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Abstract
Background  Demands upon surgeons are increasing, especially in the care of the terminally ill. Fronting patient care, 
supporting families and guiding multi-disciplinary care teams facing the loss of patients see surgeons experiencing 
moral distress, compassion fatigue, vicarious trauma and secondary traumatic stress with the blurring of professional 
and personal boundaries. The full extent of these ‘costs of caring’ upon a surgeon remains unclear despite evidence 
of their compromises to patient care. To understand the costs of caring, semi-structured interviews are proposed to 
achieve the primary aim of understanding ‘What is known about the costs of caring on surgeons in Singapore?’ and 
the secondary aim, ‘What is the impact of the costs of caring on a surgeon’s professional identity?’.

Methods  Twelve surgeons of various subspecialties from a tertiary cancer centre in Singapore were interviewed 
between 21st June 2022 and 18th December 2023. Transcripts were analysed using Krishna’s Systematic Evidence-
Based Approach.

Results  The key domains identified were: (1) motives for surgical career; (2) forms of emotional distress experienced; 
(3) impact of challenging experiences on personhood; and (4) buffer mechanisms.

Conclusions  The costs of caring impact surgeons’ professional identities; shape their ‘internal compasses’ or the way 
they deliberate and assess their responsibilities; and influence patient safety and family support. The costs of caring 
and the ‘internal compass’ are moulded by the surgeon’s traits, maturing competencies, growing insights, clinical 
experience and sociocultural context. Without holistic, longitudinal and personalised support in both the personal 
and professional spheres, the costs of caring compromise surgeons’ confidence and professional identities.
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Background
Surgical practice is evolving, none more so than in end-
of-life care. Evolving social, legal and ethical expectations 
surrounding death and dying see surgeons leading con-
versations on care goals, consenting patients on sensitive 
end-of-life-care plans and supporting families, particu-
larly in family-centric societies where family members 
play an active role in care [1–14]. Within Asian societ-
ies, surgeons also face unique ethically complex situ-
ations, such as collusion and familial determinations, 
which often come at the cost of the patient’s right to per-
sonal privacy, choice and self-determination [3–7, 9–12, 
15–23].

These circumstances have been shown to lead to moral 
distress amongst surgeons, defined as the psychological 
disequilibrium rooted in the “inability to act on core val-
ues and obligations” [24]. Surgeons are also vulnerable to 
(a) compassion fatigue, a mix of physical and emotional 
exhaustion arising from prolonged and repeated engage-
ment in emotionally demanding clinical care; (b) vicari-
ous trauma, also referred to as ‘secondhand trauma’ from 
empathising deeply with patients’ suffering; (c) second-
ary traumatic stress that manifests as post-traumatic 
stress disorder (PTSD)-like symptoms from witnessing 
patients’ distressing situations or traumatic events; as 
well as (d) burnout, a persistent work-related physical 
and emotional exhaustion. This blend of interrelated con-
cepts stemming from clinical care constitutes the costs of 
caring, a unifying framework that captures the complex 
interplay of emotional, social, psychological, ethical and 
professional demands in healthcare—offering a holistic 
understanding of how healthcare professionals, such as 
surgeons, are impacted by their caregiving professions. 
With the costs of caring associated with depression, 
anxiety, absenteeism, suicidal ideation and attrition and 
leading to diminishing surgical expertise in healthcare 
institutions [25–28], the need to enhance support for 
surgeons is imperative in safeguarding both sustainable, 
high-quality patient care and surgeon well-being. How-
ever, the full extent of the costs of caring upon surgeons 
remains unclear, including its nature, buffer mechanisms 
and the influence of both individual and sociocultural 
factors.

Guided by recent reviews into moral distress, compas-
sion fatigue and the impact of caring for dying patients 
[28–36], we propose to study the costs of caring amongst 
surgeons in Singapore, where family-centric care is well-
documented [13, 22]. In doing so, this study is envisioned 
to lay the groundwork for further studies to conceptual-
ise and pilot support interventions relevant to the local 
practice setting, with the potential for regional adapta-
tion and global expansion tailored to the needs of each 
country.

Hence, the aim of the research study is to address the 
primary research question, ‘What is known about the 
costs of caring on surgeons in Singapore?’, and secondary 
question, “What is the impact of the costs of caring on a 
surgeon’s professional identity?’.

Methods
Theoretical lens: the ring theory of personhood (RToP)
We posit that the costs of caring for the dying, support-
ing their families and attending to individual distress of 
multi-disciplinary team members change a surgeon’s 
norms, beliefs, values, principles and roles (henceforth 
belief systems). Exposure to new belief systems and prac-
tices affects self-identity and self-concepts of person-
hood, or ‘what makes you, you’ [21, 37–39], that shape 
decisioning, actions and conduct. With such significance 
on practice and patient care, we utilise the Ring Theory of 
Personhood (RToP) [21, 37], a clinically evidenced theory 
of personhood. The RToP has been previously applied to 
similar studies on other populations and within the fields 
of medical education, ethics and palliative care [13, 21, 
22, 28, 33–35, 40–42] to study shifts in belief systems. 
This theory was thus chosen for its ability to capture 
the fluid and context-dependent nature of personhood, 
making it particularly relevant for examining the evolv-
ing personal and professional identities of surgeons in 
response to their clinical experiences.

The RToP maintains that there are four facets to belief 
systems, each corresponding to a domain of personhood. 
These are depicted by the Innate, Individual, Relational 
and Societal Rings (Fig. 1).

Revolving around the surgeon’s demographic traits, 
upbringing and religious and spiritual beliefs, the Innate 
Ring forms the core of what it means to be human. The 
belief systems guiding the surgeon’s conscious function, 
including behaviour, personality and values, comprise the 
Individual Ring. The Relational Ring focuses on intimate 
and personal relationships shared with family members 
and close friends whilst the Societal Ring is grounded 
in sociocultural, ethical, professional and legal norms, 
expectations, rights, roles and responsibilities.

We believe that the costs of caring introduce new 
experiences, insights, beliefs and reflections that chal-
lenge current belief systems in one or more rings of the 
RToP. These challenges lead to shifts in self-concepts of 
personhood, which is then reflected in the surgeon’s self-
identity. Such changes in belief systems influence their 
evolving sense of professional identity formation (PIF)—
how they think, feel and act as professionals [43]. This is 
captured by the Krishna-Pisupati Model for Professional 
Identity Formation (KPM) (Fig. 2).

