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Chapter 1  

 

Introduction 
 

 

What was my motivation? 

I started this research with a very practical motive: how to improve my teaching of 5th 

year medical students on the topic of ethical issues at the end of life. I thought that 

through this research process, I would identify a list of “ethical issues at the end of life” 

which 1st and 2nd year doctors encounter which would then guide my teaching and 

preparation of 5th year medical students for clinical practice.  

 

Who were the participants? 

For medical students graduating as medical doctors in Aotearoa New Zealand, 

postgraduate year 1 is the first Intern year ‘PGY1’ and postgraduate year 2 is the second 

Intern year ‘PGY2’. PGY1 and 2 rotate or change their medical or surgical specialty 

placements (called “runs”) at 3 monthly intervals. The New Zealand Medical Council 

website states that “All graduates of New Zealand accredited medical schools undertake 

prevocational medical training, also known as the intern training programme. 

Prevocational medical training for interns incorporates aspects of the apprenticeship 

model of 'learning on the job’ as part of a team. Senior doctors supervise and assess the 

interns’ performance, providing them with ongoing feedback and gradually increasing 

their responsibilities” (1).  

 

Why this research question? 

The purpose of the research was to examine the ethical issues that arise for recently 

qualified doctors in their first 2 years of clinical supervised practice in caring for 

patients at the end of life. In particular, I wished to explore their experience e.g. how 

they identify and navigate their way through ethical problems, where they seek support, 

whether they think they need guidance/support, and whether and how they apply what 

they had learnt in undergraduate medical ethics. 

 

As a palliative medicine lecturer, I teach “ethical issues at the end of life” to 5th year 

students as part of their 2-week primary care attachment. I tend to draw on my clinical 
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practice and tell clinical “stories” to illustrate what I have encountered as an ethical 

issue. I am never certain that the material, which I present, resonates with the students. 

I think that the topic is important but I am unsure of my efficacy in teaching. It occurred 

to me that my clinical stories might not resonate because they have not yet had clinical 

responsibility. Fifth year students have not yet had to make independent decisions 

which impact on a patient. It occurred to me that it would be useful to identify what are 

the issues that arise for first and second year doctors on this topic.  

 

What does the literature say? 

In a subsequent chapter I will take you through the recent literature on this topic. In 

summary, the literature reports that the professional situation of early postgraduate 

doctors is unique and involves challenges that have not been fully appreciated. 

Specifically, it is reported that the death of patients is a major source of distress, that 

different models of support have been developed particularly in paediatrics, that 

‘teachable moments’ and ‘timely reflection’ with senior doctors are important andthat 

changes in working hours reduces the efficacy of the apprenticeship model of training, 

adversely effecting the opportunity for role modeling and senior support.  

 

Why this chosen methodology? 

The Methodology chapter outlines my research process and further detail is provided 

in Appendix 1. From my previous qualitative research eliciting the experiences of 

families, nurses and doctors of dying and death at home, in hospital, in ICU and in 

specialist palliative care units (2-9), I am particularly interested in getting as close as 

possible to the research participants’ experience. Such lived experience can be a rich 

source of new insights. I adopted a general inductive approach to question design, the 

conduct of the interviews and content analysis. 

 

How was the research conducted? 

I undertook in depth face to face individual  interviews with 13 recently qualified  

doctors (Post Graduate Year  1 and 2 i.e. PGY1 and PGY2) on 4 occasions each over 

12 months. Twenty one hours of interviews were then analysed over one year to derive 

themes and concepts which I now present.  

 

What is the Primary Research outcome? 
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The research outcome has proven to be much broader and deeper than a mere list. 

Research designed as a survey could have produced a list. This qualitative research 

however was designed specifically to get as close as possible to the lived experience of 

ethical issues at the end of life for early postgraduate doctors in their clinical practice. 

Thirteen early postgraduate doctors recounted multiple and wide-ranging ethical issues 

at the end of life in one-to-one interviews with the student researcher (SR) over 12 

months. To maintain the integrity of the research process, I have included many detailed 

descriptions of the house surgeons’ experiences, as it is the “data” from which I have 

developed my final recommendations. These results or findings are described and 

categorized in Chapter 4. They suggest a critical gap in the immediate postgraduate 

senior support of young doctors in relation to these ethical issues. This gap in support 

can have significant consequences for the health care system as well as on the 

professional and personal well being of the postgraduate doctor. 

 

What is the importance of the research outcomes? 

This research paper is unique as there have been no studies specifically focused on 

longitudinal collection of data from doctors on their experience in the immediate post 

graduate period and their first months of clinical practice. There are several aspects of 

this research that have surprised me. The first is how enthusiastic the participants were 

to meet and recount their experiences every 3 months. Secondly I was impressed by 

how articulate the doctors were in describing what they experienced. I was also 

interested in how they resolved the dilemmas and their discomfort. Furthermore I now 

have an understanding of what are the most likely ethical issues at the end of life worth 

teaching to 5th year medical students in preparation for their first years as practicing 

doctors. Finally, it is evident to me from this research that first and second year doctors 

would benefit from and be interested in regular conversations with senior colleagues 

about what they are encountering as ethical issues at the end of life. I am convinced that 

a program could be developed to respond to this evident need.  

 

The many clinical stories, dilemmas and challenges recounted by first and second year 

doctors indicated an “ethical sensitivity” already created or nurtured during their 

medical student clinical and ethics learning. Once they move from medical student to 

practicing doctor they began to make decisions and to take responsibility for their 

decisions that had human consequences on the most vulnerable in our society. Through 



7 

 

exposure and experience as practicing doctors in their first 12-24 months, they 

demonstrated an “ethical awakening” as they are confronted with the duty to make 

decisions on behalf of another human being i.e. the patient. In this challenging space 

when they are responsible for patients at the end of life, they need senior support. Lack 

of this senior support leads to moral distress and demoralization. If support is available, 

they demonstrate professional growth and are invigorated by the opportunity to make 

decisions. If “ethical sensitivity” and “ethical awakeness” are what we as educators 

wish to promote for the well being of patients and doctors, then once “awoken” we have 

a duty and obligation to support the early career doctor. As senior doctors and educators 

we too must be “ethically awake” and “ethically sensitized” to the PGY doctors’ needs 

in these early formative years.  

 

Suggested innovations in postgraduate support and further research 

Arising from this research I recommend the education of senior doctors on the relevance 

of this issue and the importance of their role through presentation and publication of 

this piece of research. I suggest a need for discussion between District Health Board 

clinical ethics advisory groups and Intern training committees, with a view to 

establishing a panel of senior doctors willing and able to provide one-on-one sessions 

or focus groups regularly and as required. This topic of “ethical issues at the end of life” 

should be included in the Intern educational curriculum early in the training year 

particularly for PGY1. It would be important to monitor the impact of such a novel 

program annually. In parallel with establishing this program, in the Aotearoa context 

research must be undertaken on the same topic with Maori/Pacifica early postgraduate 

doctors. 
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Chapter 2 

 

Literature review 

 

 

In this chapter I will summarize the most recent and relevant literature on ethical issues 

at the end of life for newly qualified doctors, and identify gaps in our understanding. In 

early 2018 while preparing my research proposal and again in late 2019, with the 

assistance of the University of Otago Library, Wellington, I conducted a literature 

search of databases Medline, Embase, Scopus, Ketu and Google scholar using the 

following search terms “Ethical issues at end of life”, “Junior doctors” or “PGY1” or 

“residents or “recently qualified doctors” or “first year doctors”, “Experience” and 

“Moral distress”. In addition, as the data collection and analysis proceeded, with the 

emergence of themes related to debriefing and support from senior doctors, I examined 

concepts (e.g. experiential learning, reflection, death anxiety, identity formation) 

related to the teaching of medical professionalism.  

 

Professional situation of junior doctors is unique  

McDougall argued (10) that the “professional situation of junior doctors is unique in 

ethically important ways and thus that ethics work focusing on junior doctors 

specifically is necessary”. She recommended that “[e]thicists ought not to consider 

junior doctors only in combination with medical students or more senior doctors if they 

aim to capture their ethical issues comprehensively”. She noted that “[t]he particular 

position of junior doctor has significant implications for the action options available to 

these agents”. Vivekananda-Schmidt and Vernon (11) following their one to one 

interviews with 18 first year doctors at two study sites support McDougall’s call, in 

reporting that “[s]tudies find that junior clinicians struggle with ethical challenges 

especially in end of life care and often feel unsupported by senior team members”. 

Gorman et al (12) provide a structured literature review of residents’ experience of 

decisions to withhold/draw advanced life support measures. They noted that 

“[r]residents’ lived experience of the patient end of life decision making process was 

often at odds with what they were taught in formal curricula”. They refer to the fact that 
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“[r]esidents are in a unique stage of their training: while they have mastered many basic 

clinical skills they remain open to educational experiences that might alter their lifelong 

practice patterns”.  

 

Timely opportunities to reflect 

Kottewar et al (13) provide a literature review leading to an evaluation of 64 articles 

identifying small group death discussion, seminars, palliative care rotations, clinical 

decision support tools, clinical evaluation exercise, and a combination of such methods 

that helped trainee doctors with varying success. In line with Gorman et al’s 

observations about junior doctors’ openness to learning, they describe a need to find 

timely opportunities to reflect on the junior doctors’ experience of a patient’s death with 

a senior physician. They maintain that “despite receiving formal education sessions as 

students in ethics including end-of-life care, they feel inadequately prepared for the 

practice environment, particularly around patients who are dying”. They identified that 

for trainees, engaging in discussions about care at the end of life with patients can be 

particularly challenging due to their inexperience. Experience and training of residents 

set the groundwork for similar behaviors and attitudes for the rest of their professional 

life. The authors also propose timely opportunities for residents to reflect on their 

experience of a patient’s death with a senior physician. They remark that “[i]n the 

modern training paradigm with hourly work restrictions it is important to recognize that 

spontaneous opportunities for effective mentoring with lasting results may come few 

and far between. The attending physician (senior physician) and his or her team must 

therefore take advantage of ‘teachable moments’ that are so important in the 

professional growth of young physicians”. 

 

Ethical challenges are common in end of life care  

According to Dzeng et al (14) “[e]thical challenges are common in end of life care; the 

uncertainty of prognosis and the ethically permissible boundaries of treatment cause 

confusion and conflict about the balance between benefits and burdens experienced by 

patients”. Dzeng et al reported on their semi structured in depth interviews with 22 

residents and fellows across three American academic medical centers on resuscitation 

orders and moral distress. They determined that   “[e]mbedded in end of life care are 

ethical dilemmas that are punctuated by conflicts between differing ethical obligations 

such as respecting patient’s autonomy and the duty to do no harm”. In a 1993 study 
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Solomon et al (15) found that nearly 70% of house staff reported acting against their 

conscience in the care they provided at the end of life with four times as many worried 

about over treatment than under treatment.  

 

Physician’s vulnerability facing life and death  

Aase et al study (16) is of interest in its qualitative design involving purposive sampling 

of 10 junior and senior doctors. The Norwegian philosopher Vetlesen who included 

mortality, vulnerability, dependence, existential loneliness and relational fragility 

among the existential core concepts inspired them. The encounter with death was a 

central theme in this study. “Some of them (interviewed doctors) hinted that the simple 

“How are you?” from a colleague was what they wished for in hard times be it a 

professional or private issue”. They noted that “[t]he importance of physician’s 

vulnerability facing life and death has been underestimated.... Belonging to a caring 

and considerate community may provide a means of growth and coping when exposed 

to existential aspects of clinical work and developing a professional identity”. 

 

Issues surrounding end of life care were the most frequent source of moral distress. 

There are numerous reports about the ethical dilemmas facing medical students during 

their clinical training, but few reports on the ethical dilemmas facing surgery trainees. 

It is also interesting that the number of papers examining ethical issues for paediatric 

trainees exceeds those referring to trainees in adult clinical practice. Chiu et al (17) 

undertook an online survey to identify and quantify the ethical dilemmas faced by 

paediatric trainees. Forty completed the online survey with only 59% indicating they 

had sufficient ethics training to confront these ethical issues. Results of this survey 

confirmed that issues surrounding end of life care were the most frequent source of 

moral distress for paediatric surgical trainees. The authors noted that no paediatric 

surgical training program had formal mentorship arrangements for trainees yet a neutral 

forum might provide trainees with an effective means to voice personal concerns, to 

seek clinical advice and to address moral conflicts.  

 

A 2008 study of paediatric residents (18) discovered that they felt that residency 

training was too stressful to allow them to cope and process grief appropriately even 

after the implementation of a Palliative Care curriculum.  A sense of readiness for 

specific types of practice challenges has been shown (19) to have a positive impact 
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longitudinally on physician self-confidence. Yang et al (20), recognizing the value of 

gathering residents’ opinions on what would best enhance their preparedness, 

undertook an anonymous survey of 160 paediatric residents with 58% response rate. 

The three most unsettling scenarios were parental anger around goals of care, sudden 

death and disagreement within the paediatric intensive care unit team (PICU). They 

concluded that there was a need to increase resident preparedness for managing the 

most unfamiliar and therefore the most anxiety provoking circumstances including 

sessions to allow time for discussion.  Residents appeared to prefer getting help from 

fellow physicians at various levels of training rather than senior paediatricians, having 

role models and being exposed to the situations. In addition, increased frequency of 

team discussions was associated with residents feeling that their most valued resources 

were peers and attendings (senior doctors or consultants) in preparing for future 

situations. 

 

Bereavement rounds 

According to Bateman et al (21) paediatric residents who may be experiencing a child’s 

death for the first time in the PICU are likely to be unprepared for this burden. They 

suggested that consistent efforts to provide support could help with this burden.  

Bereavement rounds or debriefings have previously been reported as a major form of 

coping for paediatric teams but the incidence of any form of debriefing hovers around 

30% of deaths. Bateman et al (21) noted that each death in PICU could be stressful 

hence consistency is valuable.  They were aware that bereavement and grief could be 

important causes of stress and anxiety when they are not addressed. In addition not 

feeling alone in grief is a very important aspect of grief management.  In responding to 

this need, Bateman et al (21) reported on the ‘Wrap-Up’ project. “Wrap up” format was 

a unique multidisciplinary-guided debriefing following a child’s death that was timely 

and specifically conducted to enhance communication. To assess this model, Bateman 

et al (21) sought specific feedback from paediatric residents. The multidisciplinary 

nature of “Wrap Up” built a sense of caring for each other and improved teamwork. By 

being timely, “wrap up” gained an importance that improved the residents’ desire to 

participate. Research by Khot et al (22) explored ‘Death Rounds’ because “[r]esidents 

can find the death of a patient to be an emotional and sometimes disturbing experience 

and are likely to interpret a death as a failure related to their own incompetence”. Death 

Rounds were informal clinical case discussions devoted to residents’ responses and 
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experiences with patients’ deaths facilitated by a Palliative Medicine Attending (senior 

doctor) monthly.  Residents and interns found talking with each other or a senior 

resident about their experiences with death to be more helpful than speaking with the 

most senior doctor. 

 

Moral distress 

Moral distress occurs when individuals believe they are unable to act in accordance 

with their ethical beliefs due to hierarchical or institutional constraints. The vast 

majority of literature on moral distress focuses on nurses. Dzeng et al’s paper (14) was 

the first in 2015 to focus on physician/trainee experience with moral distress in the US.  

The study participants reported experiencing moral distress when they felt obligated to 

provide treatments at end of life that they believed to be futile. Inexperienced doctors 

felt that they were trapped by expectations and policies that prioritized patient 

autonomy. In their conclusion they refer to Winkenwerder’s comment that trainees 

were particularly vulnerable to moral distress because they are subordinate but on the 

front line (23). They agree with Hafferty & Franks (24) those contradictions between 

ethics taught and practices on wards contributed to ethical erosion that can occur during 

medical training resulting from an inability to address the moral distress. Dzeng et al 

noted that interventions that remind physicians of their humanity and the humanity of 

their patients’ could help mitigate moral distress. They quote Rushton et al (25) on the 

importance of self-care as a prerequisite to caring for others. 

 

Doctors in training exploring their own concerns about death  

MacLeod (26) used a phenomenological approach exploring the concept of care with 

10 doctors and how well prepared these doctors felt they were for the care of people 

who were dying. The implications of his research was that traditional, formal education 

did not prepare these doctors for the task of caring for someone at the end of life but 

that deep emotional experiences with people who were dying did. He concluded that 

“[i]n medicine, technical skills and procedures are rewarded rather than emotionally 

draining encounters at the bedside, thus placing high value on curative interventions as 

opposed to caring interventions. Until all doctors in training have had an opportunity to 

explore their own concerns about death and dying and to enter the life-worlds of dying 

people through personal experience, it will still be left to chance as to whether 

individuals encounter this most significant aspect of medical practice”.  
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Influence of role modeling 

Linklater (27) stated that in Britain more than 50% of all deaths occur in acute hospitals, 

which is where early postgraduate doctors begin clinical practice. They reported that 

many junior doctors found caring for the dying to be stressful.  Of the 74 first year 

doctors in North Scotland who participated in this study 26% had a close family/friend 

bereavement in the past year. Only 11% had received support from a consultant during 

or after a patient’s death. The authors suggested that there was a need for first year 

doctors to develop emotional and personal competencies and that the “influence of role 

modeling cannot be over emphasized”. They identified changing working patterns with 

the European working time directive as making it more challenging to provide 

continuity of supervision and support.  

 

Experiential learning and reflection to support growth 

Hutchinson and Smilovitch (28) argue that “experience is more important than 

knowledge” as we move from “teaching our students about professionalism to directly 

attempting to affect their growth and formation as persons and as professionals”. They 

define experiential learning as “constructing knowledge and meaning from real-life 

experience”. “Experiential learning focuses primarily on the learning, growth and 

development within the individual”. They state that the “key to experiential learning is 

reflection.” They discuss reflective thinking, reflective doing and reflective presence as 

all being essential practices for a doctor. Reflective thinking leads to increased 

knowledge and scientific understanding to solve the diagnostic and therapeutic problem 

which doctors face, as in, for example, small group discussion by medical students of 

the concept of glomerular filtration rate and renal function. However, they caution that 

this level of reflection is not sufficient for professional practice. They explain this via 

Schon’s concept of “reflective doing”, which refers to an “epistemology of practice that 

includes the intuitive processes that doctors bring to their work when they face issues 

such as uncertainty, instability, uniqueness and conflicts of values”. Hutchinson and 

Smilovitch consider that a farther reflective process is required which they term 

“reflective presence” referring to the presence of the physician in relation to the patient. 

This is “the space between thinking and doing.” In medical practice, this refers to the 

“depth of our presence in that gap that determines the effectiveness of our relationship 

and provides opportunities for outcomes often unanticipated”.  
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CHAPTER 3  

 

Methodology  
 

General Inductive Approach 

Having reviewed other qualitative analysis approaches, i.e. qualitative descriptive 

study, phenomenology (29-33) my research question and data fit best with a general 

inductive approach. Inductive analysis (34) refers to approaches that primarily use 

detailed readings of raw data to derive concepts andthemes or derive a model through 

interpretations made from the raw data, consistent with Strauss and Corbin’s 1998 

description that “the researcher begins with an area of study and allows the theory to 

emerge from the data”. Inductive analysis is most suited to this research as it allows 

extensive and varied raw data text to be condensed into a brief, summary format. 

Furthermore general inductive analysis establishes clear links between the research 

objectives and the summary findings derived from the raw data and ensures that these 

links are both transparent and defensible. 

 

The outcome of an inductive analysis is the development of categories into a model or 

framework that summarizes the raw data and conveys key themes and processes. 

Researchers using the general inductive approach typically limit theory building to the 

presentation and description of the most important categories.. The following 

procedures were used for the inductive analysis; close reading of text, creation of codes,  

themes and categories with many codes created from actual phrases in specific text 

segments. There were many overlapping codes and a certain amount of the 21 hours of 

interview recordings was coded but not included in the final document due to time and 

word limitations or constraints of the MMedSci. 

 

 

Participants  

There were 50 PGY 1 and 2 doctors in the District Health Board Area who were invited 

to participate at the end of 2017. Some diversity was achieved randomly within the 

cohort of consecutive volunteers i.e. gender, ethnicity, doctor not born and raised in 
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New Zealand, mature age entrant.  See Table 1. However no participant identified as 

Maori or Pacifica.  

Recruitment 

First year house surgeons (PGY1) began orientation on November 20, 2017 with their 

clinical year beginning Nov 27, 2017. The researcher presented the study and invited 

participation during a 30-minute time slot in an ethical/cultural/end of life care session 

of their orientation.  

 

The student researcher (SR) presented the research protocol to the 2018 second year 

house surgeons (PGY2) at the last teaching session of their PGY1 2017 program on 

November 21. The schedule for both groups was arranged with RMO (Resident 

Medical Officer) unit administrative manager and team.  

 

Those house surgeons not present at the meetings were emailed the study details by the 

RMO administrator who invited them to contact the SR.  A reminder was given at their 

Tuesday teaching meetings until 13 participants had been recruited.  Positive individual 

responses from PGY1 and PGY2 doctors to the group and email invitations to 

participate were taken as provisional consent from that individual to meet the researcher 

who explained the study in further detail. Initial meetings were arranged for those 

interested in participating. A minimum of 6 participants and maximum of 10 

participants was deemed practical, as the study was limited by the constraints of 

MMedSci part time over 2 years. This was an appropriate number for a qualitative 

inductive approach to investigation, and was deemed capable of yielding robust 

findings. It was envisaged that this range of participants and associated repeated 

interviews would achieve data saturation. However within the first 2 weeks, 13 PGY1 

and 2 volunteered to participate. As I did not know how many would drop out from the 

study, which extended over a prolonged period, i.e. 12 months, I consented 13 

participants in November-December 2017. 

 

Ideally interviews continue or recruitment continues until data saturation but in this 

case, maximum recruitment occurred at the beginning of the clinical year for new 

graduates. Despite the limitations of time, data saturation (whereby saturation operates 

not at the level of the dataset as a whole but in relation to the data provided by an 

individual participant within a specific interview (35)) was achieved. The length of 
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interviews, the number of stories at each interview and the fact that each participant 

was interviewed on four occasions over 12 months provide evidence for this. Inductive 

thematic saturation was also achieved, the second category of saturation described by 

Saunders et al (35) where saturation is based on the number of new codes or themes 

emerging.  

 

 

The first meeting at 1-2 weeks of their first or second year in practice involved further 

explanation of the study purpose, the requirements of the study (e.g. the role of a 

reflective diary), obtaining written consent and then arranging follow up meetings at 3, 

6, 9 and 12 months. The first meeting did not involve a recorded interview. For the 

purposes of this study SR left it open for the participants to report what they understood 

to be ethical issues at the end of life. The participant information sheet explained that 

the purpose of the study was to “identify the ethical issues that arise for recently 

qualified doctors in their first 2 years of clinical supervised practice in caring for 

patients at the end of life”.   

 

Ethical issues pertaining to the research 

There were five potential ethical issues identified within the design and process of the 

study that needed to be addressed. These were: 

1. The status differential as the research interviews with junior doctors were conducted 

by the SR who is a senior doctor. For this reason recruitment to participate in the study 

was sent to the junior doctors by the RMO administration unit with a  participant 

information leaflet, consent form and the SR contact details. The study proposal and 

design were reviewed by  the PGY Education Supervisor team and the RMO Unit 

manager and administrator.  

2. It was possible that the participant and researcher might have had differing personal 

beliefs as to the ethical issues at the end of life. The SR kept a diary to reflect on her 

reactions. The SR was to inform her supervisors where she felt her personal beliefs 

might have interfered with the rigour of the research process. The SR maintained a 

respectful, non-judgmental attitude to participants throughout the research process. The 

SR was there to seek the views of the participants and did not attempt to influence their 

views.  
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3. In addition to the recruitment process, there was an inherent conflict or power 

differential during the interview process as the SR is also a senior colleague within the 

hospital. The SR is a hospital consultant who might work with the participants in the 

future. The attitude of the SR towards the participants and non-participants was one of 

respect. Participants would not be disadvantaged in any way, either during the research 

or later in teaching and clinical contexts. The information collected was kept 

confidential, anonymous and not shared with others.  

 

4. In the event that information distressing to the participant was disclosed to the 

researcher, the participant was supported during the interview and guided to seek 

support from a friend or professional.  The participants were encouraged to seek follow 

up professional support through appropriate means, e.g. through their Education 

Supervisor and if necessary through the Employment Assistance Program. The 

information was not shared with anyone unless specifically requested by the participant. 

The student researcher kept her academic supervisors informed of issues as they arose 

and the actions she had taken. 

 

5. Patient confidentiality was also of concern. The SR ensured that participants did not 

identify the patient and took particular care about identifying features of a case. All 

information or stories that are reported or written up here were carefully checked so 

that identifying features were removed. 

 

Ethics approval was granted by University of Otago Health Research Ethics Committee 

reference code H17/115 October 7, 2017 

 

Interview structure and consent  

Participants were asked to record in diary format what ethical issues arose in caring for 

patients at the end of life as those issues arose over 3 month periods. The purpose of 

the diaries was to support the interview process as memory can easily fade with the 

busy clinical workload.  The participants received a reminder monthly by email to 

encourage use of the diary. They were asked to record any events in the care of patients 

who were dying or had died that they considered had an ethical dimension and to 

describe their own experience. At the introductory meeting, the SR provided an 
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individual notebook for the participant to take away as the diary. The SR met the 

participants at 3, 6, 9 and 12 months for interviews.  

