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ABSTRACT

Background: Palliative care is not yet routinely 

integrated into surgical services in Canada, 

for a variety of complex reasons. We explore 

the understanding of modern palliative care 

among British Columbia general surgeons and 

its potential role for their patients.

Methods: Surgeons were invited to participate 

in semi-structured interviews. Thematic analy-

ses were conducted via interpretive description 

in an iterative approach. 

Results: Eleven interviews were conducted. 

Three overarching themes were identified: 

(1) palliative care in surgery is important, but 

not all surgeons are willing and/or able to 
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engage in providing it; (2) caring for seriously 

ill patients causes professional and emotional 

fatigue; and (3) the absence of integrative pal-

liative care programs in the community results 

in learned helplessness and surgeon burnout.

Conclusions: General surgeons’ concept of pal-

liative care focuses on noncurative trajectories 

and represents a stagnant concept. Empathic, 

goal-concordant patient–physician conversa-

tions regarding surgical care paradigms are 

hindered by perceptions of resource limitations 

in a strained health care system.

Background
The practices of general surgeons have tra-
ditionally been rooted in the imperative 
to relieve pain and suffering. However, as 
surgical innovations have grown in sophis-
tication, palliation and cure have grown 
into diverging medical philosophies, and 
surgeons have not consistently explored 
basic palliative principles alongside active 
disease management, while not consider-
ing goals-of-care discussions until standard 
treatments are considered futile.1-3 Physi-
cians’ erroneous assumptions of patients’ 
goals drive prolonged and unwanted 
life-sustaining treatments at a high cost, 
both financially and morally.1,2 

Shared decision making is a funda-
mental tenet of surgical care.3-5 Despite 
robust evidence demonstrating significant 
benefits and improved patient outcomes 
from early and simultaneous integration of 

palliative care with disease-directed treat-
ment,5-7 there has been little uptake within 
the general surgical community.8-10

The palliative approach to care includes 
basic symptom management, good com-
munication, and coordination of multidis-
ciplinary care. It is a responsibility of all 
health care professionals. Where needs are 
complex, a specialist palliative care pro-
fessional may be necessary, but they are 
in limited supply, particularly in rural and 
remote areas. Many patients also lack family 
doctors, which places pressure on specialist 
services’ capacity. Surgeons are therefore 
required to provide at least basic pallia-
tive care as a core competency.11 They need 
to transparently discuss the probabilities 
of different outcomes and negotiate the 
challenges of achieving patient goals, in 
addition to juggling their workload. An 
increasing number of publications detail 
the impact of demands on Canadian phy-
sicians in a health care system crippled by 
limited resources and burgeoning documen-
tation requirements, which is contributing 
to moral distress, burnout, and postpan-
demic fatigue.12-14

Methods
The research team consisted of clinicians 
at the University of British Columbia in 
general/surgical oncology (C.W.L.), surgi-
cal education/surgical oncology (R.C.), pal-
liative care (P.H.), general surgery residency 
(K.M.T.), and undergraduate studies ( J.Z.). 



249BC MEDICAL JOURNAL VOL. 67 NO. 7 | SEPTEMBER 2025 249

Lee CW, Cheifetz R, Hawley P� CLINICAL

Participant recruitment
BC general surgeons were contacted via 
email in 2020 and invited to complete an 
anonymous computer-based survey that 
explored training, clinical experiences, and 
self-perceived competency in goals-of-care 
discussions and end-of-life care (data 
available from the corresponding author 
upon request). The survey was used to gar-
ner interest in and encourage thoughtful 
consideration of personal experiences of 
clinical palliative care and assess interest 
in participating in semi-structured inter-
views. The survey data did not inform inter-
view responses because participants were 
de-identified, and the survey data do not 
correlate with interview data.

Interview procedures
The interviewers (C.W.L., J.Z., and K.M.T.) 
asked open-ended questions related to 
exposure to palliative care as a surgical 
trainee, formal palliative care or enhanced 
communication skills training, specialist 
palliative care engagement, understanding 
of palliative care services as they apply to 
surgical patients, and current access to pal-
liative care for patients.

Confidentiality was maintained by 
de-identifying interviewees prior to data 
analysis and reporting aggregate responses 
only. Interviews were audio- or video-re-
corded and were transcribed verbatim. All 
recordings were stored in password-encoded 
software available only to the study coordi-
nators. Interviewee demographics were not 
collected to protect participant confidential-
ity and to be consistent with qualitative the-
matic analysis using interpretive description, 
as described by Thorne and colleagues.15 
This method emphasizes the generation of 
clinically relevant information through the 
interpretation of themes derived from the 
data rather than on demographic variables, 
in which the goal is to capture the richness 
and complexity of human experiences that 
transcend demographics.

