
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Lopez et al. BMC Palliative Care          (2024) 23:197 
https://doi.org/10.1186/s12904-024-01529-w

BMC Palliative Care

*Correspondence:
Maria Sebastião
Maria.Sebastiao@uk-erlangen.de
1Institute of General Practice, Friedrich-Alexander-University Erlangen-
Nürnberg, University Hospital Erlangen, Universitätsstr. 29,  
91054 Erlangen, Germany
2Lutheran University of Applied Sciences, Nürnberg, Germany

Abstract
Background  In Germany, general practitioners play a pivotal role in palliative care provision. Caring for patients with 
palliative care needs can be a burden for general practitioners, highlighting the importance of self-care and mental 
health support. This study aimed to explore the role of palliative care in general practitioners’ daily work, the stressors 
they experience, their coping mechanisms, and the potential benefits of Advance Care Planning in this context.

Methods  An exploratory approach was employed, combining a short quantitative survey with qualitative interviews. 
The analysis was based on a structuring qualitative content analysis, following a deductive-inductive procedure 
and integrating the Stress-Strain Model and Lazarus’ Transactional Model of Stress and Coping. We recruited eleven 
general practitioners to take part in the study.

Results  General practitioners viewed palliative care as integral to their practice but faced challenges such as time 
constraints and perceived expertise gaps. Societal taboos often hindered conversations on the topic of death. Most 
general practitioners waited for their patients to initiate the topic. Some general practitioners viewed aspects of 
palliative care as potentially distressing. They used problem-focused (avoiding negative stressors, structuring their 
daily schedules) and emotion-focused (discussions with colleagues) coping strategies. Still, general practitioners 
indicated a desire for specific psychological support options. Advance Care Planning, though relatively unfamiliar, was 
acknowledged as valuable for end-of-life conversations.

Conclusions  Palliative care can be associated with negative psychological stress for general practitioners, often 
coming from external factors. Despite individual coping strategies in place, it is advisable to explore concepts for 
professional psychological relief.

Trial registration  Not registered.
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Background
Palliative care is defined as “the active holistic care of 
individuals across all ages with serious health-related 
suffering due to severe illness and especially of those near 
the end of life. It aims to improve the quality of life of 
patients, their families and their caregivers” [1]. Palliative 
care has a positive effect on end-of-life care - for exam-
ple, in reducing potentially aggressive medical interven-
tions such as intensive medical treatment [2]. Between 69 
and 82% of terminally ill patients need palliative care [3]. 
According to the World Health Organization (WHO) in 
2020, an estimated 56.8 million people required palliative 
care globally. However, only about 14% of those in need 
received it. In the coming years, more patients will need 
palliative care services, primarily driven by the ageing of 
the population and the growing burden of diseases [4].

Palliative care can be provided in an ambulatory or an 
inpatient setting. In Germany, 76% of patients expressed 
a preference for dying at home [5] which means that gen-
eral practitioners (GPs) play a central role in providing 
palliative care [6]. In Germany, basic knowledge of pal-
liative medicine is part of the training requirements for 
becoming a GP [7]. GPs who wish to expand their exper-
tise can participate in further training programs. Special-
ized Ambulatory Palliative Care Teams (SAPCT) step in 
when patients’ symptoms and needs exceed the capabili-
ties of GPs.

Caring for patients with palliative care needs can 
become burdensome for GPs, e.g. due to time con-
straints [8, 9]. This lack of time is intensified by a high 
caseload and the fact that patients with palliative care 
needs often require more time and attention than other 
patient groups [8]. Parallels, such as similar age or char-
acter traits, may lead to reflections on their own mor-
tality and death, presenting a negative psychological 
burden for GPs [10]. This burden may intensify when 
patients express their wish for hastening death [11, 12]. 
Currently, there is little information on how GPs in Ger-
many conduct conversations about end-of-life care [13]. 
Advance Care Planning (ACP) as a proactive process in 
which patients discuss and document their preferences 
regarding future medical decisions could be helpful [14]. 
Although the financing of ACP was regulated by the Hos-
pice and Palliative Care Act passed in 2015, the concept 
is not yet widely established in Germany [15]. It has been 
shown that ACP has positive effects on care for patients 
[16]. It remains to be seen whether ACP also has a posi-
tive influence on the mental health of GPs.

