussion may allow for such
an approach to occur harmoniously.

Step 4 is delivering the information
in a sensitive but straightforward man-
ner. Language should be clear and nei-
ther overstate nor understate the im-
plications of the news, or the precision
of knowledge conveyed by the infor-
mation, whether diagnostic or prog-
nostic. Frequent pauses are important
to check for understanding and to al-
low time for everyone to absorb the in-
formation.

Step 5 is responding to emotions. Pa-
tients, parents, and families will have a
wide range of emotional reactions to im-
portant news. They will need time to re-
act, and the physician should listen qui-
etly and attentively. Many reactions are
short-lived. Once the emotion is ex-

pressed, people tend to move on more
easily. Attention to this step conveys re-
spect and support, and strengthens the
patient-physician relationship.

Step 6 is establishing goals for care
and treatment priorities. This step is dis-
cussed in greater detail in the next sec-
tion. It may be less relevant when de-
livering new or serious information. If
goals cannot be discussed after deliv-
ering news, this step can be addressed
at a subsequent meeting.

Step 7 is establishing a plan. Addi-
tional information should be gathered
and further tests that may be appropri-
ate should be discussed. The overall care
plan, including treatment of current
symptoms and sources of ongoing emo-
tional and practical support, should be
developed. This 7-step approach to com-
munication can provide guidance in sev-
eral types of encounters in end-of-life
care. Before examining each in turn, we
will further examine step 6.

Setting Goals for Care
Numerous legitimate goals for medical
treatment exist, including cure of dis-
ease, prolongation of life, avoidance of
premature death, maintenance or im-
provement in function, relief of suffer-
ing, improvement of quality of life, pres-
ervation of control, achievement of a
good death, and support for families and
loved ones. Although goals may seem to
stretch along a continuum in a linear
fashion, multiple goals may apply si-
multaneously, and some may seem to be
contradictory. Sound clinical decisions
routinely require prioritization among
potentially contradictory goals.

After establishing the patient’s cur-
rent medical situation, and before set-
tling on specific medical treatments (ie,
before step 7), additional open-ended
questions should be asked. Questions to
ask may include, “What’s important to
you now?” or “What are you hoping
for?” These help to establish the pa-
tient’s and family’s view of the future.
With an understanding of patient’s and
family’s needs and expectations, the cli-
nician can better propose realistic goals
and how they can be achieved. It is of-
ten appropriate to identify those things

that cannot be done, either because they
will not help achieve the identified goals
or because they are not possible.

There is a historical medical conven-
tion that clinicians should express hope
for full recovery, even if it is not a real-
istic hope.7 The principle has been taken
so far as to administer treatments that
are known to be ineffective, all in the ser-
vice of maintaining hope. However, per-
petuating false hope may prevent the pa-
tient and family from finding meaning
and value in the time remaining to them.
At a time when people most need emo-
tional closeness, collusion to persist in
unrealistic goals may prevent reconcili-
ation, emotional growth, final gift giv-
ing, and closure. Some physicians find
it useful to frame discussions using
phrases like, “We can hope for the best,
but we also need to plan for the worst.”

In discussing goals of care, inept
phrasing, even if well-intentioned, may
have unintended consequences. For ex-
ample, a comment of “It’s time we talk
about pulling back” can imply aban-
donment. To prevent unintended con-
sequences, it is useful to develop facil-
ity with language that reinforces the
goals of appropriate medical care. An
example would be “I want to give the
best care possible until the day you die.”

Advance Care Planning
Advance care planning is a form of set-
tling on goals for care. It is intended to
guide future medical care in the event
that the patient is unable to make his/
her own decisions. Most patients be-
lieve that it is the physician’s responsi-
bility to start advance care planning and
will wait for the physician’s initia-
tive.8-10 Once introduced, the patient,
proxy, and family can do most of the
work on their own. Another member of
the health care team (eg, a nurse, social
worker, chaplain) can also help.

An advance care planning discus-
sion should begin by asking how famil-
iar the patient is with the concept, and
whether he/she is prepared to engage in
the discussion. Some patients may al-
ready have advance directives in the
form of a living will or health care proxy.
Others have had experiences with fam-

Table. Seven-Step Approach to
Communication

1. Prepare for the discussion
2. Establish what the patient (and family) knows
3. Determine how information is to be handled
4. Deliver the information
5. Respond to emotions
6. Establish goals for care and treatment

priorities
7. Establish a plan
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ily members or friends who were too ill
to make decisions for themselves.

