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As clinical research coordinators (CRCs) working on
health outcomes research in patients with hematologic
malignancies, we frequently navigate a patient’s chart
to coordinate study appointments and collect clinical
information. When opening a patient’s electronic health
record, a snapshot immediately appears on the screen
with the patient’s medical information: demographics,
problem list, medical history, allergies, medications,
and so on. However, there are times when the chart
does not open immediately, and our stomachs drop. A
small gray pop-up box that we know all too well reads:
“You are opening the chart of [patient’s name], who is
deceased. Date of death: [date].”

We dread that pop-up box. We feel shock, followed by
profound grief for the patient and their loved ones. The
three words in that one sentence pack an irreversible
reminder that our workplace, the place we love, is the
same place in which patients and families can ex-
perience their worst nightmare. Every time we wait the
seconds it takes a chart to load, we hold our breath,
hoping that box does not appear.

CRCs, sometimes referred to as research assistants,
conduct the day-to-day activities of a research study.
In human subjects research, this often means per-
forming chart reviews, calling patients to administer
surveys, meeting them at clinic visits, or talking to
them about different aspects of their treatment
and recovery. CRCs like us are typically young, early
20s professionals, who recently graduated from
college and are still trying to figure out their career
aspirations. We may have previous research experi-
ence working in undergraduate professors’ labora-
tories on organic molecules or with student research
participants. Aside from volunteer experiences, we
usually have not had professional interactions with
seriously ill patients.

CRCs are the people patients associate with the re-
search study in which they have enrolled. Through
frequent study check-ins and phone calls, we build
relationships with patients and often chat about non-
clinical matters. Patients tell us about their children,
grandchildren, pets, daily life, hobbies, and work. The
more we meet with study patients, the more we learn
about the intricacies of their lives: how they met their
spouses, howmuch they miss seeing their families, and
what they love about their hometowns. Even after only a
few encounters, we form strong bonds with many pa-
tients from a wide variety of backgrounds. As we follow

them along their treatment journey, we find ourselves
fiercely hoping the treatment works.

When a patient dies, we cannot help but think of their
life partner, husband, or wife, the friends they will never
see again, their children, and their grandchildren. We
remember their hobbies and the thoughtful ways they
greeted us before appointments. We remember the
numerous phone calls we made to remind them of our
meetings. We remember the days they were smiling ear
to ear under their masks and the days they felt so sick
that they could not pick up their heads to look at us.

As CRCs, we do not communicate with patients out-
side the study. We are not their doctors, nurse prac-
titioners, or anyone who has direct involvement in their
care. But, we accompany them as they ride the highs
and lows of cancer treatment. So, after a patient dies,
we often struggle to understand our own emotions and
what role we played in their lives. We record their death
for the study and are expected to move on, seamlessly,
after discovering someone has died. Our role as CRCs
may be tiny compared to those of other providers, yet
each patient’s death has a profound impact on us.

We recall the first time we learned that one of our
patients died. We became motionless at our desk,
distracted and unproductive for the remainder of the
day as our thoughts returned again and again to that
unexpected warning box. We were hesitant to even
speak to each other about how we felt. Thoughts of “I
should not be feeling this upset” and “maybe I am
overreacting” blocked us from processing or trying to
understand our grief. These thoughts were isolating,
and we were unaware that many of our colleagues
could help us share this burden.

Knowing that patients with serious illnesses die did not
protect or prepare us for the waves of emotion we
experienced when a patient in our study died. Some of
us have had personal losses after which we also
thought: “Maybe I do not have the right to be upset”—
a childhood friend we are no longer close to dies, or we
learn that a good friend has had a miscarriage—and
our grief is confounded by our feelings of guilt. We
experience disenfranchised grief1: grief that is not
openly acknowledged, socially accepted, or publicly
mourned. For us, there is no place to grieve with the
patient’s family or the clinical care team.

Over time, our grief builds up, and it is hard to find a
way to release it. Friends and family do their best to
understand, but because they do not work in health
care, they can find it difficult to grasp the complex
emotions we experience. We seek solace with each
other, but lacking coping mechanisms or clear di-
rection, we ultimately bury our grief to continue doing
our job.
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Oncology and palliative care clinicians routinely care for
seriously ill and dying patients. To learn how they deal with
their grief, we asked our Dana-Farber Cancer Institute study
principal investigator and three palliative care clinicians
(two physicians and a psychologist, who is a bereavement
expert) how we could begin to process our otherwise
disenfranchised form of grief. We learned that Dana-Farber
Cancer Institute palliative care clinicians hold weekly be-
reavement rounds or remembrance2: a time carved out
every week to read a poem or listen to a song and then
share meaningful stories about each patient who touched
their lives and had died that week.

We adapted the bereavement rounds for our laboratory
group of CRCs and principal investigators. We spoke about
each patient we had lost, sharing the things that most
affected us over the course of our interactions with them.
We spoke of Jack (names are changed to protect patient
identities), who was beloved by everyone in the clinic. His
hearty laugh could be heard throughout the halls whenever
he came in for a visit. On the last clinic visit before he died,
Jack’s appointment was delayed, and he sat in the waiting
room for over an hour. When we offered to help find him a
room, he stood up and offered a hug in gratitude. The
memory of such a seemingly routine request stayed with us
for weeks after his death. When we spoke about Jack and
his family during these bereavement rounds, we were able
to share the wave of grief that overwhelmed us, that grief we
had kept suppressed for over a year. We also shared stories
about James (names are changed to protect patient
identities) and his wife; they met in college and had been
together for more than 50 years. Throughout his treatment,
James told us often how upsetting it was that his immu-
nosuppression prevented him from spending time with his
grandchildren in person. Our hearts broke thinking of his
wife and the reunions with grandchildren that would now
never happen. Surprisingly, speaking about patients in our
studies who died felt like a welcome release; finally sharing
these memories and the worries we had harbored since
each patient’s death was restorative.

Bereavement rounds have been invaluable in processing
the grief we experience throughout the year. We found
ourselves wishing we had known of them sooner, although
it would be hard for CRCs who do not work with palliative
care programs to be told about them. Through our quarterly
bereavement rounds, we have learned to foster healthy
grieving processes, creating time to honor each patient and
acknowledge their impact on us.

This investment in our health and well-being has been
crucial to maintaining resilience in the face of challenges
that our job entails. We feel cared for by the larger program
and know it is investing in us as whole people. Our

professional development now extends beyond Health
Insurance Portability and Accountability Act training and
Collaborative Institutional Training Initiative certification to
include education in bereavement, burnout, self-care, and
compassion fatigue. Direct supervision and mentorship
around grief and loss incorporated into our routine check-
ins and meetings have been helpful, as well as an open-
door policy with our supervisors for informal support. We
frequently debrief in response to challenging interactions or
situations, including the death of a patient.

The designation of this safe space has emphasized a culture
of support in our team settings. Learning to lean on each
other when faced with emotional experiences has become a
core aspect of sharing regular study responsibilities, es-
pecially when a patient dies. One practical strategy which
has helped us is going on a grief walk. After learning of a
patient’s death, we stop work and take a 15-minute walk,
either alone or with a colleague. We give ourselves the space
and time we need to begin our grieving process.

Losing patients is part of our job as CRCs, as it is for many
health care providers. Implementing programs and rou-
tines to understand and lessen the emotional burden on us
has helped us better navigate our duties while fostering the
coping strategies we need to do our job well. We want to
learn and to immerse ourselves in academic medicine, and
to do this, we need the support of our research team and
institutions if we are to navigate the grief we feel when our
patients die.
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