In Germany, legal frameworks allow treatment limi-
tations (e.g. no artificial nutrition) and palliative care 
measures (e.g. sufficient pain relief despite potential 
shortening of life or palliative sedation) but explicitly 
prohibit active euthanasia [17]. Assisted suicide, involv-
ing the provision of lethal substances, exists within a 

legal grey area [17]. Although a 2020 ruling by the Fed-
eral Constitutional Court emphasized the right to self-
determined dying, legal uncertainties remain (BVerfG, 
Guidelines to the Judgment of the Second Senate, Febru-
ary 26, 2020, Art. 2 para. 1). This uncertainty may lead 
to an additional burden for GPs when caring for patients 
with palliative care needs.

The high rates of burnout among GPs (32–43%) [18] 
and the high suicide rate among physicians in general 
[19] highlight the importance of mental health and self-
care. As dealing with death can be a potential psychologi-
cal stressor for GPs, attention should be directed towards 
this topic. Stress reactions do not inherently result in 
health damage [20]. The decisive factor is the interplay 
between the stressors, their intensity, timing, and individ-
ual resources. Therefore, this study aimed to explore (1) 
the role of palliative care in the daily work of GPs, (2) the 
psychological and emotional stress experienced by GPs in 
this context, (3) their possible coping mechanisms, and 
(4) if ACP can be supportive for the GPs’ mental health in 
the palliative care setting.

Methods
Study design
An exploratory approach with a short quantitative survey 
followed by a qualitative interview was chosen to under-
stand the GPs’ perspective. The ethics committee of the 
Friedrich-Alexander University Erlangen-Nürnberg 
approved the study (file number 21-377-B).

Recruitment and setting
The recruitment was conducted through contacts of the 
Institute of General Practice. We used different recruit-
ment channels. GPs were invited to participate in the 
study via the Institute’s newsletter (approximately 250 
recipients). We also distributed information at various 
events (e.g. research symposium for GPs). We asked GPs 
to further spread the study (snowball system). In addi-
tion, 30 randomly selected practices in Bavaria were 
made aware of the study by e-mail and/or telephone. 
Inclusion criteria were: GPs practicing in Bavaria, Ger-
many, including doctors-in-training and GPs who retired 
within the last year. We planned for 15–20 interviews to 
be conducted. Prospective participants received an invi-
tation letter and study information (n = 33). GPs express-
ing interest subsequently received the data protection 
declaration, consent form for signature, and a brief sur-
vey for completion (n = 11). The most frequently cited 
reason for non-participation was lack of time. The inter-
viewer (VL, female, student of human medicine) and the 
GPs did not know each other beforehand.
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Data collection
The project team developed the interview guide. Based 
on a literature review, we created mind maps for each 
research question which depicted various influencing 
factors and elements. After structuring and summarizing, 
four thematic blocks emerged for the interview guide: (1) 
Experience with palliative care as a GP, (2) Patients’ death 
wishes and the resulting emotions on the side of the GPs, 
(3) Dealing with any psychological stressors, and (4) Sug-
gestions for coping with psychological stressors in pallia-
tive care (including questions about ACP) (Supplemental 
file 1).

The interview guide was pre-tested with two GPs. 
After the pre-test, a written definition of ACP was incor-
porated into the interview guide, and questions related 
to ACP were modified. The quantitative survey com-
prised questions concerning socio-demographic status 
and a subset of 15 questions (drawn from a total of 144) 
sourced from the “Questionnaire on attitudes towards 
dying, death, and the afterlife” (FESTD) [21] (Supplemen-
tal file 2). Questions were chosen based on the relevance 
to the care of patients with palliative care needs and 
to gain an impression of the GPs’ attitude to dying and 
death. The participants received the paper questionnaire 
by post or email in advance and were asked to complete 
and return it before the interview.

From 12/2021 to 11/2022 data collection took place. 
VL conducted the interviews (n = 11) via Zoom (zoom.
us, San José, USA). The interviews (35–80 min, on aver-
age 60  min) were digitally audio-recorded and later 
transcribed verbatim using the software f4 (Marburg, 
Germany). Transcripts were not provided to participants. 
In addition, protocols of the interviews were written to 
include e.g. first memos. The memos contained first ideas 
for the data analysis. These were later used to familiarize 
ourselves with the material as a first step of data analysis.

Data analysis
As a basis for our analysis, we combined two models: 
1) The  Stress-Strain-Model, developed by Rohmert and 
Rutenfranz [22], and the Transactional Model of Stress 
and Coping developed by Lazarus [20]. We used these 
two models to form our deductive categories. The Stress-
Strain-Modell delineates the causal relationship between 
mental stress and strain. The various workload influences 
affect the individual with different preconditions (Fig. 1).

