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BACKGROUND: Physicians treating similar patients in
similar care-delivery contexts vary in the intensity of life-
extending care provided to their patients at the end-of-life.
Physician psychological propensities are an important
potential determinant of this variability, but the pertinent
literature has yet to be synthesized.
OBJECTIVE: Conduct a review of qualitative studies to
explicate whether and how psychological propensities
could result in some physicians providing more intensive
treatment than others.
METHODS: Systematic searches were conducted in five
major electronic databases—MEDLINE ALL (Ovid),
Embase (Elsevier), CINAHL (EBSCO), PsycINFO (Ovid),
and Cochrane CENTRAL (Wiley)—to identify eligible stud-
ies (earliest available date to August 2021). Eligibility
criteria included examination of a physicianpsychological
factor as relating to end-of-life care intensity in advanced
life-limiting illness. Findings from individual studies were
pooled and synthesized using thematic analysis, which
identified common, prevalent themes across findings.
RESULTS:The search identified 5623 references, of which
28 were included in the final synthesis. Seven psychologi-
cal propensities were identified as influencing physician
judgments regarding whether and when to withhold or
de-escalate life-extending treatments resulting in higher
treatment intensity: (1) professional identity as someone
who extends lifespan, (2) mortality aversion, (3) communi-
cation avoidance, (4) conflict avoidance, (5) personal values
favoring life extension, (6) decisional avoidance, and (7)
over-optimism.
CONCLUSIONS: Psychological propensities could influ-
ence physician judgments regarding whether and when
to de-escalate life-extending treatments. Future work
should examine how individual and environmental factors
combine to create such propensities, and how addressing
these propensities could reduce physician-attributed vari-
ation in end-of-life care intensity.
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INTRODUCTION

Physicians treating similar patients in similar care-delivery
contexts vary in the intensity of life-prolonging and life-
extending care provided to their patients at the end-of-life.1–5

Notably, the influence of the treating physician on end-of-life
care intensity seems to be as high or higher than patient
factors, disease characteristics, or regional norms.6–10 In fact,
it has been estimated that a striking 35% of end-of-life care
spending is associated with physician beliefs and treatment
preferences that are not associated with evidence-based prac-
tice.1 Such physician-specific variation raises the question of,
why, given similar clinical scenarios, some physicians provide
more intensive care than others. This is a particularly impor-
tant question considering that higher end-of-life care intensity
has been associated with an array of poor outcomes,11–13 such
as lower patient quality of life, higher caregiver post-traumatic
stress symptoms, and higher provider burnout.14–16.
One likely factor associated with physician variation in end-

of-life care intensity is differences in the psychological propen-
sities of individual physicians.2,4,17–19 Physician psychological
propensities have previously been demonstrated to be conse-
quential for other types of practice patterns. For example,
physicians who are more risk-averse use more imaging among
emergency department patients,20 and physicians who are more
concerned about malpractice engage in more aggressive diag-
nostic testing in office-based practice.21 Similarly, physician
psychological propensities may be consequential for practice
patterns around end-of-life care intensity.
To date, numerous qualitative studies have examined phy-

sician psychological propensities as they relate to end-of-life
care intensity.22–24 However, there have been no efforts to
synthesize this literature to explicate whether and how
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differences in physician psychology may translate to some
physicians providing more intensive end-of-life treatment than
others. To address this gap, we conducted a systematic review
and meta-synthesis of qualitative studies that examined phy-
sician psychological propensities associated with end-of-life
care intensity.
Our conceptual lens centered on the notion that making

end-of-life care intensity decisions involves certain psycho-
logical tasks such as facing the unpleasant prospect of pa-
tient’s death, suffering, medical uncertainty, being the bearer
of bad news, strong patient and family emotions, pressure
from patients and families to “do more,” and pressure to
conform to a biomedical norm of offering life-extending
care.25–29 How physicians experience and manage these psy-
chological tasks could potentially lead to systematic variation
in the level of treatment intensity deemed appropriate and
provided by individual physicians.22,30,31 The present review
therefore aimed to identify the psychological propensities
around how physicians navigate these psychological tasks,
resulting in a proclivity for greater or lesser end-of-life care
intensity. Such psychological propensities are likely a product
of both individual (e.g., personality traits) and environmental
factors (e.g., professional socialization, culture of medicine).
Results from the present review would therefore have action-
able implications, informing efforts to improve care through
physician-focused interventions (e.g., self-awareness-based
interventions) and structural changes (e.g., changes to medical
education).32–34