After eliciting their understanding and
willingness to discuss the subject, the cli-
nician should explain the goals and the
process he/she recommends. Even if the
patient is able to make decisions, the pa-
tient’s decision maker should be in-
cluded in the discussions from the out-
set. Advance care planning often focuses
only on resuscitation decisions. It is
more useful to engage in a structured ap-
proach that includes the types of clini-
cal scenarios that might arise, and the
decisions that patients and proxies most
commonly face.

Validated worksheets covering a
range of clinical scenarios may facili-
tate face-to-face discussions between the
physician and the patient.11-13 They also
may be used to capture the key points
made by the patient. Once the discus-
sion is complete, these worksheets may
be used to summarize the conversa-
tion so that the patient’s final choices
can be entered directly into the medi-
cal record.

While many physicians believe that
advance care planning is time consum-
ing and inadequately reimbursed, the
time that the physician takes to coun-
sel and provide information about ad-
vance care planning may be incorpo-
rated into the coding of the complexity
of each patient encounter.14

Any statement of a patient’s wishes,
written or oral, that can be considered
a valid statement should be binding, but
a formal written document signed by the
patient helps to avoid ambiguity. Pa-
tients should be encouraged to com-
plete 1 or more documents (eg, a living
will or durable power-of-attorney for
health care) that comply with the rel-
evant state statutes where the physi-
cian practices. Physicians can inquire
about these documents at their hospi-
tal, state attorney general’s office, or lo-
cal medical society.

Finally, the patient’s advance direc-
tives need to be available when deci-
sions are being made. Copies of the
documents should be distributed to all
relevant parties. The patient may want
to carry a wallet card or wear a medi-

cal bracelet that specifies the where-
abouts of these documents.15

Withholding/Withdrawing Therapy
Goals of care can change and it may be-
come necessary to discuss withholding
or withdrawing 1 or more therapies.16

Often these discussions involve the
proxy or family and can draw on the
trust and common understanding of
prior communication and planning. Two
examples that illustrate such discus-
sions follow.

Example 1: Artificial Feeding and
Hydration. Food and water are widely
held symbols of caring. Suggestions that
artificial nutrition and hydration be with-
held may be misperceived by the pa-
tient, family, or other caregivers (pro-
fessional and volunteer) as neglect if the
context for the discussion is unclear. To
establish the context, the medical con-
dition of the patient should be dis-
cussed and overall goals of care reaf-
firmed. Next, the physician should
address whether artificial hydration and
nutrition will achieve those goals.

In many cases, artificial nutrition and
hydration will neither reverse the un-
derlying pathology nor make the pa-
tient feel better. For example, if the goals
are improved energy, weight, and
strength in a patient with far-advanced
cancer, artificial fluid and nutrition are
unlikely to be helpful.17-19 In fact, such
interventions may make edema, asci-
tes, pulmonary secretions, and dys-
pnea worse, particularly if there is sig-
nificant hypoalbuminemia. While many
believe that the patient must be hy-
drated until death, a state of relative de-
hydration in a patient who is bed-
bound and imminently dying may have
some benefits. Pulmonary secretions,
vomiting, and urinary incontinence may
be diminished, and dehydration may ac-
tually stimulate the production of en-
dorphins and other endogenous anes-
thetic compounds that contribute to the
patient’s sense of a peaceful, comfort-
able death.20-22

The clinician should listen for mis-
perceptions when asking the patient
and/or family what they understand
about the current situation. They may

believe that lack of appetite and dimin-
ished oral intake of fluids are causing the
patient’s level of disability. They may as-
sume that if the patient could get more
fluids and nutrition, the patient would
be stronger. Clear, simple language
should help them understand the real
causes of the situation. The family may
also need help to recognize their emo-
tional need to care. Then, with the help
of other professionals, the family can find
other ways to express their need.

Example 2: Discussing Do-Not-
Resuscitate (DNR) Status. Getting a
DNR order should never be the sole mo-
tive for a discussion with a patient or
family. Rather, a DNR order best
emerges naturally from a discussion of
the approaches and interventions that
will be taken to achieve their overall
goals for care. Engaging in isolated dis-
cussions about cardiopulmonary re-
suscitation (CPR) and DNR status may
leave the patient or proxy confused and
anxious about the future, and may be
perceived as pending abandonment.23

Most patients (and some physi-
cians) are unaware that CPR was devel-
oped for and remains most appropriate
for unexpected events, such as an intra-
operative event or cardiac arrest in an
otherwise healthy patient.22 It was not
developed and is not indicated for the
reversal of the final stages of an other-
wise irreversible disease.24,25 Once the pa-
tient’s goals for care have been re-
viewed, whether CPR would be likely to
achieve those goals should be consid-
ered. The answer is usually no.