The Transactional Model of Stress and Coping describes 
the interaction between individuals and their environ-
ment as a dynamic and reciprocally influential process 
[20] (Fig.  1). When an individual is confronted with a 
stressor, a primary appraisal takes place in which the 
stressor is classified as positive, irrelevant, or threatening. 
This means that a stressor is not necessarily associated 
with a threat and can also be evaluated positively. Only 

if a threat is perceived, a secondary appraisal follows in 
which the available resources are assessed. Insufficient 
resources lead to stress reactions.

Negative consequences arise from the mismatch 
between work-related demands (such as job contenct or 
work organization) and individual preconditions (such as 
personal attitude or qualification). Consequently, identi-
cal work-related stressors can lead to varying stress lev-
els and outcomes in the short and long term for diverse 
individuals or on different occasions. Coping strategies 
become necessary to restore a balance between demands 
and resources. Those coping strategies can be problem-
oriented (modifying the situation) or emotion-oriented 
(changing the attitude). Ultimately, the situation is 
re-evaluated.

The analysis was based on the structuring qualita-
tive content analysis by Kuckartz and Rädiker [23], fol-
lowing a deductive-inductive procedure and using the 
software program MAXQDA Plus 2020. Initially, VL 
wrote a case summary for each participant. VL and MS 
deductively formed a system of categories based on the 
two stress models. The categories were provided with a 
short description. During analysis, VL added an example 
for each category. VL applied the categories to the mate-
rial. The category system was inductively expanded by 
new categories and re-organized. After coding eight of 
the interviews, no new categories were added, indicat-
ing data saturation. All data material was coded using the 
final category system (Supplemental file 3). On an indi-
vidual level, we compared answers from the question-
naire and interviews to identify discrepancies. We then 
checked whether these discrepancies were also found in 
other interviews.

Quality assurance
TK (male, Chair of Institute, GP) and MS (female, senior 
researcher, Public Health) have extensive knowledge 
in qualitative research. Before data collection, VL was 
trained in qualitative data collection and analysis. All cat-
egories were continuously discussed by the project team 
(VL, PvK, TK, MS) meeting the standard of consensual 
validation. VL kept a research diary to reflect on her role 
and possible influence during the research process. The 
reporting of the study follows the “Consolidated criteria 
for reporting qualitative research” (COREQ) [24].

Results
In our study, 11 GPs (6 men, 5 women) of various age 
groups participated (Table 1).

The presentation of the results follows the research 
questions, commencing with the role of palliative care 
(Q1), followed by an exploration of potential stressors 
(Q2), and coping mechanisms (Q3) and concluding with 
ACP (Q4).
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Fig. 1  Combination of the two stress models used for analysis
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Role of palliative care
The central objective of GPs in palliative care is to allevi-
ate suffering and thus maintain quality of life (GP1; GP2; 
GP3; GP9). Palliative care holds a high to very high sig-
nificance in the daily practice of GPs. It is perceived as 
an “inherent responsibility of general practice” (GP7) 
to accompany patients until the end of their lives. This 
perception was also reflected in their professional iden-
tity: GPs saw themselves as medical companions from 
childhood to death. The importance was not necessar-
ily directly proportional to the actual level of palliative 
care provided: “For me, it is very important […]. But for-
tunately, it is a small percentage of patients” (GP10). The 
average number of patients with palliative care needs 
cared for per year showed a wide range. Most GPs (n = 8) 
stated that they treat up to 20 patients yearly, the maxi-
mum was over 60 patients (n = 1). The majority (10 out 
of 11) stated that between 0 and 20 patients with pallia-
tive care needs die in their care over the span of one year 
(Supplemental information 2).

Psychological and emotional stress experienced by GPs
External stressors
Job content  For GPs, palliative care was considered a 
“routine aspect” (GP9), however, they reported a sig-
nificant imbalance between effort and reimbursement 
(GP4; GP7; GP9). In general, GPs expressed openness to 
discussing death and related wishes with their patients. 
Some emphasized a moral obligation to address these 
topics (GP5), highlighting the ethical dimension involved. 
However, there were clear differences in how these discus-
sions were initiated. While some GPs actively approached 
patients to discuss end-of-life care (GP3; GP4; GP7; GP9), 
the majority of them waited for patients to raise the topic. 
Many GPs appreciate when patients initiate these conver-
sations, as it signals openness to the topic and provides 
a starting point. The most common triggers were critical 
health conditions, acute deteriorations, an unfavorable 
prognosis (GP2; GP4; GP7; GP9) or death in the patient’s 
social environment (GP9; GP10). The identified triggers 
also determine the primary target groups for these discus-
sions: patients with palliative care needs, chronically ill 
individuals, older patients, and their respective relatives, 
along with those who actively approach GPs regardless 
of age or health status (GP2; GP3; GP7; GP8; GP9; GP10; 
GP11). Even with a specific trigger, GPs described that 
they sometimes hesitate to initiate discussions to avoid 
overwhelming patients. GPs also expressed concerns 
about potentially diminishing patients’ hope and will to 
live through discussions about death (GP4; GP6; GP8).

