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Introduction 
At Brigham and Women’s Hospital (BWH) and Dana-Farber Cancer Institute  
(DFCI), a medical interpreter, a clinical dietitian, and a clinical research coordinator (CRC), 
quietly went about their work caring for patients with cancer and their families. They were 
members of three groups of our colleagues who are often invisible to us, but who play pivotal 
roles in the lives of patients battling cancer. Unfortunately, the personal suffering their work 
engenders may also be invisible to us. We in oncology and palliative care have an obligation to 
these colleagues, to see them, acknowledge their vulnerability and be available to help them 
cope with what they witness daily.  
 
Medical Interpreters 
I (JLA) joined a family meeting with Dr. Chen, an oncologist known for her compassionate yet 
straightforward approach, and Victor, a medical interpreter. Victor’s role is more than just 
translating words; he is the bridge between cultures, the voice that sometimes delivers life-
altering news to patients and families for whom English is not their language of choice. Across 
from them sits the Hernandez family, their faces etched with worry. As Dr. Chen explains the 
progression of Mr. Hernandez's illness, Victor watches the family's eyes. He chooses his words 
carefully, aware that he is not just conveying information but also emotions. The weight of 
delivering bad news is heavy, yet Vincent carries it with grace, offering comfort through his 
gentle tone and empathetic presence. He knows that his role is crucial in helping families 
understand and make decisions, even if it means that he is the bearer of sorrow. As the meeting 
ended, Victor shed quiet tears outside the room. Dr. Chen compassionately and expertly 
comforted and thanked the interpreter for his invaluable assistance. In subsequent meetings, 
Victor shared with me how much Dr. Chen’s concern and gratitude meant to him.  
 
Vicarious trauma and moral dilemmas; unprocessed grief.  Medical interpreters work in various 
settings: on the phone, video, and in person. They may be required to interpret a conversation 
in which very bad news is delivered, goals of care need to be set, and patients and families learn 
for the first time that the lifespan of their loved one is shorter than they hoped. But interpreters 
are not routinely included in the “pre-meeting” held with the other clinicians. Nor are they 
routinely warned that the conversation may be difficult or cause distress. There is no 
opportunity to prepare themselves for the encounter. Interpreters are the ones who are on the 
receiving end of a family’s grief reaction, be it denial, anger, or bargaining, and they must delay 
their own reactions to the conversation until it is completed, and their job is done. Vicarious 
trauma and emotional distress can be the result (1). 
 
Interpreters may also have ethical dilemmas caused by role conflicts arising from their need to 
balance their responsibility to provide accurate interpretation with their role as cultural 
mediators. In many cultures, the concept of "speaking words into being" is prevalent. For 
example, when a physician tells a patient: "most patients with your illness live about two years," 
the interpreter worries that a literal translation might induce the patient to believe that the 
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physician thinks they will live for exactly two years. Here, the interpreter feels that they must 
convey a prognostic projection that they believe is both culturally insensitive and potentially 
harmful to the patient. This ethical dilemma is magnified if the interpreter’s own cultural beliefs 
about illness and death conflict with the information they must convey (1). 
 
While the clinical team is often able to debrief after a difficult encounter, providing support for 
each other’s grief, the interpreter is rarely included (2). The remote interpreter is thanked, but 
then disconnected; the in-person interpreter leaves for their next appointment, bearing their 
grief alone. 
 
What can oncologists do? 
Oncologists can welcome interpreters into the “pre-meeting” or huddle before difficult 
conversations by booking them for 10 minutes before the meeting starts. In addition to alerting 
the interpreters to the topics to be discussed, they can ask what cultural obstacles to expect and 
how the interpreter can alert them if one of those obstacles occurs. Oncologists engaging in 
pre-meetings with interpreters are much more likely to have their messages communicated 
clearly, and their patients and families are more likely to make decisions with which they are 
comfortable. Remote interpreters can also be briefed prior to an encounter with the same 
information. And by including interpreters in the debrief, oncologists can help decrease their 
distress and reinforce their partnership (3). Virtual interpreters can also be de-briefed outside 
the room by asking them to remain on the line after interpreting.  
 
Oncologists can support formal training for in-person interpreters in how to improve 
collaboration when difficult conversations are expected. This advocacy would accrue significant 
benefits to the oncologists in caring for their patients with advanced cancer. For example, at 
BWH and DFCI our Adult Palliative Care Division has conducted a program of educational 
dialogues about palliative care topics with the inpatient and outpatient interpreters for more 
than five years (4). These dialogues have included facilitated conversations between medical 
interpreters and a diverse group of palliative care clinicians, in addition to sessions targeting 
specific terminology and interpretation challenges. After completing our first set of six, hour-
long, monthly interactive sessions interpreters showed significant improvement in confidence in 
participating in palliative care conversations (4).   
 