 

The interviews were open-ended and semi-structured. The aim of each interview was 

to learn the participant’s views or responses to the topics described earlier i.e. what 

sorts of ethical issues they encountered in caring for dying patients, how they were 

managing this, what support was available to them, and how well their training had 

prepared them. Appendix 1 shows details of the question guide, recording device and 

data safety.  

 

Analysis of results  

Data collection and analysis occurred concurrently as the interviews proceeded. The 

interviews were recorded by the SR and transcribed verbatim by the SR (second and 

fourth set of interviews) or – as this was deemed too time consuming for the first and 

third set of interviews – by a professional transcription service.  Data analysis was by 

means of iterative thematic analysis of the interviews. The transcripts were read and 

analysed in order to identify emerging codes, themes and categories (29, 31, 32). 

Themes were derived which encompassed similar codes.  Analysis of and reflection on 

the themes led to the development of categories. Themes and categories gained further 

supporting evidence or reduction in weighting and outlying or possible deviance in 

analysis noted. I systematically went through every interview line by line, copying each 

quote with its unique identifier into one or several theme tables. I then took all theme 

tables, which were greater than 10 pages in length (25 in number >/=10 pages from 

total 54 tables. See Table 1) to look for overlapping themes, redundant or repetitive 

themes, creating 15 new named tables, which I initially labelled, as categories. I then 

continued reading, grouping and distilling these categories into three major categories 

as presented here. To avoid potential investigator bias and validate findings, a selection 

of transcripts were reviewed by the MMedSci academic supervisors.  The researcher 

discussed the research process regularly (zoom and face to face) with these academic 

supervisors.  

 

 

 

 



19 

 

 

CHAPTER 4  

Results 

 

 

There was total of 21 hours recorded during 51 interviews with a mean of 26 minutes 

interview length, ranging from 4 to 46 minutes. Participants told on average 14 stories 

of ethical issues at the end of life over the 12 month research period with a range of 11 

to 18 stories (See Table 2). The 3-month runs covered the following areas: geriatrics, 

general medicine, cardiology, paediatrics, psychiatry, and palliative care in hospice. 

The other surgical runs were Emergency Medicine, orthopaedics, general surgery, 

neurosurgery, and cardiothoracic surgery. The locations were rural town hospital, 

tertiary and secondary hospitals, and geriatric rehabilitation service. One participant 

indicated that he had no experience of ethical issue during his 3 month Paediatric run, 

hence that interview did not occur (51 out of possible total 52 interviews achieved). 

 

I will now present the themes and categories resulting from the analysis of the 51 

research interviews. I will elaborate further on the interpretation and significance of 

these themes and categories in Chapter 4. The categories and themes are presented 

under major ‘category’ headings and ‘theme’ subheadings. The major categories were 

identified according to the frequency of the grouped themes and length of description 

by the participants. In presenting the results where it seems appropriate I have included 

commentary for context.1 The first category describes the participants’ experience of  

ethical issues. The second category describes the factors that help the early year doctors 

deal with their ethical challenges. The third category describes what detracts from first 

and second year doctors’ ability to deal with the issues. The fourth category describes 

the experience of personal and professional growth and development as the doctors 

address the ethical challenges. Finally I present PGY1 and 2’s opinion of the role of 

their undergraduate teaching in ethical issues at the end of life on their early clinical 

practice.  

 

                                                 
1 participants appear in alphabetical order for each year group eg PGY1A, PGY2A 
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Category 1: Identified as ethical issues 

 

The main ethical issues experienced by PGY1 and 2 can be categorised as: care and 

decisions based on older patient’s age; health care resources and the elderly; the 

deteriorating patient; prognosis; the dying patient; family requests; resuscitation status 

decisions; requests to increase morphine dose, issues specific to cardiology, 

neurosurgery, second year doctors and the rural hospital experience. 

 

The first comment comes from a  first year doctor, referred to as ‘PGY1A’, on how she 

identifies an ethical issue at the end of life: 

 

 It makes you feel a little bit uncomfortable....maybe that's a reflection of when 

 something has an ethical... or has a values flavour to it, is when it's not easy to shrug 

 off, and it's impacted you in a very human way.  Rather than academic or a medical 

 way, it has this impact on you as a person. those are the things that you take home.  

 Those are the things that keep you awake at night, It's not the medications. It's ‘have I 

 done right by that person?’ It brings in this whole element of what it means to be 

 human, and what it means to be alive. Then even practical things, like resource 

 distribution:  who gets the syringe driver, who gets the side room?  Who passes away 

 alone because the nurse wasn't there and the family members weren't there?  

 

Care and decisions based on patient’s older  age  

PGY1B described feeling great distress at the poor care of the elderly on an orthopaedic 

ward, and a sense of responsibility to improve that care. The distress was such that she 

considered leaving medicine. However, she eventually found support from geriatricians 

to improve the standard of care: 

 

 The average age of the ones that’ve been transferred out, would have been probably 

closer to 80. Some of them were non-operative and these are the people that were 

deconditioned and weren’t able to support themselves on crutches. It is very complex. 

There’s a lot of ageism in this that I found very difficult to deal with. I just think that 

they were treated inappropriately. So it was a very interesting 3 month period. There 

were lots of clashes of values. I don’t know whether it’s ageism or if it’s discrimination. 

Well is discrimination against elderly people and discrimination against people who 

are at the end of their lives that dissimilar really? 
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This participant describes a situation where a cast was put on an elderly female patient, 

who was then kept in bed for 6 weeks, developed urinary incontinence, and later on 

removal of the cast found to have painful pressure ulcer underneath. PGY1B found the 

situations:  

 

so very morally challenging. I don’t believe they were truly cared for. I think that they 

should have [an] orthopaedics [assessment] before they are transferred. Because it’s 

really important to see that person as a person who needs to function. They honestly 

sometimes viewed these people, as things that you could put casts on and sit in the 

corner for 6 weeks at a time. There were a lot of moral tensions. I found that very 

difficult to deal with. There was so much overdependence on me as a house surgeon, 

to take responsibility for those cases, and to care for that group of patients. The 

approach that should have been taken is ‘what matters most to this patient?’ They have 

possibly 2 to 3 years to live. Is it gonna’ make that much of a difference if they’re 

mobilising at an earlier stage so that they’re able to get home? We really need an 

occupational therapist on board, so that they can not become incontinent. Your mobility 

has a huge effect on your continence.  Instead [she was] left in bed for 6 weeks, just 

with nursing care and medical oversight from two first year doctors. 

 

Another participant, PGY1C, commented on the experience of caring for the elderly in 

a different hospital setting with concerns about the use of the word “futility” and using 

age as basis of “futility” decisions. She said: 

 

This is the part that I find difficult, when people assume that because someone's old 

and has multiple comorbidities, that it's a pre-determined outcome. I've witnessed some 

things around that which I don't like; listening to the way people state something, both 

registrars and consultants…. 

The phrase ‘futility of treatment’, I'm nervous about that ‘futility’. We don't know, 

really, why someone dies and why someone lives. We can treat someone, they can die. 

We can not treat someone, and they get better. Our role is to do as much as we can, 

without looking at them and saying "Oh, they've got these comorbidities, and they're 

90, they've lived a good life, so we don't need to do these other things."  Whereas if 
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they were 60, you would. I don't think that's right to do that, necessarily, just because 

someone's old. 

 

PGY1C continues with concerns that such decisions to treat or not, may be made at 

night by doctors who do not know the patient:  

 

That's what I find difficult, is where you draw the line of what treatment you do and 

don't provide. The decision to not treat was made at night, by someone who didn't know 

the patient… and also the decision for the N-G (nasogastric) tube was made at night, 

when the person didn't know the patient. They just take it as face value: "Oh, this is this 

patient. They're 83, they've got these comorbidities... it's futile."  And it feels like it's 

judged on that. 

 

For this first year doctor, decisions are not “always as black and white as it is portrayed 

to be”.  She noticed that: 

 

We don't equally give the same care to... an older person. You can give them the choice:  

do you want this treatment, or do you not?  Do you want us to find out about these 

things, or do you not?  And a lot of the time they'll say, "Oh no.  I don't want to have 

those investigations."  But every so often they say ‘yes’. 

 

PGY1C then refers to her personal experience of her grandmother’s varying 

expressions of her desire to live:  

 

Like that's human will to live.  Like that's innate... my Nana was 95, and she said she 

wanted to die every day.  "Just let me die.  Let me die".  But she still pressed her medical 

alarm when her heart went into a funny rhythm.  And she still wanted to be looked after 

and safe, and at the end of it she wanted to live.  Like that's a natural response, that we 

can't necessarily always override with logic. 

Hearing disparaging remarks by doctors about an 89 year old man who wanted to be 

resuscitated disturbed PGY1C:  
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Why are we judging? I mean of course actually when it came down to it, he didn't know 

what that it meant.  We actually talked to him.  And as it resolved, no, he didn't want 

all those things to happen.  But just that first response is, ‘Oh the guy's 89, and he's 

wanting to be resuscitated!’ 

 

An ethical dilemma was resolved for PGY2A while visiting a 90-year-old female 

patient at home accompanied by a Community Geriatric Nurse with the patient’s 

daughter in attendance:  

 

She had advanced Alzheimer's dementia, and had had previous strokes in the past, and 

had had a relatively recent admission under the medical service with delirium, which 

was still resolving. When we saw her at home it appeared that she had new right-sided 

weakness.  Given her advanced dementia she was unable to clearly communicate.  

She'd probably had another stroke.  So the question was whether she needed to be 

transferred to hospital for further investigation and management, or whether we can 

just conservatively manage it at home. That was an ethical dilemma in weighing up 

risks and benefits. She was quite agitated at times, and surely if she was transferred 

back to hospital that would result in a significant worsening in her cognition and her 

delirium, so whether transferring her to hospital would even change much, in terms of 

her management... So I guess that was the dilemma really. It was good that her daughter 

was present as well, who was also her EPOA, so we were able to have a clear discussion 

about the benefits and risks. Then we came to a decision of just keeping her at home, 

given that she had to be approaching the end of her life anyway. 

 

PGY1A was caring for a patient with liver failure where paracentesis (drainage of 

ascites or intrabdminal fluid)  may have alleviated his symptoms. However the patient 

had poor cognition and was in a hospital where paracentesis was not easily accessed. 

The responsible Consultant advised against, whilst the Palliative Medicine Consultant 

thought it would help. The participant described the problem as follows: 

 

The patient was just saying "Well, I'm a dying man.  If I die because of this 

(paracentesis), so be it."  We knew his cognition was poor, and so he didn't have the 

capacity to make that decision. He was reviewed by palliative care, whose own opinion 

contrasted to that of the medical team. So the palliative physician said, "Having lots of 

experience in dealing with end-stage liver patients, I would go ahead and perform this 
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procedure."  And the medical team, the consultant went in there and said, "I am not 

doing this.  I will not authorise this procedure”. 

 

Another example of a difference of opinions between senior doctors was described by 

PGY1D. It involved orthopedic surgeons and anaesthetists. In this case the anaesthetist 

was concerned that the patients may not gain any benefit from the surgery. 

 

The lady passed away last night. She had quite advanced dementia. had a fall, fractured 

her femur, did the surgery. Afterwards she didn’t pick up at all so palliative care became 

involved kinda’ day zero post op. “Do you need to be doing the operation?” I remember 

one of the anaesthetists making this comment- “It just seems we’ve had so many lately 

where it hasn’t gone well. Should we really be doing this? People need to think about 

it”. And I think the orthopaedics rationale for it is it- with the broken hip you have to 

leave them in bed, they can’t do anything on that- They’re gonna’ be in pain, they’re 

just gonna’ die. Whereas if you do the operation at least you’ve fixed it in place- You 

can move the leg without concern and that might relieve some of the pain. 

 

In the next quotation it is interesting to note the language used by PGY2B referring to 

“neck of femur fractures who came in” rather than “patients”. These patients are elderly 

and PGY2B is aware that such a fracture at that age is often a poor prognostic sign. 

These people in their recovery time in hospital do not drink or eat alot which caused 

nurses to query the need for intravenous (IV) fluids. The participant was uncertain 

whether to commence IV fluids but took the lead from the senior doctor in letting the 

patient eat and drink as they wished rather than artificial hydration which could 

overload them and cause harm.    

The patients who there were issues to deal with at the end of life were often the neck 

of femur fractures who came in. Not having a registrar on the team there, the job fell 

to me to figure out what the most appropriate interventions were. Often nurses coming 

up to me and asking would you want to give more fluids? We were mostly dealing with 

a palliative situation, with patients in the last few months of their lives, and we felt like 

just allowing patients to eat and drink as they wanted, and not give them artificial 

hydration.  
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In this, as in several other examples, it is difficult to distinguish a clinical from an ethical 

question or dilemma. As this is a significant point, I will address it in more detail in the 

next chapter. 

 

Health care resources and the elderly 

Distinct from the example above, where anaesthetists were not sure that patients 

benefitted from surgery, PGY1D reflected on two patients under their care in 

orthopedics and the health care costs of repairing the fractured hip of older patients with 

dementia. He realised the difficulty of determining prognosis and the value of not 

leaving a patient in pain in bed with a fractured hip for an indeterminate length of time.  

 

I guess from an ethical, a justice view, it must be a fair bit of money carrying out that 

operation, and whether if you just put a syringe driver and gave medications for comfort 

and  ensure pain was well controlled. But you don’t wanna leave someone in bed with 

a fracture for months, and you don’t know how long things are gonna last.  

 

In the second case, PGY1D observes that while “bed space is a finite resource” and the 

operation was complete, the  family did not want the patient to return to the rest home 

where the patient had fallen. However this  patient in the acute tertiary hospital was 

“blocking” access for other acute and elective orthopedic operations. He recognised the 

dilemma: “Having to cancel elective lists ’cause there wasn’t enough bed space on the 

ward, you don’t want it to be a consideration, but if you’re not doing anything for her 

that can’t be done elsewhere- that is a justice and allocation of resources issue”. 

PGY2C reflected on the use of human and financial resources for “massive surgery for 

palliative symptom relief”. He was struck by the length and complexity of a particular 

surgery i.e. cystectomy and colostomy formation for a patient with advanced cancer. 

He realises as he is recounting the story that the patient had very disabling symptoms 

that would be relieved thereby greatly improving his quality of life even though his 

quantity of life might not be improved.  As PGY2C is telling the story, he appears to 

work out a satisfactory answer to his question as to whether it was ethical to provide 

major palliative surgery: 

 

If he gets 3 or 4 months symptom-free, plus it might mean he needs less help in the 

community. But even so, it probably was a huge cost for the amount of benefit he would 
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have got, the opportunity cost of 10 hours of theatre time, you could do 3 hips in that 

time … he was a patient that had some sort of rectal cancer 6 years ago. From all of the 

radiation he developed sarcoma around that area, which had perforated the bladder and 

the rectum. He were sort of peeing from his anus and pooing from his urethra. He was 

in his 60s, not super old, he was sick of the symptoms of it. So they took the bladder 

out, rectum and prostate out, got a colostomy and an ileostomy.  I was just quite 

surprised that we did such massive surgery. Cystectomies are just huge and they get 

really unwell. It’s normally a two-week-in-hospital recovery. Colostomy is quite 

massive surgery for palliation as well.  This was a palliative operation, (sarcoma was 

not curable) because of the symptoms.  He had liver metastases. If it was curative it 

makes sense. But it still makes sense, if he is otherwise fit and well, and very distressed 

by the symptoms. If that’s the only way to relieve it why would you not offer from an 

anaesthetic point of view and from an ethical point of view if the surgeons think it is a 

valid option and the patient thinks it’s a valid option? 

 

The deteriorating patient 

Another ethical issue identified by the participants is that of recognising the 

‘deteriorating patient’ and informing the patient and the  family of this possibility in a 

timely manner. PGY1B had two examples where she felt surgeons and the medical team 

could have identified earlier that the patients were deteriorating. She states that patients 

“trust doctors to sign post things earlier”.  She suggests that doctors don’t do so, as they 

are afraid to have these conversations. She also related how while doing a  surgical run 

she became deeply concerned that in the midst of all the surgical decisions for an unwell 

patient who had pancreatitis, no one was really explaining to the patient and truly 

enabling the patient to understand that she was gravely ill and what procedures were 

proposed. She remarked:  

There was one particular day where a whole team ran around and tried to organise (a 

procedure) to happen after hours.  And we were waiting on a HDU (High dependency 

unit) bed of a woman who was dying.  As soon as that bed became available our patient 

was ready for theatre. All the discussions around that procedure, all the decision-

making around that, didn't involve her. She was told alone that she would have the 

procedure. Because I knew her better than anyone in the team I stayed behind 

afterwards and asked whether or not she'd like me to call her sisters in. So that's what 

happened. Her sisters did come in that day. She actually withdrew consent for the 

procedure while she was acutely unwell, and then the family apparently became 
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involved,, cos they believed it would be life-changing. She never woke up. She got 

taken to HDU, and her numbers just deteriorated, and she died at midday the next day. 

 

Having spent more time than other doctors with this patient, PGY1B believed that she 

died “alone, scared and terrified” which she considered “shocking”. She felt that the 

patient would not have agreed to surgery if she had known that she might die in this 

way:  

 

We didn't give her a choice. You can, to a certain extent, know that statistically she had 

a high enough chance of dying to start having those conversations.  But that was not 

conveyed at any point to her. We spoke about having pancreatitis, and we spoke about 

some people do die from pancreatitis. But it wasn't conveyed that she had severe 

pancreatitis.  It was a missed opportunity, particularly at the end, where she withdrew 

consent. I really do believe that that should have been respected.  I think that she died 

alone and scared. She was terrified. She'd actually spent weeks lying in a hospital bed 

by herself.  She didn't have anyone to talk to.  Her family didn't know how serious it 

was. When she was told that she was gonna have the procedure, she was told alone, 

and then she was wheeled off to theatre.   

 

PGY1B attributes this deficiency to the failure of senior doctors to acknowledge and 

communicate to the patient the seriousness of her illness:  

 

The biggest challenge was that we didn’t acknowledge with this person, clearly enough, 

or there wasn’t enough senior acknowledgement that this was life limiting. I struggled 

with that, and just with their failure to articulate that we were dealing with somebody 

who is in the last years of their life.  

 

This example and the orthopaedic experience had a significant impact on PGY1B who 

as a result was considering alternatives to clinical practice. 

Another participant, PGY1E, describes a decision to commence nasogastric feeding in 

a surgical patient with a poor prognosis over a weekend, without contacting a consultant 

surgeon and without thinking through the consequences: 

  

I didn’t really appreciate the significance of the nasogastric tube going down, because 

once that was down, suddenly we were feeding and hydrating. So then it became a 
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decision of withdrawing care. This was a surgery that everyone knew, including the 

patient, was not curative. It switched to- ‘now we’re sort of keeping him alive but not 

really sure what we’re treating’. ‘If so should we be doing a CT head to see if he has 

had another stroke?’ Or should we be doing an EEG to see if he’s seizing ‘What are we 

actually doing?’ I think things got artificially drawn out a little bit. He  passed away 4 

days later.  

Although the next theme of “prognosis” is similar to recognition that a patient is 

clinically deteriorating, issues related to prognostication are distinct so are described 

separately. 

Prognosis  

As a patient clinically deteriorates, the question arises whether the deterioration is 

reversible. If the condition is irreversible or there is uncertainty as to whether the patient 

will respond to treatment, then prognosis or how long the patient may live becomes 

very important to the patient and the family. However prognostication is not an exact 

science hence questions around prognosis, which often occur out of hours, often prove 

very challenging for first or second year doctors. 

 

A constellation of factors made a particular situation challenging for PGY1C, as she is 

on duty over a holiday weekend and did not know the patient. The family had been told 

on the Friday that the patient was dying but they wonder 3 days later whether treatment 

should be recommenced and whether the patient is actually dying. PGY1C has to 

determine if treatment should be recommenced.  

 

So it was a typical public holiday Monday; it was exceptionally busy.  I was called to 

come and see a family- a daughter and her husband- who were with her father, who had 

been palliative since the Saturday. Their understanding was that he was actively dying 

on Saturday; they were concerned because he was still alive, and wanted to know why 

the decision had been made to stop treatment, and possibly reverse that decision 

because he was still alive, as there must still be some hope.  

 

PGY1C describes trying to determine what the medical team’s impression of prognosis 

was from the extensive notes, figuring out whether the patient was dying and while 

having minimum experience of diagnosing dying, explaining to the family the 

uncertainty about prognosis. 
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In a way it was quite good, because there were clear reasons that you could find- 

although not easily found.  It took a lot of reading. The ethical issue came in that 

discussion about giving them some kind of idea of what time-course he may have. I 

said, "Of course some people do recover when we think it's non-recoverable.  And it is 

always a possibility that different things happen.  However, looking at him now, it 

doesn't look like he's got very long”.  And describing what the possible length of time 

was a little bit challenging. I thought he looks like he's actively dying but I had minimal 

experience in knowing what that looks like.   

 

In another clinical scenario, PGY1C reflects on the challenge of determining that farther 

treatment will not help a patient which she describes as “threshold” decisions. This 

determination is not easy and can be uncomfortable and confusing. 

  

I’ve been at a hospice, so I know what a dying person looks like.  But I haven't been 

involved in that process of actively treating someone, then actively choosing not to, 

‘cos where do you draw the line?  She had had an N-G tube put in, and then she 

aspirated, and then she ended up with the aspiration pneumonia. Well do you treat that, 

do you not? So that was my first experience actually of those thresholds ….and I didn't 

find it comfortable at all, which was probably the way it needs to be… so it feels a bit 

higgledy-piggledy, and then can sometimes feel a bit like you're saying one thing to the 

family then the next day saying another. 

 

Another participant, PGY1E questions whether the following is an ethical issue but felt 

uncomfortable with his medical team telling a patient that he was going to die in the 

setting of an open ward with only curtains between the beds, then leaving him alone in 

silence. He remarked: 

 

I guess it's a reflection on the way we do medicine in general, it didn't feel very nice 

for me, and I doubt it felt good for him either, to have that realisation.  And just close 

the curtain and leave him in silence. So that was a bit strange. 

 

The experience of patients’ dying and death. 

Many aspects of dying and death are new and challenging for first year doctors. 

Following on from the recognition that a patient is deteriorating and considering 
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prognostication, the next level of challenge facing house surgeons2 is meeting a patient 

who is imminently dying and conversing with their attending family. Out of hours the 

house surgeons are more front line than during the working day, requiring them to 

engage with dying patients and grieving families as the responsible and authoritative 

doctor.  

 

At handover out of hours, house surgeons share their “dying list”. At weekends, 

PGY1A recounts: 

You receive the morning handover from the night house surgeon, and then you work a 

15-hour shift and you hand over to them again in the evening.  The list would get passed 

on to each shift, and it would be ‘these are the people that you'd have to sight, because 

you might be called to certify the death’.  It was really challenging.  

 

PGY1E reflects on hospital systems around death, and gives a poignant example of a 

daughter lying on the bed of her dying mother:  

 

 I got called maybe about half an hour before she passed away, by one of the nurses, 

 who was quite distressed "The patient's daughter has got into bed with her mum, and 

 they're cuddling.  Is that okay, or do I need to get her out?"  I just thought that was a 

 really strange question.  I said, ‘of course she can hop into bed with her mum.’ She 

 was obviously in the last few hours of her life. We're such a caring profession, but I 

 think sometimes we get so caught up in checkboxes that a nurse felt like she had to 

 call me to say can a daughter be with her mum while she dies. 

 

Another participant, PGY1B in the first quarter reflects on her prescription of 

subcutaneous fluids for the family rather than the patient, and her uncertainty as to how 

much the unconscious patient is aware.. She recounts“telling someone that they're 

going to die is one of the biggest things you can do in medicine, and you have to really 

be sure that that is where we're going”.  

 

A different kind of challenge is raised by PGY2D, who experienced the yearning for 

company and non-abandonment of a young patient who realised he was dying. She 

                                                 
2 I use the well known term “house surgeons” when referring to postgraduate years 1 and 2 doctors as a 

group. 
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remarks that “He was really seeking human contact and comfort, just asking, "Can you 

stay with me?  Can you talk to me? I just want someone to talk to’. And we stayed with 

him”.  

 

This participant also recounts how a GP referred a dying patient whom he did not know 

from a rest home to ED. She reflects on the disadvantages to this patient returning to 

hospital when they were known to be dying and the lack of nursing support in the rest 

homes. In discussion with the daughter, she decided in ED to focus on his comfort. She 

tried morphine to help with dyspnea but the patient developed an allergic reaction 

preventing his return to the rest home so he died in ED. She reports that “it just shows 

that it’s not the best thing for these patients to be sent into hospital. He ended up dying 

24 hours later in hospital. That was a real shame”. PGY2C describes a similar case, 

where a patient in ED is offered very high-risk surgery before consultation with 

anaesthetics, and says, “This is completely futile. Very, very high chance that she will 

die on the table. It was quite difficult because now the family had this idea that they 

wanted to proceed. It put us in a really awkward situation, we couldn’t really say no”. 