Figure 2 illustrates how surgeons’ professional identi-
ties may be conceptualised via the RToP. Through events 
that serve as catalysts for further reflection (e.g. the death 
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of a patient), surgeons with sensitivity to such catalysts 
pass judgement regarding their significance and exercise 
a willingness to address and reflect upon such events. 
Subsequently, through careful balancing of pre-existing 
notions of self (i.e. their professional identity) and nego-
tiation of dissonance, where new beliefs, experiences, 
insights and values are in conflict with pre-existing belief 
systems, surgeons practice identity work wherein they 
refine their professional identity to adapt to the larger 
sociocultural background and practice setting [44].

We posit that the twin lenses of the RToP and KPM 
will guide better appreciation and support of surgeons 
and facilitate institutional policies and educational 
programmes.

The systematic evidence-based approach (SEBA)
To answer our primary research question, ‘What is 
known about the costs of caring on surgeons in Singa-
pore?’, and secondary question, ‘What is the impact 
of the costs of caring on a surgeon’s professional iden-
tity?’, the research team drew upon Krishna’s Systematic 

Fig. 1  Ring theory of personhood [37]
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Evidence-Based Approach (SEBA) [36, 45–54] and car-
ried out semi-structured interviews of surgeons at a ter-
tiary hospital in Singapore. Semi-structured interviews 
were chosen as the research methodology due to their 
flexibility in accommodating unique individual accounts 
to facilitate further exploration of ideas.

Concurrently, SEBA’s constructivist and ontologi-
cal lens captures the wider sociocultural influences on 

individual personhood and accommodates the use of the 
RToP and KPM to guide our analysis of semi-structured 
interview data [55, 56]. The stages of SEBA are delineated 
in Fig. 3 below.

Ethics approval and consent to participate
Ethics approval (reference number: 2021/2176) was 
obtained from the SingHealth Combined Institutional 

Fig. 2  The Krishna-Pisupati Model for Professional Identity Formation. This model illustrates how events serve as catalysts for identity work and refine-
ment of one’s professional identity
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Review Board. Informed written and oral consent was 
obtained from all participants.

Stage 1. expert team
The research team called upon an expert team of clini-
cians, clinician-educators and a medical librarian from 
an oncology centre, palliative care institute and local 
medical schools to serve an advisory role and provide 
oversight in the research process.

Reflexivity  The lead author was a senior breast surgeon 
with significant experience in undergraduate and post-
graduate surgical education. Whilst her ‘insider’ role 
within the study offered nuanced understanding of the sur-
gical training and practice structure and culture unknown 
to ‘outsiders’, potential drawbacks were imminent. These 
included biases in data analysis, which could lead to con-
firmation biases, alongside power imbalances between the 
lead author and study participants, potentially reducing 

the participants’ willingness to share negative accounts. 
To minimise these effects, the research team consisted of 
research assistants and medical students who were mem-
bers of a peer-mentorship research programme, guided 
by palliative care consultants with expertise in medical 
education, qualitative analysis and conducting systematic 
reviews. By having research and expert teams engage in 
personal and group reflexivity, with a balance of ‘insider’ 
and ‘outsider’ perspectives throughout the research pro-
cess, personal biases were identified and minimised 
through ongoing discussions. Additionally, research assis-
tants who did not have a dependent relationship with the 
participants were recruited as interviewers, thereby miti-
gating social desirability bias. Further, this study adheres 
to the Consolidated Criteria for Reporting Qualitative 
Studies (COREQ) guidelines to ensure comprehensive 
and transparent reporting of the research process (see 
Additional File 1).

Fig. 3  Systematic evidence-based approach (SEBA) process

 



Page 6 of 13Tan et al. BMC Surgery          (2025) 25:196 

Stage 2. systematic approach
Guided by a systematic approach, the expert and research 
teams reviewed current accounts of the impact of death 
and dying on physicians to inform the design of a semi-
structured interview guide.

Stage 3. design of semi-structured interviews
Seeking to capture how the personal beliefs, values and 
practices of surgeons were impacted by their lived expe-
riences, local palliative care and oncology physicians and 
qualitative researchers reviewed and revised the inter-
view guide (see Additional File 2) through a modified 
Delphi process [57].

Stage 4. conducting semi-structured interviews
Purposive sampling was used to select participants for 
the study. In 2022, 44 eligible surgeons from the depart-
ment of surgery at a local tertiary cancer centre were sent 
email invitations to participate in the study, of which 
12 physicians were recruited. The remaining 32 eligible 
surgeons did not respond or provide a reason for non-
participation. Participants were informed of the study 
details, including its nature, duration and aims. Volun-
tary participation, participant anonymity and the right to 
withdraw at any point were stressed.

Before the commencement of the interviews between 
21st June 2022 and 18th December 2023, informed 
written and verbal consent were obtained from all par-
ticipants. The interviews were then performed inde-
pendently by three trained female research assistants, 
M.C, A.S.I.L and N.A.B.A.H., with a master’s degree in 
medical humanities and a bachelor’s degree in psychol-
ogy and sociology respectively. Each interviewer was 
also trained in theoretical concepts of RToP and KPM to 
elucidate subtle nuances and effective prompts for more 
robust interviews. Interview questions were reviewed 
with the interviewers to ensure a consistent understand-
ing of the questions and concepts. Pilot interviews were 
also performed with the research team to confirm that 
the interviews were sufficiently in-depth and relevant to 
addressing the research questions. Further, the specific 
recruitment of these interviewers served to reduce the 
risk of social desirability bias as they did not share any 
prior or dependent relationship with the participants.

Held on a one-on-one basis with only the participant 
and one interviewer present, the interviews took place 
on an institutionally secured Zoom video-conferencing 
platform. Conducted in English, the interviews were 
audio-recorded, each lasting approximately an hour. Data 
collection and analysis occurred simultaneously. No field 
notes were made during or after the interviews. Recruit-
ment and interviews ceased when no new insights or 
themes emerged from two consecutive interviews, with 
data saturation reached after nine interviews. No repeat 

interviews were performed. Each anonymised audio 
recording was transcribed verbatim and sent to each par-
ticipant for member checking to ensure the accuracy of 
their statements.

Stage 5. split approach
The Split Approach involved the concurrent application 
of Braun and Clarke’s [58] thematic analysis and Hsieh 
and Shannon’s [59] directed content analysis by two sub-
teams of researchers. This combined approach facilitated 
a review of the data from various viewpoints whilst safe-
guarding rigour and trustworthiness.