During the discussion of CPR, clini-
cians should avoid 2 unfortunate lin-
guistic conventions. First, language such
as “starting or shocking the heart” or
“putting on a breathing machine” can
imply a false sense of reversibility and
independence of organ function. These
phrases suggest that heart and lung func-
tions are isolated problems. In the set-
ting of advanced illness, circulation and
breathing usually stop because of the re-
lentless progression of the disease. Sec-
ond, the convention of describing CPR
as “doing everything” has the implica-
tion that not doing CPR is “doing noth-
ing.” Clinicians should not suggest aban-
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donment when there is much that can
be done for all patients until death.

The discussion should be com-
pleted with a proactive care plan (step
7) for the patient. For some patients,
full medical intervention is appropri-
ate to achieve their goals for care, even
with a DNR order in place.

Sudden Critical Illness
Situations of sudden life-threatening ill-
ness usually involve prognostic uncer-
tainty and the need for rapid and fre-
quent decisions. Multiple physicians and
numerous other members of the health
care team may be working simulta-
neously to save the patient’s life. Man-
aging symptoms and preparing the pa-
tient and/or family for the possibility of
death or incomplete recovery may be
given a lower priority than is desir-
able.26-28 In addition to the basic ap-
proaches for interacting with patients
discussed previously, the following
points deserve emphasis in these rap-
idly changing situations in which ten-
sions are often high.

Regular times should be scheduled for
1 person from the family and 1 from the
health care team to meet to discuss the
patient’s situation. Regular communica-
tion is likely to reduce confusion and
avoid misunderstandings. In these situ-
ations, emotions tend to be prominent,
fragile, and sometimes so powerful that
rational understanding is difficult.

During these conversations, overall
goals of care should be discussed and
confirmed frequently, particularly as
new information becomes available or
the patient’s condition changes. The
range of possible outcomes should be
communicated fully to help the pa-
tient (or parents if the patient is a child)
and family make informed choices. The
clinician should try to be realistic about
the possible degrees of recovery and
identify decision points in the future
when additional information will be
available that will help with decision
making. Symptom management should
be addressed in the initial plan of care.

Even if the prognosis is uncertain and
information is limited, it is counterpro-
ductive to wait to communicate until

substantive new information is avail-
able. Frequent updates of even incre-
mental information give the patient and
family time to prepare.

An initial plan that includes symp-
tom management will allow the care
intended to comfort the patient to con-
tinue even when life-sustaining treat-
ments are discontinued. This will mini-
mize the risk that the family will feel
that the patient is being abandoned as
therapies are withdrawn.

Conflicts About Futility
Resolving conflicts over medical treat-
ment requires particular skill in com-
munication. When applying the 7-step
approach to communication, elucidat-
ing thepatient’s and family’sunderstand-
ing of the situation (step 2) is critically
important.29-35 In probing for that under-
standing, insight into the causes of con-
flict can help to facilitate resolution.

Conflicts about futility are usually the
resultofmisunderstandings, lackofatten-
tion to the family’s (or physician’s) emo-
tional reaction to the patient’s dying, or
a conflict in values, rather than a dis-
agreement about the medical facts.

Misunderstandings and/or emo-
tional reactions such as distrust, grief,
and guilt can manifest themselves as a
conflict over futility. Descriptions of how
other physicians were wrong, the pre-
vious hospital was not good, the pa-
tient’s previous physician was only in-
terested in money, the nurses never
answered the call lights or adminis-
tered the wrong treatments, racial or eth-
nic prejudice was suspected, etc, should
trigger the question of trust. It is often
helpful to address this gently but di-
rectly. Emphasizing what is being done
for the patient and offering to facilitate
a second opinion or find other individu-
als whom the patient and family are
more likely to trust may help to restore
trust. An explicit statement that every-
one wants the best care for the patient
and reinforcing the goal of working to-
gether to achieve the best possible care
also may help. The clinician can affirm
that accurate and complete informa-
tion will be shared based on mutual trust
and respect.