 

On the other hand PGY2A’s dilemma at a weekend arose from limited documentation 

of the medical care plan and lack of access to the family to discuss:  

 

The antibiotics had been stopped on the Friday before the weekend, and I couldn't see 

any documentation at all that that had been discussed with the family, nor could I even 

see any documentation of the decision to stop antibiotics. She was in respiratory 

distress - had a lot of secretions, which were distressing her.  She had very ineffective 

breathing, and she was peripherally shut down. She looked like she was dying to me.  

 

Another participant, PG2E reflects at the start of her second year on first year, and notes 

that back then she “did not really know what a dying person look[ed] like”. With time 

and experience diagnosing dying became easier for PGY2E: 

 

So that was a little bit scary. It was so early on in the run, I wouldn't know if they were 

imminently dying or not.  I might think, "Oh, there's something wrong," but I wouldn't 

think, "Oh, this patient is imminently dying".  Whereas now I think maybe I could look 

at a patient and be like "Okay, I think this patient's close to dying".   
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PGYF2 recounts how in a rural hospital a patient and family had not been made aware 

that the patient had respiratory failure, and that there was no documented plan in the 

event of her farther deterioration. Hence, this was left to them, as the house surgeon 

working that night, to communicate to the distressed family:  

 

70-year-old lady who came in with terminal respiratory failure.  Had a background of 

COPD. When I came on to nights I got handed over that she was maybe palliative - no 

one really knew.  No one really had any kind of idea what the plan was if she was to 

deteriorate overnight”.  

 

Attending to a dying patient and family requires time. The participant recognised the 

importance of attending to symptom control for the patient and the attending family, 

but in the rural hospital there are other acute commitments. They remark: 

 

It was just a distressed daughter whose mum was dying and had rattly breathing. And 

the daughter was just really freaking out. What do you prioritise?  That's never gonna 

be a short thing.  It'll take me at least 20 minutes, which could be a patient potentially 

gone from ED as well.  If it's a quiet night it's fine, but if it's a busy night in ED, what 

do you do? 

Neurosurgery is another specialty area which provoked considerable reflection for the 

participants. PGY2F described one dying patient’s care as an “ethical disaster” because 

of family distress and inadequate clinical competence. The patient, who was Maori, was 

extubated in ICU and transferred to the ward. The family had been part of the decision-

making process about extubation. As the patient that night was still alive, PGY2F was 

called to reaassure the distressed family that the rattly sound of  secretions was not 

distressing the patient and to reassure the son that he, as the family representative had 

made the correct decision as advised by the ICU doctors to extubate:   

 

So essentially the family was really worried about the secretions, and needed a lot of 

reassurance about that. I mostly just spent a lot of time reassuring them that the 

secretions, although they sound terrible and they sound like the patient is choking, it's 

actually just saliva in the back of the throat making a gurgling noise, and it's not 

bothering him, given that he was unconscious… well it was alright, i\t just was quite 

hard to get that across, I think in the end they understood that it's not bothering him.  



33 

 

 

However, the participant said they “really struggled” additionally because it was not 

documented in detail what ICU doctors had explained to the family. She explained that: 

 the nursing staff weren't comfortable at all with end-of-life cares. They kind of just 

wanted more medications charted, but he was lying flat on his back, and of course he's 

gonna have secretions. It was really hard to get them to try and move him onto his side.  

He was quite a big guy, but I mean that doesn't mean that you can't get him onto his 

side to help with the secretions. Nurses were quite uncomfortable doing mouth cares 

and were trying to get the family to do it. But the family weren't comfortable doing 

that.  So it was all a bit of an ethical disaster, really. 

 

 

After-death experiences also cause the house surgeons to reflect. PGY1E remembers 

her first certification of death.  

 

When I did my first set of nights, I certified a death for the first time. I went through 

three months of general medicine and never did it.  I guess it made me think about what 

is a good death and how we treat death in hospitals.  

 

Dying and the “unadulterated grief” clearly had a major impact on this participant. 

PGY2D comments: “When you have those family members, who let out this sound, the 

grieving sound when they cry that just sort of like- can’t quite describe it, it’s just that 

like unadulterated grief, and his poor son was there, so distressed.”  

 

Having been very involved in the patient’s care during the previous week, PGY2D took 

her own initiative and phoned the patient’s wife after the death of the patient at the 

weekend: 

   

I called his wife on Monday just to give my condolences to the family, and she said 

that the whole family was sitting around talking about him and laughing and joking, 

and that he’d gone peacefully and they were pleased about that. Overall as an 

experience for the family it was obviously really difficult to lose him, but they’d seen 

him deteriorate so much. They just knew that wasn’t sort of life that he would consider 

worth living. 
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I will return to the use of language such as “life not worth living” on page 99 in Chapter 

5. 

 

Family requests 

This subsection contains examples of ethical issues arising from interactions with 

family members. In the first case, PGY1F is on duty after hours (long day) and is asked 

to speak to the family of a patient who is dying. In addition to the family present in the 

room, a daughter who is a nurse asks why a nasogastric (NG) tube is not being inserted. 

The fact that the daughter was a nurse, that the conversation occurred by  phone, that 

the insertion of a NG tube was clinically not appropriate for the dying patient, combined 

to create a challenge for the participant: 

 

He was admitted with end-stage heart failure. He was dying and had had his ICD 

(implantable cardioverter defibrillator) turned off.   I saw him in my role as a long-day 

house officer, at about ten o'clock one night. I was fielding questions from a family 

member on the phone, and they were regular questions you get from family members: 

why have we stopped all the medications, why are we not giving him fluids, why are 

we not feeding him. But one of the family was a nurse, down the phone, so she required 

quite specific answers. "Why aren't we putting an NG tube down?"  Cos she thought 

he was obstructed, And we got into a bit of a fight - not a fight, but I didn't want to 

place one for someone who was dying, and they was clearly not obstructed, So that was 

a bit difficult on a long day.  He actually died about two hours after I reviewed him. It 

was the first time I'd ever fielded calls from someone on the phone, and I don't know if 

I'd do that again. I guess it is difficult, cos she's got the right to ask all the questions she 

wants; and she wants probably to ask them in the medical way that she knows her 

family may not be able to. 

 

In another case, a first year house surgeon (PGY1C) at a weekend meets a family, some 

of whom wish to stop all their mother’s treatments. The issues were that the patient 

looked well and that the family members had different opinions. The participant 

recounts the situation as follows: 

 

Last weekend I got a message to say the family want to stop treatment.  So I went there 

thinking this is someone who looks like they're going to be dying, and we're stopping 
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treatment.  I see this bright-eyed, bushy-tailed woman sitting up with her family and I 

was like, "This is interesting." I just went over and just said, "I'm one of the doctors."  

"How are you doing today?"  "Oh I'll be much better when I can get up and moving 

round." I talked to her for a while, and then asked the family if they wanted to talk, they 

all said they wanted the oral antibiotics to be stopped.  They kept saying, "Oh, but she 

says just put me down like a dog."  And I was thinking, "But we can't do that.  We can't 

do that, because A. she could be delirious, in which case she's not in her right mind; 

and B. that's not our job to do that, and it's illegal.”  The family members were very 

different about what they wanted. One wanted active treatment, one didn't. So I actually 

rang the palliative care doctor who advised me to get help from the registrar. 

 

A third example is of several house surgeonsworking over a holiday weekend who felt 

pressure from a family to commence intravenous fluids for a patient who was dying. 

PGY1D says:  

 

There was a little bit of kind of a clash of goals, from the medical staff and the family, 

and misunderstandings. I got a bit of feedback from a couple of my fellow house 

officers, from their long weekends when they were on. We'd given her some IV fluids 

when she initially came in, but after that weren't gonna give any more, cos we didn't 

think it was indicated.  We were looking at keeping things as comfortable as possible. 

And then over the weekend another niece, back from Australia with a nursing 

background, asked the on-call house officers at the time if they could come and see the 

patient. The house surgeons both felt quite pressured into doing something by the 

family so they decided to give some very slow fluids, a small amount subcut... they 

didn't think it needed to be given, but it was almost to placate the family a wee bit. 

 

In a different situation, PGY1A and her team struggled with a family divided by 

complex relationships. She remarks that “It was very very difficult to try and figure out 

the best interests of the patient, which side of the family to believe, one side of the 

family agreeing with the Medical team that he was dying, other side of the  family 

disagreeing and wanting farther investigations”. In the end, this particpiant wonders 

why the team put all this effort to enable the patient to die at home when he was 

unconscious and unaware of his surroundings. PGY1A notes: 
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It was this very difficult dynamic of being caught in the middle of two sides of a family 

which were absolutely opposed to one another with whom we could not communicate  

and so trying to  wade through what seems like hearsay  “I think my father would want 

this, no I disagree  he would want this”. Having to have multiple family meetings with 

different  parts  of the family because we couldn’t have them all in the room together 

was very difficult. Ethically it came back to what was in the best interests of the patient 

and how how do you figure that out in the absence of being able to communicate with 

the patient and trying to work out who do you trust, basically which source of 

information are you going to give more credit to and so that was very very difficult. So 

up until the last moments of this patient being ambulance transferred home, we had two 

of the children sort of trying still to fight for their...active investigation of their father. 

It became very clear to the team he looked like a dying person. We were very confident 

with a creatinine of 500…he was going to die..but we have a family whose saying … 

‘No ..we’ve seen him much worse than this’. The process of having a family member 

pass away in hospital for myself was not…a negative experience. So I look at this 

family and I thought why the heck are we doing this is such an ordeal, there is so much 

distress for everyone, involved. We’ve got family members who felt they are going to 

lose access to their dying loved one, I just felt like why bother, why is it so important 

to you? why does it matter for this person who is unconscious to pass away at home.  

 

A comparable situation arose for PGY1E on duty at night with a dying patient whom 

she did not know. The family requested parenteral fluids. The clinical notes were 

unclear about what conversations the day team had with the family. In this situation, 

the participant is not fully confident in her own clinical judgement that the patient was 

dying, or in her ability to negotiate with the family. She ‘bought time’ with small 

volume subcutaneous fluids which she thought would probably not harm the dying 

patient. The participant shows self awareness and common sense as well as good 

clinical reasoning:  

 

They were a Polynesian person and had a large Polynesian family.  Palliative care had 

been involved, but it wasn't really clear in the notes what conversations had been had 

with what family members.  I was called to review her because the family were wanting 

subcut fluids overnight, cos they were worried about her being dehydrated. That had 

happened the night before and the night before. But there was no clear documentation 

that they had said to the family. It was ten o'clock at night. I'm still a bit scared to tell 

someone that their loved one's dying, especially because I don't know if I have the 
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clinical judgment. Looking at the notes and looking at the patient it looked like she 

was, but it wasn't explicitly said. Should I give her fluids?  I ended up giving her 250 

mils or 500 mils of subcut fluid overnight.  Something quite minimal, I didn't think she 

was dry.  But the family were really worried that she wasn't eating and drinking. I've 

sat in on palliative care consults where they've explained that, so I did my best to copy 

that, in that you shouldn't worry that she's not drinking.  Secretions were a problem for 

her, so I was aware of giving too much fluids, and then making the secretions worse. I 

felt like I didn't really do the best job. I was just buying time until someone else comes. 

 

PGY2B working in ED refers to similar situations where “it’s about navigating with 

the families more than it is with the individual patient often”. He explains further: 

 

Even giving someone one shot of IV antibiotics can quite significantly change their 

dying trajectory - they perk up, and that can quite cloud the picture for the families as 

well. It’s a bit interesting to navigate and sometimes families are insistent I will give 

them a dose of antibiotics, and then ultimately you’re pretty sure it’s not going to 

change the outcome. 

 

Participants, particularly in first year find interactions with the families of dying 

patients very challenging. This is how PGY1F, in his first few weeks as a doctor felt in 

the presence of families: “With the family sometimes, when you walk in the room you 

can see them, like "Oh, the doctor's here," and you think, "Oh God.  You've got way 

more faith in me than I do in myself".  Similarly, PGY1E finds it very hard going into 

the room of a dying patient with their family present. Frequently the question is how 

long the patient will live, which is always difficult to predict.  

 

PGY2E notes that interactions with families of patients who are dying can be harder 

than with the patients themselves, particularly with differences of opinions among 

family members some of who are overseas. This participant also gave an example were 

they were uncertain about the motives of different family members, particularly given 

the vulnerability of the patient who had dementia. The medical team was concerned 

that the differences in opinion between sister and brother interfered with the focus on 

their mother’s wellbeing.  

We would try and bring them back and say, ‘Look, we wanna do what's best for mum. 

We wanna make her comfortable in these last few weeks.’  But then they would keep 
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getting distracted by their little arguments. The son felt quite upset, because he's the 

one who's put all this work into looking after his mum for years, and all of a sudden the 

daughter swoops in. 

 

PGY1D in their first quarter noted that “the trickier stuff is when families are making 

decisions for the patient”. He recounts how in his first quarter he interacted with a son 

who has been described as “aggressive” by the nurses, and who was not happy at the 

reversal of his mother’s pre-admission accidental opioid overdose and wanted more 

opioids given for her chronic pain.  

 

PGY2G while working in a hospice, was struck by how families override the patient’s 

wish once the patient is unconscious. 

 So something that I'm dealing with frequently- is family conflict, ….. when the 

 patient was in with us at the hospice and was responsive, they were able to tell us that 

 they found a lot of comfort from this person coming in or staying the night. As they 

 declined and became unresponsive it was then really up to the family, to decide who 

 was there at the time of death.   

PGY2G noticed that the family’s decision prevailed once the patient was unconscious. 

At the end of the day we went by what the family wanted.  But it made me question, 

when the person was responsive they had wanted that person there because they'd 

invited them to be with them.  The family’s response "They've caused a lot of 

disharmony in the family, and this is our time.” I thought that was an interesting 

dilemma, in future practice will make me think about it in advance, so that you could 

almost come up with a plan before the patient is unresponsive 

 

PGY1C recognised that the ability to relate to family was very important in caring for 

a patient who is dying.  PGY2F experienced the burden felt by families in decisions to 

extubate, with families left with uncertainty and doubt. She recognised, somewhat like 

PGY1C, that communication with family as someone is dying needs to be detailed and 

repeated. PGY1F tells the poignant story of, in his first week as a doctor, returning out 

of hours during a Medical emergency team (MET) call for his patient who was dying. 
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He explains how as a result of this experience he almost did not turn up for work the 

next day:  

 When I walked round the corner, the daughter was crouched in the corridor, screaming 

 at me to come and save her dad.  Rocking backwards and forwards, yelling at me, like 

 crying.  And then when I walked into the room, the wife was draped over her husband, 

 crying, then saw me. She started crying and said, "It's not looking good, is it?” 

 

While treating a very good friend’s grandmother who had advanced malignancy, 

PGY2G identified an ethical issue. Her friend text messaged to get an update after her 

grandmother’s discharge. PGY2G reflected alot on what to do, knowing clearly that she 

could not give information but found it hard. She described the dilemma in this way: 

 

I find that very tricky. I just said ‘I’m sorry I can’t talk about this’, because I think 

that’s the right thing to do. Had she been in hospital with her grandma, I would have 

been able to talk to her, but you can’t do it (laughs) without patient consent, I did feel 

very uncomfortable and I spent about 24 hours trying to plan my reply, I spoke to lots 

of different people about what I should say, because it’s a really good friend of mine 

and I just felt really bad. I felt I knew what I had to do and it was very clear, but it’s 

still a difficult situation to be in. 

In caring for patients who are dying, house surgeons’ communication is frequently with 

the family rather than  the patient who is often unconscious or semiconscious. It is 

therefore not surprising that house surgeons identified many ethical issues in relation 

to families.  

Resuscitation status decisions 

Several PGY 1 and 2 participants gave examples of uncertainty and struggle around 

resuscitation status. In one case, a nurse insisted that PGY1F, on night duty in ED Rural 

hospital phone the Consultant on duty before determining the patient’s resuscitation 

status, but the participant wonders about the practicality of this rule in this emergency. 

It seemed to him that the emphasis on “documentation” was greater than the practical 

reality of “duty of care” in an urgent scenario. He remarked: 

 

So it does make you think what the right thing to do is. If it just happened and I didn’t 

have time, I probably wouldn’t have done the CPR, and I would have to justify that. If 
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it was a case where I kinda gonna ring the consultant and double check with him, then 

that’s probably the more appropriate thing to do. 

 

PGY1C noticed that if she herself were elderly and resuscitation were offered:  

I'm like, "Too right. I probably will want it too." What people are saying when they say 

they want resus is, this inner self, which is not their outer body, wants to live.  Because 

we don't identify ourselves with this aged body. I still feel fine a lot of the time.  That 

is the thing that's answering when they say "Yes, I want to be resuscitated," cos that 

inner thing wants to keep going. 

A form to encourage reflection, discussion and documentation of resuscitation status 

“Goals of care” was introduced during the research year which highlighted that what is 

medically appropriate may not coincide with the patient’s understanding or wishes.  

PGY1F made the following comment on it’s application: 

 

One of the things that has been consistently coming up, especially in the last couple of 

weeks, is the goals of care, with the new forms I've been more often the one standing 

there with the folder, writing, kind of seeing it develop, consultants are trying to set 

that goal of care, and trying to work to the form and particularly what the patient wants. 

And what we think is appropriate seems to be coming to loggerheads. One of the issues 

is the difference in power, or the difference in education. 

 

PGY1F realises the complexities of  including the patient in all these clinical decisions 

or deciding in anticipation of probabilities, e.g. deciding on IV fluids, blood pressure 

support. He notes that there is “so much to discuss. Are we gonna do IV fluids, are we 

gonna do antibiotics, are we gonna do inotropes, are we gonna ventilate? For each 

patient this seems to be coming out, especially now that they're getting a bit more 

proactive in setting those goals.” He also gives an excellent example of following the 

new goals of care concept that added to complexity: 

 

So the issue was there, we asked for an opinion, he expressed it, and then we just 

decided we weren't gonna do it anyway.  And so what was the point in asking for an 

opinion, or even going anywhere near the resuscitation... why even bring up 

resuscitation if we weren't gonna do it?  We don't offer heart transplants to people that 
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clearly we're never gonna do heart transplants on.  But we offer resuscitation to people 

that we clearly don't think are gonna benefit from it. 

 

Again in a busy rural hospital, as a first year doctor, PGY1Fhaving now had experience 

of making decisions and taking responsibility,reflects: 

 

You do kinda learn how to phrase things to get the answer you want...to get to an 

outcome that I thought was probably the most appropriate one. Which sounds really 

bad, but as the doctor I am asked to make that call and the call for some of the elderly 

people coming in was the resuscitation probably wouldn’t work and even if it did they 

were gonna be worse off for it. On my run on cardiology I saw lots of people who’d 

had CPR and they always had broken ribs, they pretty much always had pneumonia, 

always on Augmentin, they always couldn’t breathe, it’s not fun even if you’re in your 

50s or 40s. 

 

The clinical and professional growth described in the interviews over several months, 

particularly through the busy rural hospital experience will be discussed farther in 

Chapter 5. In the rural hospital setting PGY1F had to counter the patient’s wish in an 

emergency situation with back up from a colleague and the consultant by phone.  

 

 I had a case of a guy in ED who I probably had to be most actively setting 

 ceiling of care for. He was a Maori guy in his 70s who had an admission for end stage 

 lung cancer about a month before, He presented to ED very short of breath, I thought 

 he was gonna die in ED, fluids up to the top, you know crackles, sats (oxygen 

 saturation) in the 70s, blood pressure in the 70s. But telling me he wanted to be 

 resuscitated and he wanted all treatment, and it’s 2am in ED and you’re looking at 

 him like, ‘you’ve got end stage lung cancer, you’re now in full pulmonary oedema, I 

 don’t think you’re gonna’ survive the next hour, but you’re telling me you want me to 

 pump on your chest if you do die’.  What’s the point? You can’t treat his lung cancer, 

 which is clearly just about to kill him. So I panicked a little bit, and I asked the other 

 house surgeon to come and just check that I was seeing what I thought I was seeing, 

 he said, ‘yep you’re on the right line, so I did call the consultant at that point in time,  

 ‘I don’t need you to come in to have this conversation for me, but I’m about to walk 

 in and tell them we will not resuscitate, we will not intubate, we will make you 

 comfortable and see how things go’. And the consultant agreed.  
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This first year doctor in his third quarter in the rural hospital then decided how he 

would approach the patient and the family. He realised a very important insight that 

the family needed him to make the decision, which eased their burden.   

 I was panicking again but I led with ‘this is what I’m going to do’, ‘I’m  going to 

 give you, morphine, midazolam’, we’d keep him comfortable’ And I said we 

 wouldn’t be pushing on his chest, and I actually said, ‘because it won’t work, and 

 even if it does even if it does work, we can’t treat the lung cancer that would’ve killed 

 him so why’. They agreed, I think more than anything they needed someone to name 

 it, name what was going on, and say it’s not gonna work. Also I think, me making the 

 decision, rather than saying, ‘do you want him to be resuscitated or not’, ‘cause that 

 would mean that they are saying no, whereas I’m saying, ‘we’re not gonna’ do it’. So 

 I’ve already taken the decision. 

 

There are some resuscitation status challenges related to particular specialties such 

as cardiology and neurosurgery.  PGY1F  records a patient for whom cardiology said 

they could not intervene in view of active gastrointestinal bleed, while 

gastroenterology said they could not intervene in view of acute myocardial infarction 

(STEMI). As a result the patient was under General Medicine with the unsettling 

contradictory message to the on call house surgeon that “he could arrest, no one is 

doing anything and he is for full resuscitation”.  

 

 We've got a guy who's had a STEMI last week, and has come in with persistent ST 

 elevation, his troponins are in the 3000s. He's just lying there, and you can see on 

 the monitor his persistent elevation, cardiology didn't want to do anything, cos he's 

 got iron deficiency anaemia and a known adenoma, so cardiology don't wanna do 

 anything while there's potential that he's bleeding into his bowel, cos they can't 

 anticoagulate him. Gastro aren't massively keen to do anything while he's in the 

 middle of a STEMI. So now they just sit on a gen med ward….  so now you have to 

 hand over to the on-call house officer tonight:  something like "I've got a guy on the 

 ward who is still having a STEMI but no one's doing anything about it, because we 

 can't.  He might arrest. And he wants full resuscitation.  

One can feel  PGY1F’s tension as he  recounts this story, where he is handing over 

to his colleagues in the evening, a patient who cannot receive effective treatment 

from either specialty (cardiology or gastroenterology) for good clinical reasons, yet 
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should he deteriorate he would be for full resuscitation. PGY1F is very aware of the 

complexity and uncertainty he is handing over to his  night house surgeon peers.  

 

A 40 year old man had severe cardiac failure with ejection fraction of 10%. ie very 

poor cardiac function. Initially he had an intracardiac defibrillator (ICD). At one 

stage it was turned off as his cardiac status was so poor. His wife subsequently 

bought an external  defibrillator with which she  regularly resuscitated  him. PGY1F 

explained how he was challenged by how and when a patient would decide to switch 

off or not the ICD and how the cardiology team had a different opinion to the patient: 

 

 During the admission he went into VT (ventricular tachycardia) on the ward.  So we 

 had to all stand there looking nervous, and get the pacing technicians up to

 change the parameters, so that it would pace him out of it.  On the last admission the 

 cardiology team discussed "It probably would be the right thing to do (switch off  the 

 ICD), but we've tried in the past and they've said no.  So we don't know if we can 

 approach it."  And they tentatively tried to, and his wife said no, we're not turning 

 it off.  He didn't want it to turn off as well. Cos he was only in his forties, and he was 

 still working. So his heart wasn't really functioning any more, I did in a way (findit 

 hard), just cos it's a very difficult choice. But then the patient and the wife 

 were very clear in what they wanted; and it's up to them, and they understand 

 their disease, and they'd been living with it for years.  So I don't think it was for me

 to come along and say no that was the wrong decision, especially with very 

 limited experience in cardiology.   

In the following tragic neurosurgical scenario3 recounted by PGY1D, decision making 

in relation to continuation of resuscitation was blurred by the fact that the patient’s 

intracebebral haemorrhage was due to a fall off the trolley during air transport home 

from a hospital, leading to what seemed a prolonged unnecessary resuscitation attempt. 

 

She had intitially been transferred down to neurosurgical unit. She’d had a minor fall 

and  was on warfarin, had bilateral subdurals which were drained. She spent a few days 

with us and was improving, walking around the ward joking with family. So went back 

up to ((REGION2)), in the evening. She’d got off the plane on the trolley and the trolley 

                                                 
3Identifying features have been changed to ensure patient and staff anonymity 
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flipped over and she dropped a metre off the trolley onto her head. She was GCS3 

(Glasgow Coma Scale) initially and then improved to 9 at the scene, was intubated, 

transferred back down to us and was in ICU. 