In applying Braun and Clarke’s [58] thematic analysis, 
the first team of two researchers (J.R.T. and Y.T.O.) read 
the anonymised transcripts to delineate striking patterns 
in the data. Codes were derived based on the ‘surface 
meaning’ of the transcripts, referring to their direct or lit-
eral interpretations. In an iterative step-by-step analysis, 
complementary codes were merged to synthesise sub-
themes that were “defined from the raw data without any 
predetermined classification”. This process was repeated 
to formulate bigger themes from sub-themes.

Concurrently, Hsieh and Shannon’s [59] directed con-
tent analysis was performed by the second team of two 
researchers (A.S. and L.K.R.K.). This method utilised a 
template of pre-existing codes, drawn from Somasunda-
ram et al.’s [28] study on the impact of death and dying 
on medical oncologists in Singapore, to analyse the data. 
New codes were assigned to any data incompatible with 
the pre-existing codes. Similarly, complementary codes 
were combined to form categories.

An exchange of broader patterns of meaning was 
shared between members within each team and an audit 
trail was maintained, using Microsoft Excel to manage 
the data. Consensus between members was achieved 
by practicing Sandelowski and Barroso’s [60] approach 
to “negotiated consensual validation”. All results were 
also discussed with the senior authors, T.S.Y., S.O.Y.K. 
and L.K.R.K. Themes and categories elucidated from 
the analysis were deemed to be reliable as independent 
researchers were in concordance. A reflexive approach 
was also applied with members reflecting upon their own 
biases individually and as a group to minimise bias and 
improve the validity of results.

Stage 6. jigsaw perspective
The Jigsaw Perspective entailed the melding of similar 
and/or overlapping categories and themes, akin to pieces 
of a jigsaw puzzle, to form a complete picture of the data. 
This process was guided by Phases 4 to 6 of France et al.’s 
[61] adaptation of Noblit and Hare’s [62] seven phases 
of meta-ethnography that prompted reciprocal transla-
tion of the complementary themes and categories such 
that they accurately reflected one another. To do so, the 
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research team reviewed the codes and subcategories and/
or subthemes.

Results
The demographics of 12 participating surgeons may be 
found in Table 1 below.

A coding tree was formulated during data analysis, 
depicted in Fig. 4.

Following the merging of complementary themes and 
categories in the Jigsaw Perspective, four key domains 
were identified: (1) motives for surgical career; (2) forms 
of emotional distress experienced; (3) impact of chal-
lenging experiences on personhood; and (4) buffer 
mechanisms.

Domain 1. motives for surgical career
Surgeons were drawn to a career in medicine by a lifelong 
(S1, S10, S11) desire to help people (S1, S7, S8, S9, S11). 
A career in surgery facilitated a ‘definitive’ means of alle-
viating what ailed the patient (S1, S2, S5, S7, S8, S9, S10, 
S11):

In surgery, we can solve a lot of problems, right? 
There’s a hole in the stomach. You patch it. The 
patient gets better, right? If there’s a tumour, you 
take it out. Yes, the patient may need further treat-
ment but that, you know, it is very effective treat-
ment for many. (S8)

Table 1  Demographics of participants, including years of practice and subspecialty
Surgeon Years of Practice Subspecialty (if mentioned)
S1 19 (as a surgeon) Breast
S2 25 (as a surgeon) Breast
S3 4 NA
S4 8 (in surgical oncology) Surgical Oncology
S5 NA Acute Care Surgery
S6 11 Gynae-Oncology
S7 4 (as a breast surgeon) Breast
S8 10 Breast
S9 10 NA
S10 18 NA, but patient profile is generally those with late-stage cancers
S11 23 NA
S12 5 Head and Neck

Fig. 4  Coding tree
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Surgery also promoted a modicum of control over pro-
ceedings (S6, S7, S8, S9, S10, S11):

You know there’s a problem and you can fix it. (S5)
I saw how effective it could be and maybe a few 
things are under your control. You could try and you 
could actually train to be a better surgeon and to 
effect better care. (S1)

This perception of control was inspired by mentors and 
role models (S1, S5, S8, S12):

In medical school, I think I had the honour of see-
ing good role models in general surgery. I enjoyed the 
nature of the job. (S8)

Domain 2. forms of emotional distress experienced
Surgeons experienced a wide range of emotional distress 
in the forms of overlapping aspects of moral distress, 
vicarious trauma, compassion fatigue, secondary trau-
matic stress and burnout.

Moral distress
Being unable “to act on core values and obligations” [24] 
threatened the surgeons’ moral integrity and precipitated 
moral distress, as did “distress resulting from one’s actions 
not achieving the desired outcome” [63], or hinderances 
from effectively considering, balancing and executing a 
course of action [64, 65]:

What I would remember was that she was crying 
because she hadn’t even seen her baby yet because 
she was stuck in ICU or in high [dependency] and 
the baby, who was so pre-term, was also in the 
ICU… And that was… just in my mind since… It’s 
been like maybe 7–8 years. It’s a scene that I can still 
remember. Her face when she was crying, you know? 
Just like, like begging to see her baby. (S6)

Vicarious trauma
Witnessing emotional distress from the patients’ families 
and friends (S1, S3, S4, S6, S8, S10, S11) precipitated neg-
ative emotions amongst surgeons (S11):

My prof, yes, he definitely has thought about it, 
even like in the middle of the night. He will mes-
sage me about her. So definitely, he can’t sleep, but 
he couldn’t sleep for that few months. Even when she 
passed on, he was thinking whether or not he should 
attend the wake and whether or not he should mes-
sage the mother. (S6)

Compassion fatigue
Compassion fatigue, or physical and emotional exhaus-
tion in caring for suffering patients and families, was 
noted by some surgeons:

Sometimes I still tend to, like, feel a bit overwhelmed 
with emotions and I’ll feel like I need to kind of, 
actually, I can’t even control my tears sometimes, if 
it gets too much. (S3)
I do know of colleagues who, you know, despite quite 
a few years of working, they might not have encoun-
tered as many deaths and… they are still quite 
shocked and emotionally affected by… an occurrence 
of death, whether it is expected or unexpected. (S9)

Further, compassion fatigue may be complicated by con-
textual considerations, such as interdisciplinary conflicts 
between teams. S2, for example, recounted compassion 
fatigue that arose when the intensivists suggested a con-
servative management plan concluding any escalation of 
care that ran contrary to the surgical team’s inputs. Bal-
ancing these conflicting perspectives was made harder by 
having to “[keep] the family and patient up to date” (S2) 
whilst dealing with “seniors [debating whether] or not to 
give up or when to give up” (S2).

