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OVERVIEW

This article comprises three integrated sections exploring the multidimensional suffering
experienced in oncology—from the perspective of both patients and health care professionals.
It explores how oncology clinicians can better understand, address, and accompany the
suffering of patients with advanced illness and what resources the patients themselves may
appeal to when facing a terminal diagnosis. Section 1 outlines a clinical framework for at-
tending to patient suffering when there is no cure, emphasizing psychologic formulation,
attunement, and countertransference as therapeutic tools. Section 2 addresses provider
overwhelm and distress in response to patient grief, with strategies grounded in neuroscience,
meaning making, and emotional regulation. Section 3 considers attending to suffering in
oncology in the context of spirituality and focuses in particular onwhen patients and providers
are unable to draw support from religious belief. Together, these insights offer a narrative-
driven, psychologically attuned, and spiritually inclusive approach to care.

SECTION 1: ATTENDING TO SUFFERING WHEN THERE IS
NO CURE: A FRAMEWORK FOR PALLIATIVE ONCOLOGY

Suffering When There Is No Cure

Suffering in serious illness is multidimensional, extending
far beyond physical symptoms to encompass psychologic,
existential, social, and spiritual distress. The seminal work
by Cassell defines suffering as “the distress associated with
threats to the integrity of the person,” emphasizing that
suffering arises when an individual perceives a fundamental
loss of identity, autonomy, or meaning in life.1 This con-
ceptualization underscores that suffering is not merely
about pain or symptom burden but about the disruption of
one’s sense of self, purpose, and connection to others.

In psycho-oncology, systematic reviews have characterized
suffering as a dynamic, evolving experience, frequently
marked by alienation, helplessness, and profound existential
distress.2 Patients with advanced cancer often experience
suffering not only from physical decline but also from
the psychosocial ramifications of their illness, including
changes in relationships, loss of independence, and antici-
patory grief. The framework proposed by Tate further refines
this understanding by defining suffering as “the experience
of a gap betweenhow things are andhow things ought to be.”
The gap itself is what is perceived, sensed, or experienced.
This conceptualization highlights that suffering arises from
this discrepancy between one’s current reality and an ide-
alized state, whether in terms of health, relationships, au-
tonomy, or existential meaning.3

Recognizing this gap offers oncology clinicians a point of
entry for both empathic understanding and tailored inter-
ventions. Given its complexity, suffering calls for an inter-
professional lens to engage with patients on a deeper,
narrative-driven level. A biomedical approach alone is in-
sufficient to address the existential weight of a life-limiting
illness. Instead, patient narratives, values, and meaning
making must be integrated.4,5 For example, a 68-year-old
woman with metastatic pancreatic cancer expresses pro-
found emotional distress over her inability to cook for
her grandchildren—an activity that once defined her
identity and sense of purpose. Her suffering is not solely
about her prognosis or physical decline but about the loss of
her role as a caregiver, which has been central to her self-
concept. The distress she experiences is a threat to her
personhood, eroding her sense of autonomy, connection,
and generativity.

This patient case illustrates how suffering is not merely a
function of disease progression but a deeply personal, re-
lational, and existential experience. Oncology clinicians can
explore how illness disrupts a patient’s sense of self and
ways to restore or redefine meaning in life. This may also
support patients in reclaiming agency or identity through
spiritual, relational, or creative means—even as physical
decline continues. Thus, a response to the patient’s suffering
requires a holistic, patient-centered approach that is attuned
to both visible and unspoken sources of distress. The mul-
tidimensional aspect of suffering calls not only for empathic
listening but also a psychologically informed approach.
The next section explores how a coping assessment (ie,
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psychologic formulation) and attunement offer stepwise
clinical methods to recognize, assess, and respond to suf-
fering when there is no cure.

Coping Assessment: Psychologic Formulation,
Attunement, and Personhood

Effectively addressing suffering in serious illness requires
more than recognizing distress—it necessitates under-
standing the psychologic underpinnings that drive a patient’s
experience. Psychologic formulation provides a structured
framework to explore the why behind a patient’s thoughts,
emotions, and behaviors, allowing clinicians to develop tai-
lored, patient-specific therapeutic interventions.6 Unlike a
diagnosis, formulation is not afixed label but rather aworking
hypothesis, evolving as more data emerge from the patient’s
narrative, behavior, and clinician-patient interactions.7

Formulation, originally a foundational concept in psycho-
therapy, has been adapted to serious illness communication
as a tool to enhance therapeutic effectiveness. It is a
hypothesis—a flexible, evolving framework—meant to
guide clinical reasoning and communication choices.6 Al-
though different psychotherapeutic traditions conceptualize
formulation uniquely, they share a common goal: to uncover
the core struggle beneath a patient’s presentation, thereby
enabling a more precise and compassionate response.8

In serious illness care, a patient’s outward behaviors—
hesitation, withdrawal, and emotional distress—may

appear similar across different individuals but can stem
from entirely different underlying struggles. Without for-
mulation, a clinicianmay inadvertently respond generically
rather than therapeutically, risking misalignment with the
patient’s actual needs.