  

She subsequently developed pneumonia: 

  

 we had the feeling when she got the pneumonia, and she hadn’t really picked up that 

 well after the new head injuries - do we kinda withdraw treatment? But the main 

 registrar on the wards, said, ‘absolutely not, we’ve done this to this lady, there’s no 

 way we can withdraw, we have to do everything we can to try save her’. I found  it 

 quite interesting ’cause I can see where he was coming from but also it felt very 

 futile, and we should have been making her last moments with her family there. She 

 had l5 MET calls and we’re trying to put in antibiotics, we’re taking bloods off her, 

 do we do anything about her VT? It was all quite dramatic, rather than taking a more 

 comfort based approach. But the registrar was particularly adamant that we dropped 

 this lady on her head as a medical community, because of that we were obliged to treat 

 her. The decision making was blurred a bit, just by how it had occurred.” 

The response of the registrar who felt they had a responsibility and duty to continue 

resuscitation to the very end is understandable. The more junior house surgeons in this 

case appeared to have more objectivity, recognising the futile nature of their attempts. 

 

Issues related to out of hours duties  

For PGY doctors many ethics related issues arise at night, weekends and public 

holidays. Many deaths occur outside 8-4pm regular hours when there is limited staffing 

and resources. PGY2B describes the extent of such deaths in this way: 

 

We expect around 280 deaths in the hospital for a whole twelve-month period, across 

all services. And I worked one weekend, and from the Friday evening till the Monday 

morning I think we had seven deaths under the medical service alone.  

 

PGY1C explains that in a rural hospital “at nights there’s only 2 house surgeons on and 

no consultants or registrars”.  PGY2F perceived this is as the source of many (or most) 

ethical issues: 
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I've found that the ethical issues are around junior staff running the hospital, and having 

a lot of responsibility, particularly overnight. So you end up taking a lot of 

responsibility for, and having difficult conversations with people.  

 

Several PGY doctors speak of the challenge at night of not knowing the patient and the 

lack of sufficient documentation. PGY2F described the problem in this way: 

 

The general ethical issues that came up on nights were night staff dealing with end-of-

life issues when they don't know the patient, and when there's nothing clearly 

documented in the notes, and it's very unclear as to whether those kind of very sensitive 

discussions have actually been had with the patient and the family, or whether they 

haven't been.  

 

Not knowing the patient makes it more difficult to make correct decisions which leads 

to uncertainty and doubt. PGY2C put the problem in this way:  

 

I guess it's not your patient, but it is your patient, because you're the only doctor there, 

so that it does become your patient. So it's fair enough to make a decision.  It's just 

'Should I really be making this decision?  Is it necessary?  Am I doing more harm than 

good?' 

 

 

Requests to increase morphine dose 

On four occasions house surgeons encountered the issue of requests to hasten death. 

PGY1F was put under pressure by the family of a dying patient to increase opioids. 

Fortunately the palliative medicine consultant was still on the ward and intervened to 

assist. He also noted that “the patient himself was an ex-doctor, and there were a number 

of concerns from the palliative care team that the family were going to push junior staff 

to give more opiates to... I think they were wanting to hasten things along”. 

 

A similiar situation was recounted by PGY2G. Reference is again made to this example 

on page 60. PGY2G struggled on out–of-hours duty for several reaons as she attempted 

to reassure a daughter about her dying mother’s level of comfort:  
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I got asked to see her because her daughter was very upset, thinking that her mum was 

uncomfortable. So I went to see her, and I thought she actually looked quite 

comfortable.  That being said, I am not a family member, and I thought I should respect 

the daughter and .. listen to what the daughter was saying.  The difficulty I found myself 

in was, she [the patient] looked very comfortable to me, but the daughter really, really 

wanted me to put a lot more morphine in her syringe driver, because she wanted things 

to end quickly for her mother, and peacefully. the issue that I had firstly is obviously is 

that's... it was kind of a euthanasia-type question. And I also had a difficulty in that I 

still feel a very junior doctor, I find it difficult to really stamp my authority when I'm 

struggling with things myself.  When I'd only been a doctor for a year, and I actually 

haven't had much experience myself.  

On this occasion, the registrar was unavailable but advised PGY2G that they were 

not going to increase the morphine. The participant noted that “it was quite a 

challenging conversation to then have” but on reflection “for weeks and weeks 

afterwards” she knew what was the right thing to do:  

 but I didn't know how to convey that to the daughter, without upsetting her and 

 making what was already a stressful situation worse. For me the biggest issue was I 

 knew how I felt, but I didn't know how to convey that clearly.  

PGY2G’s struggle was also because;  

 I find it difficult saying, "I'm a doctor, and I know exactly what to do," because a  lot 

 of the time I don't feel like that”. I sat down for about half an hour with her, and we 

 could see that that whole time she had been quite settled….it ended up probably not 

 being as tricky as it could be, because if she was agitated I could have increased the 

 medication because that would have been clinically indicated. 

As frequently occurred these issues arose at night or on a weekend. PGY1D told of 

a time when a patient’s son asked them to “speed things along”. The participant 

could understand where the son was coming from but felt comfortable having “a line 

in the sand”. He explained: 

 

 The team had left a note to be aware this patient might pass away, he had 

 quite advanced liver cirrhosis from alcohol, and I'd been asked to see him cos I 

 think his fentanyl was charted kind of Q6-hourly, and the nurse was asking can I give 

 that more often? He was also on a syringe driver. I thought seeing as I'm here, if 

 there's people who might pass away, try and see the family, just so that you've shown 
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 your face before you come in and certify the death. One son was there at the time.  

 The son said "He seems a little bit in pain at times." And I thought okay we've 

 changed the medication so he can get it more frequently, so if that can help with that, 

 if that carries on through the day let the nurses know again, and we can come back 

 and review that.  We were getting on reasonably well.  It was a good relationship. The 

 son then said "Oh do you mind if we step outside for a moment?"  "Hey look 

 mate, is there any way we could just end things a bit sooner, and end all the 

 suffering? Would that be alright?" We talked through that's not something we do, 

 and what we do is, we let nature take its course. We don't prolong things, and we 

 have a range of medications that we've got that can relieve a variety of symptoms, 

 and remove as much distress as we can, and make him comfortable, we had a chat for 

 a good 15 minutes, the son was accepting of that, "Yeah, that's fair enough. I just 

 thought I'd ask, just to check." He was finding it hard, seeing his dad slowly pass 

 away over a week.  Having that question asked by a family member threw me a little 

 bit at first but because I had my line in the sand I felt comfortable. 

 

In her fourth quarter PGY1B on duty out of hours responded to a family of a dying 

patient who were distressed because on the previous night the nurse had brought up 

euthanasia with the family. She recounted the situation as follows: 

 

 The nurse who had given her subcut morphine for pain was talking about how he 

 believed in euthanasia. There was a lot of distress from the family about the fact that 

 he could have been euthanizing her. It was stupidity. The question is how do you 

 respond in the first instance? Nurses are your colleagues. You dont want to throw 

 them under the bus. It sounds so wildly inappropriate.  So I said ‘I am very sorry you 

 had that experience. I can understand that would have been distressing’. I spoke about 

 the fact that ‘yes perhaps she was getting more frequent morphine boluses, there were 

 medical reasons for her having more frequent medications the night before. Do you 

 want to talk to the shift coordinator about what happened or would you like me to 

 make sure you have a different nurse tonight?’ And they were happy with the second 

 course of action. Then I spoke to the shift coordinator. I am not concerned about foul 

 play. I do think it sounds inappropriate. I do think its worth following up. 
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The house surgeons appeared to handle the above situations with empathy and sound 

clinical reasoning. They had good knowledge of palliative care eg symptom control and 

medications and used this knowledge effectively to respond to the families concerns. 

 

Issues related to capacity 

During a neurosurgery run, the issue of capacity or loss of capacity arose for PGY2D 

who reflects on the number of young patients with serious head trauma. 

 

  The main difference for me has been that a lot of the time on the service you’re 

 looking after people – particularly when people present acutely with really serious 

 injuries or with really serious intracranial bleeds or malignant strokes – you’re dealing 

 with people who cannot communicate wishes for themselves.  And that’s quite a rare 

 situation aside from patients with very advanced dementia where often you’re making 

 decisions for these people. But they’ve had a longer life and likely expressed to their 

 family or to their GP or in an advanced directive what they would want in certain 

 situations, so you have an idea. Whereas these are people who often are a lot younger 

 and who haven’t ever thought about what they would do in a given situation. The 

 other thing that’s different is that often when you’re dealing with people with  

 advanced renal disease, advanced heart failure, malignancy, those people at least 

 retain their cognitive faculty to be able to tell you what they want.  This run has left 

 me thinking a lot about the sorts of decisions that you make for people when they 

 can’t make decisions for themselves, the decisions that families make for their family 

 members when they can’t speak for themselves. Also, thinking about what I would 

 want for myself or for people that I care about if they were in a similar situation”. 

 

PGY2D also reflected on the precipice between “life” and “life a reasonable person 

might not want to live”, using the phrase “life not worth living”. She notes that:  

 

There have been many, many, many situations where you’re looking at people with 

really advanced illnesses who are either at the end of their life or who are sitting on 

quite a tight precipice between life and death, and not only that, I find it’s more of a 

precipice between a life that I think a person in their situation would want to be living 

and a life that I think a reasonable person in that situation might not want to live.  
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She asked herself “What consititutes life not worth living?”, referring to a man who 

had a background of psychotic illness who had presented with worsening symptoms 

of his psychosis but also some neurological symptoms:  

 

He had a scan which showed a malignancy, which was very large, and he came forth 

for a resection, and in the pre-operative process they talked about the risk of 

hemiplegia, and death and all of these complications  and he said  ‘if I couldn’t use my 

right arm’, because he likes to work away on projects in his workshop, ‘that to me 

would constitute a life that’s not worth living’. That was really interesting, and he had 

a left-sided tumour, and post operatively he was hemiplegic on the right, and he ended 

up having a post-operative complication that could have gone forth for more surgery, 

but in view that it wouldn’t change the outcome, and for him he was already in a 

situation where he’d said - that was a life that wasn’t worth living.” 

 

In contrast to the neurosurgical patient whose life, in the house surgeons view was 

being inappropriately prolonged, PGY1D was impressed by  how a 58 year old 

neurosurgical patient who had capacity, accepted readily that he was going to die 

and how the patient and as a result, the team prioritised his return home rather than 

attempting neurosurgical intervention in the tertiary referral centre.   

 

 He was a man in his fifties, who was on warfarin for mitral valve replacement, and 

 then had had spontaneous subdural haemorrhages.  We'd had a big discussion with 

 him, and we could have tried to reverse the warfarin, and drain the subdurals and 

 whether that would go very well with the mitral valve, and if he'd have a clot, 

 taking the warfarin off that..., he'd actually had it in the past before as well.  He'd  

 had a subdural in the past, about five years previously, and decided he didn't want to 

 take the risk of reversing the warfarin and draining it.  He was happy that this would 

 be his final event for him.  Had a big discussion with his family, and the palliative 

 care registrar was involved as well.  The patient was very comfortable with making 

 that decision. He had all the options laid out in front of him. Being able to be 

 comfortable with that decision was pretty... it was a rock and a hard place.  

 Either way was very high risk.  It would have been quite a difficult decision to make.  

 But he seemed very accepting of that.  He'd talked about he'd seen his grandkids had 

 grown up a little bit and ticked off things he'd wanted to do in his life, even at 58.  So 

 he was quite happy with everything he'd done.  He knew  that he was unwell, and 
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 either way was unlikely to survive.  He'd rather be transferred back home and spend a 

 bit of time with his family. He died 10 days later at home.  

PGY1D learned alot in witnessing the courageous attiude of this 58 year old  patient in 

accepting his imminent death and how he priortisied returning home to his family to 

live out his last days over farther high risk surgery.  

 

Different ethical issues experienced by second year doctors 

Second year house surgeons are allocated runs for which first year doctors would have 

insufficient experience. The following are examples from second year house surgeons 

in palliative care, haematology, radiation oncology  and psychiatry. While doing 

radiation oncology PGY2G described her ethical problem when she felt that she was 

lying to relatives and a patient when she did not immediately tell them the results of the 

CT scan. She  reflected on the benefit and downside of waiting for the Consultant to 

give the result. The risk was that the patient had to wait 36 hours to get the result, but 

the Consultant gave all the answers so it was clinically and professionally correct to 

wait for the most knowledgeable and senior doctor. What was of interest to PGY2G 

was that because of her efficiency she kept ahead with all results but this efficiency did 

not mean she could give the result to the patient.  

 

But I find it quite hard when the wife came up to me and said  ‘what does the scan 

show?’ I completely avoided the conversation because obviously it’s not a corridor 

consultation. I also don’t think that that kind of news should be coming from the house 

surgeon on the team. But I guess the dilemma is I knew what it showed and I effectively 

was saying ‘I don’t know what it shows’, ’I’m not sure we’ll wait and see,’ but actually, 

ethically, I don’t know whether that’s the right thing to do ((laughs)). I feel like I was 

lying. Even though I know for the greater good it is the better thing for them and for 

their family. 

 

 

Having had 3 months experience of Palliative care  at a hospice, she recognised when 

a patient was deteriorating and beginning to die more readily so when  PGY2G moved 

to haematology she felt that “patients may be pushed through treatment”:  

 

 I really loved my haematology job, and I think it’s an amazing department, and the 

 consultants are amazing. I wouldn’t have a bad word to say about it. I found it really 
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 interesting coming from the hospice where haematology and palliative care  

 sometimes are at opposite ends of the spectrum. There’s a patient on the ward at the 

 moment, and most of the consultants were in agreement that she was dying, but there 

 was one that was doing everything possible and she was off to ICU every now and 

 then. I just reflected on when a patient and their family can accept that a patient is 

 dying, what the role of continuing to, push, push, push treatment is- there’s probably 

 not a right answer. Seeing some patients who were really, really pushed and ultimately 

 ended up dying, and whether that was the right thing to do? 

 

PGY2G reflects as to why we have to fundraise for Palliative care unlike other health 

care  services which are government funded. Having worked in Palliative care, she 

realised how important  Palliative care is to patients and the community and feels 

having to rely on fundraising is unjust. She explained: 

 

 I've spoken about with my consultant, I find it interesting that we're fundraising to 

 build a hospice when actually it's just another branch of medicine. And why is 

 palliative care kind of ... some of palliative care community-funded, when for example 

 you'd never think of fundraising for more angios?  But actually... it's a really important 

 part of medicine... I don't think I had strong feelings about palliative care before 

 working in the hospice, but I have now realised actually just how important it is. Ithink 

 that's a really interesting ethical argument, is where the role of palliative care is 

 within the hospital and within the health care system.  

 

 

Another observation by PGY2G is of her experience of powerlessness as a doctor, 

wanting to offer a patient a service, e.g. inpatient hospice care which the patient  

adamantly does not want.  

 

 It's an ethical dilemma.  We had a man come in for pamidronate (intravenous infusion 

 for bone pathology). He's a reclusive gentleman who wants nothing to do with the 

 hospice.  But just the way that it fell, the pamidronate fell through in the  hospital 

 system, and so he agreed to come in and have it done today.  And myself, his consultant, 

 his daughter, the nurse, none of us really felt comfortable with him going home. We 

 didn't feel that home was an appropriate place. He's got high symptom [burden], and 

 he's very, very frail, and he's living alone. And his daughters were very tearful, and not 

 really managing. He's put his foot down and said, "I am going home as soon as this 
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 pamidronate finishes." So he did go home. There are people [for whom] the idea of 

 hospice is terrifying, and they don't want  to know, and we are trying really hard to get 

 them involved, cos we think we can be really helpful. But if someone doesn't want your 

 service, then it's certainly not going to be therapeutic for them. And then there's a 

 conflict. How far does our duty of care extend, when there's so many of us feeling as 

 though he should stay in, but... he's competent? 

 

PGY2F, while working in psychiatry, described a patient with paranoid schizophrenia 

who did not believe he had HIV. The issue was that one “can force a patient to take 

Mental Health meds but not antiretrovirals”.  

 

 A sixty something year old man who has AIDS who also has a diagnosis of paranoid 

 schizophrenia, and is a Chinese man who probably did have a lot of abuse when he 

 was in China but now his delusions kind of remain around that, thinking that the 

 Chinese government is still after him, very concerned about people torturing him in 

 hospital, believes that all the medications that we give him are poison. He has been 

 held down to be given I.M. medication on occasion unfortunately when he’s been 

 very agitated so, that doesn’t particularly help with those delusions. But he also 

 doesn’t believe that he has HIV, which is where it kind of the ethical stuff about you 

 know, informed consent for  giving anti-retroviral therapies and also the whole thing 

 with the Mental Health Act and how we can essentially force him to take his mental 

 health medications because he is under the Mental Health Act, but we obviously can’t 

 force him to take any medical treatment.  

 

PGYF2 recounted that Infectious Disease doctors did not prescribe antiretroviral 

medications once a  patient only takes these medications intermittently as resistance 

would develop.  

 

 In the past he has refused and because with anti-retroviral therapy if you take it 

 intermittently it leads to huge resistance rates and they just don’t prescribe it. He just 

 has never been prescribed anti-retroviral therapy due to his belief that he doesn’t have 

 HIV, and now his CD4 count is about 110 which is getting down to  the scary 

 level and he’s at pretty high risk for all of those Infections, opens up the quite 

 interesting kind of ethical boundaries around treating someone for a condition they 

 don’t believe they have, how far does duty of care go? The reason he doesn’t 

 believe he has HIV is because of his mental health issues. Does he have the capacity 
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 to make those decisions when- if he doesn’t get anti retro viral treatment he’s going 

 to die quite soon. 

 

PGY2F said that a further ethical issue arose in that the homeless shelter would not 

accept the patient  back as: 

 

He’s HIV positive,  he has been known to live in a forest, he moves around a lot, doesn’t 

have any family here. He was living in the night shelter and the night shelter now they 

know he has HIV aren’t that keen to get him back which I don’t think is entirely 

justified, because, there are heaps of people with Hep C in night shelters who are far 

more infectious than those with HIV 

 

The concept of ‘palliative surgery’ that is surgery not to cure but to improve quality of 

life of a patient with advanced cancer surprises PGY2C.  He reflects on the cost but 

realises his primary duty is to the individual patient:  

 

I guess from our point of view unless you’re doing public health, or working in 

government, our job is not so much to take into account cost versus the individual, our 

job is to look after the individual, heaps of things will be palliative operations [for 

symptom relief]. I didn’t think about that before I started [anaesthetics]. 

 

Issues related to Rural Hospital Experience 

 

Several clinical stories reveal the complexity of clinical decision making in a rural 

hospital  and the value of the rural hospital experience for the professional growth of 

house surgeons. In the rural hospital house surgeons get more opportunities on the front 

line, e.g. in the rural emergency department, than in the tertiary referral hospital. They 

also get more opportunities to make independent clinical decisions with access to 

consultants for guidance. 

 

In the Emergency Department (ED) of a rural hospital PGY2D attended a patient with 

a chronically infected abdominal aneurysm that was now extravasating. The patient said 

that he wanted everything done to save his life but he did not want to know any details 

of what was happening. PGY2 described what she did. 

  



54 

 

 I spoke to my consultant who was on. He said that we just need to keep him very 

 comfortable, and make the family aware that this is a terminal event. He ended up 

 dropping his BP down to 70s so I just thought it wasn’t appropriate to do CT scan. It 

 wouldn’t change things, it would confirm things but he was likely to lose output in 

 the scan, wouldn’t obviously be in his best interests so we called his family to come 

 in. I asked him was he the type of person who wanted to know everything the doctor 

 is thinking or he just wants the bare necessities. He did not want to know 

 anything. He also just wanted to know that we would do everything to save his life. 

 He was in his 70s so quite young... So all I could say “I respect you don’t want to 

 know the details and we will do our best to keep you as comfortable as possible.”  I 

 mean I could understand when someone’s that age and you have this awful thing 

 happen to you. You hope you have more time. 

 

In the same ED of a rural hospital, PGY2D worries that a patient who appears to be 

dying will die en route to the tertiary hospital for a surgical assessment. The local senior 

doctor had lengthy discussions with the senior doctors in the major centre but the family 

eventually decided against the  transfer. The participant recounted the decision in this 

way:  

 

The family were very much ‘we don’t think it’s in his best interests, can you give us 

more information?’ In the end, they said ‘no, if he could speak for himself, it’s not what 

he would want.’ Though he was cognitively impaired, he was physically independent. 

We subsequently found out that he had very low cognitive assessment score. He had a 

lovely family who looked after him for years and years. ...I don’t know how to make 

right decisions in this context, don’t know if someones going to survive, don’t know if 

they’re going to die on you, don’t know if they’re going to die on the way to theatre . 

You don’t really know what course they’ll take, so from the perspective of the family 

you’re worried should someone be  transferred, they die en route which is really 

bad outcome. ...So we just made sure to make him comfortable. He ended up dying the 

following morning so probably his mode was hypotension again rather than he ruptured 

into the anterior abdomen. 

 

On another occasion, PGY2A was a relieving  house surgeon in a rural hospital. He had 

not previously met the patients and the consultant was off sick. One particular patient 

was a 47 year old  female  with a new diagnosis of cancer who was being discharged 
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home. The patient had important questions about prognosis to which PGY2A did not 

have the answers. He explained the ethical difficulty this raised for him as follows:  

 

 Going in there, I was a bit apprehensive. The plan was for her to be discharged that 

 day, with further investigations and things being instituted in the community. I had a 

 discussion with the consultant by phone, to get a bit of a better understanding about 

 what the plan was going to be.  But even so, because she was being discharged, she 

 understandably had a number of questions.  Both her and her husband did.  So I was 

 faced with the difficulty of me trying to answer some questions for her without really 

 knowing the full story. The ethical issues that I take from that are that I didn't want to 

 give her any misinformation, if I didn't know the whole story and so I didn't want to 

 give her false hope or destroy hope.  I don't have a huge amount of experience about 

 true prognosis so that was a difficult aspect for me, cos she did ask questions about 

 prognosis. That was one of the main questions that she was struggling with, by the 

 looks of it, was ‘how long do I have? and what can I expect?’ particularly with her 

 young children. 

 

In a simlar vein PGY2C while on night duty reflected on doing harm by giving family 

possibly wrong or inadequate information about a patient who was dying versus not 

turning up and not engaging with a distressed family:  

 

 I needed to spend time with this family while jobs were piling up. It was probably 

 about 15 minutes. I was a bit apprehensive to go and have that discussion to start with 

 as well, because I knew that while I was in there having this quite personal and 

 distressing discussion that I didn't want to rush, there was also all of these other jobs 

 piling up on my list while I was away, being the only house officer on that evening. 

 You have a pager for urgent requests, but semi-urgent or non-urgent requests go on a 

 computer system, essentially. The job list just piles up if you're not sitting there in 

 front of it.  That was a bit of a cause for anxiety as well, because I didn't know how 

 many jobs I was getting while I was away. The dilemma in that situation was about 

 doing harm by giving misinformation to the family, when I didn't have that level of 

 experience or knowledge, versus allowing a family to live with some distress.  But I 

 think I managed to balance those, hopefully.  
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Throughout the preceding category I have presented  the following themes identified as 

ethical issues for house surgeons: 

 

1. Care and decisions based on patients older age  

2. Health care resources and the elderly  

3. Prognosis and the deteriorating or dying patient  

4. Family interactions and requests 

5. Resuscitation status decisions 

6. Out-of-hours duties   

7. Requests to hasten death.  

In addition I have presented issues specific to the rural hospital experience as well as 

different ethical issues experienced by second year doctors in selected specialties. 

 

 

  



57 

 

Category 2. Factors that help PGY 1 and 2 deal with ethical dilemmas  

The following themes emerged from the interviews as factors that helped the house 

surgeons in navigating the ethical issues: expressions of gratitude, senior doctor role 

modelling and support, shared team values, ongoing clinical experience, clear 

understanding of a doctor’s role, opportunities to debrief, good care of patients and 

support of colleagues and friends.  

 

Gratitude 

Expressions of gratitude, both received and expressed, helped PGY doctors cope after 

distressing ethical or clinical encounters. For example, PGY1B noted, “the things that 

have filled my bucket up have been the thanks...  One of the patients did give me 

flowers, which was really lovely. That was really sweet”. This participant had also 

received a card after the death of the patient on a surgical ward, which she shared with 

the nurses. She said: “I thought it was huge as well, the nurses really appreciated that.  

I also told my consultant, "Oh, that family sent a card’. It's funny, I think he just saw it 

as less likely to be a complaint”. An example of how expressing gratitude could be 

helpful was offered by PGY2D, who recounted that a patient’s wife was pleased to 

receive a phone call of condolences from her after his death. 

 

Senior doctor role modelling and support 

The positive effect of role modelling of care by senior doctors (in general medicine, 

geriatrics, ICU, general surgery, oncology, haematology, radiation oncology, palliative 

medicine) was mentioned on 15 occasions but was absent at times with deleterious 

effect on the house surgeons. PGY1B found it particularly hard after months of 

compassion fatigue in one run to get involved in caring for a patient with motor neuron 

disease. She described what helped in this way: “as soon as I shared with my consultant 

that I had found it difficult, she just had a very human response, “Me too”, and then we 

carried on. I was just like actually, we’re sharing this load. So that was really good”. 