The transcripts were manually reviewed 
for accuracy through line-by-line compari-
son with audio recordings and were ana-
lyzed via thematic analysis of interpretive 

description, as described by Thorne and col-
leagues.15 We met virtually and in person 
on numerous occasions to discuss, review, 
and refine themes after each interview was 
conducted and upon completion of all inter-
views. The study included all participants 
who were available and willing to participate 
in interviews. In keeping with interpretive 
description thematic analysis, sample size is 
reflective not of generalizability but rather 
of the depth of relevance of the insights 
derived from patterns across participants.15 

Ethics board approval was obtained 
from the BC Cancer Research Ethics Board 
in 2020.

Results
Eleven semi-structured interviews were 
conducted with surgeons. Three distinct 
themes emerged:
1.	 Palliative care in surgical care is impor-

tant, but not all surgeons are willing 
and/or able to engage in providing it.

2.	 Caring for seriously ill patients causes 
professional and emotional fatigue. 

3.	 The absence of integrative palliative 
care programs in the community results 
in learned helplessness and surgeon 
burnout.

See the Table for surgeon quotes by theme.

Themes Representative quotes

1)	Palliative care in 
surgical care is 
important, but 
not all surgeons 
are willing and/or 
able to engage in 
providing it.

“We want patients to have support, but I don’t think most surgeons have 
the interest in doing that. What we need to get better at or feel more 
confident about is … introducing palliative care.” (ID8)

“I don’t really see my role as sort of trying to mobilize all the support 
resources … I just don’t have the time.” (ID3)

“So, I think you need to be involved in bringing up the conversation and 
then handing it off to someone.” (ID4)

“You don’t have time talk to someone, because you’re busy. And, you know, 
you can avoid difficult … or uncomfortable things.” (ID7)

“It’s just like that really wears on you, like you feel like you’re the Grim 
Reaper. If I wanted to be a palliative care doctor, then I would have gone 
and done that.” (ID2)

2)	Caring for 
seriously ill 
patients causes 
professional 
and emotional 
fatigue. 

“Many times, it just comes sort of too late. And I would say help make that 
transition from trying to … cure the disease … to more … acceptance, that 
we have limitations.” (ID9)

“If you spend every day you have [in] an intense conversation with a 
35-year-old woman about their advanced breast cancer, it just is dreary, 
hard to remain optimistic, especially with a limited pandemic.” (ID2)

“And I’m left feeling like ‘Hey, I’m making this final decision,’ you know, for 
this … this poor girl. I couldn’t make that decision. And I was like ‘I can’t 
deal with this. I really cannot deal with this at all.’” (ID1)

3)	The absence 
of integrative 
palliative care 
programs in 
the community 
results in learned 
helplessness and 
surgeon burnout.

“I just find that many times, it just comes sort of too late, where a lot of the 
services could have been better utilized.” (ID11)

“You actually have to demonstrate to that person that you see them as a 
complete and whole person … and to do that properly, you actually have 
to give a little bit of yourself every time.” (ID2)

“I don’t even want to discuss, like, you know, especially if I’m about to 
operate on someone, I get all uncomfortable talking about the CPR and the 
code status … I just feel like it almost sells the situation wrong and I’m left 
feeling stuck.” (ID5)

“And then I keep finding that nobody’s had these conversations with 
people. So it makes it really hard when it’s sort of the last hour, where 
people will make a real educated decision.” (ID8)

“But sometimes I’m stuck doing it. And it’s not something I do frequently. 
So it actually takes me quite a bit of time, and I’m tired.” (ID10)

TABLE. Representative quotes by thematic analysis.
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Palliative care in surgery
Participants echoed the importance of a 
palliative approach to care for patients 
with critical or life-limiting illness. There 
was unanimity on the need for palliative 
care services at the end of life, to transition 
into hospice, or when cure was unachiev-
able. Surgeons rarely initiated discussions 
about including a palliative approach to 
care as part of treatment goals. Many sur-
geons believed palliative care equated to 
end-of-life care.

Surgeons described scenarios in which 
palliative care services were offered when 
no other treatment options seemed clini-
cally reasonable. None of the participants 
described experiences in which palliative 
care services were introduced and integrated 
early during treatment. Many participants 
discussed experiences with patients in emer-
gency scenarios who did not understand the 
severity and life-limiting nature of their 
disease prior to presentation to the emer-
gency room, hence having no framework 
for the illness they were experiencing. In 
cases where patients were told what dis-
eases they had, palliative care was rarely 
incorporated into their treatment plans 
unless disease-modifying treatment options 
were no longer deemed suitable. Partici-
pants shared experiences in which they felt 
reluctant to use the term palliative for fear 
of alienating patients or obliterating hope. 