METHODS

Literature Search

Five databases were searched—MEDLINE ALL via Ovid,
Embase via Elsevier’s Embase.com, Cochrane Central
Register of Controlled Trials (Cochrane CENTRAL) via
Wiley’s Cochrane Library, PsycINFO via Ovid, and Cu-
mulative Index to Nursing and Allied Health Literature
(CINAHL) via EBSCO—on August 27, 2021. The search
strategy was developed in MEDLINE by a Research
Informationist (KG) in collaboration with the research
team using Medical Subject Headings (MeSH) and key-
words for three concepts: Psychological Factors of
Physician-Level Providers, Treatment Intensity, and End-
of-Life. Concepts were combined with the Boolean AND
operator. A second Research Informationist performed a
Peer Review of Electronic Search Strategies (PRESS) and
edits were implemented. The search strategy was then
translated to the other databases using available controlled
vocabulary (see Supplementary Information). Results
were entered in RIS file format in Covidence, a Web-
based software platform for systematic review develop-
ment that includes the deduplication of uploaded records.
This review was preregistered with PROSPERO
(CRD42021279229).

Review of References and Eligibility Criteria

References underwent an initial title/abstract screening and a
subsequent full-text screening, with each reference reviewed
by two undergraduate coders. Discrepancies or ambiguities in
coding were resolved via discussion with the first author or the
research team. Our primary inclusion criterion was whether a
reference featured examination of the association between a
psychological propensity and end-of-life care intensity. Psycho-
logical propensity was defined as any physician cognitive, af-
fective, or behavioral variable or process cited as being conse-
quential for physicians’ decisions regarding end-of-life care
intensity. End-of-life care intensitywas defined using standard
metrics:11–13,35 (i) hospitalizations (acute hospital; intensive
care unit; emergency department); (ii) life-sustaining interven-
tions (e.g., resuscitation, intubation, mechanical ventilation,
artificial feeding, dialysis) or life-prolonging treatments (e.g.,
surgery, chemotherapy, radiation, transfusions); and (iii) hos-
pice care. We define advanced, life-limiting illness as an
incurable illness that is known to shorten lifespan (e.g., ad-
vanced cancer, advanced heart failure, advanced renal disease,
advanced chronic obstructive pulmonary disease).36,37 Only
references in English were included due to language limita-
tions of the study team. Additional eligibility criteria included
the sample being composed of at least majority physicians
(i.e., >50%).

Data Abstraction, Meta-synthesis, and Quality
Appraisal

The data synthesis approach involved extracting relevant find-
ings from each reference into NVivo (qualitative data analysis
software) and conducting a thematic analysis.38 Relevant find-
ings were defined as information from “Results” or “Findings”
sections of each reference that suggest that a physician psy-
chological propensity was or was not related to end-of-life care
intensity. Data extraction for each reference was conducted by
a primary coder and reviewed by a second coder for accuracy.
The thematic analysis was carried out by a four-member
coding team (LG, AK, EP, LP). In the first phase, each of
the four coders independently read the extracted data and
created codes capturing different psychological propensities.
During consensus meetings, these codes were then compared
and integrated to arrive at a final set of codes. Each coding
team member then independently coded the extracted content
using the final codes. During subsequent research team meet-
ings, codes with low interrater reliability were discussed and
refined, and codes were categorized into broader analytic
themes pertinent to study questions. Finally, to assess quality
of the included studies, the Critical Appraisal Skills Pro-
gramme (CASP) Qualitative Research Checklist was used,39

with each study rated by two coders. The CASP tool evaluates
references on features such as study methodology, recruitment
strategy, ethical considerations, and data analysis. Given the
lack of consensus in the literature on whether quality appraisal
should be grounds for excluding references in qualitative
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systematic reviews, references were not excluded based on
their quality appraisal.40

RESULTS

The literature search identified 5623 non-duplicate references,
328 of which were selected for full text review; 28 met the
eligibility criteria (PRISMA flowsheet, Fig. 1), including 9
studies on cancer, 2 on kidney failure, 2 on brain injury/
cognitive impairment, and 15 on multiple types of serious
illnesses. Fourteen studies pertained to life-sustaining treat-
ment decisions (e.g., resuscitation), and 8 pertained to cancer
chemotherapy decisions. Most of the included studies were
conducted in Western countries (23 out of 28), with 10 con-
ducted in the USA (study characteristics, Table 1). Median
sample size was 23 (range, 7–96), and most studies involved
individual interviews with participants. Most studies demon-
strated good study quality on the CASP quality appraisal tool
(see Supplementary information, Table A).