Central to these conversations is the understanding of 
patients’ preferences and wishes (GP1; GP3; GP5; GP7; 
GP8). This includes evaluating whether home care is fea-
sible and if a move to a hospice is necessary and desired. 
The involvement of family members in end-of-life care 
and their alignment with the patients’ wishes is crucial 
(GP9). Requests for physician-assisted suicide were men-
tioned less frequently, and some GPs expressed relief 
about that: “many patients were so hopeless and deeply 
sad at the end, […] that they said ‘I would prefer to be 
dead right now.’ But I’m so glad that not a single person 
asked me if I could help them.” (GP10). When no specific 
wishes were documented, the presumed patient will has 
to be determined in acute situations. This can lead to 
challenging situations for all parties involved (GP7; GP8).

Work organization  GPs expressed a fundamental time 
constraint, noting that “the main part of (…) caring for 
dying patients is certainly a verbal one and that takes time. 
And the second point of course, is that these patients are 
often so ill that they need home visits” (GP1). A certain 
level of flexibility is often necessary because “palliative 
care is always something spontaneous and difficult to plan. 
I can’t really say I’ll keep ten to twelve free in my diary on 

Table 1  Socio-demographic data and information on residency 
program and employment status
Characteristics Specification n
Age 30–40 Years 2

41–50 Years 4
51–60 Years 2
61–70 Years 3

Gender Female 6
Male 5

Specialization
(multiple answers 
possible)

General medicine 8
General internal medicine 3
Other 3

Employment 
(duration)

0–3 Years 2
4–10 Years 2
11–20 Years 4
21–30 Years 1
> 31 Years 2

Employment status Employed 4
Self-employed 7

Weekly work time < 31 h 4
31–40 h 2
41–50 h 2
51–60 h 2
> 60 h 1

Type of practice Single practice 1
Group practice 9
Medical care center 1

Location of practice Rural (< 5 000 residents) 4
Small-sized town (5 000–20 000 residents) 4
Medium-sized town (20 000–100 000 
residents)

1

City (> 100 000 residents) 2
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Friday’ or something; that’s not really possible” (GP6). This 
time challenge becomes more pronounced when patients 
have not made any or only insufficient decisions regarding 
palliative care. GPs described advance care planning as 
time-consuming consultations to explain medical terms 
and treatment options (GP5; GP10). While justified given 
the gravity of the decisions, these lengthy discussions 
pose organizational challenges for GPs (GP1; GP2).

Work environment  Caring at home for patients with 
palliative care needs is commonly favored and often 
aligns with the patients’ wishes. The GPs named positive 
impacts of the familiar environment on the psychological 
well-being of patients (GP1). In certain situations, such as 
when the nursing care needs cannot be adequately met, 
GPs preferred hospice care. Some interviewees explicitly 
assessed any demand for round-the-clock availability as a 
burden (GP7; GP8).

The GPs mentioned the time constraints as the most 
prominent obstacle in the ambulatory setting (GP6). 
Another major disadvantage is that fewer resources are 
available compared to a hospital setting. Should instru-
mental examinations be necessary, this is associated 
with greater effort (GP1). The GPs addressed the lack of 
personal expertise and experience in approaching such 
challenges (GP1) (Also: Individual Precondition - Quali-
fication). The work environment of GPs entails having 
limited on-site support, as exemplified by involving col-
leagues (GP6). The burden of bearing sole responsibility 
for decisions, without or with only limited chances for 
reassurance from colleagues or relatives, was perceived 
as challenging (GP9).

Legal context  The legal context played a prominent role 
in all the interviews. GPs’ explicit and implicit remarks 
showed that they perceived a lack of comprehensive legal 
protection when providing care to patients with palliative 
care needs, especially when it came to assisted suicide. 
This legal ambiguity has the potential to induce distress. 
Their own values and knowledge factor into this context 
(Individual Precondition). As these factors are difficult to 
sort from each other, they are presented together in this 
section. In the perception of the legal situation of physi-
cian-assisted suicide, the GPs’ assessments varied from 
“illegal” (GP3; GP11) to “allowed under certain conditions” 
(GP7). Their willingness to accommodate the request for 
physician-assisted suicide also varied from “strict refusal” 
(GP3; GP9; GP11) to “providing information about alter-
native options” (GP4) or to contact specific assisted dying 
associations (GP6). With a good and long doctor-patient-
relationship, GPs were rather open to further measures: “I 
think it would very much depend on whether I have accom-
panied the patient until then and have such a, already such 
a relationship, you know. […] Then I believe, I could imag-