Illustrating the Power of Formulation

A patient delaying an important medical decision could be
doing so for any number of reasons, including:

1. Distrust of the medical system—perhaps because of prior
negative health care experiences.

2. Regret from past medical decisions—fear of making the
wrong choice again.

3. Family discord or external pressure—a misalignment
between what the patient wants and what their loved ones
expect.

4. A lifelong pattern of ambivalence—they have struggled
with big decisions throughout their life.

If a clinician assumes all indecision stems from the same
cause, their approach may be ineffective—or even coun-
tertherapeutic. A formulation-driven response, however,
would adapt the clinician’s strategy on the basis of the
underlying psychologic drivers:

1. For medical distrust, focusing on transparency and re-
lationship building would take priority: “I want to make
sure you feel fully informed and supported every step of
this journey. What questions or concerns do you have?”

2. For regret from previous decisions, clinicians might
validate this distress and offer perspective taking: “It
makes sense that you’re feeling cautious. Can we talk
about what might allow you to feel more confident and
assured?”

3. For family discord, eliciting the patient’s priorities and
facilitating open conversations might be key: “It sounds
like your family feels strongly about one path,while you’re
uncertain. Can we explore those two aspects together?”

4. For lifelong ambivalence, providing structured, stepwise
guidance may be beneficial: “Would it help to break this
decision into smaller parts?”

Each of these responses is uniquely tailored to the patient’s
psychologic landscape, on the basis of the specific formu-
lation of what might be each patient’s core inner struggle.
Each formulation in Table 1 underscores that patient be-
haviors are often rooted in distinct psychologic coping
mechanisms. Clinicians who recognize these patterns can
respond with nuance, reducing distress rather than inad-
vertently reinforcing maladaptive coping.

There are some key principles for understanding
formulation:

1. Formulations are fluid—they evolve with new evidence.
Unlike a diagnosis, formulations are working hypotheses
that should be adjusted and refined as the clinician gathers
more data from the patient’s responses, verbal cues, and
emotional shifts.6

PRACTICAL APPLICATIONS

• Recognizing the multidimensional nature of suffering
involving existential, psychologic, social, and spiritual
distress is crucial for enhancing therapeutic re-
sponses and clinician attunement.

• Understanding and using clinician countertransfer-
ence reactions can inform compassionate care and
promote resilience.

• Through awareness and proactive strategies, pro-
viders can minimize burnout and foster a long-term,
emotionally nourishing relationship with their work.

• When health care providers actively pursue joy, they
reinforce their own emotional strength and build ca-
pacity to sustain them through the difficult moments
of caregiving.

• Pursuing the goal of enabling patients, their families,
and health care professionals to get on or move on in
the face of terminal diagnosis and death, respectively,
can have a self-undermining effect.

2 | © 2025 by American Society of Clinical Oncology
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2. Multiple data points inform a formulation—clinicians
should incorporate not just what patients say, but how
they say it, their body language, prior interactions, and
even interdisciplinary team observations.8

3. Formulation happens onmultiple scales—it can apply to a
moment of distress, an entire conversation, or a long-
standing patient dynamic.7 Recognizing the level at which
formulation is being applied prevents overgeneralization.

4. Formulation guides clinicians to tailor and personalize
their communication—by knowing why a patient is
struggling, a clinician can shift their tone, pacing, level of
directiveness, or choice of words to better align with the
patient’s needs.6

5. Formulation enhances empathic attunement—instead of
reacting solely to behavior, clinicians can engage with the
deeper emotional experience beneath the behavior, fos-
tering stronger therapeutic connections.5,9

The Synergy of Formulation and Attunement

Attunement—the ability to recognize and validate both
explicit and unspoken distress signals—is a critical skill that
complements formulation. An attuned clinician does not
rush to fix suffering but instead engages in deep listening,
emotional presence, and validation.5

One simple yet powerful tool for fostering attunement is the
patient dignity question framed by Chochinov: “What do I
need to know about you as a person to give you the best care
possible?” This question elicits aspects of personhood,
reinforcing that the patient is more than their illness and
that their values, fears, and identity remain central to their
care. Evidence demonstrates that dignity-conserving care
reduces existential distress and strengthens the clinician-
patient relationship.10

Psychologic formulation is an indispensable tool in serious
illness care, helping clinicians move beyond surface-level
observations to understand the psychologic and existential
roots of suffering. By integrating formulation with attune-
ment, clinicians can tailor their communication strategies,
adapt their therapeutic stance, and respond in ways that are
deeply aligned with patient needs. Rather than relying on
one-size-fits-all communication strategies, formulation
guides the art and science of serious illness care, ensuring
that every response is thoughtful, compassionate, and
therapeutically precise.