Secondary traumatic stress
Secondary traumatic stress refers to distress faced when 
physicians are exposed to traumatic events associated 
with a blurring of boundaries between their personal and 
professional lives. S6 recounted how their senior pushed 
for aggressive treatment simply because they felt respon-
sible for a misdiagnosis (S6):

This gynae patient was young. My own boss was 
very, very involved with this patient’s care. Like I 
think, he kind of felt responsible because what she 
had was… like a benign cyst and we found out actu-
ally it was misdiagnosed, like it was initially bor-
derline and turned malignant… He attended all 
the meetings when it was about her, like the tumour 
board meetings, the theological things. And he got 
really very worked up, like he was scolding people for 
like not doing this. (S6)

Burnout
The toll of conflicting personal and professional demands 
contributed to burnout (S5, S6, S9). This was also com-
plicated by a lack of a clear appreciation of burnout and 
inadequate self-awareness and self-care (S3, S5, S7, S8, 
S9, S11, S12):

I think like a lot of us go through the same experi-
ences, right? You know, the same type of patients, the 
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same volume of patients, but some experience burn-
out. Sometimes I think it’s like this coping mecha-
nism. (S5)

Domain 3. impact of challenging experiences on 
personhood
The exposure to trying situations bore ramifications for 
the surgeons and their personhood, as analysed through 
the lens of the RToP.

Innate ring
Caring for end-of-life patients led to some surgeons 
reflecting upon their conceptions of a ‘good life’ and 
‘good death’. For some, a good life was associated with 
financial stability (S9), spending time with loved ones (S5, 
S7, S9, S11), independence (S5) and maximising quality 
of life (S5):

I think a good life would be… free of chronic illness 
and chronic pain for as long as it can be…You can 
spend time with your family and grow old relatively 
comfortably. That, to me, is a good life regardless 
of how wealthy you are or anything like that. And 
a good death probably, passing away in your sleep. 
(S11)

Surgeons further added that a good death would be one 
free of suffering, pain (S1, S4, S11) and unnecessary 
interventions, as well as being prepared for death (S3, S6, 
S8) in the company of loved ones (S2, S3, S6, S7, S8, S9, 
S10, S11, S12).

Individual ring
Surgeons acknowledged that their role was to “[deal] with 
death” (S10), rather than attempting to save every patient 
(S10, S11, S12). This fed the desire to ensure patients had 
the time to put their matters in order (S9) and not face 
life-prolonging interventions that brought little quality of 
life, symptom control and dignity (S3, S5, S7, S9).

Relational ring
On the relational front, the costs of caring saw surgeons 
initiate discussions on death and dying (S8) and intro-
duce their loved ones (S1, S3, S7, S8) to advanced medi-
cal directives and care plans. Often, the impetus for these 
actions came after caring for patients with similar traits 
to their loved ones (S6, S8):

When I was a registrar, this case disrupted me 
because it’s a young kid that got knocked down by 
a car. It was a trauma case, OK? And usually, the 
institution doesn’t see paediatric cases. But it hap-
pened that the case was nearby, so they brought 
here first and the kid died and I think that was very 

disturbing to me because I have a kid about similar 
age. (S8)

Societal ring
Whilst exposure to death and dying varied between 
the different surgical subspecialties, all surgeons were 
exposed to the care of dying patients during their basic 
surgical training (S1, S2, S3, S6, S7, S8, S10). The impact 
of these early losses led some surgeons to pursue careers 
in breast and head and neck surgery often associated 
with lower mortality rates (S1, S2, S5, S8, S12). Clarity on 
the disease states also helped set expectations and define 
roles (S1, S4, S6, S8):

The last 15 years or so, my work has been mainly 
breast cancer. Obviously for surgery for breast can-
cer, we operate on those with curative intent. So, 
these are usually stage 1, 2 or even stage 3 breast 
cancers. Not by time. They’re stage 4 metastatic, 
rarely does the surgeon get involved. (S2)

Clear goals of care helped pave the way for discussions 
on the extent of care; the involvement of palliative care 
teams (S9, S11); and efforts to maximise quality of life, 
dignity and time spent with their loved ones (S4, S6, S9).

Nonetheless, surgeons struggled to balance their roles 
and responsibilities when patients made decisions that 
ran against their recommendations (S8) or belief systems 
(S3, S6, S8):

We know he’s not going to comply, he’s going to fix 
ideas and it kind of poses challenges in the treat-
ment plan we put forward… But ultimately, one of 
the touchy points for him was the Do Not Resusci-
tate sort of status, because he was already a very 
advanced cancer stage… He wanted ECPR, he 
wanted his ICU and things like that… He actu-
ally deteriorated and a code blue was done and, 
ultimately, he passed away, and his wife actu-
ally thanked the team for doing the resuscitation, 
although medically, we struggled because we felt 
that it would have done more harm. (S3)

Surgeons also found it difficult to cope with the loss 
of patients who were young (S1, S3, S4, S6, S10, S11), 
admired (S1, S6), or had declined rapidly or unexpectedly 
(S1, S6, S10, S11):

One was a young father whose kids were, I think, all 
less than 10 years old. And so, when he came in, he 
passed away quite quickly. But we were quite close 
to him because he had been in and out of hospital. 
We’ve been treating him for quite long. (S10)
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Domain 4. buffer mechanisms
Patient care was limited by time constraints (S2, S5, 
S11), language barriers (S11) and failing to account for 
the patient’s particular situation and values (S9) that, 
together, impeded informed decision-making by patients 
and families (S2, S3, S9). To mitigate these challenges, 
surgeons developed several buffer mechanisms. These 
included developing good communication skills and body 
language (S1, S2, S3, S4, S6, S9, S12), building rapport 
(S2, S3), providing appropriate and timely information, 
breaking bad news (S4) in a personalised manner (S2, S4, 
S9) and offering condolences when patients passed (S4, 
S6, S9). Surgeons also reported that enhanced reflection, 
meaning-making (S9) and self-awareness of their practice 
aided with coping with distress (S1, S11):

I think that the ability to sit and think and also 
reflect and identify the inevitable responses to the 
encounters and then process it in a safe and mean-
ingful way, it’s probably important. (S1)
I must say that even though in this particular case, 
you know, the worst outcome happened, but to me, 
it was a very invaluable learning experience. You 
know, learning from my colleagues on how to deal 
with all these complications, how to communicate 
with the family, how to get help from within the 
institution and of course learning how to deal with 
it. (S9)

However, whilst self-care was much vaunted, there 
remained a negative perception of psychological care and 
counselling:

I think there’s still a feeling that if you seek help 
within the institution that somehow it will be seen 
as a negative for you that you’re having to do that. 
(S11)