A small sample of interpreter comments following this first course includes (4): 
Improved collaboration 
… I was afraid to talk to certain doctors. Now I use it, the technique, the words that you guys 
taught me. And it really helped me to talk to those doctors that I was afraid of talking(to). And 
also, if we have an idea, they took an idea from us with the wording that we use. 
Huddles 
In the past we did not focus on huddles and now I ask the provider to give me a brief idea of 
what we will talk about. I initiate the huddle ... (if they do not). 
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Having huddles has provided me with the opportunity to realize that we are all the same, we are 
all human and we all have feelings and vulnerabilities (re: patients) and this has reduced my 
past feelings of alienation (from physicians). 
Confidence 
I have been so impressed with Palliative Care's approach that they do not "use" us but "work" 
with us. They are so in tune with what we do. I feel validated and, in the past, I felt very 
unimportant (was treated that way). 
 
Other useful resources include: mindfulness practice (5); Bridging the Gap, a comprehensive 64-
hour introduction to medical interpreting course that includes training on emotional resilience 
and handling stress, which can be particularly useful when dealing with difficult conversations 
(6); and The Communication Bridge® program which provides extensive training for healthcare 
interpreters, focusing mainly on medical terminology, ethics, and standards of practice, but also 
including specialized modules for stress management, emotional resilience, and interpreting in 
sensitive areas such as palliative care (7). 
 
Clinical Dietitians 
Sarah, a clinical dietitian, is meeting with the family of Mrs. Patel, a patient who has NPO 
(nothing by mouth) orders because of a partial small bowel obstruction. The family is anxious, 
fearing that their loved one will starve. The team was debating starting total parenteral feeding 
(TPN), but Sarah thought the family could not handle it at home safely. The oncologist was 
undecided whether further antineoplastic therapy would be offered, and if not, the burden of 
TPN seemed to Sarah greater than the benefit. She tried to offer these ideas to the medical 
intern on the team, but he did not share her concerns with the team on rounds. Sarah 
experiences the family's frustration, confusion, and anger. She offers her support, understanding 
that their emotions stem from love and fear. But she does not really know how to help them. She 
leaves work drained and finds herself not knowing what to do next. 
 
Moral distress 
Clinical dieticians have a different challenge. While they do not have to interpret the message 
that a patient cannot eat or get nourishment as they typically do, they are expected to 
contribute to the care of patients by providing nutritional expertise. Providing nutritional advice 
can be particularly challenging during the days to weeks before the patient is a candidate for 
enteral or parenteral feeding. The dietitian may suffer from moral distress if they believe their 
suggestions for the benefits of enteral feeding (i.e., something they feel will help) are not heard, 
or their concerns (e.g., the risk TPN poses to quality of life) are not considered (8).   
 
In their distress, the family may confront the dietitian with, “What are you doing here, if she 
cannot eat and you are not providing any nutrition?”  Such experiences can cause dietitians 
emotional and moral distress and lead them to question their professional competence.  
 
The literature on moral distress among clinical dietitians is limited but suggests the need for 
more support to prevent the development of compassion fatigue (9). A Japanese study (10) 
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found that registered dietitians involved in nutritional counseling for cancer patients exhibited 
significant levels of burnout, with 71.9% of respondents experiencing severe burnout in the area 
of personal accomplishment. Risk factors included: fewer years of clinical experience, more 
overtime hours, and the emotional challenges of interacting with patients and families dealing 
with severe illness and end-of-life issues. One study of moral distress among oncology inpatient 
nurses, who care for the same patients as do inpatient clinical dietitians, reported that 
consultations with pastoral care, palliative care, and social workers helped alleviate moral 
distress (11).  
 
What can oncologists do? 
Oncologists can include the clinical dietitian in their clinical rounds on their inpatients, explore 
what questions the patient and family are asking, and brainstorm answers that the dietitian can 
use. The clinical dietitians will share important information they uncovered about patient and 
family concerns, including cultural and technical considerations that affect the choice of 
nutritional support. Oncologists can also explore whether the plan is causing the dietitian moral 
distress, and if so, what the cause is. Explaining the plan’s logic to the dietitian and the hopes 
and worries for it may go a long way to alleviating that distress.   
 
Oncologists should also be aware that standard training for clinical dietitians does not include 
strategies for preventing moral distress or compassion fatigue, and dietitians are rarely included 
in interventions designed to improve resilience (12, 13). Palliative care and social work 
colleagues can partner with them to provide the relevant training.  We (JA, JG, HK) assisted our 
dietitian colleague (DEG) in delivering a course of six monthly, one-hour sessions of facilitated 
dialogues addressing communication needs of clinical dietitians. The course significantly 
improved dietitian confidence in: How to respond to patient/family questions regarding: 
prognosis/ implications of limited nutrition; Navigating communication with the 
interdisciplinary team regarding the treatment plan; Navigating cultural/family values regarding 
food/nutrition (assisted by BWH medical interpreters); Managing vicarious trauma- institutional, 
educational, personal interventions; and communication between clinical dietitians and 
palliative care clinicians (Manuscript in preparation). 
 