Countertransference as Clinical Insight: Enhancing
Patient Care and Clinician Well-Being

Countertransference—a clinician’s emotional response and
reactions to a patient—is often perceived as a challenge to be
managed. However, when acknowledged, explored, and
integrated into clinical reasoning, countertransference be-
comes a powerful diagnostic tool, offering deep insights
into the patient’s psychologic state, coping mechanisms,
and underlying emotional struggles. Equally important,
countertransference serves as a window into the clinician’s
ownwell-being, helping to promote sustainability, wellness,
equity, and inclusion in clinical practice. By reflecting on
their own reactions, clinicians can enhance both patient care
and their own professional fulfillment, transforming
countertransference from an unconscious liability into an
intentional therapeutic asset.11

Beyond its role in therapeutic attunement, countertrans-
ference is a valuable data point in psychologic formulation,
offering clinicians deeper insight into the core psychologic
drivers behind a patient’s behaviors, emotions, and coping
strategies. Strong, unusual, or disproportionate emotional

TABLE 1. Patient Presentations With Dual Formulations and Differentiated Therapeutic Responses

Patient Presentation Formulations Therapeutic Response

Requests continued aggressive
chemotherapy

A: Denial as protective coping A: Introduce QOL conversations with sensitivity and empathy

B: Family pressure to keep
fighting

B: Facilitate family discussions about prognosis and focus of care

Withdraws frommedical decision
making

A: Fear of being a burden on loved
ones

A: Encourage family discussions and patient autonomy when possible

B: Overwhelmed existentially with
the losses

B: Consistent support and accompaniment

Repeatedly seeks alternative
therapies

A: Distrust in medical care A: Transparent, consistent communication and follow-through to build trust

B: Sustaining hoping for the best B: Empathically introduce the dialectic of hoping for the best and preparing for
all outcomes

Frequently changes decisions
about care

A: Ambivalence A: Discuss the various parts of self and the competing values the patient is
holding

B: Decision making is emotionally
overwhelming

B: Preplan together the pacing and process for decisions; mobilize inner circle
for support

Fixation on minor clinical details A: Fear of losing control A: Clear, frequent communication; anticipatory planning; providing agency
when possible

B: Intolerance of uncertainty B: Structured approach; cognitive behavioral techniques; model being with
uncertainty

Abbreviation: QOL, quality of life.
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reactions—such as dread, frustration, or exhaustion—often
mirror the patient’s unspoken or suppressed distress, par-
ticularly in cases of demoralization, avoidance, or psycho-
logic defenses. For example, a clinician who consistently
feels hopeless and emotionally depleted when seeing a
specific patient may be absorbing the patient’s own de-
moralization, a syndrome marked by helplessness, loss of
meaning, and emotional exhaustion, which can be highly
contagious in clinical interactions. Recognizing this emo-
tional response allows the clinician to move beyond frus-
tration and instead implement interventions that restore
meaning, dignity, and autonomy, rather than focusing solely
on disease management.9,11

In addition to illuminating the patient’s emotional state,
countertransference also serves as a critical tool in the
formulation process, helping clinicians refine their under-
standing of a patient’s coping mechanisms and core psy-
chologic struggles. For example, if a clinician experiences
frustration or urgency in response to a patient delaying a
medical decision, this reaction may signal unresolved am-
bivalence, mistrust, or external conflict rather than simple
indecisiveness. By incorporating countertransference as a
diagnostic clue, clinicians can deepen their formulation
process, enhancing their ability to tailor interventions ef-
fectively. Table 2 outlines common countertransference
reactions and provides ideas for response strategies to foster

self-awareness, therapeutic attunement, and sustainable
patient care.

Countertransference elevates care by both providing insight
into the patient’s inner world and illuminating aspects of the
clinician’s well-being. Emotional responses such as exces-
sive self-blame, compassion fatigue, or frustration toward
specific types of patients may signal unacknowledged per-
sonal stressors, moral distress, or systemic challenges.

By incorporating countertransference not only as a clinical
tool but as a self-reflective practice, clinicians can cultivate
both patient-centered care and professional sustainability,
ensuring that their own emotional well-being is as valued as
the care they provide. Therefore, countertransference, when
actively examined, serves as a dynamic tool for both patient
care and clinician wellness. Rather than viewing strong
emotional reactions as a burden, oncology clinicians can
harness them as valuable clinical data, ultimately leading to
more compassionate, psychologically informed care—for
both their patients and themselves.

Therapeutic Approaches to Attending to Suffering

When cure is no longer possible, therapeutic attunement
informed by personalized psychologic formulations provides
a structured approach to mitigating suffering, helping pa-
tients reclaim a sense of meaning, dignity, and connection.
The goal is not merely to alleviate distress but to foster a
therapeutic space in which patients feel understood, vali-
dated, accompanied, and supported. Table 3 offers strategies
for providers to explore and respond to suffering. Moreover,
approaches such as narrative interventions, meaning-
centered therapies, attuned communication, and struc-
tured existential care help patients cope with existential
uncertainty and loss of autonomy, guiding them toward
psychologic integration, acceptance, and even post-
traumatic growth.