Key Themes

Thematic analysis of the extracted study results yielded 7
themes (Table 2; illustrative quotes, Table 3).
Professional Identity as “Fixer”. This theme pertained to
how physicians saw their role and job in the care of patients
with advanced life-limiting illness.41–43 Some physicians may
see their professional identity and role more so as that of
curing disease and extending life, and providing treatments
and procedures to achieve such ends.22,23,43–45 Decisions for
lower end-of-life care intensity require physicians to step away

from the role of providing life-extending care to one of pro-
viding palliative or comfort care, and some physicians find this
more challenging than others. Overemphasis on the “fixer”
identity may result in undue attention given to treatments that
can be performed to extend the patients’ life, and overlook the
benefit of comfort-focused care approaches.41–43,46,47 The
identity as a treater may result in a greater proclivity to “offer
something” that extends life, even when the clinical context is
one where there may not be any specific treatments to be done
or a clear “fix” to be pursued.

…it’s all about we need to fix things, and we need to,
you know, cure things…we sometimes lose sight of the
fact that we can’t actually fix everything.42

The extracted data spoke to how, depending on physicians’
professional identity, being faced with patients’ illness progres-
sion may elicit different subjective reactions. When the identity
is that of a “treater,” the physician may be more likely to
experience feelings of personal- or role-failure, due to the sense
of not fulfilling or living up to one’s expected role.22,48–50 This
sense of personal- or role-failure may be associated with feel-
ings such as disappointment, powerlessness, a sense of “battle
lost” or “giving up.”51,52 Such feelings make it more likely to
consider default, life-extending treatment options and less like-
ly to consider de-prescribing, de-escalation or withholding of
life-extending treatments.

Nephrologists expressed feeling like patients’ deaths
reflected their own failure.50

Mortality Aversion. This theme pertained to the distress,
unpleasantness, and negative arousal experienced by the
physician when bearing witness to their patients’ illness
progression, suffering, misfortune, and mortality.22,45,53–56 In
the previous theme, negative psychological states (e.g., sense
of failure) result from not living up to one’s professional role.
In mortality aversion, negative psychological states result
from witnessing the decline and demise of another human
being, particularly someone that the physician may have
known or could relate to. The data spoke to how physicians
may be saddened or feel upset by their patients’ advancing
illness, and how these emotions are accentuated when they
have a closer relationship with the patient, or when they can
more easily relate to the patient’s predicament, due to having
similar life circumstances or shared propensities (e.g., being of
the same age; both having young children).24,43,45,49,57–62

Such greater experienced emotional unpleasantness may
make it harder to consider choices to de-escalate or withhold
life-extending treatments or refer to hospice.

[Not initiating dialysis] is very difficult because...
you’re watching people die, which is inherently stress-
ful, and you do know you could reverse [it] for a few
months...You feel compelled to offer it.50
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Figure 1 PRISMA flow diagram.
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Communication Avoidance. This theme highlighted the
variability between physicians in the extent to which they
were inclined to have discussions regarding dying and
goals of care with patients and their families. As
decisions regarding end-of-life care intensity need to be
made in conjunction with patient/family, this theme high-
lighted how differences in physicians’ inclination for end-
of-life discussions could lead to variability in end-of-life
care intensity received by their patients.22,23,43,44,50,63,64

Specifically, some physicians may be more interested,

willing, and comfortable in having difficult conversations
than other physicians, who find such conversations to be
more challenging and psychologically burdensome. Con-
tinuing treatments may provide a means to avoid the diffi-
cult discussions.22–24,43,63 Thus, being more disinclined for
end-of-life care discussions may lead to higher treatment
intensity directly by influencing the physicians own deci-
sion to pursue life-extending treatments, or indirectly via
patient/family decisions, as the lack of goals of care dis-
cussions may leave patient/family less ready or with less