ine it more easily.” (GP8). As inhibiting factors GPs cited 
personal values (GP3; GP9) and religious reasons: “we as 
humans [are] not empowered to end a life, you know. Even 
if the person wants or wishes it.” (GP11). GPs also stated 
role conflict, as to them physician-assisted suicide con-
flicted with the professional role of a GP (GP8; GP10). A 
significant barrier was the legal uncertainty among GPs 
(GP6; GP9): “And if the patient had then asked me to put 
an end to it, then […] I would actually have been afraid of 
losing my profession if I did something that is not currently 
allowed.” (GP10). However, the uncertainty also brought 
a temporarily relieving aspect: “I’m actually glad that it’s 
not legally clarified yet because I can hide behind it. If it 
were clarified, I would have to deal with it.” (GP9).

Social relationships  Several participants emphasized 
the pivotal role of emotional and social support, especially 
in palliative care (GP2; GP3; GP7; GP9; GP10). A stable 
relationship with the patients is beneficial: “knowing the 
entire […] environment of the patient. […] one can assess 
a bit where there are problems within the family or even 
in the household. […] So, I think that is an advantage that 
colleagues from other disciplines cannot have because they 
are not so on-site. And often, they don’t know the patients 
for as long.” (GP3). Conversely, palliative care poses a sig-
nificant challenge when a stable relationship has not yet 
been established (GP2; GP7). The sense of security con-
veyed to patients with an established trust was seen as 
a factor that strengthens GPs in their work: “Because I 
simply wanted to be there for my patients when they go. 
Because they have a bit more security there. After all, those 
were unfamiliar doctors [in the hospital]. […] when your 
own GP stands beside and essentially approves of what is 
happening, that’s something completely different.” (GP10). 
When relatives or close individuals are involved in pallia-
tive care, the GPs must gain their trust as well (GP2; GP9). 
Gaining trust often requires (time-)intensive and emo-
tionally charged conversations (GP5; GP6). Nevertheless, 
GPs considered involving relatives closely and early as an 
important aspect (GP9; GP11) as relatives can also reduce 
the workload for GPs by being guided, for example, in the 
administration of medications (GP11).

Societal conditions  The societal discourse surrounding 
the topic of mortality is perceived as challenging. Death is 
“naturally tabooed in society” (GP11) less so in the profes-
sional context (GP8). The societal taboo around deterred 
GPs from initiating these conversations (GP11). GPs even 
feared societal condemnation as “involuntary angels of 
death” (GP7) if they fulfill the requests for physician-
assisted suicide. At the same time, there is a growing soci-
etal acknowledgment of palliative medical practices as 
supportive. Particularly, the gratitude expressed by those 
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immediately affected was considered as “justifying the 
effort” (GP9).

Individual preconditions
Personal attitude  Although palliative care is an inher-
ent responsibility, death itself played a rather subordinate 
role in the everyday thoughts of the GPs surveyed. In the 
short survey, 72.7% stated that they do not think about 
the death of themselves, loved ones, or patients more 
than once a day (Table 2). There was also predominantly 
little fear of contact with death. Despite the GPs’ reserva-
tions about physician-assisted suicide, they understood 
patients’ desire for medical support about a self-deter-
mined death (GP6; GP7; GP10, Table  2). In the survey, 
six GPs agreed that everyone should have the freedom to 
decide for themselves how they want to die.

GPs found it challenging when patient or family pref-
erences did not align with their assessment (GP8; GP11). 
This often occurred when family members sought maxi-
mum care, seen by GPs as an unnecessary burden.

Qualification  The majority of GPs (10 out of 11) felt 
emotionally prepared for the care of patients with pal-
liative care needs. The level of experience in the sample 
was very heterogeneous. Some GPs (n = 4) stated in the 
interview that they had not attended any further training. 
Mostly these GPs (but not exclusively) reported a lack of 
knowledge (GP8; GP11). For the other GPs, the further 

training varied between self-study (n = 1), seminars (n = 2) 
and additional training in palliative medicine (n = 4). 
Despite GPs expressing a high level of clinical experience, 
they wanted more training, as palliative care “is somewhat 
overlooked in training despite its elevated priority” (GP3). 
The perceived lack of qualification increases the risk of a 
stress reaction. No predominant motivations for pursu-
ing more extensive training could be discerned within the 
sample.