PGY1A describes herself as “really lucky”with her consultant and collegial support. “I 

think that the most important thing is knowing that someone will help you if you need 

it. That makes you able to do more things”.  PGY1E’s distress in the presence of a 

patient’s pain was ameliorated by the competence of the senior doctors on the team.  

Similiarly, PGY2B described how  the rural hospital “works well”, because “you 

discuss things, there is very close discussion between yourself and the consultant who 
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you’re working with. There’s a lot of shared decision making which I think is quite 

important, in the RMO-led (Resident Medical Officer)  hospital”. 

 

Support by senior doctors (registrars and consultants) had a significant positive effect 

on house surgeons. PGY1B was reassured by the senior doctor in general medicine 

when she thought she had made a clinical error in relation to a patient who eventually 

died. “My consultant was fantastic around this and said “all of us were shocked”.  That 

was what allayed my concerns. It really helped to hear that. “You didn’t make a 

mistake”. PGY1F almost did not come to work after a traumatic experience of 

resuscitation but “I had about an hour with my consultant the next day. It was good.”   

PGY1F “it was my consultant on general medicine, he taught me to take time out” after 

challenging clinical events.  

 

PGY2D was very impressed with the ICU consultant who “came down to ED and was 

absolutely fantastic” talking to the family of the dying mother, and relieving the 

grieving son of the burden of guilt. In general, the house surgeons notice the clinical 

practice of the senior doctors, almost always admiring, occasionally frustrated and 

disappointed. They are looking for role models. For example, PGY2E notes that “some 

of the (surgical) consultants are really good in that they will bring the nurse with them 

when they break bad news”. Similarly, PGY1A notices the skill and care of the 

Geriatrician: “she just kind of waltzed into the room (of the patient), and she's like, 

"Okay, up we go." helping the patient to stand up, while the house surgeon felt “so 

uncoordinated and clumsy” and had avoided assessing patient’s ability to stand. She 

identified that this was “an experience thing”. PGY2E again notices that the 

geriatricians “have very good experience of end of life. They have a good eye or 

instinct”. PGY2E records where the therapeutic relationship with a patient’s wife fell 

apart, how the geriatricians worked together in a professional manner to resolve the 

strain. PGY2C reflects on how much he had learnt by observing the registrar or the 

consultant in oncology giving bad news to a young patient with sarcoma. He comments 

on the protection by senior doctors of PGY doctors in a tertiary centre from having to 

take on challenging conversations. He compares this “protection” to the learning 

opportunities in a rural hospital where there are fewer senior doctors and more decisions 

made by house surgeons on the front line. He notes that “it was just the protection from 

the consultant was actually quite nice. I guess ethically it was a good situation where 
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you weren’t thrown in the deep end and do whatever you want kinda thing.” He 

compares his practice with senior doctors, understanding how senior experience leads 

to more decisiveness:  

I think the (consultant) was probably more blunt than I was, but I think that was 

probably ok. When I said ‘I think they’re gonna die’, I’ve only got a year and a half of 

experience. When they’ve seen them they’ve got so much more experience, and they 

weren’t insensitive they were just more direct, and ‘look this is probably a terminal 

event, we’ll treat for twenty four hours’.  

 

Team Values 

PGY1C noted the great team effort in the tertiary hospital where everyone was 

motivated to achieve an efficient complex discharge of a dying patient to his rural home. 

She described the event in this way:  

 

This rather tragic story that accompanied him, actually rallied people around to make 

sure that absolutely everything was done for him that could be done. Like the dentist 

got an emergency appointment for him to assess his teeth, so that he could have them 

removed if he was then to go on to IV bisphosphonates.  

 

Emotional support from colleagues is invaluable. PGY1A “The biggest thing that I've 

found helpful is being able to be vulnerable in front of colleagues. We have been very 

open with each other …like "Today is a hard day," And there's a lot of "Oh, did that go 

okay?"  Or, "Can I help you with that?"  This participant observed how this could apply 

to all staff working in the care environment, and describes the orderlies as the 

“guardians of the hospital”: 

 

 The orderlies have this incredible culture. They hold all the death paperwork, and you 

 go to the orderlies' area, and they set you up in this little office, and they have all the 

 paperwork out for you. They'll make you a cup of tea, and they'll shut the door, and 

 you just sit in there and you do your paperwork and you have your cup of tea, and if 

 it's after hours, you don't have access to your job list, which is building up.  It's kind 

 of cathartic in a way. 

 

.  
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Experience helps 

As noted in previous sections, some participants spoke about how experience develops 

their confidence in their new role. For example, PGY2G was asked to speak to a 

distressed daughter who wanted morphine increased in the syringe driver for her mother 

who was dying. PGY2G sat with the daughter for half an hour at the bedside where 

they both could see that the patient was comfortable and that no increase in morphine 

was required (See page 46 also). Reflecting on this event, the participant noted that:  

 

In that situation there wasn't anything that could have helped.  It's more  experience. 

The first time you see anything, and the first time you're put in any situation, it's 

challenging. When you first started prescribing fluids it was difficult. With time, things 

become easier.  I also find it difficult saying, ‘I'm a doctor, and I know exactly what to 

do’, because a lot of the time I don't feel like that.  And I'm sure even in 20 or 30 years' 

time I still will feel like that.  

 

PGY1A describes in her first quarter of her first year how her understanding and 

acceptance of her role as a doctor grew. PGY1B had done an elective in palliative 

medicine as a student so unlike other recently graduated doctors, she was comfortable 

caring for a patient who was dying. She describes a tendency to ask medical students 

to wait outside the room when the senior doctor and the team are rounding on a patient 

who is dying. PGY1B recommends that students be not excluded from the ward round 

of dying patients, as they need that experience. She also recommended that PGY1 

doctors get teaching in clinical palliative medicine early in their first year of practice as 

doctors.   

 

Good care of patients 

Several participants noted how knowing that patients were getting good care helps the 

doctors. For PGY2G, when working in a hospice it helped greatly knowing that “the 

nurses really care”. She recounts a  touching reassurance by the nurses as she was 

leaving for the evening about her patient whose pain was difficult to control: “the nurse 

came and got me and said, ‘Don't you worry, I'll make sure that he's gonna be well 

looked after”. 
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“Having a line in the sand” 

In his first 3 weeks as a doctor a dying patient’s son asked the PGY1D "Can we just 

end it all now?"  PGY1D noted that this was “a euthanasia type question” but that he 

felt comfortable responding to the son because he “had a line in sand …and I said "We 

don't do that". Clear rules provided clinical and moral clarity for the house surgeon who 

was not required to justify the rules. 

 

Value of debrief   

All interviewees said they valued the opportunity to meet regularly to discuss the ethical 

issues arising in their care of patients at the end of life.  Several referred to looking 

forward to the scheduled research meetings with SR. The house surgeons debriefed in 

various ways, e.g. consultant initiated informal debrief in medicine, PGY 1 and 2 

initiated and led debriefing in rural hospital, and informal discussions with colleagues 

and friends at home or at work. PGY1B is most enthusiastic about creating 

reflection/debriefing opportunities for house surgeons on these issues but was uncertain 

what shape such support would take. PGY2D thinks a regular opportunity to discuss 

would be beneficial and enjoyable, noting that “It’s quite nice to think on what has 

made me think or challenged me”.  Though this participant had “quite good support 

networks and collegiality”, she would perhaps not have reflected “without prompting”. 

 

PGY1D noted, “When you're given the opportunity to properly debrief, that also helps, 

simply the recognition that that was a difficult case”.  Accordingly, PGY1B hopes that 

there will be more opportunities to, in her words “restore oneself” in the next run and 

that “there are less jarring cases, more opportunities to debrief, more opportunities for 

work-life balance and self-care. Part of what really contributes to compassion fatigue 

is the fact that you cannot rest properly at all when these things happen”. She thinks 

that General Surgery runs are the most likely to benefit from debriefing and reflection 

opportunity for house surgeons. “I tried to look for an opportunity to debrief with my 

surgical consultant, but obviously he wasn't very receptive to that”. 

 

 

Both PGY2G and PGY2D consider debriefing to be “quite important” and this can 

happen naturally as a team on a daily basis. For example, PGY1A acknowledged how 
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a complex discharge of a patient “was really hard on everyone in the team”. She noted 

that although the team did not formally debrief, “everyone was very good at expressing 

gratitude to other members of the team with several emails that went round saying ‘we 

must commend the medical team particularly the registrar”. In the absence of a formal 

debriefing process, expressions of gratitude and recognition of the impact on team 

members at ward level seem to be a good substitute. Debriefing was particularly evident 

in the interviews with participants who worked in rural hospitals, where there are 

several references to debriefing. The rural hospital provided the setting for PGY1F to 

initiate and lead a debrief. It is impressive how they reflect on their practice as a team 

and check on how each one is doing. PGY2B noted that in the rural hospital it’s easier 

to debrief and discuss as “there’s only 11 of us up there”.  

 

PGY2E suggests formal opportunities to reflect might lead to “a bit more action to 

rectify things”. PGY1C identifies that there needs to be “acute” access as needed, 

particularly around dying. PGY1F “[Debrief] would be a good idea, especially, when 

it's been a very intense resuscitation”.  PGY2F and PGY2C never attended a debrief in 

two years of clinical practice.  PGY2A remembers “once in past two years in medicine, 

team had a bit of a talk over coffee’.  

   

Several refer to the benefit of debriefing in particular for first year house surgeons. 

PGY1E recognises that she values the opportunity this research afforded but different 

personalities might engage differently and thinks PGY1 would benefit most from 

opportunities to debrief. PGY2B recognises the value of structured reflective support 

for PGY1, noting “some first years, some people take it in their stride, others it’s a much 

larger issue”. PGY1E thinks, “More structured forum to discuss those sort of issues 

would probably be beneficial. Sometimes, as a PGY1 it feels more difficult to talk to 

your consultant”. 

 

The participants offered several suggestions about how debriefing opportunities could 

work practically. These included incorporating such debrief or reflection into house 

surgeon teaching. Structured opportunities to debrief may be important, as PGY2B 

remarked, “It's very hard to know whether people are or aren't coping a little bit, when 

you're just seeing them as colleagues”.  Another model could be an open forum to 

discuss ethical issues at the end of life. These could be supported by a senior doctor to 
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facilitate the debrief in the first 6 months, after which the group could self regulate. 

Some suggested a form of mandatory debriefing in the first 3-6 months. Two house 

surgeons note that relying on camaraderie with peers may not be a healthy source of 

resolution.  

 

Suggested changes to help 

PGY1B thinks that the 3 months length of the run is too short to allow the house surgeon 

be part of the team, noting that “the argument is that you get more experience but if it 

were longer I think you’d get more support as well and the acknowledgement of you as 

a member of the team”. On a more practical level, PGY1C recommends helping out-

of-hours team in caring for patients who are dying, with a written “quick summary 

sheet” of the patient’s clinical history placed in a visible location in the chart indicating 

“This is the decisions that's been made.  These are the background factors”.  

 

 

Colleagues and Friends 

PGY2B and PGY2C refer to debriefing with close friends and discussing issues with 

house surgeon colleagues. PGY2B remarked on how often death is a topic of discussion 

among junior colleagues. After work PGY doctors “kinda hang out and talk, and we 

got talking about work, and I was just struck by how death and dying is always 

something that you struggle with as a junior doctor, and it’s so emotive and 

challenging”. PGY2D discusses frequently on neurosurgery with her house surgeon 

colleague particularly about what is “a life worth living”. In this situation discussion 

with a senior doctor might add perspective. As noted by another PGY1E debriefing 

among peers may not always be most conducive to growth or insight as they lack the 

clinical and personal experience of more senior doctors.   

 

 

Category 3.  Factors that detract from PGY doctors’ ability to deal with 

challenges. 

In this third category, I have put Moral Distress and Personal Emotional Impact in bold 

with italicised subheadings following each. I think each one is a separate sub category 

under ‘Factors that detract from PGY ability to deal with challenges.’ 
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Moral Distress  

Moral distress may be defined as “when one knows the right thing to do for a patient 

but institutional constraints make it impossible to pursue that course of action.”(39) I 

have categorised the following as examples of moral distress that were challenging for 

the participants. In the next Chapter (page 99), I refer to the distinction between moral 

distress and the personal emotional impact of an experience.   

 

Lack of good care for elderly 

PGY1B describes the relief while working in general medicine, knowing that when she 

leaves work, others will care well for the patients, unlike her previous run in 

orthopaedics. PGY1B experienced great distress at the way older patients did not 

receive good care: 

 

The way I was treated, the way they treated their patients, their bedside manner, 

everything about it was grating, the way they viewed elderly people particularly, I just 

found sickening. They really had the mentality of, ‘oh well they’re close to the end of 

their lives so it doesn’t really matter now’. 

 

Similarly, PGY1C spoke at length and passionately of her experience of a disturbing 

attitude towards older patients: 

 

I don't like the idea that we don't equally give the same care to... an older person.  Just 

because they're old doesn't necessarily mean that you don't investigate or work it out.  

You can give them the choice. 

 

PGY2E was concerned that an older patient was neglected by nursing staff as the patient 

was “whimpering” in discomfort due to positioning of the catheter bag: 

 

My registrar had to have quite hard words with some of the nurses, ‘Why is she 

whimpering and crying out like this and why is no one addressing it? Why is no one 

trying to figure out what’s going wrong, or at least call the doctors to come and assess 

her and work out what was going wrong?’  
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PGY2G and her registrar, during their ward round, were taken aback that an 

unconscious dying patient was left fully exposed while the nurse went off to do 

something else, a situation the young doctor wouldn’t want for her relative.  

 

 Making sure we remember they are still people, not just leaving them exposed. He 

 was actively dying and he had a catheter in for comfort, so the catheter had to be 

 attended to, effectively when we walked in everything was exposed, well youd like to 

 think that you wouldn’t leave someone exposed, like that if they were responsive. On 

 a ward round, just my registrar, we repositioned things. The nurse wasnt there. We 

 went and spoke to the nurse. What had happened was, I think it was a female nurse, 

 they had been attending him but had gone off to do something but they were intending 

 to go back, it just hadn’t happened. I felt a little bit uncomfortable because if that was 

 my Dad or grandad, you wouldn’t want that. It was big enough (incident) that I 

 remembered and we noticed. 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

In these examples, the registrars and house surgeons are disturbed by the standard of 

care being given to elderly and dying patients and have limited ability to improve the 

standard. 

 

Lack of good plan of care 

PGY1F was distressed by the inadequacies of the admission plan in a rural hospital for 

a very sick patient leading to poor clinical care.  

 

I had one lady that died that really, really stuck with me, and pretty bad really. I don’t 

know how many ethical things there are - she was a lady  admitted with COPD, Friday 

night 4 o’clock admission, it was pretty complacent admission-it was bad things all the 

way through. She wasn’t given any steroids or antibiotics before she got to the ward … 

so I assumed they’d been given but they weren’t.  

 

Prolonged resuscitation 

As previously alluded to under section ‘resuscitation status decisions’, PGY1D 

observed the impact on the patient, family and staff of ongoing attempts of prolonged 

resuscitation on a patient with a severe head injury sustained while being transferred to 

another hospital and dropped in transit. As the neurosurgical registrar felt that the health 
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care team caused the injury “people kind of pushed to try do everything to save her, 

rather than [accepting]. It was all quite dramatic and traumatic”.   

 

PGY1F, during his first three months as a doctor had a memorable and traumatic  

experience of a resuscitation. The patient was  a woman in her fifties admitted after an 

out-of-hospital cardiac arrest, who was having recurrent ventricular tachycardia during 

coronary angiography in the very difficult environment of the catheter laboratory4.   

 

 They shocked her into VF (Ventricular fibrillation). It was about half an hour of 

 resuscitation in full lead, around the X-ray machine hitting you in the face.  Oh it was 

 awful.  The worst thing was, there was one consultant in the room, and he was the 

 cardiologist trying to do the procedure, and yet we were all looking to him to run the 

 resuscitation at the same time, which was kind of weird. I felt like one of the 

 registrars should have said, "Alright, you do the procedure, we'll do the 

 resuscitation." The patient kept going into different...rhythms. It was really unclear, 

 when we were shocking, when we weren't, when we were giving adrenalin, when we 

 weren't. And then we just kept going and going. We just stopped in the end.  But the 

 cardiologist asked for one of the ICU bosses to come down to help him make the  

 decision, whether to stop resuscitation. The patient was in her fifties, she was a visitor 

 as well, so we didn't really have any medical history on her. You've gotta assume  that 

 she was fit and healthy before she went into this arrest in the community. 

 

The above issues, which disturbed the house surgeon, were external to the participants 

and outside their control. The examples described in the following three sections arise 

from tensions within the doctor. 

 

Inexperience 

PGY2G’s own inexperience leads to uncertainty in supporting the family of a dying 

patient. She reflects for weeks on an unresolved issue related to talking to a grieving 

daughter, suggesting the benefit of availability of a senior doctor or registrar with whom 

to discuss in a more timely fashion.  Similarly, PGY2C was distressed that he did not 

feel qualified to explain to a patient and daughter that the patient was dying, and felt  

                                                 
4 Identifying features have been chaned to ensure anonymity 
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the conversation should have occurred during the day by the senior members of the 

team. He remarked: 

 

I don't know if that's necessarily a house surgeon-level responsibility, to have those 

difficult end-of-life discussions with family and patients.  I don't know if I've had 

enough training to do that well. I don't know if that's fair on the patients.  

 

Doctor’s role 

Observing the difference between the role of the nurse and the doctor in caring for an 

agitated and deteriorating patient, PGY1A provides a poignant description of 

disappointment at the role she had assumed as the doctor, and noted that it was “not 

what I wanted to be as a doctor”. She explains this feeling in the following passage:   

  
I found it really interesting to see the way that the nursing staff has such a different 

relationship.  I had an interesting moment, when I was called to see the patient over the 

weekend, and the nurse was sitting there holding his hand.  I was so stressed by the 

situation I noticed I was standing up almost over the patient, but the nurse and the 

patient were sitting, and she was holding his hand and trying to soothe him, and I was 

standing there with the notes almost as if it were a shield, and this barrier.  I had this 

moment when I was like, "This is not the doctor I ever wanted to be." I wanted to be 

the doctor that was sitting holding this patient's hand, and suddenly I'm in this role 

where I'm almost trying to bargain with the patient, and be like "No, this is what the 

notes say. The insulin is working. Look at the blood sugar levels.  

 

Patient existing not living 

During a neurosurgery run PGY2D reflects on “a case that really affected me”. In this 

case a mother in her forties had had “huge haemorrhagic stroke”, and her family made 

considerable efforts to keep her alive. PGY2 thought the patient might not want all that 

they were doing:  

 

…because I couldn't imagine that anyone would want their life to be existence… they 

saw us as people who were giving them more time with their loved one. I completely 

appreciated that, because she was so young, and had children probably younger than 

me; but I just felt so deeply that she was existing, and not living, I was very affected 

by it. I just felt like the family loved her and didn't want to let go. But I felt as though 
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we weren't necessarily... if she could say what she wanted, I didn't think we would 

necessarily be acting in her best interests. 

There is clearly an emotional impact in these examples of moral distress, hence there is 

an  overlap between this section and the next. I have  categorised the above themes 

under moral distress where external constraints seemed to play a significant role.  

 

Personal emotional impact 

 

The experience of interwoven ethical and clinical issues at the end of life has a personal 

emotional impact on first and second year doctors. During an ED run, PGY2D was 

devastated by the outcome of car accidents where a young person was driving, as it 

reminded her of her friend’s fatal car accident related to alcohol. While working in 

neurosurgery she struggled with the outcome of severe road accidents on young people: 

“so many motor vehicle accidents... I’m just sort of floored by it”. Another participant, 

PGY1B recognises the impact of compassion fatigue on her personality: 

   

 In terms of the compassion fatigue side of I definitely note that I have less energy to 

 give.  I try and not take it out on the patients actually.  I think if I become short at the 

 end of the day it's actually towards the nurses, which is really frustrating to say.  I 

 never wanted to be that person.  And not in a mean way at all- I'm just not as kind, 

 and not as approachable.  Because those are the ones that ask me things, so I just want 

 them to ask me less things.  [laughs] ‘Just take ownership.  For God's sake!  That's 

 the same as the last obs I've done... it's fine.  You don't need me to sight them.  It's 

 okay, from a medicolegal perspective’. 

 

This participant stated that she “definitely had come close to burning out, if not burnt 

out, in this run... Because actually in this role, we're expected to give so much”. 

 

Lack of appreciation 

We have read how expressions of gratitude helped house surgeons deal with challenges, 

the corollary being that its absence detracts from their ability to cope. PGY1B’s 

compassion fatigue was not caused by caring for dying patients:  
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I don’t attribute compassion fatigue to my palliative care patients. It’s been about how 

appreciated you are… as a more transient member, it makes it really difficult being a 

PGY1 as we do not feel a valued member of the team”.  

 

PGY1B thinks that the standard short length of the run, i.e. 3 months, is 

disadvantageous to house surgeons as well as being disruptive for the team. They do 

not feel part of the team during such a short amount of time. 

 

Muliple simultaneous emergency calls 

The participants describe the impact of caring for multiple patients who are 

deteriorating or dying while on night duties. PGY2C  “I was on nights recently, and had 

about eight people die. So it was pretty horrible. There were lots of ethical issues.” 

 

In the first quarter of his first year PGY1F said that he “nearly didn’t come to work next 

day” because of his experience of responding to very sick patients the previous evening. 

That evening he struggled with issues of uncertainty of diagnosis and obtaining consent 

from a  very ill patient, multiple simultaneous very ill patients, having to work 

independently of the registrar who was caring for another very ill patient: 

 

I had to consent a lady who I was really not convinced was competent.  It was for 

emergency treatment in the middle of the evening, and there was no EPOA. It was for 

fresh frozen plasma. She'd gone into full liver failure. I almost didn't come into work 

on Friday. It was bad. My handover during the day was "The lady's in fast AF (atrial 

fibrillation) - we don't know why.  She's bleeding from her bowel - we don't know why.  

She's going into worsening kidney injury - we don't know why.  She's a bit drowsier - 

we don't know why. But just review her at 7.30, and she might be alright… it's probably 

safe to say we didn't make it to 7.30 when I was supposed to review her, because I got 

called almost immediately, that the patient's too sick to be on the ward.  I went to see 

her, saw all these problems, and I thought, "This is not okay." It'd been a really busy 

night, because I'd had eight MET calls between four and 11 that night. There was 

“house officer MET calls” that night… just me and the house officer doing them. We 

hadn't had any bloods on her all day. The day house officer had tried five times; I'd 

tried twice, and just not got anywhere. So I thought "Right, now we're gonna do an 

ABG (arterial blood gas).  At least we'll get something," cos she'd had more PR (rectal) 

bleeding, and was now drowsier. And then while I was setting up for that I'd asked for 
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repeat obs, and the heart rate came back at 150, and the nurse said, "Do you want a 

MET call?" And I said, "Well yes.”  And then we got the ABG:  lactate was 13, blood 

glucose was 1.3.  And then me and the house officer spent about five to ten minutes 

trying to get lines into her.  So she'd just gone into full liver failure on the ward, which 

got the attention of the other reg and the other house officer, and the ICU reg. When 

that was kind of settling down, that was when the next MET call went off, so that was 

when the house officer and I had to leave, and leave the reg on her own with the nurses 

with this very unwell patient, to go to the next very unwell patient. 

 

PGY1F identified the ethical issue issue of apportioning human resources on a very 

busy night: 

 

So you could say well, what's the ethical issue around that?  But it feels it has flavour 

of an apportion of resources.  It was a very busy night. We had both MAPU registrars 

upstairs by the end of it, because there was so much going on upstairs. 

 

The participants found that MET calls and resuscitation on busy nights were 

challenging. For PGY1F responding to multiple MET calls was hard but he recognised 

this and took a few minutes to himself: 

 

The bell went off, and then after about 30 seconds being in the room, the next bell went 

off, for an emergency bell down the corridor.  So I had to leave and go and deal with 

that, whilst the registrar stayed and talked to the family there. By the time I came back, 

it was me with the family. It was good that I already had a relationship with them, and 

I'd met them.  What I found hard that day was the other bell going off in the middle of 

it.  So that really just took up the pressure. And it was a lady having a collapse in 

the shower.  So I had to lay her down on the floor in the shower, and assess her kneeling 

in the shower. When that settled down I had to come back and do all the paperwork 

and do the confirmation of life extinct, with that emotion still pounding through. I found 

that quite hard.  I left the ward after that, and went and just sat by myself for ten minutes 

cos I needed to. I didn't feel like I could think straight to deal with the next everyday 

issue.  

 

PGY2C’s experience of multiple resuscitations made him decide not to drive 90 

minutes back to the city after his work on a Friday night: 
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Then I declared life extinct and did the paperwork but [it] was a Friday night and I was 

supposed to drive back to [CITY2] that night and just, I couldn’t. In the middle of the 

arrest I was on the floor trying to put an airway in with a laryngoscope, and I got a call 

which I answered as I was doing it and it was a lady going 170 with a chest pain on the 

ward that I had to go and see, ‘cause I’m the one doctor on call. So I had to go, luckily 

the consultants were there then, so I could leave the arrest but I went and saw her and 

I was just - no that was bad. And then about 3 weeks later we found out she actually 

had an advanced directive for not for resuscitation, which no one had found on the day. 