Conflict over issues of futility may be
an extension of anticipatory grief. So-
cial work, chaplaincy, nursing, and
other disciplines can help the physi-
cian offer support. In making deci-
sions, the family needs help distinguish-
ing between what the patient would
want and what the family wants in re-
sponse to their grief.

Two powerful motivators for human
behavior are guilt and unfinished per-
sonal business. The archetypal, not-so-
subtle situation for either of these is the
arrival of the long-estranged or dis-
tanced relative at the bedside saying,
“You must do everything; you can’t let
her die.” Elucidating these tensions re-
quires skillful interviewing and the will-
ingness to assess the situation using a
broad perspective. Because guilt is some-
times associated with a sense of shame,
and unfinished business is often pain-
fully private, families may not readily re-
veal these issues to the physician. Ac-
tive listening and involvement of
multiple team members over time are
usually essential. Conflicted relation-
ships are rarely resolved and the result-
ant guilt is rarely eliminated. However,
understanding that this conflict exists
may illuminate behavior that previ-
ously seemed inexplicable. With time
and carefully planned discussion, a reso-
lution may be achievable.

Family dynamics that manifest them-
selves as conflicts over futility may not
be initially apparent to the physician,
particularly if the physician does not see
the entire family as a group. A family
meeting at which the physician is pres-
ent and in which all parties get to-
gether to hear information and make
decisions can be an excellent way to
both acknowledge intrafamily issues
and come to a decision with which ev-
eryone can agree.

Many people have a firm religious
foundation for their lives and the deci-
sions they make. This may extend to de-
cisions about medical treatments and
life-sustaining therapies. The physi-
cian should explore how religious is-
sues influence the patient and his/her
family in decision making. Physicians
may need to overcome the social con-
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vention of avoiding religious topics to
have this discussion. Relying on chap-
lains, or perhaps the family’s own spiri-
tual leader, to help discuss and eluci-
date the patient’s or family’s religious
framework can be helpful. The physi-
cian can clarify what is in the physi-
cian’s power to influence, and what is
not. Miracles are, by definition, rare.
Such conversations need to be scrupu-
lously attentive to accuracy and appro-
priateness.

Sometimes the relative value of life
is a source of conflict. To resolve this
tension in a practical way, it may be
helpful for the physician to focus on the
patient’s point of view, including his/
her goals for care and wishes ex-
pressed previously in advance direc-
tives, either formally or informally.

Requests for Hastened Death
Many physicians are likely to receive a
request for hastened death at some
point in their careers.36-45 It is quite com-
mon for patients with a life-threaten-
ing illness to think about suicide, if only
in passing. Some will approach the phy-
sician with the intent of “thinking out
loud.”

All requests should prompt the phy-
sician to assess the reasons for the re-
quest using a broad conceptual frame-
work for suffering that includes all of the
issues related to the physical, psycho-
logical, social, spiritual, and practical di-
mensions of life.

To elicit specific information about the
type of request that is being made and
the underlying causes for it, the physi-
cian should ask open-ended questions
in a nonjudgmental manner.40 While
some fear that talking about suicide or
hastened death will increase the likeli-
hood that the patient will act, this fear
has not been substantiated.42 Particular
consideration should be given to the pos-
sibility of clinical depression or anxi-
ety; these conditions are associated with
requests for hastened death.38 When
evaluating psychological and social is-
sues, the patient’s fears about his/her fu-
ture should be explored. Many pa-
tients have witnessed suboptimal care in
others that fuels their fears of losing con-

trol, being abandoned, being a burden,
or being undignified.42

The physician should make a com-
mitment to help find solutions to those
concerns, both current and antici-
pated, reinforcing that he/she wants to
continue to be the patient’s physician un-
til the end. Options to allay immediate
concerns and fears should be explored.

Patients may not be aware of the le-
gal alternatives available to them. Pa-
tients should understand that they have
the right to consent to or decline any
treatment or setting of care if any of them
seem too burdensome, including the vol-
untary cessation of fluid and nutrition,
either enterally or parenterally.22

For the rare patient who has unbear-
able and unmanageable pain, or other
intractable symptoms after maximal pal-
liative care, and is approaching the last
hours or days of his/her life, the induc-
tion and maintenance of a state of seda-
tion may be an option.42 Sedation in the
imminently dying that is intended and
managed to produce a level of obtun-
dation sufficient to relieve suffering with-
out hastening death has a firm ethical
basis.39 This can be achieved safely us-
ing appropriate medications (eg, ben-
zodiazepines, barbiturates, or anes-
thetic agents) and accepted dosing
guidelines.46 Medications that are poor
sedatives (eg, opioids) are not appro-
priate for this purpose. If a patient with
intractable symptoms is sedated, it is the
intended effect that is important. If the
patient dies while receiving sedation, the
death should be attributed to the un-
derlying illnesses, not the sedation.