Table 1 Study Characteristics

Study Country Sample
size

Data
collection

Clinician specialty Focal treatment
decision

Illness/decisional
context

Aita 2007 Japan 30 Interviews Mixed Artificial nutrition
and hydration

Severely cognitively impaired
older adults

Asai 1997 Japan 7 Focus group Internists Life-sustaining
treatments

Serious illness, unspecified

Bluhm 2016 USA 17 Interviews Oncologists Chemotherapy Advanced cancer
Bluhm 2017 USA 17 Interviews Oncologists Chemotherapy Advanced cancer
Broom 2013 Australia 20 Interviews Primarily oncologists Transitioning out of

active treatment and
to palliation

Serious illness, unspecified

Buiting 2011 Netherlands 27 Interviews Oncology clinicians Chemotherapy Advanced cancer
Carmel 1996 Israel 25 Interviews Mixed Life-sustaining

treatments
Serious illness, unspecified

Catlin 1999 USA 54 Interviews Primarily neonatologists Resuscitation Extremely low-birth-weight pre-
term infants

Dupont-
Thibodeau 2017

Canada 80 Interviews Pediatric clinicians Resuscitation Neonates and mixed critically ill
patients

Dzeng 2018 USA 42 Interviews Internal medicine Resuscitation Serious illness, unspecified
Haliko 2018 USA 73 Interviews

(regarding
clinical
simulation)

Emergency medicine,
hospitalist, and
intensivist physicians

Intubation Critically and terminally ill elder
presenting to emergency
department

Jox 2012 Germany 29 Interviews Intensive and palliative
care clinicians

Life-sustaining
treatments

Serious illness, unspecified

Kryworuchko
2016

Canada 30 Interviews Mixed Life-sustaining
treatments

Serious illness within acute
patient care

Laryionava
2018

Germany 29 Interviews Oncology clinicians Chemotherapy Advanced cancer

Lotz 2016 Germany &
Switzerland

17 Focus
groups

Pediatric clinicians Life-sustaining
treatment (within
case scenarios)

Seriously ill children

Marmo 2014 USA 9 Interviews Oncologists Hospice Advanced cancer
Mobasher 2013 Iran 8 Interviews Oncologists Cancer-directed

treatment
Advanced cancer

Nordenskjold
Syrous 2020

Sweden 19 Interviews Intensivists Life-sustaining
treatments

Serious illness within intensive
care unit

Nordenskjold
Syrous 2020

Sweden 19 Interviews Intensivists Life-sustaining
treatments

Serious illness within intensive
care unit

Odejide 2014 USA 20 Focus
groups

Hematologic oncologists Transitioning from
disease-directed care
to end-of-life care

Advanced hematologic cancer

Ozeki-Hayashi
2019

Japan 21 Interviews Breast surgeons Chemotherapy Advanced breast cancer

Robertsen 2019 Norway 18 Interviews Neurocritical care
physicians

Life-sustaining
treatments

Devastating brain injury within
neurocritical care unit

Schildmann
2013

England 12 Interviews Medical oncologists Cancer-directed
treatments

Advanced cancer

Sercu 2015 Belgium 52 Interviews General practitioners End-of-life care
unspecified

End-of-life home care for
advanced serious illness

St. Clair Russell
2021

USA 54 Interviews
and focus
groups

Nephrology clinicians Dialysis Kidney failure

Wachterman
2019

USA 20 Interviews Nephrologists Dialysis Advanced kidney disease
among older adults

Willmott 2016 Australia 96 Interviews Mixed “Futile treatments” End-of-life, unspecified
Wilson 2013 USA 27 Interviews Critical care clinicians Life support Serious illness within intensive

care unit
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opportunity to make decisions regarding de-escalating
treatments.