TABLE 2. Examples of Clinician Countertransference and Response
Possibilities

Countertransference Response Possibilities

Rescue fantasy Accompany patient, rather than trying to fix it all

Emotional numbing Self-awareness and self-reflection. Ensure equity of
care for the patient. Self-care to protect from
compassion fatigue

Moral distress Name and validate the conflict and ethical tension.
Case discussions and debriefs with interprofes-
sional colleagues

Overidentification Maintain professional boundaries. Avoid projecting
personal fears/experiences by distinguishing the
uniqueness of the patient. Use interprofessional
team and process with trusted colleagues

Persistent worry Contain the worry with boundaries. Distinguish
what is within one’s control. Groundingmantra to
disrupt worry spiraling

Avoidance Self-reflection. Mindfulness before encounters.
Shifting perspective and reframing

Helpless and hopeless Normalize and validate. Reframe role from fixing to
supporting and accompanying. Redirect focus to
small, meaningful actions to restore agency

Guilt or self-blame Reframe from self-judgment to meaningful pres-
ence. Reality check with a trusted colleague.
Acknowledge limits of medicine and health care
systems

Anger or frustration Pause and ground before responding. Shift to cu-
riosity (rather than reactive judgment). Name
and validate patient’s experience without
escalating

TABLE 3. Clinician Strategies to Explore and Respond to Suffering

Exploring and Respond-
ing Strategies Possible Phrases and Wording

Ask open-ended
questions

“What’s been some of the hardest parts of this
for you?”

Explore meaning “What worries you the most about the illness?”

Reflect emotion “It sounds like this has been very heavy and
draining”

Gentle naming “It sounds like there is suffering—not simply in
your body, but also in your heart, mind, and
spirit”

Normalize the experience “Many patients in this situation describe feeling
similarly”

Validate the experience “It makes sense you would feel this way; you
have endured so much hardship”

Attend to silence and
body language

[Pause—leaving space for silence and emotion]

4 | © 2025 by American Society of Clinical Oncology
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Narrative and Meaning-Centered Therapies for Patients

One of themost profound interventions in palliative oncology
is allowingpatients to construct andshare their life narratives.
Narrative-based therapies, such as dignity therapy and
managing cancer and living meaningfully (CALM), are ex-
amples of interventions that offer structured frameworks for
patients to articulate their experiences, values, and legacy,
often leading to enhanced psychologic well-being and re-
duced distress. Dignity therapy involves a structured con-
versation in which the patient reflects on life experiences,
meaningfulmoments, and personal wisdom theywish to pass
on to others. This intervention has been shown to reinforce
identity, promote legacy building, and reduce existential
distress in patients facing advanced cancer.12

CALM therapy, developed for patients with advanced cancer,
focuses on enhancing resilience and acceptance by inte-
grating psychologic, existential, and emotional elements.13

For example, a 45-year-old man with recurrent glioblas-
toma described intense anticipatory grief about missing
future milestones with his young children. CALM therapy
helped him reframe his legacy, emphasizing quality of
presence over the quantity of time, allowing him to re-
engage with his family with renewed purpose.

Meaning-centered psychotherapy (MCP) is another example
of an intervention that fosters a deep exploration of personal
values, legacy, and existential meaning. This therapy is
particularly useful for patients struggling with a sense of
futility or identity loss after a cancer diagnosis.14 MCP
provides a structured framework to help patients reconstruct
purpose, even in the face of terminal illness.

Finally, spiritual and existential concerns are deeply inter-
woven with suffering in advanced cancer. Even in nonreli-
gious patients, questions ofmeaning, legacy, and life closure
are prominent. Structured spiritual care provides an op-
portunity for patients to explore their fears, hopes, and
beliefs, often leading to a sense of peace and acceptance.
Incorporating chaplains, spiritual counselors, or existential
therapists into oncology care has been shown to reduce
anxiety, depression, and death-related distress, particularly
in patients experiencing severe spiritual pain or unresolved
guilt.16 For example, a 68-year-old atheist with end-stage
multiple myeloma expressed intense fear of dying alone.
When a palliative chaplain asked, “What has helped you
through difficult times in the past?” the patient recalled the
comfort of music and poetry, leading to the creation of a
personalized playlist for his final days—transforming his
distress into an intentional, comforting ritual.

Clinical Attunement and Communication Strategies for
Clinicians

A clinician’s ability to attune to a patient’s unspoken fears,
losses, and existential concerns is central to therapeutic
efficacy. Attuned communication fosters emotional safety,

helping patients feel understood and emotionally contained
in the face of profound uncertainty. Key strategies for
attuned communication include:

1. Active listening and validation: Creating a space for
emotional expression allows patients to process grief,
fear, and uncertainty without feeling rushed or dismissed.
For example, a 60-year-oldwomanwithmetastatic breast
cancer voiced regret and unfinished business with her
estranged sister. Instead of redirecting the conversation to
symptom control, the oncologist paused, validated her
emotions, and facilitated a discussion about whether
reconciliation was important to her well-being.

2. Exploratory questioning: Open-ended inquiries, such as
“What is weighingmost on yourmind?” or “Howhas your
illness changed what matters most to you?” encourage
patients to express their deeper concerns, often revealing
underlying fears about loss of autonomy, relational
conflict, or spiritual distress.