Dietitians from this first series commented: 
You have allies. You do not need to round alone especially with tough cases.  
 
It is great to feel listened to! And I really enjoyed the talk on vicarious trauma and selfcare on 
the department and facility levels. 
 
I really love the dialogue because it helps me to know the concern of the doctor when we 
suggest nutrition support. It is also helpful to know that delaying discharge and risk of 
readmission are two things to consider. 
 
Don’t answer questions when maybe emotions are behind it. Respond with empathic 
statements. It’s not about you even when personally attacked. It’s about anger at the unfair 
world, and grief. 
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Clinical Research Coordinators 
Lena, a clinical research coordinator (CRC), had just started work for the day. She opened the 
record of Mr. Thompson, a patient on one of her Phase I clinical trials, which she knew offered 
him hope where conventional treatments had failed. Lena formed close bonds with "her" 
patients, celebrating their small victories and supporting them through setbacks. Today, though, 
Lena sees the dreaded Gray Rectangle on the screen which tells her she has opened the chart of 
someone who has died. She feels a profound sense of loss, yet there is no protocol for her grief. 
Lena takes a sip of tea, steels herself to complete what was needed in Mr. Thompson’s research 
record, and then begins to check into the chart of her next patient.  
 
Disenfranchised grief 
CRCs pose a different challenge. They are chosen for their commitment to the research, and 
their intelligence and amazing work ethic. Their PI and research team count on them to get the 
most accurate data possible. Many aspire to be physicians, having a natural affinity to help 
those who are ill and their families.   
It is not surprising, therefore, that their loss when “their patient” dies, is great. These may be 
the first deaths in their young lives.  But they told us they were not even sure they could share 
the death with their colleagues in the workroom. Their grief is what is called “disenfranchised 
grief” (14). Their loss is hidden to the world, and may be hidden even to themselves, if they 
haven’t been taught how to recognize it.  
 
As one of our CRCs put it: 
Finding out a patient has died can be shocking, even when dealing with seriously ill patients. We 
often find out during routine actions like checking a patient’s location, opening their chart for 
data collection, or a routine study call. The shock is followed by grief and dread to tell each other 
a patient has passed. Most of us have never experienced death in a work setting, and it is 
challenging to navigate how to react. 
 
We often wonder, “Are we even allowed to feel this grief? Did we know these patients well 
enough to be entitled to that loss?” The sense of loss that accompanies a patient’s death is 
isolating and difficult to process when our own thoughts shed doubt on the legitimacy of our 
grief and its acceptance in a professional setting. 
 
Our inpatient palliative care team members might be thought of, similarly, as disenfranchised 
grievers (14). However, we are fortunate to be able to attend a weekly remembrance session 
facilitated by the DFCI bereavement director (SM). These sessions are invaluable in helping us 
process our grief and continue our work (15). 
 
What can oncology researchers do? 
Oncology research teams need to be aware of the distress of their CRCs, normalize their grief, 
and develop routines that can be helpful when they learn their patient has died. They can refer 
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CRCs to a webinar that offers guidance on grief-informed techniques and coping strategies for 
research staff when a research participant dies [16]. 
 
Informing the CRC when the PI knows the patient has died can also go a long way. If the 
institution has a bereavement counselor, they can be asked to have sessions periodically with 
the CRCs. If not, the local hospice’s bereavement counselors might be able to fill that role.   
 
At DFCI, our bereavement director (SM) helped the CRCs adapt the palliative care remembrance 
session to their needs. Here Is one of the comments a CRC shared about the remembrance 
session: 
 
Remembrance has been a wonderful tool in coping with patient death and the sense of loss left 
behind…[it] has given us the opportunity to reflect on the warmth, joy, hope, and positivity of 
the experiences we have had with the patients who have passed on, giving us an outlet to 
healthily process our feelings of loss while giving us the time to honor our patients and the 
impact that they have had on us.  
 
This program reminds us that we are human: that we need time and space to reflect on our own 
feelings, that we deserve an outlet to cope, to maintain resilience in the face of hardship, and a 
reminder that our emotions around patient loss are valid and acknowledged by our research 
community.   
 
Summary 
Oncologists and oncology nurses and nurse practitioners also suffer from vicarious trauma, 
moral distress, and disenfranchised grief, but they work with colleagues who can provide the 
support they need to process these difficult emotions. However, as we reviewed above, Victor, 
Sarah, and Lena would not routinely receive support for the emotional challenges brought on by 
their work with cancer patients and their families. Their contributions, though unheralded, are 
invaluable, and they deserve institutional support for the emotional tolls they each can take. 
Oncologists can do a great deal to lessen the invisible suffering of these “overlooked” 
colleagues, decrease their chances of developing burnout, and improve the satisfaction they 
receive from a job well done. Reaching out to them takes very little effort and leads to 
significantly improved care for patients and their families.  
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