It’s a hell of a lot easier conversation to say, ‘Alright,
let’s do your next round of chemo. I’ll see you in 3
weeks,’ rather than have a conversation to say I don’t
think we should do more chemo22

Conflict Avoidance. Several studies discussed how the end-of-
life care context is often one where the physician had “bad
news” or treatment suggestions that ran counter to patient/
family wishes.22,51,57 In such a context, variability between
physicians in the extent to which they want to appease or please
the patient/family may translate to different intensity of care
received by their patients.23,44,46,58,63,65,66 Some physicians
may find it more difficult to disappoint or upset the patient/
family, and may be more motivated to avoid conflict.22,43 Con-
sequently, such physicians may be more likely to delay treat-
ment decisions and conversations that are difficult for patients/
family, or concede to patient/family requests for further life-
extending treatments against their own best judgment.23,46,57

Some doctors believed it was easier to tread ‘the path
of least resistance’ and provide care to placate
families23

Personal Values Favoring Life Extension. Decision-making
regarding end-of-life treatment intensity often occurs under
conditions of uncertainty, with no clear medically superior
choice. Uncertainty may provide room for physicians’ personal
values about the prioritization of life-extension relative to
quality-of-life to be inserted into the decisions made.53,54,56,62,64

These values have implications for level of treatment intensity
provided. The extracted data cited examples of personal beliefs

and values, stemming from either secular or religious sources,
that influence treatment intensity decisions.23,45,47,51,56,59,64,67

Such values pertained to specific treatment procedures as well
as broad approaches to end-of-life care (e.g., “withholding
ANH [artificial nutrition/hydration] constitutes an act of
abuse;”53 “some physicians just simply do not believe that
withdrawal of life support is appropriate in any circum-
stance”47). Such personal values may shape how a physician
reasons regarding treatment decisions.

I think it was a personal philosophy of the other pro-
vider that they simply don’t withdraw—a religious, a
little more broadly defined, a set of [ethical] beliefs
that [the decision to withdraw life support] is not a
decision we should be making.47

Decisional Avoidance. End-of-life care intensity decisions
were often made under conditions of significant
uncertainty.22,23,48,50,60 Decisional avoidance pertained to the
tendency to deal with such uncertainty by avoiding or
deferring a treatment decision. Physicians who are more
prone to decisional avoidance may be more likely to rely on
the default option and maintain the status quo.23,31,41,42,60 In
most non-palliative end-of-life care context, the default option
involves providing or continuing life-extending treatments.
Consequently, decisional avoidance would be associated with
higher treatment intensity.

If there is only the slightest uncertainty, it may feel
hard to make a decision and therefore one chooses to
defer it.60

Over-optimism. In several studies, optimistic bias was also
observed in how physicians reasoned about treatments in the

Table 2 Physician Psychological Propensities Identified in Thematic Analysis as Driving Greater End-of-Life Treatment Intensity

Professional identity as “fixer”:
Sense of one’s role and job as extending life or curing disease and providing treatments to that end. Associated with potential feelings of personal
failure, role failure, disappointment, powerlessness, a sense of “battle lost,” and “giving up,” when faced with decisions to de-escalate or withholding
life-extending treatments
Mortality aversion:
Experienced distress, unpleasantness, or negative arousal associated with witnessing human suffering, illness progression, and mortality (i.e., extend to
which it is unsettling or upsetting), potentially exacerbated by greater identification or perceived connection with patient or perceived unfairness of
illness
Communication avoidance:
Having less interest, comfort, ability and efficacy with having end-of-life care discussions with patients and families and in supporting them to be
prepared and ready to make difficult treatment decisions
Conflict avoidance:
Proclivity to please patient/family; experienced aversion to disappointing or upsetting the patient/family, avoid conflict with them, and avoid
dissatisfaction with doctor and doctor shopping. Inclination to concede to patient/family treatment requests even when the physicians’ own judgment for
treatments is different (e.g., family requests potentially futile treatments)
Personal values regarding life extension
Personal values and beliefs (religious or secular) regarding life extension and end-of-life care that are projected on to patients during treatment
decision-making or communication
Decisional avoidance
Tendency to deal with decisional uncertainty and associated cognitive conflict by avoiding or deferring a treatment decision (e.g., defaulting to
continuing life-extending treatments; deferring the decision to discontinue treatments)
Over-optimism
The exhibited proclivity when reasoning about treatment choices that perhaps the odds could be beat and a positive outcome could be attained

For quotes illustrating each theme, see Table 3
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face of uncertainty.22,41,48,57 Some studies indicated how
physicians may err on the side of “what if” treatments work,
reasoning that they could perhaps beat the odds and achieve an

unlikely, but preferred outcome.22–24,49,50 Thus, in situations
of uncertainty, or even unlikely positive outcome, they took
the approach of giving it a “try.”45,57 Optimistically biased