3. Balancing realism with reassurance: While false hope can
be damaging, patients often benefit from a compassionate
balancing of realism with emotional support. Holding a
dialectic of “hoping for the best, while preparing for the
worst or any outcome” models a balanced approach. For
example, a patient asked, “Am I dying soon?” Instead of
deflecting, the oncologist responded, “While your cancer
is progressing, we are here to support you in living as well
as possible while also knowing that time is likely more
limited thanwehoped. Are you interested in knowingwhat
to expect in terms of time? What concerns youmost about
what’s ahead?” This approach acknowledged reality while
reinforcing continued care and connection.

Attuned communication fosters trust, enabling patients to
navigate existential distress with greater emotional stability
and engagement in their care.

Section 1 Summary

Attending to suffering in serious illness requires a shift from
a purely biomedical approach to one that is psychologically
attuned, narrative-driven, and rooted in the patient’s lived
experience. Suffering is deeply personal, shaped not only by
physical decline but also by loss of identity, relational dis-
connection, existential distress, and fears about the future.
Oncology cliniciansmust recognize that alleviating suffering
is not about fixing or eradicating distress, but about wit-
nessing, validating, and accompanying patients through it,
fostering meaning, dignity, and autonomy in the face of
serious illness.

By incorporating psychologic formulation, attunement, and
countertransference awareness, clinicians can better under-
stand why a patient is struggling, allowing for more person-
alized and effective therapeutic responses. Countertransference,
when used skillfully, provides valuable insights into the pa-
tient’s emotional world, serving as a data point to refine clinical
formulations and attune to unspoken suffering. Through
narrative-based interventions, MCP, and dignity-conserving
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care, clinicians can help patients reclaim agency and meaning,
even in the setting of an incurable illness.

Ultimately, therapeutic presence is the foundation of alle-
viating suffering. By integrating psychologic insights with
compassionate, attuned communication, clinicians can
provide care that honors the patient’s humanity, ensuring
that suffering is not endured in isolation but met with deep
understanding, empathy, and dignity.

SECTION 2: PRACTICAL TIPS FOR NOT BEING
OVERWHELMED BY THE GRIEF OF THOSE FOR WHOM
WE CARE

Understanding Why Overwhelm Happens

Focusing on the multidimensional and narrative aspects of
suffering in oncology patients and providers is highly
valuable. It informs the field; clarifies treatment plans; and
fosters a meaningful, adaptive relationship with the work.
The concept of a provider’s therapeutic presence in the face
of suffering has profound implications for both practice and
self-care. One key aspect of therapeutic presence is the
existential response to death and mortality salience, along
with the defensive mechanisms providers develop to cope
with constant exposure to their own vulnerability. Although
there are thousands of ways that death could come for
anyone, at any givenmoment in time, being wholly and fully
connected to that feeling at all moments in time would be
overwhelmingly impractical. Humans, in their sentience,
have created adaptive space between intellectual awareness
of mortality and a felt sense of its salience.17,18 When people
become seriously ill, that space becomes threatened, and the
ill person can no longer pretend like death is not near.

While the distress that arises from seriously ill patients con-
templating their own mortality is somewhat obvious, the
impacts of that awareness within patients on the empathic
dyad between the patient and the provider can be less visible.
When health care providers attune to people in these raw and
vulnerable states and the sense of a shared humanity is felt,
they can be reminded of their own mortality. Their carefully
constructedprotective space canbecome threatened, leading to
distress and overwhelm. Defensive responses such as numb-
ness, distancing, saviorism may emerge as a new baseline.18

This dynamic, reflective of the research on death anxiety, can
alsobeunderstood in the context of grief. Fromanattachment
lens, we can understand grief as a kind of mortal separation
anxiety—a deeply felt fear and dysregulation that comes
when safety objects (certain people, relationships, etc) are
threatened or gone.19 In serious illness, the grief may begin as
soonas there is a sense of an“after”: when symptomsbecome
apparent, at diagnosis, at a shift in treatment plans, when
prognoses change, in dying, or in bereavement.20

Grief may be in patients or family members, as well as in
providers who have developed long-standing relationships

or share unusually familiar personal circumstances. When
providers either experience or bear witness to the under-
defended,mortality-salient states that grief entails, they can
trigger the same defensive responses in themselves.18 For
providers who generally find their work personally satis-
fying, closing off the emotional availability to the work can
lead to compassion fatigue, burnout, and pessimism.