I hadn’t found ‘cause everything was happening too quickly. She didn’t even want us 

to do any of that. She had this horrific 40 minutes 

 

Neurosurgery 

We have read of the experience for house surgeons of the resuscitation status 

complexity in neurosurgery. In addition patients seen on neurosurgical runs were 

particularly challenging emotionally for several of the participants. As PGY1D noted: 

 

There's a lot of very unwell people, and a lot of people who pass away from their 

illnesses. Then a lot of brain tumours, the survival isn't particularly great.  So there's a 

lot of people with bad prognoses, and they're gonnna have poor outcomes.  So most 

days we'd have four or five people on ICU. It's not uncommon to have quite a few 

patients on ICU with motor vehicle accidents, or subarachnoid haemorrhages from 

aneurysms, and even we've had a few... we've had two elective cases died.  

 

This participant gave a specific example to illustrate how neurosurgery deaths have an 

emotional impact:  

One was for a lady, to remove a small pineal tumour which wasn't causing any 

symptoms.  And the consultant said they could just have left it. She was like, "No, I 

can't have it. I can't sit here knowing it's in my head. Could be growing, or something 

could happen." She had the operation, then a day later she had slightly increased 

headaches, so they got a CT scan. She came back up to the ward, and then respiratory-

arrested on the ward. And the CT had showed that she was coning, and there was just 
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oedema after the surgery. And then she passed away that day. And she was in her fifties, 

and had just become a grandmother. 

 

PGY1D recounts a third neurosurgical example of an unexpected death:  

There was another lady, who was getting an elective aneurysm coiling.  She did have 

some headaches, but was functionally quite well, in her fifties. Then she had the coiling, 

and then straight afterwards she didn't wake up very well.  So they got a CT, and the 

aneurysm had actually ruptured during the procedure. She passed away the next day in 

ICU as well. I'd admitted both those patients... they'd come in, they were functionally 

very well, and still working, and were quite healthy otherwise. They're having these 

elective procedures, and then both of them passed away the next day after the 

procedure.  

 

PGY2D was deeply disturbed by consequences of a road traffic accident, and reflects 

on how she would react.  

  

We’ve got a patient who was in the ICU, who’s making very small gains with a very 

loving family supporting him along. I found that really difficult because I’m sure to 

their family that it’s just excruciating to think within a few seconds that could have 

been the difference between this. And then the person who was driving, who most often 

isn’t the person who’s the most severely injured, then lives with the horror of having 

done that to a friend or family member. We had another patient who had a really awful 

freak accident, who has a really severe head injury, will have a quite serious degree of 

cognitive impairment, disability and dependence for the rest of his life. He was 25, so 

the same age as me, and just minding his own business and a terrible accident happened. 

So that’s really awful, It’s really hard, because you don’t know what this person 

necessarily would have wanted if they - if they had the opportunity to speak for 

themselves. And I think - especially when they’re the same age as me I think, ‘I 

wouldn’t want to live that way’, and I can’t imagine that they would necessarily have 

wanted to live that way. 

 

Family behaviour 
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Family behaviour can add to the emotional toll. PGY1A described how they and the 

team caring for a dying patient struggled with this, in one particular case:  

 

Really tricky trying to remain professional when you feel like this family are not giving 

you the time of day as another human being and they were making very thinly veiled 

threats that they might consider further action, that they might want further opinions so 

your kind of in this position of desperately trying to document everything that’s being 

said knowing they might ask to read it … trying to protect yourself in that environment 

as well,  did notice that a lot of the team because of how stressful the environment was, 

we sort of became defensive in our practice. Defensive as regards our documentation 

but at the end of the day it all came down to trying to figure out what was in the best 

interests of the patient and we got him home on the Friday and I came back to work on 

the Monday and I was so relieved to hear that he had passed away at home over the 

weekend.  

 

The opportunity afforded by the research process, to recount these clinical scenarios 

proved to be helpful to the house surgeons personally. 

 

Lack of senior doctor support 

Counterbalancing the positive effect that senior doctor support has on house surgeons’ 

ability to thrive as described previously, the absence of such support may lead the house 

surgeon to leave clinical medicine.  For PGY1B the lack of identification with the 

values and practice of senior doctors has affected her greatly. Referring to an 

orthopaedic rehabilitation run she says “This run's been horrendous.  It has resulted in 

me not wanting to do clinical medicine. I find it so frustrating. It's a run where there's a 

lot of responsibility put on junior staff, because the bosses are not around at all”. 

PGY1B was concerned that because of her inexperience and lack of on-site support, 

elderly patients were getting poorer care but felt lucky to have the chance to discuss 

with and be reassured by a geriatrician. This led to an intervention by the geriatrician 

and the introduction of a geriatrician-led board-round on the orthogeriatric ward.  

 

Lack of senior doctor support is not only due to the complete or relative absence of the 

consultant but also due to consultant indecision, differences of opinion among 

consultants and  insufficient  sensitivity to the house surgeon’s needs as exemplified by 
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the following examples. PGY1D described a distressing resuscitation process requiring 

support in debriefing by the Palliative medicine consultant for the neurosurgical 

registrar. The differences in opinion between the on-call neurosurgeon regarding the 

resuscitation, junior doctors on the team and the primary surgeon led to prolonged 

seemingly inappropriate resuscitation.  

PGY1A provides another example of senior doctors with different opinions: “Here was 

me as the house surgeon, knowing that two consultant physicians had differing 

opinions….it's not resolving particularly well.  Because they're sort of ships in the 

night”. 

 

PGY1E reveals how uncertain a first year doctor often feels and their fear of causing 

harm. With this uncertainty particularly in relation to deteriorating or dying patients, 

they are very sensitive to the reactions of the senior doctor:  

 

When I was telling the medical consultant what I did she interrupted me after I'd said I 

turned the oxygen back up, "Oh well, that was completely the wrong thing to do" … 

just that little comment to me made me feel like maybe I had made a mistake, or I hadn't 

done the right thing.  And then for her to pass away that night I felt oh, did I have some 

role in that at all? 

 

PGY1E feels caught in the middle of senior doctor distress and disagreement. “I didn’t 

realise that the registrar hadn’t told the consultant. Because usually it’s kind of the chain 

of command. So then the consultant came in on Tuesday and had a very vigorous 

discussion with me. I think he felt awful for the family because it had gone from ‘first 

surgery when, we’ll get rid of the bleeding lump, then home the next day’ to suddenly, 

‘is he gonna die here with a tube down his throat?”  

 

PGY1F expresses frustration that during the day, the registrar or consultant who should 

document the clinical plan, forget to do so, making decisions out of hours difficult for 

the house surgeon. PGY2F feels inadequate in having difficult end of life discussions 

at night, yet in this rural hospital, it is impractical to require the consultant to come in 

out of hours all the time, as there are no registrars. PGY2C, during his anaesthetic run, 
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considers that earlier on site involvement of the neurosurgical consultant might have 

led to clearer decision-making in ED rather than what PGY2C perceived as unnecessary 

surgery. He reports how “it was quite frustrating to be honest.  Because the whole 

futileness of it all. Then there’s the huge amount of resources”. 

 

Role of Educational Supervisor 

All PGY doctors in this study said that the Prevocational Educational Supervisor (PES) 

does not fulfil the role of support or debriefing on these ethical issues at the end of life 

and are “available to varying degrees”. The role of the PES is described by the Medical 

Council as follows:  

Prevocational Educational Supervisors are appointed by the Medical Council. They are 

vocationally-registered doctors working at District Health Boards accredited as training 

providers. Their role is to oversee the overall educational experience of groups of 

interns. Prevocational Educational Supervisors meet with each intern at the beginning 

of postgraduate year 1(PGY1) to discuss the intern’s upcoming clinical attachments, 

required learning outcomes and help them develop their professional development plan 

(PDP). They also meet with interns after each clinical attachment to discuss the 

attachment and record comments in their ‘End of clinical attachment assessment’. 

Towards the end of PGY1, Prevocational Educational Supervisors will help interns 

develop their PDP for their postgraduate year 2 (PGY2). 

During this research, PGY1E describes the PES roles and functions in this way: 

We have meetings with our educational supervisor. They’re all quite centred on ‘Are 

you meeting these thresholds? Doing well? You need to fill out this form or tick these 

boxes’. Theyre not really designed for ‘how are things going?’  

 

Another participant, PGY1A, is very clear that education supervisors cannot provide 

this type of support: “You have absolutely no way of ensuring that the person that is 

supervising you has any interest. I've had one meeting with my supervisor, and I didn't 

value the experience”.  

 

In reflecting on the value of the research interview process as an ongoing intervention, 

PGY1E considered whether such a senior support role could be assigned to the PES.  

She noted that “the role of the educational supervisor is almost too broad for you to 
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bring something up” and that the role of education supervisor does not cover the areas 

raised by this research (ethical issues at the end of life), and remarks: “I feel like they're 

just there as a safety-net”.    
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Category 4. Professional and Personal Growth through the ethical challenges 

 

It is of interest that the areas which caused great distress to house surgeons are, in 

subsequent interviews recognised by them as areas of growth. 

 

Care of elderly 

On page 20, I described PGY1B’s moral distress while working on the ortho-geriatrics 

ward. Now in her 3rd quarter this doctor reflects on what she gained through the 

challenges of her first run in ortho-geriatrics. She said:  

 

It knocks you, and it knocked my confidence big time, but actually, as a result I have 

gained a lot of allies through it as well. That’s the other thing to recognise, like having 

to step up and into that position of responsibility, being the most senior doctor, 

overseeing these very complex cases. Unfortunately you’re learning at the expense of 

the patients, because the quality of care was compromised, but you did learn, one way 

or another. What was difficult with these cases was that you didn’t know what you 

didn’t know. 

 

The example to which PGY1B is referring was the issue of incontinence. She continues:  

 

When it came to like all the incontinence ‘Oh my gosh why- is this something that just 

happens to all orthopaedic patients?’ And then, ‘No, this isn’t normal, why am I having 

the same conversations so many times a day, in this one room with all these elderly 

women’, it’s made me very passionate about geriatrics though.  

 

In addition to gaining these insights, the participant was also inspired by 2 geriatricians: 

 

I’m really interested in looking at models of care for the elderly populations and the 

grey tsunami. From a primary care, palliative care and geriatric perspective. Looking 

at geriatric MDT community teams. If I did a PhD that’s what I’d want it to be in. I 

probably want some kind of role clinically as a doctor who specialises in geriatric and 

palliative medicine in the community, surrounded by an MDT team that has less red 

tape than hospitals.    
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PGY1B describes one of the consultant geriatricians for whom she  has huge admiration 

in this way: “She’s such an asset, she’s obviously a very strong advocate for her patients 

and for systems and for the geriatric population in general. I admire her so much”. 

 

In addition, from her experience of caring for the patient with pancreatitis and being 

left out of the important final meeting, PGY1B has decided in the future to be more 

assertive. She states that:  

 

Despite the fact that I had most to do with the patient out of anyone in the team, I was 

locked out of the meeting. When they debriefed with the family member explaining 

that it was going to lead to her death, they said “oh you guys stay here”. That was really 

unfair.  I’ve become more assertive when dealing with things of this nature. Its all stuff 

you learn through experience. 

 

Another participant PGY2A, learned about decision making in the community during 

a joint home visit with a nurse practitioner to a 90 yr old patient with dementia, delirium 

and a new stroke:  

 

It was more the tension about best practice, or optimising medical management. That's 

something I've definitely found being on this attachment, is that I'm used to doing this 

whole array of investigations, and throwing the whole net out there to come up with a 

diagnosis and management plan.  When you're in a community setting those resources 

are a lot more difficult to arrange or negotiate, and you really have to think about what 

is the most worthwhile, or what's actually going to change management in that 

situation.  Particularly when we're dealing with elderly, frail, comorbid patients. 

 

Caring for a dying patient 

As the year progressed, anxiety and dilemmas related to reviewing patients who were 

dying and talking to their families lessened. Having knowledge and experience e.g. how 

to adjust medications for symptom control, recognising that the patient is dying, gave 

the house surgeons more confidence. Even within the 1st quarter of first year,  PGY1A 

already used experience gained from caring for a dying patient as a 6th year medical 

student to explain to a family that the patient was dying. She noted; 
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that made it easier to say, ‘Listen, it really looks like he is actively dying, and  it 

wouldn't be in his best interest to reverse this process and it doesn't look like he's going 

to be able to respond to you anymore’.  

 

Similarly, PGY1F recognises that earlier in the year he would have been terrified, but 

at the end of his first year as a doctor, he is more at ease meeting a patient who is dying 

and their family. 

 

I think where I've come from being terrified of having to lead interactions with the 

dying person and their family, to Sunday night - I knew I had to go and prescribe the 

syringe driver, and I thought ‘Oh okay yep, I've gotta do it.’  And I went into the room 

and introduced myself.  

 

By the 4th quarter PGY1F thought he must have done or experienced little in that 3 

months, as he had less stories to bring to the research meeting but realises that he was 

just more relaxed with decisions, e.g. adjusting medications for a dying patient:  

 

I had become more relaxed with it. I get called to review someone who is dying and 

comfort cares, and go and review them and change their meds. I realised I have been 

doing a fair amount of that but it didn’t really register as something to talk about, not 

really an issue anymore. 

 

For this participant, earlier in the year it would have been a bit stressful reviewing 

patients who are dying with families in attendance.  

 

I have had to review a few people for comfort cares with family. At the start of the year 

that would have registered as a bit stressful, with familes there. Now you just wander 

in and chat, see what the problems are and just deal with them. If you can’t, [you] call 

someone and its low stress.   

 

Another participant, PGY2G, recognised that because she knew about symptom 

control, she could speak more confidently to a daughter showing her that the patient 

looked comfortable and that there was no indication to increase medication. If she had 

not known about symptom control then she would have been less grounded. She 

describes the change in this way:  
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But I think in the end it was because if she was agitated I could have increased the 

medication because that would have been clinically indicated. I could talk to the 

daughter and she could see that actually her mum was comfortable. 

 

PGY1A “stupidly” swapped into weekend duties normally assigned to second years, 

i.e. covering haematology and oncology. A family asked the house surgeon to discuss 

stopping treatment, and the participant described this as “very stressful”. With this 

clinical  challenge, PGY1A found that the process of having the conversation itself was 

more therapeutic than the absolute answers.  

 

It was definitely one of those moments when I think goodness its like... lunchtime on a 

Saturday, here I am at 25 having this conversation; it was quite surreal. Within 10 

minutes of arriving [at] work I go a page, so and so has tumour lysis syndrome; has 

been failed to be bled 6 times by night house surgeon, please come and get these urgent 

bloods and I went into the room and 85 year old gentleman who was just so oedematous 

I knew there was no hope of me getting a line and just 15 minutes into my shift, I am 

so far out of my depth ... we managed to get him seen by the consultant early in the 

day... later the family made the decision that we would withdraw care. I was the first 

person called to the ward to have that conversation. The experience of being the junior 

doctor after hours with a family that you’ve only met that day in a clinical context in 

which you yourself are unfamiliar I found really challenging. But you find that often 

the process of having the conversation itself is more therapeutic than the absoliute 

answers. I found mself explaining to them the process of dying, what we would expect 

to happen, how we were going to shift from active management to comfort. I flagged 

the different symptoms that often come up and how we manage that like don’t worry 

so about food and drink... It was a good experience, in that I realised I could have that 

conversation to a certain extent… 

 

First year house surgeons find great satisfaction in caring for dying patients. PGY1E 

identifies that “dealing with a dying patient was one of the times when I did some good 

although it was tricky. I felt really positive about the challenge”. Commenting 

humourously she said that “I did my best (named Palliative medicine consultant)  

impersonation [laughs]”. She then remarks:   
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What that interaction made me think about was just how there aren't that many areas 

of being a house surgeon that are necessarily that satisfying. Cos you do a lot of admin 

and paperwork; that's not really why you get into medicine. I went away thinking oh, 

did I do the right thing? I felt like I'd made some good ground with the family, and I 

did my best to explain. I think they understood where I was coming from, and I 

explained the balance of giving fluids was not the best. I'm satisfied that I helped them 

that night.  

 

With experience, house surgeons readily take on more responsibility in making clinical 

decisions for dying patients. PGY2B recognised that the patient was dying on admission 

so initiated a conversation with the patient and the family as he “felt like I had a grip 

on it”. As a result when the consultant arrived to reiterate the same point, the family 

were prepared. PGY2B reflected that he would not have achieved that during the 

previous year:  

 

The family brought her in at 6pm and I saw her at  9, and I thought she was dying. She 

wasn’t responsive to voice. She just looked very unwell. I was the first person to see 

her, but the family were sitting right there. I was talking to them as I was going ’cause 

I couldn’t talk to her, ’cause she wasn’t responsive and I had to get a history off them. 

After I finished examining her, they were like ‘no, what do you think’s going on’. And 

I said ‘well probably an infection somewhere’, ‘I don’t actually know, like we can try 

all treatment but I don’t really know whether she’s gonna’ make it out of this’, then I 

just said at the end, ‘if you’ve got more questions I’m gonna go get the boss’. ‘Cause I 

thought she was dying, I don’t think  if I would’ve had that conversation last year. 

 

Further professional growth is evidenced by PGY2D’s reflection on an important 

insight that a patient dying in the Emergency Department (ED) is a devastating event 

for the family but ED is just the doctor’s  workplace. ED is “our work place, having fun 

working things out, having lunch with friends”, but for a son this was “the worst day of 

their life”. The participant reflects on how to retain empathy but not get demoralised:  

 

It was quite a busy evening shift. All the resus rooms were completely full withvery 

unwell patients, all of whom probably needed to go to ICU. This was a lady who was 

in her sixties, visiting from out of town, to look after the grandchildren for the school 

holidays, found by her family GCS3. She was intubated at the scene.  And this was a 
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person who was fit and well. It evolved that she'd had a massive intracranial 

haemorrhage. That was discussed with neurosurgery, the plan was not for any surgical 

intervention; and for palliative management and extubation. I just remember watching, 

with all of the monitoring on, the son following the bed back round to the resus room, 

just absolutely devastated, and just worst day of his life. He was just awful. I suppose 

what I realised is that a lot of the time when I come to work, for me it's fun. We're 

dealing with sickness, but the pathology is interesting, and often you're changing 

things, or working things out. You work on teams that generally you get along with 

people, and have lunch with your friends.  You deal with situations that are really 

challenging, but you intuit them emotionally in a way that is different from how you 

would if it was affecting yourself, or your own loved one.  Otherwise you couldn't live 

your life, if you just took on everyone else's mantle all the time.  It was the first time in 

a wee while where I'd been so acutely aware of the fact that sometimes we are genuinely 

looking after people and their family members on the worst day of their lives. I suppose 

that for me was an ethical dimension, because I'm glad that, after having been working 

for 18 months, I don't feel so demoralised by terrible things that happen. You feel it, 

and you feel empathy, and you convey that to people, but you just try not to take it 

home.  You debrief with your team if something's really challenging or awful, but you 

don't take it home. That's essential, because if you did I don't think you could keep 

working for very long. 

 

PGY1E reflects on a special interaction with a daughter about her mother’s ring during 

the death certification process. It was surprising to the participant that the nurse was 

only concerned about documenting that the daughter had taken the  ring, and the nurse 

seemed to have “missed the point” of a “quite beautiful moment after someone has 

died”. She realises that it might be the nurses “first experience of a patient dying”. 

  

So I think she was quite concerned about everything being really above board. When 

the woman passed away and I went in to certify the death, they were obviously upset, 

but not really distraught or anything.  There were funny anecdotes to say that when the 

nurses had come in to clean the body and prepare it, they had tried to take off her 

wedding ring, and they couldn't get it off. She said that mum just obviously didn't want 

to give it to them. As soon as the nurses left it just slipped off really easily. So she 

thought that was really moving, and she was really pleased with that. PGY relates this 

story to the Nurse “oh that's quite a touching story really, that she has this perception 

that that was her mother giving her the ring. And the nurse first response was, "Oh, can 
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you write down that the daughter has the ring then, so that we're not accused of stealing 

the ring”. I wasn't even really thinking that the ring's now not on this woman's finger. 

The point was that it was this quite beautiful moment after someone has just died.  

 

We have referred to the importance  of consultants in the support structure for house 

surgeons. Registrars were identified as having a significant role also. There are several 

examples of the registrar coaxing or prompting house surgeons to attend to the family, 

to go the extra step. It is inspiring to hear PGY doctors reflect on what they gained 

despite their reluctance. In one example, PGY1A delayed going to see a family, 

frustrated that she would have to go over for the 4th time their request for IV fluids for 

a patient who was dying, as other work was piling up. The registrar warned her against 

procrastinating:  

 

The nurse had rung me, and said that they want to talk to the doctor. I thought, "Oh no, 

that's me! Why am I the doctor?" I had been trying to procrastinate finding other tasks. 

I mentioned it to my registrar. 

She's like "Don't put it off for too long. You need to go and spend time with this family."  

I said "I know what they're gonna ask:  they're gonna ask for IV fluids."   

She's like, "We don't do IV fluids for the end-of-life patient. At the very least, if the 

family really keeps pushing and is unhappy, we could offer to run some subcut fluids.”  

So I felt it was a little bit more in my toolbox to have up my sleeve to go and offer them. 

It turned out that they didn't really want anything.  They just needed to know that the 

doctor could come and have a conversation. The frustration of when you're the on call, 

I know that family's had the doctor go three times today to answer that, trying to remain 

compassionate, so I'm talking to these women who are old enough to be my own mother, 

and telling them that their father is dying, knowing that they're gonna have to go and 

tell their mother that her lifelong partner is dying; I was really compassionate, I felt for 

them in that moment, but there was also my workload is piling up, and I'm sitting here 

holding the emergency pager. I'd had to start my conversation with them by saying, "I 

understand this is a really difficult time, and I want to answer your questions. I'll be 

here for as long as you need me ... unless this pager goes off, in which case I'm gonna 

go running out of the room”. And everyone's quite receptive of that, but you just think 

this is one of the most traumatic moments in this family's life, and “I'm here, but only 

until my pager goes off.”  

 

Through this experience PGY1A learnt that giving time and attention were important:  
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 I feel I did a good job, to the best of my abilities. I gave them time; I at least 

 portrayed that I had time for them, and that they had my full attention. 

 

In a different case, involving the same participant, PGY1A hoped to get away with “just 

writing syringe driver prescription and run away” but the registrar  advised the PGY1A  

to meet and explain the syringe driver to the family:  

 

I started someone on a syringe driver and the registrar helped me do the calculations 

for the syringe driver. Then I said, "Oh, should I just prescribe it, or do you think I 

should go and see the family?" " It would be good if you just pop in."  I was like “oh 

dammit”, I didn't want to hear that answer. I just wanted to be like “oh no they're fine. 

Just do the prescription, and run away”.  

 

Despite her reluctance, she learnt the value of spending time with the grieving family 

both for herself and for the family: 

 

 So I went in, and I had this conversation with the family.  It's really human, all the  

 people come in the hospital, and we have our stethoscope on, and we go to the coffee-

 shop and we think, "Oh, this is our turf.  Look at us go."  Then you go and have this 

 conversation, I just sat in this room... I don't even think I really offered anything, as 

 much as asking their names, and figuring out their relationship with the dying patient.  

 For one of them it was her mum; and she just needed someone to tell her that "You 

 can stay here. It's fine."  I think that was what was at the forefront of her mind, was 

 wanting to know if she could stay at the hospital all night. And I get to validate that 

 for them 

 

In a separate case, another supportive registrar said to PGY1A  that it was “time to step 

up” and so asked PGY1A to admit a  92 yr old man. Because there was an expectation 

that the patient “might die”, the participant was apprehensive at being the first doctor 

to review and admit him:  

 

 One of the tricky things that I've observed in the last few weeks is the vulnerable 

 patient who's not quite end of life, but they're teetering on the edge.  He'd gone from 

 eating his dinner the night before, alert, interactive, he'd coughed and was flushed a 
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 bit, and then was unresponsive the next morning. We admitted him with sepsis of 

 unknown origin, and he was not responding.  It was a really beautiful experience for 

 me, because it was this Samoan family, and I had just returned from Samoa, and I 

 have family living in Samoa. We built this rapport, I asked what village in Samoa he 

 came from, and they could tell me all about that. then I went to do a blood test on 

 him, but I said to him, "Fa’afetai tele lava” which is 'Thank you very much" in 

 Samoan.  the family were just blown away that this white Palangi doctor could come 

 in an engage in a culturally appropriate way. The next day he just bounced back; 

 what we thought had been the sepsis was actually a hypoactive delirium. I got to hand 

 over the discharge paperwork at the end of the admission. To journey through that 

 with the family, of these daughters making decisions for their father, who we all 

 thought at that time was going to pass away.  