Due to a lack of awareness of the re
sources available within the hospital or 
immediate community, many surgeons 
rarely initiated discussions about the pur-
pose, benefits, and rationale of palliative 
approaches to care, even when appropriate. 
“I don’t think most surgeons have the inter-
est in doing that. What we need to get bet-
ter at or feel more confident about is, like, 
introducing palliative care. So, we need to 
know what’s involved, but the breaking of 
bad news . . . do not shy away from that . . . 
we need to do better introducing people 
to die.” (ID8)

Professional and emotional fatigue
Participants were aware of their patients’ 
suffering. They shared stories about how 

patients felt dismissed by the health care 
system prior to developing acute illnesses 
and how some patients could have felt mar-
ginalized by the lack of care and continu-
ity in their communities. Many surgeons 
expressed strong commitments to whole 
patient care but found it personally chal-
lenging due to a lack of time, unfamiliarity 
with referral processes, and a lack of aware-
ness of community resources.

Implementing palliative care services 
was consistently viewed as needing to be 
provided only when surgery was no lon-
ger safely recommended or was considered 
futile. This notion was in keeping with the 
opinion that palliative approaches are 
mutually exclusive with active treatment. 
Unwillingness to engage in end-of-life con-
versations was also due to the sentiment 
of misplacement of responsibility onto the 
surgeon. Participants recalled these conver-
sations as chaotic and emotionally charged, 
leaving fragments of guilt and distress after 
engaging in life-modifying conversations. 

“And so you’ve tried everything. And 
that’s when you quit looking at the patient 
as a whole, and how they’re doing and what 
their goals there might be, looking at the 
broader picture. . . . These activities are really, 
incredibly invasive indicates a painful and 
possibly not effective intervention, [which] 
would be offering them the opportunity to 
talk to someone about quality of life rather 

than, you know, going full bore to the end, 
and then [we are] just exhausted . . . from 
what we’ve done to them.” (ID4)

Learned helplessness
While acknowledging the importance of 
using an integrated palliative approach to 
care, general surgeons did not express inter-
est in additional learning opportunities to 
develop communication skills targeted at 
advance care planning and goals-of-care 
discussions. Many participants readily dis-
cussed the availability of specialist palliative 
care consultants in their hospitals but knew 
little about the community palliative care 
resources available. The principal reason for 
this was the conflicting demands of work-
load, but respondents also revealed that they 
referred late, if ever.

“When I’ve kind of maxed out where 
I feel comfortable going with medica-
tions, getting someone to . . . come and 
offer advice for that beyond just kind of 
the standard cocktail, you know, when you 
[start] having to adjust, I think there’s often 
been an inappropriate delay at our site. And 
in that . . . regard, just because, again, there’s 
not somebody dedicated to a palliative care 
service here.” (ID10)

Supplementary data are available from 
the corresponding author upon request.

Discussion
General surgeons in this study expressed 
a genuine desire to provide whole patient 
care; however, they did not feel it was 
their responsibility. There was discomfort 
and a lack of knowledge about how to 
connect patients with community pallia-
tive care resources and reluctance to have 
goals-of-care conversations. Low comfort 
levels derive from multilayered negative 
personal and interprofessional experiences.16 
Our study revealed that most general sur-
geons said they were comfortable with their 
skills in discussing prognoses, death, and 
surgical outcomes; however, they had little 
interest and motivation in actually doing so. 
Surgeons conveyed strong notions of burden 
in engaging in quality-of-life discussions, 
adding that they were already overwhelmed 

The rarity of these 
conversations 

perpetuates the 
misconception that 

palliative care is relevant 
only close to end of 
life, when it offers a 
holistic approach in 
the treatment and 

support of patients with 
serious illnesses from 
the time of diagnosis.
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by the demands of their existing practices 
and responsibilities. 

Until recently, palliative care discus-
sions were rarely taught in traditional sur-
gical training.17 Participants in this study 
expressed feeling distress, uncertainty, and 
frustration with the health care system 
regarding access to and support provided 
by palliative care services when needed. 
These conversations involved near-death 
or end-of-life situations. The rarity of these 
conversations perpetuates the misconcep-
tion that palliative care is relevant only 
close to end of life, when it offers a holis-
tic approach in the treatment and support 
of patients with serious illnesses from the 
time of diagnosis. Recognition of this out-
dated misperception is an opportunity for 
re-engagement and education. 