When assessing the GPs’ concerns about making mis-
takes in connection with palliative care, the overall mood 
was fairly balanced, with a slight tendency towards fear of 
making mistakes (Table 3).

There were discrepancies between the quantita-
tive and qualitative data regarding communicative and 
psychosocial skills. In the quantitative data, the GPs 
predominantly expressed positivity regarding their com-
municative competencies. Specifically, 63.64% (n = 7) 
asserted competence in attentive listening to individuals 
in the terminal phase, and 72.73% (n = 8) expressed confi-
dence in being able to have conversations with the dying. 
Communicating unfavorable prognoses presented only 
for 18.19% (n = 2) of GPs a specific challenge. However, 
in the interviews, GPs described a deficiency in training 
related to communication skills and offering psychologi-
cal support to patients and their families (GP8; GP10; 
GP11) as “no one teaches you how to conduct conversa-
tions“ (GP11).

Table 2  Selection of relevant questions regarding the GPs’ attitude towards death
Question 0

n
(%*)

1
n
(%*)

2
n
(%*)

3
n
(%*)

4
n
(%*)

5
n
(%*)

I am frequently reminded of death in my day-to-day work 0
(0)

0
(0)

2
(18,19)

3
(27,28)

2
(18,19)

4
(36,36)

You only have to think about death when you are old 6
(54,54)

4
(36,36)

1
(9,09)

0
(0)

0
(0)

0
(0)

It scares me that I myself will have to die one day 2
(18,19)

3
(27,28)

3
(27,28)

3
(27,28)

0
(0)

0
(0)

I am glad that I will die one day 2
(18,19)

3
(27,28)

3
(27,28)

1
(9,09)

2
(18,19)

0
(0)

I am afraid of my own death because it will cause pain for my familiy and friends 0
(0)

3
(27,28)

1
(9,09)

3
(27,28)

3
(27,28)

0
(0)

Everyone deserves the freedom of deciding for themselves how and when they choose to die
Missing: n = 1

0
(0)

2
(18,19)

0
(0)

2
(18,19)

2
(18,19)

4
(36,36)

Seeing a dying person repulses me 6
(54,54)

3
(27,28)

0
(0)

1
(9,09)

0
(0)

0
(0)

Being in the presence of a dying person scares me 5
(45,45)

3
(27,28)

1
(9,09)

2
(18,19)

0
(0)

0
(0)

The sight of a dead person scares me 7
(63,63)

3
(27,28)

0
(0)

1
(9,09)

0
(0)

0
(0)

Touching someone who has recently died scares me 8
(72,72)

1
(9,09)

2
(18,19)

0
(0)

0
(0)

0
(0)

Legend: 0 = does not apply at all, 5 = applies very strongly

* Due to the small sample size (N = 11), the values do not always add up to 100%.
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Emotions  GPs described palliative care as highly emo-
tional. Some GPs mentioned that palliative care treatment 
pushes them to their emotional limits (GP9; GP11). Nega-
tive emotions described were a certain sense of discom-
fort, frustration, and helplessness (GP2; GP5; GP9; GP10). 
They perceived a younger age of patients and parenthood 
of younger children as emotionally more challenging 
(GP5; GP7; GP8). When they could identify themselves 
with the patients (e.g., through similar age or similar fam-
ily situations), emotional involvement increased as the 
GPs were confronted by their own mortality (GP4; GP7; 
GP9). It is also challenging when patients or their families 
react defensively or deny the overall situation (GP5; GP6; 
GP11).

The lack of social support for the dying (e.g. during 
the COVID-19 pandemic) triggered negative emotions 
(GP11). GPs reported that the grief of the families or the 
fear of the patients also affects them (GP2). This is aggra-
vated by a “feeling of guilt” if the care “simply did not go 
well and it could have been better” (GP4).

However, palliative care can also evoke positive emo-
tions, mostly described when patients are well-cared for 
in all four aspects of palliative medicine (physical, psy-
chological, social, and spiritual). The social support pro-
vided by family members is particularly emphasized in 
this regard (GP2; GP10). GPs described gratitude from 
patients and family members, leading to a nonspecific 
positive feeling (GP6; GP7). In general, positive emotions 
were typically triggered when GPs felt they have achieved 
the best possible care for patients.