Seeking the help of a psychiatrist was similarly mired in 
negative connotations:

To recognise burnout himself and then seek help 
sounds very American to me. I’m not saying there’s 
no problem but putting up the front… is a bit more 
like the British stiff upper lip. Like Americans are 
depressed, everyone seeing a psychiatrist in Amer-
ica. (S2)
I don’t think people talk about it [the impact of 
death and dying on their emotional or mental well-
being] very much, you know, mental well-being in 
general. Nobody started talking about it until the 
last couple of years… I mean, our culture is just one 
where we are not that more open to sharing. (S10)

Discussion
In mapping the experiences of surgeons in Singapore as 
they care for end-of-life patients and their families and 
interact with multi-disciplinary teams, this SEBA-guided 
study reveals a unique intermix of context- and special-
ity-dependent, practice-culture-led considerations and 
individual influences. To answer the primary research 
question, ‘What is known about the costs of caring on sur-
geons in Singapore?’, it was found that surgeons are not 
immune to the costs of caring, in itself a blend of com-
passion fatigue, secondary traumatic stress, vicarious 
trauma, moral distress and burnout, echoing previous 
studies [28, 66]. Similarly, the impact on surgeons and 
coping mechanisms employed can be structured accord-
ing to the various rings in the RToP, illustrating the broad 
impact that caring for dying patients has on the various 
aspects of the individual’s sense of self, including their 
professional identity.

What is ever more pronounced in this study is the 
influence of surgical culture in coping with the costs of 
caring compared to previous studies amongst medical 
specialties [28, 66, 67]. This influence is evident as early 
as the decision to pursue a career in surgery, as illustrated 
in Domain 1 of the results. Surgeons aspire to solve prob-
lems, cure and/or correct life-altering issues definitively 
as part of an underlying desire to help others. Surgery 
offers the clinicians an element of control in this process 
where ‘losing a patient’ remains the antithesis of a gen-
eral surgical ethos. The same may be said in accepting 
a palliative stance in a field still steeped in a ‘never give 
up’ culture. Some surgeons turn to careers where patient 
mortality is low and less prone to sudden deteriorations, 
where clearer disease trajectories allow for the alignment 
of expectations and the establishment of the goals and 
extent of care. However, eventually shifting from a ‘cura-
tive imperative’ to one focused on comfort measures and 
respecting the patient’s overall goals of care can be chal-
lenging. This ‘discomfort’ accumulates. Evidence of fre-
quent exposure to patient loss, traumatic deaths, grieving 
families and morally distressed teammates extend the 
costs of caring, as described in Domains 2 and 3.

We posit that these costs of caring are buffered through 
the internal compass, described as rooted belief systems 
that guide how surgeons think, feel and act as profession-
als—honed by growing experience, insights, reflections 
and integration of the local culture. The internal com-
pass directs how surgeons perceive challenges to their 
belief systems, adjudge and prioritise action to address 
them whilst balancing the wider considerations in adapt-
ing their self-identity. Built on the belief systems rooted 
within the individual’s RToP, the notion of the internal 
compass shepherds decisioning throughout the KPM’s 
processes. We believe the internal compass may be a 
meaningful and sustainable way to navigate clinically 
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and ethically complex situations, thereby bridging under-
standing in how PIF influences practice and conduct 
whilst serving as a barrier against costs of caring that, if 
left unattended, may culminate in burnout [68].

Whilst it is clear that more research is required to eval-
uate the posits drawn from this small study, we believe 
there is sufficient data to advocate for holistic, consistent 
and personalised support of local surgeons. Drawing on 
our earlier reviews, this support could take the shape of 
mentorship programmes and longitudinal multimodal 
assessment tools, such as reflective portfolios and dia-
ries. These ought to be supported by guided debriefs and 
peer-mentoring. Further studies may include exploring 
the effectiveness of such interventions in mitigating the 
costs of caring and examining the long-term impact of 
these costs on surgeons’ personhood and careers.

Limitations
This study was only carried out with senior surgeons of 
a single tertiary cancer centre in Singapore, potentially 
limiting its generalisability. Much of the data collected 
is prone to recall bias and compounded by the lack of 
longitudinal studies. Further, the study team included a 
general surgeon as the first author, alongside medical 
students and junior and senior physicians, who prac-
tice within a similar sociocultural context. This might 
have introduced biases within the analysis, including 
confirmation bias, where preconceived notions of sur-
geons’ experiences influenced interpretation, and social 
desirability bias, where participants minimised negative 
accounts due to a plausible dependent relationship with 
the lead author. Oversight by an expert team, indepen-
dent thematic and content analyses by separate research-
ers, as well as recruiting interviewers without dependent 
relationships with the participants, aimed to minimise 
these effects. Additionally, as some eligible surgeons did 
not respond to the study invitation, the results might be 
skewed, potentially overrepresenting either positive or 
negative accounts based on the participants’ varying lev-
els of motivations to share their experiences.

Conclusion
The costs of caring for the dying and contending with 
grieving families and distressed team members evolve 
with meaning-making, reflection and growing experi-
ence, competencies and insights. Assessing these effects 
and their influence upon practice will be the focus of 
our coming studies as we look forward to greater under-
standing and support for surgeons, with the hope that 
the findings will guide the support of other healthcare 
professionals.

Abbreviations
PTSD	� Post-traumatic stress disorder
SEBA	� Systematic evidence based approach

PIF	� Professional identity formation
KPM	� Krishna-pisupati model for professional identity formation
COREQ	� Consolidated criteria for reporting qualitative studies

Supplementary Information
The online version contains supplementary material available at ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​
g​/​​1​0​.​​1​1​8​6​​/​s​​1​2​8​9​3​-​0​2​5​-​0​2​8​8​1​-​1.

Supplementary Material 1: Additional File 1. COREQ Checklist

Supplementary Material 2: Additional File 2. Interview Guide

Acknowledgements
The authors would like to dedicate this paper to the late Dr. S Radha Krishna, 
whose advice and ideas were integral to the success of this study, the late 
A/Prof Cynthia Goh, whose mentoring and insights guided the analysis of 
this data, and Thondi, Maia Akhlil and Raja Kamarul Ariffin whose short lives 
continue to inspire us to better support and care for others.

Author contributions
All authors—SYT, JRT, YTO, YN, AS, NABAH, SYKO and LKRK—made substantial 
contributions to the conception or design of the work, or the acquisition, 
analysis and interpretation of data for the work; drafted the work or reviewed 
it critically for important intellectual content; gave final approval of the version 
to be published; and agree to be accountable for all aspects of the work in 
ensuring that questions related to accuracy or integrity of any part of the work 
are appropriately investigated and resolved.