Table 3 Illustrative Quotes from Included Studies

Theme Illustrative quote

Professional identity as
“fixer”

Some doctors really do believe that they did medicine to never give up on a patient…23

The ‘dogged pursuit of active treatment’, as one specialist described it, was talked about as underpinned by a
subjective perception of the medical role as ‘disease beater’ rather than bearer of ‘bad news’. – Study authors43

Sometimes there is this urge like you have to offer something [be]cause you’re called to be the oncologist.22

We don’t want to tell somebody we can’t do anything for them…you feel bad when you don’t have anything to
offer someone.22

I’m a nephrologist ‘cause I can always fix it...I want to keep them alive and not have them die from the problem
that I’m in charge of. So I have that machine, and I can do that, so it’s very hard not to.50

Mortality aversion To let a person die from hunger is psychologically difficult for me, feeding quiets a physician's conscience. When I
give artificial feeding to a terminal patient, it makes me feel that I didn't abandon him and just let him die56

[Not initiating dialysis] is very difficult because... you’re watching people die, which is inherently stressful, and you
do know you could reverse [it] for a few months...You feel compelled to offer it.50

…more ‘emotive’ doctors ‘tend to push for more futile treatment’ because they have a harder time accepting death.
– Study authors23

…somebody comes in with young kids, that’s not just hard for them handle, that’s hard for us to handle.55

Especially if these patients show maybe some parallels to one’s own life, or are maybe in a similar life situation,
have small children, then it is very depressing and stressful to make such decisions.24

…it gets harder and harder with each passing month to make that objective decision, cause we’ve grown a little
close, and so it becomes harder and harder, I always want to do something.49

Communication avoidance It’s a hell of a lot easier conversation to say, ‘Alright, let’s do your next round of chemo. I’ll see you in 3 weeks,’
rather than have a conversation to say I don’t think we should do more chemo.22

… Probably we tend to avoid the really difficult [end-of-life] issues, and sort of hope that the palliative care
physician will deal with those things. Because I mean, I personally find those end-of-life kind of issues very
difficult to deal with, and to broach with a patient.43

…it’s a bit uncomfortable approaching that [end of life care] particularly in the presence of the patient, hence the
hesitation.64

I think even just saying, ‘well, you may become nauseated or you may get increasing swelling or things like that,’ is
a very different than saying, ‘and eventually you will die from your kidney disease.’ Just saying those words is a
lot harder.63

... it's easier to continue rather than say to the patient let's stop. That's a harder thing to say and it takes a longer
consultation in a busy clinic. It's easiest to continue for the time being.23

Conflict avoidance Intellectually, I know this probably isn’t what I should be doing, but I don’t want to disappoint…disappointing
people on a regular basis, wears on ya...and then you get the ultimate disappointment with that discussion we’ve
been talking about where there’s nothing further I can do to treat your cancer.22

Apart from being open and honest with their patients, physicians did not want to disappoint their patients by not
helping them or by taking away their hope by giving them ‘nothing.’ – Study Authors57

GPs [general practitioners] also felt it extremely difficult to object to external life-preserving viewpoints. When the
patient’s/family’s view differed from the GP’s opinion or when the patient/family appeared not to be ready for
the approaching loss, the GP would succumb. – Study authors46

Patients' families often have unrealistic expectations...[The provision of futile treatment] will probably come down
to how forthright or aggressive the family are and also come down to the doctor's ability to deal with that. Their
confidence or their courage of conviction.23

Personal values favoring
life extension

…I believe in the sanctity of life, and will always try to prolong it, even if its quality is low.56

...I see it all the time...when those doctors, devout doctors, who have a strong right to life, when they are practising
on their own without any integration with any other doctors, then they can go on clearly without any
interference on their futile way.23

I think it was a personal philosophy of the other provider that they simply don’t withdraw—a religious, a little more
broadly defined, a set of (ethical) beliefs that (the decision to withdraw life support) is not a decision we should
be making.47

Some physicians just simply do not believe that withdrawal of life support is appropriate in any circumstance—that
it is a disrespect of life.47

Withholding ANH [artificial nutrition and hydration; at the end of life] constitutes an act of abuse. You know it
directly leads to death and this is the same as letting babies die without giving food.53