Dealing with stressors
Primary appraisal
Some GPs rated palliative care as neither a positive nor 
a negative stimulus. If the external stimuli were assessed 
directly as “irrelevant”, active processing and dealing with 
any emotions was not necessary for the respective GPs. 
Some GPs appraised stimuli from palliative care activi-
ties as positive and enriching (GP3; GP6; GP7). In this 
case, no coping strategy was necessary as there was no 

negative stimulus to navigate. However, contrasting opin-
ions also emerged, indicating that certain GPs regarded 
(parts of ) palliative care as a potentially distressing stim-
ulus, requiring coping strategies for the situation.

Secondary appraisal
The secondary evaluation occurs when a stimulus is ini-
tially perceived as potentially threatening. GPs identified 
high resilience and personal spirituality as protective ele-
ments for compensating for initially threatening stimuli 
(GP4; GP6; GP7; GP8; GP10). The interconnectedness of 
life and death was acknowledged, with the understanding 
that “death [is] a part of our lives” (GP6). This perspective 
helped them to cope with stressful situations. Addressing 
one’s mortality and thoughts about dying also facilitated 
communication with patients (GP4). Additionally, the 
importance of maintaining a good work-life balance was 
emphasized for the ability to accumulate and utilize suf-
ficient personal resources (GP4; GP6). The GPs described 
a kind of emotional balancing. As positive emotions 
dominate in palliative care, they were able to compensate 
for the negative feelings (GP7).

Coping
If negative stressors cannot be sufficiently compensated 
for by protective factors, a coping mechanism becomes 
necessary. Problem-focused and emotion-focused coping 
strategies were evident in the GPs’ statements. However, 
a few of the GPs stated that they did not have a specific 
coping strategy.

Problem-focused coping  Some GPs described that they 
either proactively avoid situations that could lead to nega-
tive stressors or, at the very least, attempt to delegate a 
significant portion of the responsibility to other col-
leagues or external teams (such as SAPCT teams) (GP5; 
GP8, GP9). Another way to engage in problem-focused 
coping is through an organized work routine. Measures 
perceived as supportive include scheduling and incorpo-
rating buffer times (GP10) and conducting in-depth con-

Table 3  Selection of relevant questions regarding the GPs’ qualification
Question 0

n
(%*)

1
n
(%*)

2
n
(%*)

3
n
(%*)

4
n
(%*)

5
n
(%*)

Doing something the wrong way while interacting with a dying person worries me 3
(27,28)

2
(18,19)

- 3
(27,28)

3
(27,28)

-

I know how to listen to a dying person - 1
(9,09)

- 3
(27,28)

2
(18,19)

5
(45,45)

I am capable of holding conversations with people who are dying - - - 3
(27,28)

3
(27,28)

5
(45,45)

Having to tell someone that they are going to die soon scares me 1
(9,09)

3
(27,28)

2
(18,19)

3
(27,28)

1
(9,09)

1
(9,09)

Legend: 0 = does not apply at all, 5 = applies very strongly

* Due to the small sample size (N = 11), the values do not always add up to 100%.
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versations to address the concerns of patients and their 
families. Establishing a 24-hour telephone availability for 
patients with palliative care needs and their families was 
discussed rather differently, either as supportive or as a 
further stressor (GP2; GP9). SAPCT teams were often 
cited as the primary source for both temporal and pro-
fessional relief, especially as they are available 24 h a day 
(GP1; GP4; GP5; GP8; GP9; GP11). The lack of personal 
resources can thus be compensated for through interpro-
fessional collaboration (GP5; GP7; GP9; GP11). Simulta-
neously, collaboration always involves an interface. There-
fore, effective communication is essential, and its absence 
was otherwise perceived as a burden (GP7).

Emotion-focused coping  The spectrum of emotion-
focused coping is diverse, individual methods range from 
practicing autogenic training (GP9) and engaging in sports 
(GP4) to having intensive conversations. Balint groups 
or colleagues in the practice were emphasized as help-
ful: “One often discusses this with colleagues. I find that 
always super important, yes. […] That is actually the most 
effective coping measure for me.” (GP5). GPs only occa-
sionally mentioned conversations with family and friends 
as a personal relief (GP7; GP8). Individual reflection and 
recapitulation of situations were also described as cop-
ing strategies (GP2; GP5). GPs mentally went through the 
treatment situations, evaluating where things went well 
and identifying areas for potential improvement. The con-
sensus between the measures taken and the wishes and 
needs of the patients is particularly relieving in retrospect.

Occasionally, GPs kept their thoughts and emotions at 
a distance, leading to expressions like “to a certain extent, 
I don’t care” (GP1). For some, the distancing is the only 
way to fulfill the role as GP and to be able to handle the 
emotions of patients and their families.