As requests for hastened death and se-
dation for intractable suffering may have
considerable personal, ethical, and le-
gal ramifications, they should not be
dealt with in isolation, but rather with
the input of trusted colleagues and/or ex-
pert advisors. Clinical experience sug-
gests that most requests for hastened
death will resolve if unmet needs are ad-
dressed.42 It also remains a fact that, as
of October 2000, in all the United States
except Oregon, physician-assisted sui-
cide is illegal. When physician-assisted
suicide requests are declined, full com-
fort care should continue and health care

professionals should continue to work
closely in partnership with the patient
and family to minimize their suffering
and optimize their opportunity for
meaningful and valued time together.

When Death Occurs
No matter how well families and pro-
fessional caregivers are prepared, the
time of death can be challenging. Phy-
sicians can help families by preparing
them with information about what to ex-
pect, and what to do when death oc-
curs.47 Families, including children, and
caregivers may have specific questions
for the physician. Basic information
about death may be appropriate (eg, the
heart stops beating; breathing stops; pu-
pils become fixed; body color becomes
pale and waxen as blood settles; body
temperature drops; muscles and sphinc-
ters relax, so urine and stool may be re-
leased; eyes may remain open; the jaw
can fall open; and observers may hear
the trickling of fluids internally).47,48

When a physician lets family know
about the death, the steps for commu-
nicating bad news should be followed.
Physicians should avoid breaking un-
expected news by telephone.4 Commu-
nicating in person provides much greater
opportunity for assessment and sup-
port. As visitors arrive, the physician
should spend a few moments to pre-
pare them for what they are likely to see.

Whenexpecteddeathoccurs, the focus
of care shifts from the patient to the fam-
ily, and those who provided care. Many
experts assert that the time spent with
thebody immediatelyafter thedeathwill
help people cope with their acute sense
of loss.49-51 Thosepresent, includingcare-
givers, may need the physician’s permis-
sion to spend the time they need to come
to terms with the event and say their
good-byes. Even in the hospital, there is
no need to rush. Those who need to
touch, hold, or even kiss the person’s
body should be encouraged to do so in
thewaytheyfeelmostcomfortable(while
maintaining universal body fluid
precautions). As a visually peaceful and
accessibleenvironmentmay facilitate the
acutegrievingprocess, thepatient’sbody
should be prepared for the family, with
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any lines and machinery disconnected,
catheters removed,andanymesscleaned
uptoallowthe familycloser access to the
patient’s body with greater comfort.52,53

The physician, spiritual advisors, or
other interdisciplinary team members,
particularly nurses, may be instrumen-
tal in orchestrating events to facilitate the
immediate experience of those present.
Those who were not present for the death
may benefit from a recounting of how
things went leading up to the death and
afterward. Grief reactions beyond each
individual’s cultural norms suggest a risk
of significant ongoing or delayed grief re-
actions.54 Desired religious rites and ritu-
als should not be overlooked.

Once family members have had the
time they need to deal with their acute
grief reactions and observe their cus-
toms and traditions, preparations for fu-
neral or memorial service(s), and burial
or cremation can begin. Some family
members may find it therapeutic to help
bathe and prepare the person’s body for
transfer to the funeral home or the hos-
pital morgue. For many, such rituals
will be their final act of direct caring.

Depending on local regulations and
arrangements, some funeral directors
will insist on the completed death cer-
tificate being present before they pick
up the body. All will require a com-
pleted death certificate to proceed with
any body preparation and registration
of the death. To avoid delaying the pro-
cess, the physician who will complete
the certificate should have ample warn-
ing that one will be required.

For many, moving the body is a ma-
jor confrontation with the reality of the
death. Some family members will want
to witness the removal. Others will find
it too difficult and will prefer to be else-
where. Once the body has been re-
moved and family members are settled,
professional caregivers may offer to as-
sist them with some of their immediate
tasks. They may offer to notify other
physicians and caregivers that the death
has occurred so that services can be
stopped, equipment removed, and
wastes disposed of. Local regulations
governing the handling of medications
and waste disposal after a death vary.