Decisional avoidance If there is only the slightest uncertainty, it may feel hard to make a decision and therefore one chooses to defer it.60

The respondents described personality in terms of differences in how pragmatic and realistic intensivists were and
how they differed concerning decisiveness and certainty regarding ELDM [end-of-life decision-making].
– Study authors31

Somehow there is a blockade in your head. There is no other reason for it other than the fear that you could perhaps
do something wrong.41

Doctors reported wanting to give patients the "benefit of the doubt" and were motivated to continue treating out of
fear of making the wrong decision23

Over-optimism …you are always thinking you can pull some rabbit out of the hat; you tend to think that something is going to work.61

I think we should be able to offer them that [additional treatment options], because some of the times, you are going
to hit a home run, or at least a double where you can prolong their life significantly.49

We always hope that this particular case won’t be bad, this particular case will shine. This will be the one that all
the bad things don’t happen to.48

I wish I had been able to say, ‘Let’s not pursue chemotherapy,’ but at the same time, it was just that, what if? What
if, what if, what if?22

All quotes from study participants unless indicated as from study authors
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thinking would result in those physicians more often making
decisions favoring life-extending treatments.

…you are always thinking you can pull some rabbit out
of the hat; you tend to think that something is going to
work.61

DISCUSSION

This review synthesized qualitative findings on psychological
propensities that could result in some physicians providing
more life-extending treatment than others. Our findings indi-
cate that care-intensity at the end-of-life could reflect dif-
ferences in physicians’ professional identity, mortality
aversion, communication avoidance, conflict avoidance,
personal values favoring life extension, decisional avoid-
ance, and over-optimism. Such differences can lead to sig-
nificant differences in judgments about whether and when
to de-escalate life-extending treatments. Put simply, psy-
chological propensities can be consequential for physi-
cians’ care decisions.2,18,19 Psychological propensities
therefore warrant further consideration in both theoretical
and applied work.
The notion that psychological propensities could shape

physicians’ care decisions is not a new idea.18,19 However, it
has yet to be adequately examined and leveraged. For exam-
ple, prominent theoretical models of healthcare utilization
have entirely left out the treating physician as a relevant factor,
with the implicit assumption that characteristics of the treating
physician would have no bearing on the quality and nature of
care provided.68,69 While subsequent iterations of these
models have tried to account for the treating physician, such
revisions have been limited largely to demographic factors or
broad categorizations related to the physician, such as the
physician’s race or gender.70 More recent research has quan-
titatively demonstrated that attributes of the treating physician
in fact do account for a substantial proportion of the variability
seen in end-of-life care intensity,1,6–8 with many qualitative
studies identifying psychological propensities that could ac-
count for observed physician-attributable variability. The pres-
ent review synthesized this relevant qualitative literature on
end-of-life care intensity, explicating how psychological pro-
pensities may translate to differences in treatment intensity
decisions of the treating physician.
The present results raise the possibility that addressing

psychological propensities could reduce physician-attributed
variation in care.2,71 In fact, this is a basic premise for self-
awareness skills curriculum being added to medical educa-
tion,32,33 where medical students are trained on being cogni-
zant of how their sense of self (beliefs, values, emotions) can
impact the care that they provide to their patients. Similarly,
Balint groups and Schwartz rounds have been implemented in
many care settings, where groups of practitioners discuss
challenging cases to support one another on psychologically

difficult aspects of patient care.72–74 However, the specificity
of the psychological propensities that arose in the present
findings suggests that more focused, structured group formats
centered around addressing specific propensities—as opposed
to providing general peer support—may be even more bene-
ficial. Future research should therefore explore whether more
focused approaches leveraging reflection, mindfulness, and
peer support regarding specific psychological propensities
could have more potent effects than existing approaches cen-
tered around general support. Another crucial consideration in
addressing psychological propensities are the larger socio-
cultural institutions that physicians are embedded in. Physi-
cians’ psychological propensities are shaped by medical edu-
cation, healthcare delivery systems, and incentive struc-
tures.32,33,75 Modifying these institutional structures could
therefore result in changes in physician psychological propen-
sities and corresponding care patterns.
Specifically, for interventions aiming to reduce low-value