ACP in primary care
Except for three GPs (GP1; GP3; GP7), the concept of 
ACP was unfamiliar to German GPs. The responses to 
ACP, however, were largely positive. Particularly, the ini-
tiation of discussions can be made easier by a structured 
program like ACP (GP2; GP9). Once the conversation 
has started, further discussions become easier: “It’s like 
pushing a car. It requires a lot of effort to get it moving ini-
tially, but once it’s in motion, it’s relatively easy to push it 
a bit faster.” (GP9).

The GPs perceived the concept as more detailed and 
specific than an advance directive, yet they believed 
that it does not guarantee the discussion of the actual 
health conditions that may occur in advance (GP4). They 
emphasized the time problem again (GP11), making it 
impractical to offer ACP to all patients (GP8). The most 
frequently cited reason for individual relief for GPs was 
the existence of a specific action plan in the event that 

the respective patients become incapable of making deci-
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extend survival time while improving the overall quality 
of life [33].

A lack of knowledge was mainly reported by younger 
GPs which was also found in other studies [25, 27]. The 
participating GPs indicated that palliative care was 
neglected in their medical training. A review of educa-
tional curricula of medical schools in the United States 
identified a lack of incorporating palliative care into med-
ical training [34]. Another study showed that despite the 
expansion of palliative care training programs, the evi-
dence regarding their efficacy is poor [35]. In other stud-
ies, the impact of qualification levels on the perceived 
burden appeared to be minimal [36]. Nurses with higher 
qualifications experienced even higher levels of stress 
compared to those with lower qualifications [30]. The 
lack of knowledge may not necessarily impact the expe-
rience of stress. However, it could affect patient care as 
information deficits, fear, and uncertainty lead to more 
hospital admissions [37]. Declining end-of-life hospital-
ization in a medical advance care planning document can 
reduce the likelihood of hospitalization [38].

To some extent, GPs should display empathy in treat-
ment situations. However, concerning their psychologi-
cal well-being, there must be sufficient opportunities to 
acknowledge, perceive, and process these feelings. If this 
does not happen, distress can lead medical profession-
als to distance themselves more from patients or experi-
ence emotional numbness (compassion fatigue) [39–41]. 
Indicators of this could be identified in the interviews. 
Strategies against compassion fatigue, such as medita-
tion programs can be helpful [42, 43]. Additionally, the 
exchange between colleagues plays an important role in 
ensuring empathetic care [44]. A possible strategy to alle-
viate distress could be the so-called “Death Cafés“. This 
concept, where individuals casually exchange thoughts 
on death and related subjects over coffee and cake, has 
been previously offered, specifically for healthcare per-
sonnel as well [45].

The GPs believed that the most significant relief could 
be achieved when they engage in ACP conversations. In 
Germany, however, with training various medical profes-
sional groups can conduct ACP discussions [16]. Hence, 
there is a need for future discussions on how to involve 
GPs in this process so that they can benefit from poten-
tial relief.

Strengths and limitations of this study
The combination of both, survey and interviews, facili-
tated a more in-depth exploration of psychological stress 
experienced by GPs in their care of patients with pal-
liative care needs. Combining two existing stress mod-
els Stress-Strain-Model [22] and Transactional Model of 
Stress and Coping [20] made it possible to link stressors 

and coping mechanisms and develop a theory-driven cat-
egory system for data analysis.

We could not reach the number of participants as 
planned. Nevertheless, we assume that our heteroge-
neous sample led to a broad range of results and did not 
need to form any further new categories after eight inter-
views, indicating data saturation. The study may have 
predominantly included GPs with a particular interest in 
this topic (recruitment bias). The title, which referred to 
“psychological stress” may have contributed to the fact 
that not all GPs felt addressed. The focus of this research 
was psychological stress in the context of external and 
internal factors. We did not look at stress as a biological 
factor. Some of the GPs classified the stimuli arising from 
palliative care as “irrelevant”. This may already represent 
a protective mechanism for the GPs. An exact differen-
tiation between “irrelevant” and protective mechanisms 
was not possible based on the interviews. Furthermore, 
we assumed that ACP is unknown among GPs which may 
have influenced the results.

Conclusions
Palliative care can be associated with negative psycholog-
ical stress for GPs. However, the actual work with patients 
with palliative care needs is not always the challenging 
aspect; often, the challenging issues arise from the sur-
rounding conditions, such as inadequate billing options, 
time constraints, or uncertainties regarding legal matters. 
Despite individual coping strategies already in place, it 
is advisable to explore concepts for professional psycho-
logical relief. It is crucial to increase awareness of ACP’s 
existence and offer training opportunities. A clearer legal 
framework must be created and communicated to GPs in 
an easily accessible manner by the legislator.
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