Funding
This work was supported by The MPS Foundation Grant Programme under 
Grant number TMPSFG2023008. The MPS Foundation was established to 
undertake research, analysis, education, and training to enable healthcare 
professionals to provide better care for their patients and improve their 
well-being. To achieve it supports and funds research worldwide that will 
make a difference and can be applied in the workplace. The MPS Foundation 
had no role in the study’s design; data collection, analysis, or interpretation; 
manuscript preparation; or the decision to submit the manuscript for 
publication.

Data availability
The authors confirm that the data supporting the findings of this study are 
available within the article and its supplementary materials.

Declarations

Ethics approval and consent to participate
This study adhered to the ethical principles outlined in the Declaration of 
Helsinki and was approved by the SingHealth Combined Institutional Review 
Board Ethics (approval number: [2021/2176]). All participants provided written 
informed consent and measures were taken to protect their privacy and 
confidentiality. Potential risks and benefits were carefully considered and 
disclosed to participants throughout the study

Consent for publication
All participants provided written informed consent.

Competing interests
The authors declare no competing interests.

Author details
1Division of Surgery & Surgical Oncology, National Cancer Centre 
Singapore, 30 Hospital Boulevard, Singapore 168583, Singapore
2Yong Loo Lin School of Medicine, National University of Singapore, 
NUHS Tower Block, Level 11, Block 1E, Kent Ridge Road,  
Singapore 119228, Singapore
3Division of Supportive and Palliative Care, National Cancer Centre 
Singapore, 30 Hospital Boulevard, Singapore 168583, Singapore
4Division of Cancer Education, National Cancer Centre Singapore, 30 
Hospital Boulevard, Singapore 168583, Singapore

https://doi.org/10.1186/s12893-025-02881-1
https://doi.org/10.1186/s12893-025-02881-1


Page 12 of 13Tan et al. BMC Surgery          (2025) 25:196 

5Khoo Teck Puat National University Children’s Medical Institute, National 
University Health System, 5 Lower Kent Ridge Road, Singapore  
119074, Singapore
6Division of Supportive and Palliative Care, National University Cancer 
Institute Singapore, 5 Lower Kent Ridge Road, Singapore  
119074, Singapore
7Division of Medical Oncology, National Cancer Centre Singapore, 30 
Hospital Boulevard, Singapore 168583, Singapore
8Duke-NUS Medical School, National University of Singapore, 8 College 
Road, Singapore 169857, Singapore
9Centre for Biomedical Ethics, National University of Singapore, Block 
MD11, 10 Medical Drive, #02- 03, Singapore 117597, Singapore
10Palliative Care Institute Liverpool, Academic Palliative & End of Life Care 
Centre, Cancer Research Centre, University of Liverpool, 200 London 
Road, Liverpool L3 9TA, UK
11The Palliative Care Centre for Excellence in Research and Education, 
PalC, Dover Park Hospice, 10 Jalan Tan Tock Seng, Singapore  
308436, Singapore
12Health Data Science, University of Liverpool, Whelan Building, The 
Quadrangle, Brownlow Hill, Liverpool, Liverpool L69 3GB, UK

Received: 18 October 2024 / Accepted: 27 March 2025

References
1.	 Wu HY, Kei AL, Onn IL, Hwang MK, Chan S. Older adults’ attitudes to death, 

palliative treatment and hospice care: A view from Singapore. Palliat Med. 
2006;20(2):117–8.

2.	 Teo P, Chan A, Straughan P. Providing health care for older persons in Singa-
pore. Health Policy. 2003;64(3):399–413.

3.	 Low JA, Kiow SL, Main N, Luan KK, Sun PW, Lim M. Reducing collusion 
between family members and clinicians of patients referred to the palliative 
care team. Perm J. 2009;13(4):11–5.

4.	 Chong JA, Quah YL, Yang GM, Menon S, Krishna LKR. Patient and family 
involvement in decision making for management of cancer patients at a 
centre in Singapore. BMJ Support Palliat Care. 2015;5(4):420–6.

5.	 Lee A, Wu HY. Diagnosis disclosure in cancer patients–when the family says 
no! Singap Med J. 2002;43(10):533–8.

6.	 Ho A. Relational autonomy or undue pressure? Family’s role in medical 
decision-making. Scand J Caring Sci. 2008;22(1):128–35.

7.	 Back MF, Huak CY. Family centred decision making and non-disclosure 
of diagnosis in a South East Asian oncology practice. Psychooncology. 
2005;14(12):1052–9.

8.	 Tay K, Yu Lee RJ, Sim SW, Menon S, Kanesvaran R, Krishna LKR. Cultural influ-
ences upon advance care planning in a family-centric society. Palliat Support 
Care. 2017;15(6):665–74.

9.	 Ho ZJ, Krishna LKR, Yee CP. Chinese Familial tradition and Western influence: 
A case study in Singapore on decision making at the end of life. J Pain Symp-
tom Manage. 2010;40(6):932–7.

10.	 Krishna LKR. The position of the family of palliative care patients within 
the decision-making process at the end of life in Singapore. Ethics Med. 
2011;27(3):183–90.

11.	 Chang MK, Lim MX, Tay K, Lee RJ, Sim DSW, Menon S, et al. The influence of 
evolving Confucian beliefs in the selection of proxy decision-makers at the 
end of life in Singapore. Asian Bioeth Rev. 2017;9(1):117–28.

12.	 Krishna LKR. Decision-making at the end of life: A Singaporean perspective. 
Asian Bioeth Rev. 2011;3(2):118–26.

13.	 Krishna LKR, Alsuwaigh R, Miti PT, Wei SS, Ling KH, Manoharan D. The influ-
ence of the family in conceptions of personhood in the palliative care setting 
in Singapore and its influence upon decision making. Am J Hosp Palliat Care. 
2014;31(6):645–54.

14.	 Yang GM, Kwee AK, Krishna LKR. Should patients and family be involved in do 
not resuscitate decisions? Views of oncology and palliative care Doctors and 
nurses. Indian J Palliat Care. 2012;18(1):52–8.

15.	 Krishna LKR. Nasogastric feeding at the end of life: A virtue ethics approach. 
Nurs Ethics. 2011;18(4):485–94.

16.	 Krishna LKR, Chin J. Palliative sedation within the duty of palliative care within 
the Singaporean clinical context. Asian Bioeth Rev. 2011;3(3):201–15.