When family members are ready, pro-
fessional caregivers can let the family
know how to reach them, then leave
them to have some privacy together. A
bereavement card from the physician,
attendance at the patient’s funeral, and
follow-up telephone calls or visits to see
how everyone is coping may be appro-
priate.55

Loss and Grief
To be effective in end-of-life care, phy-
sicians need to be able to recognize grief
and assist with appropriate interven-
tions for patients, their family caregiv-
ers, and themselves. Grief is the emo-
tional response every person has to
loss.56 Throughout the course of a life-
threatening illness, patients and fami-
lies confront many different antici-
pated, if not actual, losses (eg, loss of
functional capabilities, control, inde-
pendence, body image, dignity, rela-
tionships, sense of future, etc). Depend-
ing on the perceived importance of the
loss, their grief reactions may be pro-
nounced.56-58 Physicians should have a
basic understanding of grief reactions
for those patients who seek help.

Normal grief reactions include a range
of physical, emotional, and cognitive be-
haviors that may or may not follow cul-
tural norms.59-61 Some people will make
a conscious effort to deal with the loss.
Others will deny what is happening and
avoid dealing with the loss. Some cop-
ing strategies (eg, increased smoking, al-
cohol, or medication intake; overwork;
or suicidal ideation) may accelerate and
even become destructive, especially in
the face of seemingly insurmountable
loss. Patients experiencing grief may seek
assistance from their physicians for these
symptoms. The 7-step approach can be
used to elicit the cause for the grief re-
action and its perceived importance. If
grief is not recognized by the physi-
cian, misleading or useless diagnostic
studies or prescribing of medications
may occur.

When grief reactions occur over long
periods, are intense, or interfere with the
survivor’s physical or emotional well-
being, they become symptoms of com-
plicated grief.54,61 There are 4 categories

of complicated grief reactions. Chronic
grief ischaracterizedbynormalgrief reac-
tions that do not subside and continue
over longperiods(normalgrief lasts6-12
months). Delayed grief is characterized
by normal grief reactions that are sup-
pressed or postponed. In exaggerated
grief, the survivor may resort to self-
destructive behaviors such as suicide.
Finally, in masked grief, the survivor is
not aware that the behaviors that inter-
fere with normal functioning are a result
of the loss.

The physician needs to be attuned to
behaviors that might indicate compli-
cated grief, especially if these continue
beyond 6 to 12 months.61 The survivor
may not be able to speak of the deceased
without experiencing intense sadness.
Themes of loss may continue to occur
in every topic during a clinical inter-
view. Minor events may unexpectedly
trigger intensegriefandsadness.Thesur-
vivor may be unwilling to move posses-
sions belonging to the deceased. Some-
timesthesurvivorwilldevelopsymptoms
similar to those of the deceased.54 When
complicated grief is suspected, referral
for specialized help is warranted.

After a major loss, there are typically
4 tasks to complete before the bereaved
will effectively deal with their loss.55

These tasks apply to the many losses that
precede the death, as well as to the death
itself. While the tasks are interdepen-
dent, they are not necessarily com-
pleted in sequence. First, the bereaved
must realize and accept that the loss or
death has actually occurred. Second, they
need to experience the pain caused by
the loss. As this can be distressing, many
who are bereaved try to avoid the pain,
and physicians may try to blunt it with
medication. If a minor tranquilizer is
used, such as a benzodiazepine, it should
only be for a brief period.54 Third, they
need to recognize the significance of their
losses and the changes to their lives. Fi-
nally, asgriefproceeds, thebereavedneed
to reinvest their energy into new activi-
ties and relationships.

If grief reactions and coping strate-
gies appear to be inappropriate or inef-
fective and/or they have the potential to
cause harm (eg, destructive behaviors or
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suicide), theywillneed tobeassessedand
managed quickly. The physician should
consult someone, suchasa socialworker,
chaplain, bereavement counselor, psy-
chologist, or psychiatrist, who is skilled
in problematic loss, grief, and bereave-
ment care so that therapy can be insti-
gated quickly to reduce the risk of harm-
ful/destructive activities.

Summary
A single clinical 7-step approach to com-
munication can provide a helpful frame-
work for approaching many of the tasks
that physicians find challenging in end-
of-life care. Effective application, as part
of core end-of-life care competencies,62

is likely to improve patients’ experi-
ences of care. It may also enhance phy-

sicians’ professional fulfillment from sat-
isfactory relationships of care.
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