 

Rural Hospital Experience 

In the rural hospital runs, there are many examples of PGY doctors being faced with 

decisions related to the care of patients at the end of their lives which were challenging 

but ultimately satisfying because they resolve questions, and involve senior support 

confirming or affirming the decision. Such opportunities for decision making in the 

rural hospital were not as frequently available in the tertiary centre where complex 

decision making was more often observed rather than practised by the house surgeon. 

 

PGY1F advised a family against resuscitation and said she was  “pretty happy with 

myself ...it would’ve felt wrong” to attempt CPR (Cardiopulmonary resuscitation). This 

participant recognises the value of the clinical  opportunity. This was because it enabled 

them:  

 

to manage as I was the only one there, which is good. I think it went well because I 

think if I had to try to resuscitate him, I would have known the whole time it was not 

gonna work and it would’ve felt wrong. It is good, that’s the thing about going 

somewhere like [Rural Hospital]: you come back having managed things that you 

wouldn’t’ have been anywhere near in [City Hospital] just because you have to. 

 

As discussed previously, PGY1F shows a mature process of clinical and ethical 

decision making. PGY1F did not automatically follow the instructions of the locum on 

call physician who did not know the patient. Instead, PGY1F applied further clinical 
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reasoning “Why intubate if not treating seizures and if the  patient in his 80s is overall 

deteriorating for other reasons?” He then reflected:  

 

It really kind of makes you think why you do things, why are you intubating that 

patient, it seems like just the next step, like the airway’s compromised obviously ‘cause 

he’s seizing, so intubate, that’s the next step but why? We’re not gonna be able to treat 

anything which is causing the problem. 

 

On one occasion, PGY1F led a debrief meeting with 12 nurses. This was an opportunity 

he would not get in a tertiary centre. He described the experience as follows: 

  

 The medical consultant, the ED consultant, the registrars and RMO were all 

 locums, so they were gone, and the one other doctor who was involved that 

 wasn’t a locum was on leave so I had to sit there with 12 nurses, it sounds 

 very tribal, but the ward nurses were blaming HDU, HDU were blaming ED, ED 

 were blaming both of them. I was like, ‘well we failed this woman at every 

 point’. You know ED failed her, didn’t recognise how unwell she was didn’t 

 treat her, the ward failed her ‘cause we couldn’t get her off and maybe we 

 didn’t agitate enough. HDU failed her because we couldn’t get her there and then 

 how she arrested and no one noticed, and then the resuscitation team failed, one 

 because we did it, and secondly ‘cause it was poorly run’. 

 

The following example is provided by a second year house surgeon reflecting on the 

balance between service to the patient and a learning experience. PGY2C recognises 

that it might be better for the patient if the consultant  were there to have the significant 

end of life care conversatons, but it was good for the house surgeon to get the  

experience. 

 

I think in some ways you feel horribly uncomfortable, and it maybe could have been 

done better by an SMO who knows the patient. But on the other hand it's probably 

better for my learning if I do it. But I suppose if you're thinking about the ethical issues 

of should you be putting my learning above the patient's ... probably not.  
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Later on this partipant comments that there is a limited number of consultants in the 

rural hospital who cannot be available night and day so it would be an unsustainable 

public health service if the senior doctors were required to be on site 24 hours.  

 

Here is a further example of learning-by-doing for another second year house surgeon. 

Although demonstrating very good communication skills PGY2F was still “stressed” 

having to talk to a daughter about whether her sister should return as her mother was 

dying. On reflection, the participant realised that families do not expect all the answers 

and that they understand the doctors role out of hours:  

  

How I approached the situation, I went in with a disclaimer, saying this is my role: I 

 don't know your mum, I don't know the situation, and I don't have the experience in 

 this field; but I'm happy to answer some of your questions, if I can. They were very 

 understanding of that, it went a lot better than I was playing in my mind before I got 

 in the room, where I didn't know the answers to their questions I just said that really, 

 and I just told them that her mum was very unwell, that she may improve or may 

 continue to deteriorate in this admission, and may die. I think they were happy with 

 that very superficial level of information. They came to the decision that they would 

 tell her to come over. So we talked about the fact that if her sister would want to talk 

 with her mum before she wasn't able to, then that's probably a good time. I felt 

 quite stressed.  I guess I forget sometimes that patients and their families can be really 

 understanding of the pressures around...  medical staff, particularly out of hours, and 

 that we don't have all the answers. 

 

PGY2F can see the “benefit and negative” of the opportunities and feels well supported 

by the rural hospital consultants:  

 

 Often I just felt like not necessarily out of my depth, cos I never felt like I was doing 

 anything wrong, just not used to be that independent. I guess eventually you're gonna 

 have to be that anyway. I'd done ward rounds on rehab last year by myself, but never 

 before doing heaps of medical acute ward rounds... cos they're still sick. You just feel 

 like it's all fine until it's not; and then when it's not, it's two house officers on in the 

 middle of the night, and that's it. The bosses show up ... I don't know how they 

 (consultants) put up with it. 
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Another participant, PGY2A, highly values the direct access to the approachable 

consultants in the rural hospital. PGY2A recognises the great learning opportunity, 

having to have complex discussions with patients and families around dying:  

 

 We're working here directly with consultants; we can call for advice in complex 

 situations, all of the consultants here are very approachable. But not necessarily on 

 site to have discussions with family.  So that makes it difficult as well, in that as a 

 house surgeon we are having to have these complex discussions with the patients and 

 their family members, when really maybe those discussions would be better had by a 

 registrar or consultant. I mean there's definitely good learning to come out of the 

 cases, but whether that's at the expense of good patient care.  

 

PGY1D made a decision in the rural hospital for a patient whom he thought was dying 

to start a syringe driver with morphine and midazolam to help control a patient’s 

distressing shortness of breath. This is a significant decision for a first year doctor to 

make on his own. He learnt that the medications did not lead to the patient’s death but 

improved symptom control and the patient eventually went home. He described the 

experience as follows: 

  

 Good learning experience for me, cause it wasn’t like ok we put up the syringe 

 driver up and he just died. Normally you see the syringe driver going up and the 

 person passes away almost immediately. People view it as it makes them less aware. 

 In this situation it didn’t happen at all. It was actually quite beneficial, just managing 

 his symptoms. He went home on a syringe driver. Cause it was controlling things 

 very well because he was getting quite anxious and having these episodes of feeling 

 quite short of breath. 

 

Palliative care experience 

 

As the research topic is about the experience of ethical issues at the end of life, it is not 

surprising that references were made to Palliative care, all of which were positive. 

PGY2G gave several examples of learning through resolving dilemmas in a palliative 

care setting, noting that “now that I've done two and a half months with hospice, I'm 

feeling a lot more confident with discussions around the end of life”. One dilemma was 

that of a family’s decision that a patient’s friend could not be present once the patient 
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was unconscious. While the patient was conscious, it was clear that she got great 

comfort from his presence. Doctors felt powerless to override the family’s control about 

visitors:   

 

By the time someone's admitted into hospice, usually they know that they're dying. 

Need to find the right moment, to actually say, ‘however long it may be when your 

transition into the dying phase, who do you think would you want to be there?’ If you 

could have that conversation with the patient and their family, that would be the way 

forward.  So that the family don't feel as though the doctors are saying ‘yes of course 

this person can come’, when it's really not our role. That's where the dilemma came up. 

 

The second example of PGY2G’s dilemma in relation to Palliative care was an 

understanding of sedation for symptom control. PGY2G expressed anxiety about 

sedation, but now understands the balance bewteen the patient  being awake and 

uncomfortable versus being asleep and comfortable.  

 

 Working in the hospice has alleviated some of my worry around sedation, 

 having spoken about it with my consultants, and also seen a lot more suffering, I can 

 see that actually it is finding the balance if you can no longer be awake and 

 comfortable, then having sedation on board  is entirely appropriate. I feel strongly 

 about that now. I'd be able to answer a family's question now about terminal sedation, 

 whereas I can say quite confidently I wouldn't have been able to three months ago. 

 My experiences generally have  been that someone is incredibly distressed, really 

 we've tried so hard to get on control of them, and we're finding it really, really 

 difficult- whether it be pain, whether it be nausea, whether it just be distress or 

 anguish. The way we go about it is having a conversation with the family. "Look at 

 your loved one. We don't think they're comfortable. Do you think they're 

 comfortable?" And it's about finding that point where they may not be able to be 

 comfortable awake. We're not killing them, we're not shortening their life or 

 hastening their death; it's just making sure that their final moments are comfortable. 

 

For PGY1E as a first year house surgeon, the two most rewarding experiences are when 

a consultant “agrees with your diagnosis” and a palliative care interaction. She 

identifies the difference that good communication can make, the satisfaction in helping 
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someone understand, the person-to-person connection which is  quite special and one 

of the most privileged parts of medicine:  

 

 In general maybe the public, and maybe when you're in medical school, you 

 don't really think of palliative care as a really rewarding area of medicine, cos you 

 think of saving lives, or treating sick children whatever clichés... But I've been 

 surprised that the interactions I've found are most satisfying, on my general medical 

 run have been getting a diagnosis right when you've met  someone, and having the 

 consultant go "Yeah, I agree," that's satisfying, and the palliative care consults, I 

 think it's the connection you make with people, the difference that good 

 communication can make to those families. You try and figure out where people are 

 coming from, and then explain it in a way that makes sense to them. It just is a 

 satisfying feeling when you think you've helped someone understand something, or 

 made a connection with someone in a way that they feel like they can talk to you 

 about something so personal or  upsetting; I think it's just the person-to-person 

 connection. It's quite special. And it's one of the most privileged parts of being in 

 medicine  

 

In treating a patient for several weeks in cardiology, PGY2F resolved that the next time, 

she would spend more time with the family, finding out what their goals were and 

consider a palliative care approach earlier. She noticed that palliative care focused on 

getting the patient home, and on “symptom control rather than sign control”. She 

explains this as follows: 

 

Rather than trying to control her blood pressure and get her mitral regurgitation under 

control. More focussing on giving her morphine for the breathlessness, and dealing 

with her nausea, like not taking her blood sugar levels every four hours, which had 

been done previously, just cos that's what you do. 

 

Role of their undergraduate education in ethics  

Finally I refer to a specific question that was asked at the fourth interview as to the 

application of their undergraduate education in ethics to their clinical practice. The 

participants acknowledge the value of learning an ethics framework but also described 

how their thinking and reasoning ability developed in clinical practice. Several 

described undergraduate ethics teaching as preparing them “adequately”, “reasonably”, 
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and “pretty well”. All the participants demonstrated great insight into the ethical aspects 

of clinical practice and communicated an excitement in being a practicing doctor. For 

instance, PGY1E remarked: 

 

That’s why this is such an exciting job, because you can only be a good doctor by being 

a doctor and you can’t really teach someone on paper how to do that. I think it’s 

prepared us well but there’s obvious limits to what you can teach in a classroom. 

 

 

The interviewees suggested that they could only truly experience ethics-in-action once 

they started clinical practice. Undergraduate teaching prepared them well as a 

framework or foundation of thinking but was not all clinically applicable to first year 

doctors. PGY2E described the point in this way: 

 

I think the ethics we do in medical school is great, because it just exercises that part of 

your brain, and then it becomes more and more subconscious as you do more and more 

ethics. I think I'm continuing to learn that this is more real than in the classroom. 

 

There is a sense of a disconnect between self perception (based on assessment grades) 

and demonstrated clinical insight as exemplified by PGY1F. He described himself as 

“never very good at ethics” but demonstrates high-level clinical thinking and excellent 

ethical engagement in multiple clinical scenarios. For this participant ethical thinking 

is “umming and ahing about what we should and shouldn't do”. He then contrasted this 

way of thinking with other parts of his medical training: 

  

 Cos in comparison to the other bits of medicine, with ethics I just never clicked. I 

 think it's cos I did science training before I started with medicine, so the way I think 

 about things is very based in scientific method, cos that's how I was trained to think.  

 I find it quite hard to think things ethically. So I do find that quite hard, to be honest 

 with you. We had to write essays. We are given a framework in how to think about 

 things. It's difficult (to apply) until you're actually in the situations, and you meet 

 people. I'm better now I've actually met people, and I've had to think through things: 

 what should we  or shouldn't we do. 
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Of note PGY2B made exactly the same remark as his first year colleague above  “I was 

never very good at ethics” having found it difficult to apply ethics knowledge without 

clinical practice, and stated that “With my science background, I am a lot more rigid, 

more structured in my thinking, there is a right answer and that doesn’t really fit well 

with ethics”.  

 

PGY1E said she benefited from her undergraduate ethics teaching, and offered the 

following response to the question:  

 

It was good, prepared us well. A lot ethics we do is academic, that provides good 

framework for way of thinking and understanding your own responses and other 

peoples responses to a problem, actually applying that framework, feeling it and living 

it, is something you can only do.  

 

The following quote brings up three points: firstly, the normalisation of an ethical idea 

(consent), then the idea that certain ethical questions can be circumvented by clinical 

solutions and finally that good clinical practice and good ethical practice are 

equivalent or synonymous. It’s not exactly clear, which the participant is getting at, 

possibly all three. PGY1A realises that what was presented as an ethical dilemma at 

undergraduate level is resolved clinically in practice:  

 

But I remember especially before clinical training a lot of ethical stuff was like they're 

a Jehovah's Witness, so they aren't for blood products. Yet I had a patient that came in 

with an upper GI bleed, and he was a Jehovah's Witness. It was just like okay, well we 

can give him an iron infusion.  We'll put him on IV omeprazole infusion all weekend. 

Like it wasn't even an ethical. It was just like he is an informed adult making a decision 

about their health care.  

 

PGY1E recognises that ethics teaching is not geared to issues that house surgeons face 

in practice. “I don't know if there's a way to teach the ethical things that you actually 

encounter”. The participant found this research project interesting because they were 

asked to think about ethical issues.  

 

 I feel like a lot of our undergraduate studies are more about giving you a  framework, 

 or a way of thinking about things, or an understanding of different value systems, or 
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 how to weigh it up, so that as you go through medicine and you watch your seniors 

 making the difficult decisions about who has consent and who doesn't, or how 

 aggressively to treat, or which family members to contact, or how to run a family 

 meeting, or whatever the important decision is, you have a way of 

 understanding the thinking, and applying it to "What would I do?"  Or "What do I 

 think of that decision?” Whereas this is an interesting project, because its ethical 

 things that we actually get to think about.  So I feel like it probably wouldn't be a very 

 interesting lecture to sit and talk about, 'What might it be like when you see someone 

 die for the first time?' You need the experience. I think the ethics training seems to be 

 more about... if we ever  write an assignment, 'Should you do this surgery or not?'  Or 

 'Would you transfer the patient to ICU or not?'  Or 'Would you pull off the life 

 support or not?' But they're not really house surgeon decisions.  Because you couldn't 

 really write a super-meaty essay that demonstrates deontology versus outcomes-based 

 ethics on a house surgeon decision. It's important to understand the thinking, so that 

 when you see it you can apply it.   

 

The participants provided suggestions for ongoing postgraduate ethics development, 

i.e. reflection on clinical experience, teaching on death and dying, regular group case 

discussion. PGY2F made the following remark:  

 

I can't really remember exactly what ethical teaching we got, to be perfectly honest.  I 

feel like it's the kind of thing where you learn about it and it just becomes ingrained, 

and so you then forget what exactly it is that you've learnt. What prepares you the most 

is just doing it, and reflecting on what has happened, and thinking about how things 

could have been better. 

 

Similarly, PGY1A offered the following observation:  

 

Whereas I think that our teaching around death and dying, and how to be a good doctor 

to that person and their family, we don't do a lot of it when we're training in medical 

school, because we think we're going to go out and save the world.  I think that that's 

what our focus is. And I think for me, the most ground I gained was from personal 

experience.  

 

PGY2C suggests ongoing ethics discussions at postgraduate level:  
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I think I’ve got the knowledge. We definitely do get the teaching. It’s more the 

application. If we had once off days every few weeks when we’d bring a case.  I reckon 

that would be quite interesting so that you keep doing it into your clinical practice. 

In the following Chapter, I will discuss farther this suggestion of ongoing 

postgraduate ethics teaching and support around dying and death. 
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CHAPTER 5  

Discussion 

Overview of the chapter 

International data estimated that a first year doctor will care for around 40 patients who 

die in their first year after qualification, and an additional 120 patients in the final 

months of life (36). It is estimated that 12% of all hospital inpatients have ‘advanced 

and incurable disease” (prognosis < 3 months). Although deaths may be sudden and 

unexpected, up to 86% follow a period of illness and/or frailty and can be predicted 

(37). These statistics combined with the qualitative outcomes of this study, suggest that 

doctors in their first years need to be supported in order to provide high quality care to 

dying patients and their grieving families. In this final chapter, I discuss the form that 

this support should take, in light of the findings reported in the previous chapter.  

 

The discussion is structured around the following headings: educational value of 

reflection on experience; the difficulty in separating clinical dilemmas from ethical 

dilemmas; emotional impact versus moral distress; the importance of experience; 

potentially dehumanising language; significance of the death of patients for doctors; 

professional growth; differences between PGY1 and 2; palliative care; transition from 

ethical sensitivity to ethical awakening; role of the senior doctor in providing support; 

clarity as to doctors role; opportunities to reflect; educators’ obligation to support; and 

future areas for research and development. 

 

Educational value of reflection on experience  

In the results chapter I wrote of PGY1B who was deeply concerned about several issues, 

including care of elderly patients on an orthogeriatric ward, and consent of an acutely 

unwell patient who subsequently died post procedure with pancreatitis. It was not the 

purpose of this study to comment on whether the sort of concerns this participant has 

raised were clinically or ethically justified. What was of interest was the experience of 

the first year doctor, the impact on their personal and professional lives, and how or if 

they resolved their concerns. 

 

As outlined in Chapter 2, Hutchinson and Smilovitch believe that it is important that 

medical students become aware of the sociocultural realities that surround them in 
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medicine and society and are able to reflect on and respond to their environment (28). 

In keeping with this view, PGY1B and other interviewees, were not “passive 

recipients”, but “agents capable of resisting when their deepest values were threatened”. 

Shem and Bergman suggest that “resisting may be the most important act of residents 

[RMOs] to maintain their integrity and professional identity in a medical environment 

that is too often uncaring and dehumanized”. For example, PGY1B resisted by 

informing clinical leaders of her concerns, which led to the improvement of increased 

geriatrician input  into the orthopedic rehabilitation ward. Hutchinson and Smilovitch 

(28) believe that “the real hope of medicine lies not in passing on current medical 

practices and attitudes” to young doctors “but in promoting a new kind of professional 

identity that keeps deep connection as the highest priority in their own lives and in their 

relationships with patients”. As an example PGY1B was deeply disturbed (to the point 

of “burnout”) with her daily experience of lack of care for incontinent elderly female 

patients following orthopedic surgery and the lack of nursing and surgical leadership in 

their ongoing care. 

 

A question asked in every interview was to “describe the experience of…” This 

approach mirrors what is described by Hutchinson and Smilovitch in their chapter 

“Experiential learning and reflection to support professionalism and professional 

identity formation”.  Participants in my study said that the research process itself 

enabled reflection and supported learning. Hutchinson and Smilovitch recommended 

the promotion of professional identity by “bringing our full selves to the practice of 

medicine”. Referencing Knausgard, they make a key point about knowledge and 

experience: “Knausberg feels that knowledge destroys experience... Once we feel we 

know something, we begin to distance ourselves from our experience and stop being 

fully present to what is happening”. In the first years of practice and prompted by their 

participation in this study, house surgeons recounted in detail multiple experiences. 

Second year doctors suggested that first year doctors in particular would benefit from 

opportunities to debrief and reflect. One could argue, based on Knausberg’s claim 

however, that it is second year doctors who would in particular benefit from 

opportunities to reflect, thereby enabling the integration of knowledge with experience.  

 

Clinical issues or ethical issues 
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There are many and varied ethical issues for PGY doctors in caring for patients at the 

end of life during the first two years of their professional lives. Participants told on 

average 14 stories of ethical issues at the end of life over the 12 month research period 

with a range of 11 to 18 stories  (See Table 1). Some issues identified as ethical could 

be described as clinical. It often is difficult to determine into which category the issue 

fits, which indicates how ethical and clinical decision making are closely entwined (38). 

Through this research process, it appears to me that at times there may be no distinction 

between the ethical dimension and clinical dimension of a question in caring for patients 

at the end of life. The classification depends upon the role and function of the classifier, 

particularly if the latter is or is not the clinical decision maker.  

 

In view of my particular research topic and professional background in palliative 

medicine, I am interested in D Roy and N McDonald reflections (39) on clinical ethics 

in the palliative medicine context: 

 

Ethical issues bearing upon the rights and wrongs of human behavior arise when the 

answers proposed to any given question are uncertain or conflicting. Ethics is a function 

of and an exercise of human intelligence. As such ethics shares a common cognitive 

goal with science to distinguish mere appearances from reality. Ethics is a process of 

interdisciplinary critical reflection that acts against a tendency to diverge systematically 

from what is right. What appears to be good in a limited perspective may contradict a 

greater and more commanding value. Value judgments like judgments of fact and of 

truth are governed by concurrence with sufficient evidence not by submission to 

custom, convention, authority, sheer brilliance or any overpowering attraction. 

 

Roy and McDonald continue:  

 

The shift from theoretical to practical reasoning in ethics is needed to reach the 

decisions that often have to be made at the bedside of the sick and the dying. This is 

the shift required to extricate clinical ethics and the ethics of palliative medicine from 

the deadlock of interminable discourse about matters upon which people are never 

likely to agree. The starting point of clinical ethics as of clinical practice is the 

consideration of a patient as a person like any other - the principal of personal care. 

The patient’s body and biography - his or her clinical course, life plans, relationships, 
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strengths, weaknesses and personal history - constitutes the most proximate norm 

governing the decisions to be made at the bedside. 

 

This definition of clinical ethics fits with my perception of clinical practice, and with 

the ways ‘ethical issues’ have been characterized by the participants in this study. 

Further to this point, Roy and McDonald’s also state (39):  

 

Clinical ethics then is not applied philosophy or theology. It is an original distinctive 

intellectual activity, not a derivative one. Clinical ethics is an integral part of a 

clinician’s work. Ethical dilemmas at the bedside will be misconstrued if the clinical 

situation is not understood in all its subtle medical and human complexity.”  

 

It follows that “Ethical competence” involves a doctor having “the skill and sensitivity 

to understand the patient and what constitutes the patient’s best interests”. This becomes 

“particularly necessary when patients cannot speak for themselves”, as often becomes 

the case in end-of-life care. Such skill and sensitivity are difficult to develop, as Roy 

and McDonald explain:  

 

The complete physician holds together two seemingly incompatible 

excellences; sensitivity to signals of the patient’s body and receptivity to the 

messages of a life in crisis - at the crossroads or at the terminus of a personal 

history. Competence in palliative medicine is an ethical condition of adequate 

professional response to the signals of a dying person’s body and mind. 

 

Some participants in this research, although only in first or second year of clinical 

practice demonstrated such sensitivity through their stories. Distress arose when 

participants could not balance that acute sensitivity with skill or authority to resolve the 

need. Our goal as pre-clinical and clinical educators is to help young doctors to be 

sensitized and then awakened in their role as clinical decision makers (see Figure 1 and 

2, Diagram 1). 

 

In order to provide such help, it is important to take account of the factors that helped 

and hindered PGY 1 and 2 doctors in dealing with ethical issues. Factors which 

hindered included: lack of good care for the elderly; lack of good plan of care; 
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prolonged resuscitation; inexperience; dissatisfaction with doctor’s role; perception that 

patient is ‘existing but not living’; lack of appreciation from colleagues, family or 

patients; multiple simultaneous emergency calls; family behavior; and lack of senior 

doctor support. Factors that helped them deal with ethical dilemmas included: 

expressions of gratitude; senior doctor role modeling and support; team values; 

experience; clear rules; and opportunities to debrief. Overall, these findings suggest that 

some form of senior support (individually and/or group) is required to enable the young 

doctor to retain the sensitivity while learning over time how to clinically address the 

patient’s need. If unsupported, as shown in these interviews, the young doctor may, to 

survive professionally and personally, reduce their sensitivity or leave clinical practice. 

Leaving clinical practice after many years of medical training for any reason is a serious 

concern primarily for the individual but also for the national health care system with 

New Zealand having the highest rate in the OECD of doctors leaving the country 

(40,41,42,43).  

 

Moral distress or emotional impact 

The concept of “moral distress” in nurses was described by Andrew Jameton in 1984. 

He defined it as occurring when one knows the right thing to do for a patient but 

institutional constraints make it impossible to pursue that course of action (44). This 

seems to me to be distinct from an experience of an ethical issue that has an emotional 

impact during the process of deciding what is the right thing to do. In the latter the cause 

of tension is not an institutional constraint, but an unavoidable function of the ‘high 

stakes’ nature of the decision, for which the responsible decision maker must apply 

considerable attention and effort in determining what should be done. I suggest that 

most of the ethical dilemmas reported by participants in this study are instances of 

‘emotional impact’. There are examples of ‘moral distress’, particularly in relation to 

orthopaedics and surgery, but these are proportionately fewer.  