17.	 Chan HM. Sharing death and dying: advance directives, autonomy and the 
family. Bioethics. 2004;18(2):87–103.

18.	 Chai HZ, Krishna LKR, Wong VH, Feeding. What it means to patients and 
caregivers and how these views influence Singaporean Chinese caregiv-
ers’ decisions to continue feeding at the end of life. Am J Hosp Palliat Care. 
2014;31(2):166–71.

19.	 Foo WT, Zheng Y, Kwee AK, Yang GM, Krishna LKR. Factors considered in end-
of-life care decision making by health care professionals. Am J Hosp Palliat 
Care. 2013;30(4):354–8.

20.	 Ho S, Krishna LKR. Artificial hydration at the end of life - treating the patient, 
family or physician? Ann Acad Med Singap. 2015;44(12):558–60.

21.	 Krishna LKR, Kwek SY. The changing face of personhood at the end of life: the 
ring theory of personhood. Palliat Support Care. 2015;13(4):1123–9.

22.	 Krishna LKR, Watkinson DS, Beng NL. Limits to relational autonomy–the 
Singaporean experience. Nurs Ethics. 2015;22(3):331–40.

23.	 Krishna LKR, Meno S. Understanding the practice of collusion on end of life 
care in Singapore JMED Res. 2014;2014(2014):543228.

24.	 Atli Özbaş A, Kovanci MS, Köken AH. Moral distress in oncology nurses: A 
qualitative study. Eur J Oncol Nurs. 2021;54:102038.

25.	 Funk LM, Peters S, Roger KS. The emotional labor of personal grief in pal-
liative care: balancing caring and professional identities. Qual Health Res. 
2017;27(14):2211–21.

26.	 Lupu D, Quigley L, Mehfoud N, Salsberg ES. The growing demand for hospice 
and palliative medicine physicians: will the supply keep up? J Pain Symptom 
Manage. 2018;55(4):1216–23.

27.	 Lupu D. Estimate of current hospice and palliative medicine physician work-
force shortage. J Pain Symptom Manage. 2010;40(6):899–911.

28.	 Somasundaram N, Ibrahim H, Govindasamy R, Abdul Hamid NAB, Ong SYK, 
Krishna LKR. Caring for terminally ill patients: the impact on oncologists. BMC 
Palliat Care. 2024;23(1):231.

29.	 Kherbache A, Mertens E, Denier Y. Moral distress in medicine: an ethical 
analysis. J Health Psychol. 2022;27(8):1971–90.

30.	 McCracken C, McAndrew N, Schroeter K, Klink K. Moral distress: A qualitative 
study of experiences among oncology team members. Clin J Oncol Nurs. 
2021;25(4):E35–43.

31.	 Ong RSR, Wong RSM, Chee RCH, Quek CWN, Burla N, Loh CYL, et al. A sys-
tematic scoping review moral distress amongst medical students. BMC Med 
Educ. 2022;22(1):466.

32.	 Ventovaara P, Af Sandeberg M, Blomgren K, Pergert P. Moral distress and 
ethical climate in pediatric oncology care impact healthcare professionals’ 
intentions to leave. Psychooncology. 2023;32(7):1067–75.

33.	 Ngiam LXL, Ong YT, Ng JX, Kuek JTY, Chia JL, Chan NPX, et al. Impact of caring 
for terminally ill children on physicians: A systematic scoping review. Am J 
Hosp Palliat Care. 2021;38(4):396–418.

34.	 Huang H, Toh RQE, Chiang CLL, Thenpandiyan AA, Vig PS, Lee RWL, et al. 
Impact of dying neonates on Doctors’ and nurses’ personhood: A systematic 
scoping review. J Pain Symptom Manage. 2022;63(1):e59–74.

35.	 Ho CY, Kow CS, Chia CHJ, Low JY, Lai YHM, Lauw SK, et al. The impact of death 
and dying on the personhood of medical students: A systematic scoping 
review. BMC Med Educ. 2020;20(1):516.

36.	 Ho CY, Lim NA, Ong YT, Lee ASI, Chiam M, Gek GPL, et al. The impact of death 
and dying on the personhood of senior nurses at the National cancer centre 
Singapore (NCCS): A qualitative study. BMC Palliat Care. 2022;21(1):83.

37.	 Krishna LKR, Alsuwaigh R. Understanding the fluid nature of personhood - 
the ring theory of personhood. Bioethics. 2015;29(3):171–81.

38.	 Alsuwaigh R, Krishna LKR. The compensatory nature of personhood. Asian 
Bioeth Rev. 2014;6(4):332–42.

39.	 Sarraf-Yazdi S, Pisupati A, Goh CK, Ong YT, Toh YR, Goh SPL, et al. A scoping 
review and theory-informed conceptual model of professional identity 
formation in medical education. Med Educ. 2024;58(10):1151–65.

40.	 Chan NPX, Chia JL, Ho CY, Ngiam LXL, Kuek JTY, Ahmad Kamal NHB, et al. 
Extending the ring theory of personhood to the care of dying patients in 
intensive care units. Asian Bioeth Rev. 2022;14(1):71–86.

41.	 Kuek JTY, Ngiam LXL, Kamal NHA, Chia JL, Chan NPX, Abdurrahman A, et al. 
The impact of caring for dying patients in intensive care units on a physi-
cian’s personhood: A systematic scoping review. Philos Ethics Humanit Med. 
2020;15(1):12.

42.	 Radha Krishna LK. Personhood within the context of sedation at the end of 
life in Singapore. BMJ Case Rep. 2013;2013:bcr2013009264.

43.	 Sarraf-Yazdi S, Goh S, Krishna L. Conceptualizing professional identity forma-
tion in medicine. Acad Med. 2024;99(3):343.

44.	 Krishna LKR, Kwok HYF, Ravindran N, Tan XY, Soh J, Wan DWJ, et al. A system-
atic scoping review of mentoring support on professional identity formation. 
BMC Med Educ. 2024;24(1):1380.



Page 13 of 13Tan et al. BMC Surgery          (2025) 25:196 

45.	 Ho CY, Lim NA, Rahman NDA, Chiam M, Zhou JX, Phua GLG, et al. Physician-
patient boundaries in palliative care. BMC Palliat Care. 2023;22(1):41.

46.	 Venktaramana V, Loh EKY, Wong CJW, Yeo JW, Teo AYT, Chiam CSY, et al. A sys-
tematic scoping review of communication skills training in medical schools 
between 2000 and 2020. Med Teach. 2022;44(9):997–1006.