Several research-based theories may help explain this dy-
namic. Terror management theory (TMT) touches on the
existential elements of grief, suggesting that people expe-
rience existential anxiety when they are presented with
reminders of their own mortality. In response, they develop
structures to protect against dysregulation, which can range
from psychologic distancing to engaging in culturally
affirming, self-esteem boosting connections.17

Polyvagal theory addresses some of the physiologic and
neurologic components of emotional distress in grief. It
states that the safety-seeking elements of the nervous
system exist in three states—beyond just fight/flight and
rest/digest—helping to explain how we navigate emotional
stress. From this perspective, grief can trigger a fight/flight
(sympathetic) or shutdown (parasympathetic) response,
moving away from an ideal baseline of social engagement
and connectedness.21

Attachment theories further explore how early bonding
patterns shape our blueprint for connection, safety, and
threat, affecting providers’ ability to navigate their con-
nections with patients that they are losing to death.19

The balance between facing death while staying emotion-
ally connected to the work is challenging. Providers must
appreciate a patient’s suffering enough to be driven to offer
healing but not be so overwhelmed by the suffering that they
become paralyzed.21 With constant exposure to mortality,
cycles of nervous system overactivation and shutdown, and
boundary struggles influenced by attachment styles, health
care providers have much to process.

Understanding the emotional overwhelm that can arise from
facing patient grief can help health care providers process
their distress and build professional resilience. Additionally,
practical interventions—based on deeper understandings of
mortality salience, existential distress, and coping
mechanisms—can be helpful. Providers who integrate
cognitive, physiologic, and relational strategies like the ones
below will be better prepared to sustain their well-being
while providing compassionate care.

Finding Meaning in Care

MCPoffers a constructivist approach to grief, considering that
one’s legacy comprises both inherited experiences and daily
choices.22 Providerswith a strong sense ofwhy theyworkwith
mortality and how they understand their role—especially
beyond merely avoiding death—will have greater resilience
to death anxiety. From a TMT perspective,17 this aligns with
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the concept of cultural self-esteem—seeing oneself as a
valuable member of a community. Every person inherits a
body vulnerable to illness and a health care system that often
inducesmoral distress. However, providers can buffer against
powerlessness by defining their role not just through spe-
cialization but also through their interpersonal approach to
care.18,23 Themore providers can explicitly articulate why they
do what they do and how their efforts contribute to a legacy,
the more resilience they can foster.

Creating Rituals

Rituals can servemultiple purposes, such as increasingmindful
awareness and marking the transition between patient en-
counters. Rituals signal the nervous system to shift states,
facilitating movement out of hyperaroused or hypoaroused
responses. They can range from deep breaths between patients
to lighting candles, meditating, memorializing, or engaging in
movement-based practices. Establishing consistent rituals
provides a sense of predictability and control,which can act as a
psychologic buffer against emotional fatigue.

Recognize Physiologic States

Tracking one’s nervous system state through a polyvagal
framework aids mindfulness and self-regulation.21 Aware-
ness of personal triggers—such as feeling powerless or
overwhelmed—helps providers make informed self-care
choices. This awareness also enhances understanding of
how patients, families, and colleagues are coping.

Engage With Coregulation

Accessing the ventral vagal state, where social connection
resides, can help calm the nervous system and prevent
overwhelm. Peer support—through authentic, vulnerable
sharing rather than venting from a place of burnout—is
invaluable. Social connection signals safety, encouraging
emotional engagement and reducing distress.21,23

Somatic Strategies

Given that trauma is primarily a somatic experience, in-
terventions targeting the body are essential. Common
techniques include intentional breathwork, mindful move-
ment, and sensory stimulation. These strategies should be
approached with self-awareness, beginning with noticing
current nervous system states and tracking shifts in re-
sponse to interventions.20

Self-Reflection Box (Box 1)

Boundaries as Self-Preservation

Many people in helping professions were socialized in families
of origin or community to prioritize others’ needs over their
own. In a society that often praises personal boundary crossing

as a sign of commitment, individuals may lose sight of where
their needs end and others’ expectations begin. Setting
boundaries can be challenging, stemming from the fear of
conflict or disappointing others, the guilt of not meeting
others’ expectations, or even just a lack of practice. Boundaries
can be external, such as declining additional responsibilities,
time, or emotional labor, or internal, such as not internalizing
patient suffering while still providing compassionate care.24

When people protect their own time and energy, they are less
likely to end up depleted and overwhelmed.

Joy

Moving toward something for the joy ofmoving toward it is a
crucial piece of building resilience against death anxiety,
grief, and existential overwhelm. It facilitates growth in a
socially connected state and promotes creativity, rest, and
insight development. Joy should be cultivated as a daily
practice, whether through hobbies, moments of laughter,
physical activity, or engaging in the arts. Engaging in joy
does not mean ignoring suffering, but rather embracing the
full spectrum of human emotion, allowing providers to
experience and appreciate moments of connection and
lightness amid the heaviness of their work.When health care
providers actively pursue joy, they reinforce their own
emotional strength and create access to a socially connected
nervous system state21 that can sustain them through the
difficult moments of caregiving.24

Provider resilience strategies:

1. Clarify your why: Define your role and what gives it
meaning.

2. Use rituals to mark transitions and ground yourself
emotionally.

BOX 1. SELF-REFLECTION

1. How does my distress at work relate to past experi-
ences in my life (eg, feeling alone, overwhelmed, or
fearful of managing others’ chaos)? Is my body
responding to both current and past vulnerabilities?