Eliciting patient goals during emer-
gencies in which there is no pre-existing 
therapeutic relationship between patient 
and surgeon can be particularly taxing. 
The best-case/worst-case framework for 
high-risk decision making offers a useful 
tool that can be applied in the emergency 
department or clinic.18 Its success, how-
ever, depends on provider empathy, willing-
ness to practise, and time spent building 
the surgeon–patient relationship. A recent 
systematic review of 18 studies on the out-
comes of communication skills training 
among surgeons indicated that palliative 
care training interventions, both objectively 
and subjectively improved surgeons’ confi-
dence in communication, knowledge, and 
skills in symptom management.18 

The “10 000-hour rule” of deliberate 
practice famously describes what many 
surgeons have learned over years of train-
ing: that it takes a lot of practice to be good 
at complex technical tasks.19 To generate 
the same “muscle memory” with commu-
nication skills, the same degree of train-
ing and education should be considered 
for nontechnical skills. Surgical training 
programs across North America have 
adopted palliative care curricula since the 
early 2000s;20,21 however, the implementa-
tion and success of these programs remains 
variable and limited.22 Surveys of surgery 

residents revealed that although the level 
of clinical exposure to palliative care prin-
ciples appeared adequate, many perceived 
that their education was not appropriate-
ly matched to their level and duration of 
training.17,23 Continuing medical educa-
tion on palliative care principles to sup-
port surgeons currently in practice is rare.17  

Mentorship and active role modeling have 
more impact than didactic teaching and 
have been shown to impart meaningful, 
practice-changing habits among trainees 
and junior staff.24 

The surgeons we interviewed tended 
to focus on the deficits of the health care 
system. Workplace culture and regional 
disparities across the province negatively 
affected surgeons’ willingness to initiate 
early conversations with their patients. The 
overwhelming sentiment was that referral 
to a palliative care specialist was the most 
efficient and streamlined approach to care. 
The shortage of palliative care specialists 
and trained family doctors was perceived 
as a failing of the health care system rather 
than a missed opportunity to fill the gap 
as a member of the provider community. 
Surgeons wanted specialist colleagues 
and teams to be responsible for facilitat-
ing complex decision making and empha-
sized that engaging in emotionally laden 

goals-of-care discussions was not viewed 
as legitimate general surgery “work.” Dis-
interest was often linked to past experiences 
that involved deep feelings of stress, which 
subsequently resulted in depersonalization. 

It is well established that stressors in 
the health care workplace contribute to 
dissatisfaction, burnout, attrition, and, in 
extreme scenarios, suicidal ideation.24 Moral 
distress among surgeons exists on multiple 
levels, including individual, interpersonal, 
environmental, and community, as well as 
in policy.25 Extrinsic protective factors were 
identified as having ethics training, early 
access to specialist palliative care support, 
more frequent discussions about goals of 
care, team collaboration, and colleague sup-
port.25 When applied in appropriate and 
supportive scenarios, improved familiarity, 
training, and collegial support may alter a 
surgeon’s perception of their role and their 
abilities to conduct effective goals of care 
within their communities.25 

Conclusions
Successfully navigating difficult conver-
sations with surgical patients remains a 
responsibility of the surgeon. Although 
this study presents a unique reflection on 
a specific Canadian experience, the themes 
we identified are in keeping with the sen-
timents of surgeons globally regarding 
the consequences of limited health care 
resources. There is little disagreement that 
palliative approaches to care benefit surgi-
cal patients. Surgeons’ discomfort, unfa-
miliarity, and perception of inconvenience 
with goals-of-care discussions may be over-
come by standardizing national training 
curricula that yield equivalent Royal Col-
lege competency requirements in simple 
symptom management, with an emphasis 
on goals-of-care conversations, and in tech-
nical skills. Opportunities to guide changes 
in surgery practice paradigms include estab-
lishing workplace policies and advocacy 
programs that influence health policy to 
improve patient care, providing leadership 
by surgeon-led teams in collaborations and 
training programs, and creating formal 
mentorship models championed by surgeon 

Opportunities to guide 
changes in surgery 
practice paradigms 

include establishing 
workplace policies and 

advocacy programs . . . ,  
providing leadership 
by surgeon-led teams 
in collaborations and 

training programs, 
and creating formal 
mentorship models 

championed by 
surgeon advocates.
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advocates. Collectively, these efforts may 
facilitate the changes required by surgeons 
to adapt to evolving practice paradigms for 
improving overall patient care. n
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