end-of-life care intensity, the present review points to potential
future directions. Current approaches to physician-focused
interventions for end-of-life care intensity consist of electronic
health record-based alerts to physicians (e.g., prompts to carry
out end-of-life care conversations) or communication skills
training (e.g., training on carrying out end-of-life conversa-
tions using the Serious Illness Conversation Guide).76–79 Fu-
ture research should examine the extent to which such behav-
ioral “nudges” and skill provision are sufficient in addressing
physician-attributable variability seen in end-of-life care in-
tensity. Given that many of the psychological propensities
identified in the present review involved elements such as
identity, values, and strong emotions, future research should
examine if more psychoactive interventions altering physi-
cians’ cognitions, awareness, and emotional experience will
provide added value. For instance, peer group sessions en-
couraging physician reflection on how aspects of their profes-
sional identity, values, and experienced emotions influence
treatment decisions, and increasing emotion regulation skills
pertaining to patient mortality, could potentially change treat-
ment intensity decisions.33,71 Such trainings have been devel-
oped in other settings such as primary care, where a mindful-
ness and self-awareness-based intervention was shown to
enhance physicians’ well-being and attitudes towards patient
care,34 but to our knowledge such interventions have yet to be
developed addressing end-of-life care intensity.
It is worth considering how self-selection effects may am-

plify the effects of psychological propensities on patient out-
comes. There is evidence for self-selection in employment
settings, such that individuals are more likely to choose med-
ical specialties, subspecialties, and treatment settings that are
congruent with their psychological propensities.80,81 Such
self-selection effects would lead to greater homogeneity be-
tween individuals within certain practice settings, possibly
resulting in multiplier effects and amplifying the influence of
psychological propensities on end-of-life treatment intensity
in particular treatment settings.

1522 George et al.: Physician Psychology & End-of-Life Treatment Intensity JGIM



Given the central role of interactions with patients and fam-
ilies in some of the identified psychological propensities, it is
worth considering how existing patient and family support
interventions at the end-of-life (e.g., coping support and goals-
of-care conversations from specialty palliative care) may affect
the physicians caring for those patients. Such interventions may
alleviate some of the treating physician’s experienced psycho-
logical challenges in de-escalation of care. It is also important to
acknowledge that while our included studies focused primarily
on physicians, advanced practice providers are increasingly
involved with end-of-life care intensity decisions, and it is
unclear to what extent the identified psychological propensities
may be similar for those providers. As medical school educa-
tion, professional socialization, and peer norms may influence
psychological propensities, there may be differences in the
propensities of physicians relative to different advanced prac-
tice providers, and future research should explore this question.
There are limitations to the present systematic review. The

qualitative nature of the included studies means that the findings
should be seen as hypothesis-generating, and further empirical
work is needed. For example, quantitative examinations—such
as factor analysis using physician survey data—could examine
if the seven themes identified here can be quantitatively vali-
dated as a distinct phenomenon, or whether they are better
conceptualized into a broader, smaller number of domains.
Notably, four of the themes identified here centered around
avoidance or aversion (mortality aversion, communication
avoidance, conflict avoidance, and decisional avoidance) and
two centered around valuing of life extension (professional
identity as “fixer” and personal values favoring life extension).
Future research could therefore explore the most empirically
robust categorizations of psychological propensities and their
links with treatment decision-making. Another limitation of the
present systematic review includes the diversity of care settings
and decisional contexts examined among the included studies
(e.g., decisions regarding chemotherapy vs. artificial nutrition;
cancer vs. renal disease). Some of these contexts were overrep-
resented, such as studies within cancer. Some of the contexts
involved treatment of children and neonates, which may evoke
different psychological propensities relative to the treatment of
adults. As the present analysis pooled across different care
contexts, it is possible that the identified psychological propen-
sities may not be uniformly relevant across care contexts.
Finally, our review only consisted of English-language refer-
ences and many of the included studies were done in the USA,
which may undermine generalizability of findings to other
countries with different socio-cultural contexts and approaches
to healthcare delivery.

CONCLUSION

The present synthesis explicates how psychological propensi-
ties could influence physicians’ judgments regarding whether
and when to withhold or de-escalate life-extending treatments.

Given that end-of-life care intensity has been identified as a
major source of low-value healthcare expenditure,82 further
work is needed on leveraging psychological propensities to
reduce physician-attributed variation in end-of-life care inten-
sity, including physician-focused interventions and changes to
medical education.
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