2. What prevents me from addressing my emotional
needs? Do I minimize, invalidate, or fear that
expressing my needs will push others away?

3. Am I aware when I am overactivated or shut down, or
do I mistakenly believe I’malways grounded? (Hint: no
one is always grounded.)

4. What motivates me? Am I trying to avoid a specific
fear, achieve a goal, or reach a certain feeling or
outcome?

5. When am I most proud of myself?
6. When do I feel most alive?
7. What do I wish others understood about me that may

not be obvious to others?23
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3. Track your nervous system state using polyvagal-
informed tools.

4. Lean on peer support for coregulation and shared
vulnerability.

5. Embrace joy and creativity as a counterbalance to grief.
6. Set boundaries intentionally—compassion does not re-

quire depletion.

Section 2 Summary

Health care providers’ grief and existential distress extend
beyond sadness. These emotions are tied to existential fears,
nervous system regulation, and attachment bonds. A sus-
tainable approach to managing patient grief combines
cognitive meaning making, nervous system self-regulation,
and secure emotional engagement within the provider. On a
systemic level, managing provider grief should not be an
individual burden but a supported process within workplace
structures. Through awareness and proactive strategies,
providers can minimize burnout and foster a long-term,
emotionally nourishing relationship with their work. These
techniques, although primarily aimed at providers, can also
benefit patients by promoting self-reflection to manage the
overwhelm of illness. Patients may find value in regulating
their nervous systems, discovering purpose in their roles as
patients and family members, and intentionally cultivating
joy. Such interventions support the nervous systems of both
patients and providers, as both are profoundly affected by
the cancer experience. Ultimately, the shared humanity
between a patient and a provider enhances the richness of
this work.

SECTION 3: SHOULD WE MOVE ON? SPIRITUALITY,
SUFFERING, AND GRIEF IN ONCOLOGY

Approaching Psychologic Suffering in Oncology: The
Spiritual Support of Religious Belief

A cancer diagnosis is a heavy blow for anyone. It is something
that will by itself often stop us in our tracks by making the
end of life suddenly pellucid. The progression of the disease
can make death anxiety acute in patients with advanced
cancer considerably adding to their suffering.25 For health
care professionals working with these patients, this is a
source of additional psychologic strain resulting from a
sense of futility or helplessness. The two previous sections
have discussed ways of coping with this strain both in health
care professionals and patients. There is a further question,
however, as to what the end goal of attending to suffering
should consist in and how it relates to the broader context of
a meaningful life. This will be the focus of this section.

In end-of-life situations in the clinical context, wemay draw
spiritual support from religion. In most religious traditions,
consolation in the face of death comes from the belief that
death is not the end. This belief is an important source of
strength that allows thosewhohave it to get onwith life even
despite being diagnosed as terminally ill.26,27 Likewise, when

we live through the terminal illness and death of others,
religion is often fundamentally important in the grieving
process.

The dead, although lost to us in some respects, in these
traditions often continue to play a relevant part in our lives
and remain a source of psychologic or moral support. In
many cases, we hope to be reunited with the dead when it is
time for us to join them and so we find it easier to move on
when they are gone. It is natural that psychologic support in
end-of-life care as well as that extended to health care
providers who work with terminally ill patients often draws
on the patient’s and health care provider’s religious
beliefs.28,29

Psychologic Suffering When Religious Belief Is Absent:
How Can We Move On?

Death anxiety and loss pose a more complex challenge,
however, when religious belief is not present. It is under-
standably harder to get on or move on when death is seen as
annihilation. Without the spiritual support of religious be-
lief, the threat death poses may undermine the meanings
and values that structure our lives leading to depression and
apathy. The absence of such support also makes it harder for
health care providers to cope emotionally and psychologi-
cally when working with patients with advanced cancer.

Consequently, research on managing death anxiety in pa-
tients with cancer facing the dying process and the health
care providers working with them often focuses on creating
alternative frameworks of meaning and value that help
protect against death anxiety. Strategies of achieving this
include developing defensive psychologic systems such as
the maintenance of a cultural worldview, the pursuit of self-
esteem, or the formation of secure attachments outside of
the religiously motivated beliefs that death does not equate
with annihilation.30,31 These methods are meant to protect
against death anxiety to enable both patients and their
families and health care professionals, if not overcome, than
at least cope with, the psychologic and emotional strain that
comes with facing death.

Asmuch as thiswork is extremely valuable and helps tomake
a significant change in the quality of life of patients with
advanced cancer as well as their families and health care
professionals, it is also at risk of sidestepping an important
aspect of what makes death—our own and that of others—a
source of anxiety. The issue is not simply that the psycho-
logic methods of alleviating death anxiety and coping with
grief attempt to bring the consolation, which religious
traditions offer, without the crucial element of the belief that
death is not the end. Rather it is that the goal of making it
easier to go on in the face of death andmove on in the face of
loss is, in an important sense, the wrong end of the stick.