 

Gaining Experience 

The participants consistently state that undergraduate ethics teaching cannot be 

expected to prepare them for clinical practice, and that competency can only be gained 

through experience. If experience is an essential part of how they learn, then a structure 

for reflection and sharing needs to support them. If we consider that medical education 

for clinical practice is wholistic and is life long, then support for the first years as a 
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doctor must include attention to ethical challenges. In my view supporting young 

doctors on ethical issues must be provided in a wholistic, relational way. Many issues 

occur at weekends, evenings and nights. This provides house surgeons with 

opportunities to make decisions relatively independently but also leads to their 

experience of frustration with inadequate documentation and clarity of decisions by 

weekday colleagues.  

 

Potentially Dehumanising Language 

The participants made frequent use of phrases such as “ceilings of care”  “life not worth 

living”,  “futility” and in orthopedic runs referred to patients as “neck of femur 

fractures”. This kind of language can distance the speaker from the humanity of patient, 

and distract doctors from the caring goal of medicine. For instance, in the practice of 

medicine there is no “ceiling of care”. Care should always be present. There is often a 

“ceiling of treatment” or a “ceiling of intervention”, and always a “ceiling of 

interventions which are inappropriate”.  

  

The phrase “life not worth living” was used on several occasions by two PGY doctors  

in relation to young people with disabilities following brain injury both accidental and  

spontaneous. For example, PGY2D identified with a young man admitted under  

neurosurgery with severe brain injury who was the same age as PGY2D and who  

sustained a “terrible road accident” through no fault of his own.  

 

 It’s really hard, because you don’t know what this person necessarily would have wanted 

if they had the opportunity to speak for themselves. Especially when they’re the same 

age as me I think, ‘I wouldn’t want to live that way’, and I can’t imagine that they would 

necessarily have wanted to live that way  

 

It was two distinguished German professors, jurist Karl Binding and psychiatrist Dr 

Alfred Hoche, who first introduced the phrase “lebensunwerten leben” – literally 

translated as “life unworthy of life” – in their seminal work “Die Freigabe der 

Vernichtung lebensunwerten Lebens”, or ''The Permission to Destroy Life Unworthy 

of Life,'' first published in 1920.  There is a concern that in using such language 

doctors (or healthcare professionals generally) might fall into a similar mindset as that 

which emerged in Germany prior to the Second World War. This need not necessarily 
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happen, so long as the phrase carries the appropriate sense, as per the following 

commentary that has been offered by Campbell et al (45): 

 

This [phrase] does not mean that we can decide that certain persons are substandard 

and ought to be disposed of; nor does it mean that we deny treatment to human beings 

who are less fit than their fellows; nor that we apportion health care on the basis of 

merit. This concept of a life worth living merely implies that human beings can quite 

reasonably and with sound moral judgment decide that certain kinds of life and the 

prolongation of life are of no benefit to themselves or anyone else. The admission that 

such a judgment is possible does not mean that we must take certain actions, such as 

‘mercy killing’ in those circumstances. It does mean that sometimes a patient’s 

evaluation of outcomes will lead to a reasonable decision not to undertake certain kinds 

of treatment even where that might be considered by some doctors. 

 

It is important to assist house surgeons to negotiate these difficult concepts, so that they 

sustain a strong sense of the humanity of their patients and recognise the risk of self 

identification, transference and countertransference. This could be done through the 

small group or individual sessions proposed below, if ethical issues at the end of life 

were included in the intern PGY1 and 2 curriculum.  

 

The term ‘futility’ is open to similar misinterpretations as a notion of ‘life not worth 

living’. PGY1C identified this concern in relation to decisions for older people. Kasman 

(46) provides a comprehensive discussion of medical futility (including how it should 

be defined) and arguments against its use. It is worth quoting directly from this author:  

 

Discerning when medical interventions merely prolong dying is a distinctly modern 

challenge… Physicians must always convey that medical care is never futile… The 

effort to respect patient values as well as one’s fiduciary commitments, requires 

humility, integrity, patience and finesse in order to avoid tragedies of 

miscommunication… The physician who unveils a family’ values, clarifies medical 

standards of care, explicated effectiveness from benefits versus harms, and respectfully 

explains alternative care plans is more likely to find common ground with patients. 

 

The participants gave examples where they realized that by making a difficult medical 

decision, they were relieving families and patients of the unnecessary burden of feeling 
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that they had to decide on the clinical course of action. Although only in their first 

months as doctors they have insight into what Kasman describes in this remark: “A 

common error today is for physicians to leave this difficult choice to patients alone 

without ever succinctly expressing their professional opinion that further aggressive 

treatment is medically harmful and hence not indicated”.  

 

The death of patients 

In their chapter titled ‘Experiential and reflective learning’ (28), Hutchinson and 

Smilovitch introduce the concept of death anxiety in this way: “one self evident aspect 

of medicine is that our patients die”. They continue “anything that makes us aware of 

our own mortality triggers defenses that shield us from the terror that thoughts of our 

own death involve”. They note, “in medicine we live in a world bombarded by such 

triggers”.  Experiments have shown that the psyche activates defenses, one of which is 

to bolster our self-esteem by association with a group and distance ourselves from the 

“others”. In medicine this group of “others” in relation to death anxiety may be patients. 

Quoting Hutchinson and Smilovitch: “They are dying but they are not part of my 

group”.  PGY2D revealed insight into this phenomenon, which she recounted on Page 

82 where a day at work as a doctor is generally fun, whereas for the people you are 

caring for; it is often the worst day of their lives. She has learnt that as doctors they 

could not live their life if they held onto everyone’s burden. In her second year she did 

not feel so demoralised by terrible things. The doctors feel empathy that they convey to 

the patient but they learn not to take it home. 

 

 

Professional Growth 

The participants displayed remarkable clinical and professional growth over the twelve 

months of the interview period. Areas of growth included identifying how to improve 

care of the unwell elderly, when to be more assertive for the benefit of patients care, 

how to identify that a patient was dying, how to listen and respond to grieving or 

distressed families, the therapeutic value of being present and listening, how to care for 

a patient who is dying, the value of being decisive.  

 

The professional growth was particularly identifiable during the busy rural hospital 

experience. In larger city hospitals, house surgeons are observers of the ethical issues 
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in practice whilst in smaller rural hospitals, they have to take more responsibility for 

their decisions. In the absence of formal opportunities to reflect and discuss, house 

surgeons create debriefing opportunities for themselves and discuss ethical issues 

among their colleagues. Once again the latter appears to occur more frequently in rural 

hospitals.  Examples of growth in wisdom or understanding include that of a distressed 

family of a dying patient where PGY1F procrastinated, as he was anxious at how he 

would handle the situation, but then learnt the importance of simply turning up. He 

observed that “they just needed to know that the doctor could come and have a 

conversation”. PGY1F also led a debrief meeting with 12 nurses, an opportunity he 

would not get in a tertiary centre. He listed the areas in which they had failed in patient 

care, showing significant leadership and growth in clinical reasoning. 

 

The participants recognise this professional growth and maturing. PGY1E reflected that 

one of the most satisfying experiences was in caring for patients who were dying and 

their families. She described that the connection and communication with people at 

these times as “one of the most privileged parts of being in medicine.” 

 

On three occasions participants wondered whether they are learning at the expense of 

good patient care. They also refer to the bigger picture of needing this opportunity to 

learn. In the rural hospital setting in particular, they have more opportunities to make 

decisions and have direct access to the Consultant by phone or in person. Their stories 

suggest that this apprenticeship model stretches them but that they grow professionally.  

 

Differences bewteen PGY1 and PGY2 

It is possible that PGY2 are more likely than PGY1 to be alert to “bigger picture ethical 

issues” as they are more comfortable in their clinical decision making after one year’s 

experience. By contrast, PGY1s are challenged by every new clinical situation that has 

an ethical element to the decision making. The PGY2 participants generally recounted 

different ethical issues, less based on individual clinical decisions and more broadening 

out from the individual example to the implications of practice, e.g. the use of resources 

in palliative care or health care. 

 

 

Palliative care 
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The interaction with a dying patient and their family is consistently a significant 

challenge for first years and for second years but – in line with the observation in the 

previous paragraph – generally less stressful in second year. For example, PGY1B, who 

had additional palliative medicine experience than colleagues, noted that “palliative 

care is emotionally charged, and it's ethically charged as well”. This participant 

recognises as a first year doctor the challenge of giving time to the dying patient and 

attending to other patient needs:  

 

 I think it has a significant impact. I was terrified of death. I really wanted nothing to 

 do with palliative care.  Because palliative care is emotionally charged, and it's  

 ethically charged as well, because people aren't necessarily on the same page when it 

 comes to withdrawing treatment, taking a palliative approach. How much time you 

 should invest in that in comparison to other tasks on the ward?  Cos there's always 

 more you can do for everyone else as well.  

 

Experience of working in the hospice changed PGY2G’s views on the importance of 

palliative care. This experience led PGY2G to question why pallitative  care services 

have to fundraise for what is in fact a basic health care provision, i.e. the care of people 

who are dying.  

 

Ethical sensitivity to ethical awakening 

The participants’ discussion of ethical issues across the interview period suggest the 

need for a transition from a kind of general awareness (sensitivity) to a more alert and 

proactive standpoint that involves a readiness to respond (awakeness). I am 

characterising this here as a transition from ethical ‘sensitivity’ to ethical ‘awakening’. 

As  undergraduate medical students learning ethics, they explore what might be the 

right thing to do, whereas as  practising doctors, they need to decide what is the right 

thing to do, because they are in a role where they are required to make decisions and be 

responsible. 

 

In some contexts the house surgeons can be participants and observers of the ethical 

and clinical dilemmas, e.g. on ward rounds with consultant or registrar, while in others 

they can be participants and decision makers, e.g. on duty at night or at weekends. 

Growth occurred in professional skills in both settings, though was more likely to occur 
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where the participant had to make a decision. Similarly, distress occurred in both 

settings, though more distress occurred where they felt unsupported in their decision-

making. It appears in this study that the best environment for clinical and professional 

growth in relation to ethical issues at the end of life was where the participant doctor 

had the opportunity to make independent clinical and ethical decisions with senior 

doctor support (registrar or consultant) readily available. 

  

If the purpose of undergraduate ethics education is to uncover the individuals ethical 

sensitivity in preparation for clinical practice, then what is our responsibility or duty to 

maintain, nurture and grow that ethical sensitivity and transition to  ethical awakening? 

I will refer later to our obligation to support this transition. 

 

This research was not designed to compare PGY1 and 2’s experiences, rather the 

research was designed to gather and delve deeply into a broad range of experiences as 

recounted by the doctors themselves. I wonder, however, whether doctors could 

become less ethically “awake” as they progress through training.  Do they lose an  

“ethical sensitivity”, as it is already suggested they may lose empathy? (47)  

 

Relationship with senior doctor 

Relationships with senior doctors is critical to the ability of the house surgeon to 

maintain ethical sensitivity and develop ethical awakening while developing their 

clinical practice (see Figure 1, 2, Diagram 1). Often seemingly small actions of the 

senior doctor have a big impact on the sustainability of practice for a participant, e.g. 

noticing and acknowledging the house surgeon’s good work (see page 57). At the same 

time the absence of the senior doctor, leading to loss of interest in the participant, had 

significant negative effects on them. This suggests that in responding to challenging 

ethical issues, the house surgeon needs to know that a senior doctor is interested in what 

they are experiencing (see Figure 1, 2 Diagram 1). These examples support the 

involvement of senior doctors in clinical ethics teaching, both in post graduate and 

undergraduate teaching. 

 

 

 

Clarity as to doctors’ role 
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Some participants made an important point in relation to requests by families to “speed 

up the morphine”, observing that they knew clearly what their role as a doctor was and 

that there was a “clear line in the sand”. Having this clear line enabled them to express 

their position to the family and then discuss with the family member what was behind 

their request and distress.  

 

PGY1E referred to her attitude towards euthanasia as an undergraduate and how it had 

changed within 6 months of clinical practice. PGY1E  cannot  now imagine “giving 

someone a lethal injection”. She added that:  

 

It [clinical experience] changes the way you think about things. Just actually seeing 

clinical practice, and death and dying. Like with the whole euthanasia thing. I've always 

been on the fence.  I can see and understand the argument for people wanting to have 

access to assisted suicide, but actually working in medicine, has changed my thinking 

quite a lot. I would definitely not be for euthanasia now. 

 

In relation to two issues – care of the elderly in an orthogeriatric ward and the story of 

a nurse bringing up euthanasia with a family as patient lay dying – I needed to reflect 

on whether I should take further action. However in both situations, I thought that the 

PGY doctors had followed up appropriately with a senior doctor in geriatrics and a 

senior ward nurse and that I was not obliged nor required to take further action. 

 

Opportunities to Reflect 

On a number of occasions the participants noted the importance of reflection in 

facilitating growth and their ability to respond to ethical challenges. Ten of the 

particpants were enthusiastic about creating reflection/debriefing opportunities for 

house surgeons on these issues. The remaining three, who thought such debriefing more 

applicable to first year doctors, were second year house surgeons who had runs in 

psychiatry and paediatrics with less involvement in end of life care. The following 

comments from PGY1F is a good representation of the general view: 

 

 I think it really is [valuable]. We do have structured teaching twice a week but 

 that’s in big groups, they often ask are there any problems, but who’s going to put 

 their hand up in front of 40 of their peers say I’m having problems! It’s in a small 
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 group setting that things tend to come out. This was really good. I know the idea of this 

 wasn’t necessarily to help me deal with the problems I’ve had. It was kind of an 

 added benefit. That it has especially in [Rural Hospital] where you’re a bit more on 

 your own and cardiology. Start of the year [it was valuable] even vocalizing there 

 were issues and there were problems needed to deal with it and some of it wasn’t ok.  

 I’ve really appreciated this kind of thing. When things did happen, I used to 

 think ‘oh Sinead might want to know about that or that would be good thing to talk 

 about.’ It was quite nice to know even in the midst of the busiest shifts, these things 

 will come up again, even if you do have to ignore your feelings about something or 

 ignore that an interaction didn’t go well you knew that it  wasn’t going to just fade off, 

 despite the fact that you go home at 11 o’clock. It would be addressed at a later date, 

 not looking at it being solved but at least it was addressed. 

 

 I just met [PGY1E] upstairs and we were both saying it has been really good ‘I 

 look forward to these end of runs. I actually am going to miss them next year’. She 

 said that to me. She’s actually going to miss being able to chat. Its quite nice just to 

 have the opportunity to say… they are the worst bits that we talk  about here, they put 

 strain on us and so its good to talk about them.  

 

The participants all commented on the value of the research process in providing them 

an opportunity to reflect and discuss. Some spoke of how significant the reflective part 

of the research process was and the value of having a senior doctor available regularly 

to listen to their stories. All participants considered debriefing or reflection processes 

to be valuable, particularly for first years. This indicates the need for the creation of 

some structured support for PGY1&2 doctors in reflecting on and responding to ethical 

issues at the end of life, as they transition in their clinical practice from student to 

responsible doctor. It suggests that while debriefing with doctors of similar experience 

is good (i.e. with peers), debriefing with senior doctor might be more effective, 

providing wider and deeper context to the insights. All indicated that they did not 

experience this in their interactions with the Medical Council appointed PES. It was 

suggested by some that this kind of support was incompatible with the PES role. 

 

Kelly et al (44) refer to the “need for models and tools that guide clinicians in 

undertaking the important tasks of caring for dying patients and remaining capably 

involved and committed to this care and its ethical requirements”. In recommending 
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“consultation with colleagues and regular clinical supervision as practices that can 

prevent severe levels of clinician distress”, they also support “specific training in skills 

of listening and the capacity to remain alert to both conscious and unconscious factors, 

listening to one’s own emotional responses and reflecting on their meaning”. This 

research supports Kelly et al’s recommendation. It is at this important and deep level 

that PGY 1 and 2s should receive ongoing support.  The provision of regular debriefing 

or reflective support for PGY doctors would potentially improve the self awareness for 

the senior doctors also and add to a positive and nurturing culture for all health care 

staff. It appears that structures or systems that foster such reflective ‘thinking, doing 

and presence’ for early postgraduate doctors are essential for their wellbeing and 

growth as well as the well-being of their patients. I conclude that reflective thinking, 

doing and presence (to which I have referred on page 6) help to sustain “ethical 

sensitization” and “ethical awakening”. 

 

Like the participants, I believe that the research process itself had professional value in 

providing a place and time for the PGY doctors to tell their stories of challenging 

clinical encounters. This supportive role was not foreseen in the research planning 

phase. Perhaps simply being asked the question and providing dedicated time and 

space, sensitized and awakened the PGY to look out for possible ethical issues. 

Following this up with the regular availability of a senior doctor who listened with 

interest to the clinical experiences of first and second year doctors, further embedded 

the learning opportunity. 

 

Obligation to support 

The participants in general showed remarkable sensitivity to ethical issues at the end of 

life. This sensitivity is to be acknowledged and encouraged. However, there is an 

obligation on those responsible for the training of undergraduate and PGY1&2 doctors 

to create a skilled and supportive environment to nurture this sensitivity. In the absence 

of such nurturing, ethical sensitivity may lead to disillusionment and disenchantment 

with clinical practice. In other words, we cannot aspire to create reflective, ethically 

aware medical students and early post graduate doctors if we do not support them as 

they become increasingly responsible for making ethical decisions (Figure 1, 2 and 

Diagram 1). 
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It is remarkable that out of possible 52 interviews based on the study protocol, 13 

interviewees attended 51 interviews.  As the interviewer, I was inspired and excited by 

the enthusiasm of the participants to recount their experiences. As I interviewed the 

house surgeons, I was impressed by their courage, their resilience, the impact of these 

events on them and I felt that they had the right to be heard. I began thinking about how 

does one create a safety net, and a community of practice in which they can tell their 

stories. I wondered how we might alert consultants and registrars to the potential needs 

of these early year doctors within the complex hospital environment. I was also acutely 

aware of the impact of these experiences in 1st year on their future in medical practice.  

The alternative to formal sessions for reflection and debriefing is the creation and 

maintenance of a culture of gratitude and acknowledgement within all teams and 

locations where PGY 1 and 2 are working. How can such a community of practice be 

established and nurtured?  Aase et al’s (16) has stated, “Belonging to a caring and 

considerate community may provide a means of growth and coping when exposed to 

existential aspects of clinical work and developing a professional identity”. This view 

is supported or borne out consistently by the respondents in this research. There are 

many examples of senior doctors, colleagues, nurses and orderlies co-creating this 

culture of care in each of the research locations that inspire and sustain the participants. 

At the same time, there are also stories of significant gaps in the network of kindness. 

 

Future developments arising from this research 

I suggest there is a need to raise the general awareness among registrars and consultants 

of how important their roles are in supporting house surgeons on these issues by 

noticing, enquiring, sharing and guiding on day to day basis. However, given there is 

now less continuity of house surgeons in their own team, e.g. rostered days off, 

relieving PGY role, 3 month runs rather than 6 month duration, it is difficult for the 

registrars and consultants to provide this support. I therefore recommend, in addition to 

a general culture of senior acknowledgement, the creation of regular reflective sessions 

individually or in small groups with senior doctors, e.g. consultants and advanced 

trainees for all PGY doctors. This may or may not sit within the PGY training program. 

This novel wholistic program could sit within Clinical Ethics Advisory Group 

governance. I would be interested in developing and establishing this program and then 

using research methodologies to assess the value of such a program. 
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In my proposal I referred to recruiting Maori/Pacific doctors which I did not achieve. 

Of thirteen doctors, three identified as African, English and Indian respectively, while 

the remaining 10 identified as Pakeha New Zealanders. I would like to do similar 

research with Maori/Pacific PGY1 and 2 group of doctors and in this regard, I have 

initiated discussion with a Maori Development Group representative at CCDHB. 

 

The New Zealand Medical Council guide for prevocational education supervisors and 

the associated New Zealand Curriculum framework refers (Pg. 8) to the pastoral role of 

the education supervisor who oversees approximately 10 interns. On page 30 of this 

document a reference is made to factors leading to underperformance with example of 

a “traumatic clinical event being a common scenario for interns which can be 

devastating, e.g. first cardiac arrest”. The findings of this MMedSci study are in line 

with this statement but go further in recommending the creation of an environment 

infused with senior doctor acknowledgement of, and interest in, the individual intern.  

This may be difficult to achieve throughout a large multisite organization. All PGY 

doctors in this study said that the prevocational Educational Supervisor (PES) did not 

fulfil the role of support or debriefing on ethical issues at the end of life. In light of this 

challenge, I recommend the creation of a structure to debrief, e.g. identified senior 

doctor who is available to meet 1:1 and/or with a small group of interns to discuss the 

ethical challenges they have encountered. 

 

As a health care organization, the ideal situation would be to have the value system 

embedded in the hospital culture and environment of support and acknowledgement of 

the ethical challenges encountered by junior doctors. In addition a safety net, 

particularly for first years, would be to have one or a combination of the following: 

 

1. Prevocational Educational curriculum to include early in the year a session on 

the potential impact of these experiences on PGY1 and how to obtain support, 

with examples of what may arise in clinical practice.  

2. Dedicated senior doctor and/or advanced trainee with interest and skills to be 

available to PGY on a flexible basis,  

3. Dedicated Senior doctor and/or advanced trainee with interest and skills to be 

available at regular intervals (quarterly) for small group conversations or 

individual sessions 
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In Conclusion 

 

This research began with the following question: what are the experiences of ethical 

issues at the end of life for first and second year doctors. The research concludes with 

a new question: what are the ethical responsibilities of medical teachers and institutions 

to these young doctors? As senior doctors, including registrars and as postgraduate 

teachers, what are our value-guided, ethical obligations to support early postgraduate 

doctors in facing the multiplicity of death related issues for patients, families, health 

care staff and in realizing the impact on themselves? This “tsunami” of death related 

issues can and often arrives within the first weeks of practice as a doctor. We do not 

want to block or shield the doctors from the experience but we must support them in 

engaging fully with the experience.5 

 

 

 

 

 

 

 

                                                 
5 This research paper is one of nine papers accepted (from 149 submissions) for oral presentation at 

Research Forum of International Congress Palliative Care, Montreal, October 13-16, 2020 
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Number 

Interviews 

51 out of possible 52 1 Paediatric run missed  

Year 6 PGY1 7 PGY2  

Gender 8 Female 5 Male  

Ethnicity 1 Indian 2 African 10 Pakeha 

Age 5 = 25yr 7</=30yr 1>30 

Interview length Mean 26 min Range 4-46 min Total 21 hours recorded 

Medical school Auckland 2 Otago 11  

Graduate 9 Undergraduate 4 post graduate 2 intercalated BSc 

Locations Rural Hospital Tertiary, Secondary  

Hospitals 

Geriatric/Rehabilitation 

campus 

Allocated Runs Geriatrics, General 

Medicine, Cardiology 

Paediatrics, 

Psychiatry, Hospice 

ED rural, ED tertiary, 

Ortho-Geriatrics, 

General Surgery, 

Neurosurgery, 

Cardiothoracic surgery 

Relief run  

 

 

Table 2. Results Demographics   
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Figure 1. 

Schematic representation of relationship between experience of ethical issues at the 

end of life, helpful and hindering events and professional growth 
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Appendix 1 
 

 

The following questions were used if appropriate to explore these issues: 

   

 Describe an ethical issue you have encountered in end of life care of a patient 

 Why was that an ethical issue? 

 How supported did you feel? 

 Did you rely on any of medical school training in ethics? 

 What do you understand by medical ethics? 

 How would you describe medical ethics? 

 Have there been situations in caring for people who are dying where you felt 

uncertain about what to do? 

 What would have helped you? Or what do you wish you had known more about? 

 

The following prompts were used to develop or extend participant responses:  

 What did you do? 

 How did you cope? 

 What did you understand was happening? 

 Who helped you? 

 What did you learn? 

 Who supported you? 

 What did you remember from medical school learning? 

 What would have helped you? 

 What do you wish you had known more about? 

 

 

Recording device and Data safety 

 The digital recording device was kept in a locked draw in the SR’s office 

whenever data was on it and was not in use for interviews or transcription. 

Signed consent forms will be kept in the same locked drawer. This office was 

within a staff-only, swipe card protected area on level 5 of Wellington Regional 

Hospital. Data was transferred onto and kept on the password protected Citrix 
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computer system based at CCDHB. Raw audio data was transcribed to written 

format by the SR or a transcriptionist with skill and experience suitable for 

medical content transcription. The first and second set of interviews were 

professionally transcribed, funded by SR. The third and fourth set of interviews 

were transcribed by SR. The study data will be securely stored for 10 years with 

anonymous electronic data on the CCDHB Citrix system in a password 

protected folder, and hard copy data within the secure office at Wellington 

Regional Hospital. 

 

Diaries as aide memoire only 

 The purpose of the diaries was to support or prompt the interview process as 

memory can easily fade with the busy clinical workload. Participant reflective 

diaries were distributed at the first enrollment meeting to be used as aide memoire at 

the discretion of the participant. The idea was  used to facilitate recall for the 

interviews. The diary interview method  involves participants keeping a diary for 

a particular length of time, then discussing and elaborating on their diary entries 

during the interview.  

 

 

 