47.	 Wan DWJ, Goh LSH, Teo MYK, Loh CJL, Yak GHK, Lee JJH, et al. Enhancing self-
care education amongst medical students: A systematic scoping review. BMC 
Med Educ. 2024;24(1):37.

48.	 Krishna LKR, Pisupati A, Ong YT, Teo KJH, Teo MYK, Venktaramana V, et al. 
Assessing the effects of a mentoring program on professional identity forma-
tion. BMC Med Educ. 2023;23(1):799.

49.	 Krishna LKR, Pisupati A, Teo KJH, Teo MYK, Quek CWN, Chua KZY, et al. Profes-
sional identity formation amongst peer-mentors in a research-based mentor-
ing programme. BMC Med Educ. 2023;23(1):787.

50.	 Krishna LKR, Abdul Hamid NAB, Phua GLG, Mason S, Hill R, Lim C, et al. Peer 
mentorship and professional identity formation: an ecological systems 
perspective. BMC Med Educ. 2024;24(1):1007.

51.	 Teo MYK, Ibrahim H, Lin CKR, Abdul Hamid NAB, Govindasamy R, Somasunda-
ram N, et al. Mentoring as a complex adaptive system - a systematic scoping 
review of prevailing mentoring theories in medical education. BMC Med 
Educ. 2024;24(1):726.

52.	 Phua GLG, Owyong JLJ, Leong ITY, Goh S, Somasundaram N, Poon EYL, et al. 
A systematic scoping review of group reflection in medical education. BMC 
Med Educ. 2024;24(1):398.

53.	 Quah ELY, Chua KZY, Lin CKR, Vijayan AV, Abdul Hamid NAB, Owyong JLJ, et 
al. The role of patients’ stories in medicine: A systematic scoping review. BMC 
Palliat Care. 2023;22(1):199.

54.	 Burla N, Ong RSR, Chee RCH, Wong RSM, Neo SY, Abdul Hamid NAB, et al. 
A systematic scoping review on group non-written reflections in medical 
education. BMC Med Educ. 2024;24(1):1119.

55.	 Lim YX, Quah ELY, Chua KZY, Lin CKR, Govindasamy R, Ong SM, et al. A 
systematic scoping review on dignity assessment tools. J Pain Symptom 
Manage. 2024;67(4):e263–84.

56.	 Lim AJS, Hong DZ, Pisupati A, Ong YT, Yeo JYH, Chong EJX, et al. Portfolio use 
in postgraduate medical education: A systematic scoping review. Postgrad 
Med J. 2023;99(1174):913–27.

57.	 Teo YH, Peh TY, Abdurrahman ABHM, Lee ASI, Chiam M, Fong W, et al. A modi-
fied Delphi approach to nurturing professionalism in postgraduate medical 
education in Singapore. Singap Med J. 2024;65(6):313–25.

58.	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3(2):77–101.

59.	 Hsieh H-F, Shannon SE. Three approaches to qualitative content analysis. Qual 
Health Res. 2005;15(9):1277–88.

60.	 Sandelowski M, Barroso J. Handbook for synthesizing qualitative research. 
New York, NY: Springer Publishing Company; 2006. p. 312.

61.	 France EF, Wells M, Lang H, Williams B. Why, when and how to update a meta-
ethnography qualitative synthesis. Syst Rev. 2016;5(1):44.

62.	 Noblit GW, Hare RD. In: Maanen JV, Manning PK, Miller ML, editors. Meta-
ethnography: synthesizing qualitative studies. Newbury Park, CA: SAGE; 1988. 
p. 88.

63.	 Hamric AB. A case study of moral distress. J Hosp Palliat Nurs. 
2014;16(8):457–63.

64.	 Pergert P, Bartholdson C, Blomgren K, Af Sandeberg M. Moral distress in 
paediatric oncology: contributing factors and group differences. Nurs Ethics. 
2019;26(7–8):2351–63.

65.	 Guariglia L, Terrenato I, Iacorossi L, D’Antonio G, Ieraci S, Torelli S, et al. Moral 
distress in oncology: A descriptive study of healthcare professionals. Int J 
Environ Res Public Health. 2023;20(8):5560.

66.	 Sinnathamby A, Ibrahim H, Ong YT, Ravindran N, Wan DWJ, Tan JH et al. 
Towards a theory of compassion fatigue in palliative care and oncology: A 
systematic scoping review. Am J Hosp Palliat Care. 2025:10499091251315183. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​7​​/​1​​0​4​9​9​0​9​1​2​5​1​3​1​5​1​8​3

67.	 Sinnathamby A, Ong YT, Lim SX, Hiew AWH, Ng SY, Chee JH et al. Con-
cepts of suffering at the end of life amongst emergency, palliative care 
and geriatric medicine physicians in Malaysia. Am J Hosp Palliat Care. 
2025:10499091251317725. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​7​​/​1​​0​4​9​9​0​9​1​2​5​1​3​1​7​7​2​5

68.	 Ong YT, Sinnathamby A, Tan JH, Ravindran N, Lim SX, Hiew AWH et 
al. Towards a clinically relevant appreciation of the cost of caring: A 
study of palliative care physicians in Malaysia. Am J Hosp Palliat Care. 
2024:10499091241298281. ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​g​​/​​1​0​​.​1​1​​​7​7​​/​1​0​4​9​9​0​9​1​2​4​1​2​9​8​2​8​1

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1177/10499091251315183
https://doi.org/10.1177/10499091251315183
https://doi.org/10.1177/10499091251317725
https://doi.org/10.1177/10499091241298281

	﻿The impact of death and dying on surgeons in a tertiary cancer centre in Singapore
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Theoretical lens: the ring theory of personhood (RToP)
	﻿The systematic evidence-based approach (SEBA)
	﻿Ethics approval and consent to participate
	﻿Stage 1. expert team
	﻿Reflexivity



	﻿Stage 2. systematic approach
	﻿Stage 3. design of semi-structured interviews
	﻿Stage 4. conducting semi-structured interviews
	﻿Stage 5. split approach
	﻿Stage 6. jigsaw perspective
	﻿Results
	﻿Domain 1. motives for surgical career
	﻿Domain 2. forms of emotional distress experienced
	﻿Moral distress
	﻿Vicarious trauma
	﻿Compassion fatigue
	﻿Secondary traumatic stress
	﻿Burnout


	﻿Domain 3. impact of challenging experiences on personhood
	﻿Innate ring
	﻿Individual ring
	﻿Relational ring
	﻿Societal ring

	﻿Domain 4. buffer mechanisms
	﻿Discussion
	﻿Limitations

	﻿Conclusion
	﻿References