Focusing on the psychologic well-being of those facing
death or loss and those caring for them relies predominantly
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on accepting the finality of death and building meaning that
does not rely on our own continued existence or presence of
those we have lost. This presupposes a large degree of
psychologic self-sufficiency, which, on this view, we might
say, is undermined or supplanted by relationships with
others. Reaffirming this (psychologic) self-sufficiency is
hoped to lessen the anxiety about death and help those who
have suffered a loss to move on.

The spiritual support we draw from religion, however, stems
from the recognition that we are not psychologically,
emotionally, or morally self-sufficient and makes provision
for the dependence that we have on others to continue albeit
in a transfigured form. Put simply, religious spirituality can
be helpful in facing death and grief not because it allows us to
move on but because it makes a place for those we have lost
in our lives and gives us the hope, when facing death, that
one day we will be present in the same way in the lives of
others.

Can We Do Better Than Hope to Move On?

This issue has been taken seriously in the psychology of grief
and has become widely recognized under the name of the
continuing bonds model.32,33 Nonetheless, by and large,
these approaches also focus on the psychologicwell-being of
the bereaved as a goal and treat the continued investment in
the person who has been lost as instrumental to this.34 If we
cannot ultimately hope for emotional, psychologic, and
moral self-sufficiency, as religious spirituality suggests, this
approach is in danger of being self-defeating.

An investment in the dead, if taken seriously, must allow for
a degree of psychologic discomfort to remain. This is
unsurprising—someone who cannot be replaced died. To
supress the longing for that person and circumvent our
dependency on them, it is to be left emotionally and exis-
tentially amputated as the cost of having moved on. In an
important sense, the goal ofmoving on in the face of loss is a
form of avoiding rather than facing its reality. The same, we
believe, is true when we are brought into proximity with our
own death as patients.

Nonetheless, there might be ways to maintain our attach-
ments as ameaningful part of our life in both situations even
without recourse to religious spirituality.34 This approach is a
valuable spiritual resource when we have to face our own
death or that of someone close to us. An important question
in the context of patients with advanced cancer and end-of-
life care is whether a similar attitude might be possible and
desirable to adopt.

Why We Should Accept Suffering

It might seem at first that maintaining a psychologic and
emotional investment in others in the context of cancer
treatment might put both professionals and patients under
additional strain, rather than help coping with the

challenges it poses. After all, the relationships between
health care providers and patients and their families are not
typically close relationships of the kind that are the subject of
research in psychology of grief and bereavement.

It is important to remember, however, that in the religious
context, the consolation which comes from the belief that
death is not the end is not limited only to those closest to us.
The religious context admits degrees of personal investment
in others while preserving the fundamental need for it in
each case. Indeed, this is precisely why it is explicitly
appealed to, when present, as a source of psychologic
support when addressing death anxiety in patients with
advanced cancer.

Similarly, affirming and maintaining psychologic and
emotional attachments in the clinical context, which does
not appeal to religious spirituality, will also admit degrees of
investment in others. This will involve accepting a degree of
psychologic and emotional discomfort caused by the strain
illness puts on these attachments rather attempting to al-
leviate it. The discomfort experienced by patients, their
families, and health care providers is, however, part of the
reality of the situation, and maintaining the attachments
which cause the discomfort in the first place is arguably an
important part of maintaining our shared humanity as it
implies our mutual interdependence rather than the illusion
of self-sufficiency.

Section 3 Summary

It may seem advantageous when approaching death anxiety
in patients as well as emotional strain in health care pro-
viders to facilitate ways of moving on in the face of terminal
illness. The ability to move on in the face of loss and death
relies on building a sense of self-sufficiency. This approach
helps safeguard against suffering particularly when patients
or health care providers cannot draw support from religious
belief. However, at the same time, it contributes to a long-
term erosion of the framework of meaning and value in
which we function. This framework implies our mutual
moral, psychologic, and emotional interdependence. Em-
phasizing this interdependence when facing death in the
clinical context is an important spiritual resource in end-of-
life care.

CONCLUSION

In serious illness, suffering arises not only from physical
symptoms but from ruptures in meaning, identity, and re-
lationship. This suffering touches patients, families, and
clinicians alike. Across psychologic, emotional, and spiritual
dimensions, we find that what heals is not fixing but ac-
companying. Through personalized formulation, attuned
presence, countertransference awareness, and a shared
search for meaning, oncology teams can provide care that
honors thewhole person.When providers also attend to their
own emotional needs—through meaning making, nervous
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system awareness, peer connection, and boundaries—they
model sustainability and authenticity. Even in the absence of
cure, spiritual frameworks—whether religious or secular—
can help patients and clinicians hold onto the bonds that
persist through loss, offering continuity, not closure, as a
path to integration. In moments when cure is no longer
possible, continuing to foreground the interpersonal

relationships that give meaning to our shared humanity will
not only have a therapeutic effect in elevating suffering but
will help establish meanings and values beyond those of a
potential cure. The clinical context is where we most often
encountermortality in themodernworld. It should therefore
be as open as possible to an integrated approach to death and
dying.
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